§ 3217-a. Disclosure of information. The requirenents of this section
shall apply to all conprehensive, expense-reinbursed health insurance
contracts; managed care health insurance contracts; or any other health
i nsurance contract or product for which the superintendent deens such
di scl osure appropri ate.

(a) Each insurer subject to this article shall supply each insured,
and upon request each prospective insured prior to enrollnment, witten
di scl osure information, which nmay be incorporated into the insurance
contract or certificate, containing at least the information set forth
below. In the event of any inconsistency between any separate witten
di scl osure statenment and the insurance contract or certificate, the
terms of the insurance contract or certificate shall be controlling. The
i nformation to be disclosed shall include at |east the foll ow ng:

(1) a description of coverage provisions; health care benefits;
benefit maxi munms, including benefit limtations; and exclusions of
coverage, including the definition of nmedical necessity used in
determ ni ng whet her benefits will be covered,

(2) a description of all prior authorization or other requirenents for
treatnments and services;

(3) a description of utilization review policies and procedures, used
by the insurer, including:

(A) the circunstances under which utilization review w || be
undert aken;

(B) the toll-free tel ephone nunber of the utilization review agent;

(C the tinme franes under which utilization review decisions nust be
made for prospective, retrospective and concurrent deci sions;

(D) the right to reconsideration;

(E) the right to an appeal, including the expedited and standard
appeal s processes and the tinme franes for such appeal s;

(F) the right to designate a representati ve;

(G a notice that all denials of clainms will be made by qualified
clinical personnel and that all notices of denials will include
i nformati on about the basis of the decision;

(H a notice of the right to an external appeal together with a
description, jointly pronul gated by the superintendent and the
commi ssi oner of health as required pursuant to subsection (e) of section
four thousand nine hundred fourteen of this chapter, of the external



appeal process established pursuant to title two of article forty-nine
of this chapter and the tinme franes for such appeal s; and

(1) further appeal rights, if any;

(4) a description prepared annually of the types of nethodol ogies the
i nsurer uses to reinburse providers specifying the type of nethodol ogy
that is used to reinburse particular types of providers or reinburse for
the provision of particular types of services; provided, however, that
not hing in this paragraph should be construed to require disclosure of
i ndi vidual contracts or the specific details of any financial
arrangenment between an insurer and a health care provider;

(5) an explanation of an insured' s financial responsibility for
paynment of prem uns, coinsurance, co-paynents, deductibles and any ot her
charges, annual limts on an insured's financial responsibility, caps on
paynments for covered services and financial responsibility for
non-covered health care procedures, treatnments or services;

(6) an expl anation, where applicable, of an insured' s financial
responsibility for paynent when services are provided by a health care
provi der who is not part of the insurer's network of providers or by any
provi der w thout required authorization, or when a procedure, treatnent
or service is not a covered benefit;

(7) a description of the grievance procedures to be used to resolve
di sputes between an insurer and an insured, including: the right to file
a grievance regardi ng any di spute between an insured and an insurer; the
right to file a grievance orally when the dispute is about referrals or
covered benefits; the toll-free tel ephone nunber which i nsureds nmay use
to file an oral grievance; the tinmefranmes and circunstances for
expedited and standard grievances; the right to appeal a grievance
determ nation and the procedures for filing such an appeal; the
ti meframes and circunstances for expedited and standard appeal s; the
right to designate a representative; a notice that all disputes
involving clinical decisions will be nade by qualified clinical
personnel and that all notices of determ nation will include infornmation
about the basis of the decision and further appeal rights, if any;

(8) a description of the procedure for obtaining emergency services.
Such description shall include a definition of emergency services,
notice that energency services are not subject to prior approval, and
shal | describe the insured s financial and other responsibilities



regar di ng obtaining such services including when such services are
received outside the insurer's service area, if any;

(9) where applicable, a description of procedures for insureds to
sel ect and access the insurer's primary and specialty care providers,

i ncludi ng notice of how to determ ne whether a participating provider is
accepting new patients;

(10) where applicable, a description of the procedures for changi ng
primary and specialty care providers within the insurer's network of
provi ders;

(11) where applicable, notice that an insured enrolled in a nanaged
care product or in a conprehensive policy that utilizes a network of
providers offered by the insurer nay obtain a referral or
preaut hori zation for a health care provider outside of the insurer's
network or panel when the insurer does not have a health care provider
who i s geographically accessible to the insured and who has the
appropriate training and experience in the network or panel to neet the
particul ar health care needs of the insured and the procedure by which
the insured can obtain such referral or preauthorization;

(12) where applicable, notice that an insured enrolled in a nanaged
care product or a conprehensive policy that utilizes a network of
providers offered by the insurer with a condition which requires ongoi ng
care froma specialist nmay request a standing referral to such a
specialist and the procedure for requesting and obtaining such a
standing referral;

