8§ 4303. Benefits. (a) Every contract issued by a hospital service
corporation or health service corporation which provides coverage for
i n-patient hospital care shall also provide coverage:

(1) For preadm ssion testing performed in hospital facilities prior to
schedul ed surgery. A patient who uses the out-patient facilities of a
hospital shall be entitled to benefits for tests ordered by a physician
which are perfornmed as a planned prelimnary to adm ssion of the patient
as an in-patient for surgery in the sane hospital, provided that:

(A) tests are necessary for and consistent with the diagnosis and
treatment of the condition for which surgery is to be perforned,

(B) reservations for a hospital bed and for an operating room shal
have been made prior to the performance of the tests,

(C surgery actually takes place within seven days of such presurgica
tests, and

(D) the patient is physically present at the hospital for the tests.

(2) (A) For services to treat an energency condition in hospital
facilities:

(i) without the need for any prior authorization determ nation;

(ii) regardl ess of whether the health care provider furnishing such
services is a participating provider with respect to such services;

(iii) if the energency services are provided by a non-participating
provi der, w thout inmposing any administrative requirenent or limtation
on coverage that is nore restrictive than the requirenents or
limtations that apply to energency services received fromparticipating
provi ders; and

(iv) if the emergency services are provided by a non-participating
provi der, the cost-sharing requirenent (expressed as a copaynent or
coi nsurance) shall be the sanme requirenent that would apply if such
services were provided by a participating provider.

(B) Any requirenments of section 2719A(b) of the Public Health Service
Act, 42 U.S.C. 8§ 300ggl9a(b) and regul ations thereunder that exceed the
requi renents of this paragraph with respect to coverage of energency
services shall be applicable to every contract subject to this
par agr aph.

(C For the purpose of this provision, "enmergency condition” nmeans a
nmedi cal or behavioral condition that manifests itself by acute synptons
of sufficient severity, including severe pain, such that a prudent



| ayper son, possessing an average know edge of nedicine and health, could
reasonably expect the absence of imedi ate nedical attention to result
in (i) placing the health of the person afflicted with such condition in
serious jeopardy, or in the case of a behavioral condition placing the
heal t h of such person or others in serious jeopardy; (ii) serious
i mpai rment to such person's bodily functions; (iii) serious dysfunction
of any bodily organ or part of such person; (iv) serious disfigurenment
of such person; or (v) a condition described in clause (i), (ii) or
(iii) of section 1867(e)(1)(A) of the Social Security Act.

(D) For the purpose of this provision, "enmergency services" neans,
Wi th respect to an energency condition: (i) a nedical screening
exam nation as required under section 1867 of the Social Security Act,
42 U.S.C. 8§ 1395dd, which is within the capability of the energency
departnment of a hospital, including ancillary services routinely
avai l abl e to the enmergency departnent to eval uate such energency nedica
condition; and (ii) within the capabilities of the staff and facilities
avai l abl e at the hospital, such further medical exam nation and
treatment as are required under section 1867 of the Social Security Act,
42 U.S.C. § 1395dd, to stabilize the patient.

(E) For the purpose of this provision, "to stabilize" nmeans, with
respect to an energency condition, to provide such nedical treatnent of
the condition as nay be necessary to assure, w thin reasonabl e nedi cal
probability, that no material deterioration of the condition is likely
to result fromor occur during the transfer of the subscriber froma
facility or to deliver a newborn child (including the placenta).

(3) For hone care to residents in this state. Such honme care coverage
shall be included at the inception of all new contracts and, with
respect to all other contracts, added at any anniversary date of the
contract subject to evidence of insurability. Such coverage nay be
subj ect to an annual deductible of not nore than fifty dollars for each
covered person and may be subject to a coi nsurance provision which
provi des for coverage of not |ess than seventy-five percent of the
reasonabl e cost of services for which paynment nay be nmade. No such
corporation need provide such coverage to persons eligible for nedicare.

(A) Home care shall nmean the care and treatnent of a covered person
who is under the care of a physician but only if:

(i) hospitalization or confinement in a nursing facility as defined in



subchapter XVIII of the Social Security Act, 42 U S.C § 1395 et seq,
woul d ot herwi se have been required if hone care was not provided, and

(ii) the plan covering the hone health service is established and
approved in witing by such physician.

(B) Home care shall be provided by an agency possessing a valid
certificate of approval or license issued pursuant to article thirty-six
of the public health | aw

(C Home care shall consist of one or nore of the foll ow ng:

(i) part-time or intermttent honme nursing care by or under the
supervi sion of a registered professional nurse (R N.),

(ii) part-tinme or intermttent hone health aide services which consi st
primarily of caring for the patient,

(iii) physical, occupational or speech therapy if provided by the hone
heal t h service or agency, and

(iv) nedical supplies, drugs and nedi cations prescribed by a
physi ci an, and | aboratory services by or on behalf of a certified hone
heal t h agency or |icensed home care services agency to the extent such
items woul d have been covered or provided under the contract if the
covered person had been hospitalized or confined in a skilled nursing
facility as defined in subchapter XVIIl of the Social Security Act, 42
U S C § 1395 et seq.

(D) For the purpose of determ ning the benefits for hone care
avai l able to a covered person, each visit by a nenber of a hone care
team shal |l be considered as one honme care visit. The contract my
contain a limtation on the nunber of home care visits, but not |ess
than forty such visits in any cal endar year or in any continuous period
of twelve nonths, for each covered person. Four hours of honme health
ai de service shall be considered as one honme care visit. Every contract
i ssued by a hospital service corporation or health service corporation
whi ch provi des coverage supplenenting part A and part B of subchapter
XVII1l of the Social Security Act, 42 U S.C 8§ 1395 et seq, nust mnake
avai l abl e and, if requested by a subscriber holding a direct paynent
contract or by all subscribers in a group remttance group or by the
contract holder in the case of group contracts issued pursuant to
section four thousand three hundred five of this article, provide
coverage of supplenmental honme care visits beyond those provided by part
A and part B, sufficient to produce an aggregate coverage of three



hundred si xty-five home care visits per contract year. Such coverage
shal | be provided pursuant to regul ations prescribed by the
superintendent. Witten notice of the availability of such coverage
shall be delivered to the group remtting agent or group contract hol der
prior to inception of such contract and annually thereafter, except that
this notice shall not be required where a policy covers two hundred or
nore enpl oyees or where the benefit structure was the subject of
col | ective bargaining affecting persons who are enpl oyed in nore than
one state.

The provisions of this subsection shall not apply to a contract issued
pursuant to section four thousand three hundred five of this article
whi ch covers persons enployed in nore than one state or the benefit
structure of which was the subject of collective bargaining affecting
persons who are enployed in nore than one state.

(b) Every contract issued by a nedical expense indemmity corporation
or a health service corporation which provides coverage for in-patient
surgical care shall include coverage for a second surgical opinion by a
qual i fied physician on the need for surgery, except that this provision
shall not apply to a contract issued pursuant to section four thousand
three hundred five of this article which covers persons enployed in nore
than one state or the benefit structure of which was the subject of
col l ective bargaining affecting persons who are enpl oyed in nore than
one state.

(c) (1) (A Every contract issued by a corporation subject to the
provisions of this article which provides hospital service, nedical
expense indemity or both shall provide coverage for maternity care
i ncludi ng hospital, surgical or medical care to the same extent that
hospi tal service, nedical expense indemity or both are provided for
i1l ness or disease under the contract. Such nmaternity care coverage,
ot her than coverage for perinatal conplications, shall include inpatient
hospi tal coverage for nother and for newborn for at |east forty-eight
hours after childbirth for any delivery other than a caesarean section,
and for at |least ninety-six hours followi ng a caesarean section. Such
coverage for maternity care shall include the services of a mdwfe
| i censed pursuant to article one hundred forty of the education |aw,
practicing consistent with section sixty-nine hundred fifty-one of the



education law and affiliated or practicing in conjunction with a
facility licensed pursuant to article twenty-eight of the public health
| aw, but no insurer shall be required to pay for duplicative routine
services actually provided by both a licensed mdw fe and a physi ci an.

(B) Maternity care coverage al so shall include, at mninmum parent
education, assistance and training in breast or bottle feeding, and the
performance of any necessary maternal and newborn clinical assessnents.

(C© The nother shall have the option to be discharged earlier than the
time periods established in subparagraph (A) of this paragraph. In such
case, the inpatient hospital coverage nmust include at | east one hone
care visit, which shall be in addition to, rather than in |ieu of, any
hone health care coverage avail abl e under the contract. The contract
nmust cover the home care visit which nmay be requested at any tinme within
forty-eight hours of the time of delivery (ninety-six hours in the case
of caesarean section), and shall be delivered within twenty-four hours,
(i) after discharge, or (ii) of the tine of the nother's request,
whi chever is later. Such honme care coverage shall be pursuant to the
contract and subject to the provisions of this paragraph, and not
subj ect to deducti bl es, coinsurance or copaynents.

* (D) Coverage provided under this paragraph for care and treatnent
during pregnancy shall include nmedically necessary transvagi nal
ul t rasounds when recommended by nationally recognized clinical practice
gui delines. For the purposes of this subparagraph, "nationally
recogni zed clinical practice guidelines" means evi dence-based cli nical
practice guidelines informed by a systematic review of evidence and an
assessnent of the benefits, and risks of alternative care options
i ntended to optim ze patient care devel oped by i ndependent organi zations
or nedi cal professional societies utilizing a transparent nethodol ogy
and reporting structure and with a conflict of interest policy.

* NB Effective January 1, 2027

(2) Coverage provided under this subsection for care and treatnent
during pregnancy shall include provision for not | ess than two paynents,
at reasonable intervals and for services rendered, for prenatal care and
a separate paynent for the delivery and postnatal care provided.

(c-1) Any contract issued by a nedical expense indemmity corporation,
a hospital service corporation or a health services corporation that
provi des nedical, major nedical, or simlar conprehensive-type coverage



shal | provide coverage for prenatal vitam ns when prescribed by a health
care practitioner licensed, certified, or authorized under title eight
of the education law, and acting within their |lawful scope of practice.

(d) (1) A hospital service corporation or a health service corporation
whi ch provi des coverage for in-patient hospital care nust make avail abl e
and, if requested by a person holding a direct paynent individual
contract or by all persons holding individual contracts in a group whose
prem uns are paid by a remtting agent or by the contract holder in the
case of a group contract issued pursuant to section four thousand three
hundred five of this article, provide coverage for care in nursing
hones. Such coverage shall be nmade avail able at the inception of all new
contracts and, with respect to all other contracts, at any anniversary
date subject to evidence of insurability. Witten notice of the
avai lability of such coverage shall be delivered to the group remtting
agent or group contract holder prior to inception of such contract and
annual ly thereafter, except that this notice shall not be required where
a policy covers two hundred or nore enpl oyees or where the benefit
structure was the subject of collective bargaining affecting persons who
are enployed in nore than one state.

(2) For the purpose of this subsection, care in nursing hones shal
nmean the continued care and treatnent of a covered person who is under
the care of a physician but only if (i) the care is provided in a
nursi ng home as defined in section two thousand ei ght hundred one of the
public health law or a skilled nursing facility as defined in subchapter
XVIIl of the federal Social Security Act, 42 U S. C. 8 1395 et seq, (ii)
t he covered person has been in a hospital for at |east three days
i mmedi ately preceding admttance to the nursing honme or the skilled
nursing facility, and (iii) further hospitalization would otherw se be
necessary. The aggregate of the nunber of covered days of care in a
hospital and the number of covered days of care in a nursing honme, with
two days of care in a nursing hone equivalent to one day of care in a
hospital, need not exceed the nunber of covered days of hospital care
provi ded under the contract in a benefit period. The | evel of benefits
to be provided for nursing home care nust be reasonably related to the
benefits provided for hospital care.

(e) (1) A hospital service corporation or a health service corporation
whi ch provi des coverage for in-patient hospital care nust make avail abl e



and, if requested by a person holding a direct paynent individual
contract or by all persons hol ding individual contracts in a group whose
prem uns are paid by a remtting agent or by the contract holder in the
case of a group contract issued pursuant to section four thousand three
hundred five of this article, provide coverage for anmbul atory care in
hospital out-patient facilities, as a hospital is defined in section two
t housand ei ght hundred one of the public health | aw, or subchapter XVilI
of the Social Security Act, 42 U S.C. 8 1395 et seq. Witten notice of
the availability of such coverage shall be delivered to the group
remtting agent or group contract holder prior to inception of such
contract and annually thereafter, except that this notice shall not be
requi red where a policy covers two hundred or nore enpl oyees or where
the benefit structure was the subject of collective bargaining affecting
persons who are enployed in nore than one state.

(2) For the purpose of this subsection, anbulatory care in hospital
out-patient facilities shall mean services for diagnostic x-rays,
| abor at ory and pat hol ogi cal exam nations, physical and occupati onal
therapy and radi ati on therapy, and services and nedi cati ons used for
nonexperi nental cancer chenot herapy and cancer hornone therapy, provided
t hat such services and nedications are (i) related to and necessary for

the treatnment or diagnosis of the patient's illness or injury, (ii)
ordered by a physician and (iii) in the case of physical therapy,
services are to be furnished in connection with the sanme illness for

whi ch the patient had been hospitalized or in connection with surgical
care, but in no event need benefits for physical therapy be provided
whi ch commences nore than six nonths after discharge froma hospital or
the date surgical care was rendered, and in no event need benefits for
physi cal therapy be provided after three hundred sixty-five days from
the date of discharge froma hospital or the date surgical care was
rendered. Such coverage shall be nade avail able at the inception of al
new contracts and, with respect to all other contracts, at any

anni versary date subject to evidence of insurability.

(f) (1) A nedical expense indemity corporation or a health service
corporation which provi des coverage for physicians' services nust mnake
avai l abl e and, if requested by a person hol ding an individual direct
payment contract or by all persons hol ding individual contracts in a
group whose premuns are paid by a remtting agent or by the contract



hol der in the case of a group contract issued pursuant to section four

t housand three hundred five of this article, provide coverage for

anbul atory care in physicians' offices. Witten notice of the

avai lability of such coverage shall be delivered to the group remtting
agent or group contract holder prior to inception of such contract and
annual ly thereafter, except that this notice shall not be required where
a policy covers two hundred or nore enpl oyees or where the benefit
structure was the subject of collective bargaining affecting persons who
are enployed in nore than one state.

(2) For the purpose of this subsection, anbulatory care in physicians
of fices shall nean services for diagnostic x-rays, radiation therapy,
| aborat ory and pat hol ogi cal exam nations, and services and nedi cati ons
used for nonexperinental cancer chenot herapy and cancer hornone therapy,
provi ded that such services and nedications are (i) related to and
necessary for the treatnment or diagnosis of the patient's illness or
injury, and (ii) ordered by a physician. Such coverage shall be nade
avai l abl e at the inception of all new contracts and, with respect to al
ot her contracts at any anniversary date subject to evidence of
insurability.

(g) A nedical expense indemity corporation, hospital service
corporation or a health service corporation, that provides group, group
remttance or school blanket coverage for inpatient hospital care or
coverage for physician services shall provide as part of its contract
coverage for the diagnosis and treatnent of mental health conditions
and:

* (1) where the contract provides coverage for inpatient hospital
care, benefits for in-patient care in a hospital as defined by
subdi vi sion ten of section 1.03 of the nental hygiene |aw or for
i npatient care provided in other states, to simlarly |licensed
hospital s, and benefits for out-patient care provided in a facility
i ssued an operating certificate by the comm ssioner of nental health
pursuant to the provisions of article thirty-one of the nental hygiene
law or in a facility operated by the office of nental health or in a
crisis stabilization center |icensed pursuant to section 36.01 of the
mental hygiene |aw or for out-patient care provided in other states, to
simlarly certified facilities; and

* NB Effective until after the superintendent of financial services



and the conm ssioner of health have pronul gated regul ati ons

* (1) where the contract provides coverage for inpatient hospital
care, benefits for: in-patient care in a hospital as defined by
subdi vi sion ten of section 1.03 of the nental hygiene | aw, sub-acute
care in a residential facility licensed or operated by the office of
mental health; outpatient care provided by a facility issued an
operating certificate by the comm ssioner of nental health pursuant to
the provisions of article thirty-one of the nental hygiene |aw or by a
facility operated by the office of nmental health; outpatient care
provided by a crisis stabilization center |icensed pursuant to section
36.01 of the nental hygiene |aw, outpatient care provided by a nobile
crisis intervention services provider |icensed, certified, or designated
by the office of nmental health or the office of addiction services and
supports; outpatient and inpatient care for critical time intervention
services and outpatient care for assertive conmunity treatnent services
provided by facilities issued an operating certificate by the
comm ssi oner of nmental health pursuant to the provisions of article
thirty-one of the nental hygiene |law, beginning no later than thirty
days follow ng discharge froma hospital as defined by subdivision ten
of section 1.03 of the nental hygiene | aw or the energency departnent of
a hospital licensed pursuant to article twenty-eight of the public
health law, or for care provided in other states, to simlarly |licensed
or certified hospitals, facilities, or licensed, certified or designated
provi ders; and

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

(2) where the contract provides coverage for physician services such
contract shall provide benefits for outpatient care provided by a
psychi atrist or psychologist |licensed to practice in this state, or a
mental health counselor, marriage and fam |y therapist, or psychoanal yst
| i censed pursuant to article one hundred sixty-three of the education
law, or a licensed clinical social worker within the | awful scope of his
or her practice, who is licensed pursuant to article one hundred
fifty-four of the education |aw, a nurse practitioner |licensed to
practice in this state, or professional corporation or university
faculty practice corporation thereof. Nothing herein shall be construed
to nodify or expand the scope of practice of a nmental health counsel or,



marriage and fam |y therapist, or psychoanal yst |icensed pursuant to
article one hundred sixty-three of the education |aw. Further, nothing
herein shall be construed to create a new nandated heal th benefit.

(3) Such coverage nay be subject to annual deductibles, co-pays and
coi nsurance as may be deened appropriate by the superintendent and shal
be consistent with those inposed on other benefits under the contract.
Provi ded that no copaynent or coi nsurance inposed for outpatient nental
health services provided in a facility licensed, certified or otherw se
aut hori zed by the office of nental health shall exceed the copaynents or
coi nsurance inposed for a primary care office visit under the contract.

(4) Coverage under this subsection shall not apply financial
requirenents or treatnent limtations to nmental health benefits that are
nore restrictive than the predom nant financial requirenents and
treatment limtations applied to substantially all medical and surgi cal
benefits covered by the contract.

(5) The criteria for nedical necessity determ nations under the
contract with respect to nental health benefits shall be made avail abl e
by the corporation to any insured, prospective insured, or in-network
provi der upon request.

