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CHAPTER
NUMBER

BILL 
NUMBER

TITLE DATE
Acts 2011

Authorizing the Mayor of the City of Medford to Appoint 
Stephanie Muccini Burke as Director of Budget and Personnel in 
the City of Medford.

2/3/20111 H 33

Relative to Unemployment Insurance Rates. 2/17/20112 S 8

Reorganizing the Executive Office of Labor and Workforce 
Development.

3/11/2011

The foregoing was filed by the Governor with the General Court on 
January 26, 2011.  Not having been disapproved in either the House 
of Representatives or Senate and the General Court not having been 
prorogued, after 60 days it has the force of law as provided in Article 
LXXXVII of the Amendments to the Constitution.

3 H 39

Establishing a Sick Leave Bank for Nena Canada, an Employee 
of the Trial Court.

3/14/20114 S 23

Establishing a Sick Leave Bank for Margaret A. Bagley, an 
Employee of the Trial Court.

3/16/20115 H 44
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OFFICE OF THE GOVERNOR

COMMONWEALTH OF MASSACHUSETTS
STATE HOUSE • BOSTON, MA 02133

(617) 725-4000

DEVAL L. PATRICK
GOVERNOR

TIMOTHY P. MURRAY
LIEUTENANT GOVERNOR

DEVAL L. PATRICK
GOVERNOR

TIMOTHY P. MURRAY
LIEUTENANT GOVERNOR

EXECUTIVE ORDER NO. 528

ESTABLISHING AN ANTI-FRAUD, WASTE AND ABUSE TASK
FORCE

WHEREAS, state government is entrusted with the
responsibility of providing economical and honest stewardship of
taxpayers' dollars;

WHEREAS, it is incumbent on the leadership of state
government to guard the use of taxpayers' dollars against fraud,
waste and abuse, thereby preserving the integrity of programs;

WHEREAS, fraud, waste and abuse deprives the people of the
Commonwealth of vital services and benefits;

WHEREAS, especially in the present difficult fiscal
circumstances, reduction of fraud, waste and abuse will further
guarantee effective use of taxpayers' dollars and ensure that services
are available to those who are rightfully eligible;

WHEREAS, prevention of fraud, waste and abuse demands
steadfast vigilance and the use of innovative strategies;

, ' ...
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WHEREAS, collaboration among independent state agencies
tasked with combating fraud, waste and abuse will increase the
effectiveness of recovery and prevention efforts;

WHEREAS, identification of high yield targets for recovery and
prevention efforts will result in maximum savings for taxpayers;

WHEREAS, universal best practice standards will result in the
highest possible levels of revenue recovery and fraud prevention;

WHEREAS, focused trainings, educational materials and
communications will assist in preventing fraud, waste and abuse;

WHEREAS, citizen engagement in the identification of fraud,
waste and abuse is a critical element of effective recovery and
prevention strategies;

WHEREAS, accurate income and asset verification of the
beneficiaries of state programs that contain an income or asset
eligibility requirement is essential to prevent misuse of taxpayers'
dollars;

WHEREAS, the Governor and Lieutenant Governor have
identified opportunities to build on existing government efforts to
prevent and remedy fraud, waste and abuse;

NOW, THEREFORE, I, Timothy P. Murray, Acting Governor of
the Commonwealth of Massachusetts, by virtue of the authority
vested in me by the Constitution, Part 2, c. 2, § 2, Art. III and Part 2,
c. 2, § I, Art. I, do hereby order as follows:

Section 1. There shall be an Anti-Fraud, Waste and Abuse Task
Force ("Task Force"), which shall:

(a)Provide a forum for exchange of information among state
agencies actively involved in combating fraud, waste and abuse
by vendors and recipients.

(b) Identify potential targets for collective anti-fraud efforts, such as
public benefits programs.
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(c)Assess existing investigative and enforcement methods in
Massachusetts and other jurisdictions to formulate standards
for best practices among state agencies in identifying and
preventing fraud, waste and abuse.

(1) Encourage the public to report evidence of fraud,
waste and abuse, and

(2) Reassure the public, and those doing business with
the state, about efforts to safeguard the integrity of state
programs.

Section 2. The Task Force shall be chaired by the Lieutenant
Governor or his designee, and shall consist of the following members
or their designees: the Secretary of Administration and Finance, the
Attorney General, the Inspector General, the Comptroller, and the
Auditor. The Executive Office for Administration and Finance shall
staff the Task Force.

Section 3. The Task Force may form committees that include
other agencies as the Lieutenant Governor deems necessary or
advisable.

Section 4. To the extent consistent with federal and state law,
state agencies shall condition receipt of state benefits that require
income or asset eligibility upon an applicant's consent to agency
verification of recipient income or assets through data-sharing with
the Department of Revenue and other methods. Clear language
granting this consent shall appear on all application forms for income
or asset eligible state benefits.
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Section 5. To the extent permitted by law, every agency within
the Executive Branch shall make all reasonable efforts to cooperate
with the Task Force and to furnish all information and assistance
requested by the Task Force.

Section 6. This Executive Order shall take effect immediately
and shall continue in effect until amended, superseded, or revoked by
subsequent Executive Order.

Given at the Executive Chamber in
Boston this 1-+h day of March in the
year of our Lord two thousand and
eleven, and of the Independence of the
United States of America two hundred
and thirty-five.

TIMOTHY . MURRAY
ACTING G VERNORL
Commonwealth of Massachusetts

WILLIAM FRANCIS GALVIN
Secretary of the Commonwealth

The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



The Commonwealth of Massachusetts
Executive Office of Health and Human Services

Division of Health Care Finance and Policy
Two Boylston Street
Boston, MA 02116

DEVAL L. PATRICK
Governor

617-988-3100' Fax 617-727-7662 • TIY 617-988-3175
www.mass.gov/dhcfp

JUDYANN BIGBY, M.D.
Secretary

TIMOTHYP. MURRAY
Lieutenant Governor

DAVID MORALES
Commissioner

Administrative Bulletin 11-06
114.3 CMR 22.00: Durable Medical Equipment,

Oxygen and Respiratory Therapy Equipment
March 11, 2011

Under the authority of Regulation 114.3 CMR 22.01(5), the Division of Health Care Finance and
Policy is adding new codes and deleting obsolete codes for services provided on or after January
1,2011.

Codes with associated Medicare fees are set at a percentage of prevailing Medicare fees as
described in 114.3 CMR 22.03(16). Codes without associated Medicare fees are set based on the
individual consideration methodology under 114.3 CMR 22.01(5)(d) until appropriate rates are
developed.

New Code/Modifier Rate
AY

Descri tion
Item or service furnished to an ESRD patient that is not
for the treatment of ESRD
Item or service related, in whole or in part, to an illness,
injury, or condition that was caused by or exacerbated
by the effects, direct or indirect, of the 2010 oil spill in
the Gulf of Mexico, including but not limited to
subse uent clean-u activities
Waiver of liability statement issued as required by payer

olic , individual case
Waiver of liability statement issued as required by payer

olic , routine notice
Notice of liabilit issued, voluntar under a er olic
Nebulizer system, any type, fda-cleared for use with
s ecific dru
Medicall necessar service or su 1
Shoulder sling or vest design, abduction restrainer, with
or without swathe control, prefabricated, includes fitting
and ad'ustment

GX
NB

SC
A4566 ACC+20%
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New Code/Modifier Rate
A7020 ACC+20%

A9273 ACC+20%

E0446 AAC+30%

E1831 AAC+30%

E2622NU 299.68

E2622NUKE 347.69

Descri tion
Interface for cough stimulating device, includes all
com onents, re lacement onl
Hot water bottle, ice cap or collar, heat and/or cold
wra , an t e
Topical oxygen delivery system, not otherwise
s ecified, includes all su lies and accessories
Static progressive stretch toe device, extension and/or
flexion, with or without range of motion adjustment,
includes all com onents and accessories
Skin protection wheelchair seat cushion, adjustable,
width less than 22 inches, an de th new e ui ment
Skin protection wheelchair seat cushion, adjustable,
width less than 22 inches, any depth (new equipment)
(bid under round one of the DMEPOS competitive
bidding program for use with noncompetitive bid base
e ui ment
Skin protection wheelchair seat cushion, adjustable,
width less than 22 inches, an de th rental
Skin protection wheelchair seat cushion, adjustable,
width less than 22 inches, any depth (rental) (bid under
round one of the DMEPOS competitive bidding
program for use with noncompetitive bid base
e ui ment
Skin protection wheelchair seat cushion, adjustable,
width less than 22 inches, any depth (used durable
medical e ui ment
Skin protection wheelchair seat cushion, adjustable,
width less than 22 inches, any depth (used durable
medical equipment) (bid under round one of the
DMEPOS competitive bidding program for use with
noncom etitive bid base e ui ment
Skin protection wheelchair seat cushion, adjustable,
width 22 inches or reater, any de th new e ui ment
Skin protection wheelchair seat cushion, adjustable,
width 22 inches or greater, any depth (new equipment)
(bid under round one of the DMEPOS competitive
bidding program for use with noncompetitive bid base
e ui ment
Skin protection wheelchair seat cushion, adjustable,
width 22 inches or reater, an de th rental
Skin protection wheelchair seat cushion, adjustable,
width 22 inches or greater, any depth (rental) (bid under
round one of the DMEPOS competitive bidding
program for use with noncompetitive bid base
e ui ment
Skin protection wheelchair seat cushion, adjustable,
width 22 inches or greater, any depth (used durable
medical e ui ment
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New Code/Modifier
E2623UEKE

Rate
331.82

Descri tion
Skin protection wheelchair seat cushion, adjustable,
width 22 inches or greater, any depth (used durable
medical equipment) (bid under round one of the
DMEPOS competitive bidding program for use with
noncom etitive bid base e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width less than 22 inches, any depth (new
e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width less than 22 inches, any depth (new
e ui ment
Skin protection and positioning wheelchair seat cushion,
ad'ustable, width less than 22 inches, an de th rental
Skin protection and positioning wheelchair seat cushion,
adjustable, width less than 22 inches, any depth (rental)
(bid under round one of the DMEPOS competitive
bidding program for use with noncompetitive bid base
e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width less than 22 inches, any depth (used
durable medical e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width less than 22 inches, any depth (used
durable medical equipment) (bid under round one of the·
DMEPOS competitive bidding program for use with
noncom etitive bid base e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width 22 inches or greater, any depth (new
e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width 22 inches or greater, any depth (new
equipment) (bid under round one of the DMEPOS
competitive bidding program for use with
noncom etitive bid base e ui ment
Skin protection and positioning wheelchair seat cushion,
ad'ustable, width 22 inches or reater, an de th rental
Skin protection and positioning wheelchair seat cushion,
adjustable, width 22 inches or greater, any depth (rental)
(bid under round one of the DMEPOS competitive
bidding program for use with noncompetitive bid base
e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width 22 inches or greater, any depth (used
durable medical e ui ment
Skin protection and positioning wheelchair seat cushion,
adjustable, width 22 inches or greater, any depth (used
durable medical equipment) (bid under round one of the
DMEPOS competitive bidding program for use with
noncom etitive bid base e ui ment
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New Code/Modifier Rate
11559 AAC
J1599 AAC

Code Rate
A4399 10.94

A5112 26.72

A6011 2.03

A6248 14.49
A6260 11.23
A6261 AAC+20%

A6262 0.97

A7013 0.70

B4034 5.04

B4035 9.61

B4036 6.60

Descri tion
Ostomy irrigation supply; cone!catheter, with or without
brush
Urinary drainage bag, leg or abdomen, latex, with or
without tube, with stra s, each
Collagen based wound filler, gel/paste, per gram or
colla en
H dro el dressin , wound filler, el, er fluid ounce
Wound cleansers, an t e, an size
Wound filler, gel/paste, per fluid ounce, not otherwise
s ecified
Wound filler, dry form, per gram, not otherwise
s ecified
Filter, disposable, used with aerosol compressor or
ultrasonic enerator
Enteral feeding supply kit; syringe fed, per day, includes
but not limited to feeding/flushing syringe,
administration set tubin , dressin s, ta e
Enteral feeding supply kit; syringe fed, per day, includes
but not limited to feeding/flushing syringe,
administration set tubin , dressin s, ta e
Enteral feeding supply kit; gravity fed, per day, includes
but not limited to feeding/flushing syringe,
administration set tubin , dressin s, ta e

Old Code Old Description Crosswalk Rate
E0220 Hot water bottle A9273 ACC+20%
E0230 Ice cap or collar A9273 ACC+20%
E0238 Non-electric heat pad, moist A9273 ACC+20%
J9110 Injection, cytarabine, 500 mg J9100 6.96
J9375 Vincristine sulfate, 2 mg J9370 28.88
J9380 Vincristine sulfate, 5 mg J9370 28.88

K0734NU Skin protection wheelchair seat cushion, E2622NU 299.98
adjustable, width 22 inches or greater, any depth
(new equipment)
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Old Code Old Descri tion Crosswalk Rate
K0734NUKE Skin protection wheelchair seat cushion, E2622NUKE 348.04

adjustable, width 22 inches or greater, any depth
(new equipment) (bid under round one of the
DMEPOS competitive bidding program for use
with noncom etitive bid base e ui ment

K0734RR Skin protection wheelchair seat cushion, E2622RR 30.00
adjustable, width 22 inches or greater, any depth
rental

K0734RRKE Skin protection wheelchair seat cushion, E2622RRKE 34.81
adjustable, width 22 inches or greater, any depth
(rental) (bid under round one of the DMEPOS
competitive bidding program for use with
noncom etitive bid base e ui ment

K0734UE Skin protection wheelchair seat cushion, E2622UE 224.98
adjustable, width 22 inches or greater, any depth
used durable medical e ui ment

K0734UEKE Skin protection wheelchair seat cushion, E2622UEKE 261.03
adjustable, width 22 inches or greater, any depth
(used durable medical equipment) (bid under
round one of the DMEPOS competitive bidding
program for use with noncompetitive bid base
e ui ment

K0735NU Skin protection wheelchair seat cushion, E2623NU 381.71
adjustable, width less than 22 inches, any depth
newe ui ment

K0735NUKE Skin protection wheelchair seat cushion, E2623NUKE 442.87
adjustable, width less than 22 inches, any depth
(new equipment) (bid under round one of the
DMEPOS competitive bidding program for use
with noncom etitive bid base e ui ment

K0735RR Skin protection wheelchair seat cushion, E2623RR 38.18
ad·ustable, width less than 22 inches, an de th

K0735RRKE Skin protection wheelchair seat cushion, E2623RRKE 44.30
adj ustable, width less than 22 inches, any depth
(bid under round one of the DMEPOS
competitive bidding program for use with
noncom etitive bid base e ui ment

K0735UE Skin protection wheelchair seat cushion, E2623UE 286.28
ad·ustable, width less than 22 inches, an de th

K0735UEKE Skin protection wheelchair seat cushion, E2623UEKE 332.15
adjustable, width less than 22 inches, any depth
(bid under round one of the DMEPOS
competitive bidding program for use with
noncom etitive bid base e ui ment

K0736NU Skin protection and positioning wheelchair seat E2624NU 302.44
cushion, adjustable, width less than 22 inches,
an de th new e ui ment
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Old Code Old Descri tion Crosswalk Rate
K0736NUKE Skin protection and positioning wheelchair seat E2624NUKE 350.90

cushion, adjustable, width less than 22 inches,
any depth (new equipment) (bid under round one
of the DMEPOS competitive bidding program for
use with noncom etitive bid base e ui ment

K0736RR Skin protection and positioning wheelchair seat E2624RR 30.25
cushion, adjustable, width less than 22 inches,
an de th rental

K0736RRKE Skin protection and positioning wheelchair seat E2624RRKE 35.09
cushion, adjustable, width less than 22 inches,
any depth (rental) (bid under round one of the
DMEPOS competitive bidding program for use
with noncom etitive bid base e ui ment

K0736UE Skin protection and positioning wheelchair seat E2624UE 226.85
cushion, adjustable, width less than 22 inches,
an de th used durable medical e ui ment

K0736UEKE Skin protection and positioning wheelchair seat E2624UEKE 263.19
cushion, adjustable, width less than 22 inches,
any depth (used durable medical equipment) (bid
under round one of the DMEPOS competitive
bidding program for use with noncompetitive bid
base e ui ment

K0737NU Skin protection and positioning wheelchair seat E2625NU 382.87
cushion, adjustable, width 22 inches or greater,
an de th newe ui ment

K0737NUKE Skin protection and positioning wheelchair seat E2625NUKE 444.21
cushion, adjustable, width 22 inches or greater,
any depth (new equipment) (bid under round one
of the DMEPOS competitive bidding program for
use with noncom etitive bid base e ui ment

K0737RR Skin protection and positioning wheelchair seat E2625RR 38.28
cushion, adjustable, width 22 inches or greater,
an de th rental

K0737RRKE Skin protection and positioning wheelchair seat E2625RRKE 44.42
cushion, adjustable, width 22 inches or greater,
any depth (rental) (bid under round one of the
DMEPOS competitive bidding program for use
with noncom etitive bid base e ui ment

K0737UE Skin protection and positioning wheelchair seat E2625UE 287.15
cushion, adjustable, width 22 inches or greater,
an de th used durable medical e ui ment

K0737UEKE Skin protection and positioning wheelchair seat E2625UEKE 333.15
cushion, adjustable, width 22 inches or greater,
any depth (used durable medical equipment) (bid
under round one of the DMEPOS competitive
bidding program for use with noncompetitive bid
base e ui ment

S8185 Flutter device A7020 AAC+20%
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The following home dialysis supplies and equipment codes do not apply to eligible providers
under 114.3 CMR 22.02 and are thus deleted from the regulation:

Code tion
A4651
A4652
A4653
A4671
A4672
A4673
A4674 er 8 oz
A4680
A4690
A4706
A4707
A4708
A4709
A4714

A4719
A4720

A4721

A4722

A4723

A4724

A4725

A4726

A4728
A4730
A4736
A4737
A4740
A4750
A4755
A4760
A4765
A4766
A4770
A4771
A4772
A4773
A4774
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Code
A4802
A4860
A4870
A4890
A4911
A4913
A4918
A4928
A4929
E1500
E1510

E1520
E1530
E1540
E1550
E1560
E1570
E1575
E1580
E1590
E1592
E1594
E1600
E1610
E1615
E1620
E1625
E1630
E1632
E1634
E1635
E1636
E1637
E1699

Code
A4319
A4632
E0979NU
E0979RR
E0979UE
EI065NU
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E1066NU
EI066RR
EI066UE
EI069NU
EI069RR
EI069UE
E1638
E2399
Q4080

S8095
S8180
S8181
S8182
S8183

S8190NU
S8190RR
S8190UE
S8260
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NOTICES OF PUBLIC REVIEW OF PROSPECTIVE REGULATIONS 

PUBLISHED IN COMPLIANCE WITH M.G.L. c. 30A, SECTIONS 2 AND 3

THE COMMONWEALTH OF MASSACHUSETTS

Secretary of the Commonwealth - William Francis Galvin

April 01, 2011Published

Public Health, Department of 105 CMR 201.000 Extension of comment period.  

Testimony accepted until 4/8/11 @ 

5:00 P.M.

Attorney General, Office of the 940 CMR 7.00 5/18/11 @ 9:00 A.M.  Written 

comments accepted until 6/20/11.

Medical Assistance, Division 

of

130 CMR 501.000 and 515.000 Written comments accepted until 

4/8/11.

130 CMR 436.000 Written comments accepted until 

4/8/11.
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COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF PUBLIC HEALTH

Notice is hereby given pursuant to M.G.L. c. 30A, §2, that the Department of Public Health
MDPH) has extended the time to receive written and oral testimony on a proposed new
regulation, 105 CMR 201.000: Head Injuries and Concussions in Extracurricular Athletics. All
testimony must be submitted by 5:00 p.m. on Friday, April 8,2011.

In July 2010, the Massachusetts Legislature enacted An Act Relative to Safety Regulations for
School Athletic Programs (MGL c.l11, §222). The proposed regulations implement MGL c.l11,
§222, and will apply to all public middle and high schools and other schools subject to the
Massachusetts Interscholastic Athletic Association.

Hearings were held on March 10th at 4:00 p.m. @ MDPH Western Regional Office, 23 Service
Center, Northampton, MA and on Tuesday, March 15th at 3:00 p.m. @MDPH, 250 Washington
Street, Public Health Council Room, 2nd Floor Boston, MA.

The Department encourages all interested parties to submit testimony electronically to:
Reg.Testimony@state.ma.us. Please submit electronic testimony as an attached Word document
or as text within the body of an email and type "Head Injuries and Concussions" in the subject
line. All submissions must include the sender's full name and address. The Department will post
all electronic testimony that complies with these instructions on its website. Parties who are
unable to submit electronic testimony should mail submissions to LouAnn Stanton, Office of the
General Counsel, Department of Public Health, 250 Washington Street, Boston, MA 02108. All
testimony must be submitted by 5:00 p.m. on Friday, April 8,2011.

A copy of the proposed regulations may be viewed on the Department's website at:
www.mass.gov/dph under "Proposed Amendments to Regulations" and then selecting Head
Injuries and Concussions in Extracurricular Athletics, or obtained by calling LouAnn Stanton,
Office of General Counsel, at 617-624-5220.
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THE COMMONWEALTH OF MASSACHUSETTS

OFFICE OF THE ATTORNEY GENERAL
ONE ASH BURTON PLACE

BOSTON, MASSACHUSETTS 02108

MARTHA COAKLEY
AITORNEY GENERAL

(617) 727-2200
www.mass.gov/ago

Notice is hereby given pursuant to M.G.L. c. 30A § 2 and c. 93A § 2(c) that the Attorney General will hold a

public hearing relative to the adoption of amendments to 940 CMR 700 Debt Collection Regulations.

The changes to the regulations expand the scope and modernize the current regulations to among other

things, cover debt collection activities involving cell phone and text messaging; ensure that both active and

passive debt buyers are subject to debt collection laws; and prohibit creditors from attempting to collect a

debt that is time-barred unless they make certain required disclosures to consumers with respect to such

debts being collected. Finally, the Attorney General's Office is amending the regulations to make them more

consistent with the Division of Banks' regulation of debt collectors and the Fair Debt Collection Practices Act.

A hearing will be held on May 18, 2011 at 9:00a.m. at the Attorney General's Office at 100 Cambridge

Street, Conference Room A, on the 2'· floor, in Boston, Massachusetts.

Testimony may be presented orally at the public hearings or in writing. The Office encourages all interested

parties to submit written testimony to the following addresses:

Email:

mary. marshall@state.ma.us

Postal Mail:

Office of Attorney General Martha Coakley

Consumer Protection Division

One Ashburton Place

Boston, MA 02108

Attn: Mary Marshall, Public Protection & Advocacy Bureau

Please submit electronic testimony as an attached Word document and type "Debt Collection Regulations"

in the subject line. All submissions must include the sender's full name and address.

A copy of the proposed regulations, as well as the Attorney General's fiscal effect and small business impact

statements, are available on the Attorney General's website. Copies may also be obtained by calling Mary

Marshall at (617) 963-2990.

For special accommodations for the hearing or hearing information in an alternative format, please contact

Mary Marshall.
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THE COMMONWEALTH OF MASSACHUSETTS

OFFICE OF THE ATTORNEY GENERAL
ONE ASHBURTON PLACE

BOSTON, MASSACHUSETTS 02108
MARTHA COAKLEY
AITORNEY GENERAL

(617) 727-2200
www.mass.gov/ago

MGL c. 30A provides that before any regulation becomes effective, agencies of the
Commonwealth must file an estimate of its fiscal effect on both the public and private
sectors for the first and second years and for the first five years; or state that there is no
fiscal effect if that is the case. According to the Secretary of State's Office, this
requirement does not mean the cost/benefit analysis that accompanies federal regulations,
but rather an agency's best judgment of the "out of pocket" expenses that will be incurred
in complying with the regulation.

In addition, MGL c. 30A provides that before any regulation becomes effective, agencies
of the Commonwealth must file with the Secretary of State a statement considering the
impact of said regulation on small business. Such statement of consideration shall
include, but not be limited to, an estimate of the number of small businesses subject to the
proposed regulation, projected reporting, record keeping and other administrative costs
required for compliance with the proposed regulation, the appropriateness of performance
standards versus design standards, an identification of all relevant regulations of the
promulgating agency which may duplicate or conflict with the proposed regulation, and
an analysis of whether the proposed regulation is likely to deter or encourage the
formation of new businesses in the Commonwealth.

The updated Debt Collection Regulations (the "Regulations") incorporate a number of
changes, many of which will modernize the outdated regulations, allow them to endure
over time, and make them more consistent with other state and federal regulations of debt
collectors. Examples of this type of amendment can be found in the "Definitions" section
of the Regulations, which includes rewritten terms such as "creditor" and "debt," and in
the "General Unfair or Deceptive Acts or Practices" section. The updated Regulations
now include parameters for text messaging and other electronic forms of communication
in order to appropriately regulate constant initiation of contact which recent technological
advances have made possible.

The total expected out of pocket expenses for each creditor subject to the Regulations is
unique, given that expense will be directly related to the creditor's amount of business
they choose to conduct in the Commonwealth. The expenses will likely continue to be
those associated with collecting a debt, including those directly related to mailings,
telephone calls, and electronic communications with a debtor. For example, pursuant to
the "Validation of Debts" section, a creditor may have to provide a debtor with various
records associated with a debt by first-class mail, and has to disclose a telephone number
and office hours on all written communication to a debtor.
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Because these expenses will vary among creditors, there is no "hard" estimate of the
impact of the Regulations on the private sector for the first, second and first five years.
However, because the proposed Regulations eliminate language that may have been
confusing to certain readers, and because the Regulations are now more consistent with
the current regulatory scheme at the state and federal levels, it is expected that the cost of
compliance for national creditors within the private sector for the first year will decrease.

While an analysis of private sector cost would necessarily include costs/benefits
associated with consumers/debtors, because the proposed changes will not result in any
losses of consumer protections, there is no fiscal effect on consumers as part of this
analysis.

Therefore, for the first year following the effective date of the Regulations, it is expected
that the fiscal effect on the private sector may be a potential de minimus increase in costs
and that this increase will likely level out during the second year and diminish completely.
over the first five years.

Because the Regulations govern the activities of the private sector, and because they do
not require any additional oversight by the public sector, it is anticipated that there will be
no fiscal effect on the public sector for the first, second or first five years following the
effective date of the Regulations.

To comply with the Small Business Impact requirements of M.G.L. c. 30A, the Office of
the Attorney General reviewed similar regulations at the state and federal levels, and
examined the regulatory burden of complying with the Regulations, especially
considering those burdens on small businesses. While the Attorney General's Office
acknowledges that most regulations fall disproportionately on small businesses, the
nature of the regulatory changes proposed actually lessen compliance requirements that
small businesses may face because of the consistency with other similar regulations.
There are no recordkeeping or reporting costs required for compliance. The only
administrative costs will be those associated with ensuring compliance with the
Regulations (training of employees, time spent reviewing and instituting appropriate
collection practices, etc.).

In fashioning these Regulations, the Attorney General's Office considered the
appropriateness of performance standards versus design standards and concluded that
performance standards are the most reasonable and cost-efficient method of achieving
meaningful protections for Massachusetts consumers while also ensuring that creditors
who refrain from using abusive debt collection practices are not competitively
disadvantaged. A review of all relevant regulations indicates that there are no regulations
which may duplicate or conflict with the proposed Regulations. Finally, the proposed
Regulations are unlikely to either deter or encourage the formation of new businesses in
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the Commonwealth because these Regulations have been in existence for approximately
forty years and creditors operating in the Commonwealth have always had to comply
with them.
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COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES

DIVISION OF MEDICAL ASSISTANCE

The Division proposes to amend its MassHealth regulations under the authority of M.G.L. c. 6A,
s. 16; M.G.L. c. 118E, ss. 7 and 12; and pursuant to M.G.L. c. 30A, s. 3. The Division describes
the substance of the proposed actions as amendments to regulations found at 130 CMR 501.000:
(Health Care Reform: MassHealth: General Policies) and 515.000 (MassHealth: General
Policies).

The regulations about estate recovery are being revised to comply with the Medicare
Improvements for Patients and Providers Act (MIPPA) of 2008. MassHealth will not recover
certain Medicare cost-sharing benefits with dates of payment on or after January 1,2010, for
certain MassHealth members when they were aged 55 or older.

Small Business Impact Statement: No small businesses are subject to the proposed regulation.
Since no small businesses are subject to the proposed regulation, there are no compliance costs
associated with the proposed regulation. Performance and design standards are not applicable to
the proposed regulation. To the best of its knowledge, the promulgating agency believes that the
proposed regulations do not duplicate or conflict with other state regulations. To the best of its
knowledge, the promulgating agency believes that the proposed regulations are likely to neither
deter nor encourage the formation of new businesses in the commonwealth.

All persons desiring to submit data, views, or arguments concerning these proposed actions may
submit them in writing to the Medicaid Director, EOHHS, One Ashburton Place, Room 1109,
Boston, Massachusetts 02108, or e-mail them to masshealthpublicnotice@state.ma.us. E-mailed
comments should contain the sender's name, mailing address, and organization or affiliation, if
any. Comments will be accepted through April 8,2011.

All persons desiring to review the current draft of the proposed actions may go to
www.mass.gov/masshealth/proposedregs or request a copy in writing or in person from the
MassHealth Publications Unit, 100 Hancock Street, 61h Floor, Quincy, Massachusetts 02171.

The Division may adopt a revised version of the proposed actions taking into account relevant
comments and any other practical alternatives that come to its attention.
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COMMONWEAL TI-IOF MASSACHUSETTS
EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES

DIVISION OF MEDICAL ASSISTANCE

The Division proposes to amend its regulations under the authority of M.G.L. c. 118E, ss. 7 and
12 and pursuant to M.G.L. c. 30A, s. 3. The Division describes the substance of the proposed
actions as adoption of regulations found at 130 CMR 436.000. The proposed regulations will
codify the requirements for the provision and reimbursement of a newly established MassHealth
provider type, independent providers of radiation oncology treatment services.

Small Business Impact Statement: To the best of the Division's knowledge, a large percentage of
radiation oncology centers may qualify as small businesses. Compliance with the proposed
regulation is likely to have a negligible impact on provider costs. Performance standards are
appropriate for health-care provider activities. To the best of its knowledge, the Division believes
that the proposed regulation does not duplicate or conflict with other state regulations. The
Division believes the proposed regulation is likely to neither deter nor encourage the formation
of new businesses in the Commonwealth.

All persons desiring to submit data, views, or arguments concerning these proposed actions may
submit them in writing to the Medicaid Director, EOHHS, One Ashburton Place, Room 1109,
Boston, Massachusetts 02108, or e-mail them to masshealthpublicnotice0>,state.ma.us. E-mailed
comments should contain the sender's name, mailing address, and organization or affiliation, if
any. Comments will be accepted through April 8, 2011.

All persons desiring to review the current draft of the proposed actions may go to
www.mass.gov/masshealth/proposedregs or request a copy in writing or in person from the
MassHealth Publications Unit, 100 Hancock St, 6th Floor, Quincy, Massachusetts 02111.

The Division may adopt a revised version of the proposed actions taking into account relevant
comments and any other practical alternatives that come to the Division's attention.
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2011
CUMULATIVE TABLE TO

THE MASSACHUSETTS REGISTER
1173 - 1179

The cumulative Table lists all regulations and amendments thereto published in the Massachusetts
Register during the current year.  The Table is published in each Register.

State agencies are listed in the Table as they appear in the Code of Massachusetts Regulations (CMR or
Code) in CMR numerical order which is based on the cabinet structure.  For example, all Human Service
agencies are prefaced by the number “1" and are designated as 101 CMR through 130 CMR.

The Cumulative Tables published in the last issue of previous years will have a listing of all regulations
published for that year.  These Registers are:

April 6, 1976 - 1977 Register:    # 88 Date: 1994 Register:   #755

1978 138 1995 871

1979 193 1996  Supp. # 2  807

1980 241 1997 833

1981 292 1998 859

1982 344 1999 885

1983 396 2000 911

1984 448 2001 937

1985 500 2002 963

1986 546 2003 989

1987 572 2004 1016

 1988 598 2005 1042

1989 624 2006 1068

1990 650 2007 1094

1991 676 2008 1120

1992 702 2009 1146

1993 729 2010 1172

Effective 
Issue Date

104 CMR Department of Mental Health

33.00 Designation and Appointment of Qualified Mental Health 
Professionals - Emergency Re-file (MA Reg. # 1171) . . . . . . . . . . . . 1176 11/19/10
- Compliance (MA Reg. # 1171) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1178 11/19/10

105 CMR Department of Public Health

129.000 Health Insurance Open Enrollment Waivers . . . . . . . . . . . . . . . . . . . . 1177 3/4/11
590.000 State Sanitary Code Chapter X:  Minimum Sanitation Standards for 

Food Establishments - Correction  (MA Reg. # 1166) . . . . . . . . . . . . 1174 10/1/10
 650.000 Hazardous Substances . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1173 1/7/11
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Effective 
Issue Date
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106 CMR Department of Transitional Assistance

204.000 Transitional Aid to Families with Dependent Children: 
Financial Eligibility - Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 7/1/10
- Compliance (MA Reg. # 1177) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 7/1/10

321.000 Emergency Aid to the Elderly, Disabled and Children: 
Financial Eligibility - Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 7/1/10
- Compliance (MA Reg, # 1177) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 7/1/10

705.000 Transitional Cash Assistance Programs: Related Benefits 
- Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 7/1/10
- Compliance (MA Reg. # 1177) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 7/1/10

114 CMR Division of Health Care Finance and Policy

114.1
42.00 Hospital Financial Reports . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1178 2/15/11
114.3
14.00 Dental Services - Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1174 1/22/11

- Compliance (MA Reg. # 1174) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 1/22/11
16.00 Surgery and Anesthesia - Compliance (MA Reg. # 1172) . . . . . . . . . 1178 1/1/11
17.00 Medicine - Compliance (MA Reg. # 1172) . . . . . . . . . . . . . . . . . . . . . 1178 1/1/11
18.00 Radiology - Compliance (MA Reg. # 1172) . . . . . . . . . . . . . . . . . . . . 1177 1/1/11
114.5
20.00 Pediatric Immunization Program Assessment - Emergency . . . . . . . . 1174 2/1/11

- Compliance (MA Reg. # 1174) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 2/1/11
23.00 Payer Reporting of Total Medical Expenses and Relative Prices . . . . 1178 3/18/11
114.6
13.00 Health Safety Net Eligible Services . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 2/1/11
14.00 Health Safety Net Payments and Funding . . . . . . . . . . . . . . . . . . . . . . 1177 2/1/11

130 CMR Division of Medical Assistance

415.000 Acute Inpatient Hospital Services - Compliance (MA Reg.# 1170) . . 1173 12/1/10
422.000 Medical Care Program: Personal Care Services . . . . . . . . . . . . . . . . . 1175 2/4/11
424.000 Podiatrist Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 4/1/11
433.000 Physician Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 4/1/11
437.000 Hospice . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 4/1/11
501.000 Health Care Reform: MassHealth: General Policies -Emergency . . . . 1179 1/1/10
515.000 MassHealth: General Policies - Emergency . . . . . . . . . . . . . . . . . . . . 1179 1/1/10
519.000 MassHealth: Coverage Types - Emergency . . . . . . . . . . . . . . . . . . . . . 1177 1/1/10

- Compliance (MA Reg, # 1177) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 1/1/10

204 CMR Alcoholic Beverages Control Commission

2.00 Regulations of the Alcoholic Beverages Control Commission
- Compliance (MA Reg. # 1171) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 11/18/10
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211 CMR Division of Insurance

66.00 Small Group Health Insurance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 4/1/11
150.00 Standards and Commissioner's Authority for Placing Companies 

Deemed to be in Hazardous Financial Condition Under Administrative 
Supervision . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 4/1/11

225 CMR Department of Energy Resources

14.00 Renewal Energy Portfolio Standard - Class 1 . . . . . . . . . . . . . . . . . . . 1173 1/7/11

234 CMR Board of Registration in Dentistry

6.00 Administration of Anesthesia and Sedation - Emergency . . . . . . . . . . 1173 12/20/10

310 CMR Department of Environmental Protection

7.00 Air Pollution Control - Emergency Re-file (MA Reg. # 1172) . . . . . . 1178 12/3/10
7.00 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1178 3/18/11

322 CMR Division of Marine Fisheries

6.00 Regulation of Catches . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
7.00 Permits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11

430 CMR Division of Unemployment Assistance

4.00 Benefit Series . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1174 1/5/11

453 CMR Department of Labor and Workforce Development

7.00 Apprentice Training . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 3/4/11

520 CMR Department of Public Safety

5.00 Amusement Devices - Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 2/11/11

524 CMR Board of Elevator Regulations

8.00 Practical Tests and Inspections 
- Emergency Re-file (MA Reg. # 1172) . . . . . . . . . . . . . . . . . . . . . . . . 1179 12/9/10

527 CMR Board of Fire Prevention Regulations

2.00 The Manufacturing, Storage, Transportation and Use of Fireworks . . 1177 3/4/11
10.00 Fire Prevention, General Provisions

- Emergency Re-file (MA Reg. 1166) . . . . . . . . . . . . . . . . . . . . . . . . . 1173 9/14/10
- Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 2/9/11
- Emergency . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1179 3/15/11

610 CMR Board of Higher Education

2.00 Degree Granting Regulations for Independent Institutions of 
Higher Education . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1177 3/4/11
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760 CMR Department of Housing and Community Development

5.00 Eligibility and Selection Criteria - Compliance (MA Reg. # 1171) . . 1176 11/23/10

780 CMR State Board of Building Regulation and Standards

1.00 Administration - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
2.00 Definitions - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
3.00 Use and Occupancy Classification - Seventh Edition . . . . . . . . . . . . . 1175 2/4/11
4.00 Special Detailed Requirements Based on Use and Occupancy 

 - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
 - Eighth Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1173 1/7/11

5.00 General Building Heights and Areas - Seventh Edition . . . . . . . . . . . . 1175 2/4/11
6.00 Types of Construction - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
7.00 Fire-Resistance-Rated Construction - Seventh Edition . . . . . . . . . . . . 1175 2/4/11
8.00 Interior Finishes - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
9.00 Fire Protection Systems - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11

- Eighth Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
- Emergency Re-file (MA Reg. # 1171) . . . . . . . . . . . . . . . . . . . . . . . . 1177 11/19/10

10.00 Means of Egress - Seventh Edition . . . . . . . . . . . . . . . . . . . . . . . . . . . 1175 2/4/11
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CHAPTER NUMBER:

CHAPTER TITLE:

AGENCY:

THIS REGULATION WAS ORIGINALLY ADOPTED AS AN EMERGENCY:

Published in Massachusetts Register Num

NOTICE OF EXPIRATION OF EMERGENCY REGULATION

Date:

THE COMMONWEALTH OF MASSACHUSETTS

Office of the Secretary of the Commonwealth

EFFECTIVE:

Board of Registration in Dentistry

12/10/2010

01/07/20111173

03/10/2011

There having been no action by the agency in compliance with the public review provisions of M.G.L. 

c. 30A, section 2 or 3 during the three months after this regulation was filed with the State Secretary, 

this emergency is deemed to have expired and is removed from all current records of the Code of 

Massachusetts Regulations.  Emergency expired effective:

234 CMR 6.00

Administration of Anesthesia and Sedation

 40Docket #
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Regulation Filing To be completed by filing agency

CHAPTER NUMBER:

CHAPTER TITLE:

AGENCY:

SUMMARY OF REGULATION: State the general requirements and purposes of this regulation.

REGULATORY AUTHORITY:

AGENCY CONTACT: PHONE:

ADDRESS:

Compliance with M.G.L. c. 30A

EMERGENCY ADOPTION - if this regulation is adopted as an emergency, state the nature of the emergency.

PRIOR NOTIFICATION AND/OR APPROVAL - If prior notification to and/or approval of the Governor,
Legislature or others  was required, list each notification, and/or approval and date, including notice to the Local 

Government Advisory Commission.

PUBLIC REVIEW - M.G.L. c. 30A sections 2 and/or 3 requires notice of the hearing or comment period,
including a small business impact statement, be filed with the Secretary of the Commonwealth, published in 

appropriate newspapers, and sent to persons to whom specific notice must be given at least 21 days prior to 

such hearing or comment period.

Date of public hearing or comment period:

THE COMMONWEALTH OF MASSACHUSETTS

William Francis Galvin
Secretary of the Commonwealth

Division of Medical Assistance

130 CMR 501.000

Health Care Reform: MassHealth: General Policies

The regulations about estate recovery are being revised to comply with the Medicare Improvements 

for Patients and Providers Act (MIPPA) of 2008.

M.G.L. c. 118E, ss. 7 and 12

Sharon Johnson, MassHealth Publications 617-847-3309

100 Hancock Street, Quincy, MA 02171

These regulations are being adopted as emergency regulations to comply with federal law.

Executive Order 485:  12/20/10

Executive Office of Communities and Development:  03/18/11

Massachusetts Municipal Association:  03/18/11

N/A

Docket #  895
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FISCAL EFFECT - Estimate the fiscal effect of the public and private sectors.

For the first and second year:

For the first five years:

No fiscal effect:

SMALL BUSINESS IMPACT - M.G.L. c. 30A section 5 requires each agency to file an amended small
business impact statement with the Secretary of the Commonwealth prior to the adoption of a proposed 

regulation.  If the purpose of this regulation is to set rates for the state, this section does not apply.

CODE OF MASSACHUSETTS REGULATIONS INDEX - List key subjects that are relevant to this regulation:

PROMULGATION - State the action taken by this regulation and its effect on existing provisions of the Code
of Massachusetts Regulations (CMR) or repeal, replace or amend.  List by CMR number:

ATTESTATION - The regulation described herein and attached hereto is a true copy of the regulation

SIGNATURE: DATE:

Publication - To be completed by the Regulations Division

MASSACHUSETTS REGISTER NUMBER: DATE:

EFFECTIVE DATE:

CODE OF MASSACHUSETTS REGULATIONS

Remove these pages:                   Insert these pages:

SIGNATURE ON FILE

adopted by this agency. ATTEST:

1179 04/01/2011

03/18/2011 cm

03/18/2011

Mar 16 2011 

FY '10 through FY '11: None

FY '10 through FY '14 inclusive:  $6.6 million (cost) (in conjunction with 130 

CMR 515.000)

N/A

N/A

The regulations at 130 CMR 501.001, 501.004, 501.005, 501.006, 501.009, 501.010, 501.012, 501.013, and 

501.014 are being revised.

This is an Emergency 

Regulation.

There are no Replacement 

Pages.

Date amended small business impact statement was filed:

 32The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11   (Effective 1/1/10) 651 EMERGENCY

130 CMR 501.000: HEALTH CARE REFORM: MASSHEALTH: GENERAL POLICIES

Section

501.001:   Definition of Terms
501.002:   Introduction to MassHealth
501.003:   MassHealth Coverage Types
501.004:   Administration of MassHealth
501.005:   Individuals and Families Eligible for or Receiving Medical Assistance on June 30, 1997
501.006:   Children Receiving Benefits under the Children's Medical Security Plan on August 3, 1998
501.007:   Receiving Public Assistance from Another State
501.009:   Rights of Applicants and Members
501.010:   Responsibilities of Applicants and Members
501.011:   Referrals to Investigative Units
501.012:   Recovery of Overpayment of Medical Benefits
501.013:   Estate Recovery
501.014:   Voter Registration

501.001:   Definition of Terms

The terms listed in 130 CMR 501.001 have the following meanings for the purposes of
MassHealth, as described in 130 CMR 501.000 through 508.000.

Access to Health Insurance - the ability to obtain employer-sponsored health insurance for an
uninsured family group member where an employer would contribute at least 50% of the
premium cost, and the health insurance offered would meet the basic-benefit level.

American Indian or Alaska Native - a person who is a member of a federally recognized tribe,
band, or group; or an Eskimo, Aleut, or other Alaska Native enrolled by the Secretary of the
Interior, pursuant to the Alaska Native Claims Settlement Act, 43 U.S.C. 1601 et seq.

Appeal - a written request, by an aggrieved applicant or member, for a fair hearing.