(13) where applicable, notice that an insured enrolled in a nanaged
care product or a conprehensive policy that utilizes a network of
providers offered by the insurer with (A) a |life-threatening condition
or disease, or (B) a degenerative and disabling condition or disease,
ei ther of which requires specialized nedical care over a prol onged
period of time may request a specialist responsible for providing or
coordinating the insured' s nedical care and the procedure for requesting
and obtai ning such a specialist;

(14) where applicable, notice that an insured enrolled in a nanaged
care product or a conprehensive policy that utilizes a network of
providers offered by the insurer with (A) a |life-threatening condition
or disease, or (B) a degenerative and disabling condition or disease,
ei ther of which requires specialized nedical care over a prol onged



period of time, may request access to a specialty care center and the
procedure by which such access may be obtai ned;

(15) a description of how the insurer addresses the needs of
non- Engl i sh speaki ng i nsureds;

(16) notice of all appropriate nailing addresses and tel ephone nunbers
to be utilized by insureds seeking information or authorization;

(16-a) where applicable, notice that an insured shall have direct
access to primary and preventive obstetric and gynecol ogi c services,
i ncl udi ng annual exam nations, care resulting fromsuch annual
exam nati ons, and treatnent of acute gynecol ogic conditions, froma
qual i fied provider of such services of her choice fromw thin the plan
or for any care related to a pregnancy;

* (17) where applicable, a listing by specialty, which may be in a
separate docunent that is updated annually, of the name, address,
t el ephone nunber, and digital contact information of all participating
providers, including facilities, and: (A) whether the provider is
accepting new patients; (B) in the case of nental health or substance
use di sorder services providers, any affiliations with participating
facilities certified or authorized by the office of nental health or the
of fice of addiction services and supports, and any restrictions
regarding the availability of the individual provider's services; and
(© in the case of physicians, board certification, |anguages spoken and
any affiliations with participating hospitals. The listing shall also be
posted on the insurer's website and the insurer shall update the website
within fifteen days of the addition or term nation of a provider from
the insurer's network or a change in a physician's hospital affiliation;

* NB Effective until January 1, 2027

* (17) where applicable, a listing by specialty, which may be in a
separate docunent that is updated annually, of the name, address,
t el ephone nunber, and digital contact information of all participating
providers, including facilities, and: (A) whether the provider is
accepting new patients; (B) in the case of nental health or
substance-rel ated and addi ctive di sorder services providers, any
affiliations with participating facilities certified or authorized by
the office of nental health or the office of addiction services and
supports, and any restrictions regarding the availability of the
i ndi vidual provider's services; and (C) in the case of physicians, board



certification, |anguages spoken and any affiliations with participating
hospitals. The listing shall also be posted on the insurer's website and
the insurer shall update the website within fifteen days of the addition
or termnation of a provider fromthe insurer's network or a change in a
physi cian's hospital affiliation;

* NB Effective January 1, 2027

(18) a description of the method by which an insured nay submt a
claimfor health care services;

(19) with respect to out-of-network coverage:

(A) a clear description of the nethodol ogy used by the insurer to
determ ne rei nbursenent for out-of-network health care services;

(B) the anbunt that the insurer will reinburse under the nethodol ogy
for out-of-network health care services set forth as a percentage of the
usual and custonmary cost for out-of-network health care services; and

(C exanples of anticipated out-of-pocket costs for frequently billed
out - of -network health care services;

(20) information in witing and through an internet website that
reasonably permts an insured or prospective insured to estimte the
anti ci pated out - of - pocket cost for out-of-network health care services
i n a geographical area or zip code based upon the difference between
what the insurer will reinburse for out-of-network health care services
and the usual and custonmary cost for out-of-network health care
services; and

(21) the nost recent conparative analysis perfornmed by the insurer to
assess the provision of its covered services in accordance with the Paul
Vel | stone and Pete Donenici Mental Health Parity and Addiction Equity
Act of 2008, 42 U.S.C. 18031(j), and any anendnents to, and federal
gui dance or regul ations issued under those acts.

(b) Each insurer subject to this article, upon request of an insured,
or prospective insured, shall:

(1) provide a list of the nanmes, business addresses and official
positions of the menbership of the board of directors, officers, and
menbers of the insurer

(2) provide a copy of the nost recent annual certified financial
statenent of the insurer, including a balance sheet and sunmary of
recei pts and di sbursenments prepared by a certified public accountant;

(3) provide a copy of the nost recent individual, direct pay



subscri ber contracts;

(4) provide information relating to consunmer conplaints conpiled
pursuant to section two hundred ten of this chapter;

(5) provide the procedures for protecting the confidentiality of
medi cal records and other insured information;

(6) where applicable, allow insureds and prospective insureds to
i nspect drug formularies used by such insurer; and provided further,
that the insurer shall also disclose whether individual drugs are
i ncl uded or excluded fromcoverage to an insured or prospective insured
who requests this information;