(6) For purposes of this subsection:

(A) "financial requirenment” nmeans deducti bl e, copaynents, coinsurance
and out - of - pocket expenses;

(B) "predom nant" neans that a financial requirement or treatnent
limtation is the nost comon or frequent of such type of limt or
requirenent;

* (C) "treatnment limtation" nmeans limts on the frequency of
treatment, nunber of visits, days of coverage, or other simlar limts
on the scope or duration of treatment and includes nonquantitative
treatment limtations such as: nedical nanagenent standards limting or
excl udi ng benefits based on nedi cal necessity, or based on whether the
treatment is experinental or investigational; formulary design for
prescription drugs; network tier design; standards for provider
adm ssion to participate in a network, including reinbursenent rates;
nmet hods for determ ning usual, customary, and reasonabl e charges;
fail-first or step therapy protocols; exclusions based on failure to
conpl ete a course of treatnent; and restrictions based on geographic
| ocation, facility type, provider specialty, and other criteria that



limt the scope or duration of benefits for services provided under the
contract; and

* NB Effective until after the superintendent of financial services
and the conm ssioner of health have pronul gated regul ati ons

* (C) "treatnment limtation" nmeans limts on the frequency of
treatment, nunber of visits, days of coverage, or other simlar limts
on the scope or duration of treatnment and includes nonquantitative
treatment limtations such as: nedical nanagenent standards limting or
excl udi ng benefits based on nedi cal necessity, or based on whether the
treatnment is experinental or investigational; formulary design for
prescription drugs; network tier design; standards for provider
adm ssion to participate in a network, including reinbursenent rates;
nmet hods for determ ning usual, customary, and reasonabl e charges;
fail-first or step therapy protocols; exclusions based on failure to
conpl ete a course of treatnent; and restrictions based on geographic
| ocation, facility type, provider specialty, and other criteria that
limt the scope or duration of benefits for services provided under the
contract;

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

* (D) "mental health condition"” neans any nental health disorder as
defined in the nost recent edition of the diagnostic and statisti cal
manual of mental disorders or the nost recent edition of another
general ly recogni zed i ndependent standard of current mnedical practice
such as the international classification of diseases.

* NB Effective until after the superintendent of financial services
and the conm ssioner of health have pronul gated regul ati ons

* (D) "mental health condition"” neans any nental health disorder as
defined in the nost recent edition of the diagnostic and statisti cal
manual of mental disorders or the nost recent edition of another
general |y recogni zed i ndependent standard of current medical practice
such as the international classification of diseases;

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

* (E) "assertive conmunity treatnent services" nmeans a conprehensive
and integrated conbination of treatnent, rehabilitation, case
managenent, and support services primarily provided in an insured's



resi dence or other comunity |ocations by a nobile nultidisciplinary
mental health treatnment teamlicensed pursuant to article thirty-one of
the nental hygiene | aw,

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

* (F) "critical time intervention services" neans services rendered by
a provider licensed under article thirty-one of the nental hygiene | aw
t hat provi des evi dence-based, therapeutic interventions that include
i nt ensi ve outreach, engagenent, and care coordination services that are
provided to an insured before the insured is discharged frominpatient
care in a hospital as defined by subdivision ten of section 1.03 of the
mental hygi ene | aw or the energency departnent of a hospital |icensed
pursuant to article twenty-eight of the public health |law and conti nue
after discharge until the insured is stabilized; and

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

* (G "residential facility" means crisis residence facilities and
community residences for eating disorder integrated treatnment prograns
| icensed pursuant to article thirty-one of the nental hygiene | aw

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

(7) A corporation shall provide coverage under this subsection, at a
m ni mum consistent with the federal Paul Wl Il stone and Pete Doneni ci
Mental Health Parity and Addiction Equity Act of 2008 (29 U S.C. 8§
1185a).

(8) This paragraph shall apply to hospitals and crisis residence
facilities in this state that are Iicensed or operated by the office of
mental health that are participating in the corporation's provider
networ k. \Where the contract provides coverage for inpatient hospital
care, benefits for inpatient hospital care in a hospital as defined by
subdi vi sion ten of section 1.03 of the nental hygiene | aw and benefits
for sub-acute care in a crisis residence facility |icensed or operated
by the office of nmental health shall not be subject to preauthorization.
Cover age provided under this paragraph shall also not be subject to
concurrent utilization review for individuals who have not attained the
age of eighteen during the first fourteen days of the inpatient
adm ssion, provided the facility notifies the corporation of both the



adm ssion and the initial treatnment plan within two busi ness days of the
adm ssion, perfornms daily clinical review of the insured, and
participates in periodic consultation with the corporation to ensure
that the facility is using the evidence-based and peer reviewed clinical
review criteria utilized by the corporation which is approved by the

of fice of nental health and appropriate to the age of the insured, to
ensure that the inpatient care is nedically necessary for the insured.
For individuals who have attai ned age ei ghteen, coverage provi ded under
t hi s paragraph shall also not be subject to concurrent review during the
first thirty days of the inpatient or residential adm ssion, provided
the facility notifies the corporation of both the adm ssion and the
initial treatnent plan within two busi ness days of the adm ssion,
perfornms daily clinical review of the insured, and participates in
periodic consultation with the corporation to ensure that the facility
is using the evidence-based and peer reviewed clinical reviewcriteria
utilized by the corporation which is approved by the office of nental
heal th and appropriate to the age of the insured, to ensure that the

i npatient or residential care is nedically necessary for the insured.
However, concurrent review may be perforned during the first thirty days
if an insured neets clinical criteria designated by the office of nenta
health or where the insured is admtted to a hospital or facility which
has been designated by the office of nmental health for concurrent

review, in consultation with the conm ssioner of health and the
superintendent. Al treatnent provided under this paragraph nay be
reviewed retrospectively. Wiere care is denied retrospectively, an

i nsured shall not have any financial obligation to the facility for any
treatment under this paragraph other than any copaynent, coi nsurance, or
deducti bl e ot herw se required under the contract.

(9) This paragraph shall apply to crisis stabilization centers in this
state that are licensed pursuant to section 36.01 of the nmental hygi ene
| aw and participate in the corporation's provider network. Benefits for
care by a crisis stabilization center shall not be subject to
preaut hori zation. Al treatnent provided under this paragraph may be
reviewed retrospectively. Wiere care is denied retrospectively, an
i nsured shall not have any financial obligation to the facility for any
treatment under this paragraph other than any copaynent, coi nsurance, or
deducti bl e ot herw se required under the contract.



* (10) This paragraph shall apply to nobile crisis intervention
services providers licensed, certified, or designated by the office of
nmental health or the office of addiction services and supports. For
pur poses of this paragraph, "nobile crisis intervention services" neans
mental health and substance use di sorder services, consisting of: (1)
tel ephonic crisis triage and response; (2) nobile crisis response to
provide intervention and facilitate access to other behavioral health
services; and (3) nobile and tel ephonic foll owup services after the
initial crisis response until the insured is stabilized, provided to an
i nsured who is experiencing, or is at immnent risk of experiencing, a
behavi oral health crisis, which includes instances in which an insured
cannot manage their primarily psychiatric or substance use rel ated
synptons w t hout de-escalation or intervention. Mbile crisis
i ntervention services do not include services provided to an insured
after the insured has been stabilized.

(A) Benefits for covered services provided by a nobile crisis
i ntervention services provider shall not be subject to preauthorization.
Except where otherwi se required by law, nothing in this paragraph shal
prevent services provi ded subsequent to the provision of nobile crisis
i ntervention services from being subject to preauthorization.

(B) Benefits for covered services provided by a nobile crisis
i ntervention services provider shall be covered regardl ess of whether
the nobile crisis intervention services provider is a participating
provi der.

(C If the covered services are provided by a non-participating nobile
crisis intervention services provider, a corporation shall not inpose
any adm nistrative requirenent or limtation on coverage that is nore
restrictive than the requirenments or limtations that apply to covered
services received froma participating nobile crisis intervention
servi ces provider.

(D) If the covered services are provided by a non-participating nobile
crisis intervention services provider, the insured s copaynent,
coi nsurance, and deductible shall be the sane as would apply if such
covered services were provided by a participating nobile crisis
i ntervention services provider.

(E) A nobile crisis intervention services provider reinbursed pursuant
to this section shall not charge or seek any reinbursenent from or have



any recourse against, an insured for the services provided pursuant to
t hi s subpar agraph, except for the collection of in-network copaynents,
coi nsurance, or deductibles for which the insured is responsible for
under the terns of the contract.

* NB Effective after the superintendent of financial services and the
commi ssi oner of health have promnul gated regul ati ons

(11) This paragraph shall apply to school -based nmental health clinics
that are licensed pursuant to article thirty-one of the nmental hygi ene
| aw and provide outpatient care in pre-school, elenmentary, or secondary
schools. A corporation shall provide rei nbursenent for covered
out pati ent care when provided by such school -based nental health clinics
at a pre-school, elenmentary, or secondary school, regardl ess of whether
t he school -based nental health clinic furnishing such services is a
participating provider with respect to such services. Reinbursenent for
such covered services shall be at the rate negotiated between the
corporation and school -based nmental health clinic or, in the absence of
a negotiated rate, an anount no |l ess than the rate that woul d be paid
for such services pursuant to the nedi cal assistance program under title
el even of article five of the social services |aw. Paynent by a
corporation pursuant to this section shall be paynent in full for the
servi ces provided. The school -based nental health clinic reinbursed
pursuant to this section shall not charge or seek any rei nbursenent
from or have any recourse against, a corporation for the services
provi ded pursuant to this paragraph, except for the collection of
i n-networ k copaynents, coinsurance, or deductibles for which the insured
is responsi ble for under the terns of the contract.

(12) (A) This subparagraph shall apply to outpatient treatnent
provided in a facility issued an operating certificate by the
comm ssi oner of nental health pursuant to the provisions of article
thirty-one of the nental hygiene law, or in a facility operated by the
office of mental health, or in a crisis stabilization center |icensed
pursuant to section 36.01 of the nental hygiene law, that is
participating in the corporation's provider network. Reinbursenent for
covered outpatient treatnment provided by such facility shall be at rates
negoti ated between the corporation and the participating facility,
provi ded that such rates are not |less than the rates that would be paid
for such treatnment pursuant to the nedical assistance program under



title eleven of article five of the social services |aw. For the

pur poses of this subparagraph, the rates that woul d be paid for such
treatment pursuant to the nedical assistance programunder title el even
of article five of the social services |aw shall be the rates with an
effective date of April first of the preceding year, which shall be
established prior to Cctober first of the precedi ng cal endar year.

(B) The office of nental health shall publish infornmation adequate to
calculate the rates that would be paid for such treatnment pursuant to
t he nedi cal assistance programunder title eleven of article five of the
soci al services law. Such information shall be provided in a form and
manner to be determ ned by the conm ssioner of nmental health. Nothing in
t hi s subparagraph shall be construed to relieve an insurer of the
obligation to reinburse at no |l ess than the applicable mninumrate set
forth in subparagraph (A) of this paragraph. Prior to the subm ssion of
premumrate filings and applications, the superintendent shall provide
corporations with guidance on factors to consider in calculating the
i npact of rate changes for the purposes of submitting premumrate
filings and applications to the superintendent for the subsequent policy
year. To the extent that the rates with an effective date of April first
differ fromthe estimated rates incorporated in premumrate filings and
applications, corporations nmay account for such differences in future
premumrate filings and applications submtted to the superintendent
for approval .

(j)(1) A health service corporation or nedical expense indemity
corporation that provides nedical, major-nedical or simlar
conpr ehensi ve-type coverage shall provide coverage for the provision of
preventive and primary care services.

(2) For purposes of this paragraph and paragraph one of this
subsection, preventive and primary care services shall mean the
foll owi ng services rendered to a covered child of a subscriber fromthe
date of birth through the attai nnent of nineteen years of age:

(A) an initial hospital check-up and well-child visits scheduled in
accordance with the prevailing clinical standards of a nati onal
associ ation of pediatric physicians designated by the conm ssioner of
health (except for any standard that would limt the specialty or forum
of licensure of the practitioner providing the service other than the
limts under state |aw). Coverage for such services rendered shall be



provided only to the extent that such services are provided by or under
t he supervision of a physician, or other professional |icensed under
article one hundred thirty-nine of the education | aw whose scope of
practice pursuant to such law includes the authority to provide the
speci fied services. Coverage shall be provided for such services
rendered in a hospital, as defined in section twenty-eight hundred one
of the public health law, or in an office of a physician or other

prof essional |icensed under article one hundred thirty-nine of the
education | aw whose scope of practice pursuant to such | aw i ncludes the
authority to provide the specified services,

(B) at each visit, services in accordance with the prevailing clinica
st andards of such desi gnhated associ ation, including a nedical history, a
conpl ete physical exam nation, devel opnental assessnent, anticipatory
gui dance, appropriate inmunizations and | aboratory tests which tests are
ordered at the tinme of the visit and perforned in the practitioner's
office, as authorized by law, or in a clinical |aboratory, and

(C necessary i muni zations, as determ ned by the superintendent in
consultation with the comm ssioner of health, consisting of at |east
adequat e dosages of vacci ne agai nst di phtheria, pertussis, tetanus,
polio, neasles, rubella, munps, haenophilus influenzae type b and
hepatitis b, which neet the standards approved by the United States
public health service for such biological products.

(D) Such coverage required pursuant to this paragraph and paragraph
one of this subsection shall not be subject to annual deductibles or
COi nsur ance.

(E) Such coverage required pursuant to this paragraph and paragraph
one of this subsection shall not restrict or elimnate existing coverage
provi ded by the contract.

(3) In addition to paragraph one or two of this subsection, every
contract that provides hospital, surgical or nedical care coverage,
except for a grandfathered health plan under paragraph four of this
subsection, shall provide coverage for the foll owi ng preventive care and
screeni ngs for subscribers, and such coverage shall not be subject to
annual deducti bl es or coi nsurance:

(A) evidence-based itens or services for preventive care and
screenings that have in effect a rating of "A or "B in the current
recommendati ons of the United States preventive services task force;



(B) inmunizations that have in effect a recommendation fromthe
advi sory committee on inmuni zation practices of the centers for disease
control and prevention with respect to the individual involved, or that
are recomrended by the conm ssioner of health to the superintendent
utilizing generally accepted nedical standards and taking into
consi deration recommendati ons of the Anmerican Acadeny of Pediatrics, the
Aneri can Acadeny of Fam |y Physicians, the Anerican Coll ege of
obstetricians and Gynecol ogi sts, and the Anmerican Col |l ege of Physicians
and/or other simlar nationally or internationally recognized scientific
or gani zati ons;

(C with respect to children, including infants and adol escents,
evi dence-i nforned preventive care and screenings provided for in
conpr ehensi ve gui del i nes supported by the health resources and services
adm ni stration; and

(D) with respect to wonen, such additional preventive care and
screeni ngs not described in subparagraph (A) of this paragraph and as
provi ded for in conprehensive guidelines supported by the health
resources and services adm nistration.

(4) For purposes of this subsection, "grandfathered health plan" neans
coverage provided by a corporation in which an individual was enrolled
on March twenty-third, two thousand ten for as |ong as the coverage
mai nt ai ns grandfathered status in accordance with section 1251(e) of the
Af fordable Care Act, 42 U S.C. § 18011(e).

* (k) (1) Every contract that provides hospital, major nedical or
sim | ar conprehensive coverage shall provide inpatient coverage for the
di agnosi s and treatnent of substance use disorder, including
detoxification and rehabilitation services. Such inpatient coverage
shall include unlimted nedically necessary treatnent for substance use
di sorder treatnent services provided in residential settings. Further
such inpatient coverage shall not apply financial requirenents or
treatment limtations, including utilization review requirenents, to
i npati ent substance use disorder benefits that are nore restrictive than
t he predom nant financial requirenments and treatnent limtations applied
to substantially all nedical and surgical benefits covered by the
contract.

(2) Coverage provided under this subsection nay be linmted to
facilities in New York state that are |licensed, certified or otherw se



aut hori zed by the office of al coholismand substance abuse services and,
in other states, to those which are accredited by the joint conmm ssion
as al coholism substance abuse, or cheni cal dependence treatnent
prograns and are simlarly licensed, certified or otherw se authorized
in the state in which the facility is |ocated.

(3) Coverage provided under this subsection nmay be subject to annual
deducti bl es and co-insurance as deened appropriate by the superintendent
and that are consistent with those inposed on other benefits within a
gi ven contract.

(4) This paragraph shall apply to facilities in this state that are
licensed, certified or otherwi se authorized by the office of alcoholism
and substance abuse services that are participating in the corporation's
provi der network. Coverage provided under this subsection shall not be
subj ect to preauthorization. Coverage provided under this subsection
shal |l al so not be subject to concurrent utilization review during the
first twenty-eight days of the inpatient adm ssion provided that the
facility notifies the corporation of both the adm ssion and the initial
treatment plan within two busi ness days of the admi ssion. The facility
shall performdaily clinical review of the patient, including periodic
consultation with the corporation at or just prior to the fourteenth day
of treatnent to ensure that the facility is using the evidence-based and
peer reviewed clinical review tool utilized by the corporation which is
designated by the office of al coholismand substance abuse services and
appropriate to the age of the patient, to ensure that the inpatient
treatment is nedically necessary for the patient. Prior to discharge,
the facility shall provide the patient and the corporation with a
written di scharge plan which shall describe arrangenents for additiona
services needed follow ng discharge fromthe inpatient facility as
determ ned using the evidence-based and peer-reviewed clinical review
tool utilized by the corporation which is designated by the office of
al cohol i sm and substance abuse services. Prior to discharge, the
facility shall indicate to the corporation whether services included in
t he di scharge plan are secured or determ ned to be reasonably avail abl e.
Any utilization review of treatnent provided under this paragraph my
include a review of all services provided during such inpatient
treatment, including all services provided during the first twenty-eight
days of such inpatient treatnent. Provided, however, the corporation



shall only deny coverage for any portion of the initial twenty-eight day
i npatient treatnment on the basis that such treatnment was not nedically
necessary if such inpatient treatnent was contrary to the evi dence-based
and peer reviewed clinical reviewtool utilized by the corporation which
is designated by the office of alcoholismand substance abuse servi ces.
An insured shall not have any financial obligation to the facility for
any treatnment under this paragraph other than any copaynent,

coi nsurance, or deductible otherw se required under the contract.

(5) The criteria for nedical necessity determ nations under the
contract with respect to inpatient substance use di sorder benefits shal
be made avail able by the corporation to any insured, prospective insured
or in-network provider upon request.

