February 18, 1998

ENGROSSED
SENATE BILL No. 292

DIGEST OF SB 292 (Updated February 16, 1998 9:06 pm - DI 97)

Citations Affected: IC 2-5; IC 6-3; IC 10-1; IC 16-18; IC 16-22;
IC 22-3; IC 27-1; IC 27-4; IC 27-7; IC 27-8; IC 27-12; IC 27-13;
IC 34-4; noncode.

Synopsis: Various insurance provisions. Provides that the insurance
commissioner may revoke an insurance agent's license or refuse to
issue an insurance agent's license to an applicant if the agent's or
applicant's license has been suspended or revoked in Indiana or any
state, province, district, or territory. (Current law gives the insurance
commissioner thisauthority only if thelicense suspension or revocation
hastaken placein astate other than Indiana.) Adds health maintenance
organizations and limited service health maintenance organi zations as
types of insurers to which the unauthorized insurers statute applies.
Adds limited service health maintenance organizations as insurers to
which the provisions of the medical child support statute apply.
Provides that dependents of eligible employees are entitled to small
group conversion policies. Requires health mai ntenance organi zations
to provide coverage for the following: (1) Newly born children. (2)
(Continued next page)

Effective: July 1, 1998.

Miller, Simpson, Randolph

(HOUSE SPONSORS — PORTER, BUELL)

AffJe_xnuary 8, 1998, read first time and referred to Committee on Health and Environmental
ars.

January 29, 1998, reported favorably — Do Pass.

February 2, 1998, read second time, amended, ordered engrossed.

February 3, 1998, engrossed. Read third time, passed. Y eas 50, nays 0.

HOUSE ACTION

February 10, 1998, read first time and referred to Committee on Insurance, Corporations,
and Small Business.

February 17, 1998, amended, reported — Do Pass.
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Digest Continued

Mammography services. Provides specific features these coverages
must include. Requires coverage by group insurers to provide for an
annual mammography to a woman who is at least 40 years of age.
(Current law provides this coverage only if the woman is at least 50
years of age.) Requires coverage by group insurers to provide for
additional mammography views necessary for a ]thSi cian to make a
proper evaluation and for ultrasound services if those services are
determined to be medicaIIK necessary by the insured's or enrollee's
treating physician. Makes the following changesin the insurance law:
(1) Requiresthefiling of the annual report on the state police pension
trust with the state board of accounts rather than the insurance
commissioner. (2) Requires an insurance agent whose license is
expired for more than 24 months to retake the licensure examination
and compl ete certai n education requirements beforethelicense may be
renewed. (Current law provides alimit of 60 months.) (3) Authorizes
the insurance commissioner to suspend, revoke, or refuseto renew the
license of an insurance agent who pleads guilty or no contest to a
felony or a misdemeanor involving mora turpitude. (4) Requires
insurersto file quarterly statements, at no charge, with the department
of insurance. (5) Requires the department of insurance, which is
reguired to preparean annual report concerning worker'scompensation
insurance rates based on information reported by insurers to the
worker'scompensation rating bureau, to makethereport availableupon
request. (6) Amends the law on mine subsidence insurance to require
aninsurer to r)rovi deinformation ontheavailability of minesubsidence
coverage only when proposing to issue a hew policy. 17 Relieves an
insurer of theduty toinformthe policyholder of theavailability of mine
subsidence coverage when proposing to renew a policy aready in
force. (8) Provides that an insurer is not required to inform a
prospective policyholder of the availability of mine subsidence
coverage if the issuance of the policy will take place after June 30,
2000. (Under current law, an insurer is not required to inform a
prospective policyholder of the availability of mine subsidence
coverage if the issuance of the policy will take place after June 30,
1997.) (9) Authorizes the insurance commissioner to disapprove an
accident and sickness policy, application, rider, endorsement, or
premium rate filing under certain circumstances. (10) Makesalimited
service health maintenance organization subject to the law on unfair
methods of competition and unfair and deceptive acts and practices.
(11) Providesthat a health care provider for whom an insurer submits
proof of financial responsibility and payment of the surcharge to the
department of insurancein an untimely manner may bein compliance
with patient compensation fund requirementsif certain conditions are
met by the insurer. Prohibits acompany from conducting the business
of insurance under 1C 22 or IC 27 or holding itself out asacompany in
the business of insurance unless it has been issued a certificate of
authority. Amendstheinsurance lawsto conform to the federal Health
I nsurance Portability and Accountability (HIPA) Act of 1996. Provides
that aprovision concerning guaranteed renewability in compliancewith
the Health Insurance Portability and Accountability Act must be
included in each individual accident and sickness policy and each
group accident and sickness policy. Requires the inclusion of a
provision concerning group portability in each group accident and
sicknesspolicy. Makesthefollowing changesinthelaw concerning the
Indianacomprehensivehealthinsuranceassociation (ICHIA): (1) Adds
definitions to the law, including a definition of the term "federallﬁ
eligible individua". (2) Allows a person to quaify for a healt

insurance policy issued by ICHIA upon a showing that a conventional
insurer has refused to issue the person a policy, except at a rate
exceeding the association plan rate, or that the personis afederally

(Continued next page)
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Digest Continued

eigibleindividual. (3) Changes composition of the association board
of directors. (4) Removes preexisting condition limitations for
individualsother than those previously enrolledin an association policy
which has terminated for greater than ninety (90) days. (5) Requires
that preexisting condition limitations be limited to a period no greater
than six (6) months after the effective date with reductions of the
period based on continuous coverage under a health insurance planin
the twelve (12) month period immediately preceding enrollment.
Makes the following changes in the law on small employer group
healthinsurance: (1) Makesthe small employer group health insurance
laws apply to an employer that employs only two employees. (2)
Restricts asmall employer insurer's ability to cancel health insurance
coverage or to exclude coverage. (3) Reducesthe permissible duration
of a preexisting condition exclusion by the amount of time an
individual applicant for insurance has continuously served under a
preexisting condition clause of a small employer group health
insurance policy if theindividual applies for the new coverage within
63 days of the expiration of theindividual's coverage under the policy.
(4) Provides that a pregnancy existing at the time of enrollment in a
small employer group health insurance plan may not be excluded as a
preexisting condition. 55) Repeals a provision that prohibits a small
employer insurer from di scriminating agai nst an empl oyer based onthe
nature of the employer's business and replaces it with a provision
requiring a small employer insurer to cover any small employer that
applies for coverage. (6) Changes the grounds on which a small
employer group health insurance policy may be canceled. (7) Amends
the definition of "late enrollee” for purposes of the law on small
employer group health insurance. Provides that a group contract or an
individual contract with a health maintenance organization must
include a provision complying with the guaranteed renewability and
group portability requirements of the federa Heath Insurance
Portability and Accountability Act. Makes changesto the independent
contractor provisionsconcerning election of noncoverageunder thelaw
on worker's compensation.
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February 18, 1998

Second Regular Session 110th General Assembly (1998)

PRINTING CODE. Amendments: Whenever an existing statute (or a section of the Indiana
Constitution) isbeing amended, thetext of the existing provision will appear inthis styletype,
additions will appear in this style type, and deletions will appear in thts styte type:

Additions: Whenever a new statutory provision is being enacted (or a new constitutional
provision adopted), the text of the new provision will appear in this style type. Also, the
word NEW will appear inthat styletypein theintroductory clause of each SECTION that adds
anew provision to the Indiana Code or the Indiana Constitution.

Conflict reconciliation: Text in astatutein this style type or this styte type reconciles conflicts
between statutes enacted by the 1997 General Assembly.

ENGROSSED
SENATE BILL No. 292

A BILL FOR AN ACT to amend the Indiana Code concerning
insurance.

Be it enacted by the General Assembly of the State of Indiana:

SECTION 1.1C2-5-23-8, ASADDED BY P.L.11-1995, SECTION

1, ISAMENDED TO READ ASFOLLOWS [EFFECTIVE APRIL 1,
1998]: Sec. 8. Beginning May 1, 1997, the health policy advisory
committee is established. At the request of the chairman, the health
policy advisory committee shall provide information and otherwise
assist the commission to perform the duties of the commission under
this chapter. The health policy advisory committee members are ex
officio and may not vote. The health policy advisory committee
members shall be appointed from the genera public and must include
one (1) individual who represents each of the following:

(1) Theinterests of public hospitals.

(2) The interests of community mental health centers.

(3) The interests of community health centers.

(4) The interests of the long term care industry.

(5) The interests of hedth care professionals licensed under

IC 25, but not licensed under |C 25-22.5.
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(6) Theinterestsof rura hospitals. Anindividual appointed under
this subdivision must be licensed under 1C 25-22.5.

(7) Theinterests of health maintenance organizations (as defined
inlC 27-13-1-19).

(8) Theinterests of for-profit health care facilities (as defined in
1€ 2-8-16-Hg))- I1C 27-8-10-1(1)).

(9) A statewide consumer organization.

(10) A statewide senior citizen organization.

(11) A statewide organization representing people with
disabilities.

(12) Organized labor.

(13) The interests of businesses that purchase health insurance
policies.

(14) The interests of businesses that provide employee welfare
benefit plans (as defined in 29 U.S.C. 1002) that are self-funded.
(15) A minority community.

(16) The uninsured. An individua appointed under this
subdivision must be and must have been chronically uninsured.

(17) Anindividual who is not associated with any organization,
business, or profession represented in this subsection other than
as aconsumer.

SECTION 2. IC 10-1-2-2, AS AMENDED BY P.L.40-1997,
SECTION 2,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 2. (@) Authority is granted to the department to
establish and operate an actuarially sound pension plan governed by a
pension trust and to make the necessary annual contributionin order to
prevent any deterioration in the actuarial status of the trust fund.

(b) Contributions shall be made to the trust fund by the department
and by each employee beneficiary through authorized monthly
deductions from wages.

(c) Thetrust fund may not be commingled with any other fundsand
shall be invested only in accordance with Indiana laws for the
investment of trust funds, together with such other investments as are
specifically designated in the pension trust. Subject to the terms of the
pension trust, the trustee, with the approval of the Department and the
Pension Advisory Board, may establish investment guidelines and
limits on all types of investments (including, but not limited to, stocks
and bonds) and take other action necessary to fulfill its duty as a
fiduciary for the trust fund. However, the trustee shall invest the trust
fund assets with the same care, skill, prudence, and diligence that a
prudent person acting in alike capacity and familiar with such matters
would use in the conduct of an enterprise of alike character with like
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aims. The trustee shall also diversify such investments in accordance
with prudent investment standards. The investment of trust funds is
subject to section 2.5 of this chapter.

(d) The trustee shall receive and hold as trustee for the uses and
purposes set forth in the pension trust any and all funds paid by the
department, the employee beneficiaries, or by any other person or
persons.

(e) The trustee shall engage pension consultants to supervise and
assist in the technical operation of the pension planin order that there
may be no deterioration in the actuarial status of the plan.

(f) Before October 1 of each year, the trustee, with the aid of the
pension consultants, shall prepare and file areport with the department
and the tasdrance commmissioner: state board of accounts. The report
must include the following with respect to thefiscal year ending onthe
preceding June 30:

SCHEDULE I. Receipts and disbursements.

SCHEDULE 1. Assetsof the pension trust, listing investmentsas
to book value and current market value at the end of the fiscal
year.

SCHEDULE I1I. List of terminations, showing cause and amount
of refund.

SCHEDULEIV. Theapplication of actuarially computed "reserve
factors" to the payroll data, properly classified for the purpose of
computing the reserve liability of the trust fund as of the end of
the fiscal year.

SCHEDULE V. Theapplication of actuarially computed " current
liability factors" to the payroll data, properly classified for the
purpose of computing the liability of the trust fund for the end of
the fiscal year.

SCHEDULEVI. Anactuarial computation of thepensionliability
for all employeesretired before the close of the fiscal year.

(g) Theminimum annual contribution by the department must be of
sufficient amount, asdetermined by the pension consultants, to prevent
any deterioration in the actuarial status of the pension plan during that
year. If the department fail sto make the minimum contribution for five
(5) successive years, the pension trust terminates and the trust fund
shall be liquidated.

(h) Inthe event of liquidation, all expenses of the pension trust shall
be paid, adequate provision shall be made for continuing pension
payments to retired persons, and each employee beneficiary shall
receive the net amount paid into the trust fund from wages. Any
remaining sum shall be equitably divided among employee
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1 beneficiariesin proportion to the net amount paid fromtheir wagesinto
2 the trust fund.
3 SECTION 3. IC 16-18-2-163, ASAMENDED BY P.L.188-1995,
4 SECTION 1, ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
5 JANUARY 1, 1999]: Sec. 163. (a) "Health care provider", for purposes
6 of IC 16-21 and IC 16-41, means any of the following:
7 (1) An individual, a partnership, a corporation, a professional
8 corporation, a facility, or an institution licensed or legally
9 authorized by this state to provide health care or professional
10 servicesasalicensed physician, apsychiatric hospital, ahospital,
11 ahealth facility, an emergency ambulance service (1C 16-31-3),
12 adentist, aregistered or licensed practical nurse, a midwife, an
13 optometrist, a pharmacist, a podiatrist, achiropractor, aphysical
14 therapist, arespiratory carepractitioner, an occupational therapist,
15 apsychologist, aparamedic, an emergency medical technician, or
16 an advanced emergency technician, or aperson who isan officer,
17 employee, or agent of the individual, partnership, corporation,
18 professional corporation, facility, or ingtitution acting in the
19 course and scope of the person's employment.
20 (2) A college, university, or junior college that provides health
21 care to a student, a faculty member, or an employee, and the
22 governing board or aperson who isan officer, employee, or agent
23 of the college, university, or junior college acting in the course
24 and scope of the person's employment.
25 (3) A blood bank, community mental health center, community
26 mental retardation center, community health center, or migrant
27 health center.
28 (4) A home health agency (as defined in IC 16-27-1-2).
29 (5) A hedth maintenance organization (as defined in
30 IC 27-13-1-19).
31 (6) A health care organization whose members, shareholders, or
32 partners are health care providers under subdivision (1).
33 (7) A corporation, partnership, or professional corporation not
34 otherwise qualified under this subsection that:
35 (A) provides hedlth care as one (1) of the corporation's,
36 partnership's, or professional corporation's functions;
37 (B) is organized or registered under state law; and
38 (C) is determined to be eligible for coverage as a health care
39 provider under |C 27-12 for the corporation's, partnership's, or
40 professional corporation's health care function.
41 Coverage for a hedth care provider qualified under this
42 subdivision is limited to the health care provider's health care
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functions and does not extend to other causes of action.

(b) ""Health care provider™, for purposes of IC 16-22-3-9.5 and
IC 16-22-8-39.5, means an individual who holds a valid license
under Indiana law to practice:

(1) chiropractic;
(2) optometry; or
(3) podiatry.

by (c) "Health care provider", for purposes of IC 16-35:

(1) has the meaning set forth in subsection (a); Hoewever; for
prposes of +€ 16-35; the term atso and

(2) includes a health facility (as defined in section 167 of this
chapter).

SECTION 4.1C16-22-3-9.5ISADDED TOTHEINDIANA CODE
AS A NEW SECTION TO READ AS FOLLOWS [EFFECTIVE
JANUARY 1, 1999]: Sec. 9.5. (a) The governing board may
delineate privileges for the provision of patient care services by a
health care provider.

(b) A health care provider is eligible for privileges to provide
patient care services, but the board shall establish and enforce
reasonable standards and rules concerning a health care provider's
qualifications for the following:

(1) Practice in the hospital.
(2) The granting of privileges to a provider.
(3) The retention of privileges.

(c) The fact that an applicant for privileges to provide patient
care services is a health care provider may not serve as a basis for
denying the applicant privileges to provide patient care services
that are allowed under the professional license held by the
applicant.

(d) The board may determine the kinds of health care
procedures and treatments that are appropriate for an inpatient or
outpatient hospital setting.

(e) The standards and rules described in subsection (b) may, in
the interest of good patient care, allow the board to do the
following:

(1) Consider a health care provider's postgraduate education,
training, experience, and other facts concerning the provider
that may affect the provider's professional competence.

(2) Consider the scope of practice allowed under the
professional license held by a health care provider.

(3) Limit privileges for admitting patients to the hospital to
physicians licensed under IC 25-22.5.
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(4) Limit responsibility for the management of a patient’s care
to physicians licensed under I1C 25-22.5.

(5) Limit or preclude a health care provider's performance of
X-rays or other imaging procedures in an inpatient or
outpatient hospital setting. However, this subdivision does not
affect the ability of a health care provider to order x-rays
under that provider's scope of practice.

(f) The standards and rules described in subsection (b) may
include a requirement for the following:

(1) Submitting proof that a health care provider is qualified
under IC 27-12-3-2.

(2) Performing patient care and related duties in a manner
that is not disruptive to the delivery of quality care in the
hospital setting.

(3) Maintaining standards of quality care that recognize the
efficient and effective utilization of hospital resources as
developed by the hospital's medical staff.

(9) The standards and rules described in subsection (b) must
allow a health care provider who applies for privileges an
opportunity to appear before a peer review committee that is
established by the board to make recommendations regarding
applications for privileges by health care providers before the peer
review committee makes its recommendations regarding the
applicant's request for privileges.

(h) The board must provide for a hearing before a peer review
committee for a health care provider whose privileges have been
recommended for termination.

SECTION 5. IC 16-22-8-39.5 IS ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
[EFFECTIVE JANUARY 1, 1999]: Sec. 39.5. (a) The governing
board may delineate privileges for the provision of patient care
services by a health care provider.

(b) A health care provider is eligible for privileges to provide
patient care services, but the board shall establish and enforce
reasonable standards and rules concerning a health care provider's
qualifications for the following:

(1) Practice in the hospital.
(2) The granting of privileges to a provider.
(3) The retention of privileges.

(c) The fact that an applicant for privileges to provide patient
care services is a health care provider may not serve as a basis for
denying the applicant privileges to provide patient care services

ES 292—LS 6765/D1 88+



©CoO~NOOOULDA,WNPRE

NNNNRRRRRRRERRRR
WNPOQOWONOOUAWNERO

24
25
26
27
28
29
30
31
32
33

35
36
37
38
39
40
41
42

7

that are allowed under the professional license held by the
applicant.

(d) The board may determine the kinds of health care
procedures and treatments that are appropriate for an inpatient or
outpatient hospital setting.

(e) The standards and rules described in subsection (b) may, in
the interest of good patient care, allow the board to do the
following:

(1) Consider a health care provider's postgraduate education,
training, experience, and other facts concerning the provider
that may affect the provider's professional competence.

(2) Consider the scope of practice allowed under the
professional license held by a health care provider.

(3) Limit privileges for admitting patients to the hospital to
physicians licensed under IC 25-22.5.

(4) Limit responsibility for the management of a patient’s care
to physicians licensed under I1C 25-22.5.

(5) Limit or preclude a health care provider's performance of
X-rays or other imaging procedures in an inpatient or
outpatient hospital setting. However, this subdivision does not
affect the ability of a health care provider to order x-rays
under that provider's scope of practice.

(f) The standards and rules described in subsection (b) may
include a requirement for the following:

(1) Submitting proof that a health care provider is qualified
under IC 27-12-3-2.

(2) Performing patient care and related duties in a manner
that is not disruptive to the delivery of quality care in the
hospital setting.

(3) Maintaining standards of quality care that recognize the
efficient and effective utilization of hospital resources as
developed by the hospital's medical staff.

(g9) The standards and rules described in subsection (b) must
allow a health care provider who applies for privileges an
opportunity to appear before a peer review committee that is
established by the board to make recommendations regarding
applications for privileges by health care providers before the peer
review committee makes its recommendations regarding the
applicant's request for privileges.

(h) The board must provide for a hearing before a peer review
committee for a health care provider whose privileges have been
recommended for termination.
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SECTION 6.1C22-3-5-6ISAMENDED TOREAD ASFOLLOWS
[EFFECTIVE APRIL 1, 1998]: Sec. 6. (d) The worker's compensation
supplemental administrative fund is established for the purpose of
carrying out the administrative purposes and functions of the worker's
compensation board. The fund consists of fees collected from
employers under sections 1 through 2 of this chapter. and from fees
eoteected tnder 1€ 22-3-2-14-5 and 1€ 22-3-734:5: The fund shall be
administered by the worker's compensation board. Meney i the fure
tsanndety appropriated to the worker's compensation board for itstse
th earfying ot the administrative purpoeses and functions of the

(b) The money in the fund is not to be used to replace funds
otherwise appropriated to the board. Money in the fund at the end of
the state fiscal year does not revert to the state general fund.

SECTION 7. 1C 22-3-6-1, ASAMENDED BY P.L.258-1997(ss),
SECTION 12,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
APRIL 1, 1998]: Sec. 1. In IC 22-3-2 through IC 22-3-6, unless the
context otherwise requires.

(a) "Employer" includesthe state and any political subdivision, any
municipal corporation within the state, any individual or the legal
representative of a deceased individual, firm, association, limited
liability company, or corporation or the receiver or trustee of the same,
using the services of another for pay. If the employer is insured, the
termincludesthe employer'sinsurer so far asapplicable. However, the
inclusion of an employer'sinsurer within thisdefinition doesnot allow
an employer's insurer to avoid payment for services rendered to an
employee with the approval of the employer.

(b) "Employee" means every person, including a minor, in the
service of another, under any contract of hireor apprenticeship, written
or implied, except one whose employment is both casual and not inthe
usual course of the trade, business, occupation, or profession of the
employer.

(1) An executive officer elected or appointed and empowered in
accordance with the charter and bylaws of a corporation, other
than a municipal corporation or governmental subdivision or a
charitable, religious, educational, or other nonprofit corporation,
is an employee of the corporation under IC 22-3-2 through
IC 22-3-6.

(2) An executive officer of a municipal corporation or other
governmental subdivision or of a charitable, religious,
educational, or other nonprofit corporation may, notwithstanding
any other provision of IC 22-3-2 through 1C 22-3-6, be brought
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1 withinthe coverageof itsinsurance contract by the corporation by
2 specifically including the executive officer in the contract of
3 insurance. The election to bring the executive officer within the
4 coverage shall continuefor the period the contract of insuranceis
5 in effect, and during this period, the executive officers thus
6 brought within the coverage of the insurance contract are
7 employees of the corporation under | C 22-3-2 through | C 22-3-6.
8 (3) Any referenceto an employeewho hasbeen injured, when the
9 employee is dead, aso includes the employee's lega
10 representatives, dependents, and other persons to whom
11 compensation may be payable.
12 (4) An owner of a sole proprietorship may elect to include the
13 owner as an employee under 1C 22-3-2 through I1C 22-3-6 if the
14 owner is actually engaged in the proprietorship business. If the
15 owner makesthiselection, theowner must serve upon the owner's
16 insurance carrier and upon the board written notice of the
17 election. No owner of asole proprietorship may be considered an
18 employee under 1C 22-3-2 through I C 22-3-6 until the notice has
19 been received. H the oewner of a sote proprietorship s an
20 thdependent contractor th the construetion trades and does rot
21 make the election provided tnder this subdivision; the owner
22 must ebtain an affidavit of exemption under t€ 22-3-2-145:
23 (5) A partner in a partnership may elect to include the partner as
24 an employee under 1C 22-3-2 through IC 22-3-6 if the partner is
25 actually engaged in the partnership business. If a partner makes
26 this election, the partner must serve upon the partner's insurance
27 carrier and upon the board written notice of the election. No
28 partner may be considered an employee under |C 22-3-2 through
29 IC 22-3-6 until the notice has been received. H a partrer in a
30 parthership tsan hdependent contractor ih the construetion trades
31 and doees not make the etection provided tnder this subdiviston;
32 the parther must obtath an affidavit of exemption tnder
33 1€ 22-3-2-145:
34 (6) Real estate professionals are not employees under 1C 22-3-2
35 through IC 22-3-6 if:
36 (A) they arelicensed real estate agents,
37 (B) substantialy all their remuneration is directly related to
38 sales volume and not the number of hours worked; and
39 (C) they have written agreements with real estate brokers
40 stating that they are not to be treated as employees for tax
41 purposes.
42 A A person ts an tndependent contracter A the constrdction
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1 trades and et an emptoyee tnder 1€ 22-3-2 threugh t€ 22-3-6 if
2 the person ts an tadependent eontractor tnder the guidetines of
3 the United States Hiternal Revente Service:
4 8y (7) An owner-operator that provides a motor vehicle and the
5 services of a driver under a written contract that is subject to
6 IC 8-2.1-24-23, 45 IAC 16-1-13, or 49 CFR 1057, to a motor
7 carrier is not an employee of the motor carrier for purposes of
8 IC 22-3-2 through | C 22-3-6. The owner-operator may elect to be
9 covered and have the owner-operator's drivers covered under a
10 worker's compensation insurance policy or authorized
11 self-insurancethat insuresthe motor carrier if the owner-operator
12 paysthe premiums as requested by the motor carrier. An election
13 by an owner-operator under this subdivision does not terminate
14 the independent contractor status of the owner-operator for any
15 purpose other than the purpose of this subdivision.
16 €9y (8) A member or manager in alimited liability company may
17 elect to include the member or manager as an employee under
18 IC 22-3-2through | C 22-3-6 if the member or manager isactually
19 engaged inthelimited liability company business. If amember or
20 manager makes this election, the member or manager must serve
21 upon the member's or manager's insurance carrier and upon the
22 board written notice of the election. A member or manager may
23 not be considered an employeeunder 1C 22-3-2 through | C 22-3-6
24 until the notice has been received.
25 (c) "Minor" means an individual who has not reached seventeen
26 (17) years of age.
27 (1) Unless otherwise provided in this subsection, a minor
28 employee shall be considered asbeing of full agefor all purposes
29 of IC 22-3-2 through IC 22-3-6.
30 (2) If the employeeisaminor who, at the time of the accident, is
31 employed, required, suffered, or permitted to work in violation of
32 IC 20-8.1-4-25, the amount of compensation and death benefits,
33 as provided in IC 22-3-2 through |C 22-3-6, shall be double the
34 amount which would otherwise be recoverable. The insurance
35 carrier shall be liable on its policy for one-haf (1/2) of the
36 compensation or benefits that may be payable on account of the
37 injury or death of the minor, and the employer shall be liable for
38 the other one-half (1/2) of the compensation or benefits. If the
39 employeeisaminor who isnot lessthan sixteen (16) years of age
40 and who has not reached seventeen (17) years of age and who at
41 the time of the accident is employed, suffered, or permitted to
42 work at any occupation which is not prohibited by law, this
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1 subdivision does not apply.