Appeal Representative - a person who
(1)   is sufficiently aware of an appellant's circumstances to assume responsibility for the
accuracy of the statements made during the appeal process, and who has provided the Board
of Hearings with written authorization from the appellant to act on the appellant's behalf
during the appeal process;
(2)   has, under applicable law, authority to act on behalf of an appellant in making decisions
related to health care or payment for health care.  An appeal representative may include, but
is not limited to, a guardian, conservator, executor, administrator, holder of power of
attorney, or health-care proxy; or
(3)   is an eligibility representative meeting the requirements of 130 CMR 501.001:  Appeal
Representative (1) or (2).

Applicant - a person who completes and submits a Medical Benefit Request.

Basic Benefit Level (BBL) - benefits provided under a health-insurance plan that are
comprehensive and comparable to benefits provided by insurers in the small-group health-
insurance market and also meet minimum creditable coverage requirements as defined in
956 CMR 5.03.  Health-insurance plans that meet the requirements of 211 CMR 64.00 also meet
the BBL.

Blindness - a visual impairment, as defined in Title XVI of the Social Security Act.  Generally
"blindness" means visual acuity with correction of 20/200 or less in the better eye, or a peripheral
field of vision contracted to a 100 radius or less, regardless of the visual acuity.
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130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11   (Effective 1/1/10) 652 EMERGENCY

501.001:   continued

Business Day – any day during which the MassHealth agency’s offices are open to serve the
public.

Caretaker Relative – an adult who is the primary care giver for a child, is related to the child by
blood, adoption, or marriage, or is a spouse or former spouse of one of those relatives, and lives
in the same home as that child, provided that neither parent is living in the home.

Case File - the permanent written collection of documents and information required to determine
eligibility and to provide benefits to applicants and members.

Child - a person under age 19.

Complete Medical Benefit Request - a Medical Benefit Request that is received by the
MassHealth agency and includes all required information and verifications including, where
applicable, a completed disability supplement.

Couple - two persons who are married to each other, according to the rules of the
Commonwealth of Massachusetts.

Couple Policy – a health-insurance policy that covers a married couple.  If an employer does not
offer a couple policy, a married couple may be covered under a family policy.

Coverage Date - the date medical coverage begins.

Coverage Types - a scope of medical services, other benefits, or both that are available to
members who meet specific eligibility criteria.  These coverage types include the following:
MassHealth Standard (Standard), MassHealth CommonHealth (CommonHealth), MassHealth
Family Assistance (Family Assistance), MassHealth Basic (Basic), MassHealth Essential
(Essential), MassHealth Prenatal (Prenatal), and MassHealth Limited (Limited).  The scope of
services or covered benefits for each coverage type is found at 130 CMR 450.105.

Day - a calendar day unless a business day is specified.

Disabled - having a permanent and total disability.

Disabled Working Adult or 18-year-old - a person who is engaged in substantial gainful activity
but otherwise meets the definition of disabled, as defined in Title XVI of the Social Security Act.

Disability Determination Unit - a unit that consists of physicians and disability evaluators who
determine permanent and total disability using criteria established by the Social Security
Administration under Title XVI, and criteria established under state law.  This unit may be a part
of a state agency or under contract with a state agency.

Eligibility Process - activities conducted for the purposes of determining, redetermining, and
maintaining the eligibility of a MassHealth applicant or member.

Eligibility Representative – a person who
(1)   has, under applicable law, authority to act on behalf of an applicant or member in
making decisions related to health care or payment for health care.  An eligibility
representative may include, but is not limited to, a guardian, conservator, executor,
administrator, holder of power of attorney, or health-care proxy; or
(2)   is sufficiently aware of the applicant’s or member’s circumstances to assume
responsibility for the accuracy of the statements made during the eligibility process, and who
fulfills at least one of the following two conditions:

(a)   has provided the MassHealth agency with written authorization from the applicant
or member to act on the applicant’s or member’s behalf during the eligibility process; or
(b)   is acting responsibly on behalf of an applicant or member for whom written
authorization cannot be obtained.
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130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11   (Effective 1/1/10) 653 EMERGENCY

501.001:   continued

Fair Hearing - an administrative, adjudicatory proceeding conducted according to 130 CMR
610.000 to determine the legal rights, duties, benefits, or privileges of applicants and members.

Family - persons who live together, and consist of:
(1)   a child or children under 19 years of age, any of their children, and their parents;
(2)   siblings under 19 years of age and any of their children who live together even if no
adult parent or caretaker relative is living in the home; or
(3)   a child or children under 19 years of age, any of their children, and their caretaker
relative when no parent is living in the home.  A caretaker relative may choose whether or
not to be part of the family.  A parent may choose whether or not to be included as part of
the family of a child under 19 years of age only if that child is:

(a)   pregnant; or
(b)   a parent.
A child who is absent from the home to attend school is considered as living in the home.

A parent may be a natural, step, or adoptive parent.  Two parents are members of the same
family group as long as they are both mutually responsible for one or more children who live
with them.

Family Group – a family, couple, or individual.

Family Policy – a health-insurance policy that covers one or more adults, with one or more
children.  If an employer does not offer a couple policy, or a one-adult with one-child policy, a
couple without children, or a family with one adult and one child may be covered by a family
policy.

Federal Poverty Level (FPL) - income standards issued annually in the Federal Register to
account for the last calendar year's increase in prices as measured by the Consumer Price Index.

Fee-for-service - a method of paying for medical services provided by any MassHealth
participating provider with no limit on provider choice.

Gross Income - the total money earned or unearned, such as wages, salaries, rents, pensions, or
interest, received from any source without regard to deductions.

Health Insurance - coverage of health-care services by a health-insurance company, a hospital-
service corporation, a medical-service corporation, a managed-care organization, or Medicare.
Coverage of health-care services by MassHealth or Children’s Medical Security Plan (CMSP)
is not considered health insurance.

Health Safety Net  a source of funding for certain health care under 114.6 CMR 13.00 and 14.00.

Individual   an applicant, a member, a spouse who is acting on behalf of the applicant or member,
or any person, court, or administrative body with the legal authority to act on behalf of or at the
request of the applicant, member, or spouse and may include a trustee, guardian, conservator, or
an agent acting under a durable power of attorney.

Individual Policy – a health-insurance policy that covers the policyholder only.

Insurance Partnership Agent (IPA) – the organization under contract with the MassHealth agency
to help administer the Insurance Partnership, as described in 130 CMR 650.009.

Interpreter -  a person who translates for an applicant or member who has limited English
proficiency or a hearing impairment.

Large Employer - an employer that
(1)   has more than 50 employees who work 30 or more hours a week;
(2)   offers health insurance that meets the basic-benefit level; and
(3)   contributes at least 50% of the cost of the employees’ health-insurance premiums. 

Limited English Proficiency - an inadequate ability to communicate in the English language.
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501.001:   continued

Managed Care - a system of primary care and other medical services that are provided and
coordinated by a MassHealth managed-care provider in accordance with the provisions of
130 CMR 450.117 and 508.000.

Managed-Care Organization (MCO) - any entity with which the MassHealth agency contracts
to provide primary care and certain other medical services to members on a capitated basis,
including an entity that is approved by the Massachusetts Division of Insurance as a health-
maintenance organization (HMO), or that otherwise meets the State Plan definition of an HMO.

MassHealth Agency - the Executive Office of Health and Human Services in accordance with
the provisions of M.G.L. c. 118E.

MassHealth Managed-Care Provider - a primary-care clinician or managed-care organization that
has contracted with the MassHealth agency to provide and coordinate primary care and certain
other medical services to certain MassHealth members.

Medical Benefit Request (MBR) - a form prescribed by the MassHealth agency to be completed
by the applicant or an eligibility representative, and submitted to the MassHealth agency as a
request for MassHealth benefits.

Medical Benefits - payment for health insurance or medical services provided to a MassHealth
member.

Member - a person determined by the MassHealth agency to be eligible for MassHealth.

One-Adult-with-One-Child Policy – a health-insurance policy that covers a family consisting of
one adult and one child.

Permanent and Total Disability - a disability as defined under Title XVI of the Social Security
Act or under applicable state laws.

(1)   For Adults and 18-Year-Olds.
(a)   The condition of an individual, aged 18 or older, who is unable to engage in any
substantial gainful activity by reason of any medically determinable physical or mental
impairment that

1.   can be expected to result in death; or
2.   has lasted or can be expected to last for a continuous period of not less than 12
months.

(b)   For purposes of 130 CMR 501.001:  Permanent and Total Disability, an individual
aged 18 or older is determined to be disabled only if his or her physical or mental
impairments are of such severity that the individual is not only unable to do his or her
previous work, but cannot, considering age, education, and work experience, engage in
any other kind of substantial gainful work that exists in the national economy, regardless
of whether such work exists in the immediate area in which the individual lives, whether
a specific job vacancy exists, or whether the individual would be hired if he or she
applied for work.  "Work that exists in the national economy" means work that exists in
significant numbers, either in the region where such an individual lives or in several
regions of the country.

(2)   For Children Under Age 18.  The condition of an individual under the age of 18 who has
any medically determinable physical or mental impairment, or combination of impairments,
of comparable severity to an impairment or combination of impairments that disables an
adult, or are of such severity that the child is unable to engage in age-appropriate activities,
as defined in Title XVI as in effect on July 1, 1996.

Person Who Is HIV Positive – a person who has submitted verification that he or she has tested
positive for the human immunodeficiency virus (HIV).

Premium - a charge for payment to the MassHealth agency that may be assessed to members of
MassHealth Standard, MassHealth CommonHealth, MassHealth Family Assistance, or the
Children’s Medical Security Plan (CMSP).
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501.001:   continued

Premium Assistance Payment - an amount contributed by the MassHealth agency toward the cost
of employer-sponsored health-insurance coverage for certain MassHealth members.

Presumptive Eligibility -a time-limited period of conditional eligibility for children based on the
applicant's declaration of family group gross income.

Primary Care Clinician (PCC) Plan - a managed-care option administered by the MassHealth
agency through which enrolled members receive primary care and other medical services.  See
130 CMR 450.118.

Oualified Employer - a small employer who
(1)   purchases health insurance that meets the Basic-benefit Level;
(2)   contributes at least 50% of the cost of employees' health-insurance premiums; and
(3)   has completed an Employer Application form and been approved by the MassHealth
agency or its contractor as a qualified employer pursuant to 130 CMR 650.010(A).

Quality Control - a system of continuing review to measure the accuracy of eligibility decisions.

Senior Care Organization - an organization that participates in MassHealth under a contract with
the MassHealth agency and the Centers for Medicare & Medicaid Services to provide a
comprehensive network of medical, health-care, and social-service providers that integrates all
components of care, either directly or through subcontracts.  Senior care organizations are
responsible for providing enrollees with the full continuum of Medicare- and MassHealth-
covered services.

Small Business - see definition for small employer.

Small Employer - an employer that has no more than 50 employees who work 30 hours or more
a week, or a self-employed individual.

Spouse  a person married to the applicant or member according to the laws of the
Commonwealth of Massachusetts. Effective for applications and eligibility review forms
received on or after October 31, 2008, notwithstanding the unavailability of federal financial
participation, no person who is recognized as a spouse under the laws of the Commonwealth will
be denied benefits that are otherwise available under M.G.L. c. 118E due to the provisions of
1 U.S.C. § 7 or any other federal nonrecognition of spouses of the same gender. If a member's
eligibility changes as the result of updated or corrected information about marital status, the
change in eligibility will be effective as of the date the MassHealth agency receives the new
information, but no sooner than October 31, 2008.

Substantial Gainful Activity - generally, employment that provides a set amount of gross
earnings as determined by the Social Security Administration (SSA) under Title XVI of the
Social Security Act.

Third Party - any individual, entity, or program that is or may be responsible to pay all or part
of the expenditures for medical benefits.

501.002:   Introduction to MassHealth

(A)   The MassHealth agency is responsible for the administration and delivery of health-care
services to eligible low- and moderate-income individuals, couples, and families under
MassHealth.

(B)   130 CMR 501.000 through 508.000 provide the MassHealth requirements for children,
families, disabled persons, persons who are HIV positive, women with breast or cervical cancer,
and certain individuals or couples who are under age 65 and not institutionalized.  These
requirements are prescribed under a 1115 Medicaid Research and Demonstration Waiver
approved by the U.S. Department of Health and Human Services on April 24, 1995, and
authorized by St.  1996, c. 203: An Act Providing Improved Access to Health Care; and under
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501.002:   continued

Title XXI of the Social Security Act and authorized by St. 1997, c. 170: An Act Expanding
Access and Quality Health Care for Working Families, Children, and Senior Citizens in the
Commonwealth.

(C)   130 CMR 515.000 through 522.000 provide the MassHealth requirements for persons who
are institutionalized, aged 65 or older, or who would be institutionalized without community-
based services as defined by Title XIX of the Social Security Act.

(D)   The MassHealth agency will determine eligibility for low-income subsidies under Medicare
Part D, as set forth in the Medicare Prescription Drug and Improvement and Modernization Act
of 2003 and as described in 20 CFR Part 418.

501.003:   MassHealth Coverage Types

(A)   The MassHealth agency provides access to health care by determining eligibility for the
coverage type that provides the most comprehensive benefits for an individual or family who
may be eligible.

(B)   MassHealth offers several coverage types: Standard, Prenatal, CommonHealth, Family
Assistance, Basic, Essential, and Limited.  The coverage type for which a person is eligible is
determined based on the individual's income and circumstances, as described in 130 CMR
503.000 through 505.000.

(C)   The MassHealth agency may limit the number of people who can be enrolled in MassHealth
CommonHealth, MassHealth Family Assistance, and MassHealth Essential.  When the
MassHealth agency imposes such a limit, no new adult applicants (aged 19 or older) subject to
these limitations will be added to these coverage types, and current adult members in these
coverage types who have lost eligibility for more than 30 days for any reason will not be allowed
to reenroll until the MassHealth agency is able to reopen enrollment for adults in these coverage
types.  Excluded from these limitations are parents receiving benefits under 130 CMR
505.005(C).

(D)   Applicants who cannot be enrolled under MassHealth CommonHealth, MassHealth Family
Assistance, or MassHealth Essential, pursuant to 130 CMR 501.003(C), will be placed on a
waiting list when their eligibility has been determined.  When the MassHealth agency is able to
open enrollment for adult applicants, the applications will be processed in the order they were
placed on the waiting list.

(E)(1)   Medical coverage for MassHealth CommonHealth for persons who are enrolled from a
waiting list will begin on the date that the application or new determination is processed from
the waiting list.
(2)(a)   Family  Assistance  Premium  Assistance  payments  for  persons enrolled from the

waiting list will begin in the month that the application or new determination is processed
from the waiting list, or in the month that the health insurance deduction begins,
whichever is later.
(b)   Medical coverage for Family Assistance Purchase of Medical Benefits for persons
who are enrolled from a waiting list will begin on the date that the application or new
determination is processed from the waiting list.

(3)(a)   Essential  Premium  Assistance payments for persons enrolled from the waiting list
will begin in the calendar month following verification of the member's health insurance
information.  Coverage before enrollment for MassHealth Essential members who are
aliens with special status is described in 130 CMR 505.007(E).
(b)   Medical coverage for Essential Purchase of Medical Benefits for persons enrolled
from a waiting list will begin on the date specified in MassHealth' s notice of enrollment
in the MassHealth Primary Care Clinician (PCC) Plan.  There is no coverage for
Essential members before the member's effective enrollment date, except as described
in 130 CMR 505.007(E) for aliens with special status eligible for MassHealth Essential
with MassHealth Limited.
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501.004:   Administration of MassHealth

(A)   MassHealth.  The MassHealth agency formulates requirements and determines eligibility
for all MassHealth coverage types.

(B)   Qther Agencies.
(1)   Department of Transitional Assistance (DTA).

(a)   The Department of Transitional Assistance administers the Transitional Aid to
Families with Dependent Children (TAFDC) Program.  Persons who meet the
requirements of section 1931 of Title XIX (42 U.S.C. § 1396u-l) are automatically
eligible for MassHealth Standard coverage.
(b)   DTA also administers the Emergency Aid to the Elderly, Disabled and Children
(EAEDC) Program.  Uninsured individuals and members of a couple receiving EAEDC
cash assistance are automatically eligible for the purchase of medical benefits under
MassHealth Basic upon managed-care enrollment, in accordance with the requirements
of 130 CMR 508.000.  Insured individuals and members of a couple receiving EAEDC
cash assistance are automatically eligible for premium assistance under MassHealth
Basic.  Eligibility requirements for aliens with special status, as described in 130 CMR
504.002(D), who are aged 19 through 64, and receiving EAEDC, are detailed in
130 CMR 505.007(E).  Families receiving EAEDC are automatically eligible for
MassHealth Standard coverage and are provided choices of enrollment in a managed care
plan, unless exempt in accordance with 130 CMR 508.004, except as described in
130 CMR 505.007(E).

(2)   Social Securitv Administration (SSA).  District Social Security Offices administer the
SSI program and determine the eligibility of disabled individuals.  Individuals receiving SSI
are automatically eligible for MassHealth Standard coverage.  Individuals without health
insurance are provided choices of enrollment in a managed care plan.
(3)   Department of Public Health (DPH).  The Department of Public Health administers the
Women's Health Network, which provides breast and cervical cancer screening and
diagnostic services to certain low-income women.  Uninsured women who are screened or
receive diagnostic services through the Women's Health Network are eligible for MassHealth
Standard for the duration of their cancer treatment if they

(a)   are found to be in need of treatment for breast or cervical cancer; and
(b)   meet the MassHealth program requirements described in 130 CMR 505.002(H), as
determined by the MassHealth agency.

(4)   Department of Employment and Training (DET).  The Department of Employment and
Training administers the Medical Security Plan that provides health insurance to persons who
are receiving, or who are eligible to receive, state or federal unemployment benefits.
Coverage is offered either through direct purchase of coverage or partial reimbursement for
insurance premium payments.

501.005:   Individuals and Families Eligible for or Receiving Medical Assistance on June 30, 1997

(A)   Members Who Were Not Subject to a Deductible. 
(1)   Individuals and families (including caretaker relatives) who were receiving Medical
Assistance on June 30, 1997, and whose family group gross income on June 30, 1997,
exceeded MassHealth eligibility standards will be provided MassHealth Standard coverage
for one year after the date of MassHealth implementation, except in the following
circumstances: 

(a)   the individual or family no longer lives in Massachusetts; 
(b)   the individual enters an institution; 
(c)   the individual turns 65; 
(d)   the individual or all members of the family are deceased; or 
(e)   the individual or family is no longer categorically eligible. 

(2)   Eligibility for continuing coverage will be reviewed toward the end of this one-year
period.

(B)   Families Who Have Met a Deductible. 
(1)   Families (including caretaker relatives) with children under 18 who were receiving
Medical Assistance on June 30, 1997, as a result of meeting a deductible, or who were denied
with a deductible before July 1, 1997, and subsequently meet a deductible on or after July
1, 1997, and whose family group gross income exceeds MassHealth standards will be eligible
for MassHealth Standard for one year from the end of the deductible period, except in the
following circumstances:
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501.005:   continued

(a)   the individual or family no longer lives in Massachusetts; 
(b)   the individual enters an institution; 
(c)   the individual turns 65; 
(d)   the individual or all members of the family are deceased; or
(e)   the individual or family is no longer categorically eligible.

(2)   A determination of eligibility for MassHealth will be made toward the end of the
one-year period.

(C)   Disabled Individuals Who Have Met a Deductible.  Disabled individuals who were
receiving Medical Assistance on June 30, 1997, as a result of meeting a deductible, or who meet
a deductible on or after July 1, 1997, will have their continuing eligibility for MassHealth
determined in accordance with 130 CMR 506.009.

501.006:   Children Receiving Benefits under the Children’s Medical Security Plan on August 3, 1998

(A)   Eligibility.
(1)   Children who were receiving benefits under the Children’s Medical Security Plan on
August 3, 1998, as well as any siblings in their family group, will be treated as a protected
status group under MassHealth if they

(a)   have submitted a complete Medical Benefit Request as defined in 130 CMR 502.001
by March 31, 1999;
(b)   meet the eligibility requirements of MassHealth; and
(c)   have a family group gross income less than or  equal to 200% of the FPL.

(2)   Families of children described in 130 CMR 501.006(A)(1) who are determined eligible
for MassHealth Family Assistance will have the option of choosing purchase of medical
benefits or premium assistance under MassHealth Family Assistance if the MassHealth
agency determines the child has access to health insurance from an employer other than the
Commonwealth of Massachusetts.

(B)   Loss of Protected Status.  The protected status of a child described in 130 CMR 501.006(A)
will end in the following circumstances:

(1)   the family group’s gross income exceeds 200% of the FPL;
(2)   the family fails to cooperate with the MassHealth eligibility review; or
(3)   the child no longer meets MassHealth requirements.

501.007:   Receiving Public Assistance from Another State

Persons who are receiving public assistance from another state are not eligible for
MassHealth.

501.009:   Rights of Applicants and Members

The policies of the MassHealth agency are administered in accordance with federal and state
law.  Applicants and members must be informed of their rights and responsibilities with respect
to MassHealth.

(A)   Right to Nondiscrimination and Equal Treatment.  The MassHealth agency does not
discriminate on the basis of race, color, sex, sexual orientation, religion, national origin,
disability, or age in admission or access to, or treatment or employment in, its programs or
activities.  Grievance procedures for resolution of discrimination complaints are administered
and applied by the MassHealth agency's Affirmative Action Office.

(B)   Right to Confidentiality.  The confidentiality of information obtained by the MassHealth
agency during the MassHealth eligibility process is protected in accordance with federal and state
regulations.  The use and disclosure of information concerning applicants, members, and legally
liable third parties is restricted to purposes directly connected with the administration of
MassHealth as governed by state and federal law.
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501.009:   continued

(C)   Right to Timely Provision of Benefits.  Eligible applicants and members have the right to
the timely provision of benefits, as defined in 130 CMR 502.000.

(D)   Right to Information.  Persons who inquire about MassHealth, either orally or through a
written request, have the right to receive information about medical benefits, coverage type
requirements, and their rights and responsibilities as applicants and members of MassHealth.

(E)   Right to Apply.  Any person, individually or through an eligibility representative, has the
right, and must be afforded the opportunity without delay, to apply for MassHealth.

(F)   Right to Be Assisted by Others.
(1)   The applicant or member has the right to be accompanied and represented by an
eligibility representative during the eligibility process, and by an appeal representative during
the appeal process.  The MassHealth agency must provide copies of all eligibility notices to
an applicant’s or member’s eligibility representative, and must provide copies of all
documents related to the fair hearing process to an applicant’s or member’s appeal
representative.
(2)   An application for MassHealth may be filed by an eligibility representative on behalf
of a deceased person.
(3)   An appeal on behalf of a deceased person may be filed by an appeal representative, as
defined in 130 CMR 501.001.

(G)   Right to Inspect the MassHealth Case File.  The applicant or member has the right to
inspect information in his or her MassHealth case file and contest the accuracy of the inform-
ation.

(H)   Right to Appeal.  The applicant or member has the right to appeal and request a fair hearing
as the result of any adverse action or inaction taken by the MassHealth agency.  The request will
not be granted if the sole issue is a federal or state law requiring an automatic change adversely
affecting members.

(I)   Right to Interpreter Services.  The MassHealth agency will inform applicants and members
of the availability of interpreter services.  Unless the applicant or member chooses to provide his
or her own interpreter services, the MassHealth agency will provide either telephonic or other
interpreter  services whenever:

(1)   the applicant or member who is seeking assistance from the MassHealth agency has
limited English proficiency or sensory impairment and requests interpreter services; or 
(2)   the MassHealth agency determines such services are necessary.

(J)   Right to a Certificate of Creditable Coverage Upon Termination of MassHealth.  The
MassHealth agency provides a Certificate of Creditable Coverage to members whose coverage
under MassHealth Standard or CommonHealth, or a MassHealth health plan under Family
Assistance, Basic, or Essential has ended.  The MassHealth agency issues a Certificate to
members within one week of their MassHealth termination, or within one week of the request
for a Certificate, as long as the request is made within 24 months of their MassHealth
termination.  The Certificate may allow members to waive or reduce the length of preexisting-
condition waiting periods when they enroll in a new health plan offered by other insurance.  If
a member’s MassHealth termination also terminates the coverage of his or her dependents, the
dependents are included on the Certificate.

501.010:   Responsibilities of Applicants and Members

(A)   Responsibility to Cooperate.  The applicant or member must cooperate with the MassHealth
agency in  providing information necessary to establish and maintain eligibility, and must comply
with all the rules and regulations of MassHealth, including recovery and obtaining or maintaining
available health insurance.

(B)   Responsibility to Report Changes.  The applicant or member must report to the MassHealth
agency, within ten days or as soon as possible, changes that may affect eligibility.  Such changes
include, but are not limited to, income, the availability of health insurance, and third-party
liability.
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(C)   Cooperation with Quality Control.  The Quality Control Division periodically conducts an
independent review of eligibility factors in a sampling of case files.  When a case file is selected
for review, the member must cooperate with the representative of Quality Control.  Cooperation
includes, but is not limited to, a personal interview and the furnishing of requested information.
If the member does not cooperate, MassHealth benefits may be terminated for the family group.

501.011:   Referrals to Investigative Units

Intentional false statements or fraudulent acts made in connection with obtaining medical
benefits or payments under MassHealth are punishable under M.G.L. c. 118E, § 39 by fines,
imprisonment, or both.  In all cases of suspected fraud, MassHealth staff will make a referral to
the Bureau of Special Investigations, or other appropriate agencies.

501.012:   Recovery of Overpayment of Medical Benefits

The MassHealth agency has the right to recover payment for medical benefits to which the
member was not entitled at the time the benefit was received, regardless of who was responsible
and whether or not there was fraudulent intent.  No provision under 130 CMR 501.012 will limit
the MassHealth agency’s right to recover overpayments.

501.013:   Estate Recovery

(A)   Introduction.
(1)   The MassHealth agency will recover the amount of payment for medical benefits
correctly paid from the estate of a deceased member.  Recovery is limited to payment for all
services provided while the member was aged 55 or older.
(2)   The estate includes all real and personal property and other assets in the member's
probate estate.
(3)   Notwithstanding 130 CMR 501.013(A)(1) and in accordance with 42 U.S.C.
1396p(b)(B), MassHealth will not recover Medicare cost-sharing benefits described at 42
U.S.C.1396(a)(10)(E) with dates of payment on or after January 1, 2010, for persons who
received such benefits under 130 CMR 505.002, 505.009, 515.010, and 519.011.

(a)   The date of payment for Medicare cost-sharing deductibles, coinsurance, and
copayments is the date the MassHealth agency received the claim.
(b)   The date of payment for premium payments is the date the MassHealth agency paid
the premium.

(B)   Deferral of Estate Recovery.  Recovery will not be required until after the death of a
surviving spouse, if any, or while there is a surviving child who is under 21 years of age, or a
child of any age who is blind or permanently and totally disabled.

(C)   Waiver of Estate Recovery Due to Financial Hardship.  For claims presented on or after
November 15, 2003, recovery will be waived if

(1)   a sale of real property would be required to satisfy a claim against the member's probate
estate; and
(2)   an individual who was using the property as a principal place of residence on the date
of the member's death meets all of the following conditions:

(a)   the individual lived in the property on a continual basis for at least one year
immediately before the now-deceased member became eligible for MassHealth or other
assistance from the MassHealth agency and continues to live in the property at the time
the MassHealth agency first presented its claim for recovery against the deceased
member’s estate;
(b)   the individual has inherited or received an interest in the property from the deceased
member's estate as defined in 130 CMR 501.013(A)(2) and 515.011(A)(2);
(c)   the individual is not being forced to sell the property by other devisees or heirs at
law; and
(d)   at the time the MassHealth agency first presented its claim for recovery against the
deceased member's estate, the gross annual income of the individual’s family group, as
defined in 130 CMR 501.001, was less than or equal to 133% of the applicable federal-
poverty-level income standard for the appropriate family size.
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501.013:   continued

(3)   The waiver will be conditional for a period of two years from the date the MassHealth
agency mails notice that the waiver requirements have been met, or from the date that a court
of competent jurisdiction determines that the waiver requirements have been met.  If at the
end of that period, all circumstances and conditions that must exist for the MassHealth
agency to waive recovery still exist, including meeting the same income standards under
130 CMR 501.013(C)(2)(d), and the real property has not been sold or transferred, the waiver
will  become  permanent  and  binding.  If  at  any  time  during  the  two-year  period,  the
circumstances and conditions for the waiver no longer exist, including meeting the same
income standards under 130 CMR 501.013(C)(2)(d), or the  property  is  sold  or  transferred,
or  the person does not use the property as their primary residence, the MassHealth agency
will be notified and its claim will be payable in full.

(D)   Outstanding Claims.
(1)   For claims presented between April 1, 1995, and November 15, 2003, that are still
outstanding, recovery will be waived if all requirements under the then-existing MassHealth
regulations were met.
(2)   For claims presented before April 1, 1995, a waiver for hardship did not exist.

(E)   Fair-market Value and Equity Value.  If there will be insufficient proceeds from the sale or
transfer of the property to satisfy the MassHealth agency’s claim in full, the fair-market value
and equity value of all real property that is part of the deceased member’s estate must be verified
prior to the sale or transfer of said property.

(1)   The executor or administrator of the probate estate or, in the case of real property that
passes outside the probate estate, the person or entity to whom legal title or interest passed,
must verify the fair-market value by sending to the MassHealth agency a copy of the most
recent tax bill or the property tax assessment that was most recently issued by the taxing
jurisdiction, provided that this assessment is not one of the following:

(a)   a special-purpose tax assessment;
(b)   based on a fixed-rate-per-acre method; or
(c)   based on an assessment ratio or providing only a range.

(2)   The executor or administrator of the probate estate or, in the case of real property that
passes outside the probate estate, the person or entity to whom legal title or interest passed,
must also provide a comparable market analysis or a written appraisal of the property value
from a knowledgeable source.  A knowledgeable source includes one of the following:  a
licensed real-estate agent or broker, a real-estate appraiser, or an official of a bank, savings
and loan association, or similar lending organization.  The knowledgeable source must not
have any real or apparent conflict-of-interest relationship with the estate.
(3)   The MassHealth agency may also obtain an assessment from a knowledgeable source.

(F)   Waiver of Estate Recovery Due to Hardship for American Indians and Alaska Natives.
(1)   For claims presented on or after July 1, 2009, recovery from the following American
Indian and Alaska Natives income, resources, and property will be waived:

(a)   certain income and resources (such as interests in and income derived from tribal
land and other resources currently held in trust status and judgment funds from the Indian
Claims Commission and the U.S. Claims Court) that are exempt from Medicaid estate
recovery by other laws and regulations;
(b)   ownership interest in trust and non-trust property, including real property and
improvements 

1.   located on a reservation (any federally recognized Indian tribe's reservation,
pueblo, or colony, including former reservations in Oklahoma, Alaska Native regions
established by the Alaska Native Claims Settlement Act, and Indian allotments) or
near a reservation as designated and approved by the Bureau of Indian Affairs of the
U.S. Department of the Interior; or
2.   for any federally recognized tribe not described in 130 CMR 501.013(F)(1)(b)1.,
located within the most recent boundaries of a prior federal reservation;

(c)    income left as a remainder in an estate derived from property protected in 130 CMR
501.013(F)(1)(b), that was either collected by an Indian or by a tribe or tribal
organization and distributed to Indians, as long as the individual can clearly trace it as
coming from protected property;
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(d)   ownership interests left as a remainder in an estate in rents, leases, royalties, or
usage rights related to natural resources, including extraction of natural resources or
harvesting of timber, other plants and plant products, animals, fish, or fish products,
resulting from the exercise of federally protected rights and income either collected by
an Indian or by a tribe or tribal organization and distributed to Indians derived from these
sources as long as the individual can clearly trace it as coming from protected sources;
or
(e)   ownership interests in or usage rights to items not covered by 130 CMR
501.013(F)(1)(a) through (d) that have unique religious, spiritual, traditional, or cultural
significance or rights that support subsistence or a traditional life style according to
applicable tribal law or custom.

(2)   Protection of non-trust property described in 130 CMR 501.013(F)(1) is limited to
circumstances when it passes from an Indian, as defined in section 4 of the Indian Health
Care Improvement Act, to one or more relatives (by blood, adoption, or marriage), including
Indians not enrolled as members of a tribe and non-Indians, such as spouses or step-children,
that their culture would nevertheless protect as family members, to a tribe or tribal
organization, or to one or more Indians.

501.014:   Voter Registration

(A)   Voter registration forms are available through the MassHealth agency to applicants and
members who are

(1)   U.S. citizens; and
(2)   aged 18 or older, or who will be aged 18 on or before the date of the next election, in
accordance with the National Voter Registration Act of 1993.

(B)   Applicants and members are
(1)   informed of the availability of voter registration forms at application, at the time of an
eligibility review, and when there is an address change;
(2)   offered assistance in completing the voter registration form unless such assistance is
refused; and
(3)   able to submit voter registration forms to the MassHealth agency for transmittal to the
proper election offices.

(C)   MassHealth staff must not
(1)   seek to influence an applicant's or member's political preference or party registration;
(2)   display any political preference or party allegiance to the applicant or member;
(3)   make any statement to an applicant or member or take any action intended to influence
the applicant's or member's decision regarding voter registration; or
(4)   make any statement to an applicant or member or take any action intended to lead the
applicant or member to believe that the decision to register or not has any bearing on the
availability of services or benefits.

(D)   Completed voter registration forms that are submitted to the MassHealth agency are
transmitted to the proper local election office for processing within five days of receipt.

REGULATORY AUTHORITY

130 CMR 501.000:   M.G.L. c. 118E, §§ 7 and 12.
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515.001:   Definition of Terms

The terms listed in 130 CMR 515.001 have the following meanings for purposes of
MassHealth, as described in 130 CMR 515.000 through 522.000.

Activities of Dailv Living (ADLs) - self-care activities including, but not limited to, bathing,
grooming, dressing, eating, and toileting.

Affidavit - a written or printed statement of fact sworn to or affirmed before a person having
legal authority to administer such an oath.

Annuity - a legal instrument that makes payments for a designated period of time or for life,
regardless if the payments are principal, interest, or both.

Appeal - a written request, by an aggrieved applicant or member, for a fair hearing. 

Appeal Representative - a person who:
(1)   is sufficiently aware of the appellant's circumstances to assume responsibility for the
accuracy of the statements made during the appeal process, and who has provided the Board
of Hearings with written authorization from the appellant to act on the appellant's behalf
during the appeal process;
(2)   has, under applicable law, authority to act on behalf of an appellant in making decisions
related to health care or payment for health care. An appeal representative may include, but
is not limited to, a guardian, conservator, executor, administrator, holder of power of
attorney, or health-care proxy; or
(3)   is an eligibility representative meeting the requirements of 130 CMR 515.001: Appeal
Representative (1) or (2).

App1icant - a person who completes and submits an application for MassHealth, and is awaiting
the decision of eligibility.

Application - see "Senior Medical Benefit Request (SMBR)."

Asset Limit - the maximum dollar value of assets that can be owned by, or available to, the
applicant, member, or the spouse, which if exceeded, results in ineligibility.

Assets - property including, but not limited to, real estate, personal property, and funds.  This
term has the same meaning as "resources" as defined in 42 U.S.C. 1396p(e)(5).

Available - a resource that is countable under Title XIX of the Social Security Act.
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Blindness — a visual impairment as defined in Title XVI of the Social Security Act.  Generally,
“blindness” means visual acuity with correction of 20/200 or less in the better eye, or a peripheral
field of vision contracted to a 10° radius or less, regardless of the visual acuity.

Burial Trust — a trust established by an individual solely for funeral expenses, burial expenses,
or both.

Business Day — any day during which the MassHealth agency’s offices are open to serve the
public.

Caretaker Relative – an adult who is the primary caregiver for a child, is related to the child by
blood, adoption, or marriage, or is a spouse or former spouse of one of those relatives, and lives
in the same home as that child, provided that neither parent is living in the home.

Case File — the permanent written collection of documents and information required to
determine eligibility and to provide benefits to applicants and members.

Community Resident — a person who lives in a noninstitutional setting in the community.

Competent Medical Authority — a physician or psychiatrist licensed by any state, a psychologist
licensed by the Commonwealth of Massachusetts, or both. 

Countable Income — the types of income that are considered in the determination of eligibility.

Countable-Income Amount — gross income less certain business expenses and income
deductions.

Couple — two persons married to each other according to the rules of the Commonwealth of
Massachusetts.

Coverage Date — the date medical coverage begins. 

Coverage Types — a scope of medical services, other benefits, or both that are available to
members who meet specific eligibility criteria.  These coverage types include the following:
MassHealth Standard (Standard), MassHealth Essential (Essential), MassHealth Limited
(Limited), MassHealth Senior Buy-In (Senior Buy-In), and MassHealth Buy-In (Buy-In).  The
scope of services or covered benefits for each coverage type is found at 130 CMR 450.105.

Curing of a Transfer  — the return, following the transfer for less than fair-market value of a
portion of, or the full uncompensated value of, a resource to the individual.

Day — a calendar day unless a business day is specified.

Deductible — the total dollar amount of incurred medical expenses that an applicant whose
income exceeds MassHealth income standards at 130 CMR 520.028 et seq. must be responsible
for before the applicant is eligible for MassHealth. 

Deductible Period — a specified six-month period within which an applicant for MassHealth,
whose income exceeds MassHealth income standards, may become eligible if the applicant or
the spouse incurs medical bills equaling or exceeding the deductible. 

Disability Determination Unit — a unit that consists of physicians and disability evaluators who
determine permanent and total disability using criteria established by the Social Security
Administration under Title XVI, and criteria established under state law.  This unit may be a part
of a state agency or under contract with a state agency.

Eligibility Process — activities conducted for the purpose of determining, redetermining, and
maintaining the eligibility of a MassHealth applicant or member.
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Eligibility Representative - a person who
(1)   has, under applicable law, authority to act on behalf of an applicant or member in
making decisions related to health care or payment for health care.  An eligibility
representative may include, but is not limited to, a guardian, conservator, executor,
administrator, holder of power of attorney, or health-care proxy; or 
(2)   is sufficiently aware of the applicant's or member's circumstances to assume
responsibility for the accuracy of the statements made during the eligibility process, and who
fulfills at least one of the following two conditions:

(a)   has provided the MassHealth agency with written authorization from the applicant
or member to act on the applicant's or member's behalf during the eligibility process; or
(b)   is acting responsibly on behalf of an applicant or member for whom written
authorization cannot be obtained.

Fair Hearing - an administrative, adjudicatory proceeding conducted according to 130 CMR
610.000 to determine the legal rights, duties, benefits, or privileges of applicants and members.

Fair-Market Value - an estimate of the value of a resource if sold at the prevailing price. For
transferred resources, the fair-market value is based on the prevailing price at the time of transfer.

Federal Poverty Level (FPL) - income standards issued annually in the Federal Register to
account for the last calendar year's increase in prices as measured by the Consumer Price Index.

Fee-for-service - a method of paying for medical services provided by any MassHealth
participating provider with no limit on provider choice.

Global Developmental Skills - a child's average developmental skill level, taking into account
the physical, psychological, motor, intellectual, emotional, communicative, and social aspects
of the child's functional capabilities.

Grantor - an individual or spouse who creates a trust.

Gross Income - the total money earned or unearned, such as wages, salaries, rents, pensions, or
interest, received from any source without regard to deductions.

Guardian - an individual or entity appointed as guardian by the probate and family court under
the provisions of M.G.L. c. 201.

Guardianship Fees and Related Expenses - fees for guardianship services and incurred expenses
that are essential to enable an incompetent applicant or member to gain access to or consent to
medical treatment.

Health Safety Net - a source of funding for certain health care under 114.6 CMR 13.00 and
14.00.

Income Deductions - specified deductions, as described in 130 CMR 520.011 through 520.014,
that may be made from the gross income of an applicant or member.

Incompetent Applicant or Member - an applicant or member who ~as been adjudicated as
incompetent and in need of a guardian by the probate and family court under the provisions of
M.G.L. c. 201.

Individual - an applicant, a member, a spouse who is acting on behalf of the applicant or
member, or any person, court, or administrative body with the legal authority to act on behalf of
or at the request of the applicant, member, or spouse and may include a trustee, guardian,
conservator, or an agent acting under a durable power of attorney.

Institution (Medical) - a public or private facility providing acute, chronic, or long-term care,
unless otherwise defined within 130 CMR 515.000 through 522.000. This includes acute
inpatient hospitals, licensed nursing facilities, state schools, intermediate-care facilities for the
mentally retarded, public or private institutions for mental diseases, freestanding hospices, and
chronic-disease and rehabilitation hospitals.
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Institutionalization - placement of an individual in one or more medical institutions, where
placement lasts or is expected to last for a continuous period of at least 30 days. 

Interpreter - a person who translates for an applicant or member who has limited English
proficiency or a hearing impairment.

Irrevocable Trust - a trust that cannot be in anyway revoked by the grantor.

Jointly Held Resources - resources that are owned by an individual in common with another
person or persons in a joint tenancy, tenancy-in-common. or similar arrangement.

Life Estate - a life estate is established when all of the remainder legal interest in a property is
transferred to another, while the legal interest for life rights to use, occupy, or obtain income or
profits from the property is retained.

Limited English Proficiency - an inadequate ability to communicate in the English language.

Look-back Period - a period of consecutive months that the MassHealth agency may review for
transfers of resources to determine if a period of ineligibility for payment of nursing-facility
services should be imposed.

Lump-sum Income - a one-time payment, such as an inheritance or the accumulation of recurring
income.

MassHealth Agency - the Executive Office of Health and Human Services in accordance with
the provisions of M.G.L. c. 118E.

Medical Benefits -payment for medical services provided to a MassHealth member.

Member -a person determined by the MassHealth agency to be eligible for MassHealth.

Nursing-facility Resident - an individual who is a resident of a nursing facility, is a resident in
any institution, including an intermediate-care facility for the mentally retarded (ICF/MR), for
whom payment is based on a level of care equivalent to that received in a nursing facility, is in
an acute hospital awaiting placement in a nursing facility, or lives in the community and would
be institutionalized without community-based services provided in accordance with 130 CMR
519.007(B).

Patient-paid Amount - the amount that a member in a long-term-care facility must contribute to
the cost of care under the laws of the Commonwealth of Massachusetts.

Period of Ineligibility - the period of time during which the MassHealth agency denies or
withholds payment for nursing-facility services because the individual has transferred resources
for less than fair-market value.

Permanent and Total Disability - a disability as defined under Title XVI of the Social Security
Act or under applicable state laws.

(1)   For Adults and l8-Year-Olds.
(a)   The condition of an individual, aged 18 or older, who is unable to engage in any
substantial gainful activity by reason of any medically determinable physical or mental
impairment that

1.   can be expected to result in death; or
2.   has lasted or can be expected to last for a continuous period of not less than 12
months.
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(b)   For purposes of 130 CMR 515.001: Permanent and Total Disabi1ity, an individual
aged 18 or older is determined to be disabled only if his or her physical or mental
impairments are of such severity that the individual is not only unable to do his or her
previous work, but cannot, considering age, education, and work experience, engage in
any other kind of substantial gainful work that exists in the national economy, regardless
of whether such work exists in the immediate area in which the individual lives, whether
a specific job vacancy exists, or whether the individual would be hired if he or she
applied for work. "Work that exists in the national economy" means work that exists in
significant numbers, either in the region where such an individual lives or in several
regions of the country.

(2)   For Children Under Age 18.  The condition of an individual under the age of 18 who has
any medically determinable physical or mental impairment, or combination of impairments,
that causes marked and severe functional limitations, as defined in Title XVI of the Social
Security Act, and can be expected to cause death or can be expected to last for a continuous
period of not less than. 12 months.  Disability for children eligible for MassHealth
CommonHealth under 130 CMR 519.012(B) is determined in accordance with the definition.
for permanent and total disability for children under the age of 18 in 130 CMR 501.001.

Personal Needs Allowance (PNA) - the designated portion of monthly income that a person in
long-term care is allowed to retain for personal expenses. In some instances, the MassHealth
agency pays all or a portion of the PNA to the member.  The PNA must not be used for payment
of any item included in the daily rate at the long-term-care facility.