(6) For purposes of this subsection:

(A) "financial requirenment” nmeans deducti bl e, copaynents, coinsurance
and out - of - pocket expenses;

(B) "predom nant" neans that a financial requirement or treatnent
limtation is the nost comon or frequent of such type of limt or
requirenent;

(C "treatnent limtation"” neans limts on the frequency of treatnent,
nunber of visits, days of coverage, or other simlar limts on the scope
or duration of treatment and includes nonquantitative treatnent
limtations such as: nedi cal nanagenent standards limting or excluding
benefits based on nedi cal necessity, or based on whether the treatnent
is experinental or investigational; formulary design for prescription
drugs; network tier design; standards for provider adm ssion to
participate in a network, including reinbursenent rates; nethods for
determ ni ng usual, customary, and reasonabl e charges; fail-first or step
t herapy protocol s; exclusions based on failure to conplete a course of
treatment; and restrictions based on geographic location, facility type,
provi der specialty, and other criteria that limt the scope or duration
of benefits for services provided under the contract; and

(D) "substance use disorder” shall have the nmeaning set forth in the
nost recent edition of the diagnostic and statistical manual of nental
di sorders or the nost recent edition of another generally recognized
i ndependent standard of current medical practice such as the
i nternational classification of diseases.

(7) A corporation shall provide coverage under this subsection, at a



m ni mum consistent with the federal Paul Wl Il stone and Pete Doneni ci
Mental Health Parity and Addiction Equity Act of 2008 (29 U S.C. 8§
1185a).

* NB Effective until January 1, 2027

* (k) (1) Every contract that provides hospital, major nedical or
sim | ar conprehensive coverage shall provide inpatient coverage for the
di agnosi s and treatnent of substance-rel ated and addictive disorder,

i ncludi ng detoxification and rehabilitation services. Such inpatient
coverage shall include unlimted nedically necessary treatnent for
substance-rel ated and addi ctive disorder treatnment services provided in
residential settings. Further, such inpatient coverage shall not apply
financial requirenents or treatnment limtations, including utilization
review requirements, to inpatient substance-rel ated and addictive

di sorder benefits that are nore restrictive than the predon nant
financial requirenents and treatnment |imtations applied to
substantially all medical and surgical benefits covered by the contract.

(2) Coverage provided under this subsection nay be limted to
facilities in New York state that are |licensed, certified or otherw se
aut hori zed by the office of addiction services and supports and, in
other states, to those which are accredited by the joint comm ssion as
al coholi sm addiction, substance abuse, or chemi cal dependence treatnent
prograns and are simlarly licensed, certified or otherw se authorized
in the state in which the facility is |ocated.

(3) Coverage provided under this subsection nmay be subject to annual
deducti bl es and co-insurance as deened appropriate by the superintendent
and that are consistent with those inposed on other benefits within a
gi ven contract.

(4) This paragraph shall apply to facilities in this state that are
|l icensed, certified or otherw se authorized by the office of addiction
services and supports that are participating in the corporation's
provi der network. Coverage provided under this subsection shall not be
subj ect to preauthorization. Coverage provided under this subsection
shall al so not be subject to concurrent utilization review during the
first twenty-eight days of the inpatient adm ssion provided that the
facility notifies the corporation of both the adm ssion and the initial
treatment plan within two busi ness days of the admi ssion. The facility
shall performdaily clinical review of the patient, including periodic



consultation with the corporation at or just prior to the fourteenth day
of treatnent to ensure that the facility is using the evidence-based and
peer reviewed clinical review tool utilized by the corporation which is
designated by the office of addiction services and supports and
appropriate to the age of the patient, to ensure that the inpatient
treatment is nedically necessary for the patient. Prior to discharge,
the facility shall provide the patient and the corporation with a
written di scharge plan which shall describe arrangenents for additiona
services needed follow ng discharge fromthe inpatient facility as
determ ned using the evidence-based and peer-reviewed clinical review
tool utilized by the corporation which is designated by the office of
addi ction services and supports. Prior to discharge, the facility shal
indicate to the corporation whether services included in the discharge
plan are secured or determ ned to be reasonably avail able. Any
utilization review of treatnent provided under this paragraph nay
include a review of all services provided during such inpatient
treatment, including all services provided during the first twenty-eight
days of such inpatient treatnent. Provided, however, the corporation
shall only deny coverage for any portion of the initial twenty-eight day
i npatient treatnment on the basis that such treatnment was not nedically
necessary if such inpatient treatnent was contrary to the evidence-based
and peer reviewed clinical reviewtool utilized by the corporation which
is designated by the office of addiction services and supports. An

i nsured shall not have any financial obligation to the facility for any
treatment under this paragraph other than any copaynent, coi nsurance, or
deducti bl e ot herw se required under the contract.

(5) The criteria for nedical necessity determ nations under the
contract with respect to inpatient substance-rel ated and addictive
di sorder benefits shall be nade avail able by the corporation to any
i nsured, prospective insured or in-network provider upon request.

(6) For purposes of this subsection:

(A) "financial requirenment” nmeans deducti bl e, copaynents, coinsurance
and out - of - pocket expenses;

(B) "predom nant" neans that a financial requirement or treatnent
limtation is the nost comon or frequent of such type of limt or
requirenent;

(C "treatnent limtation"” neans limts on the frequency of treatnent,



nunber of visits, days of coverage, or other simlar |limts on the scope
or duration of treatment and includes nonquantitative treatnent
limtations such as: nedi cal nanagenent standards limting or excluding
benefits based on nedi cal necessity, or based on whether the treatnent
is experinental or investigational; formulary design for prescription
drugs; network tier design; standards for provider adm ssion to
participate in a network, including reinbursenent rates; nethods for
determ ni ng usual, customary, and reasonabl e charges; fail-first or step
t herapy protocol s; exclusions based on failure to conplete a course of
treatment; and restrictions based on geographic location, facility type,
provi der specialty, and other criteria that limt the scope or duration
of benefits for services provided under the contract; and

(D) "substance-related and addictive disorder” shall have the neaning
set forth in the nost recent edition of the diagnostic and statistical
manual of mental disorders or the nost recent edition of another
general ly recogni zed i ndependent standard of current medical practice
such as the international classification of diseases.

(7) A corporation shall provide coverage under this subsection, at a
m ni mum consistent with the federal Paul Wl Il stone and Pete Doneni ci
Mental Health Parity and Addiction Equity Act of 2008 (29 U S.C. 8§
1185a).

* NB Effective January 1, 2027

* (1) (1) Every contract that provides nedical, mjor nedical or
sim | ar conprehensive-type coverage shall provide outpatient coverage
for the diagnosis and treatnent of substance use disorder, including
detoxification and rehabilitation services. Such coverage shall not
apply financial requirenents or treatnent limtations to outpatient
subst ance use di sorder benefits that are nore restrictive than the
predom nant financial requirenents and treatnent limtations applied to
substantially all medical and surgical benefits covered by the contract.

(2) Coverage under this subsection may be linmted to facilities in
this state that are licensed, certified or otherw se authorized by the
of fice of addiction services and supports to provide outpatient
subst ance use di sorder services and crisis stabilization centers
| i censed pursuant to section 36.01 of the nental hygiene law, and, in
other states, to those which are accredited by the joint comm ssion as
al coholi smor chem cal dependence substance abuse treatnent prograns and



are simlarly licensed, certified or otherwise authorized in the state
in which the facility is |ocated.

(3) Coverage provided under this subsection nmay be subject to annual
deducti bl es and co-insurance as deened appropriate by the superintendent
and that are consistent with those inposed on other benefits within a
gi ven contract.

(3-a) A contract that provides |arge group coverage under this
subsection shall not inpose copaynents or coi nsurance for outpatient
substance use di sorder services that exceed the copaynment or coi nsurance
i nposed for a primary care office visit. Provided that no greater than
one such copaynent may be inposed for all services provided in a single
day by a facility licensed, certified or otherw se authorized by the
of fice of al coholismand substance abuse services to provide outpatient
subst ance use di sorder services.

(4) A contract providing coverage for substance use disorder services
pursuant to this subsection shall provide up to twenty outpatient visits
per contract or cal endar year to an individual who identifies himor
herself as a fam |y nenber of a person suffering from substance use
di sorder and who seeks treatnent as a famly nenber who is otherw se
covered by the applicable contract pursuant to this subsection. The
coverage required by this subsection shall include treatnent as a famly
menber pursuant to such famly nenber's own contract provided such
fam |y menber:

(A) does not exceed the allowable nunber of famly visits provided by
t he applicable contract pursuant to this subsection; and

(B) is otherwise entitled to coverage pursuant to this subsection and
such fam |y nenber's applicable contract.

(5) This paragraph shall apply to facilities in this state that are
licensed, certified or otherwi se authorized by the office of alcoholism
and substance abuse services for the provision of outpatient, intensive
outpatient, outpatient rehabilitation and opioid treatnent that are
participating in the corporation's provider network. Coverage provided
under this subsection shall not be subject to preauthorization. Coverage
provi ded under this subsection shall not be subject to concurrent review
for the first four weeks of continuous treatnment, not to exceed
twenty-eight visits, provided the facility notifies the corporation of
both the start of treatnent and the initial treatnent plan within two



busi ness days. The facility shall performclinical assessnent of the
patient at each visit, including periodic consultation with the
corporation at or just prior to the fourteenth day of treatnent to
ensure that the facility is using the evidence-based and peer revi ewed
clinical reviewtool utilized by the corporation which is designated by
the office of alcoholismand substance abuse services and appropriate to
the age of the patient, to ensure that the outpatient treatnent is

medi cal |y necessary for the patient. Any utilization review of the
treatment provided under this paragraph may include a review of al
services provided during such outpatient treatnent, including al
services provided during the first four weeks of continuous treatnent,
not to exceed twenty-eight visits, of such outpatient treatnent.

Provi ded, however, the corporation shall only deny coverage for any
portion of the initial four weeks of continuous treatnent, not to exceed
twenty-eight visits, for outpatient treatnent on the basis that such
treatment was not nedically necessary if such outpatient treatnment was
contrary to the evidence-based and peer reviewed clinical review tool
utilized by the corporation which is designated by the office of

al cohol i sm and substance abuse services. A subscriber shall not have any
financial obligation to the facility for any treatnent under this

par agr aph ot her than any copaynent, coinsurance, or deductible otherw se
requi red under the contract.

(6) The criteria for nedical necessity determ nations under the
contract with respect to outpatient substance use disorder benefits
shall be made avail able by the corporation to any insured, prospective
i nsured, or in-network provider upon request.

(7) For purposes of this subsection:

(A) "financial requirenment” nmeans deducti bl e, copaynents, coinsurance
and out - of - pocket expenses;

(B) "predom nant" neans that a financial requirement or treatnent
limtation is the nost comon or frequent of such type of limt or
requirenent.

(C "treatnent limtation"” neans limts on the frequency of treatnent,
nunber of visits, days of coverage, or other simlar limts on the scope
or duration of treatment and includes nonquantitative treatnent
limtations such as: nedi cal nanagenent standards limting or excluding
benefits based on nedi cal necessity, or based on whether the treatnent



is experinental or investigational; formulary design for prescription
drugs; network tier design; standards for provider adm ssion to
participate in a network, including reinbursenent rates; nethods for
determ ni ng usual, customary, and reasonabl e charges; fail-first or step
t herapy protocol s; exclusions based on failure to conplete a course of
treatment; and restrictions based on geographic location, facility type,
provi der specialty, and other criteria that limt the scope or duration
of benefits for services provided under the contract; and

(D) "substance use disorder” shall have the nmeaning set forth in the
nost recent edition of the diagnostic and statistical manual of nental
di sorders or the nost recent edition of another generally recognized
i ndependent standard of current medical practice such as the
i nternational classification of diseases.

(8) A corporation shall provide coverage under this subsection, at a
m ni mum consistent with the federal Paul Wl Il stone and Pete Doneni ci
Mental Health Parity and Addiction Equity Act of 2008 (29 U S.C. 8§
1185a).

(9) This paragraph shall apply to crisis stabilization centers in this
state that are licensed pursuant to section 36.01 of the nmental hygi ene
| aw and participate in the corporation's provider network. Benefits for
care in a crisis stabilization center shall not be subject to
preaut hori zation. Al treatnment provided under this paragraph may be
reviewed retrospectively. Wiere care is denied retrospectively, an
i nsured shall not have any financial obligation to the facility for any
treatment under this paragraph other than any copaynent, coi nsurance, or
deducti bl e ot herw se required under the contract.

(10) (A) This subparagraph shall apply to facilities in this state
that are licensed, certified, or otherw se authorized by the office of
addi ction services and supports for the provision of outpatient,

i ntensi ve outpatient, outpatient rehabilitati on and opioid treatnent
that are participating in the corporation's provider network.

Rei mbur senent for covered outpatient treatnent provided by such
facilities shall be at rates negotiated between the corporation and the
participating facility, provided that such rates are not |ess than the
rates that would be paid for such treatnment pursuant to the nedical

assi stance programunder title eleven of article five of the social
services |law. For the purposes of this subparagraph, the rates that



woul d be paid for such treatnent pursuant to the nedical assistance
program under title eleven of article five of the social services |aw
shall be the rates with an effective date of April first of the
precedi ng year, which shall be established prior to Cctober first of the
precedi ng cal endar year

(B) The office of addiction services and supports shall publish
i nformati on adequate to calculate the rates that would be paid for such
treatment pursuant to the nedical assistance programunder title el even
of article five of the social services law. Such information shall be
provided in a formand rmanner to be determ ned by the comm ssioner of
addi ction services and supports. Nothing in this subparagraph shall be
construed to relieve an insurer of the obligation to reinburse at no
| ess than the applicable mninumrate set forth in subparagraph (A) of
this paragraph. Prior to the subm ssion of premumrate filings and
applications, the superintendent shall provide corporations with
gui dance on factors to consider in calculating the inpact of rate
changes for the purposes of submtting premumrate filings and
applications to the superintendent for the subsequent policy year. To
the extent that the rates with an effective date of April first differ
fromthe estimated rates incorporated in premumrate filings and
applications, corporations nmay account for such differences in future
premumrate filings and applications submtted to the superintendent
for approval .

* NB Effective until January 1, 2027

* (1) (1) Every contract that provides nedical, mjor nedical or
simlar conprehensive-type coverage shall provide outpatient coverage
for the diagnosis and treatnment of substance-rel ated and addictive
di sorder, including detoxification and rehabilitation services. Such
coverage shall not apply financial requirenments or treatnent limtations
to outpatient substance-rel ated and addictive disorder benefits that are
nore restrictive than the predom nant financial requirenents and
treatment limtations applied to substantially all medical and surgical
benefits covered by the contract.

(2) Coverage under this subsection may be limted to facilities in
this state that are licensed, certified or otherw se authorized by the
of fice of addiction services and supports to provide outpatient
subst ance-rel ated and addictive di sorder services and crisis



stabilization centers |licensed pursuant to section 36.01 of the nental
hygi ene |l aw, and, in other states, to those which are accredited by the
joint comm ssion as al coholism addiction or chem cal dependence
substance abuse treatnent prograns and are simlarly licensed, certified
or otherwi se authorized in the state in which the facility is |ocated.

(3) Coverage provided under this subsection nmay be subject to annual
deducti bl es and co-insurance as deened appropriate by the superintendent
and that are consistent with those inposed on other benefits within a
gi ven contract.

(3-a) A contract that provides |arge group coverage under this
subsection shall not inpose copaynents or coi nsurance for outpatient
subst ance-rel ated and addictive di sorder services that exceed the
copaynent or coinsurance inposed for a primary care office visit.

Provi ded that no greater than one such copaynent may be inposed for al
services provided in a single day by a facility licensed, certified or
ot herwi se aut horized by the office of addiction services and supports to
provi de out patient substance-rel ated and addi ctive di sorder services.

(4) A contract providing coverage for substance-rel ated and addictive
di sorder services pursuant to this subsection shall provide up to twenty
outpatient visits per contract or cal endar year to an individual who
identifies thenselves as a famly nenber of a person suffering from
subst ance-rel ated and addi ctive di sorder and who seeks treatnent as a
famly menber who is otherw se covered by the applicable contract
pursuant to this subsection. The coverage required by this subsection
shall include treatnent as a fam |y nenber pursuant to such famly
menber's own contract provided such famly nenber

(A) does not exceed the allowable nunber of famly visits provided by
t he applicable contract pursuant to this subsection; and

(B) is otherwise entitled to coverage pursuant to this subsection and
such fam |y nenber's applicable contract.

(5) This paragraph shall apply to facilities in this state that are
|l icensed, certified or otherw se authorized by the office of addiction
services and supports for the provision of outpatient, intensive
outpatient, outpatient rehabilitation and opioid treatnent that are
participating in the corporation's provider network. Coverage provided
under this subsection shall not be subject to preauthorization. Coverage
provi ded under this subsection shall not be subject to concurrent review



for the first four weeks of continuous treatment, not to exceed
twenty-eight visits, provided the facility notifies the corporation of
both the start of treatnment and the initial treatnent plan within two
busi ness days. The facility shall performclinical assessnent of the
patient at each visit, including periodic consultation with the
corporation at or just prior to the fourteenth day of treatnent to
ensure that the facility is using the evidence-based and peer revi ewed
clinical reviewtool utilized by the corporation which is designated by
the office of addiction services and supports and appropriate to the age
of the patient, to ensure that the outpatient treatnment is nedically
necessary for the patient. Any utilization review of the treatnent

provi ded under this paragraph may include a review of all services

provi ded during such outpatient treatnent, including all services

provi ded during the first four weeks of continuous treatnent, not to
exceed twenty-eight visits, of such outpatient treatnent. Provided,
however, the corporation shall only deny coverage for any portion of the
initial four weeks of continuous treatnent, not to exceed twenty-eight
visits, for outpatient treatnent on the basis that such treatnent was
not medically necessary if such outpatient treatnment was contrary to the
evi dence- based and peer reviewed clinical reviewtool utilized by the
corporation which is designated by the office of addiction services and
supports. A subscriber shall not have any financial obligation to the
facility for any treatnment under this paragraph other than any
copaynent, coinsurance, or deductible otherw se required under the
contract.

(6) The criteria for nedical necessity determ nations under the
contract with respect to outpatient substance-related and addictive
di sorder benefits shall be nade avail able by the corporation to any
i nsured, prospective insured, or in-network provider upon request.

(7) For purposes of this subsection:

(A) "financial requirenment” nmeans deducti bl e, copaynents, coinsurance
and out - of - pocket expenses;

(B) "predom nant" neans that a financial requirement or treatnent
limtation is the nost comon or frequent of such type of limt or
requirenent.