(7) provide a witten description of the organi zational arrangenents
and ongoi ng procedures of the insurer's quality assurance program if
any,

(8) provide a description of the procedures followed by the insurer in
maki ng deci si ons about the experinental or investigational nature of
i ndi vi dual drugs, nedical devices or treatnents in clinical trials;

(9) provide individual health practitioner affiliations with
participating hospitals, if any;

(10) upon witten request, provide specific witten clinical review
criteria relating to a particular condition or disease including
clinical reviewcriteria relating to a step therapy protocol override
determ nati on pursuant to subsection (c-1), subsection (c-2) and
subsection (c-3) of section forty-nine hundred three of this chapter,
and, where appropriate, other clinical information which the insurer
m ght consider in its utilization review and the insurer nmay include
with the information a description of howit will be used in the
utilization review process; provided, however, that to the extent such
information is proprietary to the insurer, the insured or prospective
i nsured shall only use the information for the purposes of assisting the
enrol | ee or prospective enrollee in evaluating the covered services
provi ded by the organi zation. Such clinical review criteria, and other
clinical information shall also be made available to a health care
prof essional as defined in subsection (f) of section forty-nine hundred
of this chapter, on behalf of an insured and upon witten request;

(11) where applicable, provide the witten application procedures and
m ni mum qual i fication requirenents for health care providers to be
considered by the insurer for participation in the insurer's network for



a managed care product;

(12) disclose such other information as required by the
superintendent, provided that such requirenments are promul gated pursuant
to the state adm ni strative procedure act;

(13) disclose whether a health care provider scheduled to provide a
health care service is an in-network provider; and

(14) with respect to out-of-network coverage, disclose the approxinate
dol l ar anount that the insurer will pay for a specific out-of-network
health care service. The insurer shall also informthe insured through
such di scl osure that such approximation is not binding on the insurer
and that the approxi mate dollar amount that the insurer will pay for a
specific out-of-network health care service may change.

(c) Nothing in this section shall prevent an insurer from changing or
updating the nmaterials that are nmade avail able to insureds.

(d) As to any program where the insured nust select a primary care
provider, if a participating primry care provider becones unavail abl e
to provide services to an insured, the insurer shall provide witten
notice within fifteen days fromthe tinme the insurer becones aware of
such unavailability to each insured who has chosen the provider as their
primary care provider. If an insured enrolled in a managed care product
is in an ongoing course of treatnment with any other participating
provi der who becones unavail able to continue to provide services to such
insured, and the insurer is aware of such ongoi ng course of treatnent,
the insurer shall provide witten notice within fifteen days fromthe
time that the insurer becones aware of such unavailability to such
i nsured. Each notice shall al so describe the procedures for continuing
care pursuant to subsections (e) and (f) of section forty-eight hundred
four of this chapter and for choosing an alternative provider.

(e) For purposes of this section, a "managed care product” shall nean
a contract which requires that all nedical or other health care services
covered under the contract, other than energency care services, be
provi ded by, or pursuant to a referral from a designated health care
provi der chosen by the insured (i.e. a prinmary care gatekeeper), and
that services provided pursuant to such a referral be rendered by a
health care provider participating in the insurer's managed care
provi der network. In addition, in the case of (i) an individual health
i nsurance contract, or (ii) a group health insurance contract covering



no nore than three hundred |ives, inposing a coinsurance obligation of
nore than twenty-five percent upon services received outside of the

i nsurer's managed care provider network, and which has been sold to five
or nore groups, a nmanaged care product shall also nean a contract which
requires that all nedical or other health care services covered under
the contract, other than energency care services, be provided by, or
pursuant to a referral from a designated health care provider chosen by
the insured (i.e. a prinmary care gatekeeper), and that services provided
pursuant to such a referral be rendered by a health care provider
participating in the insurer's nanaged care provider network, in order
for the insured to be entitled to the nmaxi mum rei nbursenment under the
contract.

(f) For purposes of this section, "usual and customary cost" shal
nmean the eightieth percentile of all charges for the particular health
care service perforned by a provider in the same or simlar specialty
and provided in the same geographical area as reported in a benchmarking
dat abase mai ntained by a nonprofit organi zati on specified by the
superintendent. The nonprofit organization shall not be affiliated with
an insurer, a corporation subject to article forty-three of this
chapter, a rmunicipal cooperative health benefit plan certified pursuant
to article forty-seven of this chapter, or a health naintenance
organi zation certified pursuant to article forty-four of the public
heal th | aw.

(g) (1) As used in this subsection:

(A) "Pharnmacy benefit manager" shall have the meanings set forth in
section two hundred eighty-a of the public health | aw

(B) "Cost-sharing information"” nmeans the anmobunt an insured is required
to pay to receive a drug that is covered under the insured s insurance
pol icy.