Personal Needs Allowance (PNA) Account - an account administered by a long-term-care facility
on behalf of a member.  Regulations regarding the administration of  PNA accounts are
contained in 130 CMR 456.000.

Pooled Trust - trust that meets all the following criteria as determined by the MassHealth agency.
(1)   The trust was created by a nonprofit organization. 
(2)   A separate account is maintained for each beneficiary of the trust, but the assets of the
trust are pooled for investment and management purposes. 
(3)   The account in a pooled trust was created for the sole benefit of the individual by the
individual, the individual's parents or grandparents, or by a legal guardian or court acting on
behalf of the individual. 
(4)   The trust provides that the Commonwealth of Massachusetts will receive amounts
remaining in the account upon the death of the individual up to the amount paid by the
MassHealth agency for services to the individual.  The trust may retain reasonable and
appropriate amounts as determined by the MassHealth agency.
(5)   The individual was disabled at the time his or her account in the pool was created. 

Promissory Note - a written promise to pay another.

Quality Control  - a system of continuing review to measure the accuracy of eligibility decisions.

Reapplication - the MassHealth agency's reopening of the application process when the
application has been denied pursuant to 130 CMR 516.001(D).

Redetermination - a review of a member's circumstances to establish whether he or she remains
eligible for benefits.

Resources - all income and assets owned by the individual or the spouse.  For the purposes of
determining eligibility, resources include income and assets to which the individual or the spouse
is or would be entitled whether or not they are actually received.  This term has the same
meaning as "assets" as defined in 42 U.S.C. 1396p(e)(1).

Reverse Mortgage - a loan on the equity value of a house paid in installments by a lender to the
homeowner who is aged 60 or older.

Revocable Trust -a trust whose terms allow the grantor to take action to regain any of the
property or funds in the trust.
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Senior Medical Benefit Request (SMBR) — a form prescribed by the MassHealth agency to be
completed by the applicant or eligibility representative, and submitted to the MassHealth agency
as a request for MassHealth benefits.

Skilled-nursing Services — the planning, provision, and evaluation of goal-oriented nursing care
that requires specialized knowledge and skills acquired under the established curriculum of a
school of nursing approved by a board of registration in nursing.  Such services include only
those services that must be provided by a registered nurse, a licensed practical nurse, or a
licensed vocational nurse.

Special-needs Trust — a special-needs trust is one that meets all the following criteria as
determined by the MassHealth agency. 

(1)   The trust was created for a disabled individual under the age of 65. 
(2)   The trust was created for the sole benefit of the individual by the individual's parent,
grandparent, legal guardian, or a court. 
(3)   The trust provides that the Commonwealth of Massachusetts will receive amounts
remaining in the account upon the death of the individual up to the amount paid by the
MassHealth agency for services to the individual.
(4)   When the member has lived in more than one state, the trust must provide that the funds
remaining upon the death of the member are distributed to each state in which the member
received Medicaid based on each state’s proportionate share of the total amount of Medicaid
benefits paid by all states on the member’s behalf.

Spouse - a person married to the applicant or member according to the laws of the
Commonwealth of Massachusetts. Effective for applications and eligibility review forms
received on or after October 31, 2008, notwithstanding the unavailability of federal financial
participation, no person who is recognized as a spouse under the laws of the Commonwealth will
be denied benefits that are otherwise available under M.G.L. c. 118E due to the provisions of
1 U.S.C. § 7 or any other federal nonrecognition of spouses of the same gender. If a member's
eligibility changes as the result of updated or corrected information about marital status, the
change in eligibility will be effective as of the date the MassHealth agency receives the new
information, but no sooner than October 31, 2008.

Stream of Income — income received on a regular basis.

Substantial Gainful Activity — generally, employment that provides a set amount of gross
earnings as determined by the Social Security Administration (SSA) under Title XVI of the
Social Security Act.

Supplemental Security Income (SSI) Program — a program that provides financial assistance
to needy persons who are aged 65 or older, blind, or disabled.  This program is established under
Title XVI of the Social Security Act and is administered by the Social Security Administration.
Such persons automatically receive MassHealth.

Third Party — any individual, entity, or program that is or may be responsible to pay all or part
of the expenditures for medical benefits.

Trust — a legal device satisfying the requirements of state law that places the legal control of
property or funds with a trustee.  It also includes, but is not limited to, any legal instrument,
device, or arrangement that is similar to a trust, including transfers of property by a grantor to
an individual or a legal entity with fiduciary obligations so that the property is held, managed,
or administered for the benefit of the grantor or others.  Such arrangements include, but are not
limited to, escrow accounts, pension funds, and similar devices as managed by an individual or
entity with fiduciary obligations.

Trustee — any individual or legal entity that holds or manages a trust.
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Uncompensated Value — the difference between the fair-market value of the resource or interest
in the resource at the time of transfer less any outstanding debts and the actual amount the
individual received for the resource.  The MassHealth agency uses the uncompensated value in
the calculation of the period of ineligibility.

515.002:   Introduction to MassHealth

(A)   The MassHealth agency is responsible for the administration and delivery of health-care
services to low- and moderate-income individual and couples.

(B)   130 CMR 515.000 through 522.000 provide the requirements for noninstitutionalized
persons aged 65 or older, institutionalized persons of any age, persons who would be
institutionalized without community-based services, as defined by Title XIX of the Social
Security Act and authorized by M.G.L. c. 118E, and certain Medicare beneficiaries.  130  CMR
515.000 through 522.000 is intended to conform to all applicable federal and state laws and will
be interpreted accordingly.

(C)   130 CMR 501.000 through 508.000 provide the MassHealth requirements for coverage of
noninstitutionalized low- and moderate-income persons under age 65, as prescribed under an
1115 Medicaid Research and Demonstration Waiver.

(D)   The MassHealth agency will determine eligibility for low-income subsidies under Medicare
Part D, as set forth in the Medicare Prescription Drug and Improvement and Modernization Act
of 2003 and as described in 20 CFR Part 418.

515.003:   MassHealth Coverage Types

(A)   The MassHealth agency provides access to health care by determining eligibility for the
coverage types that provide the most comprehensive benefits for a person who may be eligible.
Generally, members are provided services on a fee-for-service basis as defined at
130 CMR 515.001.

(B)   MassHealth offers the following types of coverage:  MassHealth Standard, MassHealth
Essential, MassHealth Limited, MassHealth Senior Buy-In, and MassHealth Buy-In.  The type
of coverage for which a person is eligible is based on the person's or the spouse's income and
assets, as described in 130 CMR 519.000 and 520.000, and immigration status, as described in
130 CMR 518.000.

(C)   The MassHealth agency may limit the number of people who can be enrolled in MassHealth
Essential.  When the MassHealth agency imposes such a limit, no new applicants aged 65 or
older who are subject to these limitations will be added to MassHealth Essential, and current
MassHealth Essential members who have lost eligibility for more than 30 days for any reason
will not be allowed to reenroll until the MassHealth agency is able to reopen enrollment for
adults.

(1)   Applicants who cannot be enrolled under MassHealth Essential pursuant to 130 CMR
515.003(C), will be placed on a waiting list when their eligibility has been determined.
When the MassHealth agency is able to open enrollment for adult applicants, the applications
will be processed in the order they were placed on the waiting list.
(2)   Medical coverage for MassHealth Essential for persons enrolled from a waiting list will
begin on the date that the application or new determination is processed from the waiting list.

515.004:   Administration of MassHealth

(A)   MassHealth.  The MassHealth agency formulates and determines eligibility for all
MassHealth coverage types.

The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11   (Effective 1/1/10) 778 EMERGENCY

515.004:   continued

(B)   Other Agencies.
(1)   Department of Transitional Assistance (DTA).  The Department of Transitional
Assistance administers the Emergency Aid for the Elderly, Disabled and Children (EAEDC)
Program.  Persons receiving EAEDC who are 65 or older are automatically eligible for
MassHealth Standard coverage, if they meet the citizen and immigration rules for
MassHealth Standard at 130 CMR 518.002.  Aliens with special status described in 130
CMR 518.002(D) who are receiving EAEDC who are aged 65 or older are automatically
eligible for MassHealth Essential coverage pursuant to 130 CMR 515.003(C).
(2)   Social Security Administration (SSA).  District Social Security offices administer the
Supplemental Security Income (SSI) Program and determine the eligibility of persons aged
65 or older.  Persons receiving SSI who are 65 or older are automatically eligible for
MassHealth Standard coverage.

515.005:   Receiving Public Assistance from Another State

Persons who are receiving public assistance from another state are not eligible for
MassHealth.

515.007:   Rights of Applicants and Members

The policies of the MassHealth agency are administered in accordance with federal and state
law.  Applicants and members must be informed of their rights and responsibilities with respect
to MassHealth.

(A)   Right to Nondiscrimination and Equal Treatment.  The MassHealth agency does not
discriminate on the basis of race, color, sex, sexual orientation, religion, national origin,
disability, or age in admission or access to, or treatment or employment in, its programs or
activities.  Grievance procedures for resolution of discrimination complaints are administered
and applied by the MassHealth agency’s Affirmative Action Office.

(B)   Right to Confidentiality.  The confidentiality of information obtained by the MassHealth
agency during the MassHealth eligibility process is protected in accordance with federal and state
regulations.  The use and disclosure of information concerning applicants, members, and legally
liable third parties is restricted to purposes directly connected to the administration of
MassHealth as governed by state and federal law.

(C)   Right to Timely Provision of Benefits.  Eligible applicants and members have the right to
the timely provision of benefits, as defined in 130 CMR 516.000.

(D)   Right to Information.  Persons who inquire about MassHealth, either orally or through a
written request, have the right to receive information about medical benefits, coverage type
requirements, and their rights and responsibilities as applicants and members of MassHealth.

(E)   Right to Apply.  Any person, individually or through an eligibility representative, has the
right, and must be afforded the opportunity without delay, to apply for MassHealth.

(F)   Right to Be Assisted by Others.
(1)   The applicant or member has the right to be accompanied and represented by an
eligibility representative during the eligibility process, and by an appeal representative during
the appeal process.  The MassHealth agency must provide copies of all eligibility notices to
an applicant’s or member’s eligibility representative, and must provide copies of all
documents related to the fair hearing process to an applicant’s or member’s appeal
representative.
(2)   An application for MassHealth may be filed by an eligibility representative on behalf
of a deceased person.
(3)   An appeal on behalf of a deceased person may be filed by an appeal representative, as
defined in 130 CMR 515.001.
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(G)   Right to Inspect the MassHealth Case File.  The applicant or member has the right to
inspect information in his or her MassHealth case file and contest the accuracy of the
information. 

(H)   Right to Appeal.  The applicant or member has the right to appeal and request a fair hearing
as the result of any adverse action or inaction taken by the MassHealth agency.  The request will
not be granted if the sole issue is a federal or state law requiring an automatic change adversely
affecting members.

(I)   Right to Interpreter Services.  The MassHealth agency will inform applicants and members
of the availability of interpreter services.  Unless the applicant or member chooses to provide his
or her own interpreter services, the MassHealth agency will provide either telephonic or other
interpreter services whenever

(1)   the applicant or member who is seeking assistance from the MassHealth agency has
limited English proficiency or sensory impairment and requests interpreter services; or
(2)   The MassHealth agency determines such services are necessary.

(J)   Right to a Certificate of Creditable Coverage Upon Termination of MassHealth.  The
MassHealth agency provides a Certificate of Creditable Coverage to members whose coverage
under MassHealth Standard, CommonHealth, Essential, or Basic has ended.  The MassHealth
agency issues a Certificate to members within one week of their MassHealth termination, or
within one week of the request for a Certificate, as long as the request is made within 24 months
of their MassHealth termination.  The Certificate may allow members to waive or reduce the
length of preexisting-condition waiting periods when they enroll in a new health plan offered by
other insurance.  If a member’s MassHealth termination also terminates the coverage of his or
her dependents, the dependents are included on the Certificate.

515.008:   Responsibilities of Applicants and Members

(A)   Responsibility to Cooperate.  The applicant or member must cooperate with the MassHealth
agency in providing information necessary to establish and maintain eligibility, and must comply
with all the rules and regulations of MassHealth, including recovery and obtaining or maintaining
available health insurance.

(B)   Responsibility to Report Changes.  The applicant or member must report to the MassHealth
agency, within ten days or as soon as possible, changes that may affect eligibility.  Such changes
include, but are not limited to, income, assets, inheritances, gifts, transfers of and proceeds from
the sale of real or personal property, distributions from or transfers into trusts, address, the
availability of health insurance, immigration status, and third-party liability.  

(C)   Cooperation with Quality Control.  The Quality Control Division periodically conducts an
independent review of eligibility factors in a sampling of case files.  When a case file is selected
for review, the member must cooperate with the representative of Quality Control.  Cooperation
includes, but is not limited to, a personal interview and the furnishing of requested information.
If the member does not cooperate, MassHealth benefits may be terminated. 

515.009:   Referrals to Investigative Units

Intentional false statements or fraudulent acts made in connection with obtaining medical
benefits or payments under MassHealth are punishable under M.G.L. c. 118E, § 39 by fines,
imprisonment, or both.  In all cases of suspected fraud, MassHealth staff will make a referral to
the Bureau of Special Investigations, or other appropriate agencies.

515.010:   Recovery of Overpayment of Medical Benefits

The MassHealth agency has the right to recover payment of medical benefits to which the
member was not entitled, regardless of who was responsible and whether or not there was
fraudulent intent.  No provision under 130 CMR 515.010 will limit the MassHealth agency’s
right to recover overpayments.
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(A)   Introduction.
(1)   The MassHealth agency will recover the amount of payment for medical benefits
correctly paid from the estate of a deceased member.  Recovery is limited to payment for all
services that were provided 

(a)   while the member was 65 or older; except, on or after October 1, 1993, while the
member was aged 55 or older; or
(b)   on or after March 22, 1991, while the member, regardless of age, was
institutionalized, and the MassHealth agency determined that the member could not
reasonably be expected to return home. 

(2)   The estate includes all real and personal property and other assets in the member's
probate estate.
(3)   Notwithstanding 130 CMR 515.011(A)(1) and in accordance with 42 U.S.C.
1396p(b)(B), MassHealth will not recover Medicare cost-sharing benefits described at
42 U.S.C. 1396(a)(10)(E) with dates of payment on or after January 1, 2010, for persons who
received such benefits under 130 CMR 505.002, 505.009, 515.010, and 519.011, when they
were aged 55 or older.

(a)   The date of payment for Medicare cost-sharing deductibles, coinsurance, and
copayments is the date the MassHealth agency received the claim.
(b)   The date of payment for premium payments is the date the MassHealth agency paid
the premium.

(B)   Exception.  No recovery for nursing facility or other long-term-care services may be made
from the estate of any person who

(1)   was institutionalized;
(2)   notified the MassHealth agency that he or she had no intent of returning home; and
(3)   on the date of admission to the long-term-care institution, had long-term-care insurance
that met the requirements of 130 CMR 515.014 and the Division of Insurance regulations at
211 CMR 65.09(1)(e)2.

(C)   Deferral of Estate Recovery.  Recovery will not be required until after the death of a
surviving spouse, if any, or while there is a surviving child who is under 21 years of age, or a
child of any age who is blind or permanently and totally disabled.

(D)   Waiver of Estate Recovery Due to Financial Hardship.
(1)   For claims presented on or after November 15, 2003, recovery will be waived if

(a)   a sale of real property would be required to satisfy a claim against the member's
estate; and
(b)   an individual who was using the property as a principal place of residence on the
date of the member's death meets all of the following conditions:

1.   the individual lived in the property on a continual basis for at least one year
immediately before the now-deceased member became eligible for MassHealth or
other assistance from the MassHealth agency and continues to live in the property at
the time the MassHealth agency first presented its claim for recovery against the
deceased member’s estate;
2.   the individual has inherited or received an interest in the property from the
deceased member's estate as defined in 130 CMR 501.013(A)(2) and 515.011(A)(2);
3.   the individual is not being forced to sell the property by other devisees or heirs
at law; and
4.   at the time the MassHealth agency first presented its claim for recovery against
the deceased member's estate, the gross annual income of the individual’s family
group, as defined in 130 CMR 501.001, was less than or equal to 133% of the
applicable federal-poverty-level income standard for the appropriate family size.
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(2)   The waiver will be conditional for a period of two years from the date the MassHealth
agency mails notice that the waiver requirements have been met, or from the date that a court
of competent jurisdiction determines that the waiver requirements have been met.  If at the
end of that period, all circumstances and conditions that must exist for the MassHealth
agency to waive recovery still exist, including meeting the same income standards under
130 CMR 515.011(D)(1)(b)4., and the real property has not been sold or transferred, the
waiver will become permanent and binding.  If at any time during the two-year period, the
circumstances and conditions for waiver no longer exist, including meeting the same income
standards under 130 CMR 515.011(D)(1)(b)4., the property is sold or transferred, or the
individual does not use the property as their primary residence, the MassHealth agency will
be notified and its claim will be payable in full.

(E)   Outstanding Claims.
(1)   For claims presented between April 1, 1995, and November 15, 2003, that are still
outstanding, recovery will be waived if all requirements under the then-existing MassHealth
regulations were met.
(2)   For claims presented before April 1, 1995, a waiver for hardship did not exist.

(F)   Fair-market Value and Equity Value.  If there will be insufficient proceeds from the sale or
transfer of the property to satisfy the MassHealth agency’s claim in full, the fair-market value
and equity value of all real property that is part of the deceased member’s estate must be verified
prior to the sale or transfer of said property.

(1)   The executor or administrator of the probate estate or, in the case of real property that
passes outside the probate estate, the person or entity to whom legal title or interest passed,
must verify the fair-market value by sending to the MassHealth agency a copy of the most
recent tax bill or the property tax assessment that was most recently issued by the taxing
jurisdiction, provided that this assessment is not one of the following:

(a)   a special-purpose assessment;
(b)   based on a fixed-rate-per-acre method; or
(c)   based on an assessment ratio or providing only a range.

(2)   The executor or administrator of the probate estate or, in the case of real property that
passed outside the probate estate, the person or entity to whom legal title or interest passed,
must also provide a comparable market analysis or a written appraisal of the property value
from a knowledgeable source.  A knowledgeable source includes one of the following:  a
licensed real-estate agent or broker, a real-estate appraiser, or an official from a bank, savings
and loan, or similar lending organization.  The knowledgeable source must not have any real
or apparent conflict-of-interest relationship with the estate.
(3)   The MassHealth agency may also obtain an assessment from a knowledgeable source.

(G)   Waiver of Estate Recovery Due to Hardship for American Indians and Alaska Natives.
(1)   For claims presented on or after July 1, 2009, recovery from the following American
Indian and Alaska Natives income, resources, and property will be waived:

(a)   certain income and resources (such as interests in and income derived from tribal
land and other resources currently held in trust status and judgment funds from the Indian
Claims Commission and the U.S. Claims Court) that are exempt from Medicaid estate
recovery by other laws and regulations;
(b)   ownership interest in trust and nontrust property, including real property and
improvements 

1.   located on a reservation (any federally recognized Indian tribe's reservation,
pueblo, or colony, including former reservations in Oklahoma, Alaska Native regions
established by the Alaska Native Claims Settlement Act, and Indian allotments) or
near a reservation as designated and approved by the Bureau of Indian Affairs of the
U.S. Department of the Interior; or
2.   for any federally recognized tribe not described in 130 CMR 515.011(G)(1)(b)1.,
located within the most recent boundaries of a prior federal reservation;

(c)    income left as a remainder in an estate derived from property protected in 130 CMR
515.011(G)(1)(b), that was either collected by an Indian or by a tribe or tribal
organization and distributed to Indians, as long as the individual can clearly trace it as
coming from protected property;
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(d)   ownership interests left as a remainder in an estate in rents, leases, royalties, or
usage rights related to natural resources, including extraction of natural resources or
harvesting of timber, other plants and plant products, animals, fish, or fish products,
resulting from the exercise of federally protected rights and income either collected by
an Indian or by a tribe or tribal organization and distributed to Indians derived from these
sources as long as the individual can clearly trace it as coming from protected sources;
or
(e)   ownership interests in or usage rights to items not covered by 130 CMR
515.011(G)(1)(a) through (d) that have unique religious, spiritual, traditional, or cultural
significance or rights that support subsistence or a traditional life style according to
applicable tribal law or custom.

(2)   Protection of non-trust property described in 130 CMR 515.011(G)(1) is limited to
circumstances when it passes from an Indian, as defined in section 4 of the Indian Health
Care Improvement Act, to one or more relatives (by blood, adoption, or marriage), including
Indians not enrolled as members of a tribe and non-Indians, such as spouses or stepchildren,
that their culture would nevertheless protect as family members, to a tribe or tribal
organization, or to one or more Indians.

515.012:   Real Estate Liens

(A)   Liens.  A real estate lien enables the MassHealth agency to recover the cost of medical
benefits paid or to be paid on behalf of a member.  Before the death of a member, the
MassHealth agency will place a lien against any property in which the member has a legal
interest, subject to the following conditions:

(1)   per court order or judgement; or
(2)   without a court order or judgement, if all of the following requirements are met:

(a)   the member is an inpatient receiving long-term or chronic care in a nursing facility
or other medical institution; 
(b)   none of the following relatives lives in the property: 

1.   a spouse;
2.   a child under the age of 21, or a blind or permanently and totally disabled child;
or
3.   a sibling who has a legal interest in the property and has been living in the house
for at least one year before the member's admission to the medical institution;

(c)   the MassHealth agency determines that the member cannot reasonably be expected
to be discharged from the medical institution and return home; and
(d)   the member has received notice of the MassHealth agency's determination that the
above conditions have been met and that a lien will be placed.  The notice includes the
member's right to a fair hearing. 

(B)   Recovery.  If property against which the MassHealth agency has placed a lien under
130 CMR 515.012(A) is sold during the member's lifetime, the MassHealth agency may recover
all payment for services provided on or after April 1, 1995.  This provision does not limit the
MassHealth agency's ability to recover from the member's estate in accordance with
130 CMR 515.011.

(C)   Exception.  No recovery for nursing-facility or other long-term-care services may be made
under 130 CMR 515.012(B) if the member

(1)   was institutionalized;
(2)   notified the MassHealth agency that he or she had no intention of returning home; and
(3)   on the date of admission to a long-term-care institution had long-term-care insurance
whose coverage met the requirements of 130 CMR 515.014 and the Division of Insurance
regulations at 211 CMR 65.09(1)(e)2.

(D)   Repayment Deferred.
(1)   In the case of a lien on a member's home, repayment under 130 CMR 515.012 is not
required while any of the following relatives are still lawfully living in the property:

(a)   a sibling who has been living in the property for at least one year before the
member's admission to the nursing facility or other medical institution; or
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(b)   a son or daughter who:
1.   has been living in the property for at least two years immediately before the
member was admitted to a nursing facility or other medical institution;
2.   establishes to the satisfaction of the MassHealth agency that he or she provided
care that permitted the parent to live at home during the two-year period before
institutionalization; and 
3.   has lived lawfully in the property on a continual basis while the parent has been
in the institution.

(2)   Repayment from the estate of a member that would otherwise be recoverable under any
regulation is still required even if the relatives described in 130 CMR 515.012(D) are still
living in the property.

(E)   Dissolution.  The MassHealth agency will discharge a lien placed against property under
130 CMR 515.012(A) if the member is released from the medical institution and returns home.

(F)   Verification.  The applicant or member must cooperate in providing verification as to
whether the conditions under 130 CMR 515.012(A) exist, and in providing any information
necessary for the MassHealth agency to place a lien.

(G)   Recording Fee.  The MassHealth agency is not required to pay a recording fee for filing a
notice of lien or encumbrance, or for a release or discharge of a lien or encumbrance under
130 CMR 515.012.

515.013:   Voter Registration

(A)   Voter registration forms are available through the MassHealth agency to applicants and
members who are

(1)   U.S. citizens; and 
(2)   aged 18 or older, or who will be aged 18 on or before the date of the next election, in
accordance with the National Voter Registration Act of 1993.

(B)   Applicants and members are 
(1)   informed of the availability of voter registration forms at application, at the time of an
eligibility review, and when there is an address change;
(2)   offered assistance in completing the voter registration application form unless such
assistance is refused; and 
(3)   able to submit voter registration forms to the MassHealth agency for transmittal to the
proper election offices.

(C)   MassHealth agency staff must not 
(1)   seek to influence an applicant's or member's political preference or party registration;
(2)   display any political preference or party allegiance to the applicant or member;
(3)   make any statement to an applicant or member or take any action intended to influence
the applicant's or member's decision regarding voter registration; or  
(4)   make any statement to an applicant or member or take any action intended to lead the
applicant or member to believe that the decision to register or not has any bearing on the
availability of services or benefits. 

(D)   Completed voter registration application forms that are submitted to the MassHealth agency
are transmitted to the proper local election office for processing within five days of receipt.

515.014:   Long-term-care Insurance Minimum Coverage Requirements for MassHealth Exemptions

For purposes of the financial eligibility exemption under 130 CMR 520.007(G)(8)(d),
concerning treatment of the former home as an asset, and the exemption under 130 CMR
515.011(B) and 515.012(C), concerning repayment of assistance provided for nursing facility
and other long-term-care services (hereafter collectively referred to as “MassHealth
exemptions”), a long-term-care insurance policy must provide certain minimum coverage
requirements as determined by the Division of Insurance.
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(A)   Under Division of Insurance regulations at 211 CMR 65.09(1)(e)2., to qualify for the
MassHealth exemptions, an individual must be a covered person under an individual, group, or
employment-based group policy issued on or after March 15, 1999, that meets the individual
policy minimum standards of 211 CMR 65.05 and all of the following requirements.

(1)   Scope of Benefits.  The policy must cover nursing and custodial care in a nursing facility
licensed by the Department of Public Health.
(2)   Daily Dollar Benefits.  The policy must have available benefits of at least $125 per
coverage day in a nursing facility, except where the actual expense incurred is less, regardless
of whether accrued benefits are measured in terms of days or dollar amount. 
(3)   Nursing Facility Coverage Days:  Lifetime Benefit Period.  The policy must have
benefits available sufficient to cover at least 730 days in a nursing facility. 
(4)   Elimination Period.  No policy may have an elimination period (days on which services
are provided to an insured before the policy begins to pay benefits) longer than 365 days in
a nursing facility.  The application of more than one elimination period is not allowed unless
the insured has received no benefits for a period of at least 180 consecutive days.  In lieu of
an elimination period, the policy may have a deductible of no more than $54,750.

(B)   All policies issued prior to March 15, 1999, need only comply with the minimum standards
of 211 CMR 65.05, and the limitations and exclusion provision of  211 CMR 65.06, that were
effective from April 1, 1989, through September 2, 1999.

REGULATORY AUTHORITY

130 CMR 515.000:  M.G.L. c. 118E, §§ 7 and 12.
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Practical Tests and Inspections

This section provides, in pertinent part, that a state elevator inspector who finds an elevator to be in 

an unsafe condition or otherwise not in compliance with 524 CMR must provide notice of the defect to 

the building owner or lessee citing the code provision which is being violated.

G.L. c.143, ss. 68 & 69.

Todd Grossman (617) 826-5256

One Ashburton Place, room 1301, Boston, MA

This is a renewal of an emergency filing from December 9, 2010.  This amendment was adopted by 

emergency in order to clarify an existing and necessary practice.  Without this new language, state 

elevator inspectors are arguably without authority to cite violations of codes affecting elevators and 

to withhold issuance of inspection certificates.
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524 CMR 8.00: PRACTICAL TESTS AND INSPECTIONS

Section

8.01:   Practical Tests and Inspections
8.02:   Unsafe or Non-compliant Conditions
8.03:   Power to Seal Equipment
8.04:   Notice of Sealing Out of Service
8.05:   Unlawful to Remove Seal
8.06:   Matters Not Provided For

8.01:   Practical Tests and Inspections

A practical test of all equipment governed by 524 CMR as required by M.G.L. c. 143, § 64,
shall consist of the following:

(1)   The initial “Acceptance Test” and subsequent annual tests and/or inspections shall be made
of all equipment under the supervision of the state elevator inspector.  Such tests shall conform
to the following Acceptance Test: A contract load test at governing tripping speed where
applicable shall be made for all new installations.

(2)   Prior to returning to service any equipment which has undergone a major alteration, material
change, or which has been placed out of service due to non-use, accident or a cause of injury, or
at the discretion of the state elevator inspector.

(3)   Subsequent Tests: A safety test with no contract-load shall be made in the presence of the
state elevator inspector, once a year, or as otherwise specified by other sections of 524CMR or
M.G.L. c. 143, § 64 of all safety devices and equipment to determine that they function as
required by the applicable codes.  It is further required that every fifth year a full-load safety test
be conducted in the presence of the state elevator inspector.  (Refer to 524 CMR 11.00 for
elevators placed out of service.)

(4)   Car and counterweight safeties and governors shall be tested as follows: Governor operated
instantaneous type safeties or sliding type safeties of elevators shall be tested at rated speed by
tripping the governor by hand.  The governor shall be separately tested for tripping speed.

(5)   Each governor shall be sealed directly after testing by the state elevator inspector conducting
the test.  No person other than a state elevator inspector, shall break or remove the seal.

(6)   The application of a safety having no speed governor shall be obtained by a free drop test
which may be made without detaching the ropes.

(7)   Car and counterweight oil buffers, if any, shall be tested annually with no load on the
platform at rated car speed, and with a full contract load every fifth year.

(8)   Contract load test for hydraulic elevators: A contract load test under the supervision of the
state elevator inspector shall be made of every hydraulic elevator or dumbwaiter before the
equipment is placed in regular service.

(a)   The test shall be made with no load and a test with full rated load on the car in order to
determine the car speed under each specified condition of loading in both the up and down
directions.
(b)   A test check of the working pressure including, in case of pressure tanks, a  check of
the accuracy of the tank pressure gauge.
(c)   A test of the relief valve by-pass pressure shall be made in accordance 524 CMR
17.23(6).
(d)   After the test of the relief valve setting and system pressure test, the following test shall
be performed and witnessed by a Massachusetts licensed elevator inspector employed by the
Department of Public Safety. Cylinders that are not exposed shall be tested as follows:

1.   Note the amount of oil in the pit and seal leak collection container.
2.   Park the elevator at a convenient location and open the main line disconnect.
3.   Mark the level of the oil in the tank.
4.   Wait at least 15 minutes and measure the amount that the car has moved down.

The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



524:  BOARD OF ELEVATOR REGULATIONS

4/1/11   (Effective 12/9/10) 44 EMERGENCY

8.01:   continued

5.   Compute the volume of oil loss as a result of the car movement as follows:
V = 3.1416 x R² x L

Where:
V = volume of oil in cubic inches
R = radius of plunger (in.)
L = movement of car (in.)

6.   Compare this to the change in volume in the pit seal collection container and the tank.
Example: 1 = 7”, Plunger diameter = 6”

V = 3.1416 x 9 x 7 = 198 in³
(Note: 231 in³ = 1 U.S. gallon)

7.   If necessary, continue the test to verify the source of the leak.
8.   If it is determined that a leak exists underground, the unit should immediately be
taken out of service.

(9)   All private residence elevators governed by 524 CMR 23.00 and 35.00 shall be tested and
inspected every five years.  A test with a capacity load will be performed during each test.

(10)   All escalators will be tested with contract load at the time of acceptance and will have a
brake data plate installed.  All escalators with brake date plates may be tested thereafter by
verifying the brake torque.  If the environment in which a unit is operating makes the stopping
capability of the brake questionable, a weight test will be used to reconfirm the torque setting of
the brake.

(11)   All existing escalators without brake data plates or units with more than one driving
machine will be tested with contract load at five year intervals and whenever the stopping
capability of the brake is questionable.

(12)   All escalators will require annually a step/skirt performance index test complying with
A17.1-2000 Section 8.6.8.3, and will have up to one year from the date of the citation to be in
compliance.

8.02:   Unsafe or Non-compliant Conditions

If upon inspection any equipment covered by 524 CMR is found in an unsafe condition, or
not in accordance with the provisions of 524 CMR in effect at the time of its installation, or not
in compliance with any of the standards referenced in 524 CMR 7.03, the state elevator inspector
shall thereupon serve a written notice upon the building owner or lessee, or his or her designee,
citing the section of 524 CMR or other referenced standard of which said equipment is in
violation, stating the action required to bring the equipment into compliance, and the date when
recommended repairs or changes shall be completed.  After the service of such notice, it shall
be the duty of the owner to proceed within the time allowed to make such repairs as are necessary
to place the equipment in a safe and compliant condition. It shall be unlawful to operate such
equipment after the date stated in the notice unless such recommended repairs or changes have
been made and the equipment has been approved, or unless an extension of time has been
secured from the state elevator inspector in writing.  The state elevator inspector may withhold
issuance of the inspection certificate until such time as the equipment is brought into compliance
with all outstanding orders.  Appeals from any order based on the standards referenced in
524 CMR 7.03 shall be to the authority having jurisdiction.

8.03:   Power to Seal Equipment

The state elevator inspector in addition to any other penalties herein provided, shall have the
power to seal out of service any device or equipment under his jurisdiction, covered by 524 CMR
when in the case of emergency in the opinion of the state elevator inspector, such device is in a
condition to render it unsafe for operation; or for willful failure to comply with 524 CMR.

8.04:   Notice of Sealing Out of Service

Before sealing any device out of service, the state elevator inspector, except in the case of
emergency, shall serve written notice upon the building owner or lessee stating intention to seal
the equipment out of service and the reasons therefore.
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Board of Fire Prevention Regulations

527 CMR 10.00

FIRE PREVENTION, GENERAL PROVISIONS

527 CMR 10.00 provides general provisions relating to fire prevention.  This particular amendment 

extends the effective date of provisions which required certain establishments to designate a crowd 

manager and complete a fire and building checklist as of March 1, 2011.  This extension, to June 1, 
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Peter A. Senopoulos, Esq. 978-567-3181

P.O. Box 1025 ~ State Road, Stow, MA 01175
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10.13:   continued

Exception:  Temporary deviation from the specifics of the approved seating diagram shall
be permitted provided the occupant load is not increased and the intent of 527 CMR
10.17 is maintained.

(c)   Exit Announcements.  The owner or operator of any business or activity located in any
A-1, A-2, or A-3 occupancy, which features a performance before an audience shall, prior
to the start of such performance, make an audible announcement that notifies occupants of
the location of the exits to be used in case of a fire or other emergency.  For the purposes of
527 CMR 10.13(2)(c), a performance shall be defined as any form of entertainment by live
appearance, or by video, audio or recorded means.  

Such announcement may be made in person or by recorded communication and shall be
communicated in such a reasonable manner to assure that all persons in attendance are aware
of the location of the exits.  Owners or operators of assemblies involving video or cinema
presentations may use such video or cinematic medium to communicate such audible
announcement or projected image.  Such announcement or projected image shall include the
location of egress routes or areas of rescue assistance for use by persons with disabilities. 

In addition to the audible announcements required by 527 CMR 10.13(2)(c), if any
written program, playbill or similar document is distributed prior to each program or
performance, such document shall include a diagram of the location of all egress routes and
areas of rescue assistance for use by persons with disabilities.
(d)   Designation of a Crowd Manager. 

1.   As of June 1, 2011, the owner or operator of nightclub, dance hall, discotheque or
bar, with an occupant load of 100 persons or more shall designate one crowd manager,
for every 250 occupants, or portion thereof based  upon the Certificate of Inspection
issued under 780 CMR.  The crowd manager(s) shall be present within the facility during
all hours that the facility is open to patrons.
2.    For the purposes of 527 CMR 10.13(2)(d), a nightclub, dancehall, discotheque  or
bar shall be defined as:

a.   any facility classified as an A-2 or A-3 use group under 780 CMR, The State
Building Code, which is principally designed or used as a nightclub, dance hall,
discotheque or bar; or 
b.   any facility that  features entertainment by live band or recorded music generating
above normal sound levels and has a specific area designated for dancing. 

3.   The requirements of 527 CMR 10.13(2)(d) shall not apply to: 
a.   a temporary structure erected at the same location for no more than ten days in
any calendar year; or 
b.   a facility that features fixed seating, such as a theatre, auditorium, concert hall or
similar place of assembly; or 
c.   A facility used for organized private function where:

i.   each guest has a seat and a table for dining purposes;
ii.   attendance for each event is limited by pre-arrangement between the facility
operator and the private event organizers; and
iii.   the legal capacity of the facility provides not less than 15 square feet (net)
per occupant.

4.   A crowd manager shall be at least 21 years of age, shall be the owner or operator of
the business or under the direct control and supervision of said owner or operator and
shall be responsible for the following:

a.   maintaining clear paths of egress, assuring that the facility does not exceed its
occupant load limit, initiating a fire alarm if necessary, directing occupants to exits;
and
b.   assuring general fire and life safety awareness of employees and occupants,
including assuring that exit announcements are made in accordance with 527 CMR
10.13(2)(c); and
c.   accurately completing the safety plan checklist required by 527 CMR 10.13(2)(e).

5.   A crowd manager shall be knowledgeable about the responsibilities required in
527 CMR 10.13(2)(d) and (e). The Marshal shall develop training materials and a
reasonable method to confirm, on a three-year basis, that a crowd manager has completed
training about the crowd manager's responsibilities under 527 CMR 10.00. 
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10.13:   continued

(e)   Fire and Building Safety Checklist.   As of June 1, 2011 the crowd manager shall be
responsible for the completion of the Fire & Building Safety Checklist, as prescribed by the
Marshal, on each day of operation prior to opening the facility to patrons. This checklist shall
include, but not be limited to, the routine safety check of existing fire protection systems, fire
extinguishers, signage, interior finish, exits, unobstructed egress, crowd control procedures
and building occupancy limits.  The original completed checklists shall be kept on the
premises for at least one year and shall be subject to inspection by the head of the fire
department, the Marshal or their designee. 

(3)   Special Residential Use Group.
(a)   Evacuation Plan.  The administration of every facility shall have in effect and available
to all supervisory personnel written copies of a plan for the protection of all persons in the
event of fire and for their evacuation to areas of refuge and from the building when
necessary.  The plan shall include special staff actions including fire protection procedures
needed to ensure the safety of any resident and shall be amended or revised upon admission
to the home of any resident with unusual needs.  All employees shall be periodically
instructed and kept informed in respect to their duties and responsibilities under the plan.
Such instruction shall be reviewed by the staff at least every two months.  A copy of the plan
shall be readily available at all times within the facility.
(b)   Resident Training.  All residents capable of assisting in their evacuations shall be trained
in the proper actions to take in the event of a fire.  The training shall include actions to take
if the primary escape route is blocked.  If the resident is being given rehabilitation, training
in fire prevention and actions to take in the event of a fire shall be a part of the rehabilitation
training program.  Residents shall be trained to assist each  other in case of fire to the extent
their physical and mental abilities permit them to do so without additional personal risk.
(c)   Fire Exit Drills.  Fire exit drills shall be conducted at least six times per year, two times
a year on each shift.  Twelve drills shall be conducted in the first year of operation.  The
drills are not required to be unannounced.
(d)   Evacuation.  Fire exit drills shall involve the actual evacuation of all residents to a
selected assembly point and shall provide residents with experience in exiting through all
required exits.  All credited exits shall be used during fire drills.

Exception:  Actual exiting from windows shall not be required to meet the requirements
527 CMR 10.13; opening the window and signaling for help shall be an acceptable
alternative.

(4)   Use Group I-2 --Incapacitated Care.
(a)   Evacuation Plan.  The administration of every building of Use Group I-2 shall have in
effect and available to all supervisory personnel written copies of a plan for the protection
of all persons in the event of fire and for their evacuation to areas of refuge and from the
building when necessary.  All employees shall be periodically instructed and kept informed
with respect to their duties under the plan.  A copy of the plan shall be readily available at
all times in the telephone operators position or at the security center.
(b)   Bed Mobility.  Every bed intended for use by health care occupants shall be easily
movable under conditions of evacuation and shall be equipped with the type and size of
casters to allow easy mobility, especially over elements of the structure such as expansion
plates and elevator thresholds.

Exception:  Beds intended for use in areas limited to patients such as convalescent,
self-care, or mental health patients.

(c)   Fire Exit Drills.  Fire exit drills in buildings of Use Group I-2 shall include the
transmission of a fire alarm signal and simulation of emergency fire conditions except that
the movement of infirm or bed-ridden patients to safe areas or to the exterior of the building
shall not be required.  Drills shall be conducted quarterly on each shift to familiarize facility
personnel with signals and emergency action required under varied conditions.  At least 12
drills shall be held every year.  When drills are conducted between 9:00 p.m. (2100 hours)
and 6:00 a.m. (0600 hours), a coded announcement shall be permitted instead of audible
alarms
(d)   Records.  A record of all fire exit drills shall be kept on the premises and persons in
charge of such occupancies shall file written reports at least twice a year with the head of the
fire department giving the information listed in 527 CMR 10.09(4)(a).
(e)   Employee Training.  Employees shall be instructed in life safety procedures and devices.
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204.140:   continued

(H)   A loan verified by a written document, signed by the borrower and the lender, that ex-
presses the borrower's intent to repay and the conditions of repayment, the terms of which specify
the purpose of the loan and preclude its use to meet current living costs;

(I)   Any grant or scholarship to a student, the terms of which preclude its use to meet current
living costs;

(J)   Any grant or loan to an undergraduate student for educational purposes made or insured
under any program administered by the U.S. Secretary of Education;

(K)   Student financial assistance provided under Title IV of the Higher Education Act of 1965
or under the Bureau of Indian Affairs Education Assistance programs; or student financial
assistance for attendance costs, such as, but not limited to, tuition, fees, equipment or books,
under programs developed pursuant to the Perkins Vocational and Applied Technology
Education Act;

(L)   Assets of any member of the household:
(1)   who receives Supplemental Security Income (SSI) payments;
(2)   for whom state and/or federal foster-care maintenance payments are made, including the
child of the foster child when the foster-care maintenance payment includes the child; or
(3)   for whom state and/or federal adoption assistance is provided except when the person
is included as a member of the assistance unit in accordance with 106 CMR 204.305(E)(3);

(M)   Lands held in trust for Native Americans; property purchased with payments made to
Native Americans under Public Laws 92-254, 93-134, 94-540 and 94-114; and funds distributed
to, or held in trust for, members of any Indian tribe pursuant to a judgment of the Indian Claims
Settlements or the Secretary of the Interior under Public Laws 94-114, 93-134, 96-420, 97-458,
98-64 and 102-71;

(N)   For each member of the Assistance Unit:
(1)   one burial plot, and
(2)   the value of a prepaid funeral arrangement, not to exceed $1,500;
A prepaid funeral arrangement may include a contract with a funeral director or a separately

identifiable trust fund.  Use of any portion of this asset for any purpose other than funeral or final
disposition arrangements shall render the balance of the asset countable under the provisions of
106 CMR 204.120.

(O)   Real Estate that is not the principal residence of the assistance unit, but which the assistance
unit is making a good faith effort to sell, provided:

(1)   The owner of the real estate signs an agreement on a form specified by the Department
to repay from the net proceeds of the sale the amount of TAFDC benefits received while the
real estate was owned by the assistance unit.  The amount of the repayment shall be the net
proceeds from the sale or the amount of TAFDC benefits paid, whichever is less.  The net
proceeds of the sale, when added to all other countable assets at the time of the sale, must
exceed $2500 for repayment to occur.
(2)   The real estate may be excluded for no more than six months from the date of the
signing of the agreement specified in 106 CMR 204.140(O)(1).
(3)   A good faith offer to sell shall be defined as an offer to sell at or about fair market value
by methods including, but not limited to, listing with a licensed real estate salesperson or
through a newspaper or other type of advertisement.