(C "treatnent limtation"” neans limts on the frequency of treatnent,
nunber of visits, days of coverage, or other simlar limts on the scope



or duration of treatment and includes nonquantitative treatnent
limtations such as: nedi cal nanagenent standards limting or excluding
benefits based on nedi cal necessity, or based on whether the treatnent
is experinental or investigational; formulary design for prescription
drugs; network tier design; standards for provider adm ssion to
participate in a network, including reinbursenent rates; nethods for
determ ni ng usual, customary, and reasonabl e charges; fail-first or step
t herapy protocol s; exclusions based on failure to conplete a course of
treatment; and restrictions based on geographic location, facility type,
provi der specialty, and other criteria that limt the scope or duration
of benefits for services provided under the contract; and

(D) "substance-related and addictive disorder” shall have the neaning
set forth in the nost recent edition of the diagnostic and statisti cal
manual of mental disorders or the nost recent edition of another
general ly recogni zed i ndependent standard of current medical practice
such as the international classification of diseases.

(8) A corporation shall provide coverage under this subsection, at a
m ni mum consistent with the federal Paul Wl Il stone and Pete Doneni ci
Mental Health Parity and Addiction Equity Act of 2008 (29 U S.C. 8§
1185a).

(9) This paragraph shall apply to crisis stabilization centers in this
state that are licensed pursuant to section 36.01 of the nmental hygi ene
| aw and participate in the corporation's provider network. Benefits for
care in a crisis stabilization center shall not be subject to
preaut hori zation. Al treatnent provided under this paragraph may be
reviewed retrospectively. Wiere care is denied retrospectively, an
i nsured shall not have any financial obligation to the facility for any
treatment under this paragraph other than any copaynent, coi nsurance, or
deducti bl e ot herw se required under the contract.

(10) (A) This subparagraph shall apply to facilities in this state
that are licensed, certified, or otherw se authorized by the office of
addi ction services and supports for the provision of outpatient,

i ntensi ve outpatient, outpatient rehabilitation and opioid treatnent
that are participating in the corporation's provider network.

Rei mbur senent for covered outpatient treatnent provided by such
facilities shall be at rates negotiated between the corporation and the
participating facility, provided that such rates are not |ess than the



rates that would be paid for such treatnment pursuant to the nedical
assi stance programunder title eleven of article five of the social
services |law. For the purposes of this subparagraph, the rates that
woul d be paid for such treatnent pursuant to the nedical assistance
program under title eleven of article five of the social services |aw
shall be the rates with an effective date of April first of the
precedi ng year, which shall be established prior to Cctober first of the
precedi ng cal endar year

(B) The office of addiction services and supports shall publish
i nformati on adequate to calculate the rates that would be paid for such
treatment pursuant to the nedical assistance programunder title el even
of article five of the social services law. Such information shall be
provided in a formand rmanner to be determ ned by the comm ssioner of
addi ction services and supports. Nothing in this subparagraph shall be
construed to relieve an insurer of the obligation to reinburse at no
| ess than the applicable mninumrate set forth in subparagraph (A) of
this paragraph. Prior to the subm ssion of premumrate filings and
applications, the superintendent shall provide corporations with
gui dance on factors to consider in calculating the inpact of rate
changes for the purposes of submtting premumrate filings and
applications to the superintendent for the subsequent policy year. To
the extent that the rates with an effective date of April first differ
fromthe estimated rates incorporated in premumrate filings and
applications, corporations nmay account for such differences in future
premumrate filings and applications submtted to the superintendent
for approval .

* NB Effective January 1, 2027

(I-1) * (A No contract that provides nedical, mjor nedical or
simlar conprehensive-type individual or small group coverage and
provi des coverage for prescription drugs for nedication for the
treatment of a substance use disorder shall require prior authorization
for an initial or renewal prescription for the detoxification or
mai nt enance treatnment of a substance use di sorder, including al
bupr enor phi ne products, nethadone, |ong acting injectable naltrexone, or
medi cati on for opioid overdose reversal prescribed or dispensed to an
i nsured covered under the contract, including federal food and drug
admi ni strati on-approved over-the-counter opioid overdose reversal



medi cati on as prescribed, dispensed or as otherw se authorized under
state or federal |aw, except where otherw se prohibited by |aw. Every
contract that provides nedical, nmajor nedical, or simlar
conprehensi ve-type | arge group coverage shall provide coverage for
prescription drugs for nedication for the treatnent of a substance use
di sorder and shall not require prior authorization for an initial or
renewal prescription for the detoxification of maintenance treatnent of
a substance use disorder, including all buprenorphine products,
net hadone, |ong acting injectable naltrexone, or nedication for opioid
overdose reversal prescribed or dispensed to an individual covered under
the contract, including federal food and drug adm ni stration-approved
over-the-counter opioid overdose reversal nedication as prescribed,
di spensed or as otherw se authorized under state or federal |aw, except
where ot herwi se prohibited by | aw.

* NB Effective until January 1, 2027

* (A) No contract that provides nedical, najor mnmedical or simlar
conpr ehensi ve-type individual or snmall group coverage and provides
coverage for prescription drugs for nedication for the treatnment of a
substance-rel ated and addictive disorder shall require prior
authorization for an initial or renewal prescription for the
det oxi fication or maintenance treatnent of a substance-rel ated and
addi ctive disorder, including all buprenorphi ne products, nethadone,
| ong acting injectable naltrexone, or nedication for opioid overdose
reversal prescribed or dispensed to an insured covered under the
contract, including federal food and drug adm nistrati on-approved
over-the-counter opioid overdose reversal nedication as prescribed,
di spensed or as otherw se authorized under state or federal |aw, except
where otherwi se prohibited by Iaw. Every contract that provides nedical
maj or medi cal, or simlar conprehensive-type |arge group coverage shal
provi de coverage for prescription drugs for nedication for the treatnent
of a substance-rel ated and addi ctive disorder and shall not require
prior authorization for an initial or renewal prescription for the
det oxi fication of maintenance treatnment of a substance-rel ated and
addi ctive disorder, including all buprenorphi ne products, nethadone,
| ong acting injectable naltrexone, or nedication for opioid overdose
reversal prescribed or dispensed to an individual covered under the
contract, including federal food and drug adm nistrati on-approved



over-the-counter opioid overdose reversal nedication as prescribed,
di spensed or as otherw se authorized under state or federal |aw, except
where ot herwi se prohibited by | aw.

* NB Effective January 1, 2027

(B) Coverage provided under this paragraph may be subject to
copaynents, coinsurance, and annual deductibles that are consistent with
t hose i nposed on other benefits within the policy.

(1-2) Every policy that provides coverage for treatnent at an opioid
treatment program shall not inpose a co-paynent fee during the course of
treatment on any insured for such treatnent. For the purposes of this
section "opioid treatnent prograni nmeans a program or practitioner
engaged in opioid treatnent of individuals with an opioid agoni st
treat nent nedi cati on.

(m A nedical expense indemity corporation or a health service
corporation which provides coverage for any service within the |awful
scope of practice of a duly licensed registered professional nurse nust
make avail able, and if requested by all subscribers in a group
remttance group, or by a contract holder in the case of a group
contract issued pursuant to section four thousand three hundred five of
this chapter, provide reinbursenent for such services when perforned by
a duly licensed regi stered professional nurse provided, however, that
rei mbur senent shall not be made for nursing services provided to a
subscriber in a general hospital, nursing honme, or a facility providing
health rel ated services, as such terns are defined in section
twenty-ei ght hundred one of the public health law, or in a facility, as
such termis defined in subdivision six of section 1.03 of the nental
hygi ene law, or in a physician's office. Such coverage nay be subject to
annual deducti bl es and co-insurance as may be deened appropriate by the
superintendent and are consistent with those inposed on other benefits
within a given policy. Such coverage shall not replace, restrict or
el imnate existing coverage provided by the policy. Coverage for the
services of a duly licensed regi stered professional nurse need be

provided only if the nature of the patient's illness or condition
requires nursing care which can appropriately be provided by a person
wi th the education and professional skill of a registered professional

nurse and the nursing care is necessary in the treatnment of the
patient's illness or condition. Witten notice of the availability of



such coverage shall be delivered to the group remtting agent or group
contract holder prior to inception of such contract and annual ly
thereafter, except that this notice shall not be required where a policy
covers two hundred or nore enpl oyees or where the benefit structure was
t he subject of collective bargaining affecting persons who are enpl oyed
in nore than one state.

(n) Every health service or nedical expense indemity corporation
i ssuing a group contract pursuant to this section or a group remttance
contract for delivery in this state which contract provides
rei mbursenent to subscribers or physicians, psychiatrists or
psychol ogi sts for psychiatric or psychol ogi cal services or for the
di agnosi s and treatnent of nental health conditions, however defined in
such contract, nust provide the sane coverage to persons covered under
the group contract for such services when perforned by a |icensed
clinical social worker, within the lawful scope of his or her practice,
who is licensed pursuant to article one hundred fifty-four of the
education | aw and a nmental health counselor, nmarriage and famly
t herapi st, or psychoanal yst |icensed pursuant to article one hundred
sixty-three of the education | aw. Nothing herein shall be construed to
nodi fy or expand the scope of practice of a nental health counsel or,
marriage and fam |y therapist, or psychoanal yst |icensed pursuant to
article one hundred sixty-three of the education |aw. Further, nothing
herein shall be construed to create a new nandated health benefit. The
state board for social work shall maintain a list of all |icensed
clinical social workers qualified for reinbursenent under this
subsection. The state board for nental health practitioners shal
maintain a list of all licensed nental health counsel ors, marriage and
famly therapists, or psychoanal ysts qualified for reinbursenment under
this subsection.

(o) A hospital service corporation or a health service corporation
whi ch provi des coverage for inpatient hospital care nmust nake avail abl e
and, if requested by all persons holding individual contracts in a group
whose premuns are paid by a remtting agent or by the contracthol der in
the case of a group contract issued pursuant to section four thousand
three hundred five of this article, provide coverage for hospice care.
For the purposes of this subsection, hospice care shall nmean the care
and treatnment of a covered person who has been certified by such



person's primary attendi ng physician as having a |ife expectancy of six
nonths or | ess and which is provided by a hospice organi zation certified
pursuant to article forty of the public health law or under a simlar
certification process required by the state in which the hospice

organi zation is | ocated. Hospice care coverage shall be at |east equa
to: (1) atotal of two hundred ten days of coverage beginning with the
first day on which care is provided, for inpatient hospice care in a
hospi ce or in a hospital and hone care and outpatient services provided
by the hospice, including drugs and nedi cal supplies, and (2) five
visits for bereavenent counseling services, either before or after the
insured's death, provided to the famly of the termnally ill insured.
Such coverage shall be nade avail able at the inception of all new
contracts and, with respect to contracts issued before the effective
date of this provision, at the first annual anniversary date thereafter,
wi t hout evidence of insurability and at any subsequent annual

anni versary date subject to evidence of insurability. Such coverage my
be subject to annual deducti bl es and coi nsurance as may be deened
appropriate by the superintendent and are consistent with those inposed
on other benefits within a given contract period. Witten notice of the
avai lability of such coverage shall be delivered to the group remtting
agent or group contract holder prior to inception of such contract and
annual ly thereafter, except that this notice shall not be required where
a policy covers two hundred or nore enpl oyees or where the benefit
structure was the subject of collective bargaining affecting persons who
are enployed in nore than one state.

(p) (1) A nedical expense indemity corporation, a hospital service
corporation or a health service corporation that provides coverage for
hospital, surgical or nedical care shall provide the follow ng coverage
f or manmogr aphy screening for occult breast cancer:

(A) upon the recommendati on of a physician, a mamobgram which may be
provi ded by breast tonosynthesis, at any age for covered persons having
a prior history of breast cancer or who have a first degree relative
with a prior history of breast cancer;

(B) a single baseline mammobgram which may be provided by breast
tonosynt hesis, for covered persons aged thirty-five through thirty-nine,
i ncl usi ve;

(© an annual nmanmogram which nmay be provided by breast tonosythesis,



for covered persons aged forty and ol der;

(D) for large group contracts offered by a nedi cal expense indemity
corporation, a hospital service corporation or a health service
corporation that provide coverage for hospital, surgical or nedical
care, an annual nmammogram for covered persons aged thirty-five through
thirty-nine, inclusive, upon the recomendati on of a physician, subject
to the corporation's determ nation that the mammogramis nedically
necessary;

(E) upon the recomendati on of a physician, screening and di agnostic
i magi ng, including diagnostic mamograns, breast ultrasounds, or
magneti c resonance i nagi ng, recommended by nationally recogni zed
clinical practice guidelines for the detection of breast cancer. For the
pur poses of this subparagraph, "nationally recognized clinical practice
gui del i nes” neans evi dence-based clinical practice guidelines inforned
by a systematic review of evidence and an assessnent of the benefits,
and risks of alternative care options intended to optim ze patient care
devel oped by i ndependent organi zations or medi cal professional societies
utilizing a transparent nethodol ogy and reporting structure and with a
conflict of interest policy; and

* (F) The coverage required in this paragraph or paragraph two of this
subsection shall not be subject to annual deductibles or coinsurance. |f
under federal law, application of this requirenent would result in
heal t h savi ngs account ineligibility under 26 USC 223, this requirenent
shall apply for health savings account-qualified high deductible health
plans with respect to the deductible of such a plan after the enrollee
has satisfied the m ni num deducti ble under 26 USC 223, except for with
respect to itenms or services that are preventive care pursuant to 26 USC
223(c)(2)(C, in which case the requirenents of this paragraph shal
apply regardl ess of whether the m ni num deducti bl e under 26 USC 223 has
been sati sfied.

* NB Effective until January 1, 2027

* (F) The coverage required in this paragraph or paragraph two of this
subsection shall not be subject to annual deductibles or coinsurance. |f
under federal law, application of this requirenent would result in
heal t h savi ngs account ineligibility under 26 USC 223, this requirenent
shall apply for health savings account-qualified high deductible health
plans with respect to the deductible of such a plan after the enrollee



has satisfied the plan deductible, except for with respect to itenms or
services that are preventive care pursuant to 26 USC 223(c)(2)(C, in
whi ch case the requirenents of this paragraph shall apply regardl ess of
whet her the plan deducti bl e has been satisfied.

* NB Effective January 1, 2027

(2) For purposes of paragraph one of this subsection, mamography
screeni ng neans an X-ray exam nation of the breast using dedicated
equi pnrent, including X-ray tube, filter, conpression device, screens,
films and cassettes, with an average gl andul ar radi ati on dose | ess than
0.5 rem per view per breast; provided, however, that mamography
screening shall also include breast tonpsythesis.

(3) In addition to paragraph one or two of this subsection, every
contract that provides coverage for hospital, surgical or nedical care,
except for a grandfathered health plan under paragraph four of this
subsection, shall provide coverage for the foll owi ng mammography
screeni ng services, and such coverage shall not be subject to annual
deducti bl es or coi nsurance:

(A) evidence-based itens or services for mamography that have in
effect a rating of "A or "B in the current recommendati ons of the
United States preventive services task force; and

(B) with respect to wonen, such additional preventive care and
screeni ngs for mamography not described in subparagraph (A) of this
par agraph and as provided for in conprehensive guidelines supported by
the health resources and services adm nistration.

(4) For purposes of this subsection, "grandfathered health plan" neans
coverage provided by a corporation in which an individual was enrolled
on March twenty-third, two thousand ten for as |ong as the coverage
mai nt ai ns grandfathered status in accordance with section 1251(e) of the
Af fordable Care Act, 42 U S.C. § 18011(e).

(p-1) (1) A nedical expense indemity corporation, a hospital service
corporation or a health service corporation that provides coverage for
medi cal, nmajor nedical, or simlar conprehensive-type coverage shal
provi de coverage for bionarker precision nmedical testing for the
pur poses of diagnosis, treatnment, or appropriate managenent of, or
ongoing nonitoring to guide treatnment decisions for, an insured's
di sease or condition when one or nore of the follow ng recognizes the
ef fi cacy and appropri ateness of bi omarker precision nedical testing for



di agnosi s, treatnent, appropriate nanagenent, or guiding treatnent
decisions for an insured s di sease or condition:

(A) labeled indications for a test approved or cleared by the federal
food and drug admi nistration or indicated tests for a food and drug
adm ni strati on approved drug;

(B) centers for nedicare and nedicaid services national coverage
determ nations or nedi care adm nistrative contractor |ocal coverage
det er mi nati ons;

(C nationally recognized clinical practice guidelines; or

(D) peer-reviewed literature and peer-reviewed scientific studies
publ i shed in or accepted for publication by nedical journals that neet
nationally recogni zed requirenents for scientific manuscripts and that
submt nost of their published articles for review by experts who are
not part of the editorial staff.

(2) Such coverage shall be provided in a manner that shall limt
di sruptions in care including the need for nultiple biopsies or
bi ospeci men sanpl es.

(3) As used in this subsection, the following terns shall have the
fol | owi ng neani ngs:

(A) "Biomarker" neans a characteristic that is neasured as an
i ndi cat or of normal biol ogical processes, pathogenic processes, or
responses to an exposure or intervention, including therapeutic
i nterventi ons.

(B) "Biomarker precision nedical testing" neans the analysis of a
patient's tissue, blood, or other biospecinen for the presence of a
bi omarker. Bi omarker testing includes but is not limted to
single-anal yte tests and nulti-plex panel tests perforned at a
participating in-network |aboratory facility that is either CLIA
certified or CLIA waived by the federal food and drug adm ni stration.

(© "Nationally recognized clinical practice guidelines" means
evi dence-based clinical practice guidelines inforned by a systematic
revi ew of evidence and an assessnent of the benefits, and risks of
alternative care options intended to optim ze patient care devel oped by
i ndependent organi zati ons or nedi cal professional societies utilizing a
transparent net hodol ogy and reporting structure and with a conflict of
i nterest policy.

(q) (1) Every policy issued by a nedical expense indemity



corporation, a hospital service corporation or a health service
corporation which provi des coverage for prescribed drugs approved by the
food and drug admi nistration of the United States governnent for the
treatment of certain types of cancer shall not exclude coverage of any
such drug on the basis that such drug has been prescribed for the
treatment of a type of cancer for which the drug has not been approved
by the food and drug adm nistration. Provided, however, that such drug
nmust be recogni zed for treatnment of the specific type of cancer for

whi ch the drug has been prescribed in one of the foll ow ng established
ref erence conpendi a:

(i) the Anmerican Hospital Fornulary Service-Drug Information
(AHFS-DI) ;

(ii1) National Conprehensive Cancer Networks Drugs and Biol ogics
Conpendi un

(iii) Thonson M cronmedex DrugDex;

(iv) Elsevier Gold Standard's Cinical Pharmacol ogy; or other
authoritative conpendia as identified by the Federal Secretary of Health
and Human Services or the Centers for Medicare & Medicaid Services
(CMB); or recomended by review article or editorial conmment in a ngjor
peer revi ewed professional journal.