2 (3) A minor employee who, at the time of the accident, is a

3 student performing services for an employer as part of an

4 approved program under IC 20-10.1-6-7 shall be considered a

5 full-time employee for the purpose of computing compensation

6 for permanent impairment under 1C 22-3-3-10. The average

7 weekly wages for such a student shall be calculated as provided

8 in subsection (d)(4).

9 (4) Therights and remedies granted in this subsection to aminor
10 under |C 22-3-2 through | C 22-3-6 on account of personal injury
11 or death by accident shall exclude all rights and remedies of the
12 minor, the minor's parents, or the minor's persona
13 representatives, dependents, or next of kin at common law,
14 statutory or otherwise, on account of the injury or death. This
15 subsection does not apply to minorswho have reached seventeen
16 (17) years of age.

17 (d) "Average weekly wages' means the earnings of the injured
18 employeeinthe employment inwhich theemployeewasworking at the
19 time of the injury during the period of fifty-two (52) weeks
20 immediately preceding the date of injury, divided by fifty-two (52),
21 except asfollows:

22 () If the injured employee lost seven (7) or more calendar days
23 during this period, although not in the same week, then the
24 earnings for the remainder of the fifty-two (52) weeks shall be
25 divided by the number of weeks and partsthereof remaining after
26 the time lost has been deducted.

27 (2) Where the employment prior to the injury extended over a
28 period of less than fifty-two (52) weeks, the method of dividing
29 the earnings during that period by the number of weeks and parts
30 thereof during which the employee earned wages shall be
31 followed, if results just and fair to both parties will be obtained.
32 Where by reason of the shortness of the time during which the
33 empl oyee hasbeenintheempl oyment of theempl oyee'semployer
34 or of the casual nature or terms of the employment it is
35 impracticable to compute the average weekly wages, as defined
36 in this subsection, regard shall be had to the average weekly
37 amount which during the fifty-two (52) weeks previous to the
38 injury was being earned by a person in the same grade employed
39 at the samework by the same employer or, if thereisno person so
40 employed, by a person in the same grade employed in the same
41 class of employment in the same district.

42 (3) Wherever alowances of any character made to an employee
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in lieu of wages are a specified part of the wage contract, they
shall be deemed a part of his earnings.
(4) In computing the average weekly wages to be used in
calculating an award for permanent impairment under
IC 22-3-3-10 for a student employee in an approved training
program under IC 20-10.1-6-7, the following formula shall be
used. Calculate the product of:
(A) the student employee's hourly wage rate; multiplied by
(B) forty (40) hours.
Theresult obtainedistheamount of the average weekly wagesfor
the student employee.

(e) "Injury” and "personal injury” mean only injury by accident
arising out of and in the course of the employment and do not include
adisease in any form except asit results from the injury.

(f) "Billing review service" refers to a person or an entity that
reviewsamedical service provider'shillsor statementsfor the purpose
of determining pecuniary liability. The term includes an employer's
worker's compensation insurance carrier if the insurance carrier
performs such areview.

(g) "Billing review standard” means the data used by a hilling
review service to determine pecuniary liability.

(h) "Community" means a geographic service area based on zip
code districts defined by the United States Postal Service according to
the following groupings:

(1) The geographic service areaserved by zip codeswith thefirst
three (3) digits 463 and 464.

(2) The geographic service areaserved by zip codeswith thefirst
three (3) digits 465 and 466.

(3) The geographic service areaserved by zip codeswith thefirst
three (3) digits 467 and 468.

(4) The geographic service areaserved by zip codeswith thefirst
three (3) digits 469 and 479.

(5) The geographic service areaserved by zip codeswith thefirst
three (3) digits 460, 461 (except 46107), and 473.

(6) Thegeographic serviceareaserved by the 46107 zip codeand
Zip codes with the first three (3) digits 462.

(7) The geographic service areaserved by zip codeswith thefirst
three (3) digits 470, 471, 472, 474, and 478.

(8) The geographic service areaserved by zip codeswith thefirst
three (3) digits 475, 476, and 477.

(i) "Medica service provider" refers to a person or an entity that
providesmedical services, treatment, or suppliesto an employee under
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|C 22-3-2 through I C 22-3-6.

(j) "Pecuniary liability" meansthe responsibility of an employer or
theemployer'sinsurance carrier for the payment of thechargesfor each
specific service or product for human medical treatment provided
under | C 22-3-2 through | C 22-3-6 in adefined community, equal to or
lessthan the chargesmade by medical service providersat theeightieth
percentile in the same community for like services or products.

SECTION 8. IC 22-3-7-9, AS AMENDED BY P.L.258-1997(ss),
SECTION 13,ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
APRIL 1, 1998]: Sec. 9. (@) As used in this chapter, "employer"
includes the state and any political subdivision, any municipa
corporation within the state, any individual or the legal representative
of adeceased individual, firm, association, limited liability company,
or corporation or the receiver or trustee of the same, using the services
of another for pay. If the employer is insured, the term includes his
insurer so far as applicable. However, the inclusion of an employer's
insurer within this definition does not allow an employer's insurer to
avoid payment for servicesrendered to an employee with the approval
of the employer.

(b) As used in this chapter, "employee" means every person,
including aminor, in the service of another, under any contract of hire
or apprenticeship written or implied, except one whose employment is
both casual and not in the usual course of the trade, business,
occupation, or profession of theemployer. For purposes of thischapter
the following apply:

(1) Any reference to an employee who has suffered disablement,
when theemployeeisdead, alsoincludeshislegal representative,
dependents, and other persons to whom compensation may be
payable.

(2) Anowner of asole proprietorship may elect toinclude himself
as an employee under this chapter if heisactually engaged in the
proprietorship business. If the owner makesthiselection, he must
serveupon hisinsurance carrier and upon theboard written notice
of the election. No owner of a sole proprietorship may be
considered an employee under this chapter unless the notice has
been received. H the ewner of a sote proprietorship is an
independent contractor N the eonstruction trades and does not
must ebtain an affidavit of exemption tnder +€ 22-3-7-345:

(3) A partner in a partnership may elect to include himself as an
employee under this chapter if he is actually engaged in the
partnership business. If a partner makes this election, he must
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1 serveupon hisinsurance carrier and upon theboard written notice
2 of the election. No partner may be considered an employee under
3 this chapter until the notice has been received. H a partrer in a
4 parthership tsan thdependent eontractor th the constrdction trades
6 the parther must ebtath an affidavit of exemption tnder
7 1€ 22-3-7+345:
8 (4) Real estate professional sare not employeesunder thischapter
9 if:
10 (A) they arelicensed real estate agents,
11 (B) substantialy all their remuneration is directly related to
12 sales volume and not the number of hours worked; and
13 (C) they have written agreements with real estate brokers
14 stating that they are not to be treated as employees for tax
15 purposes.
16 {5) A person s an thdependent eontractor A the eonstruction
17 trades and not an emptoyee tnder this chapter if the person tsan
18 thdependent eontractor tnder the gidetines of the bnited States
19 trternat Revente Service:
20 6y (5) An owner-operator that provides a motor vehicle and the
21 services of a driver under a written contract that is subject to
22 IC 8-2.1-24-23, 45 IAC 16-1-13, or 49 CFR 1057, to a motor
23 carrier isnot an employee of the motor carrier for purposesof this
24 chapter. The owner-operator may elect to be covered and havethe
25 owner-operator's drivers covered under aworker's compensation
26 insurance policy or authorized self-insurance that insures the
27 motor carrier if the owner-operator pays the premiums as
28 regquested by the motor carrier. An election by an owner-operator
29 under this subdivision does not terminate the independent
30 contractor statusof the owner-operator for any purpose other than
31 the purpose of this subdivision.
32 (c) Asused in this chapter, "minor" means an individual who has
33 not reached seventeen (17) years of age. A minor employee shall be
34 considered as being of full age for all purposes of this chapter.
35 However, if the employee is a minor who, at the time of the last
36 exposure, is employed, required, suffered, or permitted to work in
37 violation of the child labor laws of this state, the amount of
38 compensation and death benefits, as provided in this chapter, shall be
39 double the amount which would otherwise be recoverable. The
40 insurance carrier shall be liable on its policy for one-half (1/2) of the
41 compensation or benefits that may be payable on account of the
42 disability or death of theminor, and the employer shall bewholly liable
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for the other one-half (1/2) of the compensation or benefits. If the
employeeisaminor who is not less than sixteen (16) years of age and
who has not reached seventeen (17) years of age, and who at the time
of the last exposureis employed, suffered, or permitted to work at any
occupation which is not prohibited by law, the provisions of this
subsection prescribing double the amount otherwiserecoverabledo not
apply. Therightsand remediesgranted to aminor under thischapter on
account of disease shall exclude all rights and remedies of the minor,
his parents, his personal representatives, dependents, or next of kin at
common law, statutory or otherwise, on account of any disease.

(d) This chapter does not apply to casual laborers as defined in
subsection (b), nor to farm or agricultural employees, nor to household
employees, nor to railroad employees engaged in train service as
engineers, firemen, conductors, brakemen, flagmen, baggagemen, or
foremen in charge of yard engines and hel pers assigned thereto, nor to
their employers with respect to these employees. Also, this chapter
does not apply to employees or their employers with respect to
employments in which the laws of the United States provide for
compensation or liability for injury to the health, disability, or death by
reason of diseases suffered by these employees.

(e) As used in this chapter, "disablement" means the event of
becoming disabled from earning full wages at the work in which the
employee was engaged when last exposed to the hazards of the
occupational disease by the employer from whom he claims
compensation or equal wages in other suitable employment, and
"disability” means the state of being so incapacitated.

(f) For the purposes of this chapter, no compensation shall be
payable for or on account of any occupational diseases unless
disablement, as defined in subsection (€), occurs within two (2) years
after the last day of the last exposure to the hazards of the disease
except for the following:

(1) Inall cases of occupational diseases caused by the inhalation
of silica dust or coa dust, no compensation shall be payable
unless disablement, as defined in subsection (e), occurs within
three (3) yearsafter thelast day of thelast exposureto the hazards
of the disease.

(2) Inal cases of occupational disease caused by the exposureto
radiation, no compensation shall be payable unless disablement,
as defined in subsection (€), occurswithin two (2) yearsfrom the
date on which the employee had knowledge of the nature of his
occupationa disease or, by exercise of reasonable diligence,
should have known of the existence of such disease and its causal
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relationship to his employment.

(3) Inall cases of occupational diseases caused by the inhalation
of asbestos dust, no compensation shall be payable unless
disablement, as defined in subsection (€), occurs within three (3)
years after the last day of the last exposure to the hazards of the
diseaseif thelast day of thelast exposurewasbefore July 1, 1985.
(4) In all cases of occupational disease caused by the inhalation
of asbestos dust in which the last date of the last exposure occurs
onor after July 1, 1985, and before July 1, 1988, no compensation
shall be payable unless disablement, as defined in subsection (e),
occurs within twenty (20) years after the last day of the last
exposure.

(5) In all cases of occupational disease caused by the inhalation
of asbestos dust in which the last date of the last exposure occurs
on or after July 1, 1988, no compensation shall be payable unless
disablement (as defined in subsection (€)) occurs within
thirty-five (35) years after the last day of the last exposure.

(g) For the purposes of this chapter, no compensation shall be
payable for or on account of death resulting from any occupational
disease unless death occurs within two (2) years after the date of
disablement. However, this subsection does not bar compensation for
death:

(1) where death occurs during the pendency of aclaim filed by an
employee within two (2) years after the date of disablement and
which claim has not resulted in a decision or has resulted in a
decision which isin process of review or appeal; or

(2) where, by agreement filed or decision rendered, a
compensabl e period of disability has been fixed and death occurs
within two (2) years after the end of such fixed period, but in no
event later than three hundred (300) weeks after the date of
disablement.

(h) As used in this chapter, "billing review service' refers to a
person or an entity that reviews a medical service provider's bills or
statementsfor the purpose of determining pecuniary liability. Theterm
includes an employer's worker's compensation insurance carrier if the
insurance carrier performs such areview.

(i) Asused inthischapter, "billing review standard" meansthe data
used by abilling review service to determine pecuniary liability.

(1) Asusedinthischapter, "community" meansageographic service
area based on zip code districts defined by the United States Postal
Service according to the following groupings:

(1) The geographic service areaserved by zip codeswith thefirst
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three (3) digits 463 and 464.

(2) The geographic service areaserved by zip codeswith thefirst
three (3) digits 465 and 466.

(3) The geographic service areaserved by zip codeswith thefirst
three (3) digits 467 and 468.

(4) The geographic service areaserved by zip codeswith thefirst
three (3) digits 469 and 479.

(5) The geographic service areaserved by zip codeswith thefirst
three (3) digits 460, 461 (except 46107), and 473.

(6) The geographic service areaserved by the 46107 zip code and
zZip codes with thefirst three (3) digits 462.

(7) The geographic service area served by zip codeswith thefirst
three (3) digits 470, 471, 472, 474, and 478.

(8) The geographic service areaserved by zip codeswith thefirst
three (3) digits 475, 476, and 477.

(K) As used in this chapter, "medical service provider” refersto a
person or an entity that provides medical services, treatment, or
supplies to an employee under this chapter.

() As used in this chapter, "pecuniary liability" means the
responsibility of anemployer or theemployer'sinsurancecarrier for the
payment of the charges for each specific service or product for human
medical treatment provided under thischapter in adefined community,
equal to or lessthan the charges made by medical service providers at
the eightieth percentile in the same community for like services or
products.

SECTION 9. IC 27-1-3-15, AS AMENDED BY P.L.116-1994,
SECTION 6,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1,1998]: Sec. 15. (a) Except as provided in subsection (g), the
commissioner shall collect the following fees when the documents
described in this subsection are delivered to the commissioner for
filing:

Document Fee
Articlesof incorporation .......................... $ 350
Amendment of articles of
iNCorporation ..............iiiiiiiiii i $ 10
Filing of annual statement
and consolidated statement . ....................... $ 100
Annual renewal of company license
fEE $ 50
Appointment of commissioner for
SErVICeOf ProCeSS . . ..o $ 10

Withdrawal of certificate
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ofauthority ............cc it $ 25
Certified statement of condition .................... $ 5
Any other document required to be

filedby thisarticle .............. ... ... .. ..... $ 25

(b) The commissioner shall collect a fee of ten dollars ($10) each
time process is served on the commissioner under thistitle.

(c) The commissioner shall collect the following fees for copying
and certifying the copy of any filed document relating to adomestic or
foreign corporation:

Per pageforcopying ...................... As determined by
the commissioner but not to exceed actual cost
For thecertificate .. .. ... $10

(d) Each domestic and foreign insurer shal remit annually to the
commissioner for deposit into the department of insurance fund
established by 1C 27-1-3-28 three hundred fifty dollars ($350) as an
internal audit fee. All assessment insurers, farm mutuals, fraternal
benefit societies, and health maintenance organizations shall remit to
the commissioner for deposit into the department of insurancefund one
hundred dollars ($100) annually as an internal audit fee.

(e) Beginning July 1, 1994, each insurer shall remit to the
commissioner for deposit into the department of insurance fund
established by |C 27-1-3-28 a fee of thirty-five dollars ($35) for each
policy, rider, and endorsement filed with the state. However, each
policy, rider, and endorsement filed as part of a particular product
filing and associated with that product filing shall be considered to be
asinglefiling and subject only to one (1) thirty-five dollar ($35) fee.

(f) The commissioner shall pay into the state general fund by the
end of each calendar month the amounts collected during that month
under subsections (a), (b), and (c).-of this section:

(g) The commissioner may not collect fees for quarterly
statements filed under IC 27-1-20-33.

SECTION 10. IC 27-1-3-20 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE APRIL 1, 1998]: Sec. 20. (a) The
commissioner may issueacertificate of authority to any company when
it shall have complied with the requirements of the laws of this state so
as to entitle it to do business herein. The certificate shall be issued
under the sea of the department authorizing and empowering the
company to make the kind or kinds of insurance specified in the
certificate. No certificate of authority shall be issued until the
commissioner has found that:

€&y (1) the company has submitted a sound plan of operation; and
by (2) the general character and experience of the incorporators,
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directors, and proposed officers is such as to assure reasonable
promise of a successful operation, based on the fact that such
persons are of known good character and that there is no good
reason to believe that they are affiliated, directly or indirectly,
through ownership, control, management, reinsurance
transactions, or other insurance or business relations with any
person or persons known to have been involved in the improper
manipulation of assets, accounts, or reinsurance.

No certificate of authority shall be denied, however, under subdivision

€&y (1) or tby (2) until notice, hearing, and right of appea has been

given as provided in IC 4-21.5.

(b) Every company possessing a certificate of authority shall notify
the commissioner of the election or appointment of every new director
or principal officer, within thirty (30) days thereafter. If in the
commissioner's opinion such anew principa officer or director does
not meet the standards set forth in this section, he shall request that the
company effect the removal of such persons from office. If such
removal is not accomplished as promptly as under the circumstances
and in the opinion of the commissioner is possible, then upon noticeto
both the company and such principal officer or director and after
notice, hearing, and right of appeal pursuant to IC 4-21.5, and after a
finding that such person isincompetent or untrustworthy or of known
bad character, the commissioner may order theremoval of such person
from office and may, unless such removal is promptly accomplished,
suspend the company'scertificate of authority until thereiscompliance
with such order.

(c) No company shall transact any business of insurance under
IC 22 or IC 27, or hold itself out as a company in the business of
insurance inthisstate Indiana until it shall havereceived acertificate
of authority as prescribed in this section. anek

(d) No company shall make, issue, deliver, sell, or advertise any
kind or kinds of insurance not specified in soeh the company's
certificate of authority.

SECTION 11. IC 27-1-8-13 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 13. (a) Any domestic
mutual insurance company may by amendment of its articles of
incorporation convert to a stock insurance company only upon
compliance with the requirements of this section and applicable
requirements of sections 1 through 8 and 11 of this chapter.

(b) The board of directors of any such mutual company shall first
adopt a resolution proposing the amendment to its articles of
incorporation, as required by section 2 of this chapter, and proposing
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1 aplan of conversion of such mutual company into a stock insurance

2 company. Such plan of conversion shall set forth the following:

3 (1) The terms and conditions of the plan of conversion and the

4 manner and basis of carrying the sameinto effect.

5 (2) A fermuta Formulas for:

6 (A) the determination of the equity or share, if any, of each

7 member or policyholder intheentire net worth or initial issue

8 of capital stock of the company; and

9 (B) fer the determination and preservation of the participation
10 rights, if any, in future earnings from each class of existing
11 insurance policies.
12 (3) A If the procedures of subdivision (5)(A) are applicable, a
13 statement of the entire net worth of the company attested by two
14 (2) independent actuaries, each of whom is a member of the
15 American Academy of Actuaries, and under the procedures of
16 subdivision (5)(A) or (5)(B), written opinions by such actuaries
17 that thefermutaformulas and precedtre procedures requiredin
18 subdivision (2) +s are fair and equitable to the members and
19 policyholders of the company.
20 (4) Fhat A statement of the members or policyholdersentitled to
21 participatein the conversion, asprovided in the plan, which shall
22 include all members and policyholders of the company who have
23 voting rights as of the effective date of the amendment and the
24 plan of conversion or as of an earlier date as the commissioner
25 may approve.
26 (5) A statement that the members and or policyholders of the
27 company, as defined in subdivision (4), shall have the right to
28 capital stock of the company or to a payment of cash from the
29 company under one (1) of the following procedures, as
30 specified by the company in the plan of conversion:
31 (A) The members and policyholders of the company shall
32 have the first right to acquire all the proposed initial issue of
33 capital stock of the company by afair alocation of the rights
34 to acquire such stock among such members or policyholders,
35 provided that such right to acquire such shares shall be
36 exercised within adesignated reasonabl e period, which period
37 shall not be less than thirty (30) days, with the right to apply
38 the amount of equity, if any, as determined under the fermuta
39 formulas in subdivision (2)(A) upon the purchase price of
40 such shares; provided, further, that:
41 (i) theright shall be exercised by awritten electioninaform
42 provided by the company, and payment for any balance due
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1 upon such shares, after the aforesaid credit, if any, shall be
2 made in cash within such time asis fixed in the plan;
3 {6y Fhet (ii) any shares not acquired by a member or
4 policyholder, as provided in sdbdivisten (5); the prior
5 provisions of this clause, may be offered to otherswho may
6 or may not be members or policyholders at the same or a
7 higher price per share than that provided for under
8 subdivision (5)- the prior provisions of this clause; and
9 A Fhat (iii) at atime specified in the plan, payment to each
10 dissenting member or policyholder shall be madein cash of
11 the amount, if any, as provided under the plan for payment
12 to dissenting members or policyholders, such dissenting
13 members or policyholders being those who do not acquire
14 shares as provided in subdiviston {5)- this clause.
15 (B) The members or policyholders of the company shall
16 receive all of the initial issue of capital stock of the
17 company, without payment of any consideration to the
18 company, by a fair allocation of such stock among such
19 members or policyholders, if the commissioner is satisfied:
20 (i) that the company will assure that an active public
21 trading market for the capital stock of the company will
22 develop within a reasonable time after the effective date
23 of the plan of conversion or after the delivery of stock
24 certificates to the members or policyholders; and
25 (ii) with the terms and conditions of any public offering
26 or other stock offerings or sales by the company
27 proposed to be made during the three (3) year period
28 following the effective date of the plan of conversion,
29 including any stock subscription rights of the members
30 and policyholders.
31 (6) The plan of conversion may include procedures for:
32 (A) establishment of a noninsurance stock holding
33 corporation for the company concurrent with or
34 immediately following the effective date of the plan of
35 conversion and for the exchange or conversion of the
36 members' or policyholders' rights to and interests in
37 capital stock of the company for or into equivalent rights
38 to and interests in capital stock of the noninsurance stock
39 holding corporation;
40 (B) delayed delivery of stock certificates or cash to the
41 members or policyholders of the company, or restrictions
42 on sale or transfer of capital stock by members or
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policyholders of the company, for a reasonable time
following the effective date of the plan of conversion; and
(C) delayed establishment of the formulas required by
subdivision (2)(A) or establishment in the plan of
conversion of specific conditional or alternative formulas.
€8y (7) The plan of conversion may contain such other terms
and provisions as the company deems necessary or desirable.