The good faith offer must be verified.  Verification shall be by a copy of a newspaper
advertisement, letter from a licensed real estate salesperson, or other appropriate
document(s).
(4)   If the assistance unit becomes ineligible during the six-month period for categorical or
financial reason(s) other than ownership of real estate, or if the assistance unit fails to sell the
real estate at the end of six months, assistance shall be terminated, and all TAFDC benefits
paid shall be treated as an overpayment.
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(5)   A recipient who fails to report acquisition of a piece of real estate, other than that used
as the principal residence, within ten days of taking title to the real estate, has been overpaid
between the date title was acquired and the date the ownership of the real estate was reported
to the Department, provided that the equity value of the real estate when added to the total
of all other countable assets exceeds $2500.  The Department must pursue recovery in
accordance with 106 CMR 706.200 et seq.;

(P)   Any portion of a Workers' Compensation, property damage, personal injury, Compensation
to Victims of Violent Crimes Act, death settlement or award, except for compensation for lost
wages, that is received as a reimbursement for specified item(s) and used to pay for such item(s).
See 106 CMR 204.240(B) for verification;

(Q)   Property that is essential to employment or self-employment shall include, but is not limited
to, work-related equipment such as tools of a tradesperson, machinery of a farmer, and property
such as farm land.  Income derived from such property shall be countable;

(R)   Earned income credits (EIC), whether received as an advance payment or as part or all of
an income tax refund, in the month of receipt and the following month;

(S)   Payments to eligible individuals of Japanese ancestry or their survivors under the Civil
Liberties Act of 1988 and payments to eligible Aleuts (who were former residents of the Aleutian
and Pribilof Islands) or their survivors under the Aleutian and Pribilof Islands Restitution Act
in accordance with Public Law 100-383;

(T)   Agent Orange Settlement Fund payments made to Vietnam veterans or their survivors, in
accordance with Public Law 101-201, effective January 1, 1989;

(U)   The value of public-assistance cash benefits for the remainder of the cyclical month of
issuance.  If any or all of the money from such cash benefit(s) is retained beyond the cyclical
month of issuance, the amount of money retained becomes a countable asset, except as specified
in 106 CMR 706.210 for the correction of an underpayment;

(V)   Payments made under the Radiation Exposure Compensation Act of 1990;

(W)   Payments credited to an escrow account under the Family Self-Sufficiency Program
administered by the Department of Housing and Urban Development (HUD) when the filing unit
lacks the legal ability to use the money for its support and maintenance; 

(X)   TAFDC cash benefits resulting from a correction of an underpayment or a fair hearing
decision, in the month of receipt and the following month; and

(Y)   The Individual Asset Account maintained for the individual until receipt of such funds by
the individual upon termination of Full Employment Program employment as specified in
106 CMR 207.180(D).

204.200:   Income

Income may be countable or noncountable for determination of financial eligibility or
calculation of the grant amount.

All countable income is considered on a monthly basis and is applied to the determination
or eligibility review and calculation of the grant amount in the cyclical month in which it is
actually received by the filing unit, except for cases subject to Monthly Reporting.  See 106 CMR
702.900 et seq.  Amounts of income paid in other than monthly amounts must be converted to
monthly amounts.

Except for cases subject to Monthly Reporting, the most current monthly income information
provided to the Department is used as the basis for the grant calculation until information is
received indicating a change in income or eligibility, or until an eligibility review is due.  If
verified income information indicates an underpayment, an adjustment must be made promptly.
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321.140:   continued

(H)   A loan verified by a written document, signed by the borrower and lender, that expresses
the borrower's intent to repay and the conditions of repayment, the terms of which specify the
purpose of the loan and preclude its use to meet current living costs;

(I)   Any grant or scholarship to a student the terms of which preclude its use to meet current
living costs;

(J)   Any grant or loan to an undergraduate student for educational purposes made or insured
under any program administered by the U.S. Secretary of Education;

(K)   Student financial assistance provided under Title IV of the Higher Education Act of 1965
or under the Bureau of Indian Affairs Education Assistance programs; or student financial
assistance for attendance costs, such as but not limited to tuition, fees, equipment or books, under
programs developed pursuant to the Perkins Vocational and Applied Technology Education Act;

(L)   Assets of any member of the household who is an SSI recipient;

(M)   Lands held in trust for Native Americans; property purchased with payments made to
Native Americans under Public Laws 92-254, 93-134, 94-540 and 94-114; and funds distributed
to, or held in trust for, members of any Indian tribe pursuant to a judgment of the Indian Claims
Settlements or the Secretary of the Interior under Public Laws 94-114, 93-134, 96-420, 97-458,
98-64 and 102-71;

(N)   For each member of the assistance unit:
(1)   one burial plot, and
(2)  the value of a prepaid funeral arrangement, not to exceed $1,500;

A prepaid funeral arrangement may include a contract with a funeral director or a
separately identifiable trust fund.  Use of any portion of this asset for any purpose other than
funeral or final disposition arrangements shall render the balance of the asset countable under
the provisions of 106 CMR 321.120;

(0)   Real estate that is not the principal residence of the assistance unit, but which the assistance
unit is making a good faith effort to sell, provided:

(1)   The owner of the real estate signs an agreement on a form specified by the Department
to repay from the net proceeds of the sale the amount of EAEDC benefits received while the
real estate was owned by the assistance unit.  The amount of the repayment shall be the net
proceeds from the sale or the amount of EAEDC benefits paid, whichever is less.  The net
proceeds of the sale, when added to all other countable assets at the time of the sale, must
exceed the EAEDC asset limit specified in 106 CMR 321.110 for repayment to occur.
(2)   The real estate may be excluded for no more than six months from the date of the
signing of the agreement specified in 106 CMR 321.140(O)(1).
(3)   A good faith effort to sell shall be defined as an offer to sell at or about fair market value
by methods, including, but not limited to, listing with a licensed real estate salesperson or
through a newspaper or other type of advertisement.

The good faith offer must be verified.  Verification shall be by a copy of the newspaper
advertisement, letter from a licensed real estate person, or other appropriate document(s).
(4)   If the assistance unit becomes ineligible during the six-month period for categorical or
financial reason(s) other than ownership of real estate, or if the assistance unit fails to sell the
real estate at the end of the six months, assistance shall be terminated, and all EAEDC
benefits paid shall be treated as an overpayment.
(5)   A recipient who fails to report acquisition of a piece of real estate, other than that used
as the principal residence, within ten days of taking title to the real estate, has been overpaid
between the date title was acquired and the date the ownership of the real estate was reported
to the Department, provided that the equity value of the real estate when added to the total
of all other countable assets exceeds the applicable EAEDC asset limit as specified in
106 CMR 321.110.  The Department must pursue recovery in accordance with 106 CMR
706.200 et seq.;
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321.140:   continued

(P)   Any portion of a Workers' Compensation, property damage, personal injury, Compensation
to Victims of Violent Crimes Act, death settlement or award, except for compensation for lost
wages, that is received as a reimbursement for specified item(s) and used to pay for such item(s).
See 106 CMR 321.240(G) for verification;

(Q)   Property that is essential to employment or self-employment shall include, but is not limited
to, work-related equipment such as tools of a tradesperson, machinery of a farmer, and property
such as farm land.  Income derived from such property shall be countable;

(R)   Earned income credits (EIC), whether received as an advance payment or as part or all of
an income tax refund, in the month of receipt and the following month;

(S)   Payments to eligible individuals of Japanese ancestry or their survivors under the Civil
Liberties Act of 1988 and payments to eligible Aleuts (who were former residents of the Aleutian
and Pribilof Islands) or their survivors under the Aleutian and Pribilof Islands Restitution Act
in accordance with Public Law 100-383;

(T)   Agent Orange Settlement Fund payments made to Vietnam veterans or their survivors, in
accordance with Public Law 101-201, effective January 1, 1989;

(U)   The value of public-assistance cash benefit(s) for the remainder of the cyclical month of
issuance.  If any or all of the money from such cash benefit(s) is retained beyond the cyclical
month of issuance, the amount of money retained becomes a countable asset, except as specified
in 106 CMR 706.210 for the correction of an underpayment;

(V)   Payments made under the Radiation Exposure Compensation Act of 1990;

(W)   Payments credited to an escrow account under the Family Self-Sufficiency Program
administered by the Department of Housing and Urban Development (HUD) when the filing unit
lacks the legal ability to use the money for its support and maintenance; and

(X)   EAEDC cash benefits resulting from a correction of an underpayment or a fair hearing
decision, in the month of receipt and the following month.

321.200:   Income

Income may be countable or noncountable for determination of financial eligibility or
calculation of the grant amount.

All countable income is considered on a monthly basis and is applied to the determination
or redetermination of eligibility and calculation of the grant amount in the cyclical month.
Amounts of income paid in other than monthly amounts must be converted to monthly amounts.

The most current monthly income information provided to the Department is used as the
basis for the grant calculation until information is received indicating a change in income or
eligibility, or until a redetermination is due.  If verified income information indicates an
underpayment, an adjustment shall be made.

321.210:   Types of Countable Income

The types of countable income generally are as follows:

(A)   Earned Income.  Earned income is income, in cash or in kind, earned through employment
or self-employment.  Earned income may be received as wages, salary, tips, commissions, or in
kind.  For employees, earned income is the total gross amount received.

With respect to self-employment, earned income is the total gross income less total business
expenses.  Business expenses do not include personal expenses, such as lunches and
transportation to and from work.  See 106 CMR 321.210(E) and (F) for an explanation of income
from real estate, roomers and boarders, and business expenses.
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106 CMR:  DEPARTMENT OF TRANSITIONAL ASSISTANCE

4/1/11   (Effective 7/1/10) 106 CMR - 971

106 CMR 705.000: RELATED BENEFITS

Section

705.000:   Overview of Related Benefits
705.100:   MassHealth
705.110:   General Medical Care
705.130:   Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
705.140:   Family Planning
705.150:   Medical Transportation
705.160:   Reimbursement of Certain Recipients for Out-of-Pocket Expenses
705.200:   Food Stamps
705.210:   Obtaining Food Stamps
705.220:   Amount of Supplemental Nutrition Assistance Program (SNAP) Benefits
705.250:   Supplemental Nutrition Assistance
705.300:   Emergency Assistance
705.350:   Relocation Benefit
705.400:   Social Services
705.500:   Food Vouchers for Temporary Visits
705.510:   Verification of Eligibility for Food Vouchers
705.520:   Return of More Than 30 Days
705.600:   Infant Benefits
705.700:   Funeral and Final Disposition Expenses
705.710:   Payment for Funeral and Final Disposition Expenses
705.800:   Transportation Assistance Program
705.810:   Eligibility for the Transportation Assistance Program
705.820:   Voluntary Participation in the Transportation Assistance Program
705.830:   Limitation on Transportation Assistance Program
705.840:   Transportation Assistance Program Reimbursement
705.900:   Maximum $50 Support Payment
705.910:   Rent Allowance
705.950:   Voter Registration

705.000:   Overview of Related Benefits

106 CMR 705.000 contains a description of the program-related benefits provided by the
Department of Transitional Assistance (Department) which applicants or recipients may be
eligible to receive.  Some benefits are available to all recipients; others are intended for special
needs or situations.  Unless otherwise specified 106 CMR 705.000 applies to TAFDC and
EAEDC applicants and recipients.

These benefits are described under the following headings:

(A)   MassHealth, 106 CMR 705.100;
(B)   Food Stamps, 106 CMR 705.200;
(C)   Emergency Assistance, 106 CMR 705.300;
(D)   Social Services, 106 CMR 705.400;
(E)   Food Vouchers for Temporary Visits, 106 CMR 705.500;
(F)   Infant Benefits, 106 CMR 705.600;
(G)   Funeral and Final Disposition Benefits, 106 CMR 705.700;
(H)   Transportation Assistance, 106 CMR 705.800;
(I)   Maximum $50.00 Support Payment, 106 CMR 705.900;
(J)   Rent Allowance, 106 CMR 705.910;
(K)   Reserved;
(L)   Voter Registration, 106 CMR 705.950.

705.100:   MassHealth

MassHealth provides medical services for those persons who meet specific income and other
eligibility requirements.  Current TAFDC and EAEDC recipients as well as those deemed to be
in receipt of TAFDC and EAEDC are eligible for MassHealth without filing a separate
application.  Such persons are subject to all requirements of the MassHealth Eligibility
Requirements.
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705.100:   continued

The following are categorically eligible to receive MassHealth benefits.

(A)   Recipients Whose TAFDC Payment Would Be Less Than $10.  Assistance units that do
not receive a TAFDC payment solely because the monthly payment would be less than $10 are
deemed to be in receipt of TAFDC for purposes of MassHealth eligibility.  This provision also
applies to participants in the Full Employment Program as specified in 106 CMR 207.180 and
the Supported Work component specified in 106 CMR 207.160.

(B)   Children Receiving Adoption Assistance or Foster Care Maintenance.  Any child for whom
adoption assistance or foster care maintenance payments are made under Title IV-A or Title IV-E
of the Social Security Act is deemed to be receiving TAFDC and will be eligible for medical
assistance provided by the state making such payments, regardless of whether the child resides
in that state.

(D)   Child Born to Recipient of TAFDC.  A child born to a woman who is eligible for and
receiving TAFDC on the date of the child's birth will be eligible for MassHealth without further
application for a period of one year from the date of his or her birth, provided the child continues
to live with the mother.  The mother's continued eligibility for TAFDC is not required for the
child to remain eligible for MassHealth.

(E)   Extended MassHealth Eligibility Subsequent to Termination of TAFDC.  Members of a
TAFDC or EAEDC assistance unit whose TAFDC or EAEDC assistance has  been terminated
shall continue to receive MassHealth until a determination of ineligibility is made by the
Division of Medical Assistance.

(F)  Extension of MassHealth Subsequent to Termination of TAFDC for Employment Reasons.
Members of a TAFDC assistance unit who have become ineligible for TAFDC shall remain
eligible for MassHealth for the 12-calendar-month period beginning with the month in which the
family becomes ineligible for TAFDC provided that the unit:

(1)   continues to include a child who meets the age requirements in 106 CMR 203.570 and
203.575 of a dependent child receiving TAFDC; 
(2)   became ineligible for TAFDC because of an increase in income from employment of
the grantee; and
(3)   has a member who continues to be employed.

(G)   EAEDC Medical Assistance.
(1)   The EAEDC program provides limited medical services to applicants and recipients of
EAEDC.  These services shall be specified by the Division of Medical Assistance.
(2)   Certain recipients of EAEDC may also be eligible for MassHealth in accordance with
the requirements of the MassHealth specified in 130 CMR.

A recipient is ineligible for EAEDC medical assistance after he or she receives benefits
under MassHealth.

705.110:   General Medical Care

A grantee receives a MassHealth card(s), which may be used to obtain medical services for
the listed members of his or her assistance unit(s), subject to 130 CMR.
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705.500:   continued

(A)   The relative is currently receiving TAFDC or EAEDC; or

(B)   The relative is a former recipient of TAFDC who became ineligible, as a result of the
removal of the child from the home, and who currently meets the financial eligibility
requirements of the Food Stamps, MassHealth, or other Department programs.

705.510:   Verification of Eligibility for Food Vouchers

Eligibility for food vouchers under 106 CMR 705.500 must be verified by:

(A)   The receipt of advance written notification from the appropriate agency of the timing and
duration of the child's visit; and

(B)   Confirmation by the agency that no payment will be made to the foster family or group-care
facility for that period of time.

705.520:   Return of More Than 30 Days

(A)   Requirements.  A child who returns to the home of the relative, is expected to remain in the
home for more than 30 consecutive days, and remains in the custody of a public or private
agency is considered to be living with the relative and is eligible for TAFDC, if he or she meets
all other applicable eligibility requirements.

(B)   Verifications.  Verification shall be by a written statement from the appropriate agency,
stating that the child has returned to the home, that he or she is expected to remain in the home
for more than 30 consecutive days, and that payment to the foster family or group-care facility
has been terminated.

705.600:   Infant Benefits

The purpose of Infant Benefits is to provide a one-time payment for equipment needed to
care for an infant.  If the equipment is not available to the applicant or recipient from any other
source, and if payment for the equipment is requested within the six months following the birth
of the eligible infant, the following benefits must be authorized at rates set by the Department:

(A)   payment for a crib or mattress for a newborn infant; and

(B)   payment for a layette for a newborn infant.

705.700:   Funeral and Final Disposition Expenses

The Department may provide payment for funeral and final disposition expenses of a
deceased applicant or recipient; a person who was without sufficient resources or financially
responsible relatives to pay for funeral and final disposition expenses or a person whose identity
is unknown and found dead, in accordance with M.G.L. c. 18.  If payment is made for such
expenses, the Department has preferred claims against the estate and existing resources of the
deceased applicant or recipient for the amount of any such payment.

Existing resources include, but are not limited to, savings, life insurance, RSDI and Veterans'
Administration death benefits.  In all instances where an applicant or recipient has ever been
employed or was a Veteran, eligibility for these death benefits must be explored before payment
is authorized.

The worker must determine the resources that exist to meet the expenses.  When RSDI lump
sum death benefits appear to be available, a claim must be filed by the widow(er), if any, and
recovery made by the Department.

Veterans’ death benefits will not be paid if the Department has already assumed the cost of
funeral and final disposition.  Therefore, it is essential that this claim be filed before the
Department makes a commitment concerning the amount for which it will be responsible.
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705.710:   Payment for Funeral and Final Disposition Expenses

The Department may pay a sum not to exceed $1,100 for the funeral and final disposition of
an applicant/recipient.

To receive payment, the funeral director must submit an itemized bill.  He or she must also
report any money paid,or to be paid by sources other than the Department.

705.800:   Transportation Assistance Program

Subject to available funding, the Department provides transportation assistance to applicants
or recipients of TAFDC and EAEDC benefits who have asked for help moving outside the
Commonwealth.  Transportation assistance is provided through agencies under contract with the
Department.

A referral must be made to the contracted agency on a Departmental form and the
determination of eligibility shall be made by the contracting agency in accordance with
Department standards.

705.810:   Eligibility for the Transportation Assistance Program

The contracting agency will determine eligibility for transportation assistance using the
following criteria.  The individual or family must:

(A)   have a significant social, medical or financial problem which may be substantially
alleviated by moving permanently outside the Commonwealth;

(B)   be an applicant or recipient of TAFDC or EAEDC benefits;

(C)   have insufficient resources of their own to move outside the Commonwealth; 

(D)   not have previously moved out of the Commonwealth with the assistance of the
Transportation Assistance Program; and

(E)   agree to reimburse the Department for the Transportation Assistance Program services by
a grant reduction in accordance with 106 CMR 706.290:  Recovery from Current Recipients if
the circumstances described in 106 CMR 705.840 apply.

705.820:   Voluntary Participation in the Transportation Assistance Program

The decision of an individual or family to accept referral for Transportation Assistance
Program services and to accept transportation assistance, based on the contracting agency's
agreement to the soundness of the moving plan, must be voluntary.

705.830:   Limitation on Transportation Assistance Program

Transportation assistance is limited to personal transportation for the family or the individual.
The cost of moving household goods or furnishings, or costs for luggage or baggage in excess
of the transportation carrier's stated limitations for personal effects or belongings, will not be
authorized.

705.840:   Transportation Assistance Program Reimbursement

An applicant or recipient who is approved for benefits under any cash assistance program
administered by the Department within three years after receiving Transportation Assistance
Program services must reimburse the Department for the cost of the transportation services
provided to those family members who are approved for such benefits.  Reimbursement shall be
by a grant reduction as specified in 106 CMR 706.290: Recovery from Current Recipients.
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114.3 CMR:  DIVISION OF HEALTH CARE FINANCE AND POLICY
AMBULATORY CARE

4/1/11   (Effective 1/22/11) 114.3 CMR - 655

114.3 CMR 14.00: DENTAL SERVICES

Section

14.01:   General Provisions
14.02:   General Definitions
14.03:   General Rate Provisions and Maximum Fees
14.04:   Allowable Fees:  Anesthesia Services (Hospital)
14.05:   Allowable Fees:  Non-hospital Services
14.06:   Allowable Fees:  Hospital Services
14.07:   Severability of the Provisions of 114.3 CMR 14.00

14.01:   General Provisions

(1)   Scope, Purpose and Effective Date.  114.3 CMR 14.00 governs the rates of payments to be
used by all governmental units in making payments to eligible dental providers for dental
services rendered to publicly-aided individuals on or after January 22, 2011. The rates set forth
in 114.3 CMR 14.00 do not apply to individuals covered by M.G.L. c. 152 (the Workers'
Compensation Act).  Rates for service rendered to such individuals are set forth at 114.3 CMR
40.00.  The codes used in 114.3 CMR 14.00 are the Health Care Financing Administration’s
Common Procedure Coding System (HCPCS).

(2)   Coverage.  The rates of payment in 114.3 CMR 14.00, or rates of payment determined in
accordance with the provisions of 114.3 CMR 14.00, are full compensation for dental services
rendered to publicly-aided individuals as well as for any related administrative or supervisory
duties in connection with the provision of services, without regard to where these services are
rendered.

(3)   Authority.  114.3 CMR 14.00 is adopted pursuant to M.G.L. c. 118G.

(4)   Disclaimer of Authorization of Services.  114.3 CMR 14.00 is neither authorization for nor
approval of the substantive services for which rates are determined pursuant to 114.3 CMR
14.00. Governmental units that purchase services from eligible providers are responsible for the
definition, authorization, and approval of services extended to publicly-aided patients.

(5)   Coding Updates and Corrections.  The Division may publish procedure code updates and
corrections in the form of an Informational Bulletin. Updates may reference coding systems
including but not limited to the American Medical Association’s Current Procedural
Terminology (CPT). The publication of such updates and corrections will list:

(a)   codes for which only the code numbers change, with the corresponding cross references
between existing and new codes;
(b)   deleted codes for which there are no corresponding new codes; and
(c)   codes for entirely new services that require pricing.  The Division will list these codes
and apply individual consideration (I.C.) reimbursement for these codes until appropriate
rates can be developed.

14.02:   General Definitions

Confirmatory (Additional Opinion) Consultation.  When the consulting physician or dentist is
aware of the confirmatory nature of the opinion that is sought (e.g., when a patient requests a
second/third opinion on the necessity or appropriateness of a recommended medical treatment
or surgical procedure).

Consultation.  A type of service provided by a physician or dentist whose opinion or advice
regarding evaluation and/or management of a specific problem is requested by another physician
or dentist or other appropriate source.  A physician consultant may initiate diagnostic and/or
therapeutic services.

The request for a consultation from the attending physician or dentist or other appropriate
source and the need for consultation must be documented in the patient's medical record.  The
consultant's opinion and any services that were ordered or performed must also be documented
in the patient's medical record and communicated to the requesting physician or other appropriate
source.
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14.02:   continued

Any specifically identifiable procedure (i.e., identified with a specific HCPCS code)
performed on or subsequent to the date of the initial consultation should be reported separately.

If a consultant subsequently assumes responsibility for management of a portion or all of the
patient's condition(s), the consultation codes should not be used.

Dental Enhancement Fee.  D9450 or case presentation; detailed and extensive treatment planning
is a dental enhancement fee for Community Health Centers and Hospital Licensed Health
Centers who have signed an agreement with MassHealth. This code is used as a Dental
Enhancement Fee per Dental User. This code may be billed when other dental procedures are
performed on the same day and can only be billed once per dental user per day.

Division:  The Division of Health Care Finance and Policy, established under M.G.L. c. 118G.

Eligible Provider.  A provider of dental services who meets such conditions of participation as
have been or may be adopted from time to time by a governmental unit purchasing such services
and:

(a)   Dentists registered by the Massachusetts Board of Registration in Dentistry in
accordance with the provisions of M.G.L. c. 112; or
(b)   Authorized governmental, nonprofit or charitably incorporated dental clinics not
involved with teaching dental students; or
(c)   Authorized dental clinics that wholly or partially derive support from Title V funds
under the Social Security Act; or
(d)   Teaching dental clinics operated by dental education institutions; or
(e)   Qualified physicians, physician assistants, nurse practitioners, registered nurses, and
licensed practical nurses who provide D1206 therapeutic application Fluoride Varnish for
moderate to high caries risk patients in accordance with the applicable MassHealth program
regulations; or
(f)   Public health dental hygienists who are certified by the  Massachusetts Board of
Registration in Dentistry and provide services in public health settings that include schools,
long-term nursing facilities, medical facilities and shelters.  

Established Patient.  A patient who has received professional services from the physician or
dentist within the past three years.

Evaluation and Management (E/M) Services.  The E/M section is divided into broad categories
such as office visits, hospital visits and consultations.  Most of the categories are further divided
into two or more subcategories of E/M services.  For a full discussion of these services, refer to
the most current Physician’s Current Procedural Terminology (CPT) Handbook.

Governmental Unit.  The Commonwealth, any department, division, agency board, or
commission of the Commonwealth, and any political subdivision of the Commonwealth.

Levels of E/M Services.  Within each category or subcategory of E/M service, there are three to
five levels of E/M services available for reporting purposes.  Levels of E/M services are not
interchangeable among the different categories or subcategories of service.  

The levels of E/M services include examinations, evaluations, treatments, conferences with
or concerning patients, preventive pediatric and adult health supervision and similar medical
services. The levels of E/M services encompass the wide variations in skill, effort, time,
responsibility and medical knowledge required for the prevention or diagnosis and treatment of
illness or injury and the promotion of optimal health.  Each level of E/M services may be used
by all physicians or dentists.  Coordination of care with other providers or agencies without a
patient encounter on that day is reported using the case management codes.  For a full discussion
of the levels of E/M services, please refer to the most current CPT handbook.

New Patient.  A patient who has not received any professional services from the physician or
dentist within the past three years.

Publicly Aided Individual.  A person who receives medical or dental care and services for which
a governmental unit is liable, in whole or in part, under a statutory program of public assistance.
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14.05:   continued

Code Allowed   EPSDT Description of Services
    Fees   Rate XII. Adjunctive General Services  (continued)

D9215 I.C. I.C. Local anesthesia
D9220 $114 $208 Deep sedation/general anesthesia - first 30 minutes
D9221 $89 $114 Deep sedation/general anesthesia - each additional 15 minutes
D9230 $14 $21 Analgesia, anxiolysis, inhalation of nitrous oxide
D9241 $178 $221 Intravenous conscious sedation/analgesia - first 30 minutes
D9242 $73 $82 Intravenous conscious sedation/analgesia - each additional 15 minutes
D9248 I.C. I.C. Nonintravenous conscious sedation
D9310 $50 $63 Consultation-diagnostic service provided by dentist or physician other

than requesting dentist or physician
D9410 $36 $36 House/extended care facility call, once per facility per day
D9420 $32 $48 Hospital call
D9430 $17 $26 Office visit for observation (during regularly scheduled hours) - no other

services performed
D9440 $21 $30 Office visit - after regularly scheduled hours
D9450 $19 $19 Case presentation, detailed and extensive treatment planning
D9610 $27 $40 Therapeutic parenteral drug, single administration
D9612 I.C. I.C. Therapeutic parenteral drugs, two or more administrations, different

medications
D9630 $7 $10 Other drugs and/or medicaments, by report
D9910 $20 $22 Application of desensitizing medicament
D9911 I.C. I.C. Application of desensitizing resin for cervical and/or root surface, per tooth
D9920 $43 $43 Behavior management, by report
D9930 I.C. I.C. Treatment of complications (postsurgical) - unusual circumstances, by

report
D9940 $239 $308 Occlusal guards, by report
D9941 $57 $85 Fabrication of athletic mouthguard
D9942 I.C. I.C. Repair and/or reline of occlusal guard
D9950 $30 $45 Occlusion analysis - mounted case
D9951 $30 $45 Occlusal adjustment - limited
D9952 $139 $179 Occlusal adjustment - complete
D9970 I.C. I.C. Enamel microabrasion
D9971 I.C. I.C. Odontoplasty 1-2 teeth; includes removal of enamel projections
D9972 I.C. I.C. External bleaching - per arch
D9973 I.C. I.C. External bleaching - per tooth
D9974 I.C. I.C. Internal bleaching - per tooth
D9999 I.C. I.C. Unspecified adjunctive procedure, by report

14.06:   Allowable Fees:  Hospital Services

Maximum allowable fees for professional services rendered in a hospital setting are governed
under 114.3 CMR 16.00:  Surgery and Related Anesthesia Care, 114.3 CMR 18.00:  Radiology,
and 114.3 CMR 17.00:  Medical and Related Anesthesia Care.

14.07:   Severability of the Provisions of 114.3 CMR 14.00

The provisions of 114.3 CMR 14.00 are severable and if any provisions of 114.3 CMR 14.00
or application of such provision to any eligible dental service provider or any such circumstances
are held to be invalid or unconstitutional, such invalidity will not be construed to affect the
validity or constitutionality of any remaining provisions to any eligible dental service providers
or circumstances other than those held invalid.

REGULATORY AUTHORITY

114.3 CMR 14.00:   M.G.L. c. 118G.
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114.5 CMR 20.00: PEDIATRIC IMMUNIZATION PROGRAM ASSESSMENT

Section

20.01:   General Provisions
20.02:   Definitions
20.03:   Determination of the Assessment and Payment
20.04:   Other Provisions
20.05:   Severability

20.01:   General Provisions

(1)   Scope and Purpose.  114.5 CMR 20.00 governs the procedures for collecting an assessment
to fund the Department of Public Health Pediatric Immunization Program. The assessment is a
surcharge on certain payments made to Massachusetts acute hospitals and ambulatory surgical
centers.  Notwithstanding any other provision of 114.5 CMR 20.00, the surcharge described in
114.5 CMR 20.00 shall not apply to payments made by a Managed Care Organization on behalf
of (i) Medicaid recipients under age 65, and (ii) enrollees in the Commonwealth Care Health
Insurance Program established under M.G.L. c. 118H.

(2)   Authority.  114.5 CMR 20.00 is adopted pursuant to M.G.L. c. 118G and Section 2 (Line
Item 4580-1000) of St. 2010, c. 131.

(3)   Effective Date.  114.5 CMR 20.00 is effective on February 1, 2011.  

20.02:   Definitions

Meaning of Terms:  As used in 114.5 CMR 20.00, unless the context otherwise requires, terms
shall have the following meanings: 

Ambulatory Surgical Center.  Any distinct entity located in Massachusetts that operates
exclusively for the purpose of providing surgical services to patients not requiring hospitalization
and meets the U.S. Centers for Medicare and Medicaid (CMS) requirements for participation in
the Medicare program.

Ambulatory Surgical Center Services.   Services described for purposes of the Medicare program
pursuant to 42 USC § 1395k(a)(2)(F)(i).  These services include only facility services and do not
include physician fees.

Department.  The Massachusetts Department of Public Health. 

Division.  The Division of Health Care Finance and Policy established under M.G.L. c. 118G.

Hospital.  An acute Hospital licensed under M.G.L. c. 111, § 51 that contains a majority of
medical-surgical, pediatric, obstetric and maternity beds, as defined by the Department of Public
Health.  

Hospital Services.  Services listed on an acute Hospital's license by the Department of Public
Health.

Indirect Payment.  A payment made by a Payer to a group of providers, including one or more
Massachusetts acute care Hospitals or Ambulatory Surgical Centers, that then forward the
payment to member Hospitals or Ambulatory Surgical Centers; or a payment made to an
individual to reimburse him or her for a payment made to a Hospital or Ambulatory Surgical
Center.

Managed Care Organization.  A managed care organization as defined in M.G.L. c. 118G, § 34
that contracts with MassHealth or the Commonwealth Health Insurance Connector Authority;
provided, however, that a managed care organization shall not include a senior care organization,
as defined in M.G.L. c. 118E, § 9D.
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20.02:   continued

Medicaid.  The medical assistance program administered by the Executive Office of Health and
Human Services Office of Medicaid pursuant to M.G.L. c. 118E and in accordance with Titles
XIX and XXI of the Federal Social Security Act, and a Section 1115 Demonstration Waiver. 

Medicare Program.  The medical insurance program established by Title XVIII of the Social
Security Act.

Payer.  A Surcharge Payer that meets the criteria set forth in 114.5 CMR 20.03(2).

Payment.  A check, draft or other paper instrument, an electronic fund transfer, or any order,
instruction, or authorization to a financial institution to debit one account and credit another.

Payments Subject to Surcharge  Payments subject to the surcharge established by
M.G.L. c. 118G, § 38, including payments defined under 114.6 CMR 14.05(1)(b) and excluding
payments defined under 114.6 CMR 14.05(1)(c).

 
Surcharge.  The surcharge on payments made to Hospitals and Ambulatory Surgical Centers
established by M.G.L. c. 118G, § 38 and 114.6 CMR 14.00.

Surcharge Payer.  An individual or entity that meets the criteria set forth in 114.6 CMR
14.05(1)(a).

Third Party Administrator.  An entity that administers payments for health care services on
behalf of a client plan in exchange for an administrative fee. A Third Party Administrator may
provide client services for a self-insured plan or an insurance carrier's plan. Third Party
Administrators will be deemed to use a client plan's funds to pay for health care services whether
the Third Party Administrator pays providers with funds from a client plan, with funds advanced
by the Third Party Administrator subject to reimbursement by the client plan, or with funds
deposited with the Third Party Administrator by a client plan.

20.03:   Determination of the Assessment and Payment

(1)   General.  There is an assessment on certain payments to Hospitals and Ambulatory Surgical
Centers. The assessment amount equals the product of

(a)   payments subject to the assessment as defined in 114.5 CMR 20.03(3);  and
(b)   the Assessment Percentage as defined in 114.5 CMR 20.03(4). 

(2)   Payers Subject to the Assessment.
(a)   Payers are subject to the assessment if:

1.   the payer is a Surcharge Payer; and
2.   the payer's Payments Subject to Surcharge were $1,000,000 or more during the period
from October 1, 2008 to September 30, 2009. 

(b)   The same entity that pays the Hospital or Ambulatory Surgical Center for services must
pay the assessment.
(c)   A Payer that pays for Hospital or Ambulatory Surgical Center Services on behalf of a
client plan must pay the Assessment on those services. A Payer that administers payments
for health care services on behalf of a client plan in exchange for an administrative fee will
be deemed to use the  client plan's funds to pay for health care services whether the Payer
pays providers with funds from the client plan, with funds advanced by the Payer subject to
reimbursement by the client plan, or with funds deposited with the Payer by the client plan.

(3)   Payments Subject to the Assessment.  Payments subject to the Assessment include direct
and Indirect Payments made by Payers between February 1, 2011 and April 30, 2011, regardless
of the date services were provided, to Hospitals for the purchase of Hospital Services; and to
Ambulatory Surgical Centers for the purchase of Ambulatory Surgical Center Services. 

(4)   Calculation of the Assessment Percentage.  The Division will determine the Assessment
Percentage as follows:
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20.03:   continued

(a)   The Department will determine the total amount to be collected to cover the costs of
purchasing and distributing childhood vaccines.  The Division may adjust the amount to
reflect over or under collections from the prior year's assessment.
(b)   The Division will determine projected aggregate payments subject to the Assessment
for the period from February 1, 2011 through April 30, 2011, based on Payers' historical data
related to the Surcharge, adjusted as the Division deems necessary to create an accurate
projection.
(c)   The Assessment Percentage is determined by dividing the total amount to be collected
determined under 114.5 CMR 20.03(4)(a) by total  projected payments determined under
114.5 CMR 20.03(4)(b).
(d)   The Division may establish the Assessment Percentage by Administrative Bulletin. The
Division may adjust the Assessment Percentage by Administrative Bulletin if an adjustment
is necessary to collect the revenue required to be collected.   

(5)   Determination of Assessment Liability.
(a)   Assessment Liability.  Each Payer shall determine its Assessment liability in accordance
with 114.5 CMR 20.03(5)(b). The Assessment liability is the product of the payer's payment
subject to the Assessment, as defined in 114.5 CMR 20.03(3) and the Assessment Percentage
as defined in 114.5 CMR 20.03(4).

1.   Allocation of Global or Capitation Payments.  Payers that pay a global fee or
capitation for services that include Hospital or Ambulatory Surgical Center services, as
well as other services not subject to the Assessment, must develop a reasonable method
for allocating the portion of the payment intended to be used for services provided by
Hospitals or Ambulatory Surgical Centers. Such Payers must file this allocation with the
Division by March 1, 2011.  If there is a significant change in the global fee or capitation
payment arrangement that necessitates a change in the allocation method, the Payer must
notify the Division and file a new allocation method at least 45 days before the new
payment arrangement takes effect. Payers may not change the allocation method later in
the year unless there is a significant change in the payment arrangement. 

a.   The Division will review allocation plans within 90 days of receipt. During this
review period, the Division may require a Payer to submit supporting documentation
or to make changes in this allocation method if it finds that the method does not
reasonably allocate the portion of the global payment or capitation intended to be
used for services provided by Hospitals or Ambulatory Surgical Centers.
b.   A Payer must include the portion of the global payment or capitation intended to
be used for services provided by Hospitals or Ambulatory Surgical Centers, as
determined by this allocation method, in its determination of payments subject to the
Assessment. 

2.   Settlements, Judgments and Audits.  A Payer must include all payments made as a
result of settlements, judgments or audits in its determination of payments subject to the
Assessment. A Payer may include payments made by Massachusetts Hospitals or
Ambulatory Surgical Centers to the Payer as a result of settlements, judgments or audits
as a credit in its determination of payments subject to the Assessment. 

(b)   Payments.
1.   Each Payer shall pay its Assessment liability in accordance with the following
schedule:

Liability Period Payment Due Date

February, 2011 April 7, 2011

March, 2011 May 7, 2011

April, 2011 June 7, 2011

2.   The Division may establish payment procedures through Administrative Bulletin. 
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20.03:   continued

(6)   Administrative Review.  The Division may conduct an administrative review of Assessment
liability payments at any time.

(a)   The Division will review data submitted by Hospitals, Ambulatory Surgical Centers, and
any other relevant data, including Surcharge data. All information provided by, or required
from, any Payer, pursuant to 114.5 CMR 20.00 shall be subject to audit by the Division. For
Assessment liability payments based upon a global fee or capitation payment allocated
according to an allocation method accepted by the Division pursuant to 114.5 CMR
20.05(5)(a)1., the Division's review will be limited to determining whether this method was
followed accurately and whether the amounts reported were accurate.
(b)   The Division may require the Payer to submit additional documentation reconciling the
data it submitted with data received from Hospitals and Ambulatory Surgical Centers.
(c)   Payment Adjustments.  If the Division determines through its review that a Payer's
Assessment liability payment was materially incorrect, the Division will require a payment
adjustment.

1.   Notification.  The Division shall notify the Payer in writing if it determines there
should be a payment adjustment.  The notification will include a detailed explanation of
the proposed adjustment.  
2.   Objection Process.  A Payer may object to proposed adjustment in writing, within 15
business days of the mailing of the notification letter. The Payer may request an
extension of this period for cause. The written objection must, at a minimum, contain:

a.   the specific reason(s) for each of the Payer's objections; and
b.   all documentation that supports the Payer's position.

3.   Written Determination.  Following review of the Payer's objection, the Division will
notify the Payer of its determination in writing, with an explanation of its reasoning. 
4.   Payment of Adjustment Amounts.  Payment of adjustment amounts are due within
30 days following the mailing of the determination letter. 

20.04:   Other Provisions

(1)   Reporting Requirements.  Each Payer shall file or make available information which is
required or which the Division deems reasonably necessary for calculating and collecting the
assessment.

(2)   Administrative Bulletins.  The Division may issue administrative bulletins to clarify
policies, update administrative requirements and specify information and documentation
necessary to implement 114.5 CMR 20.00.

20.05:   Severability

The provisions of 114.5 CMR 20.00 are severable.  If any provision or the application of any
provision is held to be invalid or unconstitutional, such invalidity shall not be construed to affect
the validity or constitutionality of any remaining provisions of 114.5 CMR 20.00 or the
application of such provisions. 

REGULATORY AUTHORITY 

114.5 CMR 20.00:  M.G.L. c. 118G.
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130 CMR 424.000: PODIATRIST SERVICES

Section
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 424.425:   Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Services

 424.401:   Introduction

All podiatrists participating in MassHealth must comply with the MassHealth regulations,
including but not limited to regulations set forth in 130 CMR 424.000 and 450.000.

424.402:   Definitions

The following terms used in 130 CMR 424.000 have the meanings given in 130 CMR
424.402, unless the context clearly requires a different meaning.  The reimbursability of services
defined in 130 CMR 424.000 is not determined by these definitions, but by application of
regulations elsewhere in 130 CMR 424.000 and in 130 CMR 450.000.

Controlled Substance — a drug listed in Schedule II, III, IV, V, or VI of the Massachusetts
Controlled Substances Act (M.G.L. c. 94C).

Corrective Devices —  orthotics, splints, inlays, appliances, and braces that support or
accommodate part or all of the foot and serve to restore or improve functions of the foot.

Custom-molded Shoe — an individually patterned shoe fabricated to meet the specific needs of
an individual.  A custom-molded shoe is not off-the-shelf, stock, or prefabricated.  The shoe is
individually constructed by a molded process over a modified positive model of the individual’s
foot.  It is made of leather or other suitable material of equal quality, has removable customized
inserts that can be replaced if necessary according to the individual’s condition, and has some
form of shoe closure.

Drug — a substance containing one or more active ingredients in a specified dosage form and
strength.  Each dosage form and strength is a separate drug.

Emergency — a sudden or unexpected illness or injury or traumatic injury or infection other than
athlete's foot or chronic mycosis infecting the nail bed that must be treated promptly to prevent
severe pain to the member.
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424.402:   continued

Flexible Adhesive Casting — the application of adhesive tape to orthopedically support or
stabilize the foot, or to exert beneficial stress for a structural instability.

Hygienic Foot Care — the trimming of nonpathogenic nails; the cleansing or soaking of the feet;
the use of skin creams to maintain  skin tone of both ambulatory and bedridden patients; or such
other foot care that can be performed by the member or by the nursing facility staff if the member
resides in a nursing facility.

Interchangeable Drug Product — a product containing a drug in the same amounts of the same
active ingredients in the same dosage form as another product with the same generic or chemical
name that has been determined to be therapeutically equivalent (that is, “A-rated”) by the Food
and Drug Administration for Drug Evaluation and Research (FDA CDER), or by the
Massachusetts Drug Formulary Commission.

Last — a model that approximates the shape and size of the foot and over which a shoe is made.
A last is usually made of wood, plastic, or plaster.

MassHealth Drug List — a list of commonly prescribed drugs and therapeutic class tables
published by the MassHealth agency.  The MassHealth Drug List specifies the drugs that are
payable under MassHealth. The list also specifies which drugs require prior authorization.
Except for drugs and drug therapies described in 130 CMR 424.419(B), any drug that does not
appear on the MassHealth Drug List requires prior authorization, as otherwise set forth in 130
CMR 424.000.

Moldable Shoes — off-the shelf, ready-made shoes formed from heat-activated materials.  The
shoes are molded by a thermo-forming process that first heats the material, then forms it over an
individual’s foot or a positive model of the individual’s foot.

Multiple-source Drug — a drug marketed or sold by two or more manufacturers or labelers, or
a drug marketed or sold by the same manufacturer or labeler under two or more different names.

Non-drug Product List – a section of the MassHealth Drug List comprised of those products not
classified as drugs (i.e., blood testing supplies) that are payable by the MassHealth agency
through the Pharmacy Program. Payment for these items is in accordance with rates published
in Division of Health Care Finance and Policy regulations at 114.3 CMR 22.00: Durable
Medical Equipment, Oxygen, and Respiratory Therapy Equipment and 114.3 CMR 17.00:
Medicine.  The MassHealth Non-drug Product List also specifies which of the included products
require prior authorization.

Nonstandard Size (Width or Length) — a shoe size made on a standard last pattern, but which
is not part of a manufacturer’s regular inventory.

Orthopedic Shoes — shoes that are specially constructed to aid in the correction of a deformity
of the musculoskeletal structure of the foot and to preserve or restore the function of the
musculoskeletal system of the foot.  

Prescription Drug – any drug for which a prescription is required by applicable federal or state
law or regulation, other than MassHealth regulations. These drugs are sometimes referred to as
legend drugs.

Over-the-counter Drug – any drug for which no prescription is required by federal or state law.
These drugs are sometimes referred to as nonlegend drugs. The MassHealth agency requires a
prescription for both prescription drugs and over-the-counter drugs (see 130 CMR 424.417(A)).

Pharmacy Online Processing System (POPS) — the on-line, real-time computer network that
adjudicates pharmacy claims, incorporating prospective drug utilization review, prior
authorization, and member eligibility verification.