(2) Notwithstanding the provisions of this subsection, coverage shal
not be required for any experinmental or investigational drugs or any
drug which the food and drug adm nistration has determ ned to be
contraindicated for treatnent of the specific type of cancer for which
the drug has been prescribed. The provisions of this subsection shal
apply to cancer drugs only and nothing herein shall be construed to
create, inpair, alter, limt, nodify, enlarge, abrogate or prohibit
rei mbursenent for drugs used in the treatnment of any other disease or
condi ti on.

(g-1) (1) Every contract issued by a nmedical expense indemity
corporation, a hospital service corporation or a health service
corporation for delivery in this state that provides nedical, ngjor
medi cal or simlar conprehensive-type coverage and provi des coverage for
prescription drugs and for cancer chenotherapy treatnent shall provide
coverage for prescribed, orally adm nistered anti cancer nedi cations used
to kill or slowthe growh of cancerous cells. Such coverage nay be
subj ect to co-pays, coinsurance or deductibles, provided that the



co- pays, coinsurance or deductibles are at |east as favorable to an
i nsured as the co-pays, coinsurance or deductibles that apply to
coverage for intravenous or injected anticancer nedications.

(2) An insurer providing coverage under this paragraph and any
participating entity through which the insurer offers health services
shal | not:

(A) vary the terns of the contract for the purpose or with the effect
of avoiding conpliance with this paragraph,;

(B) provide incentives (nonetary or otherw se) to encourage a covered
person to accept | ess than the m ninum protections avail able under this
par agr aph;

(C penalize in any way or reduce or limt the conpensation of a
health care practitioner for reconmending or providing care to a covered
person in accordance with this paragraph;

(D) provide incentives (nmonetary or otherwise) to a health care
practitioner relating to the services provided pursuant to this
par agraph i ntended to i nduce or have the effect of inducing such
practitioner to provide care to a covered person in a manner
i nconsi stent with this paragraph; or

(E) achieve conpliance with this paragraph by inposing an increase in
cost sharing for an intravenous or injected anticancer nedication.

(g-2) (1) Every large group contract delivered or issued for delivery
in this state that provides nedical, mgjor nmedical, or simlar
conpr ehensi ve-type coverage and provi des coverage for cancer
chenot herapy treatnent shall provide coverage for scal p cooling systens
used in connection with cancer chenotherapy treatnment. Coverage provided
under this subsection nay be subject to annual deductibles and
coi nsurance, including copaynents, as nay be deened appropriate by the
superintendent and as are consistent with those established for other
benefits within a given contract.

(2) For the purposes of this subsection, "scalp cooling systenm neans
any device used to cool the human scalp to prevent or reduce hair |oss
during cancer chenotherapy treatnent, provided that such device is
desi gned and intended for repeated use and is primarily and custonmarily
used to serve a nedical purpose.

(r) Consistent with federal |aw, a hospital service corporation or a
heal t h service corporation which provides coverage supplenenting part A



and part B of subchapter XVIII of the federal Social Security Act, 42
USC 88 1395 et seq., shall nake available and, if requested by a person
hol ding a direct paynent individual contract or by all persons hol ding
i ndi vidual contracts in a group whose premuns are paid by a remtting
agent or by a contract holder in the case of a group contract issued
pursuant to section four thousand three hundred five of this article,
provi de coverage for at |east ninety days of care in a nursing home as
defined in section twenty-ei ght hundred one of the public health | aw,
except when such coverage woul d duplicate coverage that is avail able
under the aforenentioned subchapter XVII1I. Such coverage shall be nade
avai l abl e at the inception of all new contracts and, with respect to al
ot her contracts at each anniversary date of the contract.

(1) Coverage shall be subject to a copaynent of twenty-five dollars
per day.

(2) Brochures describing such coverage nmust be provided at the tinme of
application for all new contracts and thereafter on each anniversary
date of the contract, and with respect to all other contracts annually
at each anniversary date of the contract. Such brochures nust be
approved by the superintendent in consultation with the conm ssi oner of
heal t h.

Such insurers shall report to the superintendent each year the nunber
of contract holders to whom such insurers have issued such policies for
nur si ng home coverage and the approxi mate nunber of persons covered by
such polici es.

(3) The comrensurate rate for the coverage nust be approved by the
superi nt endent.

* (s) (1) A hospital service corporation or health service corporation
whi ch provi des coverage for hospital care shall not exclude coverage for
hospital care for diagnosis and treatnent of correctabl e nedical
conditions otherw se covered by the policy solely because the nedical
condition results in infertility; provided, however that:

(A) subject to the provisions of paragraph three of this subsection,
in no case shall such coverage exclude surgical or nedical procedures
provi ded as part of such hospital care which would correct nalformation,
di sease or dysfunction resulting in infertility; and

(B) provided, further however, that subject to the provisions of



par agraph three of this subsection, in no case shall such coverage

excl ude di agnostic tests and procedures provided as part of such
hospital care that are necessary to determne infertility or that are
necessary in connection with any surgical or nedical treatnents or
prescription drug coverage provided pursuant to this subsection,

i ncl udi ng such diagnostic tests and procedures as hysterosal pi ngogram
hyst eroscopy, endonetrial biopsy, |aparoscopy, sono-hysterogram post
coital tests, testis biopsy, semen analysis, blood tests and ultrasound,
and

(C provided, further however, every such policy which provides
coverage for prescription drugs shall include, within such coverage,
coverage for prescription drugs approved by the federal Food and Drug
Adm ni stration for use in the diagnosis and treatnment of infertility in
accordance with paragraph three of this subsection.

(2) A nedical expense indemity or health service corporation which
provi des coverage for surgical and nedical care shall not exclude
coverage for surgical and nedical care for diagnosis and treatnent of
correctabl e nedical conditions otherw se covered by the policy solely
because the nedical condition results in infertility; provided, however
t hat :

(A) subject to the provisions of paragraph three of this subsection,
in no case shall such coverage exclude surgical or nedical procedures
whi ch woul d correct mal fornmation, disease or dysfunction resulting in
infertility; and

(B) provided, further however, that subject to the provisions of
par agraph three of this subsection, in no case shall such coverage
excl ude di agnostic tests and procedures that are necessary to determ ne
infertility or that are necessary in connection with any surgical or
nmedi cal treatnents or prescription drug coverage provided pursuant to
t hi s subsection, including such diagnostic tests and procedures as
hyst er osal pi ngogram hysteroscopy, endonetrial biopsy, |aparoscopy,
sono- hysterogram post coital tests, testis biopsy, senen analysis,
bl ood tests and ul trasound; and

(C provided, further however, every such policy which provides
coverage for prescription drugs shall include, within such coverage,
coverage for prescription drugs approved by the federal Food and Drug
Adm ni stration for use in the diagnosis and treatnment of infertility in



accordance with paragraph three of this subsection.

(3) Coverage of diagnostic and treatnent procedures, including
prescription drugs used in the diagnosis and treatnment of infertility as
requi red by paragraphs one and two of this subsection shall be provided
i n accordance with this paragraph.

(A) Diagnosis and treatnent of infertility shall be prescribed as part
of a physician's overall plan of care and consistent with the guidelines
for coverage as referenced in this paragraph.

(B) Coverage may be subject to co-paynents, coinsurance and
deducti bl es as may be deened appropriate by the superintendent and as
are consistent with those established for other benefits within a given
policy.

(C Except as provided in subparagraphs (F) and (G of this paragraph
coverage shall not be required to include the diagnosis and treatnent of
infertility in connection with: (i) in vitro fertilization, ganete
intrafall opian tube transfers or zygote intrafall opian tube transfers;
(ii) the reversal of elective sterilizations; (iii) sex change
procedures; (iv) cloning; or (v) nedical or surgical services or
procedures that are deened to be experinmental in accordance with
clinical guidelines referenced in subparagraph (D) of this paragraph.

(D) The superintendent, in consultation with the conm ssi oner of
heal t h, shall promnul gate regul ati ons which shall stipulate the
gui del i nes and standards which shall be used in carrying out the
provi sions of this paragraph, which shall include:

(i) The identification of experinmental procedures and treatnents not
covered for the diagnosis and treatnment of infertility determned in
accordance with the standards and gui del i nes established and adopted by
the American Coll ege of Cbstetricians and Gynecol ogi sts and the Anerican
Soci ety for Reproductive Mdicine;

(ii) The identification of the required training, experience and other
standards for health care providers for the provision of procedures and
treatments for the diagnosis and treatnment of infertility determned in
accordance with the standards and gui del i nes established and adopted by
the American Coll ege of Cbstetricians and Gynecol ogi sts and the Anerican
Soci ety for Reproductive Medicine; and

(iii) The determ nation of appropriate medi cal candi dates by the
treating physician in accordance with the standards and gui del i nes



establ i shed and adopted by the Anerican Coll ege of Qbstetricians and
Gynecol ogi sts and/ or the American Society for Reproductive Medicine.

(E)(i) For the purposes of this subsection, "infertility" neans a
di sease or condition characterized by the incapacity to inpregnate
anot her person or to conceive, defined by the failure to establish a
clinical pregnancy after twelve nonths of regular, unprotected sexual
i ntercourse or therapeutic donor insemnation, or after six nonths of
regul ar, unprotected sexual intercourse or therapeutic donor
insemnation for a female thirty-five years of age or older. Earlier
eval uation and treatnment nay be warranted based on an individual's
medi cal history or physical findings.

(ii) For purposes of this subsection, "iatrogenic infertility" neans
an inpairment of fertility by surgery, radiation, chenotherapy or other
nmedi cal treatnent affecting reproductive organs or processes.

(F) Coverage shall also include standard fertility preservation
services when a nedical treatnment nmay directly or indirectly cause
iatrogenic infertility to an insured. Coverage may be subject to annual
deducti bl es and coi nsurance, including copaynents, as may be deened
appropriate by the superintendent and as are consistent with those
established for other benefits within a given contract.

(G Every large group contract that provides nedical, mjor nedical or
sim |l ar conprehensive-type coverage shall provide coverage for three
cycles of in-vitro fertilization used in the treatnment of infertility.
Coverage nmay be subject to annual deducti bl es and coi nsurance, including
copaynents, as may be deened appropriate by the superintendent and as
are consistent with those established for other benefits within a given
contract. For purposes of this subparagraph, a "cycle" is defined as
either all treatnent that starts when: preparatory nedications are
adm ni stered for ovarian stinmulation for oocyte retrieval with the
i ntent of undergoing in-vitro fertilization using a fresh enbryo
transfer; or nedications are adm nistered for endonetrial preparation
with the intent of undergoing in-vitro fertilization using a frozen
enbryo transfer

(H) No corporation providing coverage under this subsection shal
di scrim nate based on an insured' s expected length of |life, present or
predi cted disability, degree of nedical dependency, perceived quality of
life, or other health conditions, nor based on personal characteristics,



i ncludi ng age, sex, sexual orientation, marital status or gender
identity.

(4) Every contract issued by a nedical expense indemmity corporation,
a hospital service corporation or a health services corporation that
provi des coverage for prescription fertility drugs and requires or
permts prescription drugs to be purchased through a network
participating mail order or other non-retail pharmacy shall provide the
same coverage for prescription fertility drugs when such drugs are
purchased froma network participating non-mail order retail pharmacy
provi ded that the network participating non-nail order retail pharnacy
agrees in advance, through a contractual network agreenent, to the sane
rei mbur senent anount, as well as the same applicable ternms and
conditions, that the corporation has established for the network
participating mail order or other non-retail pharmacy. In such case, the
contract shall not inpose any fee, co-paynent, co-insurance, deductible
or other condition on any covered person who does not el ect to purchase
prescription fertility drugs through a network participating mail order
or other non-retail pharmacy; provided, however, that the provisions of
this section shall not supersede the terns of a collective bargaining
agreenent or apply to a contract that is the result of a collective
bar gai ni ng agreenent between an enpl oyer and a recogni zed or certified
enpl oyee organi zati on.

* NB There are 2 sb (s)'s

* (s) Notwithstanding any provision of a contract issued by a nedi cal
expense indemity corporation, a dental expense indemmity corporation or
heal t h service corporation, every contract which provi des coverage for
care provided through licensed health professionals who can bill for
services shall provide the sanme coverage and rei nbursenent for such
service provided pursuant to a clinical practice plan established
pursuant to subdivision fourteen of section two hundred six of the
public health | aw

* NB There are 2 sb (s)'s

(t) (1) A nedical expense indemity corporation, a hospital service
corporation or a health service corporation that provides coverage for
hospital, surgical, or nedical care shall provide coverage for an annual
cervical cytology screening for cervical cancer and its precursor states
for wonen aged ei ghteen and ol der. Such coverage required by this



par agr aph may be subj ect to annual deducti bl es and coi nsurance as nay be
deened appropriate by the superintendent and as are consistent with
t hose established for other benefits within a given contract.

(2) For purposes of paragraph one of this subsection, cervical
cytol ogy screening shall include an annual pelvic exam nati on,
coll ection and preparation of a Pap snear, and | aboratory and di agnostic
services provided in connection with exam ning and eval uati ng the Pap
smear.

(3) In addition to paragraph one or two of this subsection, every
contract that provides coverage for hospital, surgical or nedical care,
except for a grandfathered health plan under paragraph four of this
subsection, shall provide coverage for the follow ng cervical cytol ogy
screeni ng services, and such coverage shall not be subject to annual
deducti bl es or coi nsurance:

(A) evidence-based itens or services for cervical cytology that have
in effect a rating of "A" or 'B in the current recommendati ons of the
United States preventive services task force; and

(B) with respect to wonen, such additional preventive care and
screenings for cervical cytology not described in subparagraph (A) of
t hi s paragraph and as provided for in conprehensive guidelines supported
by the health resources and services adm nistration.

(4) For purposes of this subsection, "grandfathered health plan" neans
coverage provided by a corporation in which an individual was enrolled
on March twenty-third, two thousand ten for as |ong as the coverage
mai nt ai ns grandfathered status in accordance with section 1251(e) of the
Af fordable Care Act, 42 U S.C. § 18011(e).

(u) (1) A nedical expense indemity corporation or a health service
corporation which provides nedi cal coverage that includes coverage for
physi ci an services in a physician's office and every policy which
provi des nmajor nedical or simlar conprehensive-type coverage shal
i ncl ude coverage for the foll ow ng equi pnent and supplies for the
treatment of diabetes, if reconmended or prescribed by a physician or
ot her licensed health care provider legally authorized to prescribe
under title eight of the education |aw bl ood glucose nonitors and bl ood
gl ucose nonitors for the visually inpaired, data nanagenment systens,
test strips for glucose nonitors and visual reading and urine testing
strips, insulin, injection aids, cartridges for the visually inpaired,



syringes, insulin punps and appurtenances thereto, insulin infusion

devi ces, and oral agents for controlling blood sugar. In addition, the
commi ssi oner of the departnment of health shall provide and periodically
update by rule or regulation a |ist of additional diabetes equipnent and
rel ated supplies such as are nedically necessary for the treatnent of

di abetes, for which there shall also be coverage. Such policies shal

al so include coverage for diabetes self-nmanagenent education to ensure
that persons with diabetes are educated as to the proper self-nmanagenent
and treatnment of their diabetic condition, including information on
proper diets. Such coverage for self-nmanagenent education and educati on
relating to diet shall be Ilimted to visits nedically necessary upon the
di agnosi s of di abetes, where a physician diaghoses a significant change
in the patient's synptons or conditions which necessitate changes in a
patient's self-nmanagenent, or where reeducation or refresher education

I s necessary. Such education may be provided by the physician or other

| i censed health care provider legally authorized to prescribe under
title eight of the education law, or their staff, as part of an office
visit for diabetes diagnosis or treatnent, or by a certified diabetes
nurse educator, certified nutritionist, certified dietitian or

regi stered dietitian upon the referral of a physician or other |icensed
health care provider legally authorized to prescribe under title eight
of the education |law. Education provided by the certified di abetes nurse
educator, certified nutritionist, certified dietitian or registered
dietitian nmay be limted to group settings wherever practicable.
Coverage for self-nmanagenent education and education relating to diet
shall al so include hone visits when nedically necessary.

(2) Such coverage nay be subject to annual deducti bl es and coi nsurance
as nmay be deened appropriate by the superintendent and as are consi stent
with those established for other benefits within a given policy;
provi ded, however, that covered prescription insulin drugs shall not be
subj ect to a deductible, copaynent, coinsurance or any other cost
sharing requirenent.

(3) This subsection shall not apply to a policy which covers persons
enpl oyed in nore than one state or the benefit structure of which was
t he subject of collective bargaining affecting persons enployed in nore
t han one state unless such policy is issued under the New York state
heal t h i nsurance pl an established under article el even of the civil



service |law or issued to or through a | ocal governnent.

(u-1) A nedical expense indemity corporation or a health service
corporation which provi des nedi cal coverage that includes coverage for
physi ci an services in a physician's office and every policy which
provi des nmajor nedical or simlar conprehensive-type coverage shal
i ncl ude coverage for equi pnent and supplies used for the treatnent of
ostomes, if prescribed by a physician or other |icensed health care
provider legally authorized to prescribe under title eight of the
education | aw. Such coverage shall be subject to annual deducti bl es and
coi nsurance as deened appropriate by the superintendent. The coverage
required by this subsection shall be identical to, and shall not enhance
or increase the coverage required as part of essential health benefits
as defined in subsection (a) of section four thousand three hundred
six-h of this article.

(v) (1) Every contract issued by a medical expense indemity
corporation, hospital service corporation or health service corporation
whi ch provi des coverage for inpatient hospital care shall provide such
coverage for such period as is determ ned by the attendi ng physician in
consultation with the patient to be nedically appropriate after such
covered person has undergone a | ynph node dissection or a |unpectony for
the treatnment of breast cancer or a mastectony covered by the contract.
Such coverage may be subject to annual deductibles and coi nsurance as
may be deemed appropriate by the superintendent and as are consi stent
with those established for other benefits within a given policy. Witten
notice of the availability of such coverage shall be delivered to the
group remtting agent or group contract holder prior to the inception of
such contract and annually thereafter.