(c) Any such mutual insurance company shal file with the
department, following the adoption by its board of directors of such
resolution proposing the amendment and plan of conversion, and
before its submission to avote by its members or policyholders, three
(3) copies of the proposed amendment to the articles of incorporation,
together with three (3) copies of the plan of conversion and such other
supporting documents as the company or the department deems
necessary.

(d) The insurance commissioner shall hold a hearing upon the
terms, conditions, and provisions of the plan of conversion, at which
hearing the policyholdersof the company and any other interested party
shall have the right to appear and become a party to the proceedings.
Thecommissioner shall requirethe company to produce such evidence
as he shall deem necessary to establish that the plan of conversion
meetsthe requirements set forth in this section and further that itisfair
and equitabl e to the members and policyholders of the company. Such
hearing shall be commenced not less than twenty (20) days after the
date on which the amendment and plan of conversion are presented to
the department, and shall be held in the city of Indianapolis, Indiana,
at such place, date, and time as the department shall specify. Notice of
the hearing shall be published in anewspaper of general circulationin
the city wherein islocated the principal office of the company and in
the city of Indianapolis once a week for two (2) successive weeks.
Written notice of the hearing shall be mailed by the company to its
members and policyholders having voting rights at least ten (10) days
prior to the hearing. Except as otherwise provided in this section, the
hearing and the determination made therein shall be subject to
IC 4-21.5-3.

(e) The commissioner shall issue an order approving the plan of
conversion as filed with the department by the company with such
modifications therein as a mgjority of the board of directors of the
company shall approve if the commissioner finds that:

(2) the plan, including all such modifications, if effected, will
meet all the requirements set forth in this section;
(2) such planisequitableto the membersand policyhol ders of the
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company;
(3) theterms and conditions of the plan of conversion arefair and
reasonable;
(4) upon consummation of the plan of conversion the paid-in
capital and surplus of the company shall be in an amount not less
than the minimum pai d-in capital and surplusrequiredto organize
a domestic stock insurance company to transact like kinds of
insurance; and
(5) dl therightsof every member and policyholder asfixedinany
policy of insurance of the company, excluding voting rights, if
any, shall be and remain unaffected by the proposed conversion
and shall continueinfull forcein accordancewiththetermsof the
policy of each such member and policyholder.

(f) The order of the commissioner approving or disapproving the
plan of conversion shall be filed in the department within thirty (30)
days after the last day of the hearing before the commissioner. The
department shall promptly give notice of such order to al personswho
appeared at the hearing and requested to be made parties to the
proceedings, and the department shall endorse the commissioner's
approva or disapproval on the plan of conversion in the manner
provided in IC 27-1-6-8 and shall deliver copies thereof to the
company. The company or any person who was made a party to such
proceedings aggrieved by such order shall be entitled to a judicia
review thereof in accordance with IC 4-21.5-5. Subject only to such
judicial review, the determination and order of the commissioner (or
the court upon judicial review) in approving or disapproving the plan
of conversion shall be binding and conclusive upon all parties to the
proceedings and all policyholders or members with respect to the
fairnessof the plan anditscompliancewith thisarticleand with respect
to the proportionate share, if any, of each policyholder or member in
the equity or capital stock of the company and the value or
proportionate share, if any, of his membership interests or rights as
determined under the fermtta formulas referred to in subsection
(b)(2).

(g) The plan of conversion and the proposed amendment to the
articles of incorporation, as finally approved, shall be submitted to a
vote of the members or policyholders, as provided in section 3 of this
chapter, and if the proposed plan of conversion and proposed
amendment shall be adopted as provided in section 3 of this chapter,
the company shall proceed to consummate the plan of conversion and
comply with the applicable provisions of sections 4 through 8 and 11
of this chapter.
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(h) Notwithstanding the adoption of the plan of conversion by the
policyholders and at any time prior to the effective date of the plan of
conversion, the plan and proposed amendment may be abandoned
pursuant to a provision for such abandonment, if any, contained in the
plan of conversion.
(i) The plan of conversion and proposed amendment to the articles
of incorporation shall become effective upon the later of:
(1) the date and time of approval of the articles of amendment by
the secretary of state as provided in section 8 of this chapter; and
(2) the date and time of filing with the department a certificate
setting forth the plan of conversion and the manner of itsapproval
by the directorsand policyhol ders of the company, which shall be
executed on behalf of the company by its president or a vice
president;

unless a later date and time is specified in the plan of conversion, in

which event the plan of conversion and amendment shall become

effective and take place upon such later date and time.

(1) When the plan of conversion and proposed amendment to the
articles of incorporation become effective:

(1) the company shall be converted from a mutual insurance
company to a stock insurance company and shall have all the
rights, privileges, immunities, and powers and shall be subject to
all thedutiesand liabilities of astock insurance company existing
under this article; and
(2) the rights and interests of every member and policyholder
existing by virtue of being a member or policyholder of the
mutual company, of any nature whatsoever, including voting
rights, shall cease.
Provided, however, that rightsof every member and policyholder under
any contract of insurance shall continueinforcein accordancewiththe
terms, provisions, and conditions of such contract, including rights, if
any, to policyholder dividends.

SECTION 12. IC 27-1-15.5-3, ASAMENDED BY P.L.185-1996,
SECTION 2,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1,1998]: Sec. 3. (a) A person may not act as or hold himself out
to be an insurance agent, surplus lines insurance agent, limited
insurance representative, or consultant unless heisduly licensed. An
insurance agent, surplus lines insurance agent, or limited insurance
representative may not make application for, procure, negotiatefor, or
place for others any policies for any kinds of insurance as to which he
is not then qualified and duly licensed. An insurance agent and a
limited insurancerepresentative may receivequalificationfor alicense
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in one (1) or more of the kinds of insurancedefined in Class|, Classl|I,
and Class Il of IC 27-1-5-1. A surplus lines insurance agent may
receive qualification for alicense in one (1) or more of the kinds of
insurancedefined in Class|l and Class|l1 of 1C 27-1-5-1 from insurers
that are authorized to do business in one (1) or more states of the
United States of America but which insurers are not authorized to do
business in Indiana, whenever, after diligent effort, as determined to
the satisfaction of the insurance department, such licenseeisunableto
procure the amount of insurance desired from insurers authorized and
licensed to transact business in Indiana. The commissioner may issue
a limited insurance representative's license to the following without
examination:

(1) aperson whoisaticket-selling agent of acommon carrier who

will act only with reference to the issuance of insurance on

personal effects carried as baggage, in connection with the

transportation provided by such common carrier;

(2) a person who will only negotiate or solicit limited travel

accident insurance in transportation terminals;

(3) aperson who will only negotiate or solicit insurance covered

by IC 27-8-4;

(4) a person who will only negotiate or solicit insurance under

ClasslI(j); or

(5) to any person who will negotiate or solicit akind of insurance

that the commissioner finds does not require an examination to

demonstrate professional competency.

(b) A corporation or limited liability company may belicensed asan
insurance agent, surplus lines insurance agent, or limited insurance
representative. Every officer, director, stockholder, or employee of the
corporation or limited liability company personally engagedin Indiana
insoliciting or negotiating policiesof insuranceshall beregistered with
the commissioner as to its license, and each such member, officer,
director, stockholder, or employee shall also qualify as an individual
licensee. However, this section does not apply to a management
association, partnership, or corporation whose operations do not entail
the solicitation of insurance from the public.

(c) The commissioner may not grant, renew, continue or permit to
continue any licenseif hefindsthat thelicenseis being or will be used
by the applicant or licensee for the purpose of writing controlled
business. "Controlled business' means:

(1) insurance written on the interests of the licensee or those of
hisimmediate family or of his employer; or
(2) insurance covering himself or members of his immediate
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family or acorporation, limited liability company, association, or
partnership, or the officers, directors, substantial stockholders,
partners, members, managers, employees of such a corporation,
limited liability company, association, or partnership, of whichhe
is or a member of hisimmediate family is an officer, director,
substantial stockholder, partner, member, manager, associate, or
employee.
However, this section does not apply to insurance written or interests
insured in connection with or arising out of credit transactions. Such a
license shall be deemed to have been or intended to be used for the
purpose of writing controlled business, if the commissioner finds that
during any twelve (12) month period the aggregate commissionsearned
from such controlled business has exceeded twenty-five percent (25%)
of the aggregate commission earned on all business written by such
applicant or licensee during the same period.

(d) An insurer, insurance agent, surplus lines insurance agent, or
limited insurance representative may not pay any commission,
brokerage, or other valuabl e considerationto any person for servicesas
an insurance agent, surpluslinesinsurance agent, or limited insurance
representative within Indiana, unless the person held, at the time the
services were performed, avalid license for that kind of insurance as
required by the laws of Indianafor such services. A person, other than
aperson duly licensed by the state of Indiana as an insurance agent,
surpluslinesinsurance agent, or limited insurance representative, may
not, at the time such services were performed, accept any such
commission, brokerage, or other val uable consideration. However, any
such person duly licensed under this chapter may:

(1) pay or assign his commissions or direct that his commissions
be paid:
(A) to apartnership of which heisamember, an employee, or
an agent; or
(B) to a corporation of which he is an officer, employee, or
agent; or
(2) pay, pledge, assign, or grant a security interest in the person's
commission to alending institution as collateral for aloan if the
payment, pledge, assignment, or grant of asecurity interest isnot,
directly or indirectly, in exchange for insurance services
performed.
This section shall not prevent payment or receipt of renewal or other
deferred commissions to or by any person entitled thereto under this
section.
(e) The license shall state the name and resident address of the
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licensee, date of issue, the renewal or expiration date, theline or lines
of insurance covered by the license, and such other information asthe
commissioner considers proper for inclusion in the license.

(f) All licensesissued under this chapter shall continuein force not
longer than twenty-four (24) months. The insurance department shall
establish procedures for the renewal of licenses. A license may be
renewed after it expires as follows:

(1) H A person who applies for alicense renewal of his tieense
not more than twenty-four (24) months btt fe mere than sixty
{66} months after it the person's license expires ke must:
pay a remnstatement fee of one hundred dotars ($106) phus
edrrent fees; of
(A) satisfy the requirements of IC 27-1-15.5-7.1(b); and
(B) pass to the department's satisfaction the laws portion of
the examination required of an applicant under
IC 27-1-15.5-4(g)(5) for the type of license for which the
person seeks renewal.
(2) # A person who applies for a license renewal of his tieense
more than sty {66} twenty-four (24) months after it expireshe
must successfully complete the education requirements of
IC 27-1-15.5-4(e) and pass to the department's satisfaction the
examination required of an applicant for the type of license for
which the person seeks renewal.
All license renewals must be accompanied by payment of the renewal
fee as provided in section 4(d) of this chapter.

(9) A license as an insurance agent, surplus lines insurance agent,
or limited insurance representative may not be required of the
following:

(1) Any regular salaried officer or employee of an insurance
company, or of alicensed insuranceagent, surpluslinesinsurance
agent, or limited insurance representative if such officer or
employee's duties and responsibilities do not include the
negotiation or solicitation of insurance.

(2) Persons who secure and furnish information for the purpose
of group or wholesale life insurance, or annuities, or group,
blanket, or franchisehealthinsurance, or for enrollingindividuals
under such plans or issuing certificates thereunder or otherwise
assisting in administering such plans, where no commission is
paid for such service.

(3) Employers or their officers or employees, or the trustees of
any employee trust plan, to the extent that such employers,
officers, employees, or trustees are engaged in the administration
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or operation of any program of employee benefits for their own
employees or the employees of their subsidiaries or affiliates
involving the use of insurance issued by a licensed insurance
company, provided that such employers, officers, employees, or
trusteesarenot inany manner compensated, directly orindirectly,
by the insurance company issuing such insurance.

(h) An insurer shal require that a person who, on behalf of the
insurer, makes any oral, written, or electronic communication with an
individual regarding insurance coverage, rates, benefits, or policy
terms, for the purpose of soliciting insurance shall be licensed under
this chapter.

(i) A violation of subsection (h) is deemed an unfair method of
competition and an unfair and deceptive act and practice in the
business of insurance subject to the provisions of IC 27-4-1-4.

SECTION 13. IC 27-1-155-8, AS AMENDED BY
P.L.253-1997(ss), SECTION 27, IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 8. (& The
commissioner may suspend, revoke, refuseto continue, renew, or issue
any licenseissued under this chapter, or impose any of thedisciplinary
sanctions under subsection (f) if, after notice to the licensee and to the
insurer represented and a hearing, the commissioner finds as to the
licensee any one (1) or more of the following conditions:

(1) Any materially untrue statement in the license application.
(2) Any cause for which issuance of the license could have been
refused had it then existed and been known to the commissioner
at the time of issuance.
(3) Violation of or noncompliance with any insurance laws,
violation of any provision of 1C 28 concerning the sale of alife
insurance policy or an annuity contract, or violation of any lawful
rule, regulation, or order of the commissioner or of a
commissioner of another state.
(4) Obtaining or attempting to obtain any such license through
misrepresentation or fraud.
(5) Improperly withholding, misappropriating, or converting to
the licensee's own use any money belonging to policyholders,
insurers, beneficiaries, or others received in the course of the
licensee's insurance business.
(6) Misrepresentation of the terms of any actual or proposed
insurance contract.
(7 A:

(A) conviction of; or

(B) plea of guilty, no contest, or nolo contendere to;
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afelony or misdemeanor involving moral turpitude.

(8) Thelicensee hasbeen found guilty of any unfair trade practice
or of fraud.

(9) In the conduct of the licensee's affairs under the license, the
licensee has used fraudulent, coercive, or dishonest practices, or
has shown himself to be incompetent, untrustworthy, or
financially irresponsible, or not performing inthe best interests of
the insuring public.

(10) Thelicensee'slicense has been suspended or revoked in any
other state, province, district, or territory.

(11) Thelicensee hasforged another's nameto an application for
insurance.

(12) An applicant has been found to have been cheating on an
examination for an insurance license.

(13) The applicant or licensee is on the most recent tax warrant
list supplied to the commissioner by the department of state
revenue.

(14) The licensee has failed to satisfy the continuing education
reguirements under section 7.1 of this chapter.

(b) The commissioner shall refuse to:

(1) issue alicense; or

(2) renew alicense issued;
under this chapter to any person who is the subject of an order issued
by a court under IC 31-14-12-7 or IC 31-16-12-10 (or
IC 31-1-11.5-13(m) or I1C 31-6-6.1-16(m) before their repead).

(c) In the event that the action by the commissioner isto not renew
or to deny an application for alicense, the commissioner shall notify
the applicant or licensee and advise, in writing, the applicant or
licensee of the reasons for the denial or nonrenewal of the applicant's
or licensee's license. Not later than sixty (60) days after receiving a
notice from the commissioner under this subsection, the applicant or
licensee may make written demand upon the commissioner for a
hearing to determine the reasonableness of the commissioner's action.
Such hearing shall be held within thirty (30) days from the date of
receipt of the written demand of the applicant.

(d) The license of a corporation may be suspended, revoked, or
refused if the commissioner finds, after hearing, that an individual
licensee's violation was known or should have been known by one (1)
or more of the officers or managers acting on behalf of the corporation
and such violation was not reported to the insurance department nor
corrective action taken in relation to the violation.

(e) In addition to or in lieu of any applicable denial, suspension, or
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revocation of alicense, any person violating this chapter may, after a
hearing, be subject to acivil penalty of not lessthan fifty dollars ($50)
nor more than ten thousand dollars ($10,000). Such a penalty may be
enforced in the same manner as civil judgments.

(f) The commissioner may impose any of the following sanctions,
singly or in combination, when the commissioner findsthat alicensee
isguilty of any offense under subsection (a):

(1) Permanently revoke (asdefined in subsection (h)) alicensee's
certificate.
(2) Revoke a licensee's certificate with a stipulation that the
licensee may not reapply for acertificate for aperiod fixed by the
commissioner. The fixed period may not exceed ten (10) years.
(3) Suspend alicensee's certificate.
(4) Censure alicensee.
(5) Issue aletter of reprimand.
(6) Place alicensee on probation status and require the licensee
to:
(A) report regularly to the commissioner upon the mattersthat
are the basis of probation;
(B) limit practice to those areas prescribed by the
commissioner; or
(C) continue or renew professional education under alicensee
approved by the commissioner until a satisfactory degree of
skill has been attained in those areas that are the basis of the
probation.
The commissioner may withdraw the probation if the
commissioner finds that the deficiency that required disciplinary
action has been remedied.

(g) The insurance commissioner shal notify the securities
commissioner when an administrativeaction or civil proceedingisfiled
under this section and when an order is issued under this section
denying, suspending, or revoking alicense.

(h) For purposesof subsection (f), "permanently revoke" meansthat
thelicensee's certificate shall never bereinstated and thelicensee shall
not be eligible to submit an application for a certificate to the
department.

SECTION 14. IC 27-1-20-33, ASAMENDED BY P.L.251-1995,
SECTION 16,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
JULY 1, 1998]: Sec. 33. (a) Asused in this section, "insurer” refersto
each:

(1) domestic company;
(2) foreign company; and
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(3) alien company;
that is authorized to transact business in Indiana.

(b) Asusedinthissection, "NAIC" meansthe National Association
of Insurance Commissioners.

(c) On or before March 1 of each year, aninsurer shall file with the
National Association of Insurance Commissioners and with the
department acopy of theinsurer'sannual statement convention blank
and additional filingsprescribed by the commissioner for the preceding
year. Aninsurer shall also file quarterly statementswiththe NAIC and
with the department on or before May 15, August 15, and November
15 of each year in a form prescribed by the commissioner. The
information filed with the NAIC under this subsection:

(1) must be:
(A) in the same format; and
(B) of the same scope;
as is required by the commissioner under section 21 of this
chapter;
(2) to the extent required by the NAIC, must include the signed
jurat page and the actuarial certification; and
(3) must be filed on diskette in accordance with NAIC diskette
filing specifications.
The commissioner may grant an exemption from the requirement of
subdivision (3) to domestic companiesthat operate only in Indiana. If
an insurer files any amendment or addendum to an insurer's annual
statement convention blank or quarterly statement with the
commissioner, the insurer shall also file a copy of the amendment or
addendum with the NAIC. Annual and quarterly financial statements
are deemed filed with the NAIC when delivered to the address
designated by the NAIC for thefilings regardless of whether thefiling
is accompanied by any applicable fee.

(d) The commissioner may, for good cause, grant an insurer an
extension of time for the filing required by subsection (c).

(e) A foreign company that:

(1) isdomiciled in a state that has alaw substantially similar to
subsection (c); and
(2) complies with that law;
shall be considered to be in compliance with this section.
(f) In the absence of actual malice:
(1) members of the NAIC;
(2) duly authorized committees, subcommittees, and task forces
of members of the NAIC;
(3) delegates of members of the NAIC;
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(4) employees of the NAIC; and
(5) other personsresponsiblefor collecting, reviewing, analyzing,
and disseminating information developed from the filing of
annual statement convention blanks under this section;
shall be considered to be acting as agents of the commissioner under
the authority of this section and are not subject to civil liability for
libel, dlander, or any other cause of action by virtue of the collection,
review, analysis, or dissemination of thedataand information collected
from the filings required by this section.

(g) The commissioner may suspend, revoke, or refuse to renew the
certificate of authority of aninsurer that failstofiletheinsurer'sannual
statement convention blank or quarterly statements with the NAIC or
with the department within thetime allowed by subsection (c) or (d).

SECTION 15. IC 27-4-5-2, AS AMENDED BY P.L.252-1995,
SECTION 2,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 2. (a) It isa Class A infraction for an insurer to
transact insurance businessin this state, as set forth in subsection (b),
without acertificate of authority from the commissioner. However, this
section does not apply to the following:

(1) The lawful transaction of surplus linesinsurance.

(2) The lawful transaction of reinsurance by insurers.

(3) Transactionsinthisstateinvolvingapolicy lawfully solicited,
written, and delivered outside of this state covering only subjects
of insurance not resident, located, or expressly to beperformedin
this state at the time of issuance, and which transactions are
subsequent to the issuance of such policy.

(4) Attorneysacting intheordinary relation of attorney and client
in the adjustment of claims or |osses.

(5) Transactions in this state involving group life and group
sickness and accident or blanket sickness and accident insurance
or group annuities where the master policy of such groups was
lawfully issued and delivered in and pursuant to the laws of a
state in which the insurer was authorized to do an insurance
business, to a group organized for purposes other than the
procurement of insurance, and where the policyholder is
domiciled or otherwise has a bonafide situs.

(6) Transactionsin this state relative to a policy issued or to be
issued outside this state involving insurance on vessels, craft or
hulls, cargos, marine builder's risk, marine protection and
indemnity or other risk, including strikesand war riskscommonly
insured under ocean or wet marine forms of policy.

(7) Transactions in this state involving life insurance, health
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1 insurance, or annuities provided to religious or charitable
2 institutions organized and operated without profit to any private
3 shareholder or individual for the benefit of such institutions and
4 individuals engaged in the service of such institutions.

5 (8) Transactionsin this state involving contracts of insurance not

6 readily obtainablein the ordinary insurance market and issued to

7 one (1) or more industrial insureds. For purposes of this section,

8 an "industrial insured" means an insured:

9 (A) who procures the insurance of any risk or risks by use of
10 the services of a full-time employee acting as an insurance
11 manager or buyer or the services of aregularly retained and
12 continuously qualified insurance consultant;

13 (B) whoseaggregate annual premium for insuranceonall risks
14 totals at |east twenty-five thousand dollars ($25,000); and

15 (C) who has at |east twenty-five (25) full-time employees.

16 (9) Transactionsin Indianainvolving therendering of any service
17 by any ambulance service provider and all fees, costs, and
18 membership payments charged for the service. To qualify under
19 this subdivision, the ambulance service provider:

20 (A) must have its ambul ance service program approved by an
21 ordinance of thelegidative body of the county or city inwhich
22 it operates; and

23 (B) may not offer any membership program that includes
24 benefits exceeding one (1) year in duration.

25 (b) Any of the following acts in this state effected by mail or
26 otherwise by or on behalf of an unauthorized insurer constitutes the
27 transaction of an insurance businessin this state. The venue of an act
28 committed by mail isat the point where the matter transmitted by mail
29 is delivered and takes effect. Unless otherwise indicated, the term
30 "insurer* as used in this section includes all persons engaged as
31 principalsinthe business of insurance and a so includesinterinsurance
32 exchanges, ang mutual benefit societies, health maintenance
33 organizations (as defined in IC 27-13-1-19), and limited service
34 health maintenance organizations (as defined in IC 27-13-34-4).
35 (1) The making of or proposing to make, as an insurer, an
36 insurance contract.

37 (2) The making of or proposing to make, as guarantor or surety,
38 any contract of guaranty or suretyship as a vocation and not
39 merely incidental to any other legitimate business or activity of
40 the guarantor or surety.

41 (3) Thetaking or receiving of any application for insurance.

42 (4) The receiving or collection of any premium, commission,
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membership fees, assessments, dues, or other consideration for
any insurance or any part thereof.

(5) Theissuance or delivery of contracts of insuranceto residents
of this state or to persons authorized to do business in this state.
(6) Acting as an agent for or otherwise representing or aiding on
behalf of another person or insurer in the solicitation, negotiation,
procurement, or effectuation of insurance or renewals thereof or
in the dissemination of information as to coverage or rates, or
forwarding of applications, or delivery of policiesor contracts, or
inspection of risks, afixing of rates or investigation or adjustment
of claims or losses or in the transaction of matters subsequent to
effectuation of the contract and arising out of it, or representing
or assisting a person or an insurer in the transaction of insurance
with respect to subjects of insurance resident, located, or to be
performed in this state. This subdivision does not prohibit
full-time salaried employees of acorporateinsured fromactingin
the capacity of an insurance manager or buyer in placing
insurance in behalf of the employer.

(c)(2) Thefailureof aninsurer transacting insurancebusinessinthis
state to obtain a certificate of authority does not impair the validity of
any act or contract of such insurer and does not prevent such insurer
from defending any action at law or suit in equity in any court of this
state, but noinsurer transacting insurance businessin this state without
a certificate of authority may maintain an action in any court of this
state to enforce any right, claim, or demand arising out of the
transaction of such business until such insurer obtains a certificate of
authority.