Prescription Drug – any drug for which a prescription is required by applicable federal or state
law or regulation, other than MassHealth regulations. These drugs are sometimes referred to as
legend drugs.
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(A)   The medical record must contain sufficient data to fully document the nature, extent, and
necessity of the care furnished to a member for each date of service claimed for payment, as well
as any data that will update the member's medical course.  The data maintained in the medical
record must also be sufficient to justify any further diagnostic procedures, treatments, and
recommendations for return visits or referrals.

(B)   Although basic data collected during previous visits (for example, identifying data, chief
complaint, or history) do not need to be repeated in the member's medical record for subsequent
visits, the medical records of each service provided by a podiatrist at any location must include,
but not be limited to:

(1)   the member's name and date of birth;
(2)   the date of each service;
(3)   the reason for the visit;
(4)   the name and title of the person performing the service;
(5)   the member's medical history;
(6)   the diagnosis or chief complaint;
(7)   a clear indication of all findings, whether positive or negative, on examination;
(8)   any medications administered or prescribed, including strength, dosage, route, regimen,
and duration of use;
(9)   a description of any treatment given;
(10)   recommendations for additional treatments or consultations, when applicable;
(11)   any medical goods or supplies dispensed or prescribed;
(12)   any tests administered and their results;
(13)   documentation of a treatment plan if subsequent visits are expected;
(14)   documentation, when applicable, that the member was informed of the necessity of a
physician evaluation; and
(15)   MassHealth Shoe Medical Necessity Form (if applicable).

424.410:   Report Requirements

(A)   General Report.  A general written report or a discharge summary must accompany the
podiatrist's claim for payment when the service is designated "I.C." in Subchapter 6 of the
Podiatrist Manual or when a service code for an unlisted procedure is used.  This report must
be sufficiently detailed to enable professional advisors to assess the extent and nature of the
services.

(B)   Operative Report.  For surgery procedures designated "I.C." in Subchapter 6 of the
Podiatrist Manual, operative notes must accompany the podiatrist's claim.  An operative report
must state the operation performed, the name of the member, the date of the operation, the
preoperative diagnosis, the postoperative diagnosis, the names of the podiatrist and his or her
assistants, and the technical procedures performed.

424.411:   Office Visits

The MassHealth agency pays for four types of office visits:  initial, limited, extended, and
follow-up.  The fees vary depending on the type of visit.

(A)   The MassHealth agency pays for one initial visit (the member's first visit to a podiatrist) per
member.  This visit must include an initial comprehensive history, results of laboratory tests or
other findings, whether positive or negative, and identification of both podiatric and general
medical problems through vascular, orthopedic, neurological, dermatological, and
musculoskeletal examination.  The fee for an initial visit includes necessary treatment for relief
of symptoms.

(B)   The MassHealth agency pays for one limited visit per member within a 30-day period.  A
limited visit must include an interval history and examination and treatment of the foot, which
may include removal of excrescences; palliative and prophylactic onychial care; treatment of
hypertrophied toenails; and electroburring when the record documents that the member has a
localized illness, injury, or symptoms involving the foot, including diabetes or peripheral
vascular disease.
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(C)   The MassHealth agency pays for one extended visit per member within a 30-day period.
An extended visit must include the application of flexible adhesive casting, minor modification
to shoes, or electric modality physiotherapy.  An extended visit may also include the removal of
excrescences, palliative and prophylactic onychial care, treatment of hypertrophied or ingrown
nails (or both), and other comparable procedures.

(D)   The MassHealth agency pays for one follow-up visit per member per week. A follow-up
visit is a return visit for a specific diagnosis (such as warts or an ulcer) in which a brief
procedure, such as a dressing change, debridement, or removal of sutures, is performed.

(E)   Payment for the removal of an ulcerated keratosis is included in the fees for any type of visit
and must not be billed for separately.

(F)   The MassHealth agency pays for either an office visit or a treatment or surgical procedure
for the same member on the same date of service but not both.

424.412:   Out-of-office Visits

The MassHealth agency pays for podiatric care provided in a hospital, a member's home, or
a long-term-care facility only when the following conditions are met.

(A)   Podiatric care provided in any of the above settings is designed to treat a diagnosed
condition, to minimize bed confinement, and to increase the member's activity.

(B)   The podiatrist performs and documents a complete evaluation and all necessary treatment
for relief of the member's symptoms or for the diagnosed condition.

(C)   If further treatment is required, the podiatrist formulates a treatment plan and includes it in
the member's medical record.  This plan must justify any further diagnostic procedures,
additional treatment, return visits, or referrals and must include the following information:

(1)   a diagnosis of the member's podiatric condition;
(2)   results of X rays and other diagnostic tests, if performed; and
(3)   a description of treatment provided and recommendations for additional treatment.

(D)   The treatment plan is updated after each visit and details the member's progress.

(E)   Documentation of all out-of-office visits, including the member's evaluation, progress, and
treatment plan, must be kept either in the podiatrist's office or at the appropriate facility where
the service is provided.

(F)   Payment is limited to one out-of-office visit per member in a 30-day period in a
long-term-care facility or the member's home and two visits in a 30-day period for a member in
a hospital setting.

(G)   The MassHealth agency pays for either a visit or a treatment procedure.  The MassHealth
agency does not pay for both a visit and a treatment or surgical procedure provided to a member
on the same day in the same location.

424.413:   Surgery Services:  Introduction

Surgical procedures must be performed in a podiatrist's office, in a hospital, or in a
freestanding ambulatory surgical center.

(A)   Provider Eligibility.  The MassHealth agency pays a podiatrist for surgery only if the
podiatrist is scrubbed and present in the operating room during the major portion of the
operation. 

(B)   Nonpayable Services.  The MassHealth agency does not pay for
(1)   any experimental, unproven, cosmetic, or otherwise medically unnecessary procedure
or treatment;
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(2)   reconstructive surgery, unless the MassHealth agency determines, pursuant to a request
for prior authorization, the service is medically necessary to correct, repair, or ameliorate the
physical effects of physical disease or defect, or traumatic injury;
(3)   services billed under codes listed in Subchapter 6 of the Podiatrist Manual as not
payable;
(4)   services otherwise identified in MassHealth regulations at 130 CMR 424.000 or 450.000
as not payable; and
(5)   services billed with otherwise-covered service codes when such codes are used to bill
for nonpayable services as described in 130 CMR 424.405.

(C)   Definitions.  The following terms have the meanings given for purposes of 130 CMR
424.413 and 424.414, unless otherwise indicated. 

(1)   Complications Following Surgery - all additional medical or surgical services required
of the surgeon during the postoperative period of the surgery because of complications that
do not require additional trips to the operating room. 
(2)   Evaluation and Management (E/M) Services - visits and consultations furnished by
physicians in various settings and of various complexities as defined in the Evaluation and
Management section of the American Medical Association's Current Procedural
Terminology (CPT) code book. 
(3)   Intraoperative Services - intraoperative services that are normally a usual and necessary
part of a surgical procedure. 
(4)   Major Surgery - a surgery for which the Centers for Medicare & Medicaid Services
(CMS) determines that the preoperative period is one day and the postoperative period is 90
days. 
(5)   Minor Surgery - a surgery for which CMS determines the preoperative period is zero
days and the postoperative period is zero or ten days. 
(6)   Postoperative Period - 

(a)   The postoperative period for major surgery is 90 days. 
(b)   The postoperative period for minor surgery and endoscopies is zero or ten days. 

(7)   Postoperative Visits - follow-up visits during the postoperative period of the surgery that
are related to recovery from the surgery. 
(8)   Postsurgical Pain Management - postsurgical pain management by the surgeon,
including supplies. 
(9)   Preoperative Period - 

(a)   The preoperative period for major surgery is one day. 
(b)   The preoperative period for minor surgery is zero days. 

(10)   Preoperative Visits - preoperative visits after the decision is made to operate, beginning
with the day before the day of surgery for major procedures and the day of surgery for minor
procedures.

424.414:   Surgery Services:  Payment 

Surgical services and other invasive procedures are listed in the surgery and medicine section
of the American Medical Association's Current Procedural Terminology (CPT) code book. The
MassHealth agency pays for all medicine and surgery CPT codes in effect at the time of service,
except for those codes listed in Section 602 of Subchapter 6 of the Podiatrist Manual, subject
to all conditions and limitations described in MassHealth regulations at 130 CMR 424.000 and
450.000. 

(A)   Visit and Treatment/Procedure on Same Day in Same Location.  The MassHealth agency
pays a podiatrist for either a visit or a treatment/procedure, whichever fee is greater. The
MassHealth agency does not pay for both a preoperative evaluation and management visit, and
a treatment/procedure provided to a member on the same day when they are performed in the
same location. For minor surgeries and endoscopies, the MassHealth agency does not pay
separately for an evaluation and management service on the same day as the surgery or
endoscopy.

(B)   Payment for Global Surgical Package.  The payment for a surgical procedure includes a
standard package of preoperative, intraoperative, and postoperative services. The services are
included in the global surgical package regardless of setting, including but not limited to
hospitals, ambulatory surgical centers, and podiatrists' offices.
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(1)   The following services are included in the payment for a global surgery when furnished
by the podiatrist who performs the surgery:

(a)   preoperative visits;
(b)   intraoperative visits;
(c)   complications following surgery;
(d)   postoperative visits;
(e)   postsurgical pain management;
(f)   miscellaneous services related to surgery, including but not limited to dressing
changes; local incisional care; removal of operative pack, cutaneous sutures and staples,
lines, wires, tubes, drains, casts, and splints; insertion, irrigation, and removal of urinary
catheters, routine peripheral intravenous lines, nasogastric tubes, and rectal tubes; and
changes and removal of tracheostomy tubes; and 
(g)   visits related to the surgery to a patient in an intensive care or critical care unit, if
made by the podiatrist. Intensive or critical care visits unrelated to surgery are not
included in the global surgical package. 

(2)   The following services are not included in the payment for a global surgery:
(a)   the initial consultation or evaluation of the problem by the podiatrist to determine
the need for surgery;
(b)   services of other podiatrists except where the surgeon and the other podiatrist or
podiatrists agree on the transfer of care during the global period. Such transfer agreement
must be in writing and a copy of the written transfer agreement must be kept in the
member's medical record;
(c)   visits unrelated to the diagnosis for which the surgical procedure is performed; 
(d)   treatment for the underlying condition or an added course of treatment that is not
part of the normal recovery from the surgery;
(e)   diagnostic tests and procedures, including diagnostic radiological procedures; 
(f)   clearly distinct surgical procedures during the postoperative period that are not
reoperations or treatment for complications resulting from the surgery. A new
postoperative period begins with the subsequent surgical procedure. This exception
includes procedures done in two or more parts for which the decision to stage the
procedure is made prospectively or a the time of the first procedure; 
(g)   treatment for postoperative complications that require a return trip to the operating
room (OR).  An OR for this purpose is defined as a place of service specifically equipped
and staffed for the sole purpose of performing procedures. The term includes a cardiac
catheterization suite, a laser suite, and an endoscopy suite. It does not include a patient's
room, a minor treatment room, a recovery room, or an intensive care unit (unless the
patient's condition was so critical that there would be insufficient time for transportation
to an OR); and
(h)   a second, more extensive procedure required because the initial, less extensive
procedure did not produce the desired outcome.  

(C)   Payment for Multiple Surgeries.  Multiple surgeries are separate procedures performed by
a podiatrist on the same patient at the same operative session or on the same day. Multiple
surgeries are distinguished from intraoperative services and surgeries that are incidental to or
components of a primary surgery (that is, bundled services).  Bundled services are not paid
separately. When two or more related procedures are performed on a patient during a single
session or visit, the MassHealth agency pays the provider for the comprehensive code and denies
or adjusts the component, incidental, or mutually exclusive procedure performed during the same
session.  The bundling guidelines that MassHealth applies are based upon generally accepted
industry guidelines including, but not limited to the Correct Coding Initiative administered
through the Centers for Medicare & Medicaid Services (CMS) and the American Medical
Association's Current Procedural Terminology (CPT) code book. To receive payment for
multiple surgeries, the surgeon must bill with the multiple surgery modifier. 

(D)   Payment for Multiple Endoscopy Procedures.  When multiple procedures are performed
through the same endoscope, payment is made for the highest valued endoscopy procedure plus
the difference between the next highest valued endoscopy procedure and the base endoscopy
procedure. The base endoscopy procedure is included in the code for each of the multiple
procedures. When two related endoscopies and an unrelated endoscopy are performed, the
endoscopic payment rule stated above applies to the related endoscopies. Unrelated endoscopic
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procedures are treated as separate surgeries and paid as multiple surgeries pursuant to 130 CMR
424.414(C).

(E)   Payment for Add-on Surgical Procedures.  The Centers for Medicare & Medicaid Services
(CMS) has identified certain procedures as add-on procedures that are always billed with another
procedure. Add-on codes are identified in the CPT code book. By definition, these services do
not stand alone and must be provided in conjunction with a primary surgical procedure or
qualifying service. Both the service code for the primary procedure and add-on code are paid
separately. The global surgery package provisions at 130 CMR 424.414 apply to the service code
for the primary procedure. 

(F)   Payment for Bilateral Procedures.  Bilateral surgeries are defined as procedures performed
on both sides of the body during the same operative session or on the same day. To receive
payment, the podiatrist must use the bilateral surgery modifier with the appropriate service code.
The provider must not use the bilateral surgery modifier with service codes containing the terms
"bilateral" or "unilateral or bilateral" in their definitions, since the terminology of the code
identifies the service as one whose payment accounts for any additional work required for
bilateral surgery. 

(G)   Surgical Assistants.  Some surgical procedures require a primary surgeon and an assistant
surgeon. A surgical assistant must meet the requirements for provider eligibility specified in
130 CMR 424.404. To receive payment, the assistant surgeon must use the appropriate modifier.
Surgical codes that accept the surgical assistant modifiers are indicated in the Correct Coding
Initiative Guide.  In addition, the MassHealth agency does not pay for a surgical assistant if

(1)   any component of the surgery is billed using a team surgery modifier pursuant to
130 CMR 424.414(H) or a two-surgeon modifier pursuant to 130 CMR 424.414(I); 
(2)   the surgery services were provided in a teaching hospital that has an approved training
program related to the medical specialty required for the surgical procedure and a qualified
resident available to perform the services. If no qualified resident is available to perform the
services, the MassHealth agency pays for a surgical assistant if the member's medical record
documents that a qualified resident was unavailable at the time of the surgery; or 
(3)   the surgical procedure does not require the services of more than one surgeon. 

(H)   Team Surgery.  Under some circumstances, the MassHealth agency pays for highly
complex surgical procedures requiring the concomitant services of more than two surgeons as
"team surgery." The MassHealth agency pays a single consolidated payment for team surgery to
the director of the surgical team.  To receive payment, the director of the team must use the team
surgery modifier. Payment includes all surgical assistant fees. The director of the surgical team
is expected to distribute the MassHealth payment to the other members of the surgical team.

(I)   Two Surgeons (Co-surgery).  The MassHealth agency pays for co-surgery when two
surgeons work together as primary surgeons performing distinct parts of a reportable procedure.
To receive payment, each surgeon must use the two surgeons modifier. Payment includes all
surgical assistant fees.

424.415:   Radiology Services

(A)   The MassHealth agency pays for radiology services when the services are needed to
confirm the diagnosis of a bony or calcific disorder, to detect soft-tissue disorders, or to detect
foreign bodies.

(B)   Payment for radiology services is not included in the fees for visits and should be claimed
separately.

(C)   All radiology equipment used in providing these services must be inspected and approved
by the Massachusetts Department of Public Health.

(D)   The MassHealth agency pays a podiatrist for radiology services only when the service is
provided in the podiatrist's office and only when the films are developed and read in the
podiatrist's office.
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(E)   All X rays must be labeled with the member's name, the date of examination, and the nature
of the examination in addition to the information required in 130 CMR 424.409.

(F)   The MassHealth agency pays one maximum allowable fee for a routine study of a particular
section of an extremity regardless of the number of X-ray views.  An additional fee may be
claimed only when a comparison study is necessary.

424.416:   Clinical Laboratory Services

(A)   The MassHealth agency pays the podiatrist only for laboratory tests listed in the Podiatrist
Manual and only when the tests are administered and analyzed in the podiatrist's office.  The
MassHealth agency pays a certified independent clinical laboratory or hospital-licensed clinical
laboratory if the laboratory tests are performed at the clinical laboratory.

(B)   The MassHealth agency pays for clinical laboratory tests that are necessary for the diagnosis
or treatment of conditions of the foot only.

(C)   Only the following laboratory tests may be administered without prior authorization:
(1)   complete blood count or any of the separate components of such an analysis, including
red cell count, white cell count, or hemoglobin;
(2)   hematocrit;
(3)   fungus culture;
(4)   sensitivity, culture, and colony count;
(5)   fasting blood sugar;
(6)   platelet count;
(7)   uric acid;
(8)   complete urinalysis; and
(9)   combination urinary dip stick (pH, blood, ketones, glucose, nitrites).

(D)   The podiatrist must include the following information with any specimen submitted to a
certified independent clinical laboratory or hospital-licensed clinical laboratory:

(1)   a signed request for the laboratory services to be performed;
(2)   the member's identification number, which appears on the member's MassHealth card;
and
(3)   the podiatrist's name, address, and provider number.

424.417:   Pharmacy Services: Prescription Requirements

(A)   Legal Prescription Requirements.  The MassHealth agency pays for prescription drugs and
over-the-counter drugs and items on the Non-drug Product List only if the pharmacy has in its
possession a prescription that meets all requirements for a legal prescription under all applicable
federal and state laws and regulations. Each prescription for drugs in Schedule II through V must
contain the prescriber’s unique DEA number. For Schedule VI drugs, if the prescriber has no
DEA registration number, the prescriber’s Massachusetts Controlled Substance Registration
number must appear on the prescription.

(B)   Emergencies.  When the pharmacist determines that an emergency exists, the MassHealth
agency will pay a pharmacy for at least a 72-hour, nonrefillable supply of the drug in compliance
with state and federal regulations.  Emergency dispensing to a MassHealth member who is
enrolled in the Controlled Substance Management Program (CSMP) must comply with the
service restrictions at 130 CMR 406.442(C)(2).

(C)   Refills. 
(1)   The MassHealth agency does not pay for prescription refills that exceed the specific
number authorized by the prescriber.
(2)   The MassHealth agency pays for a maximum of 11 monthly refills, except in
circumstances described at 130 CMR 424.417(C)(3) or where the MassHealth Drug List
specifically limits the number of refills, duration of the prescription, or both.
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424.417:   continued

(3)   The MassHealth agency pays for more than 11 refills within a 12-month period if such
refills are for less than a 30-day supply and have been prescribed and dispensed in
accordance with 130 CMR 424.417(D).
(4)   The MassHealth agency does not pay for any refill dispensed after one year from the
date of the original prescription.
(5)   The absence of an indication to refill by the prescriber renders the prescription
nonrefillable.
(6)   The MassHealth agency does not pay for any refill without an explicit request from a
member or caregiver for each filling event.  The possession by a provider of a prescription
with remaining refills authorized does not in itself constitute a request to refill the prescrip-
tion.

(D)   Quantities.
(1)   Day’s Supply Limitations.  The MassHealth agency requires that all drugs be prescribed
a 30-day supply unless the drug is available only in a larger minimum package size, except
as specified in 130 CMR 424.417(D)(2).
(2)   Exceptions to Days’ Supply Limitations.  

(a)   The MassHealth agency allows exceptions to the limitations described in 130 CMR
424.417(D)(1) for the following products:

1.   drugs in therapeutic classes that are commonly prescribed for less than a 30-day
supply, including but not limited to antibiotics and analgesics;
2.   drugs that, in the prescriber's professional judgment, are not clinically appropriate
for the member in a 30-day supply;
3.   drugs that are new to the member, and are being prescribed for a limited trial
amount, sufficient to determine if there is an allergic or adverse reaction or lack of
effectiveness.  The initial trial amount and the member's reaction or lack of
effectiveness must be documented in the member's medical record;
4.   drugs packed in such a way that the smallest quantity that may be dispensed is
larger than a 30-day supply (for example, inhalers, ampules, vials, eye drops, and
other sealed containers not intended by the manufacturer to be opened by any person
other than the end user of the product);
5.   drugs in topical dosage forms that do not allow the pharmacist to accurately
predict the rate of the product’s usage (for example, lotions or ointments);
6.   products generally dispensed in the original manufacturer’s packaging (for
example, fluoride preparations, prenatal vitamins, and over-the-counter drugs); and
7.   methylphenidate and amphetamine prescribed in 60-day supplies.

(b)   Drugs paid for by a member’s primary insurance carrier that are dispensed in up to
a 90-day supply when the MassHealth agency pays any portion of the claim, including
the copayment portion or deductible, may be dispensed in up to a 90-day supply.
(c)   Drugs used for family planning may be dispensed in up to a 90-day supply.

(E)   Prescription-splitting.  Providers must not split prescriptions by filling them for a period or
quantity less than that specified by the provider.  For example, a prescription written for a single
30-day supply may not be split into three ten-day supplies.  The MassHealth agency considers
prescription-splitting to be fraudulent.  (See 130 CMR 450.238(B)(6).)

(F)   Excluded, Suspended, or Terminated Clinicians.  The MassHealth agency does not pay for
prescriptions written by clinicians

(1)   who have been excluded from participation based on a notice by the U.S. Department
of Health and Human Services Office of Inspector General; or
(2)   whom the MassHealth agency has suspended, terminated, or denied admission into its
program for any other reason.

424.418:   Pharmacy Services:  Covered Drugs

Drugs.  The MassHealth Drug List specifies the drugs that are payable under MassHealth. In
addition, the following rules apply.

(1)   Prescription Drugs. The MassHealth agency pays only for prescription drugs that are
approved by the U.S. Food and Drug Administration and manufactured by companies that
have signed rebate agreements with the U.S. Secretary of Health and Human Services pursu-
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424.418:   continued

ant to 42 U.S.C. 1396r-8. Payment is calculated in accordance with DHCFP regulations at
114.3 CMR 31.00:  Prescribed Drugs.
(2)   Over-the-counter Drugs.  Payment by the MassHealth agency for over-the-counter drugs
is calculated in accordance with DHCFP regulations at 114.3 CMR 31.00:  Prescribed
Drugs.

424.419:   Pharmacy Services:  Limitations on Coverage of Drugs

(A)   Interchangeable Drug Products.  The MassHealth agency pays no more for a brand-name
interchangeable drug product than its generic equivalent, unless

(1)   the prescriber has requested and received prior authorization from the MassHealth
agency for a nongeneric multiple-source drug (See 130 CMR 424.420.); and 
(2)   the prescriber has written on the face of the prescription in the prescriber's own
handwriting the words "brand name medically necessary" under the words "no substitution"
in a manner consistent with applicable state law.  These words must be written out in full and
may not be abbreviated.

(B)   Drug Exclusions.  The MassHealth agency does not pay for the following types of
prescription or over-the-counter drugs or drug therapy:

(1)   Cosmetic.  The MassHealth agency does not pay for any drug used for cosmetic
purposes or for hair growth.
(2)   Cough and Cold.  The MassHealth agency does not pay for any drug used solely for the
symptomatic relief of coughs and colds, including but not limited to, those that contain an
antitussive or expectorant as a major ingredient, unless they are dispensed to a member who
is a resident of a nursing facility or an intermediate care facility for the mentally retarded
(ICF/MR).
(3)   Fertility.  The MassHealth agency does not pay for any drug used to promote male or
female fertility.
(4)   Obesity Management.  The MassHealth agency does not pay for any drug used for the
treatment of obesity.
(5)   Less-than-effective Drugs.  The MassHealth agency does not pay for any drug products
(including identical, similar, or related drug products) that the U.S. Food and Drug
Administration has proposed, in a Notice of Opportunity for Hearing (NOOH), to withdraw
from the market because they lack substantial evidence of effectiveness for all labeled
indications.
(6)   Experimental and Investigational Drugs.  The MassHealth agency does not pay for any
drug that is experimental, medically unproven, or investigational in nature.
(7)   Drugs for Sexual Dysfunction.  The MassHealth agency does not pay for any drug when
used for the treatment of male or female sexual dysfunction.

(C)   Service Limitations.
(1)   MassHealth covers drugs that are not explicitly excluded under 130 CMR 424.419(B).
The limitations and exclusions in 130 CMR 424.419(B) do not apply to medically necessary
drugs for MassHealth Standard enrollees under age 21.  The MassHealth Drug List specifies
the drugs that are payable under MassHealth.  Any drug that does not appear on the
MassHealth Drug List requires prior authorization, as set forth in 130 CMR 424.000.  The
MassHealth Drug List can be viewed online at www.mass.gov/druglist, and copies may be
obtained upon request.  See 130 CMR 450.303.
(2)   The MassHealth agency does not pay for the following types of drugs or drug therapy
without prior authorization:

(a)   immunizing biologicals and tubercular (TB) drugs that are available free of charge
through local boards of public health or through the Massachusetts Department of Public
Health (DPH);
(b)   nongeneric multiple-source drugs; and
(c)   drugs related to sex-reassignment surgery, specifically including but not limited to,
presurgery and postsurgery hormone therapy.  The MassHealth agency, however, will
continue to pay for post sex-reassignment surgery hormone therapy for which it had been
paying immediately prior to May 15, 1993.

(3)   The MassHealth agency does not pay any additional fees for dispensing drugs in a unit-
dose distribution system.

The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11 130 CMR - 386.1

424.419:   continued

(4)   The MassHealth agency does not pay for any drug prescribed for other than the FDA-
approved indications as listed in the package insert, except as the MassHealth agency
determines to be consistent with current medical evidence.
(5)   The MassHealth agency does not pay for any drugs that are provided as a component
of a more comprehensive service for which a single rate of pay is established in accordance
with 130 CMR 450.307.

424.420:   Pharmacy Services: Insurance Coverage

(A)   Managed Care Organizations.  The MassHealth agency does not pay pharmacy claims for
services to MassHealth members enrolled in a MassHealth managed care organization (MCO)
that provides pharmacy coverage through a pharmacy network or otherwise, except for family
planning pharmacy services provided by a non-network provider to a MassHealth Standard MCO
enrollee (where such provider otherwise meets all prerequisites for payment for such services).
A pharmacy that does not participate in the MassHealth member’s MCO must instruct the
MassHealth member to take his or her prescription to a pharmacy that does participate in such
MCO.  To determine whether the MassHealth member belongs to an MCO, pharmacies must
verify member eligibility and scope of services through POPS before providing service in
accordance with 130 CMR 450.107 and 450.117.

(B)   Other Health Insurance.  When the member’s primary carrier has a preferred drug list, the
prescriber must follow the rules of the primary carrier first.  The provider may bill the
MassHealth agency for the primary insurer’s member copayment for the primary carrier’s
preferred drug without regard to whether the MassHealth agency generally requires prior
authorization, except in cases where the drug is subject to a pharmacy service limitation pursuant
to 130 CMR 424.419(C)(2)(a) and (c).  In such cases, the prescriber must obtain prior
authorization from the MassHealth agency in order for the pharmacy to bill the MassHealth
agency for the primary insurer’s member copayment.  For additional information about third
party liability, see 130 CMR 450.101 et seq.

(C)   Medicare Part D.
(1)   Overview.  Except as otherwise required in 130 CMR 406.414(C)(2) and (3), for
MassHealth members who have Medicare, the MassHealth agency does not pay for any
Medicare Part D drugs, or for any cost-sharing obligations (including premiums, copayments,
and deductibles) for Medicare Part D drugs, whether or not the member has actually enrolled
in a Medicare Part D drug plan.  Medications excluded from the Medicare Part D drug
program continue to be covered for MassHealth members eligible for Medicare, if they are
MassHealth-covered medications.
(2)  Medicare Part D One-time Supplies.  The MassHealth agency pays for one-time supplies
of prescribed medications if the medication is a MassHealth-covered medication and the
MassHealth member would otherwise be entitled to MassHealth pharmacy benefits but for
being eligible for Medicare prescription drug coverage.  MassHealth prior authorization does
not apply to such one-time supplies.  The MassHealth agency pays for the one-time supplies
in all instances in which the pharmacist cannot bill a Medicare Part D prescription drug plan
at the time the prescription is presented.  The MassHealth agency pays for a one-time 72-hour
supply of prescribed medications.
(3)   Cost-sharing Assistance for MassHealth Members Enrolled in a Medicare Part D
Prescription Drug Plan.  The “applicable MassHealth copayment” is the copayment the
MassHealth member would pay for prescription drugs if the drugs were covered by
MassHealth and not covered by Medicare Part D.  MassHealth members who are enrolled
in a Medicare Part D prescription drug plan and are charged a copayment or deductible in
excess of the member’s applicable MassHealth copayment for a drug that MassHealth would
otherwise cover, must pay the applicable MassHealth copayment and the MassHealth agency
must pay the difference between the applicable MassHealth copayment and the amount
charged by the Medicare Part D prescription drug plan.
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424.421:   Pharmacy Services:  Prior Authorization

(A)    Prescribers must obtain prior authorization from the MassHealth agency for drugs
identified by the MassHealth agency in accordance with 130 CMR 450.303.  If  the limitations
on covered drugs specified in 130 CMR 424.418 and 424.419(A) and (C) would result in
inadequate treatment for a diagnosed medical condition, the prescriber may submit a written
request, including written documentation of medical necessity, to the MassHealth agency for
prior authorization for an otherwise noncovered drug.

(B)   All prior-authorization requests must be submitted in accordance with the instructions for
requesting prior authorization in Subchapter 5 of the Podiatrist Manual.  If the MassHealth
agency approves the request, it will notify both the podiatrist and the member.

(C)   The MassHealth agency will authorize at least a 72-hour emergency supply of a prescription
drug to the extent required by federal law.  (See 42 U.S.C. 1396r-8(d)(5).)  The MassHealth
agency acts on requests for prior authorization for a prescribed drug within a time period
consistent with federal regulations.

(D)   Prior authorization does not waive any other prerequisites to payment such as, but not
limited to, member eligibility or requirements of other health insurers.

(E)   The MassHealth Drug List specifies the drugs that are payable under MassHealth.  Any drug
that does not appear on the MassHealth Drug List requires prior authorization, as set forth in
130 CMR 424.417 through 424.421.  The MassHealth agency will evaluate the prior-
authorization status of drugs on an ongoing basis, and update the MassHealth Drug List.

424.422:   Pharmacy Services:  Member Copayments

The MassHealth agency requires under certain conditions that members make a copayment
to the dispensing pharmacy for each original prescription and for each refill for all drugs
(whether prescription or nonprescription) covered by MassHealth.  The copayment requirements
are detailed in 130 CMR 450.130.

424.423:   Drugs Dispensed in Provider’s Office

Drugs dispensed in the office are payable  at the podiatrist's actual acquisition cost if this cost
is more than $1.00.  Claims for dispensing drugs must include the name of the drug or biological,
the strength, and the dosage.  A copy of the invoice showing the actual acquisition cost must be
attached to the claim form, and must include the National Drug Code (NDC).  Claims without
this information will be denied.

424.424:   Shoes and Corrective Devices

(A)   The MassHealth agency pays for only those shoes listed in Subchapter 6 of the Podiatrist
Manual.

(B)   For shoes, providers must submit with their claim a copy of the applicable completed
MassHealth Orthotic and Prosthetic Prescription and Medical Necessity Form.

(C)   The MassHealth agency does not pay for casting materials used in the molding of orthotic
shoes or corrective devices.  The cost of these materials is included in the fee for prescribing and
providing the shoe or corrective device.
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424.425:   Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Services

The MassHealth agency pays for all medically necessary podiatry services for EPSDT-
eligible members in accordance with 130 CMR 450.140 et seq., without regard to service
limitations described in 130 CMR 424.000, and with prior authorization.

REGULATORY AUTHORITY

130 CMR 424.000:  M.G.L. c. 118E, §§ 7 and 12.
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433.444:   continued

(3)   Cost-sharing Assistance for MassHealth Members Enrolled in a Medicare Part D
Prescription Drug Plan.  The “applicable MassHealth copayment” is the copayment the
MassHealth member would pay for prescription drugs if the drugs were covered by
MassHealth and not covered by Medicare Part D.  MassHealth members who are enrolled
in a Medicare Part D prescription drug plan and are charged a copayment or deductible in
excess of the member’s applicable MassHealth copayment for a drug that MassHealth would
otherwise cover, must pay the applicable MassHealth copayment and the MassHealth agency
pays the difference between the applicable MassHealth copayment and the amount charged
by the Medicare Part D prescription drug plan.

433.445:   Pharmacy Services:  Prior Authorization

(A)    Prescribers must obtain prior authorization from the MassHealth agency for drugs
identified by the MassHealth agency in accordance with 130 CMR 450.303.  If the limitations
on covered drugs specified in 130 CMR 433.442(A) and 433.443(A) and (C) would result in
inadequate treatment for a diagnosed medical condition, the prescriber may submit a written
request, including written documentation of medical necessity, to the MassHealth agency for
prior authorization for an otherwise noncovered drug.

(B)   All prior-authorization requests must be submitted in accordance with the instructions for
requesting prior authorization in Subchapter 5 of the Physician Manual.  If the MassHealth
agency approves the request, it will notify the pharmacy and the member.

(C)   The MassHealth agency will authorize at least a 72-hour emergency supply of a prescription
drug to the extent required by federal law.  (See 42 U.S.C. 1396r-8(d)(5).)  The MassHealth
agency acts on requests for prior authorization for a drug within a time period consistent with
federal regulations.

(D)   Prior authorization does not waive any other prerequisites to payment such as, but not
limited to, member eligibility or requirements of other health insurers.

(E)    The MassHealth Drug List specifies the drugs that are payable under MassHealth.  Any
drug that does not appear on the MassHealth Drug List requires prior authorization, as set forth
in 130 CMR 406.000. MassHealth evaluates the prior-authorization status of drugs on an
ongoing basis, and updates the MassHealth Drug List accordingly.

433.446:   Pharmacy Services:  Member Copayments

Under certain conditions, the MassHealth agency requires that members make a copayment
to the dispensing pharmacy for each original prescription and for each refill for all drugs
(whether prescription or over-the-counter) covered by MassHealth.  The copayment requirements
are detailed in 130 CMR 450.130.
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433.447:   Pharmacy Services:  Payment

Drugs and biologicals dispensed in the office are payable, subject to the service limitations
at 130 CMR 433.404, 433.406, and 433.443.  The MassHealth agency does not pay a physician
separately for drugs that are considered routine and integral to the delivery of a physician’s
professional services in the course of diagnosis or treatment.  Such drugs are commonly provided
without charge or are included in the physician’s fee for the service.  The MassHealth agency
does not pay separately for any oral drugs dispensed in the office for which the physician has not
requested and received prior authorization from the MassHealth agency, with the exception of
oral vaccines and oral radiopharmaceuticals, which do not require prior authorization.  Claims
for drugs and biologicals that are listed in Subchapter 6 of the Physician Manual must include
the name of the drug or biological, strength, dosage, and number of units dispensed.  A copy of
the invoice showing the actual acquisition cost must be attached to the claim form for drugs
and/or biologicals that are listed as requiring individual consideration in Subchapter 6 of the
Physician Manual, and must include the National Drug Code (NDC).  Claims without this
information are denied.  The MassHealth agency does not pay for a biological if the
Massachusetts Department of Public Health distributes the biological free of charge.  Payment
for drugs may be claimed in addition to an office visit.

433.449:   Fluoride Varnish Services

(A)   Eligible Members.  Members must be under the age of 21 years of age to be eligible for the
application of fluoride varnish.

(B)   Qualified Providers.  Physicians, nurse practitioners, registered nurses, licensed practical
nurses, and physician assistants may apply fluoride varnish subject to the limitations of state law.
Providers must complete a MassHealth-approved training on the application of fluoride varnish,
maintain proof of completion of the training, and provide such proof to the MassHealth agency
upon request.

(C)   Billing for an Office Visit and Fluoride Varnish Treatment/Procedure.  A physician may
bill for fluoride varnish services provided by the physician or a qualified staff member as listed
in 130 CMR 433.449(B) under the supervision of a physician.  The physician may bill for an
office visit, in addition to the fluoride varnish application, only if fluoride varnish was not the
sole service, treatment, or procedure provided during the visit.

(D)   Claims Submission.  Physicians and independent nurse practitioners may submit claims for
fluoride varnish services when they provide those services directly to MassHealth members.
These are the only MassHealth provider types who may bill for this service independently under
130 CMR 433.449.  A physician may also submit claims for fluoride varnish services that are
provided by nurse practitioners, registered nurses, licensed practical nurses, and physician
assistants according to 130 CMR 433.449(C).  See Subchapter 6 of the Physician Manual for
service codes and descriptions.

433.451:   Surgery Services:  Introduction

(A)   Provider Eligibility.  The MassHealth agency pays a physician for surgery only if the
physician is scrubbed and present in the operating room during the major portion of the
operation.  (See 130 CMR 433.421(D)(1) for the single exception to this requirement.)

(B)   Nonpayable Services.  The MassHealth agency does not pay for
(1)   any experimental, unproven, cosmetic, or otherwise medically unnecessary procedure
or treatment.  This specifically includes, but is not limited to, sex-reassignment surgery,
thyroid cartilage reduction surgery, and any other related surgeries;
(2)   the treatment of male or female infertility (including, but not limited to, laboratory tests,
drugs, and procedures associated with such treatment);
(3)   reconstructive surgery, unless the MassHealth agency determines, pursuant to a request
for prior authorization, the service is medically necessary to correct, repair, or ameliorate the
physical effects of physical disease or defect, or traumatic injury;
(4)   services billed under codes listed in Subchapter 6 of the Physician Manual as not
payable;
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433.451:   continued

(5)   services otherwise identified in the MassHealth regulations at 130 CMR 433.000 or
450.000 as not payable; and
(6)   services billed with otherwise covered service codes when such codes are used to bill
for nonpayable circumstances as described in 130 CMR 433.404. 

(C)   Definitions.  The following terms have the meanings given for purposes of 130 CMR
433.451 and 433.452, unless otherwise indicated. 

(1)   Complications Following Surgery - all additional medical or surgical services required
of the surgeon during the postoperative period of the surgery because of complications that
do not require additional trips to the operating room. 
(2)   Evaluation and Management (E/M) Services - visits and consultations furnished by
physicians in various settings and of various complexities as defined in the Evaluation and
Management section of the American Medical Association's Current Procedural
Terminology (CPT) code book. 
(3)   Intraoperative Services - intraoperative services that are normally a usual and necessary
part of a surgical procedure. 
(4)   Major Surgery - a surgery for which the Centers for Medicare & Medicaid Services
(CMS) determines the preoperative period is one day and the postoperative period is 90 days.
(5)   Minor Surgery - a surgery for which CMS determines the preoperative period is zero
days and the postoperative period is zero or ten days. 
(6)   Postoperative Period - 

(a)   The postoperative period for major surgery is 90 days. 
(b)   The postoperative period for minor surgery and endoscopies is zero or ten days. 

(7)   Postoperative Visits - follow-up visits during the postoperative period of the surgery that
are related to recovery from the surgery. 
(8)   Postsurgical Pain Management - postsurgical pain management by the surgeon,
including supplies. 
(9)   Preoperative Period - 

(a)   The preoperative period for major surgery is one day. 
(b)   The preoperative period for minor surgery is zero days. 

(10)   Preoperative Visits - preoperative visits after the decision is made to operate, beginning
with the day before the day of surgery for major procedures and the day of surgery for minor
procedures. 

433.452:   Surgery Services:  Payment

Surgical services and other invasive procedures are listed in the surgery and medicine section
of the American Medical Association's Current Procedural Terminology (CPT) code book. The
MassHealth agency pays for all medicine and surgery CPT codes in effect at the time of service,
except for those codes listed in Section 602 of Subchapter 6 of the Physician Manual, subject
to all conditions and limitations described in MassHealth regulations at 130 CMR 433.000 and
450.000. 

(A)   Visit and Treatment/Procedure on Same Day in Same Location.  The MassHealth agency
pays a physician for either a visit or a treatment/procedure, whichever fee is greater. The
MassHealth agency does not pay for both a preoperative evaluation and management visit, and
a treatment/procedure provided to a member on the same day when they are performed in the
same location. For minor surgeries and endoscopies, the MassHealth agency does not pay
separately for an evaluation and management service on the same day as the surgery or
endoscopy. For payment information about obstetrical care, refer to 130 CMR 433.421.

(B)   Payment for Global Surgical Package.  The payment for a surgical procedure includes a
standard package of preoperative, intraoperative, and postoperative services. The services are
included in the global surgical package regardless of setting, including but not limited to
hospitals, ambulatory surgical centers, and physicians' offices. 

(1)   The following services are included in the payment for a global surgery when furnished
by the physician who performs the surgery:

(a)   preoperative visits;
(b)   intraoperative visits;
(c)   complications following surgery;
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433.452:   continued

(d)   postoperative visits;
(e)   postsurgical pain management;
(f)   miscellaneous services related to surgery, including but not limited to dressing
changes; local incisional care; removal of operative pack, cutaneous sutures and staples,
lines, wires, tubes, drains, casts, and splints; insertion, irrigation, and removal of urinary
catheters, routine peripheral intravenous lines, nasogastric tubes, and rectal tubes; and
changes and removal of tracheostomy tubes; and 
(g)   visits related to the surgery to a patient in an intensive care or critical care unit, if
made by the surgeon. Intensive or critical care visits unrelated to surgery are not included
in the global surgical package. 

(2)   The following services are not included in the payment for a global surgery:
(a)   the initial consultation or evaluation of the problem by the surgeon to determine the
need for surgery;
(b)   services of other physicians except where the surgeon and the other physician or
physicians agree on the transfer of care during the global period. Such transfer agreement
must be in writing and a copy of the written transfer agreement must be kept in the
member's medical record;
(c)   visits unrelated to the diagnosis for which the surgical procedure is performed; 
(d)   treatment for the underlying condition or an added course of treatment that is not
part of the normal recovery from the surgery;
(e)   diagnostic tests and procedures, including diagnostic radiological procedures; 
(f)   clearly distinct surgical procedures during the postoperative period that are not
reoperations or treatment for complications resulting from the surgery. A new
postoperative period begins with the subsequent surgical procedure. This exception
includes procedures done in two or more parts for which the decision to stage the
procedure is made prospectively or at the time of the first procedure; 
(g)   treatment for postoperative complications that require a return trip to the operating
room (OR). An OR for this purpose is defined as a place of service specifically equipped
and staffed for the sole purpose of performing procedures.  The term includes a cardiac
catheterization suite, a laser suite, and an endoscopy suite.  It does not include a patient's
room, a minor treatment room, a recovery room, or an intensive care unit (unless the
patient's condition was so critical that there would be insufficient time for transportation
to an OR); 
(h)   a second, more extensive procedure required because the initial, less extensive
procedure did not produce the desired outcome;  
(i)   immunotherapy management for organ transplants; and
(j)   critical care services unrelated to the surgery where a seriously injured or burned
patient is critically ill and requires constant attendance by the physician. 

(C)   Payment for Multiple Surgeries.  Multiple surgeries are separate procedures performed by
a physician on the same patient at the same operative session or on the same day. Multiple
surgeries are distinguished from intraoperative services and surgeries that are incidental to or
components of a primary surgery (that is, bundled services). Bundled services are not paid
separately. When two or more related procedures are performed on a patient during a single
session or visit, the MassHealth agency pays the provider for the comprehensive code and denies
or adjusts the component, incidental, or mutually exclusive procedure performed during the same
session. The bundling guidelines that MassHealth applies are based upon generally accepted
industry guidelines including, but not limited to the Correct Coding Initiative administered
through the Centers for Medicare & Medicaid Services (CMS) and the American Medical
Association's Current Procedural Terminology (CPT) code book. To receive payment for
multiple surgeries, the surgeon must bill with the multiple surgery modifier. 
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433.452:   continued

(D)   Payment for Multiple Endoscopy Procedures.  When multiple procedures are performed
through the same endoscope, payment is made for the highest valued endoscopy procedure plus
the difference between the next highest endoscopy procedure and the base endoscopy procedure.
The base endoscopy procedure is included in the code for each of the multiple procedures. When
two related endoscopies and an unrelated endoscopy are performed, the endoscopic payment rule
stated above applies to the related endoscopies. Unrelated endoscopic procedures are treated as
separate surgeries and paid as multiple surgeries pursuant to 130 CMR 433.452(C). 