(C) "Covered/coverage" neans those health care services to which an
insured is entitled under the terns of the insurance policy.

(D) "Electronic health record" neans a digital version of a patient's
paper chart and nedical history that nmakes information avail abl e
instantly and securely to authorized users.

(E) "Electronic prescribing systenf neans a systemthat enabl es
prescribers to enter prescription information into a conputer
prescription device and securely transmt the prescription to pharnacies



usi ng a special software program and connectivity to a transm ssion
net wor k.

(F) "Electronic prescription” nmeans an el ectronic prescription as
defined in section thirty-three hundred two of the public health | aw

(G "Prescriber" nmeans a health care provider |licensed to prescribe
medi cation or nedical devices in this state.

(H "Real-tinme benefit tool"” or "RTBT" means an el ectronic
prescription decision support tool that: (i) is capable of integrating
Wi th prescribers' electronic prescribing systemand, if feasible,
el ectronic health record systens; and (ii) conplies with the technical
st andards adopted by an Anerican National Standards Institute (ANSI)
accredited standards devel opnment organi zati on.

(1) "Authorized third party" shall include a third party legally
aut hori zed under state or federal |aw subject to a Health |Insurance
Portability and Accountability Act (H PAA) business associ ate agreenent.

(2) The provisions of this section shall not apply to any health plan
t hat exclusively serves individuals enrolled pursuant to a federal or
state insurance affordability program including the nmedical assistance
program under title eleven of article five of the social services |aw,
child health plus under section twenty-five hundred el even of the public
health | aw, the basic health program under section three hundred
si xty-nine-gg of the social services law, or a plan providing services

under title XVIIl of the federal social security act.
(3) An insurer subject to this article or pharmacy benefit manager
shal |, upon request of the insured, the insured' s health care provider,

or an authorized third party on the insured' s behalf, nade to the
i nsurer or pharnmacy benefit manager, furnish the cost, benefit, and
coverage data required by this subsection to the insured, the insured' s
health care provider, or the authorized third party and shall ensure
that such data is: (A) current no |ater than one business day after any
change to the cost, benefit, or coverage data is nade; (B) provided
t hrough an RTBT when the request is made by the insured's health care
provider; and (C) in a fornmat that is easily accessible to the
request or.

(4) When providing the data required by paragraph three of this
subsection, the insurer or pharmacy benefit manager shall use
established industry content and transport standards published by:



(A) a standards devel opi ng organi zati on accredited by the American
Nat i onal Standards Institute (ANSI), including, the National Council for
Prescription Drug Prograns (NCPDP), ASC X12, Health Level 7; or

(B) a relevant federal or state governing body, including the Center
for Medicare & Medicaid Services or the Ofice of the National
Coordi nator for Health Information Technol ogy; or

(© another format deened acceptable to the departnment which provides
the data prescribed in paragraph three of this subsection and in the
same tinmeliness as required by this section.

(5) A facsimle shall not be considered an acceptable el ectronic
format pursuant to this subsection

(6) Upon a request made pursuant to paragraph three of this
subsection, the insurer or pharmacy benefit manager shall provide the
foll owi ng data for any drug covered under the insured' s insurance
pol icy:

(A) insured-specific eligibility information,;

(B) insured-specific prescription cost and benefit data, such as
applicable fornulary, benefit, coverage and cost-sharing data for the
prescri bed drug and clinically-appropriate alternatives, when
appropri at e;

(C© insured-specific cost-sharing information that describes variance
i n cost-sharing based on the pharnacy di spensing the prescribed drug or
its alternatives, and in relation to the insured' s benefit; and

(D) applicable utilization nanagenment requirenents.

(7) Any insurer or pharmacy benefit manager shall furnish the data as
requi red whether the request is made using the drug's unique billing
code, such as a National Drug Code or Heal thcare Conmon Procedure Coding
System code or descriptive term An insurer or pharnacy benefit nanager
shall not deny or unreasonably del ay processing a request.

(8) An insurer and pharmacy benefit manager shall not, except as my
be required or authorized by law, interfere with, prevent, or materially
di scourage access, exchange, or use of the data as required; nor shal
an insurer or pharnmacy benefit manager penalize a health care provider
for disclosing such information to an insured or |egally prescribing,
adm ni stering, or ordering a |l ower cost clinically appropriate
alternative

(9) Nothing in this subsection shall be construed to linmt access to



t he nost up-to-date insured-specific eligibility or insured-specific
prescription cost and benefit data by the insurer or pharnacy benefit
manager .

(10) Nothing in this subsection shall interfere with insured choice
and a health care provider's ability to convey the full range of
prescription drug cost options to an insured. Insurers and pharmacy
benefit managers shall not restrict a health care provider from
comuni cating to the insured prescription cost options.