(2) In the event of failure of any such unauthorized insurer to pay
any claim or losswithin the provisions of such insurance contract, any
person who assisted or in any manner aided directly or indirectly inthe
procurement of such insurance contract is liable to the insured for the
full amount of the claim or loss in the manner provided by the
insurance contract.

SECTION 16. IC 27-7-2-7 IS AMENDED TO READ AS
FOLLOWSI[EFFECTIVEJULY 1,1998]: Sec. 7. Stock companiesand
nonstock companies shall be represented in the bureau management
andonall committees. Participation in the bureau management and
its committees is restricted to those companies maintaining at least
five million dollars ($5,000,000) in worker's compensation writings
in Indiana. In case of atie votein any committee or governing body of
said bureau, the insurance commissioner shall decide the matter.

SECTION 17. IC 27-7-2-8 IS AMENDED TO READ AS
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FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 8. The bureau shall
admit to membership every company holding a certificate of
authority and lawfully engaged in wholeor in part in writing worker's
compensation insurance in Indiana.

SECTION 18. IC 27-7-2-20 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVEJULY 1, 1998]: Sec. 20. (a) Every company
shall adhere to manual rules, policy forms, a statistica plan, a
classification system, and experience rating plan filed by the bureau
and approved by the commissioner.

(b) The commissioner shall designate the bureau to assist in
gathering, compiling, and reporting relevant statistical information.
Every company shall record and report its worker's compensation
experience to the bureau according to the statistical plan approved by
thecommissioner. Thereport shall includeany deviationfromthefiled
recommended minimum premiums and rates, in total and by
classification. The bureau shall annually submit data concerning these
deviations to the department. Upon receipt, the department shall
evaluate the data and prepare a report concerning the effect of
competitive rating in Indiana. The department shall submit fifty {56}
eoptes of make the report available to the tegistative services ageney
by 1o not later than Setober 31; 1996, and ro tater than October 31 of
each year. thereafter: The tdepartment shalt notify each member of the
general assembly that the report s avattabte from the tegistative
services ageney and shalt briefty summarize the eonclustons of the
report for each member:

(c) Every company shall adhere to the approved manual rules,
policy forms, statistical plan, classification system, and experience
rating plan in the recording and reporting of data to the bureau.

(d) Copiesof dl approved classifications, rules, and forms shall be
provided to the worker's compensation board.

SECTION 19. IC 27-7-9-8, AS AMENDED BY P.L.116-1994,
SECTION 57,ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 8. (a) Coverage for damage due to mine
subsidence must be available as an additional form of coverage under
any insurancepolicy providing thetypeof insurance describedin Class
3(a) of IC 27-1-5-1 to directly cover one (1) or more structures located
in a county identified under section 6 of this chapter. The mine
subsidence coverage must be available in an amount adequate to
indemnify the insured to the extent of the lossin actual cash value of
the covered structure due to mine subsidence, less a deductible equal
to two percent (2%) of the insured value of the structure under the
policy. However, the deductible must be no lessthan two hundred fifty
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dollars ($250) and no more than five hundred dollars ($500).

(b) An insurer proposing to issue er rerewt a policy providing the
type of insurance described in Class 3(a) of 1C 27-1-5-1 to cover one
(1) or more structures located in a county identified under section 6 of
this chapter shall inform the petieyhetder of prospective policyholder
of the availability of mine subsidence coverage under this section. An
insurer shall inform the petieyhotder of prospective policyhol der of the
availability of mine subsidence coverage under this subsection when
apolicy described in this subsection is issued. and each time a poticy
deseribed in this subsection s renrewed: However, an insurer is not
required to inform a peteyhotder or prospective policyholder of the
availability of mine subsidence coverageif (&) theissuance et renewat
of the policy will take place after June 30, 3997 2000. or {2} the peticy
to be renewed atready thctudes mine subsidence coverage:

(c) When an insurer informs a petieyhetder or prospective
policyholder of the amount of the premium for the mine subsidence
coverage that is available as an additional form of coverage under a
policy as required by subsection (@), the premium for the mine
subsidence coverage must be stated separately from the premium for
the other coverage provided by the policy. The amount of the premium
for mine subsidence coverage provided by aninsurer under thissection
must be set according to the premium level set by the commissioner
under section 10 of this chapter.

(d) Except as provided in subsection (f), an insurance policy
providing the type of insurance described in Class 3(a) of IC 27-1-5-1
to directly cover one (1) or more structures located in a county
identified under section 6 of this chapter must include the mine
subsidence coverage provided for under subsection (a) if the
prospective insured (before issuance of the policy) or the insured
(before renewal of the policy) indicates that the coverage is to be
included in the policy.

(e) Aninsurer is not required to provide mine subsidence coverage
under subsection (a) under any insurance policy in an amount
exceeding theamount that i s reimbursabl e from the fund under section
9(a)(4) of this chapter.

(f) Aninsurer must decline to make the mine subsidence coverage
provided for under subsection (@) available to cover a structure
evidencing unrepaired mine subsidence damage, until necessary repairs
are made. An insurer may aso decline to make the mine subsidence
coverage available under an insurance policy if the insurer has:

(1) declined to issue the policy;
(2) declined to renew the policy; or
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(3) canceled al coverage under the policy for underwriting
reasons unrelated to mine subsidence.

SECTION 20. IC 27-8-5-1 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVEJULY 1, 1998]: Sec. 1. (a) Theterm "policy
of accident and sickness insurance”, as used in this chapter, includes
any policy or contract covering one (1) or more of the kinds of
insurance described in Class 1(b) or 2(a) of 1C 27-1-5-1. Such policies
may be on the individual basis under this section and sections 2
through 9 of this chapter, on the group basis under this section and
sections 16 through 19 of this chapter, on the franchise basisunder this
section and section 11 of this chapter, or on a blanket basis under
section 15 of this chapter and (except as otherwise expressly provided
in this chapter) shall be exclusively governed by this chapter.

(b) No policy of accident and sickness insurance may be issued or
delivered to any person in this state, nor may any application, rider, or
endorsement be used in connection with an accident and sickness
insurance policy until a copy of the form of the policy and of the
classification of risks and the premium rates, or, in the case of
assessment compani es, the estimated cost pertaining thereto, have been
filed with the commissioner. This section is applicable aso to
assessment companies and fraternal benefit associations or societies.

(c) No palicy of accident and sicknessinsurance may beissued, nor
may any application, rider, or endorsement be used in connection with
a policy of accident and sickness insurance, until the expiration of
thirty (30) days after it has been filed under subsection (b), unlessthe
commissioner gives hiswritten approval to it before the expiration of
the thirty (30) day period.

(d) The commissioner may, withinthirty (30) daysafter thefiling of
any fermpolicy, application, rider, or endorsement under subsection
(b), disapprove the ferm: filing:

(2) if, in the case of an individua accident and sickness form;
filing, the benefits provided therein are unreasonable in relation
to the premium charged; or

(2) if, inthe case of an individual, blanket, or group accident and
sicknessforim; filing, it containsaprovision or provisionsthat are
unjust, unfair, inequitable, misleading, or deceptive or that
encourage misrepresentation of the policy.

(e) If the commissioner notifies the insurer that fited a form made
a filing that the ferm filing does not comply with this section, it is
unlawful thereafter for the insurer to issue or use the form of tse it
filing in connection with any policy. In the notice given under this
subsection, the commissioner shall specify the reasons for his
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disapproval and state that ahearing will be granted within twenty (20)
days after request in writing by the insurer.

(f) The commissioner may at any time, after a hearing of which not
less than twenty (20) dayswritten notice has been given to theinsurer,
withdraw his approval of any ferm fited filing under subsection (b) on
any of the grounds stated in this section. It is unlawful for the insurer
toissuetheform or useit the filing in connection with any policy after
the effective date of the withdrawal of approval. The notice of any
hearing called under this subsection must specify the matters to be
considered at the hearing, and any decision affirming disapproval or
directing withdrawal of approval under this section must bein writing
and must specify the reasons for the decision.

(9) Any order or decision of the commissioner under this sectionis
subject to review under 1C 4-21.5.

SECTION 21. IC 27-8-5-3, AS AMENDED BY P.L.93-1995,
SECTION 8,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 3. (a) Except as provided in subsection (c), each
policy delivered or issued for delivery to any personin this state shall
contain the provisions specified in this subsection in the words in
which the same appear in this section. However, theinsurer may, at its
option, substitute for one (1) or more of the provisions corresponding
provisions of different wording approved by the commissioner that are
in each instance no less favorable in any respect to the insured or the
beneficiary. The provisions shall be preceded individualy by the
caption appearing in this subsection or, at the option of the insurer, by
appropriate individual or group captions or subcaptions as the
commissioner may approve.

(1) A provision as follows: ENTIRE CONTRACT; CHANGES.
Thispolicy, including theendorsementsand the attached papers, if any,
constitutes the entire contract of insurance. No change in this policy
shall bevalid until approved by an executive officer of theinsurer and
unless such approval be endorsed hereon or attached hereto. No agent
has authority to change this policy or to waive any of its provisions.

(2) A provison as follows. TIME LIMIT ON CERTAIN
DEFENSES: (A) After two (2) years from the date of issue of this
policy no misstatements, except fraudul ent misstatements, madeby the
applicant in the application for such policy shall be used to void the
policy or to deny aclaim for loss incurred or disability (as defined in
the policy) commencing after the expiration of such two (2) year
period.

Theforegoing policy provision shall not be so construed asto affect
any legal requirement for avoidance of a policy of denial of a claim
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during such initial two (2) year period, nor to limit the application of
subsection (b), (1), (2), (3), (4), and (5) in the event of misstatement
with respect to age or occupation or other insurance.

A policy which theinsured hastheright to continuein force subject
to its terms by the timely payment of premium:

(1) until at least age fifty (50); or

(2) inthe case of apolicy issued after forty-four (44) years of age,

for at least five (5) years from its date of issue;
may contain in lieu of the foregoing the following provision (from
which the clausein parentheses may be omitted at the insurer's option)
under the caption "INCONTESTABLE": After thispolicy hasbeenin
force for a period of two (2) years during the lifetime of the insured
(excluding any period during which the insured is disabled), it shall
becomeincontestable asto the statements contained in the application.

(B) Noclaimfor lossincurred or disability (asdefined inthe policy)
commencing after two (2) years from the date of issue of this policy
shall be reduced or denied on the ground that a disease or physical
condition, not excluded from coverage by name or specific description
effective on the date of loss, had existed prior to the effective date of
coverage of this policy.

(3) A provision as follows: GRACE PERIOD: A grace period of
(insert a number not less than " 7" for weekly premium policies, 10"
for monthly premium policiesand "31" for all other policies) dayswill
be granted for the payment of each premium falling due after the first
premium, during which grace period the policy shall continuein force.

A policy in which the insurer reserves the right to refuse renewal
shall have, at the beginning of the above provision: "Unless not less
than thirty (30) days prior to the premium due date the insurer has
delivered to the insured or has mailed to the insured's last address as
shown by the records of the insurer written notice of its intention not
to renew thispolicy beyond the period for which the premium has been
accepted.”

Each policy inwhichtheinsurer reservestheright to refuse renewal
on anindividual basisshall provide, in substance, in aprovision of the
policy, in an endorsement on the policy, or in arider attached to the
policy, that subject to the right to terminate the policy upon
non-payment of premium when due, such right to refuse renewal shall
not be exercised before the renewal date occurring on, or after and
nearest, each anniversary, or in the case of lapse and reinstatement at
therenewal date occurring on, or after and nearest, each anniversary of
the last reinstatement, and that any refusal or renewal shall be without
prejudice to any claim originating while the policy is in force. The
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preceding sentence shall not apply to accident insurance only policies.

(4) A provision as follows. REINSTATEMENT: If any renewal
premium is not paid within the time granted the insured for payment,
a subsequent acceptance of premium by the insurer or by any agent
authorized by theinsurer to accept such premium, without requiring in
connection therewith an application for reinstatement, shall reinstate
the policy. Provided, that if the insurer or such agent requires an
application for reinstatement and issues a conditional receipt for the
premium tendered, the policy will be reinstated upon approval of such
application by theinsurer or, lacking such approval, upontheforty-fifth
day following thedate of such conditional recei pt unlesstheinsurer has
previously notified the insured in writing of its disapproval of such
application. The reinstated policy shall cover only loss resulting from
such accidental injury as may be sustained after the date of
reinstatement and loss due to such sickness as may begin morethanten
(10) days after such date. In all other respects the insured and insurer
shall have the same rights as they had under the policy immediately
beforethe due date of the defaulted premium, subject to any provisions
endorsed hereon or attached hereto in connection with the
reinstatement. Any premium accepted in connection with a
reinstatement shall be applied to a period for which premium has not
been previously paid, but not to any period more than sixty (60) days
prior to the date of reinstatement.

The last sentence of the above provision may be omitted from any
policy which theinsured hastheright to continuein force subject toits
terms by the timely payment of premiums:

(2) until at least fifty (50) years of age; or
(2) inthe case of apolicy issued after forty-four (44) years of age,
for at least five (5) years from its date of issue.

(5) A provision asfollows: NOTICE OF CLAIM: Written notice of
claim must be given to the insurer within twenty (20) days after the
occurrence or commencement of any loss covered by the policy, or as
soon thereafter asisreasonably possible. Notice given by or on behal f
of the insured or the beneficiary to the insurer at (insert the
location of such officeastheinsurer may designatefor the purpose), or
to any authorized agent of the insurer, with information sufficient to
identify the insured, shall be deemed notice to the insurer.

In apolicy providing aloss-of-time benefit which may be payable
for at least two (2) years, an insurer may insert the following between
the first and second sentences of the above provision:

Subject to the qualifications set forth below, if the insured suffers
loss of time on account of disability for which indemnity may be
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payable for at least two (2) years, the insured shall, at least once in
every six (6) months after having given notice of claim, give to the
insurer notice of continuance of said disability, except in the event of
legal incapacity. The period of six (6) months following any filing of
proof by the insured or any payment by the insurer on account of such
claim or any denial of liability in whole or in part by the insurer shall
be excluded in applying this provision. Delay in the giving of such
notice shall not impair theinsurer'sright to any indemnity whichwould
otherwise have accrued during the period of six (6) months preceding
the date on which such notice is actually given.

(6) A provision as follows. CLAIM FORMS: The insurer, upon
receipt of anotice of claim, will furnish to the claimant such forms as
areusually furnished by it for filing proofsof loss. If such formsarenot
furnished within fifteen (15) days after the giving of such notice, the
claimant shall be deemed to have complied with the requirements of
thispolicy asto proof of loss upon submitting, within thetimefixedin
the policy for filing proofs of loss, written proof covering the
occurrence, the character, and the extent of thelossfor which claimis
made.

(7) A provision as follows: PROOFS OF LOSS: Written proof of
loss must be furnished to the insurer at its said office in case of claim
for lossfor which thispolicy providesany periodic payment contingent
upon continuing loss within ninety (90) days after the termination of
the period for which the insurer isliable and in case of claim for any
other losswithin ninety (90) days after the date of such loss. Failureto
furnish such proof within the time required shall not invalidate nor
reduce any claimiif it was not reasonably possibleto give proof within
such time, provided such proof is furnished as soon as reasonably
possible and in no event, except in the absence of legal capacity, later
than one (1) year from the time proof is otherwise required.

(8) A provision as follows: TIME OF PAYMENT OF CLAIMS:
Indemnities payable under this policy for any loss other than loss for
which this policy provides any periodic payment will be pad
immediately upon receipt of due written proof of such loss. Subject to
duewritten proof of loss, all accrued indemnitiesfor lossfor whichthis
policy provides periodic payment will be paid (insert period
for payment which must not be less frequently than monthly) and any
bal ance remaining unpaid upon thetermination of liability will be paid
immediately upon receipt of due written proof.

(9) A provisionasfollows: PAYMENT OF CLAIMS: Indemnity for
loss of life will be payable in accordance with the beneficiary
designation and the provisions respecting such payment which may be
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prescribed herein and effective at the time of payment. If no such
designation or provision is then effective, such indemnity shall be
payable to the estate of the insured. Any other accrued indemnities
unpaid at the insured's death may, at the option of the insurer, be paid
either to such beneficiary or to such estate. All other indemnities will
be payable to the insured.

The following provisions, or either of them, may be included with
the foregoing provision at the option of the insurer:

If any indemnity of this policy shall be payable to the estate of the
insured, or to aninsured or beneficiary who isaminor or otherwise not
competent to give avalid release, theinsurer may pay such indemnity,
up to an amount not exceeding $ (insert an amount which
shall not exceed $1,000), to any relative by blood or connection by
marriage of theinsured or beneficiary who is deemed by theinsurer to
beequitably entitled thereto. Any payment made by theinsurer in good
faith pursuant to this provision shall fully discharge the insurer to the
extent of such payment.

Subject to any written direction of the insured in the application or
otherwiseal or aportion of any indemnities provided by thispolicy on
account of hospital, nursing, medical, or surgical services may, at the
insurer'soption and unlesstheinsured requests otherwisein writing not
later than the time of filing proofs of such loss, be paid directly to the
hospital or person rendering such services; butitisnot required that the
service be rendered by a particular hospital or person.

For the purposes of this section a"minor" isaperson under the age
of eighteen (18) years. A person eighteen (18) years of age or over is
competent, insofar as the person's age is concerned, to sign a valid
release.

(10) A provision asfollows: PHY SICAL EXAMINATIONS AND
AUTOPSY: The insurer at its own expense shall have the right and
opportunity to examine the person of the insured when and as often as
it may reasonably require during the pendency of a claim hereunder
and to make an autopsy in case of death where it is not forbidden by
law.

(11) A provision as follows. LEGAL ACTIONS: No action at law
or in equity shall be brought to recover on this policy prior to the
expiration of sixty (60) days after written proof of loss has been
furnished in accordance with the requirements of this policy. No such
action shall be brought after the expiration of three (3) years after the
time written proof of lossis required to be furnished.

(12) A provisionasfollows: CHANGE OF BENEFICIARY : Unless
the insured makes an irrevocabl e designation of beneficiary, the right
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to change of beneficiary is reserved to the insured and the consent of
the beneficiary or beneficiaries shall not be requisite to surrender or
assignment of this policy or to any change of beneficiary or
beneficiaries, or to any other changesin this policy.

The first clause of this provision, relating to the irrevocable
designation of beneficiary, may be omitted at the insurer's option.

(13) Aprovision asfollows: GUARANTEED RENEWABILITY:
In compliance with the federal Health Insurance Portability and
Accountability Act of 1996 (P.L.104-191), renewability is
guaranteed.

(b) Except as provided in subsection (c), no policy delivered or
issued for delivery to any person in Indiana shall contain provisions
respecting the matters set forth below unless the provisions arein the
words in which the provisions appear in this section. However, the
insurer may use, instead of any provision, acorresponding provision of
different wording approved by the commissioner which is not less
favorable in any respect to the insured or the beneficiary. Any
substitute provision contained in the policy shall be preceded
individually by the appropriate caption appearing in this subsection or,
at the option of theinsurer, by appropriateindividual or group captions
or subcaptions as the commissioner may approve.

(1) A provision as follows: CHANGE OF OCCUPATION: If the
insured be injured or contract sickness after having changed the
insured's occupation to one classified by theinsurer asmore hazardous
thanthat stated in thispolicy or whiledoing for compensation anything
pertaining to an occupation so classified, theinsurer will pay only such
portion of theindemnities provided in this policy asthe premium paid
would have purchased at the rates and within the limits fixed by the
insurer for such more hazardous occupation. If theinsured changesthe
insured's occupation to one classified by the insurer as less hazardous
than that stated in this policy, theinsurer, upon receipt of proof of such
change of occupation, will reduce the premium rate accordingly, and
will return the excess pro rata unearned premium from the date of
change of occupation or from the policy anniversary date immediately
preceding receipt of such proof, whichever is the more recent. In
applying this provision, the classification of occupational risk and the
premium rates shall be such as have been last filed by theinsurer prior
to the occurrence of the loss for which the insurer is liable or prior to
date of proof of change in occupation with the state official having
supervision of insurance in the state where the insured resided at the
timethispolicy wasissued; but if such filing was not required, thenthe
classification of occupational risk and the premium rates shall bethose
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last made effective by the insurer in such state prior to the occurrence
of the loss or prior to the date of proof of change in occupation.

(2) A provision asfollows: MISSTATEMENT OF AGE: If theage
of theinsured hasbeen misstated, all amounts payable under thispolicy
shall be such asthe premium paid would have purchased at the correct
age.
(3 A provision as follows. OTHER INSURANCE IN THIS
INSURER: If an accident or sickness or accident and sickness policy
or policies previously issued by the insurer to theinsured arein force
concurrently herewith, making the aggregate indemnity for
(insert type of coverage or coverages) in excess of $ (insert
maximum limit of indemnity or indemnities) the excessinsurance shall
be void and all premiums paid for such excess shall be returned to the
insured or to the insured's estate. Or, instead of that provision:
Insurance effective at any one (1) time on the insured under a like
policy or policies, in thisinsurer is limited to the one (1) such policy
elected by theinsured, theinsured's beneficiary or theinsured's estate,
asthe case may be, and theinsurer will return all premiumspaid for all
other such policies.

(49) A provison as follows. INSURANCE WITH OTHER
INSURER: If there is other valid coverage, not with this insurer,
providing benefits for the same loss on a provision of service basis or
on an expense incurred basis and of which this insurer has not been
given written notice prior to the occurrence or commencement of |0ss,
the only liability under any expense incurred coverage of this policy
shall be for such proportion of the loss as the amount which would
otherwise have been payable hereunder plus the total of the like
amounts under al such other valid coverages for the same loss of
which thisinsurer had notice bears to the total like amounts under all
valid coverages for such loss, and for the return of such portion of the
premiums paid as shall exceed the pro-rata portion of the amount so
determined. For the purpose of applying this provision when other
coverageis on aprovision of service basis, the "like amount" of such
other coverage shall be taken as the amount which the services
rendered would have cost in the absence of such coverage.

If the foregoing policy provisionisincluded in apolicy which also
containsthe next following policy provision there shall be added to the
caption of theforegoing provision the phrase”EXPENSE INCURRED
BENEFITS". The insurer may, at its option, include in this provision
a definition of "other valid coverage,” approved as to form by the
commissioner, which definition shall be limited in subject matter to
coverage provided by organizations subject to regulation by insurance
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law or by insurance authorities of this or any other state of the United
States or any province of Canada, and by hospital or medical service
organi zations, and to any other coveragetheinclusion of which may be
approved by the commissioner. In the absence of such definition such
term shall not include group insurance, automobile medical payments
insurance, or coverage provided by hospital or medical service
organizations or by union welfare plans or employer or employee
benefit organizations. For the purpose of applying theforegoing policy
provision with respect to any insured, any amount of benefit provided
for such insured pursuant to any compul sory benefit statute (including
any worker's compensation or employer's liability statute) whether
provided by a governmental agency or otherwise shall in all cases be
deemed to be "other valid coverage" of which the insurer has had
notice. In applying the foregoing policy provision no third party
liability coverage shall be included as "other valid coverage'.

(5) A provision as follows. INSURANCE WITH OTHER
INSURERS: If there is other valid coverage, not with this insurer,
providing benefits for the sameloss on other than an expense incurred
basis and of which thisinsurer has not been given written notice prior
to the occurrence or commencement of loss, the only liability for such
benefits under this policy shal be for such proportion of the
indemnities otherwise provided hereunder for such loss as the like
indemnities of which theinsurer had notice (including theindemnities
under this policy) bear to the total amount of all like indemnities for
such loss, and for the return of such portion of the premium paid as
shall exceed the pro-rata portion for the indemnities thus determined.
If the foregoing policy provision is included in a policy which also
containsthe next preceding policy provision, there shall beadded tothe
caption of the foregoing provision the phrase "-OTHER BENEFITS."
Theinsurer may, at its option, include in this provision adefinition of
"other valid coverage," approved as to form by the commissioner,
which definition shall belimitedin subject matter to coverage provided
by organi zati ons subject to regul ation by insurancelaw or by insurance
authorities of this or any other state of the United States or any
province of Canada, and to any other coverage to the inclusion of
which may be approved by the commissioner. In the absence of such
definition such term shall not include group insurance or benefits
provided by union welfare plans or by employer or employee benefit
organizations. For the purpose of applying the foregoing policy
provision with respect to any insured, any amount of benefit provided
for such insured pursuant to any compul sory benefit statute (including
any worker's compensation or employer's liability statute) whether
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provided by a governmental agency or otherwise shall in all cases be
deemed to be "other valid coverage" of which the insurer has had
notice. In applying the foregoing policy provision no third party
liability coverage shall be included as "other valid coverage”.