(E)   Payment for Add-on Surgical Procedures.  The Centers for Medicare & Medicaid Services
(CMS) has identified certain procedures as add-on procedures that are always billed with another
procedure. Add-on codes are identified in the CPT code book. By definition, these services do
not stand alone and must be provided in conjunction with a primary surgical procedure or
qualifying service. Both the service code for the primary procedure and add-on code are paid
separately. The global surgery package provisions at 130 CMR 455.451 and 455.452 apply to
the service code for the primary procedure. 

(F)   Payment for Bilateral Procedures.  Bilateral surgeries are defined as procedures performed
on both sides of the body during the same operative session or on the same day. To receive
payment, the surgeon must use the bilateral surgery modifier with the appropriate service code.
The provider must not use the bilateral surgery modifier with service codes containing the terms
"bilateral" or "unilateral or bilateral" in their definitions, since the terminology of the code
identifies the service as one whose payment accounts for any additional work required for
bilateral surgery. 

(G)   Surgical Assistants.  Some surgical procedures require a primary surgeon and an assistant
surgeon. To receive payment, the assistant surgeon must use the appropriate modifier. Surgical
codes that accept the surgical assistant modifiers are indicated in The Centers for Medicare &
Medicaid Services Correct Coding Initiative Guide.  In addition, the MassHealth agency does
not pay for a surgical assistant if

(1)   any component of the surgery is billed using a team surgery modifier pursuant to
130 CMR 433.452(H) or a two-surgeon modifier pursuant to 130 CMR 433.452(I); 
(2)   the surgery services were provided in a teaching hospital that has an approved training
program related to the medical specialty required for the surgical procedure and a qualified
resident available to perform the services. If no qualified resident is available to perform the
services, the MassHealth agency pays for a surgical assistant if the member's medical record
documents that a qualified resident was unavailable at the time of the surgery; or 
(3)   the surgical procedure does not require the services of more than one surgeon. 

(H)   Team Surgery.  Under some circumstances, the MassHealth agency pays for highly
complex surgical procedures requiring the concomitant services of more than two surgeons as
"team surgery." The MassHealth agency pays a single consolidated payment for team surgery to
the director of the surgical team. To receive payment, the director of the team must use the team
surgery modifier. Payment includes all surgical assistant fees. The director of the surgical team
is expected to distribute the MassHealth payment to the other physician members of the surgical
team.

(I)   Two Surgeons (Co-surgery).  The MassHealth agency pays for co-surgery when two
surgeons work together as primary surgeons performing distinct parts of a reportable procedure.
To receive payment, each surgeon must use the two surgeons modifier. Payment includes all
surgical assistant fees.
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433.454:   Anesthesia Services

(A)   Payment.
(1)   Payment Determination.  Payment for anesthesia services is determined using base
anesthesia units and time units.  To determine payment, the MassHealth agency multiplies
the anesthesia unit fee established by DHCFP by the time units reported on the claim
pursuant to 130 CMR 433.454(A)(2)(c), plus the number of base units, if any have been set
by DHCFP.  The number of base units is the same for a surgical procedure, regardless of the
type of anesthesia administered, including acupuncture (see 130 CMR 433.454(C)).
(2)   Calculation.

(a)   Anesthesia Units.  The MassHealth agency pays  for anesthesia services by
multiplying the time units plus any base anesthesia units by the unit fee established by
DHCFP.  If DHCFP has not established base anesthesia units for a service, the
MassHealth agency pays using time units only.  
(b)   Determining Payable Anesthesia Time.  Payable anesthesia time starts when the
anesthesiologist begins to prepare the patient for the induction of anesthesia in the
operating room or equivalent area.  Payable anesthesia time ends when the patient may
be safely placed under postoperative supervision.
(c)    Reporting Time Units.  A provider’s claim must report only payable time units.  It
must not include base anesthesia units or units that exceed the criteria described in
130 CMR 433.454(A)(2)(b) in the number of units field on the claim.  To calculate the
correct number of time units, the provider must determine the number of 15-minute
intervals of payable anesthesia time plus any remaining fraction, provided such fraction
equals or exceeds five minutes.

(3)   Multiple Surgery Procedures.  When anesthesia is administered for multiple surgery
procedures, the MassHealth agency applies only the base anesthesia units for the procedure
with the largest number of units to determine the maximum allowable fee.

(B)   Services Provided by a Nurse-anesthetist.
(1)   Anesthesia services provided by a nurse-anesthetist are payable only if the nurse-
anesthetist

(a)   is authorized by law to perform the services;
(b)   is a full-time employee of the physician and is not a salaried employee of the
hospital; and
(c)   performs the services under the direct and continuous supervision of the physician.

(2)   The supervising physician must be in the operating suite and responsible for no more
than four operating rooms.  Availability of the physician by telephone does not constitute
direct and continuous supervision.

(C)   Acupuncture as an Anesthetic.  The MassHealth agency pays for acupuncture only as a
substitute for conventional surgical anesthesia.

433.455:   Abortion Services

(A)   Payable Services.
(1)  The MassHealth agency pays for an abortion service if both of the following conditions
are met:

(a)  the abortion is a medically necessary abortion, or the abortion is performed upon a
victim of rape or incest when such rape or incest has been reported to a law enforcement
agency or public health service within 60 days of the incident; and
(b)  the abortion is performed in accordance with M.G.L. c. 112, §§ 12K through 12U,
except as provided under 130 CMR 433.455(C)(2).
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437.404:   continued

(B)   Out-of-state.  To participate in MassHealth, an out-of-state hospice must
(1)   be certified as a provider of hospice services under the Medicare program, as defined
in 42 CFR Part 418; 
(2)   be licensed by the appropriate licensing agency in its state (as applicable); and
(3)   participate in the Medicaid program in its own state.

437.405:   Out-of-state Hospice Services

The MassHealth agency pays for out-of-state hospice services in accordance with the criteria
described in 130 CMR 450.109.

437.406:   Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Services

The MassHealth agency pays for all medically necessary hospice services for EPSDT-eligible
members in accordance with 130 CMR 450.140 et seq., without regard to service limitations
described in 130 CMR 437.000, and with prior authorization.

437.411:   Certification of Terminal Illness

(A)   Obtaining Certification.  Within two calendar days after the beginning of hospice services,
the hospice must obtain certification of the member's terminal illness from either the medical
director of the hospice or the physician member of the hospice interdisciplinary team, and from
the member's attending physician, if the member has an attending physician.

(B)   Recertification for Subsequent Periods.  For the subsequent 90-day and 60-day extension
periods, the hospice must obtain, at the beginning of the period, a written certification statement
from either the medical director of the hospice or the physician member of the hospice
interdisciplinary team.  The new certification must be on file in the members’s clinical record
before the submission of a claim.

(C)   Contents of the Certification Statement.  The certification must state that the member's life
expectancy is six months or less and must be signed by the physicians specified in 130 CMR
437.411(A) and (B).  This certification is valid for the first 90 days of hospice coverage.  The
certification must include a brief narrative explaining the clinical findings that support a life
expectancy of six months or less as part of the certification or recertification as specified in
130 CMR 437.411(A) and (B). The narrative must be located immediately before the physician's
signature and must include a statement attesting that by signing, the physician confirms that the
narrative was composed personally by the physician based on his or her review of the member's
medical record or, if applicable, his or her examination of the member. The narrative must reflect
the member's individual clinical circumstances and may not contain checkboxes or standard
language used for all members.

437.412:   Electing Hospice Services

(A)   Eligibility for Hospice Services.
(1)   MassHealth members, including members with both Medicare and MassHealth coverage
in a nursing facility, but not including those identified in 130 CMR 437.412(A)(2), are
eligible for hospice services if

(a)   their coverage type as set forth in 130 CMR 450.105 covers hospice services; and
(b)   they fulfill the following requirements:

1.   are certified as terminally ill in accordance with 130 CMR 437.411; 
2.   agree to waive certain MassHealth benefits in accordance with 130 CMR
437.412(B); and
3.   elect to receive hospice services in accordance with 130 CMR 437.412(C).
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437.412:   continued

(2)   MassHealth members under age 21 who have elected the hospice benefit have coverage
for curative treatment and all medically necessary services for which they are eligible.  For
such members, the hospice provider remains responsible for all hospice services as described
in 130 CMR 437.423.
(3)   For members enrolled in a MassHealth-contracted managed care organization (MCO)
who choose hospice services, the hospice must comply with the MCO's requirements for the
delivery of hospice services. However, if an MCO member chooses to receive hospice
services outside the managed care plan, the member must disenroll from the MCO and meet
the eligibility requirements listed in 130 CMR 437.412(A)(1). See also 130 CMR
437.424(D).

(B)   Waiver of Other Benefits.  With the exception of members described in 130 CMR
437.412(A)(2), upon electing to receive hospice services, a member waives all rights to
MassHealth benefits for the following services for the duration of the election of hospice
services:

(1)   hospice services provided by a hospice other than the one designated by the member on
the hospice form submitted to the MassHealth agency;
(2)   any MassHealth services that are related to the treatment of the terminal illness for
which hospice services were elected, not including room and board in a nursing facility (see
130 CMR 437.424(B)); and
(3)   any MassHealth services that are equivalent to or duplicative of hospice services, except
for

(a)    the MassHealth Personal Care Attendant Program (130 CMR 422.400), when used
to the extent that the hospice would routinely use the services of a member's family in
implementing the plan of care. PCA services must be coordinated with any in-home
support services that the member is receiving or is eligible to receive, from a home and
community-based services network; and 
(b)   physician services provided by the member's attending physician if that physician
is not an employee of the designated hospice or receiving compensation from the hospice
for those services.

(C)   Hospice Form.  Each time a MassHealth member who meets the requirements of 130 CMR
437.412(A) seeks to elect hospice services, revoke hospice services, or change hospices, the
hospice must complete the MassHealth agency’s hospice form according to the instructions on
the form and submit the form to the MassHealth agency.

(1)   Hospice Election.  When a MassHealth member elects to receive hospice services, the
hospice must ensure that the member or the member’s representative signs and dates the
hospice form.  The hospice must inform the member that hospice services are palliative
rather than curative and that access to some MassHealth services will be limited to those
provided through the hospice.
(2)   Hospice Revocation.  The member or the member’s representative may revoke the
election of hospice services at any time during the election period.  The hospice must ensure
that the member or the member’s representative signs and dates the hospice form. Upon
revocation of hospice services for a particular election period, the member

(a)   resumes coverage for the MassHealth benefits waived upon election of hospice
services; and
(b)   may at any time elect to receive hospice services for any other election periods for
which the member is eligible.

(3)   Hospice Change.  A member may change hospices once in each election period.  To
change hospices, a hospice form must be submitted to the MassHealth agency according to
the instructions on the form.  A member does not revoke election of hospice services by
changing hospices.

(D)   Effective Date for Hospice Services.
(1)   The effective date for hospice election, hospice revocation, or changing hospices is the
effective date entered by the hospice on the hospice form submitted to the MassHealth
agency.
(2)   The effective date for hospice services may not be earlier than the date the member or
the member’s representative signed the hospice form.
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437.422:   continued

(B)   Scope of Plan.  The plan of care must reflect member and family goals and interventions
based on problems identified in the comprehensive assessment. The plan must include all
services necessary for the palliation and management of the terminal illness and related
conditions, including the coordination of all in-home supports. The plan of care must be
coordinated with any services the member may be authorized to receive from the MassHealth
Personal Care Attendant Program and such services may be used only to the extent that the
hospice would routinely use the services of a hospice member's family in implementing the plan
of care.   For members under age 21, the hospice plan of care must identify any curative
treatment the member is receiving.

(C)   Review of Plan.  The plan of care must be reviewed, revised, and documented at intervals
specified in the plan of care, but no longer than 15 days, by the attending physician, the medical
director or physician designee, and the hospice interdisciplinary team.  These reviews must be
documented in the member's clinical record.

437.423:   Covered Services

The hospice must provide services for the palliation and management of the terminal illness
and related conditions.  All services must be performed by appropriately qualified personnel, but
the nature of the service, rather than the qualifications of the person who provides it, determines
the reimbursement category of the service, as defined in 130 CMR 437.424.  The following
services are covered hospice services.

(A)   Nursing Services.  Nursing services must be provided by or under the supervision of a
registered nurse.

(B)   Medical Social Services.  Medical social services must be provided by a qualified social
worker under the direction of a physician.  The social worker is responsible for analyzing and
assessing social and emotional factors and the member's capacity to cope with them, helping the
member and the member’s family follow hospice recommendations, and assisting the member's
family with personal and environmental difficulties and in using community resources.

(C)   Physician Services.  In addition to palliation and management of terminal illness and related
conditions, physicians employed by or under contract with the hospice, including the physician
member of the hospice interdisciplinary team, must also meet the general medical needs of the
members to the extent that these needs are not met by the member's attending physician.
Physicians may bill MassHealth for services not related to the terminal illness according to
MassHealth physician regulations at 130 CMR 433.000.

(D)   Counseling Services.  The following counseling services must be available to the member
and member’s family or other persons caring for the member at home.

(1)   Bereavement Counseling.  An organized plan of care for bereavement counseling must
be developed by a qualified professional under the auspices of the hospice.  This plan of care
must reflect family needs, delineate the services to be provided, and specify the frequency
of service delivery.  Bereavement counseling is a required hospice service, but is not
reimbursable.
(2)   Dietary Counseling.  When needed, dietary counseling services must be provided by a
qualified professional. 
(3)   Spiritual Counseling.  Spiritual counseling must include notice to members of the
availability of clergy.
(4)   Additional Counseling.  Additional counseling may be provided by other members of
the hospice interdisciplinary team as well as by other qualified professionals as determined
by the hospice.

(E)   Physical, Occupational, and Speech/Language Therapy.  The hospice must ensure that
physical, occupational, and speech/language therapy services are provided by qualified personnel
and in accordance with accepted standards of practice.
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437.412:   continued

(E)   Duration of Hospice Services.  Election periods for hospice services correspond to the
certification periods in 130 CMR 437.411.  The two 90-day election periods must be used before
the subsequent 60-day extension periods.  A member may continue to receive hospice services
through the initial election period and the subsequent election periods without interruption if the
member remains in the care of the hospice and does not revoke the election under 130 CMR
437.412(C)(2).

437.421:   Administration and Staffing Requirements

(A)   Governing Body.  The hospice must have a governing body that assumes full legal
responsibility for determining, implementing, and monitoring policies governing the hospice's
total operation.  The governing body must designate a person who is responsible for the day-to-
day management of the hospice program.

(B)   Medical Director.  The medical director must be a doctor of medicine or osteopathy and
assume overall responsibility for the medical component of the hospice's patient-care program.

(C)   Hospice Interdisciplinary Team.  The hospice must designate a hospice interdisciplinary
team composed of hospice personnel, including a registered nurse, whose role is to provide
coordination of care, including in-home supports, continuous assessment of member and family
needs, and implementation of the interdisciplinary plan of care.

(1)   Composition of Team.  The hospice interdisciplinary team must include at least the
following individuals who are employees of the hospice, except in the case of the physician
described in 130 CMR 437.421(C)(1)(a), who may be under contract with the hospice:

(a)   a doctor of medicine or osteopathy;
(b)   a registered nurse;
(c)   a social worker; and
(d)   a pastoral or other counselor.

(2)   Role of Team. The hospice interdisciplinary team must provide the care and services
offered by the hospice. The team in its entirety must supervise care and services, including

(a)   establishing a written, individualized plan of care for members and families that
includes all services necessary for the palliation and management of the terminal illness
and related conditions; 
(b)   ensuring that the plan of care is coordinated with any services the member may be
authorized to receive from the MassHealth Personal Care Attendant Program and any
in-home support services available to the member from a home- and community-based
service network;
(c)   reviewing and revising the individualized plan of care no less than every 15 calendar
days; and 
(d)   establishing the policies governing the day-to-day provision of hospice services to
members, families, and caregivers.

(D)   Contracted Services.  A hospice may arrange for the provision of certain services on a
contract basis, including highly specialized nursing services that are provided so infrequently that
the provision of such services by direct hospice employees would be impractical and
prohibitively expensive.  These services may not include routine nursing services, medical social
services, and counseling services specified in 130 CMR 437.000.  If the other covered services
listed in 130 CMR 437.423 (physician services; physical, occupational, and speech/language
therapy; homemaker/home health aide services; drugs; durable medical equipment and supplies;
and short-term inpatient care) are provided by contract personnel, the hospice must meet the
following requirements.

(1)   Written Agreement.  The hospice must have a written agreement with the contractor that
(a)   identifies the services to be provided on a contract basis;
(b)   stipulates that services may be provided only with the express authorization of the
hospice;
(c)   states how the contracted services will be coordinated, supervised, and evaluated by
the hospice;
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SMALL BUSINESS IMPACT - M.G.L. c. 30A section 5 requires each agency to file an amended small
business impact statement with the Secretary of the Commonwealth prior to the adoption of a proposed 

regulation.  If the purpose of this regulation is to set rates for the state, this section does not apply.
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130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11   (Effective 1/1/10) 130 CMR - 794.3

519.009:   MassHealth Limited

(A)   Eligibility Requirements. 
(1)   MassHealth Limited is available to community residents aged 65 and older meeting the
financial and categorical requirements of MassHealth Standard coverage as described at
130 CMR 519.005(A) and (B) and who are nonqualified aliens described at
130 CMR 518.002(E) or are aliens with special status as described at 130 CMR 518.002(D).
(2)   Persons eligible for MassHealth Limited coverage are eligible for medical benefits as
described at 130 CMR 450.105(G). 
(3)   Nonqualified aliens and aliens with special status must meet all other requirements of
MassHealth Standard with the exception of furnishing or applying for a social security
number.
(4)   Aliens lawfully admitted for a temporary purpose such as students, visitors, and
diplomats are eligible for MassHealth Limited coverage provided they meet all other
eligibility requirements including residence.

(B)   Coverage Date.  The begin date of medical coverage is established in accordance with
130 CMR 516.005.

519.010:   MassHealth Senior Buy-in

(A)   Eligibility Requirements.  MassHealth Senior Buy-in coverage is available to Medicare
beneficiaries who

(1)   are entitled to hospital benefits under Medicare Part A;
(2)   have a countable income amount (including the income of the spouse with whom he or
she lives) that is less than or equal to 100% of the federal poverty level;
(3)   have countable assets of $6,600 or less for an individual or $9,910 or less for a married
couple living together; and
(4)   meet the universal requirements of MassHealth Standard coverage.

(B)   Benefits.  The MassHealth agency pays for Medicare Part A and Part B premiums and for
deductibles and coinsurance under Medicare Parts A and B.

(C)   Begin Date.  The begin date for MassHealth Senior Buy-in coverage is the first day of the
calendar month following the date of the MassHealth eligibility determination.

519.011:   MassHealth Buy-in

(A)   MassHealth Buy-in for Specified Low Income Medicare Beneficiaries.
(1)   Eligibility Requirements.  MassHealth Buy-in coverage for Specified Low Income
Medicare Beneficiaries is available to Medicare beneficiaries who meet the eligibility
requirements of MassHealth Senior Buy-in coverage at 130 CMR 519.010 with the following
exception:  the countable income amount of the individual and his or her spouse must be
greater than 100% of the federal poverty level and less than 120% of the federal poverty
level.
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130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/1/11   (Effective 1/1/10) 130 CMR - 795

519.011:   continued

(2)   Benefits.  The MassHealth agency pays the cost of the monthly Medicare Part B
premium for members who establish eligibility for MassHealth Buy-In coverage in
accordance with 130 CMR 519.011(A).
(3)   Begin Date.  MassHealth Buy-In coverage, in accordance with 130 CMR 519.011(A),
begins with the month of application and may be retroactive up to three calendar months
before the month of application.

(B)   MassHealth Buy-In for Qualifying Individuals.
(1)   Eligibility Requirements.  MassHealth Buy-In coverage for Qualifying Individuals is
also available to Medicare beneficiaries who

(a)   are entitled to hospital benefits under Medicare Part A;
(b)   are not eligible for any other MassHealth coverage type;
(c)   have a countable income amount (including the income of the spouse with whom
he or she lives) that is equal to or greater than 120% of the federal poverty level and less
than 135% of the federal poverty level; and
(d)   have countable assets of $6,600 or less for an individual, or $9,910 or less for a
married couple living together.

(2)   Benefits.  MassHealth pays the entire Medicare Part B premium, in accordance with
section 1933 of the Social Security Act (42 U.S.C. § 1396u-3), for members who meet the
requirements of 130 CMR 519.011(B) and have a countable income amount that is less than
135% of the federal poverty level.  Such payments are made through the state Medicare Buy-
In process.
(3)   Eligibility Coverage Period.

(a)   MassHealth Buy-In coverage, in accordance with 130 CMR 519.011(B), begins with
the month of application.  Coverage may be retroactive up to three months before the
month of application provided

1.   the retroactive date does not extend into a calendar year in which the expenditure
cap described at 130 CMR 519.011(B)(4) has been met;
2.   the retroactive date is not earlier than October 1, 1998; and
3.   the applicant was not receiving MassHealth during the retroactive period.

(b)   Once determined eligible, a member who continues to meet the requirements of
130 CMR 519.011(B) is eligible for the balance of the calendar year.  Such members are
not adversely impacted by the provisions of 130 CMR 519.011(B)(4).

(4)   Cap on Expenditures.
(a)   MassHealth does not extend eligibility to individuals who meet the requirements of
130 CMR 519.011(B), if MassHealth estimates the amount of assistance provided to
these members during the calendar year will exceed the state’s allocation, as described
in section 1933 of the Social Security Act.
(b)   The Division gives preference to members who were eligible for MassHealth Buy-
In, as described in 130 CMR 519.011, or MassHealth Senior Buy-In, as described in
130 CMR 519.010, in December of the previous calendar year when determining an
individual’s eligibility for MassHealth Buy-In, as described in 130 CMR 519.011(B), in
the subsequent calendar year.

519.012:   MassHealth CommonHealth

(A)   Working Disabled Adults.
(1)   Eligibility Requirements.  MassHealth CommonHealth for working disabled adults is
available to community residents aged 65 and older in the same manner as they are available
to those under age 65.  This means they must meet the requirements of 130 CMR
505.004(B)(2), (3), and (4).
(2)   Other Provisions.  The following provisions apply to CommonHealth applicants and
members aged 65 and older:  130 CMR 505.004(A)(2), (F) through (H), (I)(1) and (2), and
(J).
(3)   Aliens With Special Status.  MassHealth CommonHealth is not available to aliens with
special status adults described in 130 CMR 518.002(D).  Applicable coverage for these
persons is described in 130 CMR 518.002(F)(2).
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130 CMR:   DIVISION OF MEDICAL ASSISTANCE

4/21/06   (Effective 2/15/06) 130 CMR - 796

519.012:   continued

(B)   Certain Disabled Institutionalized Immigrant Children.
(1)   Eligibility Requirements.  MassHealth CommonHealth is available to institutionalized
disabled children who meet the requirements of 130 CMR 505.004(D) and 519.006(A)(2),
and who:

(a)   have attained the immigration status described in 130 CMR 518.002(D)(2)(a), (b),
or (c), and five years have not passed from the date they attained such status;
(b)   are nonimmigrants under the Immigration and Nationality Act (INA); or
(c)   are aliens paroled into the United States under section 212(d)(5) of the INA for less
than one year.

(2)   Other Provisions.  The following provisions apply to CommonHealth applicants and
members who are described in 130 CMR 519.012(B)(1):  130 CMR 505.004(A)(2), (F)
through (H), and (I)(1) and (2).

(C)   Financial Eligibility.  Financial eligibility for all MassHealth CommonHealth applicants
and members is based on the regulations in 130 CMR 506.000.  The regulations in 130 CMR
520.000 do not apply.

519.013:   MassHealth Essential

(A)   Eligibility Requirements.  MassHealth Essential is available to community residents aged
65 and older who are aliens with special status as described in 130 CMR 518.002(D), and who
meet the following requirements:

(1)   the countable-income amount, as defined in 130 CMR 520.009, of the individual or
married couple living together is less than or equal to 100% of the federal poverty level; and
(2)   the countable assets of an individual are $2,000 or less, and those of a married couple
living together are $3,000 or less.

(B)   Financial Standards Not Met.  Individuals whose income, assets, or both exceed the
standards set forth in 130 CMR 519.013(A) may establish eligibility for MassHealth Essential
by reducing their assets in accordance with 130 CMR 520.004, meeting a deductible as described
at 130 CMR 520.028 et seq., or both.

(C)   Benefits.  Individuals eligible for MassHealth Essential are eligible for medical benefits on
a fee-for-service basis as defined in 130 CMR 515.001.  These medical benefits are described
in MassHealth regulations at 130 CMR 450.105(I).

(D)   Coverage Date.  The begin date of medical coverage is established in accordance with 130
CMR 516.005, but no earlier than June 1, 2004.  MassHealth Essential members are eligible for
medical coverage under MassHealth Limited prior to June 1, 2004, if otherwise eligible for
MassHealth Limited as described in 130 CMR 519.009.

(E)   Funding and Enrollment Restrictions.  MassHealth Essential members who are aliens with
special status are subject to enrollment restrictions described in 130 CMR 501.003(C).  Upon
advance notice, MassHealth Essential benefits may be terminated if the MassHealth agency
determines that there is insufficient funding.

REGULATORY AUTHORITY

130 CMR 519.000:  M.G.L. 118E, §§ 7 and 12.
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William Francis Galvin
Secretary of the Commonwealth
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211 CMR 150.00

Standards and Commissioner's Authority for Placing Companies Deemed to be 

in Hazardous Financial Condition Under Administrative Supervision

Sets forth standards for identifying insurers and health maintenance organizations found to be in 

such condition as to render the continuance of their business hazardous to the public or their 

insureds.  Provides specific tools the Commissioner may use once an insurer or HMO has been 

placed into supervision.

M.G.L. Chapters 175J, sec. 9 and 176G, sec. 20A
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FISCAL EFFECT - Estimate the fiscal effect of the public and private sectors.

For the first and second year:

For the first five years:

No fiscal effect:

SMALL BUSINESS IMPACT - M.G.L. c. 30A section 5 requires each agency to file an amended small
business impact statement with the Secretary of the Commonwealth prior to the adoption of a proposed 

regulation.  If the purpose of this regulation is to set rates for the state, this section does not apply.
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211 CMR:   DIVISION OF INSURANCE

4/1/11 211 CMR - 1065

211 CMR 150.00: STANDARDS AND COMMISSIONER'S AUTHORITY FOR PLACING
COMPANIES DEEMED TO BE IN HAZARDOUS FINANCIAL CONDITION
UNDER ADMINISTRATIVE SUPERVISION

Section

150.01:   Authority
150.02:   Purpose
150.03:   Standards
150.04:   Commissioner's Authority
150.05:   Judicial Review
150.06:   Severability

150.01:   Authority

211 CMR 150.00 is promulgated in accordance with the authority granted to the
Commissioner of Insurance by M.G.L. c. 175J, § 9 and M.G.L. c. 176G, § 20A.

150.02:   Purpose

The purpose of 211 CMR 150.00 is to set forth the standards which the Commissioner may
use for identifying insurers found to be in such condition as to render the continuance of their
business hazardous to their policyholders or the general public.

211 CMR 150.00 shall not be interpreted to limit the powers granted the Commissioner by
any laws or parts of laws of this state, nor shall 211 CMR 150.00 be interpreted to supersede any
laws or parts of laws of this state.

150.03:   Standards

211 CMR 150.03(1) through (17), 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 its
policyholders or the general public.  The Commissioner may consider:

(1)   materially adverse findings reported in financial condition and market conduct examination
reports, audit reports, and actuarial opinions, reports or summaries;

(2)   the National Association of Insurance Commissioners Insurance Regulatory Information
System and its other financial analysis solvency tools and reports;

(3)   the ratios of commission expense, general insurance expense, policy benefits and reserve
increases 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 light 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)   whether the insurer has made adequate provision, according to presently accepted actuarial
standards of practice, for the anticipated cash flows required by the contractual obligations and
related expenses of the insurer, when considered in light of the assets held by the insurer with
respect to such reserves and related actuarial items including, but not limited to, the investment
earnings on such assets, and the considerations  anticipated  to  be  received  and  retained under
such policies and contracts;

(6)   the ability of an assuming reinsurer to perform and whether the insurer's reinsurance
program provides sufficient protection for the insurer's remaining surplus after taking into
account the insurer's cash flow and the classes of business written as well as the financial
condition of the assuming reinsurer;

The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



211 CMR:   DIVISION OF INSURANCE

4/1/11 211 CMR - 1066

150.03:   continued

(7)   whether the insurer's operating loss in the last 12 month period or any shorter period of time,
including but not limited to net capital gain or loss, change in non-admitted assets, and cash
dividends paid to shareholders, is greater than 50% of the insurer's remaining surplus as regards
policyholders in excess of the minimum required;

(8)   whether the insurer's operating loss in the last 12 month period or any shorter period of time,
excluding net capital gains, is greater than 20% of the insurer's remaining surplus as regards
policyholders in excess of the minimum required;

(9)   whether a reinsurer, obligor or any entity within the insurer's insurance holding company
system, is insolvent, threatened with insolvency or delinquent in payment of its monetary or other
obligations, and which in the opinion of the Commissioner may affect the solvency of the insurer
including but not limited to whether transactions among affiliates, subsidiaries or controlling
persons for which the insurer receives assets or capital gains, or both, do not provide sufficient
value, liquidity or diversity to assure the insurer's ability to meet its outstanding obligations as
they mature;

(10)   contingent liabilities, pledges or guaranties which either individually or collectively
involve a total amount which in the opinion of the Commissioner may materially adversely affect
the solvency of the insurer;

(11)   whether any "controlling person" of an insurer is delinquent in the transmitting to, or
payment of, net premiums to the insurer;

(12)   whether the age and collectability of receivables involve a total amount which the
Commissioner determines adversely affects the solvency of the insurer;

(13)   whether the management of an insurer, including officers, directors, or any other person
who directly or indirectly controls the operation of the insurer, fails to possess and demonstrate
the competence, fitness and reputation deemed necessary to serve the insurer in such position;

(14)   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
including but not limited to whether the insurer has failed to meet financial and holding company
filing requirements in the absence of a reason satisfactory to the Commissioner;

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

(16)   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; and

(17)   whether the insurer has experienced or will experience in the foreseeable future cash flow
or liquidity problems including but not limited to whether management has established reserves
that do not comply with minimum standards established by state insurance laws, regulations,
statutory accounting standards, sound actuarial principles and standards of practice or whether
management persistently engages in material under reserving that results in adverse
development.

150.04:   Commissioner's Authority

(1)   For the purposes of making a determination of an insurer's financial condition under
211 CMR 150.00, the Commissioner may:

(a)   disregard any credit or amount receivable resulting from transactions with a reinsurer
that is insolvent, impaired or otherwise subject to a delinquency proceeding;
(b)   make appropriate adjustments including disallowance to asset values attributable to
investments in or transactions with parents, subsidiaries or affiliates consistent with the
NAIC Accounting Policies And Procedures Manual, state laws and regulations;
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4/1/11 211 CMR - 1067

150.04:   continued

(c)   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; and
(d)   increase the insurer's liability in an amount equal to any contingent liability, 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 12 month period.

(2)   If the Commissioner determines that the continued operation of the insurer licensed to
transact business in this state may be hazardous to its policyholders, creditors or the general
public, the Commissioner may, upon a determination, issue an order requiring the insurer to:

(a)   reduce the total amount of present and potential liability for policy benefits by
reinsurance;
(b)   reduce, suspend or limit the volume of business being accepted or renewed;
(c)   reduce general insurance and commission expenses by specified methods;
(d)   increase the insurer's capital and surplus;
(e)   suspend or limit the declaration and payment of dividends by an insurer to its stock-
holders or to its policyholders;
(f)   file reports in a form acceptable to the Commissioner concerning the market value of an
insurer's assets and provide a business plan to the Commissioner in order to continue to
transact business in the state;
(g)   limit or withdraw from certain investments or discontinue certain investment practices
to the extent the Commissioner deems necessary;
(h)   document the adequacy of premium rates in relation to the risks insured;
(i)   file, in addition to regular annual statements, interim financial reports on the form
adopted by the National Association of Insurance Commissioners or in such format as
promulgated by the Commissioner;
(j)   correct corporate governance practice deficiencies, and adopt and utilize governance
practices acceptable to the Commissioner including but not limited to changing Board
members and attending Board meetings; and
(k)   notwithstanding any other provision of law limiting the frequency or amount of
premium rate adjustments, adjust rates for any non-life insurance product written by the
insurer that the Commissioner considers necessary to improve the financial condition of the
insurer.
If the insurer is a foreign insurer the Commissioner's order may be limited to the extent

provided by statute.

(3)   An insurer subject to an order under 211 CMR 150.04(2) may request a hearing to review
that order.   The Commissioner shall issue a notice of hearing which states the time and place
of the hearing, and the conduct, condition or grounds which are the basis of the order.  Service
of the notice shall be by hand, U.S. Mail or electronic medium. 

Unless mutually agreed between the Commissioner and the insurer, the hearing shall occur
not less than ten days nor more than 30 days after notice is served.  The Commissioner shall hold
all hearings under 211 CMR 150.04 privately, unless the insurer requests a public hearing, in
which case the hearing shall be public.  The Commissioner may open the proceedings or hearings
or make public the information relating to the supervision of any insurer 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.

150.05:   Judicial Review

Any order or decision of the Commissioner shall be subject to review by the supreme judicial
court for Suffolk County in accordance with M.G.L. c. 175J, § 7.
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150.06:   Severability

If any provision of 211 CMR 150.00 or application thereof to any regulation is held invalid,
such invalidity shall not affect other provisions of 211 CMR 150.00 and, to that end, the
provisions of 211 CMR 150.00 are severable. 

REGULATION AUTHORITY

211 CMR 150.00:  M.G.L. c. 175J, § 9 and c. 176G, § 20A.
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FISCAL EFFECT - Estimate the fiscal effect of the public and private sectors.

For the first and second year:

For the first five years:

No fiscal effect:
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211 CMR 66.00: SMALL GROUP HEALTH INSURANCE 

Section

66.01:   Authority 
66.02:   Purpose 
66.03:   Applicability and Scope 
66.04:   Definitions 
66.05:   Minimum Coverage Standards 
66.06:   Renewability 
66.07:   Pre-existing Conditions and Waiting Periods 
66.08:   Restrictions Relating to Premium Rates 
66.09:   Submission and Review of Rate Filings 
66.10:   Eligibility Criteria: Exclusion/Limitation of Mandated Benefits in Health Benefit Plans 
66.11:   Connector Seal of Approval Plans
66.12:   Disclosure 
66.13:   Health Plan Filing and Reporting Requirements 
66.14:   Severability 
66.90:   Appendix A: Actuarial Opinion 

66.01:   Authority 

211 CMR 66.00 is promulgated in accordance with the authority granted to the
Commissioner of Insurance by M.G.L. chs. 175, 176A, 176B, 176D, 176G, 176I and 176J. 

66.02:   Purpose 

The purpose of 211 CMR 66.00 is to implement the provisions of M.G.L. c. 176J. 

66.03:   Applicability and Scope

(1)   211 CMR 66.00 applies to all health benefit plans offered, made effective, issued, renewed,
delivered or issued for delivery to any eligible small business or to any eligible individual under
M.G.L. c. 176J on or after July 1, 2007 whether issued directly by a carrier, through the
Connector, through an association,  a group purchasing cooperative, or through an intermediary.

(2)   Nothing in 211 CMR 66.00 prohibits a carrier that offers health insurance to a business of
more than 50 eligible employees from offering insurance in accordance with the provisions of
211 CMR 66.00. 

66.04:   Definitions

Actuarial Equivalence:  refers to two health benefit plans that have the same Benefit Level Rate
Adjustment factor. 

Actuarial Opinion:  a signed written statement by a qualified member of the American Academy
of Actuaries, as prescribed in 211 CMR 66.90:   Appendix A, which certifies that the actuarial
assumptions, methods and contract forms utilized by the carrier in establishing premium rates
for small group health benefit plans comply with all the requirements of 211 CMR 66.00 and any
other applicable law. 

Base Premium Rate:  the midpoint rate within a modified community rate band for each rate
basis type of each health benefit plan of a carrier.

Benefit Level:  the health benefits, including the benefit payment structure or service delivery
and network, provided by a health benefit plan.

Benefit Level Rate Adjustment:  a number that represents the ratio of the actuarial value of the
benefit level of one health benefit plan as compared to the actuarial value of the benefit level of
another health benefit plan that is measured on the basis of a group census that is representative
of Massachusetts small groups for that carrier.
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66.04:   continued

Carrier:  an insurer licensed or otherwise authorized to transact accident and health insurance
under M.G.L. c. 175; a nonprofit hospital service corporation organized under M.G.L. c. 176A;
a non-profit medical service corporation organized under M.G.L. c. 176B; or a health
maintenance organization organized under M.G.L. c. 176G.

Class of Business:  all or a distinct grouping of eligible insureds as shown on the records of the
carrier which is provided with a health benefit plan through a health care delivery system
operating under a license distinct from that of another grouping. For the purposes of 211 CMR
66.00, only the following three classes of business shall be recognized: persons covered through
plans offered by health maintenance organizations licensed under M.G.L. c. 176G, persons
covered through preferred provider plans approved under M.G.L. c. 176I and persons covered
through other indemnity plans organized under M.G.L. chs. 175, 176A and 176B. 

Commissioner:  the Commissioner of Insurance appointed pursuant to M.G.L. c. 26, § 6. 

Connector:  the Commonwealth Health Insurance Connector Authority created under
M.G.L. c. 176Q.

Connector Seal of Approval:  the approval given by the Connector to indicate that a health
benefit plan meets certain standards regarding quality and value.

Creditable Coverage:  coverage of an individual under any of the following health plans with no
lapse of coverage of more than 63 days: 

(a)   a group health plan; 
(b)   a health plan, including, but not limited to, a health plan issued, renewed or delivered
within or without the commonwealth to an individual who is enrolled in a qualifying student
health insurance program under M.G.L. c. 15A, § 18 or a qualifying student health program
of another state; 
(c)   Part A or Part B of Title XVIII of the Social Security Act; 
(d)   Title XIX of the Social Security Act, other than coverage consisting solely of benefits
under section 1928; 
(e)   10 U.S.C. 55; 
(f)   a medical care program of the Indian Health Service or of a tribal organization; 
(g)   a state health benefits risk pool; 
(h)   a health plan offered under 5 U.S.C. 89; 
(i)   a public health plan as defined in federal regulations authorized by the Public Health
Service Act, section 2701(c)(I)(I), as amended by Public Law 104-191; 
(j)   a health benefit plan under the Peace Corps Act, 22 U.S.C. 2504(e); 
(k)   coverage for young adults as offered under M.G.L. c. 176J, § 10; or 
(l)   any other qualifying coverage required by the Health Insurance Portability and
Accountability Act of 1996, as it is amended, or by regulations promulgated under that act.
211 CMR 66.04:  Creditable Coverage applies to creditable coverage for portability as used

in 211 CMR 66.00 in relation to any pre-existing condition provision or waiting period.  It is not
intended to define creditable coverage as it is defined by the Connector for purposes of
determining individual responsibility for maintaining health coverage.

Date of Enrollment:  with respect to an individual covered under a group health plan or health
insurance coverage, the date of enrollment of the individual in the plan or coverage or, if earlier,
the first day of the waiting period for such enrollment.

Eligible Dependent:  the spouse or child of an eligible individual or eligible employee, subject
to the applicable terms of the health benefit plan covering such individual or employee. 

Eligible Employee:  an employee who: 
(a)   works on a full-time basis with a normal work week of 30 or more hours, and includes
an owner, a sole proprietor or a partner of a partnership; provided however, that such owner,
sole proprietor or partner is included as an employee under a health care plan of an eligible
small business; and provided, however, that “eligible employee” does not include an
employee who works on a temporary or substitute basis; and 
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66.04:   continued

(b)   is hired to work for a period of not less than five months, provided, however, that a
carrier cannot require that a person must have worked for an unreasonable length of time in
order to qualify as an “eligible employee”.  For the purposes of 211 CMR 66.00, five months
shall be deemed to be an unreasonable length of time when determining “eligible employee”.

Eligible Individual:  an individual who is a resident of the commonwealth and who is not seeking
individual coverage to replace an employer-sponsored health plan for which the individual is
eligible and which provides coverage that is at least actuarially equivalent to minimum creditable
coverage as defined by Connector regulation 956 CMR 5.00.  For the purposes of 211 CMR
66.00, continuation coverage under M.G.L. c. 176J, § 9 or under the Consolidated Omnibus
Budget Reconciliation Act of 1986 (COBRA), shall not be considered an employer-sponsored
health plan.

Eligible Small Business or Group:  any sole proprietorship, firm, corporation, partnership or
association actively engaged in business who, on at least 50% of its working days during the
preceding year, employed from among one to not more than 50 eligible employees, the majority
of whom worked in Massachusetts; provided, however, that the sole proprietorship, firm,
corporation, partnership or association need not have been in existence during the preceding year
in order to qualify as an “eligible small business or group”.  A business shall be considered to
be one eligible small business or group if:

(a)   it is eligible to file a combined tax return for purpose of state taxation; or
(b)   its companies are affiliated companies through the same corporate parent. Except as
otherwise specifically provided, provisions of 211 CMR 66.00 which apply to an eligible
small business will continue to apply through the end of the rating period in which an eligible
small business no longer meets the requirements of “eligible small business or group”.  An
eligible small business that exists within a MEWA shall be subject to 211 CMR 66.00. 

Emergency Services:  services to treat a medical condition, whether physical or mental,
manifesting itself by symptoms of sufficient severity, including severe pain, that the absence of
prompt medical attention could reasonably be expected by a prudent layperson who possesses
an average knowledge of health and medicine, to result in placing the health of an insured or
another person in serious jeopardy, serious impairment to body function, or serious dysfunction
of any body organ or part, or, with respect to a pregnant woman, as further defined in section
1867(e)(1)(B) of the Social Security Act, 42 U.S.C. 1395dd(e)(1)(B).

Financial Impairment:  a condition in which, based on the overall condition of the carrier as
determined by the commissioner, the carrier is, or if subjected to the provisions of 211 CMR
66.00 could reasonably be expected to be, insolvent, or otherwise in an unsound financial
condition such as to render its further transactions of business hazardous to the public or its
policyholders or members, or is compelled to compromise, or attempt to compromise, with its
creditors or claimants on the grounds that it is financially unable to pay its claims. 

Group Average Premium Rates:  a set of numbers, one for each rate basis type, where each
number is the total of the premiums charged to an eligible small business for all eligible
employees and eligible dependents or eligible individuals and their dependents of that rate basis
type, divided by the number of insured eligible employees of that rate basis type. 

Group Base Premium Rates:  the group average premium rates that would be charged by a carrier
at the beginning of the rating period if the premiums were based solely upon the age, industry,
participation rate, wellness program usage, tobacco usage and rate basis type of the members of
the group. The group base premium rates for every group will be adjusted to a January 1  basisst

by dividing each group base premium rate by a deflator.  The deflator equals the sum of trend
for that carrier and the number one, raised to the power of the fraction of the calendar year which
has elapsed at the time the new rating period begins. 
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66.04:   continued

Group Health Plan:
(a)   An employee welfare benefit plan, as defined in section 3(1) of the Employee
Retirement Income Security Act of 1974, 29 U.S.C. 1002, to the extent that the plan provides
medical care, and including items and services paid for as medical care to employees or their
dependents, as defined under the terms of the plan directly or through insurance,
reimbursement or otherwise.  For the purposes of 211 CMR 66.00, medical care means
amounts paid for:

1.   the diagnosis, cure, mitigation, treatment or prevention of disease, or amounts paid
for the purpose of affecting any structure or function of the body;
2.   amounts paid for transportation primarily for and essential to medical care referred
to in 211 CMR 66.04:   Group Health Plan(a)1.; and
3.   amounts paid for insurance covering medical care referred to in 211 CMR 66.04: 
Group Health Plan(a)1. and 2.