(2) A nedical expense indemity corporation, hospital service
corporation or health service corporation which provides coverage under
this subsection and any participating entity through which the insurer
of fers health services shall not:

(A) deny to a covered person eligibility, or continued eligibility, to
enroll or to renew coverage under the ternms of the contract or vary the
terms of the contract for the purpose or with the effect of avoiding
conpliance with this subsection;

(B) provide incentives (nonetary or otherw se) to encourage a covered
person to accept | ess than the m ninum protections avail able under this



subsecti on;

(C penalize in any way or reduce or limt the conpensation of a
health care practitioner for reconmending or providing care to a covered
person in accordance with this subsection;

(D) provide incentives (nmonetary or otherwise) to a health care
practitioner relating to the services provided pursuant to this
subsection intended to i nduce or have the effect of inducing such
practitioner to provide care to a covered person in a manner
i nconsistent with this subsection; or

(E) restrict coverage for any portion of a period within a hospital
| ength of stay required under this subsection in a nanner which is
i nconsi stent with the coverage provided for any precedi ng portion of
such stay.

(3) The prohibitions in paragraph two of this subsection shall be in
addition to the provisions of sections four thousand three hundred
sevent een and four thousand three hundred ei ghteen of this article and
nothing in this paragraph shall be construed to suspend, supersede,
anend or otherwi se nodify such sections.

(w) (1) Every contract issued by a nedical expense indemity
corporation or health service corporation which provides nedical, major
medi cal, or simlar conprehensive-type coverage nust provide coverage
for a second nedi cal opinion by an appropriate specialist, including but
not limted to a specialist affiliated with a specialty care center for
the treatnment of cancer, in the event of a positive or negative
di agnosi s of cancer or a recurrence of cancer or a recommendation of a
course of treatnment for cancer, subject to the follow ng:

(i) I'n the case of a contract that requires, or provides financial
i ncentives for, the covered person to receive covered services from
health care providers participating in a provider network maintained by
or under contract with the corporation, the contract shall include
coverage for a second medi cal opinion froma non-participating
specialist, including but not limted to a specialist affiliated with a
specialty care center for the treatnment of cancer, when the attending
physi cian provides a witten referral to a non-participating specialist,
at no additional cost to the covered person beyond what such covered
person woul d have paid for services froma participating appropriate
specialist. Provided however that nothing herein shall inpair the



covered person's rights (if any) under the contract to obtain the second
medi cal opinion froma non-participating specialist without a witten
referral, subject to the paynment of additional coinsurance (if any)
required by the contract for services provided by non-participating
provi ders. The corporation shall conpensate the non-participating
specialist at the usual, customary and reasonable rate, or at a rate
listed on a fee schedule filed and approved by the superintendent which
provi des a conparabl e | evel of reinbursenent.

(ii) I'n the case of a contract that does not provide financial
i ncentives for, and does not require, the covered person to receive
covered services fromhealth care providers participating in a provider
networ k mai ntai ned by or under contract with the corporation, the
contract shall include coverage for a second nedical opinion froma
specialist at no additional cost to the covered person beyond what the
covered person would have paid for conparable services covered under the
contract.

(iii) Such coverage nay be subject to annual deductibles and
coi nsurance as may be deened appropriate by the superintendent and as
are consistent with those established for other benefits within a given
contract and, where applicable, consistent with the provisions of
subpar agraphs (i) and (ii) of this paragraph.

Not hing in this subsection shall elimnate or dimnish the
corporation's obligation to conply with the provisions of section four
t housand ei ght hundred four of this chapter and section forty-four
hundred three of the public health | aw where applicable. Witten notice
of the availability of such coverage shall be delivered to the group
remtting agent or group contract holder prior to the inception of such
contract and annually thereafter.

(2) A nedical expense indemity corporation or health service
corporation which provi des coverage under this subsection and any
participating entity through which the insurer offers health services
shal | not:

(A) deny to a covered person eligibility, or continued eligibility, to
enroll or to renew coverage under the ternms of the contract or vary the
terms of the contract for the purpose or with the effect of avoiding
conpliance with this subsection;



(B) provide incentives (nonetary or otherw se) to encourage a covered
person to accept | ess than the m ninum protections avail able under this
subsecti on;

(C penalize in any way or reduce or limt the conpensation of a
health care practitioner for reconmending or providing care to a covered
person in accordance with this subsection; or

(D) provide incentives (nmonetary or otherwise) to a health care
practitioner relating to the services provided pursuant to this
subsection intended to i nduce or have the effect of inducing such
practitioner to provide care to a covered person in a manner
i nconsistent with this subsection.

(3) The prohibitions in paragraph two of this subsection shall be in
addition to the provisions of sections four thousand three hundred
sevent een and four thousand three hundred ei ghteen of this article and
nothing in this paragraph shall be construed to suspend, supersede,
anend or otherwi se nodify such sections.

(x) (1) Every contract issued by a nmedical expense indemity
corporation, hospital service corporation or health service corporation
whi ch provi des coverage for surgical or nedical care shall provide the
foll owi ng coverage for breast or chest wall reconstruction surgery after
a mastectony or partial mastectony:

(A) all stages of reconstruction of the breast or chest wall on which
the mastectony or partial mastectony has been perforned; and

(B) surgery and reconstruction of the other breast or chest wall to
produce a symetrical appearance;
in the manner determ ned by the attendi ng physician and the patient to
be appropriate. Chest wall reconstruction surgery shall include
aesthetic flat closure as such termis defined by the National Cancer
institute. Such coverage may be subject to annual deducti bl es or
coi nsurance provisions as may be deened appropriate by the
superintendent and as are consistent with those established for other
benefits within a given policy. Witten notice of the availability of
such coverage shall be delivered to the group remtting agent or group
contract holder prior to the inception of such contract and annual ly
t hereafter.

(1-A) Every contract providing coverage as required by paragraph one
of this subsection shall also provide coverage for the tattooing of the



ni ppl e-areol ar conpl ex pursuant to or as part of such reconstruction if
such tattooing is perfornmed by a |licensed physician or other health care
practitioner |icensed, certified, or authorized pursuant to title eight
of the education law and acting within their scope of practice.

(2) A nedical expense indemity corporation, hospital service
corporation or health service corporation which provides coverage under
this subsection and any participating entity through which the insurer
of fers health services shall not:

(A) deny to a covered person eligibility, or continued eligibility, to
enroll or to renew coverage under the terns of the policy or vary the
terms of the policy for the purpose or with the effect of avoiding
conpliance with this subsection;

(B) provide incentives (nonetary or otherw se) to encourage a covered
person to accept | ess than the m ninum protections avail able under this
subsecti on;

(C penalize in any way or reduce or limt the conpensation of a
health care practitioner for reconmending or providing care to a covered
person in accordance with this subsection;

(D) provide incentives (nmonetary or otherwise) to a health care
practitioner relating to the services provided pursuant to this
subsection intended to i nduce or have the affect of inducing such
practitioner to provide care to a covered person in a manner
i nconsistent with this subsection;

(E) restrict coverage for any portion of a period within a hospital
| ength of stay required under this subsection in a nanner which is
i nconsi stent with the coverage provided for any precedi ng portion of
such stay; or

(F) the prohibitions in this paragraph shall be in addition to the
provi sions of sections four thousand three hundred seventeen and four
t housand three hundred eighteen of this article and nothing in this
par agr aph shall be construed to suspend, supersede, anend or otherw se
nodi fy such sections.

* (y) Every contract that provides coverage for prescription drugs
shal |l include coverage for the cost of enteral fornmulas for home use,
whet her admi nistered orally or via tube feeding, for which a physician
or other licensed health care provider legally authorized to prescribe
under title eight of the education |aw has issued a witten order. Such



witten order shall state that the enteral fornula is clearly nedically
necessary and has been proven effective as a disease-specific treatnent
regi men. Specific diseases and disorders for which enteral fornulas have
been proven effective shall include, but are not limted to, inherited
di seases of am no-acid or organic acid netabolism Crohn's D sease;
gast roesophageal reflux; disorders of gastrointestinal notility such as
chronic intestinal pseudo-obstruction; and nultiple, severe food
allergies including, but not limted to immunoglobulin E and
noni nmunogl obul in E-nediated allergies to nultiple food proteins; severe
food protein induced enterocolitis syndrone; eosinophilic disorders; and
i mpai red absorption of nutrients caused by disorders affecting the
absorptive surface, function, length, and notility of the
gastrointestinal tract. Enteral fornulas that are nedically necessary
and taken under witten order froma physician for the treatnent of
speci fic diseases shall be distinguished fromnutritional supplenents
taken el ectively. Coverage for certain inherited di seases of am no acid
and organic acid netabolismas well as severe protein allergic
conditions shall include nodified solid food products that are | ow
protein, contain nodified protein, or are am no acid based that are
medi cal | y necessary.

* NB There are 2 sbh§ (y)'s

* (y)(1) Every contract issued by a health service corporation or a
nmedi cal expense indemmity corporation which is a "managed care product”
as defined in paragraph four of this subsection that includes coverage
for physician services in a physician's office, and every "managed care
product” that provides major nedical or simlar conprehensive-type
coverage, shall include coverage for chiropractic care, as defined in
section six thousand five hundred fifty-one of the education |aw,
provi ded by a doctor of chiropractic |icensed pursuant to article one
hundred thirty-two of the education law, in connection with the
detection or correction by nmanual or nechani cal nmeans of structural
i mbal ance, distortion or subluxation in the human body for the purpose
of renoving nerve interference, and the effects thereof, where such
interference is the result of or related to distortion, msalignnent or
subl uxation of or in the vertebral colum. However, chiropractic care
and services may be subject to reasonabl e deductible, co-paynent and
co-insurance amounts, reasonable fee or benefit limts, and reasonable



utilization review, provided that any such anounts, limts and review
(a) shall not function to direct treatnent in a manner discrimnative
agai nst chiropractic care, and (b) individually and collectively shall
be no nore restrictive than those applicable under the sane policy to
care or services provided by other health professionals in the

di agnosi s, treatnent and nanagenent of the sane or simlar conditions,
injuries, conplaints, disorders or ailnents, even if differing

nonencl ature is used to describe the condition, injury, conplaint,

di sorder or ailnment. Nothing herein contained shall be construed as

i npedi ng or preventing either the provision or coverage of chiropractic
care and services by duly licensed doctors of chiropractic, within the
| awf ul scope of chiropractic practice, in hospital facilities on a staff
or enpl oyee basi s.

(3) Every contract issued by a health service corporation or a nedical
expense indemmity corporation which includes coverage for physician
services in a physician's office, and every contract which provides
maj or medi cal or simlar conprehensive-type coverage, other than a
"managed care product” as defined in paragraph four of this subsection,
shal | provide coverage for chiropractic care, as defined in section six
t housand five hundred fifty-one of the education |aw, provided by a
doctor of chiropractic |icensed pursuant to article one hundred
thirty-two of the education |law, in connection with the detection or
correction by manual or mnechani cal nmeans of structural inbal ance,
distortion or subluxation in the human body for the purpose of renoving
nerve interference, and the effects thereof, where such interference is
the result of or related to distortion, msalignnent or subl uxation of
or in the vertebral colum. However, chiropractic care and services my
be subject to reasonabl e deductible, co-paynent and co-insurance
anounts, reasonable fee or benefit limts, and reasonable utilization
review, provided that any such amounts, limts and review. (a) shal
not function to direct treatnment in a manner discrimnative agai nst
chiropractic care, and (b) individually and collectively shall be no
nore restrictive than those applicable under the sane contract to care
or services provided by other health professionals in the diagnosis,
treatment and managenent of the sane or simlar conditions, injuries,
conplaints, disorders or ailnments even if differing nonenclature is used
to describe the condition, injury, conplaint, disorder or ailnent.



Not hi ng herein contained shall be construed as inpeding or preventing
either the provision or coverage of chiropractic care and services by
duly licensed doctors of chiropractic, within the | awful scope of
chiropractic practice, in hospital facilities on a staff or enpl oyee
basi s.

(4) For purposes of this subsection, a "nanaged care product” shal
mean a contract which requires that nedical or other health care
services covered under the contract, other than emergency care services,
be provided by, or pursuant to a referral from a primary care provider,
and that services provided pursuant to such a referral be rendered by a
health care provider participating in the corporation's nmanaged care
provi der network. In addition, a nanaged care product shall al so nmean
the in-network portion of a contract which requires that nedical or
ot her health care services covered under the contract, other than
energency care services, be provided by, or pursuant to a referral from
a primary care provider, and that services provided pursuant to such a
referral be rendered by a health care provider participating in the
corporation's nanaged care provider network, in order for the insured to
be entitled to the maxi num rei nbursement under the contract.

(5) The coverage required by this subsection shall not be abridged by
any regul ati on promul gated by the superintendent.

* NB There are 2 sbh§ (y)'s

(z) No contract issued by a nedical expense indemity corporation, a
hospi tal service corporation or a health service corporation shal
excl ude coverage of a health care service, as defined in paragraph two
of subsection (e) of section four thousand nine hundred of this chapter,
rendered or proposed to be rendered to an insured on the basis that such
service is experinmental or investigational, is rendered as part of a
clinical trial as defined in subsection (b-2) of section forty-nine
hundred of this chapter, or a prescribed pharmaceutical product
ref erenced i n subparagraph (B) of paragraph two of subsection (e) of
section forty-nine hundred of this chapter provided that coverage of the
patient costs of such service has been recommended for the insured by an
external appeal agent upon an appeal conducted pursuant to subparagraph
(B) of paragraph four of subsection (b) of section four thousand nine
hundred fourteen of this chapter. The determ nation of the external
appeal agent shall be binding on the parties. For purposes of this



par agr aph, patient costs shall have the sane neani ng as such term has
for purposes of subparagraph (B) of paragraph four of subsection (b) of
section four thousand nine hundred fourteen of this chapter; provided,
however, that coverage for the services required under this subsection
shal | be provided subject to the terns and conditions generally
applicable to other benefits provi ded under the policy.

(z-1) (1) Every policy delivered or issued for delivery in this state
whi ch provi des nedi cal coverage that includes coverage for physician
services in a physician's office and every policy which provides major
medi cal or simlar conprehensive-type coverage shall provide, upon the
prescription of a health care provider legally authorized to prescribe
under title eight of the education |aw, the follow ng coverage for
di agnostic screening for prostatic cancer:

(A) standard diagnostic testing including, but not limted to, a
digital rectal exam nation and a prostate-specific antigen test at any
age for nen having a prior history of prostate cancer; and

(B) an annual standard di agnostic exam nation including, but not
limted to, a digital rectal exam nation and a prostate-specific antigen
test for nmen age fifty and over who are asynptomatic and for nen age
forty and over with a famly history of prostate cancer or other
prostate cancer risk factors.

(2) Such coverage shall not be subject to annual deductibles or
COi nsur ance.

(aa) (1) Every contract issued by a hospital service conpany or health
service corporation which provides major nedical or simlar
conpr ehensi ve-type coverage shall include coverage for prehospita
energency nedical services for the treatnment of an energency condition
when such services are provided by an anbul ance service issued a
certificate to operate pursuant to section three thousand five of the
public health | aw

(2) Paynent by an insurer pursuant to this section shall be paynent in
full for the services provided. An anmbul ance service rei nbursed pursuant
to this section shall not charge or seek any reinbursenent from or have
any recourse against an insured for the services provided pursuant to
t his subsection, except for the collection of copaynments, coinsurance or
deductibles for which the insured is responsible for under the terns of
t he policy.



(3) An insurer shall provide reinbursenent for those services
prescribed by this section at rates negoti ated between the insurer and
t he provider of such services. In the absence of agreed upon rates, an
i nsurer shall pay for such services at the usual and customary charge,
whi ch shall not be excessive or unreasonable. The insurer shall send
such paynents directly to the provider of such anbul ance services, if
t he anmbul ance service has on file an executed assi gnnent of benefits
formwith the claim

(4) The provisions of this subsection shall have no application to
transfers of patients between hospitals or health care facilities by an
anbul ance service as described in paragraph one of this subsection
unl ess such services are covered under the policy.

(5) As used in this subsection:

(A) "Prehospital energency nedical services" neans the pronpt
eval uation and treatnment of an energency nedi cal condition, and/or
non-air-borne transportation of the patient to a hospital; provided
however, where the patient utilizes non-air-borne energency
transportation pursuant to this subsection, reinbursenent shall be based
on whet her a prudent | ayperson, possessing an average know edge of
nmedi ci ne and health, could reasonably expect the absence of such
transportation to result in (i) placing the health of the person
afflicted with such condition in serious jeopardy, or in the case of a
behavi oral condition placing the health of such person or others in
serious jeopardy; (ii) serious inpairment to such person's bodily
functions; (iii) serious dysfunction of any bodily organ or part of such
person; (iv) serious disfigurenment of such person; or (v) a condition
described in clause (i), (ii) or (iii) of section 1867(e)(1)(A) of the
Soci al Security Act.

(B) "Enmergency condition"” means a nedi cal or behavioral condition that
mani fests itself by acute synptons of sufficient severity, including
severe pain, such that a prudent |ayperson, possessing an average
know edge of nedicine and health, could reasonably expect the absence of
i mmedi ate nmedical attention to result in (i) placing the health of the
person afflicted with such condition in serious jeopardy, or in the case
of a behavioral condition, placing the health of such person or others
in serious jeopardy; (ii) serious inpairnent to such person's bodily
functions; (iii) serious dysfunction of any bodily organ or part of such



person; (iv) serious disfigurenment of such person; or (v) a condition
described in clause (i), (ii) or (iii) of section 1867(e)(1)(A) of the
Soci al Security Act.

(bb) A health service corporation or a nedical service expense
i ndemnity corporation that provides major nedical or simlar
conpr ehensi ve-type coverage shall provide such coverage for bone m nera
density neasurenents or tests, and if such contract otherw se includes
coverage for prescription drugs, drugs and devi ces approved by the
federal food and drug adm nistration or generic equival ents as approved
substitutes. In determ ning appropriate coverage provi ded by paragraphs
one, two and three of this subsection, the insurer or health nai ntenance
organi zati on shall adopt standards that include the criteria of the
federal Medicare programand the criteria of the national institutes of
health for the detection of osteoporosis, provided that such coverage
shal |l be further determ ned as foll ows:

(1) For purposes of paragraphs two and three of this subsection, bone
m neral density neasurenents or tests, drugs and devices shall include
t hose covered under the criteria of the federal Medicare program as well
as those in accordance with the criteria of the national institutes of
heal th, including, as consistent with such criteria, dual-energy x-ray
absorptionetry.