(6) A provision as follows: RELATION OF EARNINGS TO
INSURANCE: If the total monthly amount of loss of time benefits
promised for the same loss under all valid loss of time coverage upon
the insured, whether payable on a weekly or monthly basis, shall
exceed the monthly earnings of the insured at the time disability
commenced or theinsured's average monthly earningsfor the period of
two (2) years immediately preceding a disability for which claim is
made, whichever isthe greater, the insurer will be liable only for such
proportionate amount of such benefits under this policy as the amount
of such monthly earnings or such average monthly earnings of the
insured bearsto the total amount of monthly benefitsfor the sameloss
under all such coverage upon the insured at the time such disability
commencesand for thereturn of such part of the premiumspaid during
suchtwo (2) yearsas shall exceed the pro rataamount of the premiums
for the benefits actually paid; but this shall not operate to reduce the
total monthly amount of benefits payabl e under all such coverage upon
theinsured below the sum of two hundred dollars ($200) or the sum of
the monthly benefits specified in such coverages, whichever is the
lesser, nor shall it operate to reduce benefits other than those payable
for loss of time.

The foregoing policy provision may be inserted only in a policy
which theinsured hastheright to continuein force subject to itsterms
by the timely payment of premiums:

(1) until at least fifty (50) years of age; or

(2) inthe case of apolicy issued after forty-four (44) years of age,

for at least five (5) years from its date of issue.
Theinsurer may, at its option, include in this provision adefinition of
"valid loss of time coverage’, approved as to form by the
commissioner, which definition shall be limited in subject matter to
coverage provided by governmental agencies or by organizations
subject to regulation by insurance law or by insurance authorities of
this or any other state of the United States or any province of Canada,
or to any other coverage theinclusion of which may be approved by the
commissioner or any combination of such coverages. I n the absence of
such definition theterm shall not include any coverage provided for the
insured pursuant to any compulsory benefit statute (including any
worker's compensation or employer's liability statute), or benefits
provided by union welfare plans or by employer or employee benefit
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organizations.

(7) A provisionasfollows: UNPAID PREMIUM: Upon the payment
of a claim under this policy, any premium then due and unpaid or
covered by any note or written order may be deducted therefrom.

(8) A provision as follows. CONFORMITY WITH STATE
STATUTES: Any provision of thispolicy which, on its effective date,
isin conflict with the statutes of the state in which the insured resides
on such date is hereby amended to conform to the minimum
requirements of such statutes.

(9) A provision asfollows. ILLEGAL OCCUPATION: Theinsurer
shall not be liable for any loss to which a contributing cause was the
insured's commission of or attempt to commit afelony or to which a
contributing cause was the insured's being engaged in an illegal
occupation.

(10) A provision asfollows. INTOXICANTS AND NARCOTICS:
The insurer shall not be liable for any loss sustained or contracted in
consequence of the insured's being intoxicated or under the influence
of any narcotic unless administered on the advice of aphysician.

(c) If any provision of thissectionisinwholeor in part inapplicable
to or inconsistent with the coverage provided by a particular form of
policy the insurer, with the approval of the commissioner, shall omit
from such policy any inapplicable provision or part of aprovision, and
shall modify any inconsistent provision or part of the provisionin such
manner as to make the provision as contained in the policy consistent
with the coverage provided by the policy.

(d) The provisionswhich are the subject of subsections (a) and (b),
or any corresponding provisions which are used in lieu thereof in
accordance with such subsections, shall be printed in the consecutive
order of the provisions in such subsections or, at the option of the
insurer, any such provision may appear as a unit in any part of the
policy, with other provisions to which it may be logically related,
provided the resulting policy shall not be in whole or in part
unintelligible, uncertain, ambiguous, abstruse, or likely to mislead a
person to whom the policy is offered, delivered, or issued.

(e) "Insured", as used in this chapter, shall not be construed as
preventing a person other than the insured with a proper insurable
interest from making application for and owning apolicy covering the
insured or from being entitled under such apolicy to any indemnities,
benefits, and rights provided therein.

(M) (1) Any policy of aforeign or aien insurer, when delivered or
issued for delivery to any person in this state, may contain any
provision which is not less favorable to the insured or the beneficiary
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than is provided in this chapter and which is prescribed or required by
the law of the state under which the insurer is organized.

(F)(2) Any policy of a domestic insurer may, when issued for
delivery in any other state or country, contain any provision permitted
or required by the laws of such other state or country.

(g) The commissioner may make reasonable rules under |C 4-22-2
concerning the procedure for the filing or submission of policies
subject to this chapter as are necessary, proper, or advisable to the
administration of this chapter. This provision shall not abridge any
other authority granted the commissioner by law.

SECTION 22. IC 27-8-5-19, AS AMENDED BY P.L.185-1996,
SECTION 14, ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
APRIL 1,1998]: Sec. 19. (a) As used in this chapter, *'late enrollee™
has the meaning set forth in 26 U.S.C. 9801(b)(3).

(b) A policy of group accident and sickness insurance may not be
issued to agroup that has alegal situsin Indiana unlessit containsin
substance:

(1) the provisions described in subsection (b} (c); or

(2) provisions that, in the opinion of the commissioner, are:
(A) more favorable to the personsinsured; or
(B) at least as favorable to the persons insured and more
favorable to the policyholder;

than the provisions set forth in subsection tby (c).

b)Y (c) The provisions referred to in subsection {ajt) (b)(1) are as
follows:

(1) A provision that the policyholder is entitled to a grace period
of thirty-one (31) days for the payment of any premium due
except the first, during which grace period the policy will
continue in force, unless the policyholder has given the insurer
written notice of discontinuance in advance of the date of
discontinuance and in accordance with the terms of the policy.
The policy may provide that the policyholder is liable to the
insurer for the payment of a pro rata premium for the time the
policy was in force during the grace period. A provision under
this subdivision may provide that the insurer is not obligated to
pay claims incurred during the grace period until the premium
dueisreceived.

(2) A provision that the validity of the policy may not be
contested, except for nonpayment of premiums, after the policy
has been in force for two (2) years after its date of issue, and that
no statement made by a person covered under the policy relating
to the person'sinsurability may be used in contesting the validity
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1 of the insurance with respect to which the statement was made,

2 unless:

3 (A) theinsurance has not been in force for aperiod of two (2)

4 years or longer during the person's lifetime; or

5 (B) the statement is contained in awritten instrument signed

6 by the insured person.

7 However, aprovision under thissubdivision may not precludethe

8 assertion at any time of defenses based upon a person's

9 ingligibility for coverage under the policy or based upon other
10 provisionsin the policy.
11 (3) A provision that a copy of the application, if there is one, of
12 the policyholder must be attached to the policy when issued, that
13 all statements made by the policyholder or by the personsinsured
14 are to be deemed representations and not warranties, and that no
15 statement made by any person insured may be used in any contest
16 unless acopy of theinstrument containing the statement isor has
17 been furnished to the insured person or, in the event of death or
18 incapacity of the insured person, to the insured person's
19 beneficiary or personal representative.
20 (4) A provision setting forth the conditions, if any, under which
21 the insurer reserves the right to require a person eligible for
22 insurance to furnish evidence of individua insurability
23 satisfactory to the insurer as a condition to part or all of the
24 person's coverage.
25 (5) A provision specifying any additional exclusionsor limitations
26 applicable under the policy with respect to a disease or physical
27 condition of aperson that existed before the effective date of the
28 person's coverage under the policy and that is not otherwise
29 excluded from the person's coverage by name or specific
30 description effective on the date of the person’'sloss. Anexclusion
31 or limitation that must be specified in a provision under this
32 subdivision:
33 (A) may apply only to a disease or physical condition for
34 which medical advice, diagnosis, care, or treatment was
35 received by the person, or recommended to the person,
36 during the three htndred sixty-five (365) dayssix (6) months
37 before the effective enrollment date of the person's coverage;
38 and
39 (B) may not apply to aloss incurred or disability beginning
40 after the earlier of:
41 (i) theend of acontinuous period of three htnered sixty-five
42 {365y days; twelve (12) months beginning on or after the
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1 effective enrollment date of the person's coverage; dtrtrg
2 et of which the person recetved o medicat advice of
3 treatrment A connection with the disease or physeat
4 eonditten: or

5 (ii) the end of the two (2} year a continuous period of

6 eighteen (18) months beginning on the effective

7 enrollment date of the person's coverage if the person is a

8 late enrollee.

9 (6) If premiums or benefits under the policy vary according to a
10 person's age, a provision specifying an equitable adjustment of:
11 (A) premiums;

12 (B) benefits; or

13 (C) both premiums and benefits;

14 to be made if the age of a covered person has been misstated. A
15 provision under this subdivision must contain aclear statement of
16 the method of adjustment to be used.

17 (7) A provision that theinsurer will issue to the policyholder, for
18 delivery to each person insured, a certificate setting forth a
19 statement that:

20 (A) explains the insurance protection to which the person
21 insured is entitled;

22 (B) indicatesto whom the insurance benefits are payabl e; and
23 (C) explains any family member's or dependent's coverage
24 under the policy.

25 (8) A provision stating that written notice of a claim must be
26 given to the insurer within twenty (20) days after the occurrence
27 or commencement of any loss covered by the policy, but that a
28 failure to give notice within the twenty (20) day period does not
29 invalidate or reduce any claim if it can be shown that it was not
30 reasonably possible to give notice within that period and that
31 notice was given as soon as was reasonably possible.

32 (9) A provision stating that:

33 (A) theinsurer will furnish to the person making aclaim, or to
34 the policyholder for delivery to the person making a claim,
35 forms usually furnished by the insurer for filing proof of loss;
36 and

37 (B) if theformsare not furnished within fifteen (15) daysafter
38 the insurer received notice of a claim, the person making the
39 claim will be deemed to have complied with the requirements
40 of the policy as to proof of loss upon submitting, within the
41 time fixed in the policy for filing proof of loss, written proof
42 covering the occurrence, character, and extent of the loss for
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1 which the claim is made.

2 (10) A provision stating that:

3 (A) inthecase of aclaimfor lossof timefor disability, written

4 proof of theloss must be furnished to the insurer within ninety

5 (90) days after the commencement of the period for which the

6 insurer is liable, and that subsequent written proofs of the

7 continuance of the disability must be furnished to the insurer

8 at reasonable intervals as may be required by the insurer;

9 (B) in the case of aclaim for any other loss, written proof of
10 the loss must be furnished to the insurer within ninety (90)
11 days after the date of the loss; and
12 (C) thefailure to furnish proof within the time required under
13 clause (A) or (B) does not invalidate or reduce any claimiif it
14 was not reasonably possible to furnish proof within that time,
15 and if proof is furnished as soon as reasonably possible but
16 (except in case of the absence of legal capacity of the
17 claimant) no later than one (1) year from the time proof is
18 otherwise required under the policy.

19 (11) A provision that:

20 (A) all benefits payable under the policy (other than benefits
21 for loss of time) will be paid within forty-five (45) days after
22 the insurer receives all information required to determine
23 liability under the terms of the policy; and

24 (B) subject to due proof of loss, al accrued benefits under the
25 policy for loss of time will be paid not less frequently than
26 monthly during the continuance of the period for which the
27 insurer is liable, and any balance remaining unpaid at the
28 termination of the period for which theinsurer isliablewill be
29 paid as soon as possible after receipt of the proof of loss.

30 (12) A provision that benefitsfor loss of life of the personinsured
31 are payable to the beneficiary designated by the person insured.
32 However, if the policy contains conditions pertaining to family
33 status, the beneficiary may bethefamily member specified by the
34 policy terms. In either case, payment of benefitsfor loss of lifeis
35 subject to the provisions of the policy if no designated or
36 specified beneficiary isliving at the death of the person insured.
37 All other benefits of the policy are payable to the person insured.
38 The policy may also provide that if any benefit is payable to the
39 estate of aperson, or to aperson who isaminor or otherwise not
40 competent to giveavalid release, theinsurer may pay the benefit,
41 up to an amount of five thousand dollars ($5,000), to any relative
42 by blood or connection by marriage of the person who is deemed
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1 by the insurer to be equitably entitled to the benefit.

2 (13) A provision that the insurer has the right and must be

3 allowed the opportunity to:

4 (A) examine the person of theindividual for whom aclamis

5 made under the policy when and as often as the insurer

6 reasonably requires during the pendency of the claim; and

7 (B) conduct an autopsy in case of death if it is not prohibited

8 by law.

9 (14) A provisionthat no action at law or in equity may be brought
10 to recover on the policy less than sixty (60) days after proof of
11 lossisfiledinaccordancewith therequirementsof thepolicy, and
12 that no action may be brought at all morethanthree (3) yearsafter
13 the expiration of the time within which proof of lossis required
14 by the policy.

15 (15) In the case of a policy insuring debtors, a provision that the
16 insurer will furnishtothepolicyholder, for delivery to each debtor
17 insured under the policy, acertificate of insurance describing the
18 coverage and specifying that the benefits payable will first be
19 applied to reduce or extinguish the indebtedness.

20 (16) If the policy provides that hospital or medical expense
21 coverage of adependent child of agroup member terminatesupon
22 the child's attainment of the limiting age for dependent children
23 set forthinthepolicy, aprovisionthat the child'sattainment of the
24 limiting age does not terminate the hospital and medical coverage
25 of the child while the child is:

26 (A) incapable of self-sustaining employment because of
27 mental retardation or aphysical disability; and

28 (B) chiefly dependent upon the group member for support and
29 maintenance.

30 A provision under this subdivision may require that proof of the
31 child's incapacity and dependency be furnished to the insurer by
32 the group member within one hundred twenty (120) days of the
33 child's attainment of the limiting age and, subsequently, at
34 reasonableintervalsduring thetwo (2) yearsfollowing thechild's
35 attainment of the limiting age. The policy may not require proof
36 more than once per year in the time more than two (2) years after
37 the child's attainment of the limiting age. This subdivision does
38 not require an insurer to provide coverage to amentally retarded
39 or physically disabled child who does not satisfy the requirements
40 of the group policy as to evidence of insurability or other
41 requirements for coverage under the policy to take effect. In any
42 case, the terms of the policy apply with regard to the coverage or
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exclusion from coverage of the child.

(17) A provision that complies with the group portability and
guaranteed renewability provisions of the federal Health
Insurance Portability and Accountability Act of 1996
(P.L.104-191).

te) (d) Subsection €b)t5y; tB)t7); (¢)(5), (c)(7), and tb)t2) (c)(12)
do not apply to policies insuring the lives of debtors. The standard
provisions required under section 3(a) of this chapter for individual
accident and sicknessinsurance policiesdo not apply to group accident
and sickness insurance policies.

el (e) If any policy provision required under subsection (b} (c) isin
whole or in part inapplicable to or inconsistent with the coverage
provided by an insurer under a particular form of policy, the insurer,
with the approval of the commissioner, shall delete the provision from
the policy or modify the provision in such a manner as to make it
consistent with the coverage provided by the policy.

SECTION 23. IC 27-8-10-1, AS AMENDED BY P.L.188-1995,
SECTION 8,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 1. (a) The definitions in this section apply
throughout this chapter.

(b) "Association” means the Indiana comprehensive health
insurance association established under section 2.1 of this chapter.

(c) "Association policy" means a policy issued by the association
that provides coverage specified in section 3 of this chapter. Theterm
does not include a Medicare supplement policy that is issued under
section 9 of this chapter.

(d) "Carrier" means an insurer providing medical, hospital, or
surgical expense incurred health insurance policies.

(e) "Church plan means a plan defined in the federal Employee
Retirement Income Security Act of 1974 under 26 U.S.C. 414(e).

fey (f) "Commissioner” refers to the insurance commissioner.

(g) "Creditable coverage™ has the meaning set forth in the
federal Health Insurance Portability and Accountability Act of
1996 (26 U.S.C. 9801(c)(1)).

& (h)"Eligible expenses’ means those charges for health care
services and articles provided for in section 3 of this chapter.

(i) "Federally eligible individual' means an individual:

(1) for whom, as of the date on which the individual seeks
coverage under this chapter, the aggregate period of
creditable coverage is at least eighteen (18) months and whose
most recent prior creditable coverage was under a:

(A) group health plan;
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(B) governmental plan; or

(C) church plan;
or health insurance coverage in connection with any of these
plans;
(2) who is not eligible for coverage under:

(A) a group health plan;

(B) Part A or Part B of Title XVIII of the federal Social

Security Act; or

(C) a state plan under Title XIX of the federal Social

Security Act (or any successor program);
and does not have other health insurance coverage;
(3) with respect to whom the individual's most recent
coverage was not terminated for factors relating to
nonpayment of premiums or fraud;
(4) who, if after being offered the option of continuation
coverage under the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA) (29 U.S.C. 1191b(d)(1)),
or under a similar state program, elected such coverage; and
(5) who, if after electing continuation coverage described in
subdivision (4), has exhausted continuation coverage under
the provision or program.

(j) ""Governmental plan™ means a plan as defined under the
federal Employee Retirement Income Security Act of 1974 (26
U.S.C. 414(d)) and any plan established or maintained for its
employees by the United States government or by any agency or
instrumentality of the United States government.

(k) ""Group health plan™ means an employee welfare benefit
plan (as defined in 29 U.S.C. 1167(1)) to the extent that the plan
provides medical care payments to, or on behalf of, employees or
their dependents, as defined under the terms of the plan, directly
or through insurance, reimbursement, or otherwise.

fg) (1) "Health carefacility” means any institution providing health
care services that is licensed in this state, including institutions
engaged principally in providing services for health maintenance
organizationsor for the diagnosis or treatment of human disease, pain,
injury, deformity, or physical condition, including a general hospital,
specia hospital, mental hospital, public health center, diagnostic
center, treatment center, rehabilitation center, extended care facility,
skilled nursing home, nursing home, intermediate care facility,
tuberculosis hospital, chronic disease hospital, maternity hospital,
outpatient clinic, home health care agency, bioanalytical laboratory, or
central services facility servicing one (1) or more such institutions.
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fhy (m) "Health care ingtitutions” means skilled nursing facilities,
home health agencies, and hospitals.

5y (n) "Health care provider" means any physician, hospital,
pharmacist, or other personwhoislicensed in Indianato furnish health
care services.

)y (0) "Hedth care services' means any services or products
included in the furnishing to any individual of medical care, dental
care, or hospitalization, or incident to the furnishing of such care or
hospitalization, as well as the furnishing to any person of any other
services or products for the purpose of preventing, alleviating, curing,
or healing human illness or injury.

4 (p) "Health insurance” means hospital, surgical, and medical
expense incurred policies, nonprofit service plan contracts, heath
maintenance organizations, limited service health maintenance
organizations, and self-insured plans. However, the term "hedth
insurance” does not include short term travel accident policies,
accident only policies, fixed indemnity policies, automobile medical
payment, or incidental coverage issued with or as a supplement to
liability insurance.

& () "Insured" means al individuals who are provided qualified
comprehensive health insurance coverage under an individual policy,
including all dependents and other insured persons, if any.

fmy (r) "Medicaid" means medical assistance provided by the state
under the Medicaid program under |C 12-15.

(s) "Medical care payment' means amounts paid for:

(1) the diagnosis, care, mitigation, treatment, or prevention of
disease or amounts paid for the purpose of affecting any
structure or function of the body;

(2) transportation primarily for and essential to Medicare
services referred to in subdivision (1); and

(3) insurance covering medical care referred to in
subdivisions (1) and (2).

fry (t) "Medically necessary” means health care services that the

association has determined:
(1) are recommended by alegaly qualified physician;
(2) are commonly and customarily recognized throughout the
physician's profession as appropriate in the treatment of the
patient's diagnosed illness; and
(3) are not primarily for the scholastic education or vocational
training of the provider or patient.

fey (u) "Medicare’ means Title X V111 of thefederal Social Security
Act (42 U.S.C. 1395 et seq.).
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) (v) "Policy" means a contract, policy, or plan of hedth
insurance.

fep (w) "Policy year" means a twelve (12) month period during
which a policy provides coverage or obligates the carrier to provide
health care services.

(x) ""Preexisting condition' means:

(1) a condition that manifested itself within a period of six (6)
months before the effective date of coverage in such a manner
as would cause an ordinarily prudent person to seek
diagnosis, care, or treatment; or

(2) medical advice or treatment was recommended or received
within a period of six (6) months before the effective date of
coverage.

) (y) "Health maintenance organization" has the meaning set out
inIC 27-13-1-19.

£ (2) "Sdf-insurer" means an employer who provides services,
payment for, or reimbursement of any part of the cost of health care
services other than payment of insurance premiums or subscriber
chargesto acarrier. However, theterm "self-insurer”" does not include
an employer who is exempt from state insurance regulation by federal
law, or an employer who is a political subdivision of the state of
Indiana.

) (aa) "Services of a skilled nursing facility” means services that
must commence within fourteen (14) daysfollowing a confinement of
at least three (3) consecutive daysin ahospital for the same condition.

fuy (bb) " Skilled nursing facility”, "homeheath agency", "hospital ",
and "home health services' have the meanings assigned to them in 42
U.S.C. 1395x.

) (cc) "Medicare supplement policy" means an individual policy
of accident and sickness insurance that is designed primarily as a
supplement to reimbursements under Medicare for the hospital,
medical, and surgical expenses of individuals who are eligible for
Medicare benefits.

fw) (dd) "Limited service health maintenance organization™ hasthe
meaning set forth in IC 27-13-34-4.

SECTION 24. 1C 27-8-10-2.1, ASAMENDED BY P.L.255-1995,
SECTION 9, ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
SEPTEMBER 1, 1998]: Sec. 2.1. (a) Thereis established a nonprofit
legal entity to be referred to as the Indiana comprehensive health
i nsurance associ ation, which must assurethat health insuranceis made
availablethroughout theyear to each eligible I ndianaresident applying
to the association for coverage. All carriers, health maintenance
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organizations, limited service health maintenance organizations, and
self-insurers providing health insurance or health care services in
Indiana must be members of the association. The association shall
operate under a plan of operation established and approved under
subsection (c) and shall exerciseitspowersthrough aboard of directors
established under this section.

(b) The board of directors of the association consists of five {5) to
aine {9) seven (7) members whose principal residence is in Indiana
sel ected by the members of the assoetation; subject to approval by the
eommisstoner: as follows:

(1) Three (3) members to be appointed by the commissioner

from the members of the association, one (1) of which must be

a representative of a health maintenance organization.

(2) Two (2) members to be appointed by the commissioner

shall be consumers representing policyholders.

(3) Two (2) members shall be the state budget director or

designee and the commissioner of the department of insurance

or designee.
The commissioner shall appoint the chairman of the board, and the
board shall elect a secretary from its membership. Fo setect the
nitiat board of directors and to initraHy organize the assoctation; the
commmissioner shat give notice to alt members th thdiana of the time
and ptace of the organizationat meeting: 1 determining voting rights
at the erganizationat meeting; each member +s entitted to one (1) vote
A person or by proxy- Hf the board of directors +s not setected within
appoint the ittt boare: th approving or setecting members of the
board, the eommitssioner shah constder whether alt members are faity
represented—The term of office of each appointed member is three
(3) years, subject to eligibility for reappointment. Members of the
board who are not state employees may be reimbursed from the
money of the assoeration association's funds for expensesincurred by
them as members but shal not be otherwise compensated by the
assoctatton for thetr serviees: in attending meetings. The board shall
meet at least semiannually, with the first meeting to be held not
later than May 15 of each year.