(b)   Any plan, fund or program which would not be, but for section 2721(e) of the federal
Public Health Service Act, an employee welfare benefit plan, and which is established or
maintained by a partnership, to the extent that the plan, fund or program provides medical
care, including items and services paid for as medical care, to present or former partners in
the partnership, or to their dependents, as defined under the terms of the plan, fund or
program, directly or through insurance, reimbursement or otherwise, shall be treated, subject
to 211 CMR 66.04:   Group Health Plan(c), as an employee welfare benefit plan which is a
group health plan.
(c)   In a group health plan, the term “employer” also includes the partnership in relation to
any partner; and
(d)   the term “participant” also includes:

1.   in connection with a group health plan maintained by a partnership, an individual
who is a partner of the partnership; or
2.   in connection with a group health plan maintained by a self-employed individual,
under which one or more employees are participants, the self-employed individual if that
individual is, or may become, eligible to receive a benefit under the plan or that
individual’s beneficiaries may be eligible to receive any benefit.

Health Benefit Plan:  Any individual, general, blanket or group policy of health, accident and
sickness insurance issued by an insurer licensed under M.G.L. c. 175; an individual or group
hospital service plan issued by a non-profit hospital service corporation under M.G.L. c. 176A;
an individual or group medical service plan issued by a nonprofit medical service corporation
under M.G.L. c. 176B; and an individual or group health maintenance contract issued by a health
maintenance organization under M.G.L. c. 176G.  

Health benefit plans shall not include those plans whose benefits are for:  
(a)   accident only; 
(b)   credit only; 
(c)   limited scope vision or dental benefits if offered separately; 
(d)   hospital indemnity insurance policies if offered as independent, non-coordinated
benefits which for the purposes of 211 CMR 66.00 shall mean policies issued under
M.G.L. c. 175 which provide a benefit not to exceed $500 per day, as adjusted on an annual
basis by the amount of increase in the average weekly wages in the commonwealth as defined
in M.G.L. c. 152, § 1, to be paid to an insured or a dependent, including the spouse of an
insured, on the basis of a hospitalization of the insured or a dependent; 
(e)   disability income insurance; 
(f)   coverage issued as a supplement to liability insurance; 
(g)   specified disease insurance that is purchased as a supplement and not as a substitute for
a health plan and meets the requirements of 211 CMR 146.00; 
(h)   insurance arising out of a workers’ compensation law or similar law; 
(i)   automobile medical payment insurance; 
(j)   insurance under which benefits are payable with or without regard to fault and which is
statutorily required to be contained in a liability insurance policy or equivalent self insurance;
(k)   long-term care if offered separately; 
(l)   coverage supplemental to the coverage provided under 10 U.S.C. 55 if offered as a
separate insurance policy;

The text of the regulations published in the electronic version of the Massachusetts Register is unofficial and for informational purposes only.
The official version is the printed copy which is available from the State Bookstore at http://www.sec.state.ma.us/spr/sprcat/catidx.htm.



211 CMR:   DIVISION OF INSURANCE

4/1/11 211 CMR - 403

66.04:   continued

(m)   any policy subject to M.G.L. c. 176K or any similar policies issued on a group basis,
Medicare Advantage plans or Medicare Prescription drug plans; or
(n)   a health plan issued, renewed or delivered within or without the commonwealth to an
individual who is enrolled in a qualifying student health insurance program under
M.G.L. c. 15A, § 18 shall not be considered a health plan for the purposes of 211 CMR 66.00
and shall be governed by said M.G.L. c. 15A.

Health Maintenance Organization or HMO:  an entity licensed to do business in Massachusetts
under M.G.L. c. 176G. 

Insured:  any policyholder, certificate holder, subscriber, member or other person on whose
behalf the carrier is obligated to pay for and/or provide health care services.

Intermediary:  a chamber of commerce, trade association, or other organization, formed for
purposes other than obtaining insurance, which has complied with the requirements of 211 CMR
66.13(3), and which offers its members the option of purchasing a health benefit plan. 

Late Enrollee:  an eligible employee or dependent who requests enrollment in an eligible small
business' health insurance plan or insurance arrangement after the group's initial enrollment
period, his or her initial eligibility date provided under the terms of the plan or arrangement, or
the group's annual open enrollment period. 

Mandated Benefit:  a health service or category of health service provider which a carrier is
required by its licensing or other statute to include in its health benefit plan. 

Member:  any person enrolled in a health benefit plan.

MEWA or Multiple Employer Welfare Arrangement or Multiple Employer Trust either: 
(a)   a fully-insured multiple employer welfare arrangement as defined in §§ 3 and 514 of the
Employee Retirement Income Security Act of 1974 (ERISA), 29 USC 1002 and 1144; or 
(b)   an entity holding itself out to be a MEWA, multiple employer welfare arrangement or
multiple employer trust that is not fully insured and, therefore, shall be required to be
licensed under M.G.L. c. 175.  An arrangement that constitutes a MEWA is considered a
separate group health plan with respect to each employer maintaining the agreement. 

Modified Community Rate:  a rate resulting from a rating methodology in which the premium
for all persons within the same rate basis type who are covered under a health benefit plan is the
same without regard to health status, but premiums may vary due to factors such as age, group
size, industry, participation rate, geographic area, wellness program usage, tobacco usage, or
benefit level for each rate basis type as permitted by M.G.L. c. 176J and 211 CMR 66.00.

Office of Patient Protection:  the office in the Department of Public Health established by
M.G.L. c. 111, § 217(a).

Participation Rate:  the percentage of eligible employees electing to participate in a health benefit
plan out of all eligible employees, or the percentage of the sum of eligible employees and eligible
dependents electing to participate in a health benefit plan out of the sum of all eligible employees
and eligible dependents, at the election of the carrier.  In either case, the numbers used to
compute these percentages may not include any eligible employee or eligible dependent who
does not participate in the eligible small business' health benefit plan, but who is enrolled in
another health benefit plan as a spouse or dependent. 

Participation Requirement:  a policy provision, or a carrier's underwriting guideline if there is
no such policy provision, that requires that a group attain a certain participation rate in order for
a carrier to accept the group for enrollment in the health benefit plan.  For groups of five or fewer
eligible persons, a carrier may require a participation rate not to exceed 100%.  For groups of six
or more eligible persons, a carrier may require a participation rate not to exceed 75%. 
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Pre-existing Conditions Provision:  with respect to coverage, a limitation or exclusion of benefits
relating to a condition based on the fact that the condition was present before the date of
enrollment for the coverage, whether or not any medical advice, diagnosis, care or treatment was
recommended or received before the date.  Genetic information shall not be treated as a condition
in the absence of a diagnosis of the condition related to that information.  Pregnancy shall not
be a pre-existing condition.  Eligible persons under age 19, including eligible individuals,
eligible employees and eligible dependents, and Trade Act/HCTC eligible persons shall not be
subject to any pre-existing conditions provision.

Qualifying Health Plan:  any blanket or general policy of medical, surgical or hospital insurance
described in M.G.L. c. 175, § 110(A), (C) or (D); policy of accident or sickness insurance as
described in M.G.L. c. 175, § 108 which provides hospital or surgical expense coverage;
nongroup or group hospital or medical service plan issued by a non-profit hospital or medical
service corporation under M.G.L. c. 176A and M.G.L. c. 176B; nongroup or group health
maintenance contract issued by an HMO under M.G.L. c. 176G; nongroup or group preferred
provider plan issued under M.G.L. c. 176I; self-insured or self-funded health plans offered by
an employer or union health and welfare fund; health coverage provided to persons serving in
the armed forces of the United States; or government-sponsored health coverage including, but
not limited to Medicare and medical assistance provided under M.G.L. c. 118E. 

Rate Basis Type:  each category of single or multi-party composition for which a carrier charges
separate rates. For the purpose of 211 CMR 66.00, carriers shall use at least any combination of
the following categories: 

(a)   single; 
(b)   two adults; 
(c)   one adult and one or more children; and 
(d)   two adults and one or more children. 
Nothing in 211 CMR 66.04: Rate Basis Type prohibits a carrier from establishing separate

rates for active employees and retirees, or for Medicare-eligible insureds, or for any other
categories to the extent otherwise required by state or federal law, such as persons for continued
group health coverage under COBRA or M.G.L. c. 176J, § 9.  Carriers may offer any rate basis
types, but rate basis types that are offered to any eligible small employer or eligible individual
shall be offered to every eligible small employer or eligible individual for all coverage issued or
renewed on or after July 1, 2007. 

Rating Factor:  characteristics including, but not limited to, age, industry, rate basis type,
geography, wellness program usage or tobacco usage.

Rating Period:  the period for which premium rates established by a carrier are in effect, as
determined by the carrier. 

Resident:  a natural person living in the commonwealth, but the confinement of a person in a
nursing home, hospital or other institution shall not by itself be sufficient to qualify a person as
a resident.

Small Business Group Purchasing Cooperative or Group Purchasing Cooperative:  a
Massachusetts nonprofit or not-for-profit corporation or association, approved as a qualified
association by the commissioner under M.G.L. c. 176J, § 12, that has been certified by the
commissioner as a group purchasing cooperative and which negotiates with one or more carriers
for the issuance of health benefit plans that cover employees, and the employees' dependents, of
qualified association's members. 

Tobacco Product:  a product that contains tobacco in any of its forms, including, but not limited
to, cigarettes, bidi cigarettes, clove cigarettes, cigars, pipe tobacco, smokeless tobacco, chewing
tobacco, or snuff.
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Trade Act/HCTC-eligible Person: or TA/HCTC-eligible Person:  any eligible trade adjustment
assistance recipient or any eligible alternative trade adjustment assistance recipient as defined
in section 35(c)(2) of section 201 of Title II of Public Law 107-210, or an eligible Pension
Benefit Guarantee Corporation pension recipient who is at least 55 years old and who has
qualified health coverage, does not have other specified coverage, and is not imprisoned, under
Public Law 107-210.

Trend:  the annual change, from the first day of a group's prior rating period to the first day of
that group's new rating period, in the average of all groups' base premium rates attributable to
factors other than changes in benefit levels and rate basis types, adjusted for rating periods
greater or lesser than one year. 

Waiting Period:  a period immediately subsequent to the effective date of an insured's coverage
under a health benefit plan during which the plan does not pay for some or all hospital or medical
expenses, but in all cases pays for emergency services.  Trade Act/HCTC-eligible persons shall
not be subject to any waiting period. 

Wellness Program or Health Management Program:  an organized system designed to improve
the overall health of participants through activities that may include, but shall not be limited to,
education, health risk assessment, lifestyle coaching, behavior modification and targeted disease
management.

66.05:   Minimum Coverage Standards

(1)   Offerings and Open Enrollment.
(a)   Unless otherwise provided in 211 CMR 66.05, every carrier shall make available to
every eligible individual and every eligible small business a certificate that evidences
coverage for every health benefit plan that it provides to any other eligible individual or
eligible small business whether issued or renewed to a trust, association or other entity that
is not a group health plan, as well as to their eligible dependents.  Every carrier must accept
for enrollment any eligible individual or eligible small business that seeks to enroll in a
health benefit plan provided, however, that a carrier shall only contract to sell a health benefit
plan to an eligible individual or eligible dependent during the annual mandatory open
enrollment period of July 1  to August 15 , except as follows:st th

1.   A carrier shall enroll an eligible individual, as defined in § 2741 of the Health
Insurance Portability and Accountability Act of 1996, 42 U.S.C. § 300gg-41(b)
("HIPAA-eligible individual"), into a health plan if such individual requests coverage
within 63 days of termination of any prior creditable coverage.
2.   A carrier shall enroll an eligible individual into a health plan if such individual
requests coverage within 63 days of experiencing a qualifying event.  A carrier shall
enroll the eligible dependent(s) of an eligible individual into a health plan if coverage is
sought for the eligible dependent(s) within 30 days of a qualifying event.  For the
purposes of 211 CMR 66.05(1)(a)2., qualifying events shall include, but not be limited
to: marriage, birth or adoption of a child, court-ordered care of a child, or any other event
as may be designated by the commissioner.
3.   A carrier shall enroll an eligible individual who has been granted a waiver by the
Office of Patient Protection.

(b)   Coverage issued to eligible individuals under 211 CMR 66.05(1)(a) shall become
effective on the first day of the month following receipt of a completed application, except
for coverage issued pursuant to 211 CMR 66.05(1)(a)1. through 3. which shall become
effective within 30 days of the carrier's receipt of a completed application or approved waiver
form.  For completed applications received in the last five days of a calendar month, carriers
shall give eligible individuals the option of whether:

1.   coverage will become effective as of the first day of the month following receipt of
the completed application; or
2.   coverage will become effective as of the first day of the second month following
receipt of the completed application.  Carriers shall notify applicants that opting to
receive coverage effective the first day of the month following submission of a completed
application may result in processing delays, including delays in the receipt of an
identification card or entry into the carrier's enrollment system, if the carrier is unable to
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process the completed application by the first of the month.  Coverage issued to small
businesses under 211 CMR 66.05(1)(a) shall become effective within 30 days of a
carrier's receipt of a completed application.  Any coverage issued pursuant to 211 CMR
66.05(1)(a)1. through 3. to be effective in any month other than during the annual open
enrollment period shall be for a term of less than one year ending July 31 .st

(c)   Upon the request of an eligible small business or eligible individual, a carrier shall
provide that eligible small business or eligible individual with a sample of health benefit
plans and prices and, upon request, a price for every health benefit plan that it makes
available to any eligible small business or eligible individual.  The carrier may satisfy such
a request for information on health benefit plan offerings by referring the eligible small
business or eligible individual to resources where the information can be accessed, including
but not limited to, an internet website.  The term “internet website” shall include “intranet
website” and “electronic mail” or “e-mail”.  The carrier must provide free of charge a paper
copy of this information if the eligible small business or eligible individual requests such a
paper copy.  The carrier shall provide a toll-free telephone number for the insured to call with
any questions or requests.
(d)   A carrier may only contract to sell any health benefit plan with an employer if said
insurance is offered by that employer to all full-time employees who live in the
commonwealth; provided, however, the employer shall not make a smaller health insurance
premium contribution percentage amount to an employee than the employer makes to any
other employee who receives an equal or greater total hourly or annual salary for each health
benefit plan for all employees.   Notwithstanding the foregoing, a carrier may sell, issue,
market or deliver a health benefit plan to an employer that establishes separate contribution
percentages for employees covered by collective bargaining agreements.
(e)   If a carrier is not accepting every new eligible small group or eligible individual, it may
not accept any new eligible small groups or eligible individuals either directly, through an
association or through an intermediary or through the Connector.

However, if a carrier issued a health insurance product which is not available to eligible
small groups or eligible individuals but is available to a group with 51 or more employees
and the size of that group declined to 50 or fewer employees during the term of the policy,
the carrier is not required to make that particular health insurance product available to
eligible small groups or eligible individuals. 
(f)   A carrier may deny an eligible individual or a group of five or fewer eligible employees
enrollment in a health benefit plan unless the eligible individual or the group enrolls through
an intermediary or through the Connector, provided that the carrier complies with all of the
following requirements: 

1.   For eligible individuals and groups of five or fewer eligible employees, every carrier
must make coverage available either directly or through an intermediary or through the
Connector. 
2.   No carrier may require an eligible individual or a group of five or fewer eligible
employees to join an intermediary if the intermediary has unreasonable barriers to
membership, including, but not limited to, unreasonable fees or unreasonable
membership requirements.  If an eligible individual or a small group is precluded from
joining an intermediary due to unreasonable membership barriers, the carrier must enroll
the eligible individual or eligible small group directly.  Nothing in 211 CMR 66.05(1)(f)
shall prohibit a carrier from enrolling eligible individuals or eligible groups directly or
through the Connector. 
3.   If an eligible individual or a group of five or fewer eligible employees elects to enroll
through an intermediary or through the Connector, a carrier may not deny that group
enrollment. 
4.   The carrier must implement the requirements in 211 CMR 66.05(1)(f) consistently,
treating all similarly situated individuals or groups in a similar manner. 
5.   Any carrier that enrolls eligible individuals or eligible small businesses through an
intermediary or through the Connector must comply with all provisions of 211 CMR
66.00. 
6.   Nothing in 211 CMR 66.05(1)(f) prohibits an eligible individual or an eligible small
business with six to 50 employees from electing to enroll through an intermediary or
through the Connector for coverage under a health benefit plan. 
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7.   Nothing in 211 CMR 66.05(1)(f) permits a carrier to require an eligible small
business with six to 50 employees to enroll through an intermediary or through the
Connector for coverage under a health benefit plan. 

(g)   A carrier may implement a policy for issuance of a health benefit plan to an eligible
individual who has a demonstrated history of canceling his or her coverage under a health
benefit plan with any carrier prior to the end of that eligible individual's contract renewal
period, including, but not limited to, a policy that said eligible individual be required to pay
a portion of his or her annual premium in advance, provided that said policy is submitted to
the division for approval prior to implementation.  A carrier is not required to issue a health
benefit plan to an eligible individual or an eligible small business if the carrier can
demonstrate to the satisfaction of the commissioner that within the prior 12 months:

1.   the eligible individual or eligible small business has made at least three or more late
payments in a 12 month period; or 
2.   the eligible individual or eligible small business has committed fraud, misrepresented
the eligibility of an employee or of an individual, or misrepresented information
necessary to determine group size, group participation rate, the group premium rate, or
individual rate; or
3.   the eligible individual or eligible small business has failed to comply in a material
manner with a health benefit plan provision, including, failure to provide information
necessary to determine eligibility, and, for an eligible small business, carrier requirements
for employer group premium contributions; or 
4.   the eligible small business has been covered by three or more health benefit plans
within the same class of business during the four years immediately preceding the date
of application for coverage.  However, nothing in 211 CMR 66.05(1)(g)4. may be used
by a carrier to refuse acceptance of an eligible small business solely because the eligible
small business offers multiple health benefit plans at the same time. 

(h)   A carrier may request information from other carriers regarding the items listed in
211 CMR 66.05(1)(g) provided that the request does not violate any applicable state or
federal law. The carrier receiving such a request from another carrier may provide the
information consistent with state or federal law.
(i)   A carrier is not required to issue a health benefit plan to an eligible small business or
eligible individual if the eligible small business or eligible individual fails to comply with
reasonable requests by the carrier for information necessary to verify the application for
coverage, including but not limited to information regarding the prior health insurance
coverage of the eligible small business or eligible individual.  Requests for information may
also include information reasonably necessary for the carrier to determine whether the small
business is an “eligible small business” or whether a person is an “eligible employee” or an
“eligible individual” as defined in 211 CMR 66.04. 
(j)   A carrier is not required to issue a health benefit plan to an eligible small business if the
carrier can demonstrate, to the satisfaction of the commissioner, that the small business fails
at the time of issuance or renewal to meet a participation rate requirement established under
the definition of participation rate, as defined in 211 CMR 66.04.  However, if an eligible
business does not meet a carrier’s minimum participation rate requirement, the carrier may
separately rate each employee as an eligible individual.
(k)   A carrier is not required to issue a health benefit plan to an eligible individual or eligible
small business if acceptance of an application or applications would create for the carrier a
condition of financial impairment.  The carrier must file with the commissioner at least 30
days in advance of any such denial, or as soon as the carrier’s financial position becomes
known to the carrier, a certified statement by the Chief Financial Officer attesting to the
carrier's overall financial impairment and accompanied by supporting documentation.  Any
carrier found to be financially impaired by the commissioner must immediately cease issuing
health benefit plans on an initial basis to eligible individuals and eligible small businesses
in accordance with the provisions of 211 CMR 66.05(3). 
(l)   Every carrier must apply participation and employer contribution requirements in a
uniform manner to all groups of the same size.  Carriers may not increase participation or
employer contribution requirements where the size of the group has changed until the group’s
renewal date of the health benefit plan. 
(m)   Any carrier who denies coverage to an eligible small business or eligible individual
under the provisions of 211 CMR 66.05 must: 
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1.   provide to the small business or eligible individual, in writing, the specific reason(s)
for the denial of coverage; and 
2.   make available to the commissioner, upon request, the documentation for the denial.

(n)   An HMO is not required to accept applications from or offer coverage: 
1.   to an eligible individual or an eligible small group, where the eligible individual or
eligible small group is not physically located in the HMO's approved service area; or

 2.   within an area, where the HMO reasonably anticipates, and receives prior approval
by demonstrating to the satisfaction of the commissioner, that it will not, within that area,
have the capacity in its network of providers to deliver services adequately to the
members because of its obligations to existing contract holders and enrollees. The HMO
may not offer coverage in that area to any new cases of individuals or business groups
of any size until the later of 90 days after each refusal or the date on which the carrier
notifies the commissioner that it has regained capacity to deliver services to eligible
small business groups.

(o)   A carrier that offers a health benefit plan that:
1.   provides or arranges for the delivery of health care services through a closed network
of health care providers; and
2.   has reported in its annual membership filing that as of the close of the preceding
calendar year that a combined total of 5,000 or more eligible individuals, eligible
employees and eligible dependents, were enrolled in health benefit plans sold, issued,
delivered, made effective or renewed by the carrier to eligible small businesses or eligible
individuals, shall, by no later than September 1  of that year, offer to all eligiblest

individual and small businesses in at least one geographic area at least one plan with
either a reduced or selective network of providers or a plan in which providers are tiered
and member cost sharing is based on the tier placement that meets the standards of
211 CMR 152.04.  The goal is for these plans to be available throughout the
commonwealth.  For the purpose of 211 CMR 66.05(1)(o)2., "geographic area" shall
mean the largest metropolitan region in a carrier's service area, subject to the approval
of the commissioner.  A carrier may use a plan containing multiple networks to meet the
geographic area standard described in 211 CMR 66.05(1)(o)2.  The benefit rate
adjustment factor of this plan will be such that this plan's group base premium shall be
at least 12% lower than the group base premium of the carrier's most actuarially similar
plan with a non-selective or non-tiered network of providers (a "32A Plan").  On and
after January 1, 2012, carriers shall only classify or reclassify providers in a carrier's 32A
Plan by benefit level tiers based on quality performance as measured by the standard
quality measure set and by cost performance as measured by health status adjusted total
medical prices and relative prices.  When applicable quality measures are not available,
a carrier shall tier providers either solely on adjusted total medical expenses or relative
prices or both.
3.   A carrier may delay implementation of its 32A Plan as set forth in 211 CMR
66.05(1)(o)2. if the carrier applies for and obtains written approval from the
commissioner by no later than May 1  of the year in which the carrier is first required tost

offer a 32A plan.
(p)   A carrier that offers a health benefit plan that has reported in its annual membership
filing that as of the close of the preceding calendar year that a combined total of 5,000 or
more eligible individuals, eligible employees and eligible dependents, were enrolled in health
benefit plans sold, issued, delivered, made effective or renewed by the carrier to eligible
small businesses or eligible individuals, shall be required, as a condition of continued offer
of coverage to eligible small employers and eligible individuals outside of group purchasing
cooperatives, to respond to all documents from certified group purchasing cooperatives
requesting submission of product and rate proposals for offer by the group purchasing
cooperative to eligible members of the qualified associations.  The responses will be
submitted to the group purchasing cooperatives in a timely and complete manner. 

(2)   Eligible Employees, Eligible Individuals and Eligible Dependents.  
(a)   Every carrier must provide coverage to all eligible employees, all eligible individuals,
and all eligible dependents except: 

1.   in the case of an HMO, where the eligible employee or eligible individual or eligible
dependent does not meet the HMO's requirements regarding residence or employment
within the HMO's approved service area; 
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2.   in the case of a small group when an eligible employee seeks to enroll in a health
benefit plan significantly later than it was initially eligible to enroll. However, an eligible
employee or dependent will not be considered a late enrollee if the individual requests
enrollment within 30 days after termination of a previous qualifying health plan, and 

a.   the employee or dependent was covered under a previous qualifying health plan
at the time of the initial eligibility for the eligible small business' health benefit plan;
or
b.   the employee or dependent lost coverage under the previous qualifying health
plan as a result of the termination of his or her spouse's employment or eligibility,
death of a spouse, divorce, loss of dependent status or the involuntary termination of
the qualifying previous coverage; or 
c.   a court has ordered coverage be provided for a spouse, former spouse, minor or
dependent child under a covered employee's health benefit plan and request for
enrollment is made within 30 days after issuance of the court order; or 
d.   the loss of prior coverage was due to the insolvency of the former carrier. 

(b)   A carrier that does not provide coverage to a late entrant because an eligible employee
or eligible dependent did not meet the conditions of 211 CMR 66.05(2)(a)2.a. through d.,
must make coverage available to that person at the group's next renewal date and may not
deny that person coverage at the next renewal date except for reasons otherwise allowed by
211 CMR 66.00. 
(c)   A carrier may not require that a person must have worked for an unreasonable length of
time in order to qualify as an “eligible employee”.  For the purposes of 211 CMR 66.00, five
months is considered to be an unreasonable length of time when determining employee
eligibility. 
(d)   Nothing in 211 CMR 66.00 shall prohibit a carrier from offering coverage in a group
to a person, and his dependents, who does not satisfy the hours per week or period employed
portions of the definition of eligible employee provided that the carrier applies these
standards consistently to all such persons and their dependents who do not meet the
definition of an eligible employee.
(e)   Nothing in 211 CMR 66.00 shall prohibit a carrier from offering coverage to an eligible
individual or eligible dependent who seeks coverage pursuant to 211 CMR 66.05(1)(a)1.
through 3.

(3)   Discontinuance Provisions. 
(a)   Filing Requirements.  Notwithstanding any other provision in 211 CMR 66.05, a carrier
may deny an eligible individual or eligible small group enrollment in a health benefit plan
if the carrier certifies to the commissioner that the carrier intends to discontinue selling that
health benefit plan to new eligible individuals and eligible small businesses.  
(b)   Material to Be Submitted.  A carrier that intends to discontinue selling a health benefit
plan to new eligible individuals and eligible small businesses must, at least 30 days in
advance of discontinuing the sale of the health benefit plan, submit to the commissioner a
statement certified by an officer of the carrier that specifies all of the following: 

1.   The date by which it will discontinue selling the health benefit plan to all new
individuals and groups. 
2.   The reason(s) for the discontinuance of the health benefit plan. 
3.   A list of any other health benefit plans it continues to sell in Massachusetts. 
4.   The number of groups and individuals covered by the discontinued health benefit
plan, both in Massachusetts and in its total book of business.
5.   An acknowledgment that the carrier is prohibited from selling the particular health
benefit plan again in Massachusetts to new individuals and groups for a period of not less
than three years. 

(c)   The commissioner may disapprove, within 21 days of receiving notice under 211 CMR
66.05(3)(b), a carrier’s election to discontinue the sale of the health benefit plan if the carrier
fails to comply with 211 CMR 66.05(3)(b) or is in violation of 211 CMR 66.05(4).
(d)   Notwithstanding any other provision in 211 CMR 66.05, carriers are required to renew
coverage, as described in 211 CMR 66.06, under an otherwise discontinued health benefit
plan for existing groups. 

(4)   In no event may a carrier deny an eligible individual or eligible small group enrollment in
a health benefit plan as part of an effort to circumvent the intent of M.G.L. c. 176J.
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(1)    Except as provided in 211 CMR 66.06(2), every health benefit plan shall be renewable as
required by the Health Insurance Portability and Accountability Act of 1996. 

(2)   A carrier is not required to renew the health benefit plan of an eligible small business if the
small business: 

(a)   has not paid the required premiums; or,
(b)   has committed fraud, misrepresented whether a person is an eligible employee, or
misrepresented information necessary to determine the size of a group, the participation rate
of a group, or the premium rate for a group; or
(c)   failed to comply in a material manner with health benefit plan provisions, including
carrier requirements regarding employer contributions to group premiums; or 
(d)   fails, at the time of renewal, to satisfy the definition of an eligible small business or meet
the participation requirements of the health benefit plan; or, 
(e)   fails to comply with reasonable requests to verify the information described in 211 CMR
66.05(1)(g); or 
(f)   is not actively engaged in business.

(3)   A carrier is not required to renew the health benefit plan of an eligible individual, eligible
employee, or eligible dependent if said person:

(a)   has not paid the required premiums;
(b)   has committed fraud or misrepresented whether he or she qualifies as an eligible
individual, eligible employee, eligible dependent, or misrepresented information necessary
to determine his or her eligibility for a health benefit plan or for specific health benefits;
(c)    has failed to comply in a material way with the provisions of the health benefit plan, the
member contract or the subscriber agreement, including but not limited to relocation of the
individual, employee, or dependent, outside the service area of the carrier;
(d)   fails, at the time of renewal, to satisfy the definition of an eligible individual, eligible
employee, or eligible dependent, provided that the carrier collects sufficient information to
make such a determination and makes such information available to the commissioner upon
request;
(e)   has failed to comply with the carrier’s reasonable request for information in an
application for coverage.

(4)   A carrier must file with the commissioner any material changes in the criteria it uses under
211 CMR 66.06(2) and/or 211 CMR 66.06(3) to determine the nonrenewability of a health
benefit plan for an eligible small business as part of the annual filing required by 211 CMR
66.13. 

(5)   A carrier must provide at least 60 days prior notice to an eligible individual or eligible small
business of the carrier's intention not to renew that eligible individual or eligible small business's
health benefit plan and the specific reason(s) for the nonrenewal in accordance with the carrier's
filed criteria.  A carrier must provide at least 90 days prior notice to affected eligible individuals
or eligible small businesses of the carrier's intention to discontinue offering a particular type of
health benefit plan.

(6)   A carrier that elects to nonrenew all of its health benefit plans delivered or issued for
delivery to eligible individuals and eligible small businesses in Massachusetts:

(a)   must submit to the commissioner, 30 days in advance of providing notice required under
211 CMR 66.06(6)(c) a statement certified by an officer of the carrier that specifies: 

1.   The date by which it will nonrenew all of its health benefit plans to all new groups;
2.   The reason(s) for the nonrenewal of all health benefit plans;
3.   The number of groups and individuals covered by the nonrenewed health benefit
plans, both in Massachusetts and in its total book of business; and
4.   An acknowledgment that the carrier is prohibited from writing new business in the
individual and small group market in Massachusetts for a period of five years from the
date of notice to the commissioner.

(b)   The commissioner may disapprove, within 21 days of receiving notice under 211 CMR
66.06(6)(a), a carrier’s election to nonrenew if the carrier fails to comply with 211 CMR
66.06(6)(a) or is in violation of 211 CMR 66.06(8).
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(c)   A carrier must provide notice of the decision not to renew coverage to all affected
eligible individuals or eligible small businesses at least 180 days prior to the nonrenewal of
any health benefit plan by the carrier in the event the commissioner has not disapproved the
carrier’s election to nonrenew; and 
(d)   after the 180 day notification period, must nonrenew coverage to eligible individuals or
eligible small businesses only on the date of renewal for each individual or small business.

(7)   Nothing in 211 CMR 66.06 prohibits a carrier from canceling during the term of the policy
a health benefit plan issued to an eligible individual or eligible small business for the reasons
outlined in 211 CMR 66.06(2)(a), (b), (c) or (f) or in 211 CMR 66.06(3)(a), (b), or (c); provided
that if the carrier cancels the health benefit plan for the reason found in 211 CMR 66.06(2)(a)
or in 211 CMR 66.06(3)(a) during the policy term, a carrier must provide the eligible individual
or eligible small business with any grace period as provided in the group's health benefit plan,
including any prior notification requirements. 

(8)   In no event may a carrier deny an eligible individual or eligible small group renewal of a
health benefit plan as part of an effort to circumvent the intent of M.G.L. c. 176J.

(9)   In no event shall a carrier deny an eligible individual renewal of a health benefit plan, except
as permitted in 211 CMR 66.06(3), provided, however, that any eligible individual whose policy
was issued outside of the annual open enrollment described in 211 CMR 66.05(1) who seeks to
renew that policy must renew during the next open enrollment period.

(10)   If a carrier re-verifies the eligibility of renewing individuals or small businesses, it shall
complete the re-verification at least 90 days prior to renewal.  

66.07:   Pre-existing Conditions and Waiting Periods

(1)   No carrier may exclude any eligible individual, eligible employee, or eligible dependent
from a health benefit plan on the basis of age, occupation,  actual or expected health condition,
claims experience, duration of coverage, or medical condition. 

(2)   No carrier may modify the coverage of an eligible individual, eligible employee, or eligible
dependent through riders or endorsements, or otherwise restrict or exclude coverage for certain
diseases or medical conditions otherwise covered by the health benefit plan except as permitted
under 211 CMR 66.00. 

(3)   No health benefit plan issued to eligible persons aged 19 and over, including eligible
individuals, eligible employees, or eligible dependents, may include pre-existing condition
provisions that exclude coverage for a period beyond six months following the eligible
individual's, eligible employee's, or eligible dependent's date of enrollment.  The pre-existing
condition provision shall only relate to a limitation or exclusion of benefits relating to a
condition based on the fact that the condition was present before the date of enrollment for such
coverage and for which any medical advice, diagnosis, care or treatment was recommended or
received during the six months before the eligible individual's, eligible employee's, or eligible
dependent's date of enrollment.  Pregnancy shall not be a pre-existing condition. 

(4)   No health benefit plan may include waiting periods that exclude coverage for a period
beyond four months following the eligible individual's, eligible employee’s, or eligible
dependent’s date of enrollment.  Notwithstanding 211 CMR 66.07(4), no waiting period may be
imposed if an eligible individual, eligible employee, or eligible dependent lacked creditable
coverage for 18 months or more immediately prior to the date of enrollment.

(5)   When a eligible individual or eligible small group changes from one health benefit plan to
another, whether such health benefit plan is with the same carrier or a different carrier, the carrier
may impose a new waiting period of not more than four months on the eligible individual or on
all members of the eligible small group for only those services covered under the new health
benefit plan that were not covered under the old health benefit plan.  
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(6)   With respect to TA/HCTC-eligible persons, a carrier may not impose any pre-existing
condition exclusion or waiting period following the TA/HCTC-eligible person’s date of
enrollment. 

(7)   In determining whether a pre-existing condition provision or waiting period applies to an
eligible individual, eligible employee, or eligible dependent, all health benefit plans must credit
the time the person was covered under prior creditable coverage if the prior creditable coverage
was continuous to a date not more than 63 days prior to the request for new coverage, exclusive
of any applicable services waiting period under the new coverage, provided that the prior
creditable coverage was reasonably actuarially equivalent to the new coverage. For the purpose
of 211 CMR 66.07(6), “reasonably actuarially equivalent” means the following: 

(a)   the Benefit Level Rate Adjustment factor for the new health benefit plan is no more than
ten percentage points greater than the Benefit Level Rate Adjustment factor of the previous
health benefit plan; provided, however, that if the Benefit Level Rate Adjustment factor for
the new health benefit plan is more than ten percentage points greater than the Benefit Level
Rate Adjustment factor of the previous health benefit plan, the eligible individual, eligible
employee, or eligible dependent must receive at least the actuarially equivalent benefits of
the previous health benefit plan during the term of the preexisting condition period or waiting
period; or 
(b)   if the previous coverage is under Medicare or Medicaid, or the individual seeking
coverage is an eligible individual as defined in 211 CMR 66.05(1)(a)1., the previous
coverage is presumed to be reasonably actuarially equivalent to the new health benefit plan.
Notwithstanding 211 CMR 66.07(7), a carrier shall not impose on a HIPAA-eligible

individual the requirement that said individual's prior creditable coverage be reasonably
actuarially equivalent to that individual's new coverage.

(8)   If a health benefit plan includes a waiting period, emergency services must be covered
during the waiting period. 

(9)   A carrier may only impose either a pre-existing condition limitation or a waiting period;
however no pre-existing condition limitation shall be imposed on an eligible person under age
19, including an eligible individual, eligible employee, or eligible dependent.

66.08:   Restrictions Relating to Premium Rates

Premiums charged to eligible small groups and eligible individuals, excluding eligible small
groups within a group purchasing cooperative, shall be based on the collective experience of the
covered small groups and individuals enrolled outside group purchasing cooperatives.  Premiums
charged to eligible small groups within a group purchasing cooperative will be based on
premiums available outside of all cooperatives, adjusted by that group purchasing cooperative's
specific group purchasing cooperative adjustment factor.  Premiums charged to every eligible
small business or eligible individual for a health benefit plan issued or renewed on or after
July 1, 2007, whether through a trust or association or through an intermediary or group
purchasing cooperative, or through the Connector, or directly, also must satisfy the following
requirements: 

(1)   The Premium Band for Group Base Premium Rates.  
(a)   For every health benefit plan issued or renewed to an eligible small group or eligible
individual on or after July 1, 2011, the group base premium rates charged by a carrier to each
eligible small group or eligible individual outside all group purchasing cooperatives during
a rating period may not exceed two times the group base premium rate which could be
charged by that carrier to the eligible small group or eligible individual outside all group
purchasing cooperatives with the lowest group base premium rate for that rate basis type
within that class of business in that group’s or individual’s geographic area. 
(b)   The group base premium rates charged by a carrier to each eligible small group within
any group purchasing cooperative during a rating period may not exceed two times the group
base premium rate which could be charged by that carrier to the eligible small group within
that group purchasing cooperative with the lowest group base premium rate for that rate basis
type within that class of business in that eligible small group. 
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(c)   In calculating the premium to be charged to each eligible small group or eligible
individual, a carrier shall develop a base premium rate for each rate basis type and may
develop and use one or more of the following rate adjustment factors, provided that after
multiplying any of the used rate adjustment factors by the base premium rate, the resulting
product for all adjusted group base premium rate combinations fall within rate bands that are
equivalent to a range between 0.66 and 1.32 that is required of all products offered to eligible
small groups and eligible individuals.  An eligible individual or eligible small group's overall
increase in the group base premium rate shall not exceed 15% above the increase in the base
premium rate for that eligible individual or eligible small group, as established by the
commissioner pursuant to St. 2010, c. 288, § 66.  All rate adjustment factors applied outside
group purchasing cooperatives are to be applied at the same level and in the same manner to
similarly situated small groups within a group purchasing cooperative:

1.   Age Rate Adjustment Factor.  If a carrier applies an age rate adjustment factor to
eligible individuals or eligible small groups, the carrier must apply the age rate adjust-
ment factor on a year-to-year basis so that it is interpolated gradually for each age
between the low and high factors such that the impact of the age rate adjustment is spread
across the ages in each range to smooth the overall impact of the application of the age
rate adjustment factor to the eligible individuals or eligible small groups.
2.   Industry Rate Adjustment Factor.

a.   If used for eligible individuals, the industry rate adjustment applicable to an
eligible individual must be based on the industry of the eligible individual’s primary
employer and must be the same adjustment applied to eligible small groups in the
same industry.
b.   A carrier may not apply an industry rate adjustment to an eligible individual who
is not employed.  
c   If a carrier establishes an industry rate adjustment, it must be applied to every
eligible small group in an industry.
d.   If a carrier uses an industry rate adjustment for eligible individuals, it must be
applied to all eligible individuals based on the industry of an individual’s identified
primary employer.

3.   Participation-rate Rate Adjustment Factor. 
a.   A carrier may establish participation-rate rate adjustments for any health benefit
plan or plans for any ranges of participation rates below the following minimum
participation requirements: 

i.   For groups of five or fewer: not to exceed 100%. 
ii.   For groups of six or more: not to exceed 75%. 

b.   The participation-rate rate adjustments must be based upon actuarially sound
analysis of the differences in the experience of eligible small businesses with
different participation rates. 
c.   If a carrier chooses to establish participation-rate rate adjustments, it must apply
the adjustment to every eligible small business within the ranges defined by the
carrier. 
d.   If an eligible small employer does not meet a carrier’s minimum participation or
contribution requirements, the carrier may separately rate each employee as an
eligible individual.

4.   Wellness Program Rate Adjustment Factor.
a.   The wellness program rate adjustment factor applies to both eligible individuals
and eligible small groups
b.   Wellness programs must be approved by the Commissioner 
c.   If a carrier chooses to establish a wellness program  rate adjustment factor, it must
apply the adjustment to every eligible individual and eligible small group 

5.   Tobacco Use Rate Adjustment Factor.
a.   The tobacco usage  rate adjustment factor, when used, will consistently apply to
all eligible individuals and eligible small groups.
b.   Eligible individuals and eligible small groups must certify, in a method approved
by the Commissioner, that eligible individuals and/or their dependents or eligible
small group employees and/or their eligible dependents have not used tobacco
products within the past year.
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(2)   Additional Rate Adjustments.  Carriers may apply the additional factors identified in
211 CMR 66.08(2) outside the 0.66 to 1.32 equivalent rate band.

(a)   Benefit Level Rate Adjustment. 
1.   The benefit level rate adjustment for all eligible individuals and all eligible small
businesses must represent the ratio of the actuarial value of the benefit level, including
the health care delivery network, of one health benefit plan as compared to the actuarial
value of the benefit level of another health benefit plan, measured on the basis of a
census that is representative of Massachusetts eligible individuals and eligible small
businesses for that carrier. 
2.   If a carrier chooses to establish a benefit level rate adjustment, it must apply the
adjustment to every eligible individual and eligible small business. 

(b)   Area Rate Adjustments.
1.   The area rate adjustment for each distinct region in 211 CMR 66.08(2)(b)2., must
range from not less than 0.8 to not more than 1.2. 
2.   The permissible regions are based on the following zip code groupings which refer
to the first three digits of the zip code for each eligible small business or eligible
individual: 

a.   010 through 013,
b.   014 through 016,
c.   017 and 020,
d.   018 through 019,
e.   021 through 022 and 024,
f.   023 and 027,
g.   025 through 026,

except that a carrier may combine the zip code groupings outlined in 211 CMR
66.08(2)(b)2.c. and d. into one region or combine the zip code groupings outlined in
211 CMR 66.08(2)(b)2.c., d. and e. into one region for all of its health benefit plans
subject to 211 CMR 66.00, or use regions based on groupings of counties that roughly
approximate the zip code groupings. 
3.   If a carrier chooses to establish an area rate adjustment, it must apply the adjustment
to every eligible small business and eligible individual within each area.  The area rate
adjustment for an eligible small group will be based on the location of the eligible small
group and the area rate adjustment for an eligible individual will be based on the primary
residence of the eligible individual.  

(c)   Rate Basis Type Adjustment Factor.
1.   The rate basis types that are offered to any eligible small employer or eligible
individual must be offered to every eligible small employer or eligible individual for all
coverage issued or renewed on and after July 1, 2007.  
2.   The rate basis type adjustment factor for eligible individuals and eligible small groups
must represent the relative actuarial value of the rate basis type, which shall include at
least any combination of the following:

a.   Single, 
b.   Two adults, 
c.   One adult and child(ren), 
d.   Family.  

(d)   Group Size Rate Adjustment. 
1.   If a carrier chooses to establish group size rate adjustments, every eligible individual
and eligible small group shall be subject to the applicable group size rate adjustment.  
2.   The group size rate adjustment applies to both eligible individuals and eligible small
groups, the value of which shall range from 0.95 to 1.10 and for eligible small groups
must be based on the number of eligible employees who are enrolled in an eligible small
business.
3.   If an eligible small business does not meet a carrier’s participation or contribution
requirements, the carrier may apply the group size adjustment that applies to eligible
individuals to each employee who enrolls through the eligible small business.
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(e)   Intermediary Discount.  If a carrier provides coverage to eligible small businesses and
eligible individuals through an intermediary, the carrier may apply a discount factor to the
total premium for each eligible small business and eligible individuals.  The factor must be
calculated to account only for the savings to the carrier due to the administrative and
marketing activities of the intermediary which are related to the purchase of health benefit
plans for its members from that carrier.  The factor may not be calculated based on the claims
experience, duration of coverage, health status or case characteristics of the eligible small
businesses enrolled in the carrier's health benefit plan through the intermediary.  The discount
may be negotiated between the carrier and each individual intermediary according to the
range of services offered by each intermediary. 
(f)   Group Purchasing Cooperative Adjustment Factor.  A carrier may apply a group
purchasing cooperative adjustment factor that is specific to one group purchasing cooperative
and based on the actuarially projected different experience of that cooperative's potential
covered members compared to the experience of those eligible individuals and eligible
employers who have coverage outside all of the group purchasing cooperatives.  Any such
group purchasing cooperative adjustment factor must be applied uniformly to the rates of all
persons who obtain coverage through that group purchasing cooperative.  Notwithstanding
the requirements of 211 CMR 66.09(2)(a), a carrier shall submit all group purchasing
cooperative adjustment factors to the division for review upon request.