(2) For purposes of paragraphs one and three of this subsection, bone
m neral density neasurenents or tests, drugs and devi ces shall be
covered for individuals neeting the criteria for coverage, consistent
with the criteria under the federal Medicare programor the criteria of
the national institutes of health; provided that, to the extent
consistent with such criteria, individuals qualifying for coverage
shall, at a mnimm include individuals:

(i) previously diagnosed as having osteoporosis or having a famly
hi story of osteoporosis; or

(ii) with synptons or conditions indicative of the presence, or the
significant risk, of osteoporosis; or

(iii) on a prescribed drug regi nen posing a significant risk of
ost eoporosis; or

(iv) with lifestyle factors to such a degree as posing a significant
ri sk of osteoporosis; or

(v) with such age, gender and/or other physiological characteristics



whi ch pose a significant risk for osteoporosis.

(3) Such coverage required pursuant to paragraph one or two of this
subsection may be subject to annual deducti bl es and coi nsurance as nay
be deenmed appropriate by the superintendent and as are consistent with
t hose established for other benefits within a given policy.

(4) I'n addition to paragraph one, two or three of this subsection,
every contract that provides hospital, surgical or nedical care
coverage, except for a grandfathered health plan under paragraph five of
this subsection, shall provide coverage for the followi ng itens or
services for bone mneral density, and such coverage shall not be
subj ect to annual deducti bl es or coi nsurance:

(A) evidence-based itens or services for bone mneral density that
have in effect a rating of "A or "B in the current reconmendati ons of
the United States preventive services task force; and

(B) with respect to wonen, such additional preventive care and
screenings for bone mneral density not described in subparagraph (A) of
t hi s paragraph and as provided for in conprehensive guidelines supported
by the health resources and services adm nistration.

(5) For purposes of this subsection, "grandfathered health plan" neans
coverage provided by a corporation in which an individual was enrolled
on March twenty-third, two thousand ten for as |ong as the coverage
mai nt ai ns grandfathered status in accordance with section 1251(e) of the
Af fordable Care Act, 42 U S.C. § 18011(e).

(cc) (1) Every contract that provides nedical, najor nedical, or
simlar conprehensive type coverage that is issued, amended, renewed,
effective or delivered on or after January first, two thousand twenty,
shal | provide coverage for all of the follow ng services and
contracepti ve nethods:

(A) Al FDA-approved contraceptive drugs, devices, and other products.
This includes all FDA-approved over-the-counter contraceptive drugs,
devi ces, and products as prescribed or as otherw se authorized under
state or federal law. The follow ng applies to this coverage:

(i) where the FDA has approved one or nore therapeutic and
phar maceuti cal equival ent, as defined by the FDA versions of a
contraceptive drug, device, or product, a contract is not required to
i nclude all such therapeutic and pharnaceutical equival ent versions in
its fornmulary, so long as at |east one is included and covered w t hout



cost-sharing and in accordance with this subsection;

(ii) if the covered therapeutic and pharnaceutical equival ent versions
of a drug, device, or product are not available or are deened nedically
i nadvi sabl e a contract shall provide coverage for an alternate
t herapeutic and pharmaceuti cal equival ent version of the contraceptive
drug, device, or product wthout cost-sharing. If the attending health
care provider, in his or her reasonabl e professional judgnent,
determ nes that the use of a non-covered therapeutic or pharnaceuti cal
equi val ent of a drug, device, or product is warranted, the health care
provider's determ nation shall be final. The superintendent shal
promul gate regul ati ons establishing a process, including tinefranes, for
an insured, an insured' s designee or an insured' s health care provider
to request coverage of a non-covered contraceptive drug, device, or
product. Such regul ations shall include a requirenent that insurers use
an exception formthat shall neet criteria established by the
superi nt endent;

(iii) this coverage shall include enmergency contraception w thout
cost -shari ng when provi ded pursuant to a prescription or order under
section sixty-eight hundred thirty-one of the education | aw or when
| awful |y provided over the counter; and

(iv) this coverage nust allow for the dispensing of up to twelve
nonths worth of a contraceptive at one tine;

(B) Voluntary sterilization procedures pursuant to 42 U S.C. 18022 and
identified in the conprehensive guidelines supported by the health
resources and services adm nistration and thereby incorporated in the
essential health benefits benchmark plan;

(C Patient education and counseling on contraception; and

(D) Followup services related to the drugs, devices, products, and
procedures covered under this subsection, including, but not limted to,
managenent of side effects, counseling for continued adherence, and
device insertion and renoval .

(2) A contract subject to this subsection shall not inpose a
deducti bl e, coinsurance, copaynent, or any other cost-sharing
requi renent on the coverage provi ded pursuant to this subsection

(3) Except as otherw se authorized under this subsection, a contract
shall not inpose any restrictions or delays on the coverage required
under this subsection.



(4) Benefits for an enrollee under this subsection shall be the sanme
for an enrollee's covered spouse or domestic partner and covered
nonspouse dependents.

(5) Notwi t hstandi ng any ot her provision of this subsection, a
religious enployer may request a contract w thout coverage for federal
food and drug adm nistration approved contraceptive nethods that are
contrary to the religious enployer's religious tenets. |If so requested,
such contract shall be provided wi thout coverage for contraceptive
nmet hods. This paragraph shall not be construed to deny an enroll ee
coverage of, and tinely access to, contraceptive nethods.

(A) For purposes of this subsection, a "religious enployer” is an
entity for which each of the following is true:

(i) The inculcation of religious values is the purpose of the entity.

(ii) The entity primarily enpl oys persons who share the religious
tenets of the entity.

(iii) The entity serves prinmarily persons who share the religious
tenets of the entity.

(iv) The entity is a nonprofit organi zation as described in Section
6033(a)(2)(A)i or iii, of the Internal Revenue Code of 1986, as anended.

(B) Every religious enployer that invokes the exenption provided under
t hi s paragraph shall provide witten notice to prospective enrollees
prior to enrollment with the plan, listing the contraceptive health care
services the enpl oyer refuses to cover for religious reasons.

(6) (A Where a group contracthol der makes an el ection not to purchase
coverage for contraceptive drugs or devices in accordance w th paragraph
five of this subsection, each enrollee covered under the contract issued
to that group contracthol der shall have the right to directly purchase
the rider required by this subsection fromthe insurer or health
mai nt enance organi zati on which issued the group contract at the
prevailing small group community rate for such rider whether or not the
enpl oyee is part of a small group.

(B) Where a group contracthol der nmakes an el ection not to purchase
coverage for contraceptive drugs or devices in accordance w th paragraph
five of this subsection, the insurer or health nai ntenance organi zation
t hat provides such coverage shall provide witten notice to enroll ees
upon enrol Il nment with the insurer or health maintenance organi zati on of
their right to directly purchase a rider for coverage for the cost of



contraceptive drugs or devices. The notice shall also advise the
enrol |l ees of the additional prem umfor such coverage.

(7) Nothing in this subsection shall be construed as authorizing a
contract which provides coverage for prescription drugs to exclude
coverage for prescription drugs prescribed for reasons other than
contraceptive purposes.

(8) For the purposes of this paragraph, "over-the-counter
contraceptive products” shall nean those products provided for in
conpr ehensi ve gui del i nes supported by the health resources and services
adm ni stration as of January twenty-first, two thousand ni neteen.

(dd) No health service corporation or nedical service expense
i ndemmi ty corporation which provides nedical, najor medical or simlar
conpr ehensi ve-type coverage shall exclude coverage for services covered
under such policy when provided by a conprehensive care center for
eating disorders pursuant to article thirty of the nental hygiene | aw,
provi ded, however, that reinbursenent by such corporation for services
provi ded t hrough such conprehensive care centers shall, to the extent
possi bl e and practicable, be structured in a manner to facilitate the
i ndi vi dual i zed, conprehensive and integrated plans of care which such
centers' network of practitioners and providers are required to provide.

(ee) (1) A nedical expense indemmity corporation, a hospital service
corporation or a health service corporation which provides coverage for
hospital or surgical care coverage shall not exclude coverage for
screeni ng, diagnosis and treatnent of nedical conditions otherw se
covered by the contract solely because the treatnment is provided to
di agnose or treat autism spectrum di sorder

(2) Every contract that provides physician services, nedical, ngjor
medi cal or simlar conprehensive-type coverage shall provide coverage
for the screening, diagnosis and treatnment of autism spectrum di sorder
i n accordance with this paragraph and shall not exclude coverage for the
screeni ng, diagnosis or treatnment of nedical conditions otherw se
covered by the contract because the individual is diagnosed with autism
spectrum di sorder. Such coverage may be subject to annual deducti bl es,
copaynents and coi nsurance as nmay be deened appropriate by the
superintendent and shall be consistent with those inposed on ot her
benefits under the contract. This paragraph shall not be construed as
limting the benefits that are otherw se available to an individual



under the contract, provided however that such contract shall not
contain any limtations on visits that are solely applied to the
treatment of autism spectrum disorder. No insurer shall term nate
coverage or refuse to deliver, execute, issue, anmend, adjust, or renew
coverage to an individual solely because the individual is diagnhosed

Wi th autism spectrum di sorder or has received treatnment for autism
spectrum di sorder. Coverage shall be subject to utilization review and
external appeals of health care services pursuant to article forty-nine
of this chapter as well as case nanagenent and ot her managed care
provi si ons.

(3) For purposes of this subsection:

(A) "autism spectrum di sorder” nmeans any pervasi ve devel opnent al
di sorder as defined in the nost recent edition of the diagnostic and
statistical manual of nental disorders.

(B) "applied behavior anal ysis" neans the design, inplenentation, and
eval uati on of environnental nodifications, using behavioral stinuli and
consequences, to produce socially significant inprovenment in hunan
behavi or, including the use of direct observation, neasurenent, and
functional analysis of the relationship between environnent and
behavi or .

(C "behavioral health treatnment” neans counseling and treatnent
prograns, when provided by a |icensed provider, and applied behavior
anal ysi s, when provided by a person that is licensed, certified or
ot herwi se aut horized to provide applied behavior analysis, that are
necessary to devel op, naintain, or restore, to the naxi num extent
practicable, the functioning of an individual.

(D) "diagnosis of autism spectrum di sorder” means assessnents,
eval uations, or tests to diagnose whether an individual has autism
spect rum di sor der

(E) "pharnmacy care" neans medi cations prescribed by a |licensed health
care provider legally authorized to prescribe under title eight of the
education | aw.

(F) "psychiatric care" neans direct or consultative services provided
by a psychiatrist licensed in the state in which the psychiatri st
practices.

(G "psychol ogi cal care" neans direct or consultative services
provi ded by a psychol ogist licensed in the state in which the



psychol ogi st practices.

(H) "therapeutic care" neans services provided by |licensed or
certified speech therapists, occupational therapists, social workers, or
physi cal therapists.

(I') "treatnment of autism spectrumdisorder” shall include the
foll owi ng care and assistive comuni cati on devices prescribed or ordered
for an individual diagnosed with autism spectrum di sorder by a |icensed
physician or a |icensed psychol ogi st:

(i) behavioral health treatnent;

(ii) psychiatric care;

(iii) psychol ogi cal care;

(iv) nedical care provided by a licensed health care provider;

(v) therapeutic care, including therapeutic care which is deened
habilitative or nonrestorative, in the event that the policy provides
coverage for therapeutic care; and

(vi) pharnmacy care in the event that the contract provides coverage
for prescription drugs.

(4) Coverage may be denied on the basis that such treatnent is being
provi ded to the covered person pursuant to an individualized education
pl an under article eighty-nine of the education |aw. The provision of
services pursuant to an individualized famly service plan under section
twenty-five hundred forty-five of the public health [aw, an
i ndi vidual i zed education plan under article eighty-nine of the education
| aw, or an individualized service plan pursuant to regul ations of the
office for persons with devel opnental disabilities shall not affect
coverage under the policy for services provided on a supplenental basis
out side of an educational setting if such services are prescribed by a
| i censed physician or |icensed psychol ogi st.

(5) Nothing in this subsection shall be construed to affect any
obligation to provide services to an individual under an individualized
famly service plan under section twenty-five hundred forty-five of the
public health law, an individualized education plan under article
ei ghty-nine of the education law, or an individualized service plan
pursuant to regul ations of the office for persons with devel opnent al
di sabilities.

(7) Nothing in this subsection shall be construed to prevent a
contract from providing services through a network of participating



provi ders who shall neet certain requirenents for participation
i ncl udi ng provider credenti aling.

(8) Coverage under this subsection shall not apply financial
requirenents or treatnent limtations to autism spectrum di sorder
benefits that are nore restrictive than the predom nant fi nanci al
requirenents and treatnent limtations applied to substantially al
nmedi cal and surgical benefits covered by the policy.

(9) The criteria for nedical necessity determ nations under the
contract with respect to autism spectrum di sorder benefits shall be nmade
avai l abl e by the corporation to any insured, prospective insured, or
i n-networ k provider upon request.

(10) For purposes of this subsection:

(A) "financial requirenment” nmeans deducti bl e, copaynents, coinsurance
and out - of - pocket expenses;

(B) "predom nant" neans that a financial requirement or treatnent
limtation is the nobst comon or frequent of such type of limt or
requi renent; and

(C "treatnent limtation"” neans limts on the frequency of treatnent,
nunber of visits, days of coverage, or other simlar limts on the scope
or duration of treatment and includes nonquantitative treatnent
limtations such as: nedi cal nanagenent standards limting or excluding
benefits based on nedi cal necessity, or based on whether the treatnent
is experinental or investigational; formulary design for prescription
drugs; network tier design; standards for provider adm ssion to
participate in a network, including reinbursenent rates; nethods for
determ ni ng usual, customary, and reasonabl e charges; fail-first or step
t herapy protocol s; exclusions based on failure to conplete a course of
treatment; and restrictions based on geographic location, facility type,
provi der specialty, and other criteria that limt the scope or duration
of benefits for services provided under the contract.

(11) A corporation shall provide coverage under this subsection, at a
m ni mum consistent with the federal Paul Wl Il stone and Pete Doneni ci
Mental Health Parity and Addiction Equity Act of 2008 (29 U S.C. 8§
1185a).

(ff) (1) No managed care contract issued by a health service
corporation, hospital service corporation or nedical expense indemity
corporation that provides coverage for hospital, nedical or surgical



care shall provide that services of a participating hospital will be
covered as out-of-network services solely on the basis that the health
care provider admtting or rendering services to the insured is not a
partici pating provider.

(2) No nmanaged care contract issued by a health service corporation,
hospi tal service corporation or medi cal expense indemity corporation
that provides coverage for hospital, nedical or surgical care shal
provi de that services of a participating health care provider will be
covered as out-of-network services solely on the basis that the services
are rendered in a non-participating hospital.

(3) For purposes of this subsection, a "health care provider"” is a
health care professional |icensed, registered or certified pursuant to
title eight of the education law or a health care professional
conparably licensed, registered or certified by another state.

(4) For purposes of this subsection, a "nanaged care contract” is a
contract that requires that services be provided by a provider
participating in the corporation's network in order for the subscriber
to receive the maxi mum | evel of reinbursenent under the contract.

(gg) (1) Every contract issued by a hospital service corporation,
heal t h service corporation or medi cal expense indemity corporation that
i ncl udes coverage for dialysis treatnment that requires such services to
be provided by an in-network provider and that does not provide coverage
for out-of-network dialysis treatnment shall not deny coverage of such
servi ces because the services are provided by an out - of - net work
provi der, provided that each of the follow ng conditions are net:

(A) The out-of-network provider is duly licensed to practice and
aut hori zed to provide such treatnent;

(B) The out-of-network provider is |ocated outside the service area of
t he insurer;

(© The in-network healthcare provider treating the covered person for
the condition issues a witten order for dialysis treatnment stating that
in his or her opinion such treatnment is necessary;

(D) The covered person has notified, in witing, the corporation at
| east thirty days in advance of the proposed date or dates of such
out-of -network dialysis treatnment. The notice shall include the
aut hori zation required by subparagraph (C) of this paragraph. In the
event the covered person nust travel on sudden notice due to famly or



ot her enmergency, shorter notice nay be permtted, provided that the
corporation has reasonabl e opportunity to review the travel and
treatment plans of the covered person;

(E) The corporation shall have the right to pre-approve the dialysis
treatment and schedul e; and

(F) Such coverage is limted to no greater than ten out-of -network
treatments in a cal endar year

(2) Where coverage for out-of-network dialysis treatnent is provided
pursuant to paragraph one of this subsection, no corporation shall be
obligated to reinburse the out-of-network provider at an anobunt greater
than it would have paid for the sane treatnent within a network,
including all drugs and ancillary services tied to dialysis treatnent,
and any anmount charged by a provider in excess of the anount rei nbursed
by the corporation shall be the responsibility of the covered person
recei ving the out-of-network services.

(3) Such coverage of out-of-network dialysis services required by
par agr aph one of this subsection shall otherw se be subject to the
limtations, exclusions and terns of the policy, including, but not
limted to, utilization review, annual deductibles, copaynents, and
coi nsurance, consistent with those required for other simlar benefits
under the policy.

(hh) Notwithstanding title eleven of article five of the social
services law or any other law to the contrary, every policy which

provi des coverage for prescription drugs shall, with regard to eye drop
medi cation requiring a prescription that has been approved by the

i nsurer for coverage, allow for the limted refilling of the
prescription prior to the | ast day of the approved dosage period w thout
regard to any coverage restrictions on early refill of renewals.

Provi ded, however, that any refill dispensed prior to the expiration of
the prescribed and approved coverage period pursuant to this subsection,
shall, to the extent practicable, be limted in quantity so as not to
exceed the remaining dosage initially approved for coverage. Provided,
further, that such Iimted refilling shall not limt or restrict

coverage with regard to any previously or subsequently approved
prescription for eye drop nedi cation and shall be subject to the terns
and conditions of the policy otherwi se applicable to this coverage.
Provi ded, further, that a pharmaci st nmay contact the prescribing



physician or health care provider to verity the prescription.

(ii) Every contract issued by a corporation subject to the provisions
of this article which provides nedical, nmajor medical or simlar
conpr ehensi ve-type coverage that includes coverage for a physical or
wel | care visit once in every three hundred sixty-five days shall be
interpreted to nean that such physical or well care visit can be had
once every cal endar year, regardl ess of whether or not a period of three
hundred si xty-five days has passed since the previous physical or well
care visit.

(jj) No nedical expense indemity corporation, a hospital service
corporation or a health service corporation which provides coverage for
prescription drugs and for which cost-sharing, deductibles or
co-insurance obligations are determ ned by category of prescription
drugs shall inpose cost-sharing, deductibles or co-insurance obligations
for any prescription drug that exceeds the dollar anmount of
cost-sharing, deductibles or co-insurance obligations for non-preferred
brand drugs or its equivalent (or brand drugs if there is no
non- preferred brand drug category).