(c) The association shall submit to the commissioner a plan of
operationfor the association and any amendmentsto the plan necessary
or suitable to assure thefair, reasonable, and equitable administration
of the association. The plan of operation becomes effective upon
approval in writing by the commissioner consistent with the date on
which the coverage under this chapter must be made available. The
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commissioner shall, after notice and hearing, approve the plan of
operation if the plan is determined to be suitable to assure the fair,
reasonable, and equitable administration of the association and
provides for the sharing of association losses on an equitable,
proportionate basis among the member carriers, health maintenance
organizations, limited service health maintenance organizations, and
self-insurers. If the association fails to submit a suitable plan of
operation within one hundred eighty (180) days after the appointment
of the board of directors, or at any time thereafter the association fails
to submit suitable amendments to the plan, the commissioner shall
adopt rules under |1C 4-22-2 necessary or advisable to implement this
section. These rules are effective until modified by the commissioner
or superseded by a plan submitted by the association and approved by
the commissioner. The plan of operation must:

(2) establish proceduresfor the handling and accounting of assets

and money of the association;

(2) establish the amount and method of reimbursing members of

the board;

(3) establishregular timesand placesfor meetings of the board of

directors;

(4) establish procedures for records to be kept of al financia

transactions, and for the annua fiscal reporting to the

commissioner;

(5) establish procedures whereby selections for the board of

directors will be made and submitted to the commissioner for

approval;

(6) contain additional provisions necessary or proper for the

execution of the powers and duties of the association; and

(7) establish proceduresfor the periodic advertising of thegeneral

availability of the health insurance coverages from the

association.

(d) The plan of operation may provide that any of the powers and
duties of the association be delegated to a person who will perform
functions similar to those of this association. A delegation under this
section takes effect only with the approval of both the board of
directors and the commissioner. The commissioner may not approve a
delegation unless the protections afforded to the insured are
substantially equivalent to or greater than those provided under this
chapter.

(e) Theassociation hasthegeneral powersand authority enumerated
by this subsection in accordance with the plan of operation approved
by the commissioner under subsection (c). The association has the
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1 general powers and authority granted under the laws of Indiana to
2 carrierslicensed to transact the kinds of health care services or health
3 insurance described in section 1 of this chapter and also has the
4 specific authority to do the following:
5 (1) Enter into contractsasare necessary or proper to carry out this
6 chapter, subject to the approval of the commissioner.
7 (2) Sue or be sued, including taking any legal actions necessary
8 or proper for recovery of any assessments for, on behalf of, or
9 against participating carriers.
10 (3) Takelega action necessary to avoid the payment of improper
11 claims against the association or the coverage provided by or
12 through the association.
13 (4) Establish a medical review committee to determine the
14 reasonably appropriate level and extent of health care servicesin
15 each instance.
16 (5) Establish appropriaterates, scalesof rates, rate classifications
17 and rating adjustments, such rates not to be unreasonable in
18 relation to the coverage provided and the reasonabl e operational
19 expenses of the association.
20 (6) Pool risks among members.
21 (7) Issue policies of insurance on an indemnity or provision of
22 service basis providing the coverage required by this chapter.
23 (8) Administer separate pools, separate accounts, or other plans
24 or arrangements considered appropriate for separate members or
25 groups of members.
26 (9) Operate and administer any combination of plans, pools, or
27 other mechanisms considered appropriate to best accomplish the
28 fair and equitable operation of the association.
29 (10) Appoint from among members appropriate legal, actuarial,
30 and other committeesasnecessary to providetechnical assistance
31 in the operation of the association, policy and other contract
32 design, and any other function within the authority of the
33 association.
34 (11) Hire an independent consultant.
35 (12) Develop amethod of advising applicants of the availability
36 of other coverages outside the association and may promulgate a
37 list of health conditions the existence of which would deem an
38 applicant eligible without demonstrating a rejection of coverage
39 by one (1) carrier.
40 (13) Provide for the use of managed care plans for insureds,
41 including the use of:
42 (A) health maintenance organizations; and
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(B) preferred provider plans.
(14) Salicit bids directly from providers for coverage under this
chapter.

(f) Rates for coverages issued by the association may not be
unreasonable in relation to the benefits provided, the risk experience,
and thereasonable expensesof providing the coverage. Separate scales
of premium rates based on age apply for individual risks. Premium
rates must take into consideration the extra morbidity and
administration expenses, if any, for risksinsuredintheassociation. The
ratesfor agiven classification may not be more than one hundred fifty
percent (150%) of the average premium rate for that class charged by
thefive(5) carrierswiththelargest premium volumein the state during
the preceding calendar year. In determining the averagerate of thefive
(5) largest carriers, therates charged by the carriers shall be actuarially
adjusted to determine the rate that would have been charged for
benefits identical to those issued by the association. All rates adopted
by the associ ation must be submitted to the commissioner for approval.

(g) Following the close of the association's fiscal year, the
association shall determine the net premiums, the expenses of
administration, and the incurred losses for the year. Any net |oss shall
be assessed by the association to al members in proportion to their
respective shares of total health insurance premiums, excluding
premiumsfor Medicaid contracts with the state of Indiana, receivedin
Indiana during the calendar year (or with paid losses in the year)
coinciding with or ending during the fiscal year of the association or
any other equitable basis as may be provided in the plan of operation.
For self-insurers, health maintenance organi zations, and limited service
health mai ntenance organi zations that are members of the association,
the proportionate share of losses must be determined through the
application of an equitableformulabased upon claims paid, excluding
claimsfor Medicaid contractswith the state of Indiana, or the val ue of
services provided. In sharing losses, the associ ation may abate or defer
in any part the assessment of amember, if, in the opinion of the board,
payment of the assessment would endanger the ability of the member
to fulfill its contractual obligations. The association may also provide
for interim assessments agai nst membersof theassociation if necessary
toassurethefinancial capability of the association to meet theincurred
or estimated claims expenses or operating expenses of the association
until the association's next fiscal year is completed. Net gains, if any,
must be held at interest to offset future losses or allocated to reduce
future premiums. Assessments must be determined by the board
members specified in subsection (b)(1), subject to final approval by
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the commissioner.

(h) The association shall conduct periodic audits to assure the
general accuracy of thefinancial data submitted to the association, and
the association shall have an annua audit of its operations by an
independent certified public accountant.

(i) The association is subject to examination by the department of
insurance under |C 27-1-3.1. The board of directors shall submit, not
later than March 30 of each year, afinancial report for the preceding
calendar year in aform approved by the commissioner.

(i) All policy forms issued by the association must conform in
substance to prototype forms devel oped by the association, must in all
other respects conformto the requirements of thischapter, and must be
filed with and approved by the commissioner before their use.

(K) The association may not issue an association policy to any
individual who, on the effective date of the coverage applied for, does
not meet the eligibility requirements of section 5.1 of this chapter.

(I) The association shall pay an agent's referral fee of twenty-five
dollars ($25) to each insurance agent who refers an applicant to the
association if that applicant is accepted.

(m) The association and the premium collected by the association
shall be exempt from the premium tax, the gross income tax, the
adjusted grossincome tax, supplemental corporate net income, or any
combination of these, or similar taxes upon revenues or income that
may be imposed by the state.

(n) Memberswho after July 1, 1983, during any calendar year, have
paid one (1) or more assessments|evied under this chapter may either:

(1) take a credit against premium taxes, gross income taxes,
adjusted grossincome taxes, supplemental corporate net income
taxes, or any combination of these, or similar taxesupon revenues
or income of member insurers that may be imposed by the state,
up to the amount of the taxes due for each calendar year in which
the assessments were paid and for succeeding years until the
aggregate of those assessments have been offset by either credits
against those taxes or refunds from the association; or

(2) any member insurer may include in the rates for premiums
charged for insurance policies to which this chapter applies
amounts sufficient to recoup a sum equal to the amounts paid to
the association by the member less any amounts returned to the
member insurer by the association, and the rates shall not be
deemed excessive by virtue of including an amount reasonably
calculated to recoup assessments paid by the member.

(0) The association shall provide for the option of monthly
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collection of premiums.

SECTION 25. IC 27-8-10-5.1, AS AMENDED BY P.L.2-1995,
SECTION 109, IS AMENDED TO READ AS FOLLOWS
[EFFECTIVE APRIL 1, 1998]: Sec. 5.1. (a) Except as provided in
subsections(b) and (c), apersonisnot eligiblefor an association policy
who; if, at the effective date of coverage, the person hasor iseligible
for coverage under any insurance plan that equals or exceeds the
minimum reguirements for accident and sickness insurance policies
issued in Indianaas set forth in |C 27. Coverage under any association
policy isin excess of, and may not duplicate, coverage under any other
form of health insurance.

(b) Except asprovided in IC 27-13-16-4, aperson iseligiblefor an
association policy upon a showing that:

(1) the person has been rejected by one (1) carrier for coverage
under any insurance plan that equals or exceeds the minimum
requirements for accident and sickness insurance policiesissued
in Indiana, as set forth in IC 27, without material underwriting
restriction at arate equat to or tess than the assoctation ptan rate:
restrictions;
(2) an insurer has refused to issue insurance except at a rate
exceeding the association plan rate; or
(3) the person is a federally eligible individual.
For the purposes of this subsection, eligibility for Medicare coverage
does not disqualify a person who is less than sixty-five (65) years of
age from eligibility for an association palicy.

(c) The board of directors may establish procedures that would
permit &) an association policy to be issued to persons who are
covered by a group insurance arrangement when that person or a
dependent's health condition is such that the group's coverage is in
jeopardy of termination or material rate increases because of that
person's or dependent’'s medical claims experience anel.

{2) an association petiey to be issued withott any Himttation on
preexisting condittons to a person who s eovered by a health
to terminiate for any reason beyond the person's controt:

(d) An association policy must providethat coverage of adependent
unmarried child terminateswhen the child becomesnineteen (19) years
of age (or twenty-five (25) yearsof ageif the childisenrolled full-time
in an accredited educational institution). The policy must also provide
in substance that attainment of the limiting age does not operate to
terminate adependent unmarried child's coverage while the dependent
is and continues to be both:
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(2) incapable of self-sustaining employment by reason of mental
retardation or physical disability; and
(2) chiefly dependent upon the person in whose namethe contract
isissued for support and maintenance.
However, proof of such incapacity and dependency must be furnished
to the carrier within one hundred twenty (120) days of the child's
attainment of the limiting age, and subsequently as may be required by
the carrier, but not more frequently than annually after thetwo (2) year
period following the child's attainment of the limiting age.

(e) An association policy that provides coverage for a family
member of the person in whose name the contract isissued must, asto
the family member's coverage, also provide that the health insurance
benefits applicable for children are payable with respect to a newly
born child of the person in whose hame the contract isissued from the
moment of birth. The coverage for newly born children must consist of
coverageof injury or illness, including the necessary careand treatment
of medically diagnosed congenital defects and birth abnormalities. If
payment of a specific premium isrequired to provide coverage for the
child, the contract may require that notification of the birth of a child
and payment of the required premium must be furnished to the carrier
within thirty-one (31) days after the date of birth in order to have the
coverage continued beyond the thirty-one (31) day period.

) Except as provided in subsection {g); an assoctation poticy may
contan provisons tnder which coverage ts exeltded dutrinig a perrod
of six {6} months foHowing the effective date of coverage asto agiven

) the condition manifested itself within a period of six (6)
months before the effective date of coverage th sueh amanner as
wottd eatse an ordinarty prudent person to seek draghosts; care;
or treatment; or
2) medicat advice or treatment was recommended of recerved
within a perrod of six {6) months before the effective date of
coverage:
Fhissubsection may riot be construed to prohibit preexistifig eondition
provisonstn an insdrance petiey thet are morefavorabteto the insureek:

tey (f) If aperson appties for an assoctation petiey within six (63
months after termination of the person's coverage dnder a heatth
ihsdrance arrangement and the person meets the dligibility
requirements of subsection (b), then an association policy may not
contain provisions under which:

(1) coverage asto agiven individual isdelayed to adate after the
effective date or excluded from the policy; or
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(2) coverage as to a given condition is denied;
on the basis of a preexisting health condition. This subsection may not
be construed to prohibit preexisting condition provisions in an
insurance policy that are more favorable to the insured.

(g) Subsection (f) does not apply to a person, other than a
federally eligible individual, who had previous coverage under an
association policy and terminated the coverage or allowed the
coverage to terminate for a period exceeding ninety (90) days.

(h) Coverage for a preexisting condition of a person described
in subsection (g) may not be delayed or restricted to a date later
than six (6) months after the effective date. However, the six (6)
months must be reduced by one (1) month for each thirty (30) day
period of continuous coverage under a health insurance plan, as
defined in IC 27-8-15-28(a), that the person had during the twelve
(12) months immediately preceding enroliment.

"y (i) For purposes of this section, coverage under a health
insurance arrangement includes, but is not limited to, coverage
pursuant to the Consolidated Omnibus Budget Reconciliation Act of
1985.

SECTION 26. IC 27-8-14-6 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVEJULY 1, 1998]: Sec. 6. (a) Aninsurer must
offer to provide coveragefor breast cancer screening mammography in
any accident and sickness insurance policy that the insurer issuesin
Indiana.

(b) The coverage that an insurer must offer to provide under this
section must include the following:

(2) If theinsuredisat least thirty-five (35) but lessthan forty (40)
years of age, coverage for at least one (1) baseline breast cancer
screening mammography performed upon the insured before she
becomes forty (40) years of age.
(2) H the insured is:
(A et teast forty (40 bt tess than fifty (56) years of age; and
(B} net awoman at risk:
coverage for one {1y breast canecer screenthg mammography
performed tipon the insured A every two (2) year perioe:
€3} tf the insdred s
{A) at teast forty (40) but tess than fifty {56) years of age: and
{B) awoman at risk:
one (1) breast cancer screening mammeography performed tipon
the thsared every year:
) If the insured is at least fifty (56} forty (40) years of age,
whether of not a fisk; one (1) breast cancer screening
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mammography performed upon the insured every year.
(3) Any additional views that are required for proper
evaluation.
(4) Ultrasound services, if determined medically necessary by
the physician treating the insured.
(c) The coverage that an insurer must offer to provide under this
section must provide reimbursement for breast cancer screening
mammography at alevel at least as high as:
(1) the limitation on payment for screening mammography
services established in 42 CFR 405.534(b)(3) according to the
Medicare Economic Index at the timethe breast cancer screening
mammography is performed; or
(2) the rate negotiated by a contract provider according to the
provisions of the insurance policy;

whichever islower.

(d) The coverage that an insurer must offer to provide under this
section may not be subject to dollar limits, deductibles, or coinsurance
provisions that are less favorable to the insured than the dollar limits,
deductibles, or coinsurance provisions applying to physical illness
generally under the accident and sickness insurance policy.

(e) The coverage that an insurer must offer is in addition to any
benefitsspecifically providedfor x-rays, laboratory testing, or wellness
examinations.

SECTION 27.1C27-8-15-10.5,ASAMENDED BY P.L.190-1996,
SECTION 3,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 10.5. (a) Asused in this chapter, "late enrolle€
means an eligible employee or a dependent of an eligible employee
who did not request enrollment in a health insurance plan of a small
employer during the initiad enrollment period during which the
individual was entitled to enroll under the health insurance plan.

(b) Theterm **late enrollee’ doesnot include an eligible employee
or the dependent of an eligible employee: who meets any of the
feHowing conditrons:

(1) Fhe eligibte emptoyee (A) who was covered under a health
insurance plan &t the time of the taitial enrctiment:
(B} tost eoverage tnder a heatth iastranee ptan as aresdtt of:
) the termination of emptoyment or etigibiity:
ity the invotuntary termination of the heatth thsdranee ptan:
i) the death of a spodse; of
fiv) the dissotdtion of marriage; and
{C) requests enroHment not tater than thirty (30) days after
tosing coverage tnder a health suranee ptan:
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or had health insurance coverage at the time coverage was
previously offered to the employee or to the dependent of the
employee;
(2) who stated in writing at the time coverage was offered that
coverage under another health insurance plan was the reason
for declining the enroliment, but only if the insurer required
such a statement at the time and provided the employee with
notice of the requirement (and the consequences of the
requirement) at the time;
(3) whose coverage under this subsection:
(A) was under a COBRA continuation provision and the
coverage under the provision was exhausted; or
(B) was not under a COBRA continuation provision and
either the coverage was terminated as a result of loss of
eligibility for the coverage (including as a result of legal
separation, divorce, death, termination of employment, or
reduction in the number of hours of employment) or
employer contributions toward the coverage were
terminated; and
(4) who requests enrollment under the terms of the plan not
later than thirty (30) days after the date of exhaustion of
coverage as described in subdivision (3)(A) or the termination
of coverage or employer contributions as described in
subdivision (3)(B).

2 (c) The term "'late enrollee' does not include an eligible
employee who is employed by a small employer that offers multiple
health insurance plans and the eligible emptoyee who el ectsadifferent
plan during an open enrollment period.

€3y (d) The term "late enrollee' does not include an eligible
employee or the eligible employee's spouse or minor or dependent
child where:

(1) acourt hasordered that healthinsurance coverage be provided
for a the spouse or a minor or dependent child of an eligible
employee under the eligible employee's insurance plan; and

(2) the request for enrollment is made not more than thirty (30)
days after the issuance of the court order.

SECTION 28. IC 27-8-15-14, ASAMENDED BY P.L.190-1996,
SECTION 4,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 14. As used in this chapter, "small employer"
means any person, firm, corporation, limited liability company,
partnership, or association actively engaged in businesswho, on at | east
fifty percent (50%) of the working days of the employer during the
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1 preceding calendar year, employed at |east three 3} two (2) but not
2 more than fifty (50) eligible employees, the mgjority of whom work in
3 Indiana. In determining the number of €ligible employees, companies
4 that are affiliated companies or that are eligible to file acombined tax
5 return for purposes of state taxation are considered one (1) employer.
6 SECTION 29. IC 27-8-15-19, AS AMENDED BY P.L.93-1995,
7 SECTION 14,ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
8 APRIL 1, 1998]: Sec. 19. Except as provided in section 20 of this
9 chapter, asmall employer insurer may only cancel or refuse to renew
10 a health insurance plan for the following reasons:
11 (1) Nonpayment of required premiums.
12 (2) Fraud or misrepresentation of the small employer, or with
13 respect to coverage of an insured individual, fraud or
14 misrepresentation by the insured individual or the individual's
15 representative.
16 £3) Noncomptance with the ptan's provisions:
17 4y The namber of individdats covered tnder the pran istessthan
18 the number of percentage of ehgible tndividuals regtired by
19 percentage regdirements under the ptan:
20 {5y The smalt employer is no tenger actively engaged in the
21 busifiess th whieh the smalt employer was engaged on the
22 effective date of the ptan:
23 (3) The small employer has failed to comply with a material
24 plan provision relating to employer contribution or group
25 participation rules.
26 (4) In the case of a small employer insurer that offers
27 coverage in a market through a network plan, there is no
28 longer any insured individual in connection with the plan who
29 lives, resides, or works:
30 (A) in the service area of the small employer insurer; or
31 (B) in the area for which the issuer is authorized to do
32 business.
33 (5) In the case of coverage that is made available through one
34 (1) or more bona fide associations, the membership of the
35 small employer in the association ceases, but only if the
36 coverage is terminated under this subdivision uniformly
37 without regard to any health status related factor relating to
38 an insured individual.
39 (6) In a case in which an insurer decides to discontinue
40 offering a particular type of group health insurance coverage
41 offered in the small employer market, that coverage may be
42 discontinued by the insurer only if:
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1 (A) the insurer provides notice of the insurer's intent to

2 discontinue the coverage to each small employer provided

3 with the coverage;

4 (B) the insurer offers the option to purchase all other

5 health insurance coverage currently being offered by the

6 insurer to the small employer to each small employer that

7 is provided with the coverage; and

8 (C) in exercising the option to discontinue the coverage in

9 offering the option of coverage under clause (B), the
10 insurer acts uniformly without regard to:
11 (i) the claims experience of the small employer groups;
12 or
13 (i) any health status related factor relating to any
14 eligible employee or dependent of an eligible employee
15 who is covered or who may become eligible for the
16 coverage.
17 SECTION 30. IC 27-8-15-27, AS ADDED BY P.L.93-1995,
18 SECTION 15,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
19 APRIL 1, 1998]: Sec. 27. A health insurance plan provided by asmall
20 employer insurer to asmall employer must comply with thefollowing:
21 (1) The benefits provided by a plan to an eligible employee
22 enrolled in the plan may not be excluded, limited, or denied for
23 morethan nine (9) months after the effective date of the coverage
24 because of a preexisting condition of the eligible employee, the
25 eligible employee's spouse, or the eligible empl oyee's dependent.
26 (2) The plan may not define a preexisting condition, rider, or
27 endorsement morerestrictively than astA) acoendition that wottd
28 have catsed an erdinarity prodent person to seek medicat adviee;
29 diagrosis; eare; or treatment during the nine (9) months
30 immediately preceding the effective date of enrotiment i the
31 pran: {B) a condition for which medical advice, diagnosis, care,
32 or treatment wasrecommended or received during the airie {9y six
33 (6) months immediately preceding the effective date of
34 enrollment in the plan. ef
35 (€} apregnhaney existing on the effective deate of errotment in
36 the ptan:
37 SECTION 3L1. IC 27-8-15-28, ASAMENDED BY P.L.190-1996,
38 SECTION 6, ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
39 APRIL 1, 1998]: Sec. 28. (a) Asused in this section, "health insurance
40 plan" means coverage provided under any of the following:
41 (1) A hospital or medical expenseincurred policy or certificate.
42 (2) A hospital or medical service plan contract.
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(3) A health maintenance organization subscriber contract.

(4) Medicare or Medicaid.

(5) An employer based health insurance arrangement.

(6) Anindividual health insurance policy.

(7) A policy issued by the Indiana comprehensive health
insurance association under 1C 27-8-10.

(8) An employee welfare benefit plan (as defined in 29 U.S.C.
1002) that is self-funded.

(9) A conversion policy issued under section 31 or 31.1 of this
chapter.

(b) Except as provided in section 29 of this chapter, a small
employer insurer shall waivethe exclusion period described in section
27 of thischapter applicableto apreexisting condition or thelimitation
period with respect to aparticular servicein ahealth insurance plan for
the time an eligible employee or a dependent of an eligible employee
was previously covered by a health insurance plan if the following
conditions are met:

(1) Theeligibleemployee or adependent of theeligible employee
was previously covered by a health insurance plan that provided
benefits with respect to the particular service.
(2) Coverage under the health insurance plan was continuous to
adate not more than thirty (36} sixty-three (63) days before the
effective date of enrollment by:

(A) the éligible employee; or

(B) adependent of the eligible employee.

(c) In determining whether an eligible employee or a dependent of
the eligible employee meets the requirements of subsection (b)(2), a
waiting period imposed by asmall employer insurer or small employer
before new coverage may become effective must be excluded fromthe
calculation.

(d) This section does not preclude the application of any waiting
period applicable to all new enrollees under aplan.

SECTION 32. IC 27-8-15-31, AS ADDED BY P.L.93-1995,
SECTION 19, ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
JULY 1,1998]: Sec. 31. (a) If an eligible employee or a dependent of
an eligible employee who has been continuously covered under a
health insurance plan for at least ninety (90) days:

(1) loses coverage under the plan as the result of:
(A) termination of the eligible employee's employment;
(B) reduction of the eligible employee's hours;
(C) marriage dissol ution of the eligible employee's marriage;
or
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(D) attainment of any age specified in the plan; and
(2) requests a conversion policy from the small employer insurer
that insured the health insurance plan;
theindividual isentitled to receive aconversion policy from the small
employer insurer.

(b) A request under subsection (a)(2) must be made within thirty
(30) daysafter theindividual losescoverage under the healthinsurance
plan.

() The premium for a conversion policy issued under this section
shall not exceed one hundred fifty percent (150%) of the rate that
would have been charged under the small employer health insurance
plan with respect to the individual if the individual had been covered
asan eligibleemployeeor a dependent of an eligible employee under
the plan during the same period. If the health insurance plan under
which the individual was covered is canceled or is not renewed, the
rates shall be based on the rate that would have been charged with
respect to the individual if the plan had continued in force, as
determined by the small employer insurer in accordance with standard
actuarial principles.

(d) A conversion policy issued under this section must be approved
by the insurance commissioner as described in IC 27-8-5-1. The
commissioner may not approve a conversion policy unless the policy
and its benefits are:

(1) comparable to those required under 1C 27-13-1-4(a)(2)

through I1C 27-13-1-4(a)(5);

(2) reasonablein relation to the premium charged; and

(3) in compliance with IC 27-8-6-1.
If the benefit limits of the conversion policy are not more than the
benefit limits of the small employer's health insurance plan, the small
employer insurer shall credit the individual with any waiting period,
deductible, or coinsurance credited to the individual under the small
employer's health insurance plan.

(e) This section expires on the effective date of a mechanism
enacted by the general assembly to offset the potential fiscal impact on
small employers and small employer insurers that results from the
establishment of a continuation policy under section 31.1 of this
chapter.