(3)   In addition to the factors identified in 211 CMR 66.08(1) and (2), the commissioner
annually may adopt changes to the permissible rating factors to modify the derivation of group
base premium rates on or before July 1  that will apply to rates effective the followingst

January 1 .st

(4)   Premium Rate Calculation.  No carrier may charge a premium rate to an eligible individual
or eligible small business that is based upon the eligible individual’s or eligible small business'
health status, duration of coverage, or actual or expected claims experience. 

The premium charged by a carrier to each eligible individual or eligible small business on
the date the eligible individual’s or eligible small business' health benefit plan is issued or
renewed shall be established such that the premium rates charged for each rate basis type at the
beginning of the rating period adjusted to a January 1   basis, equals: st

the group base premium rate for the single rate basis type, multiplied by the rate basis
type adjustment factor
multiplied by the benefit level rate adjustment,
multiplied by the area rate adjustment,
multiplied by the group size rate adjustment,
multiplied by the group purchasing cooperative adjustment factor,
as may be applicable pursuant to 211 CMR 66.08.

66.09:   Submission and Review of Rate Filings

(1)   Definitions.  For rate filings submitted pursuant to 211 CMR 66.09(2), the following
definitions also shall apply: 

(a)   Adjusted Minimum Medical Loss Ratio:  a specific carrier's aggregated medical loss
ratio for all its merged market plans which was less than the minimum medical loss ratio, but
at least 1% greater than the carrier's equivalent loss ratio for the 12-months prior to the
carrier's present rate filing.
(b)   Capital Costs and Depreciation Expenses:  all expenses associated with depreciation
(depreciation for EDP, equipment, software, and occupancy); capital acquisitions (acquisition
of capital assets, including lease payments that were paid or incurred during the year); capital
costs on behalf of a hospital or clinic (expenditures for capital and lease payments incurred
or paid during the year on behalf of a hospital or clinic (or part of a partnership, joint venture,
integration or affiliation agreement); and other capital (other costs that are directly associated
with the incurring of capital costs, such as legal or administrative costs, incurred or paid
during the year).
(c)   Charitable Contributions Expenses:  all contributions to tax-exempt foundations and
charities, not related to the company business enterprises.
(d)   Claim Completion Method:  any actuarial method used to quantify claims which have
been incurred but not yet paid.
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(e)   Claims Operations Expenses:  all expenses associated with claims adjudication and
adjustment of claims, appeals, claims settlement, coordination of benefits processing,
maintenance of the claims system, printing of claims forms, claim audit function, electronic
data interchange expenses associated with claims processing and fraud investigation.
(f)   Distribution Expenses:  all expenses associated with distribution and sale of products,
including commissions, producer, broker and benefit consultant fees, other fees, commission
processing and account reporting to brokers, agents and producers.
(g)   Financial Administration Expenses:  all expenses associated with underwriting, auditing,
actuarial, financial analysis, investment-related expenses (not included elsewhere), treasury,
and reinsurance.
(h)   General Administration Expenses:  all expenses associated with payroll administration
expenses and payroll taxes (salaries, benefits and payroll taxes); real estate expenses
(company building and other taxes and expenses of owned real estate, excluding home office
employee expenses and rent (not allocated elsewhere) and insurance on real estate);
regulatory compliance and government relations (Federal and State reporting, rate filing,
state and federal audits, tax accounting, lobbying, licensing and filing fees, preparation and
filing of financial, utilization, statistical and quality reports and administration of government
programs); board, bureau or association fees (Board of Directors, Bureau and association fees
paid or expensed during the calendar year); other administration (information technology,
senior management, outsourcing (not allocated elsewhere), insurance except on real estate,
equipment rental, travel (not allocated elsewhere), certification and accreditation fees, legal
fees and expenses before administrative and legal bodies, and other general administrative
expenses); and negative adjustment for reimbursement from uninsured plans (all revenue
receipts from uninsured plans (including excess pharmaceutical rebates and administrative
fees net of expenses) and reimbursements from fiscal intermediaries including administrative
fees net of expenses from the government).
(i)   Marketing and Sales Expenses:  all expenses associated with billing and member
enrollment (group and individual billing, member enrollment, premium collection and
reconciliation functions); customer service and member relations (individual, group or
provider support relating to membership, enrollment, grievance resolution, specialized phone
services and equipment, consumer services and consumer information); product
management, marketing and sales (management and marketing of current products, including
product promotion and advertising, marketing materials, changes or additions to current
products, sales, pricing and enrollee education regarding coverage prior to the sale); and
product development: (product design and development for new products not currently
offered, major systems development associated with the new products and integrated system
network development).
(j)   Medical Administration Expenses:  all expenses associated with quality assurance and
cost containment (health and disease management and wellness initiatives (other than for
education), health care quality assurance, appeals, case management, fraud detection and
prevention, utilization review, practice protocol development, peer review, outcomes analysis
related to existing products, nurse triage, medical management and other medical care
evaluation activities); wellness and health education (wellness and health promotion, disease
prevention, member education and materials, provide education and outreach services); and
medical research (outcomes research, medical research programs and development of new
medical management programs not currently offered, major systems development and
integrated system network development).
(k)   Minimum Medical Loss Ratio:  the higher of the medical loss ratio in state or federal
law that applies to individual and small group health insurance premiums.  The minimum
medical loss ratio for small group health insurance is 88% for coverage issued in 2011, 90%
for coverage issued through September 30, 2012 and the minimum medical loss ratio in the
current NAIC methodology for calculating medical loss ratio in all other years.
(l)   Miscellaneous Expenditures Expenses:  all other not classified expenses including all
collection and bank service charges, printing, office supplies, postage and telephone (not
allocated elsewhere).
(m)   Network Operations Expenses: all expenses associated with provider contracting
negotiation and preparation, monitoring of provider compliance, field training with
providers, provider communication materials and bulletins, administration of provider
capitation and settlements, hospital and physician relations, medical policy procedures,
network access fees and credentialing.
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(n)   Normalized per Member per Month Claim Cost:  claim cost expressed per member per
month adjusted to represent a member whose rating factors equal one.
(o)   Taxes, Assessments and Fines Paid to Federal, State or Local Governments (as
Expenses):  all expenses associated with taxes (state premium taxes, state and local insurance
taxes, federal taxes, except taxes on capital gains, state income tax, state sales tax and other
sales taxes not included with the cost of goods purchased); assessments, fees and other
amounts paid to regulatory agencies (assessments, fees or other amounts paid to state or local
government and does not include taxes or fines or penalties paid to any government agency);
and fines and penalties paid to regulatory agencies (penalties and fines paid to government
agencies).

(2)   Submission of Rate Filings.
(a)   Every carrier, as a condition of doing business under M.G.L. c. 176J and 211 CMR
66.00, must file all changes to small group base premium rates and to small group rating
factors electronically at least 90 days before their proposed effective dates.  All base
premium rates and rating factors are subject to disapproval if they do not meet the
requirements of M.G.L. c. 176J.
(b)   Small group rate filing materials submitted for review by the Division shall be deemed
confidential and exempt from the definition of public records in M.G.L. c. 4, § 7, clause 26.

(3)   Content of Rate Filings.  A carrier's submission shall be submitted in a format specified by
the commissioner and shall show the company's development of the filed rates and contain at
least the following information:

(a)   Summary rate information for each product, including:
1.   proposed rate increase over rates in effect 12 months before proposed effective date;
2.   number of currently enrolled groups/members impacted by the proposed increase:

a.   number of employer groups and covered employees/dependents renewing by
month; and
b.   individual accounts and covered individuals/dependents renewing by month; 

3.   average effective rate increase for all persons covered under proposed rate changes;
and
4.   maximum increase for any group or individual covered under the proposed rate
change.

(b)   Changes to cost-sharing and/or benefits for each product relative to the 12 month period
prior to the proposed effective date of the filed rates for the following:

1.   inpatient hospital care;
2.   outpatient hospital care, with separate experience for:

a.   radiological/laboratory/pathology costs; and
b.   all other outpatient costs;

3.   health care providers, with separate experience for:
a.    medical and osteopathic physicians;
b.   mental health providers; and
c.   all other health care practitioners;

4.   outpatient prescription drugs; and
5.   supplies.
For information submitted pursuant to 211 CMR 66.09(3)(c) through (j), a carrier's

submission shall provide details in aggregate.
(c)   Number of member months of coverage reported for each of the latest available 12
months for products issued or renewed according to M.G.L. c. 176J, as well as the number
of member months projected to be impacted by the proposed rate increase.
(d)   Actual premium revenue per member per month reported for each of the latest available
12 months for products issued or renewed according to M.G.L. c. 176J, as well as projected
premium revenue per member per month based on the proposed rates and the projected
membership impacted by the rate increase.  The premium revenue also should be shown on
a normalized per member per month basis with a description of normalization factors that
are used and how they take into account the average enrollee risk for the permitted risk
characteristics.  The statement of actual premium revenue should explain any differences
between what is included in this filing and what normally is included in the carrier's reported
financial statements.
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(e)   Actual fee-for-service claims payment experience and utilization experience reported
for each of the latest available 12 months for products issued or renewed according to
M.G.L. c. 176J, on both an aggregate and normalized per member per month basis, that was
used in the development of the filing's rate filing and the projected claims payments and
utilization experience for the period impacted for the proposed rate increase, differentiating
among:

1.   inpatient hospital care;
2.   outpatient hospital care, with separate experience for:

a.   radiological/laboratory/pathology costs; and
b.   all other outpatient costs;

3.   health care providers, with separate experience for:
a.   medical and osteopathic physicians;
b.   mental health providers; and
c.   all other health care practitioners.

4.   outpatient prescription drugs; and
5.   supplies.
The analysis should explain any differences between what is included in this filing and

what normally is included in the carrier's financial statements.  The carrier also should submit
projected trends in fee-for-service utilization per thousand members, costs per service and
per member per month costs for each of the noted service types that the carrier is using to
project historic claims forward to the period for which the rates will be effective.  The trend
information should include the actuarial basis for all changes in fee-for-service trends,
including all relevant studies used to derive the factors.  The analysis also should explain the
completion method used to derive the incurred-but-not-reported (IBNR) claims for the claim
experience study.
(f)   The carrier's historic capitation or global payments, as well as calculated normalized per
member per month cost experience,  relevant to products issued or renewed according to
M.G.L. c. 176J and used in the development of the filing's rate making, reported for each of
the latest available 12 months of experience, differentiating among:

1.   inpatient hospital care;
2.   outpatient hospital care, with separate experience for:

a.   radiological/laboratory/pathology costs; and
b.   all other outpatient costs;

3.   health care providers, with separate experience for:
a.    medical and osteopathic physicians;
b.   mental health providers; and
c.   all other health care practitioners;

4.   outpatient prescription drugs; and
5.   supplies.
The analysis should explain any differences between what is included in this filing and

what normally is included in the carrier's financial statements.  The carrier also should submit
projected trend factors that the carrier is using to project historic claims forward to the period
for which the rates will be effective.  The trend information should include the actuarial basis
for all changes in capitation or global payments trends, including all relevant studies or
information that the carrier believes will lead to changes in capitation and global payments
costs. 
(g)   The carrier's other non-fee-for-service and non-capitation payments to providers, as well
as calculated normalized per member per month cost experience,  relevant to products issued
or renewed according to M.G.L. c. 176J and used in the development of the filing's rate
making, for at least the latest available 12 months of experience.  The other payments would
include all bonus/incentives tied to provider performance and other payments not tied to
service or performance.  The carrier also should submit the projected trends factor in the
other provider payments per member per month costs that the carrier is using to project
historic claims forward to the period for which the rates will be effective.  The trend
information should include the actuarial basis for all changes in these payments, including
all relevant studies or information that the carrier believes will lead to changes in these other
provider payment costs.
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(h)   The carrier's administrative expenses and per member per month administrative
expenses relevant to products issued or renewed according to M.G.L. c. 176J and used in the
development of the filing's rate making, for the two years prior to the submission of the rate
filing for each of the following categories:

1.   expenses for financial administration;
2.   expenses for marketing and sales;
3.   expenses for distribution;
4.   expenses for claims operations;
5.   expenses for medical administration, with specific detail on costs related to programs
that improve health care quality;
6.   expenses for network operations;
7.   expenses for charitable contributions;
8.   expenses for general administration;
9.   expenses for taxes, assessments and fines paid to federal, state or local governments;
10.   expenses for capital costs and depreciation; 
11.   expenses for miscellaneous expenditures described in detail; and
12.   total administrative expenses [subtotaling 211 CMR 66.09(3)(h)1. through 11.].
The carrier also should submit projected increases in administrative expenses per member

per month costs that the carrier is using to project historic claims forward to the period for
which the rates will be effective.  The trend information should include an explanation for
all significant changes in the company's administrative expenses due to one-time costs,
including where changes in administrative expenses may be caused by regulatory
requirements or efforts to contain health care delivery costs, an explanation of the projected
cost and cost per member per month that can be attributed to each regulatory requirement or
effort to contain health care delivery costs and the method that the carrier is using to allocate
any companywide expenses to the small group line of business.
(i)   The carrier's contribution-to-surplus, relevant to products issued or renewed according
to M.G.L. c. 176J, both in the aggregate, on a normalized per member per month basis and
as a per cent of premium for the two years prior to the submission of the rate filing.   The
carrier also should identify the contribution-to-surplus included in the rate filing on a per
member per month basis and as a per cent of premium and should provide a detailed
explanation of the reasons that the contribution-to-surplus has been filed at that level, as well
as the contribution-to-surplus levels that the carrier is using in all other lines of coverage.
The carrier should describe the method used to quantify the contribution-to-surplus in the
proposed rates.
(j)   The three-year historic medical loss ratio for the rates, relevant to products issued or
renewed according to M.G.L c. 176J and the projected medical loss ratios for the one year
period during which rates will be in effect.  
(k)   A detailed description of all cost containment programs the carrier is employing or will
employ during the rating period to address health care delivery costs and the realized past
savings and projected savings from all such programs.
(l)   If the carrier intends to pay similarly situated providers within its provider networks
different rates of reimbursement, a detailed description of the bases for the different rates
including, but not limited to:

1.   quality of care delivered;
2.   mix of patients; 
3.   geographic location at which care is provided; and
4.   intensity of services provided.

(m)   Interrogatories, including:
1.   Detailed explanations of methodological changes that have been employed by the
carrier in development of rates, loads or factors since most recent filing, including:

a.   pricing methodology;
b.   administrative expense loads;
c.   contribution-to-surplus loads;
d.   rating factors;
e.   cost containment and quality improvement efforts;
f.   provider contracting initiatives;
g.   methodology for setting claim reserves;
h.   size of the claim reserve relative to the total incurred claims estimate for the most
recent year of experience; and
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i.   reconciliation of claim payments in filing to claims system and recorded claim
payments in filed financial statements.

2.   Detailed explanations of the development of claims completion factors, including:
a.   explanation of the source of the filing's completion factor;
b.   high level analysis of derivation of factor;
c.   explanation of whether factor is consistent with reserve development for financial
reporting;
d.   explanation of level of conservatism used in developing factor;
e.   demonstration for each calendar month in the claim experience period of how any
incurred but unreported claims were estimated using the carrier's completion
factor(s); and
f.   a comparison of estimated claim payments provided in the most recent prior filing
to current estimated claims costs for the same time period.

3.   Detailed explanations of planned changes in methods of paying providers, including:
a.   Three year historical analysis of the proportion of provider services reimbursed
according to the following methodologies:

i.   discounted or undiscounted charges;
ii.   payment based on fee schedules;
iii.   incentive-based fee-for-service (payment is initially withheld and repaid to
provider based on provider performance);
iv. fee-for-service payments with bonus/incentives tied to performance
(additional payments above and beyond the standard payment where the amount
of the additional payment is based on provider performance;
v.   capitation payments (fixed payment per member per month for a specified set
of services);
vi.   risk sharing adjustment to provider payments made in a fiscal year-end
settlement whereby provider payments are increased or decreased based on
provider performance that is shared with the health plan; and
vii.   payments not tied to provision of specific service or performance.

b.   Explanation of projected distribution of provider services to be reimbursed using
these methodologies in the rating period and an explanation of the impact on
expected costs for covered member services.
c.   Explanation of the weighting of the criteria that the plan uses for evaluating
performance-based provider payments, including:

i.   patient satisfaction;
ii.   outcomes measurement;
iii.   participation or adherence to processes to improve quality;
iv.   measured achievement of quality standards;
v.   measured achievement of utilization efficiency standards;
vi.   measured achievement of cost containment goals; and
vii.   measured implementation of technology necessary to improve efficiency.

d.   Explanation of a carrier's plan to change the distribution of payment systems to
providers in the future and how this will impact future rate filings.

4.   Benefit level rate adjustment factors, including:
a.   explanation of the process used to ensure that the benefit level rate adjustment
factor reflects the actuarial value of benefits in one plan versus another;
b.   explanation of any effect that Connector-offered plans may have on plans not
offered through the Connector; and
c.   explanation of any reasons that a filing may reflect different benefit level trends
for different products and how this may be incorporated into the rate analysis.

5.    Rate adjustment factors, including:
a.   illustration of how a sample member's factor is calculated for each rate
adjustment factor (i.e., age,  industry, participation rate,  group size, participation in
wellness programs, participation in smoking cessation programs, geographic region,
group purchasing cooperative); and
b.   explanation of the methodology used to aggregate each member's factors to arrive
at a total rate adjustment factor for the individual or small group, showing how the
factors are applied to arrive at the final premium charged to each dependent coverage
tier in an individual contract or small group policy.
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6.   Credibility analyses, including:
a.   explanation of how actuary conducted a credibility analysis of available data; and
b.   explanation of adjustments made due to concerns over the credibility of available
data and basis for said adjustments, including an explanation of national or regional
data that was used in place or in combination with plan data when developing factors.

7.   A discussion of the impact of overestimates or underestimates of medical trend in
prior year rate filings on the development of the current proposed rate.
8.   A calculation of the carrier's risk-based capital level at the end of the most recent
calendar quarter and the risk-based capital level for the prior calendar year.
9.   Overall rate impacts, including:

a.   Illustration of rate changes for each product, after application of the rating factors,
and any changes in the demographic make-up of the individual or group contract
using the following ranges:

i.   reduction of 10% or more;
ii.   reduction between 5.01% and 9.99%;
iii.   reduction of 5% or less (including no change);
iv.   increase of less than 5%;
v.   increase of between 5.01% and 9.99%;
vi.   increase of between 10.0% and 14.99%; and
vii.   increase of 15% or more.

b.   Explanation of the reasons, distinguishing by base rate changes and the
application of rate adjustment factors, for which rates of any groups increase by more
than 15%.

(n)   Any other information requested by the commissioner, including, but not limited to, any
information requested by the commissioner on behalf of the National Association of
Insurance Commissioners.
(o)   Each rate filing shall be accompanied by a supporting actuarial memorandum prepared
and certified by a qualified member of the American Academy of Actuaries and an Actuarial
Opinion.

(4)   Review of Filing.
(a)   A carrier's filing will not be considered to be complete until all materials required by
M.G.L. c. 176J and 211 CMR 66.00 have been received by the Division.  
(b)   A carrier shall respond to any request for additional information by the Division within
five days of the date of the Division's request.  Failure to respond to the Division's request
within five business days may result in a delay of the Division's review of the filing and a
delay in the proposed effective date of the filed small group rates.
(c)   Every carrier shall include with any submission under 211 CMR 66.09(3) a cover letter
summarizing the content in 211 CMR 66.09(3)(h)12., 66.09(3)(i) and 66.09(3)(j), and a
statement indicating whether the carrier consents to a designation of presumptive disapproval
pursuant to M.G.L. c. 176J, § 6(d).  Group base premium rates will be presumptively
disapproved as excessive if the rate filing does not meet the following standards:

1.   Administrative Expense Standards.  Group base premium rates will be presumptively
disapproved if the filing's projected administrative expense loading component, not
including taxes and assessments, increases by more than the most recent calendar year's
increase in the New England medical CPI.

a.   The projected administrative expense loading component is the per member per
month administrative expense described in 211 CMR 66.09(3)(h)12.
b.   The most recent calendar year's increase in the New England medical CPI shall
be calculated by dividing the index value for the November period preceding the date
of the filing by the same index value from the November period one year earlier.  For
the purpose of 211 CMR 66.09(4)(c)1.b., the New England medical CPI shall reflect
the Consumer Price Indexes for All Urban Consumers (CPI-U), U.S. city averages
and selected areas, for the Boston-Brockton-Nashua area.

2.   Contribution-to-surplus Standards.  Group base premium rates will be presumptively
disapproved as excessive if the rate filing's contribution-to-surplus loading component
exceeds 1.9% of the total filed group base premium rate.

a.   The contribution-to-surplus loading component shall represent the per member
per month contribution-to-surplus amount submitted in 211CMR 66.09(3)(i).
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b.   If a carrier's Risk Based Capital Ratio, calculated according to the provisions of
211 CMR 25.00, falls below 300% for the four most recent consecutive quarters, the
group base premium rates will be presumptively disapproved as excessive if the
filing's contribution-to-surplus loading component exceeds 2.5% of premium.

3.   Medical Loss Ratio Standards.  Group base premium rates will be presumptively
disapproved as excessive if the rate filing's projected aggregate medical loss ratio for all
plans offered in the individual-small employer market is less than the Minimum Medical
Loss Ratio.

a.   The aggregate medical loss ratio shall be reported as submitted in 211 CMR
66.09(3)(j).
b.   When a carrier's individual/small group base premium rates for a rating period
would have been presumptively disapproved for failure only to meet the aggregate
Minimum Medical Loss Ratio, the group base premium will not be presumptively
disapproved if the aggregate loss ratio for all of the carrier's individual/small group
plans was at least 1% higher than the carrier's equivalent medical loss ratio in the
12-months prior to the present filing.  In this case, the filed medical loss ratio will be
considered the Adjusted Minimum Medical Loss Ratio.

(5)   Disapprovals.
(a)   Rate filings may be presumptively disapproved with the consent of the carrier or
presumptively disapproved by the commissioner as described in 211 CMR 66.09(4)(c).  Rate
filings also shall be disapproved by the commissioner if the benefits provided therein are
unreasonable in relation to the rate charged, or if the rates are excessive, inadequate or
unfairly discriminatory or do not otherwise comply with the requirements of M.G.L. c. 176J
or 211 CMR 66.00.  Changes to filed small group rating factors shall be disapproved by the
Commissioner if found to be discriminatory or not actuarially sound.  Notwithstanding the
foregoing, where applicable, rate filings made under 211 CMR 66.00 also are subject to the
provisions of regulations specifying the procedures for rate hearings on such rate filings.  
(b)   If a carrier's filing is presumptively disapproved with the carrier's consent, it shall be
subject to a hearing to be scheduled to commence within 45 days of the carrier's submission
of a complete filing.  The commissioner retains the right to presumptively disapprove or
disapprove the subject filing for reasons other than those identified by the carrier and to
provide notice of such presumptive disapproval or disapproval to the carrier.
(c)   If a carrier's filing is presumptively disapproved by the commissioner, it shall be
considered disapproved.
(d)   If the commissioner disapproves a carrier's proposed base rate(s) or proposed changes
to rate adjustment factor(s), he shall notify the carrier in writing in accordance with the
timing described below and he shall state the reason(s) for the disapproval, including whether
the disapproval is presumptive.

1.   If a carrier's submission is deemed complete and filed at least 120 days in advance
of its proposed effective date, the commissioner shall notify the carrier of any
disapproval no later than 75 days prior to the effective date of the carrier's filing.
2.   If a carrier's submission is deemed complete and filed between 119 and 105 days in
advance of its proposed effective date, the commissioner shall notify the carrier of any
disapproval no later than 60 days prior to the effective date of the carrier's filing.
3.   If a carrier's submission is deemed complete and filed between 104 and 90 days in
advance of its proposed effective date, the commissioner shall notify the carrier of any
disapproval no later than 45 days prior to the effective date of the carrier's filing.

(e)   In the event of a disapproval under 211 CMR 66.09(5)(a) through (d), a carrier shall
comply with the following procedures:

1.   the carrier shall not quote, issue, make effective, deliver or renew health benefit plans
in the Commonwealth using disapproved base rates.  The carrier shall quote, issue, make
effective, deliver or renew all health benefit plans using base rates as in effect 12 months
prior to the proposed effective date of the disapproved base rates.  211 CMR 66.09(5)(a)
through (d) also applies to new health benefit plans whose base rates are disapproved.
In calculating premiums, the carrier may apply any applicable, but not previously
disapproved, base rate adjustment factors;
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2.   the carrier shall recalculate applicable rates for all affected health benefit plans and
shall issue rate quotes and make all health benefit plans available through all distribution
channels, including intermediaries, the Connector, licensed insurance producers and the
carrier's website, but in no event more than ten calendar days after the carrier's receipt of
the disapproval; 
3.   the carrier shall notify all affected policyholders of the disapproval within ten
calendar days of the carrier's receipt of the disapproval; 
4.   the carrier shall promptly provide notice of all material changes to the evidence(s) of
coverage to all affected individuals and groups in accordance with M.G.L. c. 176O,
§ 6(a) and 211 CMR 52.13(6);
5.   within ten days of receipt of the disapproval, the carrier may request a hearing on the
disapproval.  The hearing shall be adjudicatory and de novo;  
6.   presumptive disapproval hearings shall commence within 45 days of the submission
of a complete rate filing and other disapproval hearings shall commence within 15 days
of the commissioner's receipt of the carrier's request for a rate hearing.  In either case,
notice of the public hearing will be given to, or advertised in, newspapers in Boston,
Brockton, Fall River, Pittsfield, Springfield, Worcester, New Bedford, and Lowell.  The
commissioner shall issue a written decision within 30 days after the conclusion of the
hearing.  
7.   the commissioner shall issue an order as to the requested rates within 30 days
following the conclusion of the public hearing.  The commissioner may base a final
disapproval of the filing on reason(s) other than those identified in the initial disapproval.
If the filing is disapproved and a revised filing conforming to the terms of the decision
is resubmitted in accordance with applicable regulations specifying the procedures for
rate hearings on such rate filings, it shall be placed on file, thereby making those rates
available for use.  

(6)   Appeals.  Any order, decree, or judgment of the Supreme Judicial Court modifying,
amending, annulling, or reversing a decision of the commissioner disapproving a rate filing, and
any further decision of the commissioner pursuant to such an order, decree, or judgment that
affects the overall rate not disapproved shall be effective as ordered.

(7)   Maintaining Records.  Every carrier must maintain at its principal place of business a
complete and detailed description of its rating practices including information and documentation
which demonstrates that its rating methods and practices are based upon commonly accepted
actuarial assumptions, are in accordance with sound actuarial principles, and comply with the
provisions of 211 CMR 66.00.  This information must be made available to the commissioner
upon request, but will remain confidential. 

(8)   Methodology for Calculating and Reporting Refund, Rebate or Credit Calculations.
(a)   Unless otherwise determined by the Commissioner, for the purposes of M.G.L. c. 176J,
§ 6, carriers are to calculate and submit a rebate calculation form each calendar year by
May 31  for the previous calendar year in accordance with the current NAIC methodologyst

for calculating rebates.  When completing the form for Massachusetts, carriers are to use the
Minimum Medical Loss Ratio, or if applicable, the Adjusted Minimum Medical Loss Ratio,
that applies in the year for which the calculation was completed.
(b)   If the calculation illustrates that a refund or rebate is warranted, the carrier shall submit
a detailed plan, for the commissioner's approval, that will provide a detailed description of
the manner in which the carrier will refund the excess premium to those individuals or small
employers who were covered during the prior calendar year or an explanation of the reasons
that the carrier proposes not to make a refund or rebate.   The amount of the rebate will be
based on the individual's or small employer's relative share of the premiums that were paid
to the carrier during the calendar year.
(c)   A carrier shall communicate within 60 days to all individuals and small employers that
were covered under plans during the relevant 12-month calendar year that such individuals
and small employers qualify for a refund which may take the form of either a refund on the
premium for the applicable 12-month period, or if the individual or small employer are still
covered by the carrier, a credit on the premium for the subsequent 12-month period.
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(d)   The basis for all refunds issued shall equal the amount of a carrier's earned premium that
exceeds that amount necessary to achieve the Minimum Medical Loss Ratio, or if applicable,
the Adjusted Minimum Medical Loss Ratio, calculated using data reported by the
commissioner.  The commissioner may authorize a waiver or adjustment of the refund
requirement if the commissioner determines that issuing such refunds would result in
financial impairment for the carrier or if the commissioner determines that such refunds are
de minimus.  The aggregate of any de minimus amount not refunded shall be used to reduce
overall premiums.
(e)   Refunds shall be paid annually by June 30  of the year following the calendar year ofth

the rebate calculation.  
(f)   Carriers who issue refunds shall keep records of all refunds made to affected individuals
and small groups for inspection by the Division of Insurance.
(g)   No individual or small employer may assign his or her or its rights to such premium
adjustments to another person or entity.
(h)   If a carrier fails to make refunds, rebates or premium adjustments acceptable to the
commissioner, the commissioner may order premium adjustments, refunds or premium
credits he deems necessary. 

(9)   Actuarial Opinion.  Every carrier, as a condition of doing business under M.G.L. c. 176J and
211 CMR 66.00, must file an Actuarial Opinion as set forth in 211 CMR 66.90:  Appendix A that
the carrier's rating methodologies and rates comply with the requirements of M.G.L. c. 176J and
211 CMR 66.00.  The actuarial opinion must be filed electronically to the Division of Insurance
at least annually by January 1  for rates to be effective in the following period. st

(10)   Information.  Every carrier must maintain at its principal place of business a complete and
detailed description of its rating practices including information and documentation which
demonstrates that its rating methods and practices are based upon commonly accepted actuarial
assumptions, are in accordance with sound actuarial principles, and comply with the provisions
of 211 CMR 66.00. This information must be made available to the commissioner upon request,
but will remain confidential.

66.10:   Eligibility Criteria: Exclusion/Limitation of Mandated Benefits in Health Benefit Plans

(1)   Notwithstanding any law to the contrary, carriers may offer, as permitted under
M.G.L. c. 176J, § 6, to eligible small businesses health benefit plans that exclude some or all
mandated benefits, provided, however, that carriers offer such health benefit plans only to
eligible small businesses which did not provide health insurance to their employees as of
April 1, 1992 and that such health benefit plans shall not exclude or limit mandated benefits for
more than a five year period. 

(2)   Notwithstanding 211 CMR 66.10(1), all health benefit plans offered to eligible small
businesses must include the following: 

(a)   dependent coverage for newborn infants, adoptive children and newborn infants of a
dependent as described in M.G.L. chs. 175, § 47C; 176A, § 8B; 176B, § 4C and 176G, § 4;
(b)   continued health care coverage for divorced or separated spouses as described in
M.G.L. chs. 175, § 110I; 176A, § 8F; 176B, § 6B and 176G, § 5A; and 
(c)   coverage for a certain period after an insured leaves insured group/limited extension of
benefits as described in M.G.L. chs. 175, §§ 110D and 110G; 176A, § 8D; 176B, § 6A and
176G, § 4A. 

66.11:   Connector Seal of Approval Plans

(1)    A carrier that actively markets or marketed a health benefit plan subject to M.G.L. c. 176J,
and as of the close of the calendar year 2005, had a combined total of 5,000 or more eligible
employees and eligible dependents who were enrolled in health benefit plans sold, issued,
delivered, made effective or renewed to qualified small businesses pursuant to its license under
M.G.L. chs. 175, 176A, 176B or 176G, must file a health benefit plan with the Connector by the
date established by the Connector.  Enrollment in closed plans may be included in the total of
5,000.
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(2)   Effective January 1, 2007, a carrier that marketed a health benefit plan subject to
M.G.L. c. 176J, and as of the close of any preceding calendar year, has a combined total of 5,000
or more eligible individuals, eligible employees and eligible dependents, who are enrolled in
health benefit plans sold, issued, delivered, made effective or renewed to qualified small
businesses or eligible individual pursuant to its license under M.G.L. chs. 175, 176A, 176B or
176G, must file a health benefit plan with the Connector by October 1  of the calendar year.  st

(3)   Neither an eligible individual or eligible employee, nor an eligible dependent shall be
considered to be enrolled in a health benefit plan issued pursuant to the carrier’s authority under
M.G.L. c. 175, 176A or 176B if the health benefit plan is sold, issued, delivered, made effective
or renewed to said employee or eligible dependent as a supplement to a health benefit plan
subject to licensure under M.G.L. c. 176G.

66.12:   Disclosure

Every carrier must make reasonable disclosure in plain English to prospective small business
insureds and prospective individual insureds, as part of its solicitation and sales material, of: 

(1)   for a small group, the participation requirements or participation rate adjustments of the
carrier with regard to each health benefit plan;  

(2)   permissible limits on pre-existing conditions and waiting periods; 

(3)   for a small group, exclusion or limitation of mandated benefits; 

(4)   mandatory offer and renewal provisions; 

(5)   rating limitations according to 211 CMR 66.08; and

(6)   availability of health benefit plans only to employers if said health benefit plans are offered
by the employer to all full-time employees who live in the commonwealth; provided, however,
the employer shall not make a smaller health insurance premium contribution percentage amount
to an employee than the employer makes to any other employee who receives an equal or greater
total hourly or annual salary for each specific or general blanket policy of insurance for all
employees.

66.13:   Health Plan Filing and Reporting Requirements

(1)   Carriers must file all health benefit plans offered under 211 CMR 66.00 with the Division
of Insurance.  A carrier that may require eligible small groups with five or fewer eligible
employees and/or eligible individuals to obtain coverage through an intermediary, shall file a list
of those intermediaries, with associated contact information as further provided in 211 CMR
66.13(3), prior to requiring those small groups or individuals to go through an intermediary to
obtain small group health coverage. 

(2)   Carrier Reporting Requirements.  On or before March 31  every carrier doing businessst

under M.G.L. c. 176J and 211 CMR 66.00 annually must file electronically with the
commissioner two copies of a report verified by at least two principal officers and covering its
preceding calendar year; provided that, if the commissioner determines that a threat of financial
impairment exists to the carrier, he or she may require that the report be made available prior to
the March 31  deadline; provided further, Young Adult coverage data shall also be reported.  Inst

addition, every carrier shall file electronically an annual statement of the number of eligible
individuals, eligible employees and eligible dependents, as of the close of the preceding calendar
year, enrolled in a health benefit plan offered by the carrier.
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The report must contain at least the following information in a format specified by the
commissioner: 

(a)   Total number of health benefit plans subject to M.G.L. c. 176J offered in Massachusetts
during the preceding calendar year; 
(b)   Number of Young Adult health benefit plans offered in Massachusetts during the
preceding calendar year;
(c)   Number of health benefit plans subject to M.G.L. c. 176J, not including Young Adult
health benefit plans, offered in Massachusetts during the preceding calendar year;
(d)   Total number of lives covered under health benefit plans subject to M.G.L. c. 176J
offered in Massachusetts, as of the close of the preceding calendar year;
(e)   Number of young adults covered under Young Adult health benefit plans offered in
Massachusetts, as of the close of the preceding calendar year; 
(f)   Number of eligible individuals and their eligible dependents covered under health benefit
plans subject to M.G.L. c. 176J offered in Massachusetts, as of the close of the preceding
calendar year; 
(g)   Number of eligible employees and their eligible dependents covered under health benefit
plans subject to M.G.L. c. 176J offered in Massachusetts, as of the close of the preceding
calendar year;
(h)   Number of eligible employees and their eligible dependents covered under health benefit
plans subject to M.G.L. c. 176J with limited or no mandated benefits offered in
Massachusetts, as of the close of the preceding calendar year;
(i)   A statement as to whether a carrier requires individuals and/or groups of five or fewer
eligible employees to enroll through an intermediary or through the Connector. If the carrier
requires individuals and/or groups of five or fewer eligible employees to enroll through an
intermediary the report must also contain: 

1.   The name, address and phone number of the intermediary; and 
2.   The intermediary’s membership requirements, including any fees paid by members
to join or maintain membership in the intermediary.

(3)   Intermediary Requirements. 
(a)   Initial Filing.  A carrier may condition the enrollment of an individual and/or a group
of five or fewer eligible persons on the group enrolling through an intermediary only if the
intermediary has at least 30 days prior to enrolling eligible individuals and/or eligible small
businesses filed with the commissioner two copies of a report that contains at least the
following information certified by an officer of the organization in a format specified by the
commissioner: 

1.   A narrative description of the intermediary; 
2.   A copy of the basic organizational documents of the intermediary, such as the articles
of incorporation, and amendments thereto; 
3.   A copy of the bylaws, rules, regulations or other similar documents regulating the
conduct of the internal affairs of the intermediary; 
4.   A copy of the eligibility criteria for individuals or groups seeking to join the
intermediary, including, but not limited to, the forms that individuals or members must
complete prior to enrollment in the intermediary; 
5.   The number of Massachusetts members in the intermediary who buy health insurance
through the intermediary, broken out by eligible groups and eligible individuals; 
6.   A listing of the services, other than health insurance, which the intermediary offers
to its members; 
7.   The fees paid by members to join or maintain membership in the intermediary; 
8.   A description of each health benefit plan offered by the intermediary to the
intermediary's members who are residents of Massachusetts; 
9.   A statement describing whether the intermediary conditions health benefit plan
coverage on health status, claims experience, wellness program usage, tobacco usage, or
duration of coverage since issue; and 
10.   A statement affirming that the intermediary was not formed for the purposes of
obtaining insurance.
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(b)   Annual Filing.  Every intermediary which has met the filing requirements of 211 CMR
66.13(3)(a) must, on or before April 1  of each year, file two copies of a report that containsst

at least the following information, in a format specified by the Commissioner: 
1.   The number of Massachusetts members in the organization who buy health insurance
through the intermediary, broken out by eligible groups and eligible individuals; 
2.   A listing of the services, other than health insurance, which the intermediary offers
to its members; 
3.   The fees paid by members to join or maintain membership in the intermediary; 
4.   A description of each health benefit plan offered by the intermediary to its members
who are residents of Massachusetts; 
5.   A statement describing whether the intermediary conditions health benefit plan
coverage on health status, claims experience, or duration of coverage since issue; and 
6.   A statement affirming that the intermediary was not formed for the purposes of
obtaining insurance. 

(c)   Material Changes.  Every intermediary must file with the commissioner any material
changes to the information on file within 30 days of the changes. Such material changes must
be on a statement certified by an officer of the organization. 

66.14:   Severability

If any section or portion of a section of 211 CMR 66.00, or the applicability thereof to any
person or circumstance is held invalid by any court of competent jurisdiction, the remainder of
211 CMR 66.00, or the applicability thereof to other persons or circumstances, shall not be
affected thereby. 

66.90:   Appendix A: Actuarial Opinion 

CONTENTS OF ACTUARIAL OPINION TO BE FILED UNDER 211 CMR 66.09 
ACTUARIAL OPINION 

[For a company actuary]: 

[I, _______(name and title of actuary) ______, am an ________(officer) (employee)
___________________________________________________________ of __________(name of
insurer)__________ and am a member of the American Academy of Actuaries. I am familiar with the
applicable statutory provisions of M.G.L. 176J and 211 CMR 66.00.] 

[For a consulting actuary]: 

[I, _____(name and title of consulting actuary)____ am associated with the firm of ___________ (name of
consulting actuarial firm)___________ and am a member of the American Academy of Actuaries. I have been
involved in the preparation of the small employer and eligible individual health insurance premium rates
under M.G.L. c. 176J of the _________________ (name of insurer) _________________ and am familiar
with the applicable statutory provisions of M.G.L. 176J and 211 CMR 66.00.] 

I have examined the actuarial assumptions and actuarial methodologies under M.G.L. c. 176J to be used by
________________________ (name of insurer) _______________________ in setting small employer and
eligible individual health insurance premium rates outside group purchasing cooperatives and the procedures
used by _(name of insurer)_ in implementing small employer and eligible individual health insurance rating
plans under M.G.L. c. 176J. I have used one of the following methods as the basis of my opinion that the
premium rates under M.G.L. c. 176J and procedures are in compliance with M.G.L 176J and 211 CMR 66.00
(check box that applies):

[If the actuary examined rating policies and procedures] : 

[ ] 1. I determined that nothing in the rating policies and procedures would allow an individual employer
group's or eligible individual’s claim experience, health history, or duration of coverage to be used in a
manner that violates the rate restrictions of M.G.L. c. 176J and 211 CMR 66.00. 

[If the actuary tested the results of rating procedures on the distribution of rates and renewal increases]: 
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[ ] 2. I relied on listings and summaries of relevant data prepared by _________ (name and title of company
officer responsible for preparing the underlying records if different from the certifying actuary). I tested a
sample in each class of business and verified that, after being reclassified to common rate basis types and
benefit design characteristics, the resultant rate differences were in compliance with M.G.L. 176J and
211 CMR 66.00. 

In other respects, my examination included a review of the actuarial assumptions and actuarial methods and
the tests of the actuarial calculations that I considered necessary. 

I certify that for the period ______ to ______ the premium rates and rating plan under M.G.L. c. 176J of
_______________(insurer)_______________ met the following requirements: 

Check off the boxes to indicate that the carrier's actuarial assumptions, methods and rates comply with the
relevant requirements of 211 CMR 66.00 in each specific area. Please use separate sheets for each class of
business. 

[ ] Class of business: ____________________________________________ 
eligible employees and eligible individuals covered through plans offered by HMOs licensed under
M.G.L. c. 176G

___ eligible employees and eligible individuals covered through preferred provider plans approved
under M.G.L. c. 176I

___  eligible employees and eligible individuals covered through other indemnity plans licensed under
M.G.L. c. 175, or organized M.G.L. c. 176A and 176B

[ ] Premium band, as specified in 211 CMR 66.08(1) 

[ ] Rate basis categories (list): 
      Single
__  Two Adults
__  One Adult and child(ren)
__  Family

[ ] Please provide the ratio of the highest to lowest base premium rate for each rate basis type listed above for
the health benefit plan with the greatest premium band differential: 
Rate Basis Type Ratio 

[ ] Indicate which case characteristics are used in the premium band specified in 211 CMR 66.08(1): 
___ Age   ___ Wellness Program
___ Participation Rate                        Tobacco Usage 
___ Industry 

[ ] Additional rate adjustments, as specified in 211 CMR 66.08(2)
___  Benefit Level Rate __ Rate Basis Type
___  Area Rate __ Group Size Rate
___  Intermediary Discount

[ ] The range of Benefit Level Rate Adjustments is: _______________

[ ] The range of Rate Basis Type Adjustments is: 
______  Single
______  Two Adults
______  One Adult (and children)
______  Family

[ ] The range of Area Rate Adjustments is: ________________________

[ ] The range of Group Size Rate Adjustments is: _______________
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[ ] Do the Areas used comply with the areas listed in 211 CMR 66.08(2)(b)2.a. through g. ? (yes or no)
____ If the answer is no, please list the areas used: 

[ ] I have also examined any group purchasing cooperative adjustment factors used by
________________________ (name of insurer) _______________________ and certify that any factor of
less than 1.0 is based on the actuarially projected different experience of that cooperative's potential covered
members compared to the experience of those eligible individuals and eligible employers who have coverage
outside all of the group purchasing cooperatives and that such factor is applied uniformly to the rates of all
persons who obtain coverage through that group purchasing cooperative.

Please provide any further written comments regarding any information or statement made in this certification
on separate attached sheets of paper. 

Actuarial methods, considerations, and analyses used in forming my opinion conform to the appropriate
Standards of Practice as promulgated from time-to-time by the Actuarial Standards Board, which standards
form the basis of this statement of opinion. 

[ ] This Opinion was filed electronically with the Division of Insurance on ____[date]_____

_______________________________________ Signature of Actuary _____________ Date

REGULATORY AUTHORITY 

211 CMR 66.00:  M.G.L. chs. 175, 176A, 176B, 176D, 176G, 176I and 176J. 
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