(kk) (1) Definitions. For the purpose of this subsection:

(A) "Sane rei nmbursenment anount” shall nean that any coverage descri bed
under paragraph two of this subsection shall provide the same benchmark
i ndex, including the sane average whol esal e price, maxi num al |l owabl e
cost and national prescription drug codes to reinburse all pharnacies
participating in the health benefit plan regardl ess of whether a
pharmacy is a mail order pharnmacy or a non-mail order pharnmacy.

(B) "Mail order pharnmacy” means a pharnacy whose primary business is
to receive prescriptions by nmail, telefax or through el ectronic
subni ssions and to di spense nedication to patients through the use of
the United States mail or other common or contract carrier services and
provi des any consultation with patients electronically rather than
face-to-face.

(2) Any contract issued by a nedical expense indemmity corporation, a
hospital service corporation or a health services corporation that
provi des coverage for prescription drugs shall permt each covered
person to fill any covered prescription that may be obtained at a
network participating nail order or other non-retail pharnacy, at the
covered person's option, at a network participating non-nail order



retail pharnacy provided that the network participating non-mail order
retail pharnacy agrees to the sane rei nbursenent anmount that the
corporation has established for the network participating nail order or
ot her non-retail pharmacy. In such a case, the contract shall not inpose
a copaynent fee or other condition on any covered person who elects to
purchase drugs froma network participating non-nmail order retai
pharmacy which is not also i nposed on covered persons electing to
purchase drugs froma network participating nail order or other
non-retail pharnmacy; provided, however, that the provisions of this
section shall not supersede the terns of a collective bargaining
agreenent or apply to a contract that is the result of a collective
bar gai ni ng agreenent between an enpl oyer and a recogni zed or certified
enpl oyee organi zati on.

(I'l') Every small group contract or association group contract issued
by a corporation subject to the provisions of this article that provides
coverage for hospital, nedical or surgical expense insurance and is not
a grandfathered health plan shall provide coverage for the essenti al
heal t h benefits package. For purposes of this subsection:

(1) "essential health benefits package" shall have the nmeani ng set
forth in paragraph three of subsection (e) of section four thousand
three hundred six-h of this article;

(2) "grandfathered health plan" neans coverage provided by a
corporation in which an individual was enrolled on March twenty-third,
two thousand ten for as |long as the coverage nai ntains grandfathered
status in accordance with section 1251(e) of the affordable care act, 42
U S C § 18011(e); and

(3) "small group” neans a group of one hundred or fewer enpl oyees or
menber s excl usi ve of spouses and dependents; and

(4) "association group"” nmeans a group defined in subparagraphs (B)
(D), (H, (K, (L) or (M of paragraph one of subsection (c) of section
four thousand two hundred thirty-five of this chapter, provided that:

(A) the group includes one or nore individual nenbers; or

(B) the group includes one or nore nmenber enployers or other nenber
groups that are small groups.

(mm) A corporation shall not be required to offer the contract hol der
any benefits that nust be made avail abl e pursuant to this section if
such benefits nust be covered pursuant to subsection (kk) of this



section. For any contract issued within the health benefit exchange
established by this state, a corporation shall not be required to offer
the contract hol der any benefits that nust be nade avail abl e pursuant to
this section.

(nn) A corporation subject to the provisions of this article or an
i nsurance producer subject to this chapter shall not permt the renewal
of a small group policy which provides hospital, surgical or nedical
expense coverage that renews on or after January first, two thousand
fourteen, but before July first, two thousand fourteen, so as to renew
the sane policy prior to the policy's annual renewal date for the sole
pur pose of evading the requirenments of the affordable care act and
regul ati ons pronul gated thereunder with respect to such policy. An
i sol ated, inadvertent renewal date change which was not made for the
sol e purpose of evading the requirenents of the affordable care act
shal |l not be deemed a violation of this subsection.

(oo) A nedical expense indemmity corporation, a hospital service
corporation or a health service corporation that provides coverage for
hospital, surgical or nedical care shall provide the follow ng coverage
for pasteurized donor human m |k (PDHV), which may include fortifiers as
nmedically indicated, for which a |icensed nedical practitioner has
i ssued an order for an infant who is nmedically or physically unable to
receive maternal breast mlk or participate in breast feeding or whose
nother is nmedically or physically unable to produce maternal breast m |k
at all or in sufficient quantities or participate in breast feeding
despite optinmal lactation support. Such infant shall: (i) have a
docunented birth weight of |ess than one thousand five hundred grans; or
(ii) have a congenital or acquired condition that places the infant at a
hi gh risk for devel opnent of necrotizing enterocolitis.

(pp) No contract issued by a nedical expense indemmity corporation,
hospital service corporation, or health service corporation that
provi des rei nbursenent for non-physician surgical first assistant
services when the services are provided by a non-physician surgical
first assistant shall exclude such coverage on the basis that the
non- physi ci an surgical first assistant services were perfornmed by a
regi stered nurse first assistant provided that: (1) the registered nurse
first assistant is certified in operating roomnursing; (2) the services
are within the scope of practice of a non-physician surgical first



assistant; and (3) the ternms and conditions of the contract otherw se
provi de for the coverage of the services. Nothing in this subsection
shal|l be construed to prevent the nedical managenent or utilization
review of the services or prevent a policy fromrequiring that services
are to be provided through a network of participating providers who neet
certain requirenments for participation, including provider
credenti al i ng.

* (gq) Every nedical expense indemity corporation, hospital service
corporation or health service corporation that provides coverage for
prescription drugs subject to a copaynent shall charge a copaynent for a
limted initial prescription of an opioid drug, which is prescribed in
accordance with paragraph (b) of subdivision five of section
thirty-three hundred one of the public health law, that is either (i)
proportional between the copaynment for a thirty-day supply and the
anount of drugs the patient was prescribed; or (ii) equivalent to the
copaynent for a full thirty-day supply of the opioid drug, provided that
no additi onal copaynments may be charged for any additional prescriptions
for the renmai nder of the thirty-day supply.

* NB There are 2 sb8 (qgq)'s

* (gq) Whenever in this section a corporation is required to provide
benefits with no coi nsurance or deductible, the requirenent only applies
Wi th respect to participating providers in the corporation's network, or
Wi th respect to non-participating providers, if the corporation does not
have a participating provider in the in-network benefits portion of its
network with the appropriate training and experience to neet the
particul ar health care needs of the covered person pursuant to
subsection (d) of section four thousand three hundred six-c of this
article, or as applicable, pursuant to paragraph (a) of subdivision six
of section forty-four hundred three of the public health | aw.

* NB There are 2 sb8 (qgq)'s

(rr) Health care forensic exam nations perfornmed pursuant to section
twenty-ei ght hundred five-i of the public health |aw covered under the
contract shall not be subject to annual deducti bl es or coinsurance.

(ss) (1) Every policy which provides hospital, surgical, or nedical
coverage and which offers maternity care coverage pursuant to subsection
(c) of this section shall also provide coverage for abortion services
for an enrollee.



(2) Coverage for abortion shall not be subject to annual deducti bl es
or coinsurance, including co-paynents, unless the policy is a high
deducti ble health plan as defined in section 223(c)(2) of the internal
revenue code of 1986, in which case coverage for abortion may be subject
to the plan's annual deducti bl e.

(3) coverage for abortion shall include coverage of any drug
prescri bed for the purpose of an abortion, including both generic and
brand name drugs, even if such drug has not been approved by the food
and drug adm nistration for abortion, provided, however, that such drug
shall be a recogni zed nedi cation for abortion in one of the foll ow ng
establ i shed reference conpendi a:

(A) The WHO Mbdel Lists of Essential Medicines;

(B) The WHO Abortion Care Qui dance; or

(C The National Academ es of Science, Engineering, and Medi ci ne
Consensus Study Report.

(4) Notwi t hstandi ng any ot her provision, a group policy that provides
hospital, surgical, or nedical expense coverage delivered or issued for
delivery in this state to a religious enployer, as defined in paragraph
five of subsection (cc) of this section, nay exclude coverage for
abortion only if the insurer:

(A) obtains an annual certification fromthe group policy hol der that
the policy holder is a religious enployer and that the religious
enpl oyer requests a contract w thout coverage for abortion;

(B) issues a rider to each certificate holder at no premumto be
charged to the certificate holder or religious enployer for the rider,

t hat provi des coverage for abortions subject to the sane rules as woul d
have been applied to the sane category of treatnment in the policy issued
to the religious enployer. The rider shall clearly and conspi cuously
specify that the religi ous enpl oyer does not admi nister abortion
benefits, but that the insurer is issuing a rider for coverage of
abortion, and shall provide the insurer's contact information for
guestions; and

(C) provides notice of the issuance of the policy and rider to the
superintendent in a formand manner acceptable to the superintendent.

* (tt) Every contract issued by a nedical expense indemity
corporation, hospital service corporation, or health service corporation
t hat provides coverage for a prescription drug shall apply any



third-party paynents, financial assistance, discount, voucher or other
price reduction instrunent for out-of-pocket expenses made on behal f of
an insured individual for the cost of prescription drugs to the
i nsured' s deducti bl e, copaynent, coinsurance, out-of-pocket maxi num or
any ot her cost-sharing requirenent when cal cul ati ng such i nsured
i ndividual's overall contribution to any out-of-pocket nmaxi num or any
cost-sharing requirement. |If under federal |aw, application of this
requi renent would result in health savings account ineligibility under
26 USC 223, this requirenment shall apply for health savings
account-qualified high deductible health plans with respect to the
deducti bl e of such a plan after the enrollee has satisfied the m ni num
deducti bl e under 26 USC 223, except for with respect to itens or
services that are preventive care pursuant to 26 USC 223(c)(2)(C, in
whi ch case the requirenents of this paragraph shall apply regardl ess of
whet her the m ni mum deducti bl e under 26 USC 223 has been satisfied. This
subsection only applies to a prescription drug that is either (A a
brand- name drug without an AB rated generic equivalent, as determ ned by
the United States Food and Drug Administration; or (B) a brand-nane drug
with an AB rated generic equivalent, as determ ned by the United States
Food and Drug Adm nistration, and the insured has access to the
brand- name drug through prior authorization by the insurer or through
the insurer's appeal process, including any step-therapy process; or (C
a generic drug the insurer will cover, with or without prior
aut hori zation or an appeal process.

* NB Effective until January 1, 2027

* (tt) Every contract issued by a nedical expense indemity
corporation, hospital service corporation, or health service corporation
t hat provides coverage for a prescription drug shall apply any
third-party paynents, financial assistance, discount, voucher or other
price reduction instrunent for out-of-pocket expenses made on behal f of
an insured individual for the cost of prescription drugs to the
i nsured' s deducti bl e, copaynent, coinsurance, out-of-pocket maxi num or
any ot her cost-sharing requirenent when cal cul ati ng such i nsured
i ndividual's overall contribution to any out-of-pocket naxi num or any
cost-sharing requirenment. |If under federal |aw, application of this
requi renent would result in health savings account ineligibility under
26 USC 223, this requirenment shall apply for health savings



account-qualified high deductible health plans with respect to the
deducti bl e of such a plan after the enrollee has satisfied the plan
deducti bl e, except for with respect to itens or services that are
preventive care pursuant to 26 USC 223(c)(2)(C), in which case the
requi renents of this paragraph shall apply regardl ess of whether the
pl an deducti bl e has been satisfied. This subsection only applies to a
prescription drug that is either (A a brand-nane drug w thout an AB
rated generic equivalent, as determned by the United States Food and
Drug Adm nistration; or (B) a brand-nanme drug with an AB rated generic
equi val ent, as determ ned by the United States Food and Drug
Adm ni stration, and the insured has access to the brand-name drug
t hrough prior authorization by the insurer or through the insurer's
appeal process, including any step-therapy process; or (C) a generic
drug the insurer will cover, with or without prior authorization or an
appeal process.

* NB Effective January 1, 2027

* NB There are 2 sb (tt)'s

* (tt) Every large group contract issued by a hospital services
corporation or a health services corporation which provi des nedical,
maj or medi cal, or conprehensive-type coverage shall include coverage for
t he cost of pre-exposure prophylaxis (PrEP) for the prevention of HV
and post-exposure prophylaxis to prevent H 'V infection. Such coverage
may be subject to annual deductibles, coinsurance, and copaynents as may
be deenmed appropriate by the superintendent and as are consistent with
t hose established for other benefits within a given contract, unless the
pre- exposure prophylaxis (PrEP) or post-exposure prophylaxis has in
effect a rating of "A or "B in the current recommendati ons of the
United States preventive services task force.

* NB There are 2 sb (tt)'s

(uu) (1) Every large group contract delivered or issued for delivery
in this state which provides nedical coverage that includes coverage for
physi ci an services in a physician's office and every | arge group
contract which provides major nedical or simlar conprehensive-type
coverage shall provide, upon the prescription of a health care provider
acting wwthin the provider's scope of practice pursuant to title eight
of the education |law, coverage for colorectal cancer preventive
screenings in accordance with the American Cancer Society Guidelines for



col orectal cancer screening of average risk individuals. The coverage
required by this subsection shall also include coverage for al
addi ti onal col orectal cancer exam nations and | aboratory tests
reconmended in accordance with the American Cancer Society Guidelines
for colorectal cancer screening of average risk individuals, including
an initial colonoscopy or other nedical test or procedure for col orectal
cancer screening and a follow up col onoscopy perfornmed as a result of a
positive result on a non-col onoscopy preventive screening test. A |arge
group contract shall cover col orectal cancer screenings, exani nations,
and | aboratory tests described in this subsection upon any contract
i ssuance or renewal that occurs six nonths after the date the guideline
described in this subsection is issued.

(2) An enrollee shall not be subject to a deductible, coinsurance, or
any other cost-sharing requirenents for services consistent with
par agr aph one of this subsection received fromparticipating providers.

* (vv) Any contract issued by a nedical expense indemmity corporation,
a hospital service corporation or a health services corporation that
provi des coverage for antiretroviral prescription drugs for the
treatment or prevention of the human i munodeficiency virus (H V) or
acqui red i nmunodefi ci ency syndrone (AIDS) shall not subject such drug to
a prior authorization requirenent.

* NB There are 3 sbh§ (vv)'s

* (vv) (1) Every contract that provides coverage for physician
services, nedical, major nedical or simlar conprehensive-type coverage
shall, upon the referral of a physician, provide coverage for
conpr ehensi ve neuropsychol ogi cal exam nations for dyslexia when
performed by a health care professional |icensed, certified, or
aut hori zed pursuant to title eight of the education | aw and acting
within their scope of practice and in accordance with this subsection
and shall not exclude coverage for the screening, diagnhosis or treatnent
of nmedical conditions otherw se covered by the contract.

(2) Nothing in this subsection shall be construed to prevent the
medi cal managenent or utilization review of the services or prevent a
contract fromrequiring that services be provided through a network of
partici pating providers.

* NB There are 3 sbh§ (vv)'s

* (vv) (1) Every nedical expense indemity corporation, hospital



service corporation and health service corporation which provides major
nmedi cal or simlar conprehensive-type coverage and provi des coverage for
prescription drugs shall provide coverage for nedically necessary

epi nephrine devices for the energency treatnent of |ife-threatening
allergic reactions. Such coverage nay be subject to annual deducti bl es
and coi nsurance as may be deened appropriate by the superintendent;

provi ded however, the total anobunt that an insured is required to pay
out - of - pocket for such devices shall be capped at an anobunt not to
exceed one hundred dollars annually regardl ess of the insured' s
deducti bl e, copaynent, coinsurance or any other cost-sharing
requirenent. If under federal |aw, application of the annual cap woul d
result in health savings account ineligibility under 26 USC 223, such
coverage may be subject to the plan's annual deductible, except for with
respect to itenms or services that are preventive care pursuant to 26 USC
223(c)(2)(C, in which case the requirenents of this paragraph shal
apply regardl ess of whether the m ni num deducti bl e under 26 USC 223 has
been sati sfied.

(2) For the purposes of this subsection, "epinephrine device" shal
have the sane neani ng as provided in paragraph (b) of subdivision one of
section three thousand-c of the public health | aw.

* NB There are 3 sbh§ (vv)'s

* (w) (1) A nedical expense indemity corporation or a health service
corporation which provides nedical, najor medical or simlar
conpr ehensi ve-type coverage and provi des coverage for prescription drugs
shal |l include coverage for inhalers for the treatnent of asthma if
prescri bed by a physician or other |icensed health care provider legally
authorized to prescribe under title eight of the education |aw

(2) Coverage shall be provided for one formof rescue and one form of
mai nt enance i nhaler that shall not be subject to a deductible,
copaynent, coinsurance or any other cost-sharing requirenent.

(3) If the policy is a high deductible health plan as defined in
section 223(c)(2) of the Internal Revenue Code of 1986, such coverage
may be subject to the plan's annual deductible if application of this
requi renment would result inineligibility for a health savings account.

* NB Effective January 1, 2027

* NB There are 2 sh8s (ww)'s

* (w) (1) Every policy which provides nedical, najor nedical, or



simlar conprehensive-type coverage shall provide coverage for foll ow up
screeni ng or diagnostic services for lung cancer upon the reconmendati on
of a health care provider acting within the provider's scope of practice
pursuant to title eight of the education |aw, and as reconmended by
nationally recogni zed clinical practice guidelines for the detection of

| ung cancer.

(2) Notwi t hstandi ng any ot her provision of law, any policy that
provi des coverage required by this subsection shall not inpose patient
cost sharing for foll owup screening or diagnostic services for |ung
cancer.

(3) For the purposes of this paragraph, "nationally recognized
clinical practice guidelines" neans evi dence-based, peer reviewed
clinical practice guidelines inforned by a systematic revi ew of evidence
and an assessnent of the benefits, and risks of alternative care options
i ntended to optim ze patient care devel oped by i ndependent organi zations
or nedi cal professional societies utilizing a transparent nethodol ogy
and reporting structure and with a conflict of interest policy.

(4) Nothing in this paragraph shall be construed to prevent nedical
managenent or utilization review of the services, including
preaut hori zation, to ensure that such services are consistent with
nationally recogni zed clinical practice guidelines for the detection of
| ung cancer.

(5) If the policy is a high deductible health plan as defined in
section 223(c)(2) of the Internal Revenue Code of 1986, such coverage
may be subject to the plan's annual deductible if application of this
requi renment would result inineligibility for a health savings account.

* NB Effective January 1, 2027

* NB There are 2 sh8s (ww)'s

* (xx) Wth respect to high deductible health plans offered in
conjunction with a health savings account, if application of any cost
sharing requirenments would result in health savings account
ineligibility under section two hundred twenty-three of the internal
revenue code, such coverage nmay be subject to the plan's annual
deducti bl e.

* NB Effective January 1, 2027