SECTION 33. IC 27-8-15-34.1 IS ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
[EFFECTIVE APRIL 1, 1998]: Sec. 34.1. Except as provided in 29
U.S.C. 1191a and 42 U.S.C. 300gg, a small employer insurer must:

(1) offer to any small employer all products that are approved
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for sale in the small group market and that the insurer is
actively marketing; and
(2) acceptany employer that applies for any of those products.

SECTION 34. IC 27-8-23-4, AS ADDED BY P.L.133-1995,
SECTION 20, ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
JULY 1, 1998]: Sec. 4. As used in this chapter, "insurer" has the
meaning set forth in IC 12-7-2-120. The term includes a limited
service health maintenance organization (as defined in
IC 27-13-34-4).

SECTION 35. IC 27-12-3-5 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 5. (a) Except as
provided in subsection (b), the receipt of proof of financial
responsibility and the surcharge constitutes compliance with section 2
of this chapter:

(2) as of the date on which they are received; or

(2) as of the effective date of the policy;
if this proof is filed with and the surcharge paid to the department of
insurance not later than ninety (90) days after the effective date of the
insurance policy. tf proof ef financtat respensibitity and the payment
of the sdreharge +s not made within Ainety (96) days after the poticy
effective date; comptance oectirs on the date when proof +s fited and

(b) Ifan insurer files proof of financial responsibility and makes
payment of the surcharge to the department of insurance at least
ninety-one (91) days but not more than one hundred eighty (180)
days after the policy effective date, the health care provider is in
compliance with section 2 of this chapter, if the insurer
demonstrates to the satisfaction of the commissioner that the
insurer:

(1) received the premium and surcharge in a timely manner;
and
(2) failed to transmit the surcharge in a timely manner.

(c) If the commissioner accepts a filing as timely under
subsection (b), the filing must be accompanied by a penalty amount
as follows:

(1) Ten percent (10%) of the surcharge, if the proof of
financial responsibility and surcharge are received by the
commissioner at least ninety-one (91) days and not more than
one hundred twenty (120) days after the original effective date
of the policy.

(2) Twenty percent (20%) of the surcharge, if the proof of
financial responsibility and surcharge are received by the
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1 commissioner at least one hundred twenty-one (121) days and
2 not more than one hundred fifty (150) days after the original
3 effective date of the policy.

4 (3) Fifty percent (50%) of the surcharge, if the proof of

5 financial responsibility and surcharge are received by the

6 commissioner at least one hundred fifty-one (151) days and

7 not more than one hundred eighty (180) days after the

8 original effective date of the policy.

9 SECTION 36. IC 27-13-7-3, AS ADDED BY P.L.26-1994,
10 SECTION 25,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
11 JULY 1, 1998]: Sec. 3. (a) A contract referred to in section 1 of this
12 chapter must clearly state the following:

13 (1) Thename and address of the heal th mai ntenance organi zation.
14 (2) Eligibility requirements.

15 (3) Benefits and services within the service area.

16 (4) Emergency care benefits and services.

17 (5) Any out-of-area benefits and services.

18 (6) Copayments, deductibles, and other out-of-pocket costs.

19 (7) Limitations and exclusions.

20 (8) Enrollee termination provisions.

21 (9) Any enrollee reinstatement provisions.

22 (10) Claims procedures.

23 (11) Enrollee grievance procedures.

24 (12) Continuation of coverage provisions.

25 (13) Conversion provisions.

26 (14) Extension of benefit provisions.

27 (15) Coordination of benefit provisions.

28 (16) Any subrogation provisions.

29 (17) A description of the service area.

30 (18) The entire contract provisions.

31 (19) The term of the coverage provided by the contract.

32 (20) Any right of cancellation of the group or individual contract
33 holder.

34 (21) Right of renewal provisions.

35 (22) Provisions regarding reinstatement of a group or an
36 individual contract holder.

37 (23) Grace period provisions.

38 (24) A provision on conformity with state law.

39 (25) A provision or provisions that comply with the:

40 (A) guaranteed renewability; and

41 (B) group portability;

42 requirements of the federal Health Insurance Portability and
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Accountability Act of 1996 (26 U.S.C. 9801(c)(1)).

(b) For purposes of subsection (@), an evidence of coverage which
isfiled with a contract may be considered part of the contract.

SECTION 37. IC 27-13-7-15 IS ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
[EFFECTIVE JULY 1, 1998]: Sec. 15. (a) A contract under this
chapter that provides coverage for an individual enrollee or
subscriber or a family member of an enrollee or subscriber must
also provide that the coverage applicable to the individual enrollee
or subscriber or a family member of the enrollee or subscriber is
applicable, from the moment of birth, to a newly born child of the
enrollee or subscriber.

(b) The coverage for a newly born child required by subsection
(a) must include the following:

(1) Coverage for injury or sickness, including the necessary
care and treatment of medically diagnosed congenital defects
and birth abnormalities.

(2) Coverage for inpatient or outpatient services for medical
and dental treatment (including orthodontic and oral surgery
treatment) involved in the management of the birth defects
known as cleft lip and cleft palate.

(c) If payment of a specific premium or contract fee is required
to provide coverage for a newly born child, the contract may
require that:

(1) notification of birth of a newly born child; and

(2) payment of the required premium or fees;
must be furnished to the insurer within thirty-one (31) days after
the date of birth in order to have the coverage continue beyond the
thirty-one (31) day period.

SECTION 38. IC 27-13-7-16 IS ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
[EFFECTIVE JULY 1, 1998]: Sec. 16. (a) As used in this section,
"breast cancer screening mammography** has the meaning set
forth in IC 27-8-14-2.

(b) A health maintenance organization issued a certificate of
authority in Indiana must offer to provide coverage for breast
cancer screening mammography.

(c) The coverage that a health maintenance organization must
offer to provide under this section must include the following:

(1) If an enrollee is at least thirty-five (35) years of age but
less than forty (40) years of age, coverage for at least one (1)
baseline breast cancer screening mammography performed
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upon the enrollee before the enrollee becomes forty (40) years
of age.

(2) If the enrollee is at least forty (40) years of age, one (1)
breast cancer screening mammography performed upon the
enrollee every year.

(3) Any additional views that are required for proper
evaluation.

(4) Ultrasound services, if determined medically necessary by
the provider treating the enrollee.

(d) A health maintenance organization must offer to provide
breast cancer screening mammaography as a covered service under
a group contract with the health maintenance organization.

(e) The coverage that a health maintenance organization must
offer to provide under this section may not be subject to a contract
provision that is less favorable to an enrollee or a subscriber than
a contract provision applying to physical illness generally under
the health maintenance organization contract.

(f) The coverage that a health maintenance organization must
offer under this section is in addition to services specifically
provided for x-rays, laboratory testing, or wellness examinations.

SECTION 39. IC 27-13-29-1, ASAMENDED BY P.L.255-1995,
SECTION 14, ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
JULY 1, 1998]: Sec. 1. (a) Except as provided in subsection (b) or as
otherwise provided in this article or IC 27:

(1 1C 27; and

(2) the provisions of |C 16 regulating hospitals;
do not apply to any health maintenance organization or limited service
health mai ntenance organization (as defined in IC 27-13-34-4) that is
granted a certificate of authority under this article. However, this
section does not apply to aninsurer or ahospital that islicensed under
Indianal aw, except with respect to the health maintenance organi zation
activities of the hospital or insurer that are authorized and regul ated
under this article.

(b) Every:

(1) health maintenance organization; and

(2) limited service health maintenance organization (as

defined in IC 27-13-34-4);
authorized to do businessin Indianais subject to | C 27-4-1 relating to
unfair methods of competition and unfair or deceptiveactsor practices
to the extent that 1C 27-4-1 does not conflict with this article. If a
provision in IC 27-4-1 conflicts with this article, this article governs
and controls.
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1 SECTION 40. IC 34-4-12.6-1, ASAMENDED BY P.L.147-1997,
2 SECTION 74,ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
3 JANUARY 1, 1999]: Sec. 1. (a) Asused in this chapter, "professional
4 health care provider" means:
5 (1) aphysician licensed under |C 25-22.5;
6 (2) adentist licensed under IC 25-14;
7 (3) ahospital licensed under IC 16-21;
8 (4) apodiatrist licensed under IC 25-29;
9 (5) achiropractor licensed under 1C 25-10;
10 (6) an optometrist licensed under IC 25-24;
11 (7) apsychologist licensed under 1C 25-33;
12 (8) apharmacist licensed under |C 25-26;
13 (9) ahealth facility licensed under |C 16-28-2;
14 (10) a registered or licensed practical nurse licensed under
15 IC 25-23;
16 (11) aphysical therapist licensed under IC 25-27;
17 (12) ahome health agency licensed under IC 16-27-1;
18 (13) a community mental health center (as defined in
19 IC 12-7-2-38);
20 (14) ahealth care organi zation whose members, shareholders, or
21 partners are:
22 (A) professional health care providers described in
23 subdivisions (1) through (13);
24 (B) professional corporations comprised of health care
25 professionals (as defined in IC 23-1.5-1-8); or
26 (C) professional health care providers described in
27 subdivisions (1) through (13) and professional corporations
28 comprised of persons described in subdivisions (1) through
29 (13);
30 (15) aprivate psychiatric hospital licensed under IC 12-25;
31 (16) a preferred provider organization (including a preferred
32 provider arrangement or reimbursement agreement under
33 IC 27-8-11);
34 (17) a health maintenance organization (as defined in
35 IC 27-13-1-19) or a limited service hedth maintenance
36 organization (as defined in IC 27-13-34-4);
37 (18) arespiratory care practitioner certified under |C 25-34.5;
38 (19) an occupational therapist certified under IC 25-23.5;
39 (20) astate ingtitution (as defined in IC 12-7-2-184);
40 (21) a clinica socia worker who is licensed under
41 IC 25-23.6-5-2;
42 (22) amanaged care provider (asdefinedinIC 12-7-2-127(b)); or
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(23) anonprofit health care organization affiliated with ahospital
that isowned or operated by areligiousorder, whose membersare
members of that religious order.
(b) Asused in this chapter, "evaluation of patient care" relatesto:
(1) the accuracy of diagnosis;
(2) the propriety, appropriateness, quality, or necessity of care
rendered by a professiona health care provider; and
(3) the reasonableness of the utilization of services, procedures,
and facilitiesin the treatment of individual patients.
Asused in this chapter, the term does not relate to charges for services
or to methods used in arriving at diagnoses.
(c) As used in this chapter, "peer review committee” means a
committee that:
(1) hasthe responsibility of evaluation of:
(A) qualifications of professional health care providers;
(B) patient care rendered by professional health care
providers; or
(C) the meritsof acomplaint against aprofessional health care
provider that includes a determination or recommendation
concerning the complaint, and the complaint is based on the
competence or professional conduct of an individua health
care provider which competence or conduct affects or could
affect adversely the health or welfare of a patient or patients;
and
(2) meets the following criteria:
(A) The committee is organi zed:
(i) by astate, regional, or local organization of professional
health care providersor by anonprofit foundation created by
the professional organization for purposes of improvement
of patient care;
(ii) by the professional staff of ahospital, another health care
facility, a nonprofit heath care organization (under
subsection (a)(23)), or a professional heath care
organization;
(iii) by state or federal law or regulation;
(iv) by a governing board of a hospital, a nonprofit health
careorgani zation (under subsection (a)(23)), or professional
health care organization;
(v) as a governing board or committee of the board of a
hospital, a nonprofit health care organization (under
subsection (a)(23)), or professional health careorganization,;
(vi) by an organization, a plan, or a program described in
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subsection (a)(16) through (a)(17);
(vii) as a hospital or a nonprofit health care organization
(under subsection (a)(23)) medical staff or a section of that
staff; or
(viii) as a governing board or committee of the board of a
professional health care provider (as defined in subsection
(a)(16) through (8)(17)).
(B) Atleast fifty percent (50%) of thecommitteemembersare:

(i) individual professional health care providers, the
governing board of a hospital, the governing board of a
nonprofit health care organization (under subsection
(8)(23)), or professional health care organization, or the
governing board or a committee of the board of a
professional health care provider (as defined in subsection
(a)(16) through (8)(17)); or
(ii) individual professional hedth care providers and the
committeeisorganized asan interdisciplinary committeeto
conduct evaluation of patient care services.

However, "peer review committee”" does not include amedical review

panel created under IC 27-12-10.

(d) Asused in this chapter, "professional staff" means:

(1) all individual professional health care providersauthorized to
provide health care in a hospital or other health care facility; or

(2) the multidisciplinary staff of a community mental health
center (asdefined in 1C 12-7-2-38).

(e) Asused in thischapter, "personnel of a peer review committee”
means not only members of the committee but also al of the
committee’'s employees, representatives, agents, attorneys,
investigators, assistants, clerks, staff, and any other person or
organization who serves a peer review committee in any capacity.

(f) As used in this chapter, "in good faith" refers to an act taken
without malice after areasonable effort to obtain the facts of the matter
and in the reasonabl e belief that the action taken is warranted by the
facts known. In all actions to which this chapter applies, good faith
shall be presumed, and malice shall be required to be proven by the
person aggrieved.

(g) Asused in this chapter, "professional health care organization™
refers to an organization described in subsection (a)(14).

(h) Asused inthis chapter, *professional review activity' means
an activity of a peer review committee of a hospital licensed under
IC 16-21 with respect to a professional health care provider to:

(1) determine whether the professional health care provider
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may have privileges with respect to the hospital;

(2) determine the scope or conditions of the privileges; or

(3) change or modify the privileges.
The termincludes the establishment and enforcement of standards
and rules by the governing board of a hospital concerning practice
in the hospital and the granting and retention of privileges within
the hospital.

SECTION 41. IC 34-4-12.6-3 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVE JANUARY 1, 1999]: Sec. 3. (a) Thereshall
be no liability on the part of, and no action of any nature shall arise
against, an organization, a peer review committee, or the personnel
of apeer review committeefor any act, statement made in the confines
of the organization or committee, or proceeding thereoef of the
organization or committee made in good faith in regard to:

(1) evaluation of patient care as that term is defined and limited
in section 1(b) of this chapter; or

(2) professional review activity as defined and limited in
section 1(h) of this chapter.

(b) Notwithstanding any other law, a peer review committee, an
organization, or any other person who, in good faith and as a witness
or in some other capacity, furnishesrecords, information, or assistance
to a peer review committee that is engaged in:

(1) the evaluation of the qualifications, competence, or
professional conduct of a professional health care provider; or
(2) the evaluation of patient care;
is immune from any civil action arising from the furnishing of the
records, information, or assistance, unless the person knowingly
furnishes false records or information.

(c) The personnel of apeer review committee shall beimmunefrom
any civil action arising from any determination made in good faith in
regard to evaluation of patient care asthat term is defined and limited
in section 1(b) of this chapter.

(d) No restraining order or injunction shall be issued against a peer
review committee or any of the personnel thereof of the committee to
interfere with the proper functions of the committee acting in good
faithin regard to evaluation of patient care asthat term is defined and
limited in section 1(b) of this chapter.

(e) If the action of the peer review committee meets the standards
specified by this chapter and the federa Health Care Quality
Improvement Act of 1986, P.L.99-660, the following persons are not
liable for damages under any federal, state, or local law with respect to
the action:
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(1) The peer review committee.

(2) Any person acting as a member or staff to the peer review
committee.

(3) Any person under a contract or other formal agreement with
the peer review committee.

(4) Any person who participates with or assists the peer review
committee with respect to the action.

(f) Subsection () does not apply to damages under any federal or
state law relating to the civil rights of a person including:

(1) thefederal Civil RightsAct of 1964, 42 U.S.C. 2000e, et seq.;
and
(2) the federal Civil Rights Act, 42 U.S.C. 1981, et seq.

SECTION 42. THE FOLLOWING ARE REPEALED [EFFECTIVE
APRIL 1, 1998]: IC 6-3-7-5; IC 22-3-2-14.5; |IC 22-3-7-34.5;
IC 27-8-15-34.

SECTION 43. [EFFECTIVE JULY 1, 1998] (a) Notwithstanding
IC 27-8-10-2.1, the terms of the members of the Indiana
Comprehensive Health Insurance Association board of directors
serving on August 31, 1998, expire August 31, 1998.

(b) The commissioner shall appoint, not later than September
1, 1998, the members of the Indiana Comprehensive Health
Insurance Association board of directors as required under
IC 27-8-10-2.1(b), as amended by this act, for terms commencing
on September 1, 1998.

(c) This SECTION expires January 1, 2000.

SECTION 44. [EFFECTIVE APRIL 1, 1998] (a) IC 27-8-5-3 and
IC 27-8-5-19, both as amended by this act, apply to all accident and
sickness policies in force on April 1, 1998.

(b) IC 27-8-15-10.5, 1C 27-8-15-14, 1C 27-8-15-19, IC 27-8-15-27,
IC 27-8-15-28, all as amended by this act, and IC 27-8-15-34.1, as
added by this act, apply to all small employer health insurance
plans in force under 1C 27-8-15 on April 1, 1998.

SECTION 45. An emergency is declared for this act.
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SENATE MOTION

Mr. President: | move that Senator Randol ph be added as coauthor
of Senate Bill 292.

MILLER
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COMMITTEE REPORT

Mr. President: The Senate Committee on Health and Environmental
Affairs, towhich wasreferred Senate Bill 292, has had the same under
consideration and begs|eaveto report the same back to the Senatewith
the recommendation that said bill DO PASS.

(Reference is made to Senate Bill 292 as introduced.)

MILLER, Chairperson
Committee Vote: Yeas 7, NaysO.
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SENATE MOTION

Mr. President: | move that Senate Bill 292 be amended to read as

follows:

Page 8, delete lines 26 through 27.

Page 8, line 28, delete " (¢)" and insert "(b)".

Page 8, line 31, delete "(d)" and insert “(c)".

Page 8, line 33, delete "insured" and insert "enrollee”.

Page 8, line 36, delete "insured before the insured" and insert

"enrollee before the enrollee".

Page 8, delete lines 38 through 42.

Page 9, delete lines 1 through 7.

Page 9, line 8, delete "(4)" and insert " (2)".

Page 9, line 8, delete "insured" and insert "enrollee".

Page 9, line 8, delete "fifty (50)" and insert "forty (40)".

Page 9, line 10, before "every" delete "insured" and insert

"enrollee”.

Page9, line 10, delete ", regardless of whether theinsuredisa" and

insert".".

Page 9, delete line 11, begin anew line block indented and insert:
"(3) Any additional views that are required for proper
evaluation.

(4) Ultrasound services, if determined medically necessary by
the provider treating the enrollee."”.

Page 9, line 12, delete " (e)" and insert "(d)".

Page 9, line 14, after "a" insert "group”.

Page 9, line 15, delete "(f)" and insert " (e)".

Page 9, line 17, after "or" insert "a".

Page 9, line 20, delete "(g)" and insert "(f)".

Page 9, line 21, delete "any".

(Reference isto Senate Bill 292 as printed January 30, 1998.)
MILLER
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COMMITTEE REPORT

Mr. Speaker: Your Committee on Insurance, Corporations and
Small Business, to which was referred Senate Bill 292, has had the
same under consideration and begs|eaveto report the same back to the
House with the recommendation that said bill be amended asfollows:

Page 1, between the enacting clause and line 1, begin a new
paragraph and insert:

"SECTION 1.1C2-5-23-8, ASADDED BY P.L.11-1995, SECTION
1, ISAMENDED TO READ ASFOLLOWS [EFFECTIVE APRIL 1,
1998]: Sec. 8. Beginning May 1, 1997, the health policy advisory
committee is established. At the request of the chairman, the health
policy advisory committee shall provide information and otherwise
assist the commission to perform the duties of the commission under
this chapter. The health policy advisory committee members are ex
officio and may not vote. The heath policy advisory committee
members shall be appointed from the general public and must include
one (1) individual who represents each of the following:

(1) Theinterests of public hospitals.

(2) The interests of community mental health centers.

(3) Theinterests of community health centers.

(4) The interests of the long term care industry.

(5) The interests of health care professionals licensed under
IC 25, but not licensed under 1C 25-22.5.

(6) Theinterestsof rural hospitals. Anindividual appointed under
this subdivision must be licensed under |C 25-22.5.

(7) Theinterests of health maintenance organizations (as defined
inIC 27-13-1-19).

(8) Theinterests of for-profit health care facilities (as defined in
1€ 27-8-10-Ha))- I1C 27-8-10-1(1)).

(9) A statewide consumer organization.

(10) A statewide senior citizen organization.

(11) A statewide organization representing people with
disabilities.

(12) Organized labor.

(13) The interests of businesses that purchase health insurance
policies.

(14) The interests of businesses that provide employee welfare
benefit plans (asdefined in 29 U.S.C. 1002) that are self-funded.
(15) A minority community.

(16) The uninsured. An individua appointed under this
subdivision must be and must have been chronically uninsured.

(17) Anindividua who is not associated with any organization,
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business, or profession represented in this subsection other than
as aconsumer.

SECTION 2. IC 10-1-2-2, AS AMENDED BY P.L.40-1997,
SECTION 2,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 2. (a) Authority is granted to the department to
establish and operate an actuarially sound pension plan governed by a
pension trust and to make the necessary annual contributionin order to
prevent any deterioration in the actuarial status of the trust fund.

(b) Contributions shall be made to the trust fund by the department
and by each employee beneficiary through authorized monthly
deductions from wages.

(c) Thetrust fund may not be commingled with any other fundsand
shall be invested only in accordance with Indiana laws for the
investment of trust funds, together with such other investments as are
specifically designated in the pension trust. Subject to the terms of the
pension trust, the trustee, with the approval of the Department and the
Pension Advisory Board, may establish investment guidelines and
limitson all types of investments (including, but not limited to, stocks
and bonds) and take other action necessary to fulfill its duty as a
fiduciary for the trust fund. However, the trustee shall invest the trust
fund assets with the same care, skill, prudence, and diligence that a
prudent person acting in alike capacity and familiar with such matters
would use in the conduct of an enterprise of alike character with like
aims. The trustee shall also diversify such investments in accordance
with prudent investment standards. The investment of trust funds is
subject to section 2.5 of this chapter.

(d) The trustee shall receive and hold as trustee for the uses and
purposes set forth in the pension trust any and all funds paid by the
department, the employee beneficiaries, or by any other person or
persons.

(e) The trustee shall engage pension consultants to supervise and
assist in the technical operation of the pension plan in order that there
may be no deterioration in the actuarial status of the plan.

(f) Before October 1 of each year, the trustee, with the aid of the
pension consultants, shall prepare and fileareport with the department
and the thsdrance commissioner: state board of accounts. The report
must include the following with respect to thefiscal year ending onthe
preceding June 30:

SCHEDULE I. Receipts and disbursements.

SCHEDULE 1. Assetsof thepensiontrust, listing investments as
to book value and current market value at the end of the fiscal
yesr.
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SCHEDULE I1I. List of terminations, showing cause and amount
of refund.

SCHEDULEIV. Theapplication of actuarially computed "reserve
factors" to the payroll data, properly classified for the purpose of
computing the reserve liability of the trust fund as of the end of
the fiscal year.

SCHEDULE V. Theapplication of actuarially computed " current
liability factors' to the payroll data, properly classified for the
purpose of computing the liability of the trust fund for the end of
the fiscal year.

SCHEDULEVI. Anactuarial computation of thepensionliability
for all employeesretired before the close of the fiscal year.

(g) Theminimum annual contribution by the department must be of
sufficient amount, asdetermined by the pension consultants, to prevent
any deterioration in the actuarial status of the pension plan during that
year. If the department fail sto make the minimum contribution for five
(5) successive years, the pension trust terminates and the trust fund
shall be liquidated.

(h) Inthe event of liquidation, all expenses of the pension trust shall
be paid, adequate provision shal be made for continuing pension
payments to retired persons, and each employee beneficiary shall
receive the net amount paid into the trust fund from wages. Any
remaining sum shall be equitably divided among employee
beneficiariesin proportionto the net amount paid from their wagesinto
the trust fund.

SECTION 3. IC 16-18-2-163, ASAMENDED BY P.L.188-1995,
SECTION 1, ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JANUARY 1, 1999]: Sec. 163. (a) "Health careprovider”, for purposes
of IC 16-21 and IC 16-41, means any of the following:

(1) An individual, a partnership, a corporation, a professional
corporation, a facility, or an institution licensed or legally
authorized by this state to provide health care or professional
servicesasalicensed physician, apsychiatric hospital, ahospital,
a health facility, an emergency ambulance service (IC 16-31-3),
adentist, aregistered or licensed practical nurse, a midwife, an
optometrist, a pharmacist, a podiatrist, a chiropractor, a physical
therapist, arespiratory carepractitioner, an occupational therapist,
apsychologist, aparamedic, an emergency medical technician, or
an advanced emergency technician, or aperson whoisan officer,
employee, or agent of the individual, partnership, corporation,
professional corporation, facility, or institution acting in the
course and scope of the person’'s employment.
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(2) A college, university, or junior college that provides health
care to a student, a faculty member, or an employee, and the
governing board or aperson who isan officer, employee, or agent
of the college, university, or junior college acting in the course
and scope of the person's employment.
(3) A blood bank, community mental health center, community
mental retardation center, community health center, or migrant
health center.
(4) A home health agency (as defined in IC 16-27-1-2).
(55 A hedth maintenance organization (as defined in
IC 27-13-1-19).
(6) A health care organization whose members, shareholders, or
partners are health care providers under subdivision (1).
(7) A corporation, partnership, or professional corporation not
otherwise qualified under this subsection that:
(A) provides health care as one (1) of the corporation's,
partnership's, or professional corporation's functions;
(B) isorganized or registered under state law; and
(C) isdetermined to be eligible for coverage as a health care
provider under |C 27-12 for the corporation’s, partnership's, or
professional corporation's health care function.
Coverage for a hedth care provider qualified under this
subdivision is limited to the health care provider's health care
functions and does not extend to other causes of action.

(b) ""Health care provider*, for purposes of IC 16-22-3-9.5 and
IC 16-22-8-39.5, means an individual who holds a valid license
under Indiana law to practice:

(1) chiropractic;
(2) optometry; or
(3) podiatry.

fb) (c) "Health care provider”, for purposes of 1C 16-35:

(1) has the meaning set forth in subsection (a); Hoewever; for
ptrpeses of +€ 16-35; the term atso and

(2) includes a health facility (as defined in section 167 of this
chapter).

SECTION 4.1C16-22-3-9.5ISADDED TOTHEINDIANA CODE
AS A NEW SECTION TO READ AS FOLLOWS [EFFECTIVE
JANUARY 1, 1999]: Sec. 9.5. (a) The governing board may
delineate privileges for the provision of patient care services by a
health care provider.

(b) A health care provider is eligible for privileges to provide
patient care services, but the board shall establish and enforce
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reasonable standards and rules concerning a health care provider's
qualifications for the following:

(1) Practice in the hospital.

(2) The granting of privileges to a provider.

(3) The retention of privileges.

(c) The fact that an applicant for privileges to provide patient
care services is a health care provider may not serve as a basis for
denying the applicant privileges to provide patient care services
that are allowed under the professional license held by the
applicant.

(d) The board may determine the kinds of health care
procedures and treatments that are appropriate for an inpatient or
outpatient hospital setting.

(e) The standards and rules described in subsection (b) may, in
the interest of good patient care, allow the board to do the
following:

(1) Consider a health care provider's postgraduate education,
training, experience, and other facts concerning the provider
that may affect the provider's professional competence.

(2) Consider the scope of practice allowed under the
professional license held by a health care provider.

(3) Limit privileges for admitting patients to the hospital to
physicians licensed under I1C 25-22.5.

(4) Limit responsibility for the management of a patient’s care
to physicians licensed under I1C 25-22.5.

(5) Limit or preclude a health care provider's performance of
X-rays or other imaging procedures in an inpatient or
outpatient hospital setting. However, this subdivision does not
affect the ability of a health care provider to order x-rays
under that provider's scope of practice.

(f) The standards and rules described in subsection (b) may
include a requirement for the following:

(1) Submitting proof that a health care provider is qualified
under IC 27-12-3-2.

(2) Performing patient care and related duties in a manner
that is not disruptive to the delivery of quality care in the
hospital setting.

(3) Maintaining standards of quality care that recognize the
efficient and effective utilization of hospital resources as
developed by the hospital's medical staff.

(9) The standards and rules described in subsection (b) must
allow a health care provider who applies for privileges an
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opportunity to appear before a peer review committee that is
established by the board to make recommendations regarding
applications for privileges by health care providers before the peer
review committee makes its recommendations regarding the
applicant’s request for privileges.

(h) The board must provide for a hearing before a peer review
committee for a health care provider whose privileges have been
recommended for termination.

SECTION 5. IC 16-22-8-39.5 IS ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
[EFFECTIVE JANUARY 1, 1999]: Sec. 39.5. (a) The governing
board may delineate privileges for the provision of patient care
services by a health care provider.

(b) A health care provider is eligible for privileges to provide
patient care services, but the board shall establish and enforce
reasonable standards and rules concerning a health care provider's
qualifications for the following:

(1) Practice in the hospital.
(2) The granting of privileges to a provider.
(3) The retention of privileges.

(c) The fact that an applicant for privileges to provide patient
care services is a health care provider may not serve as a basis for
denying the applicant privileges to provide patient care services
that are allowed under the professional license held by the
applicant.

(d) The board may determine the kinds of health care
proceduresand treatments that are appropriate for an inpatient or
outpatient hospital setting.

(e) The standards and rules described in subsection (b) may, in
the interest of good patient care, allow the board to do the
following:

(1) Consider a health care provider's postgraduate education,
training, experience, and other facts concerning the provider
that may affect the provider's professional competence.

(2) Consider the scope of practice allowed under the
professional license held by a health care provider.

(3) Limit privileges for admitting patients to the hospital to
physicians licensed under IC 25-22.5.

(4) Limit responsibility for the management of a patient’s care
to physicians licensed under I1C 25-22.5.

(5) Limit or preclude a health care provider's performance of
x-rays or other imaging procedures in an inpatient or
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outpatient hospital setting. However, this subdivision does not
affect the ability of a health care provider to order x-rays
under that provider's scope of practice.

(f) The standards and rules described in subsection (b) may
include a requirement for the following:

(1) Submitting proof that a health care provider is qualified
under IC 27-12-3-2.

(2) Performing patient care and related duties in a manner
that is not disruptive to the delivery of quality care in the
hospital setting.

(3) Maintaining standards of quality care that recognize the
efficient and effective utilization of hospital resources as
developed by the hospital's medical staff.

(9) The standards and rules described in subsection (b) must
allow a health care provider who applies for privileges an
opportunity to appear before a peer review committee that is
established by the board to make recommendations regarding
applications for privileges by health care providers before the peer
review committee makes its recommendations regarding the
applicant’s request for privileges.

(h) The board must provide for a hearing before a peer review
committee for a health care provider whose privileges have been
recommended for termination.

SECTION 6.1C22-3-5-6ISAMENDED TOREAD ASFOLLOWS
[EFFECTIVE APRIL 1, 1998]: Sec. 6. (d) The worker's compensation
supplemental administrative fund is established for the purpose of
carrying out the administrative purposes and functions of the worker's
compensation board. The fund consists of fees collected from
employers under sections 1 through 2 of this chapter. and from fees
eoteeted tnder 1€ 22-3-2-14-5 and +€ 22-3-734:5: The fund shall be
administered by the worker's compensation board. Meney i the fured
tsanndety appropriated to the worker's compensation board for itstse
th earrying out the administrative purpeses and functions of the

(b) The money in the fund is not to be used to replace funds
otherwise appropriated to the board. Money in the fund at the end of
the state fiscal year does not revert to the state general fund.

SECTION 7. 1C 22-3-6-1, ASAMENDED BY P.L.258-1997(ss),
SECTION 12, ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
APRIL 1, 1998]: Sec. 1. In IC 22-3-2 through IC 22-3-6, unless the
context otherwise requires.

(a) "Employer" includesthe state and any political subdivision, any
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municipal corporation within the state, any individua or the lega
representative of a deceased individual, firm, association, limited
liability company, or corporation or thereceiver or trustee of the same,
using the services of another for pay. If the employer is insured, the
termincludesthe employer'sinsurer so far asapplicable. However, the
inclusion of an employer'sinsurer within this definition doesnot allow
an employer's insurer to avoid payment for services rendered to an
employee with the approval of the employer.

(b) "Employee" means every person, including a minor, in the
serviceof another, under any contract of hire or apprenticeship, written
or implied, except one whose employment is both casual and not inthe
usual course of the trade, business, occupation, or profession of the
employer.

(1) An executive officer elected or appointed and empowered in
accordance with the charter and bylaws of a corporation, other
than a municipal corporation or governmental subdivision or a
charitable, religious, educational, or other nonprofit corporation,
is an employee of the corporation under IC 22-3-2 through
IC 22-3-6.

(2) An executive officer of a municipal corporation or other
governmental subdivision or of a charitable, religious,
educational, or other nonprofit corporation may, notwithstanding
any other provision of IC 22-3-2 through |C 22-3-6, be brought
withinthe coverage of itsinsurance contract by the corporation by
specifically including the executive officer in the contract of
insurance. The election to bring the executive officer within the
coverage shall continuefor the period the contract of insuranceis
in effect, and during this period, the executive officers thus
brought within the coverage of the insurance contract are
employees of the corporation under 1C 22-3-2 through | C 22-3-6.
(3) Any referenceto an employeewho hasbeeninjured, whenthe
employee is dead, also includes the employee's lega
representatives, dependents, and other persons to whom
compensation may be payable.

(4) An owner of a sole proprietorship may elect to include the
owner as an employee under |C 22-3-2 through IC 22-3-6 if the
owner is actually engaged in the proprietorship business. If the
owner makesthiselection, the owner must serve upon the owner's
insurance carrier and upon the board written notice of the
election. No owner of asole proprietorship may be considered an
employee under |C 22-3-2 through |C 22-3-6 until the notice has
been received. H the ewner of a sote proprietorship is an

ES 292—LS 6765/D1 88+



91

independent eontracter i the construction trades and does not
must ebtain an effidavit of exemption tnder +€ 22-3-2-145:
(5) A partner in apartnership may elect to include the partner as
an employee under |C 22-3-2 through IC 22-3-6 if the partner is
actually engaged in the partnership business. If a partner makes
this election, the partner must serve upon the partner's insurance
carrier and upon the board written notice of the election. No
partner may be considered an employee under | C 22-3-2 through
IC 22-3-6 until the notice has been received. H a partrer h a
partnership fsan thdependent contractor i the construetion tragdes
the parther must ebtain an affidavit of exemption tnder
1€ 22-3-2-145;
(6) Real estate professionals are not employees under |C 22-3-2
through I1C 22-3-6 if:

(A) they arelicensed redl estate agents;

(B) substantially all their remuneration is directly related to

sales volume and not the number of hours worked; and

(C) they have written agreements with real estate brokers

stating that they are not to be treated as employees for tax

purposes.
A A person is an independent contractor i the constructon
trades and net an employee tnder 1€ 22-3-2 throtgh € 22-3-6 if
the person ts an independent contractor tnder the gutdetines of
€8y (7) An owner-operator that provides a motor vehicle and the
services of a driver under a written contract that is subject to
IC 8-2.1-24-23, 45 IAC 16-1-13, or 49 CFR 1057, to a motor
carrier is not an employee of the motor carrier for purposes of
IC 22-3-2 through | C 22-3-6. The owner-operator may elect to be
covered and have the owner-operator's drivers covered under a
worker's compensation insurance policy or authorized
self-insurancethat insuresthe motor carrier if the owner-operator
paysthe premiums as requested by the motor carrier. An election
by an owner-operator under this subdivision does not terminate
the independent contractor status of the owner-operator for any
purpose other than the purpose of this subdivision.
€9y (8) A member or manager in alimited liability company may
elect to include the member or manager as an employee under
IC 22-3-2 through | C 22-3-6 if the member or manager isactually
engaged inthelimited liability company business. If amember or
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manager makes this election, the member or manager must serve
upon the member's or manager's insurance carrier and upon the
board written notice of the election. A member or manager may
not be considered an employeeunder 1C 22-3-2 through 1C 22-3-6
until the notice has been received.
(c) "Minor" means an individual who has not reached seventeen
(17) years of age.
(1) Unless otherwise provided in this subsection, a minor
employee shall be considered as being of full agefor al purposes
of 1C 22-3-2 through | C 22-3-6.
(2) If the employee isaminor who, at the time of the accident, is
employed, required, suffered, or permitted to work in violation of
IC 20-8.1-4-25, the amount of compensation and death benefits,
as provided in IC 22-3-2 through IC 22-3-6, shall be double the
amount which would otherwise be recoverable. The insurance
carrier shall be liable on its policy for one-half (1/2) of the
compensation or benefits that may be payable on account of the
injury or death of the minor, and the employer shall be liable for
the other one-half (1/2) of the compensation or benefits. If the
employeeisaminor who isnot less than sixteen (16) years of age
and who has not reached seventeen (17) years of age and who at
the time of the accident is employed, suffered, or permitted to
work at any occupation which is not prohibited by law, this
subdivision does not apply.
(3) A minor employee who, at the time of the accident, is a
student performing services for an employer as part of an
approved program under 1C 20-10.1-6-7 shall be considered a
full-time employee for the purpose of computing compensation
for permanent impairment under IC 22-3-3-10. The average
weekly wages for such a student shall be calculated as provided
in subsection (d)(4).
(4) Therights and remedies granted in this subsection to aminor
under 1C 22-3-2 through | C 22-3-6 on account of personal injury
or death by accident shall exclude all rights and remedies of the
minor, the minor's parents, or the minor's personal
representatives, dependents, or next of kin at common law,
statutory or otherwise, on account of the injury or death. This
subsection does not apply to minors who have reached seventeen
(17) years of age.
(d) "Average weekly wages' means the earnings of the injured
employeeintheemployment in which the employeewasworking at the
time of the injury during the period of fifty-two (52) weeks
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immediately preceding the date of injury, divided by fifty-two (52),

except as follows:
(2) If theinjured employee lost seven (7) or more calendar days
during this period, although not in the same week, then the
earnings for the remainder of the fifty-two (52) weeks shall be
divided by the number of weeks and partsthereof remaining after
the time lost has been deducted.
(2) Where the employment prior to the injury extended over a
period of less than fifty-two (52) weeks, the method of dividing
the earnings during that period by the number of weeks and parts
thereof during which the employee earned wages shall be
followed, if results just and fair to both parties will be obtained.
Where by reason of the shortness of the time during which the
employeehasbeen inthe employment of theempl oyee'semployer
or of the casua nature or terms of the employment it is
impracticable to compute the average weekly wages, as defined
in this subsection, regard shall be had to the average weekly
amount which during the fifty-two (52) weeks previous to the
injury was being earned by a person in the same grade employed
at the samework by the same employer or, if thereisno person so
employed, by a person in the same grade employed in the same
class of employment in the same district.
(3) Wherever alowances of any character made to an employee
in lieu of wages are a specified part of the wage contract, they
shall be deemed a part of his earnings.
(4) In computing the average weekly wages to be used in
calculating an award for permanent impairment under
IC 22-3-3-10 for a student employee in an approved training
program under 1C 20-10.1-6-7, the following formula shall be
used. Calculate the product of :

(A) the student employee's hourly wage rate; multiplied by
(B) forty (40) hours.

Theresult obtained istheamount of theaverageweekly wagesfor
the student employee.

(e) "Injury" and "persona injury" mean only injury by accident
arising out of and in the course of the employment and do not include
adisease in any form except asit results from the injury.

(f) "Billing review service' refers to a person or an entity that
reviewsamedical serviceprovider'shillsor statementsfor the purpose
of determining pecuniary liability. The term includes an employer's
worker's compensation insurance carrier if the insurance carrier
performs such areview.
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(g) "Billing review standard" means the data used by a billing
review service to determine pecuniary liability.

(h) "Community" means a geographic service area based on zip
code districts defined by the United States Postal Service according to
the following groupings:

(1) The geographic service areaserved by zip codeswith thefirst
three (3) digits 463 and 464.

(2) The geographic service area served by zip codeswith thefirst
three (3) digits 465 and 466.

(3) The geographic service areaserved by zip codeswith thefirst
three (3) digits 467 and 468.

(4) The geographic service area served by zip codeswith thefirst
three (3) digits 469 and 479.

(5) The geographic service area served by zip codeswith thefirst
three (3) digits 460, 461 (except 46107), and 473.

(6) The geographic service areaserved by the 46107 zip code and
zZip codes with thefirst three (3) digits 462.

(7) The geographic service area served by zip codeswith thefirst
three (3) digits 470, 471, 472, 474, and 478.

(8) The geographic service areaserved by zip codeswith thefirst
three (3) digits 475, 476, and 477.

(i) "Medical service provider” refers to a person or an entity that
providesmedical services, treatment, or suppliesto an employee under
|C 22-3-2 through I C 22-3-6.

(i) "Pecuniary liability" means the responsibility of an employer or
theemployer'sinsurance carrier for the payment of the chargesfor each
specific service or product for human medical treatment provided
under 1C 22-3-2 through I1C 22-3-6 in adefined community, equal to or
lessthan the charges made by medical serviceprovidersat theeightieth
percentile in the same community for like services or products.

SECTION 8. IC 22-3-7-9, AS AMENDED BY P.L.258-1997(ss),
SECTION 13,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
APRIL 1, 1998]: Sec. 9. (a) As used in this chapter, "employer"
includes the state and any political subdivision, any municipal
corporation within the state, any individual or the legal representative
of a deceased individual, firm, association, limited liability company,
or corporation or the receiver or trustee of the same, using the services
of another for pay. If the employer is insured, the term includes his
insurer so far as applicable. However, the inclusion of an employer's
insurer within this definition does not allow an employer's insurer to
avoid payment for servicesrendered to an empl oyee with the approval
of the employer.
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(b) As used in this chapter, "employee” means every person,
including aminar, in the service of another, under any contract of hire
or apprenticeship written or implied, except onewhose employment is
both casual and not in the usual course of the trade, business,
occupation, or profession of the employer. For purposes of this chapter
the following apply:

(1) Any reference to an employee who has suffered disablement,
when the employeeisdead, alsoincludeshislegal representative,
dependents, and other persons to whom compensation may be
payable.
(2) Anowner of asoleproprietorship may elect toinclude himself
as an employee under this chapter if heisactually engaged in the
proprietorship business. If the owner makesthiselection, he must
serveupon hisinsurancecarrier and upon theboard written notice
of the election. No owner of a sole proprietorship may be
considered an employee under this chapter unless the notice has
been received. H the oewner of a sote proprietorship s an
thdependent eontractor tn the eonstruction trades and does rot
must ebtain an affidavit of exemption under +€ 22-3-7+345:
(3) A partner in apartnership may elect to include himself as an
employee under this chapter if he is actually engaged in the
partnership business. If a partner makes this election, he must
serveupon hisinsurancecarrier and upon theboard written notice
of the election. No partner may be considered an employee under
this chapter until the notice has been received. H a partrer ih a
partrership isan tdependent contractor in the construction tragdes
the parther must ebtain an affidavit of exemption tnder
1€ 22-3-7-345:
(4) Real estate professionalsare not employeesunder this chapter
if:

(A) they arelicensed redl estate agents;

(B) substantially all their remuneration is directly related to

sales volume and not the number of hours worked; and

(C) they have written agreements with real estate brokers

stating that they are not to be treated as employees for tax

purposes.
{5) A person is an independent contractor N the constructon
trades and niot an employee tnder this ehapter if the person tsan
independent contractor tnder the gidetnes of the Ynited States
tternal Revende Service:
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£6) (5) An owner-operator that provides a motor vehicle and the
services of a driver under a written contract that is subject to
IC 8-2.1-24-23, 45 IAC 16-1-13, or 49 CFR 1057, to a motor
carrier isnot an employee of the motor carrier for purposesof this
chapter. Theowner-operator may el ect to be covered and havethe
owner-operator's drivers covered under aworker's compensation
insurance policy or authorized self-insurance that insures the
motor carrier if the owner-operator pays the premiums as
requested by the motor carrier. An election by an owner-operator
under this subdivision does not terminate the independent
contractor statusof the owner-operator for any purpose other than
the purpose of this subdivision.

(c) As used in this chapter, "minor" means an individual who has
not reached seventeen (17) years of age. A minor employee shall be
considered as being of full age for all purposes of this chapter.
However, if the employee is a minor who, at the time of the last
exposure, is employed, required, suffered, or permitted to work in
violation of the child labor laws of this state, the amount of
compensation and death benefits, as provided in this chapter, shall be
double the amount which would otherwise be recoverable. The
insurance carrier shall be liable on its policy for one-half (1/2) of the
compensation or benefits that may be payable on account of the
disability or death of the minor, and theemployer shall bewholly liable
for the other one-half (1/2) of the compensation or benefits. If the
employeeisaminor who is not less than sixteen (16) years of age and
who has not reached seventeen (17) years of age, and who at thetime
of the last exposureis employed, suffered, or permitted to work at any
occupation which is not prohibited by law, the provisions of this
subsection prescribing double the amount otherwiserecoverabledo not
apply. Therightsand remediesgranted to aminor under thischapter on
account of disease shall exclude al rights and remedies of the minor,
his parents, his personal representatives, dependents, or next of kin at
common law, statutory or otherwise, on account of any disease.

(d) This chapter does not apply to casual laborers as defined in
subsection (b), nor to farm or agricultural employees, nor to household
employees, nor to railroad employees engaged in train service as
engineers, firemen, conductors, brakemen, flagmen, baggagemen, or
foremen in charge of yard engines and hel pers assigned thereto, nor to
their employers with respect to these employees. Also, this chapter
does not apply to employees or their employers with respect to
employments in which the laws of the United States provide for
compensation or liability for injury to the health, disability, or death by
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reason of diseases suffered by these employees.

(e) As used in this chapter, "disablement” means the event of
becoming disabled from earning full wages at the work in which the
employee was engaged when last exposed to the hazards of the
occupational disease by the employer from whom he claims
compensation or equal wages in other suitable employment, and
"disability" meansthe state of being so incapacitated.

(f) For the purposes of this chapter, no compensation shall be
payable for or on account of any occupational diseases unless
disablement, as defined in subsection (e), occurs within two (2) years
after the last day of the last exposure to the hazards of the disease
except for the following:

() In al cases of occupational diseases caused by the inhalation
of silica dust or coa dust, no compensation shall be payable
unless disablement, as defined in subsection (€), occurs within
three (3) yearsafter thelast day of thelast exposureto the hazards
of the disease.

(2) Inall cases of occupational disease caused by the exposureto
radiation, no compensation shall be payable unless disablement,
as defined in subsection (€), occurs within two (2) yearsfrom the
date on which the employee had knowledge of the nature of his
occupational disease or, by exercise of reasonable diligence,
should have known of the existence of such disease and its causal
relationship to his employment.

(3) Inal cases of occupational diseases caused by the inhalation
of asbestos dust, no compensation shall be payable unless
disablement, as defined in subsection (€), occurs within three (3)
years after the last day of the last exposure to the hazards of the
diseaseif thelast day of thelast exposurewasbefore July 1, 1985.
(4) In al cases of occupational disease caused by the inhalation
of asbestos dust in which the last date of the last exposure occurs
onor after July 1, 1985, and before July 1, 1988, no compensation
shall be payable unless disablement, as defined in subsection (e),
occurs within twenty (20) years after the last day of the last
exposure.

(5) In al cases of occupational disease caused by the inhalation
of asbestos dust in which the last date of the last exposure occurs
on or after July 1, 1988, no compensation shall be payable unless
disablement (as defined in subsection (€)) occurs within
thirty-five (35) years after the last day of the last exposure.

(g) For the purposes of this chapter, no compensation shall be
payable for or on account of death resulting from any occupational
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disease unless death occurs within two (2) years after the date of
disablement. However, this subsection does not bar compensation for
death:
(1) where death occurs during the pendency of aclaimfiled by an
employee within two (2) years after the date of disablement and
which claim has not resulted in a decision or has resulted in a
decision which isin process of review or appeal; or
(2) where, by agreement filed or decision rendered, a
compensabl e period of disability hasbeen fixed and death occurs
within two (2) years after the end of such fixed period, but in no
event later than three hundred (300) weeks after the date of
disablement.

(h) As used in this chapter, "billing review service" refers to a
person or an entity that reviews a medical service provider's bills or
statementsfor the purpose of determining pecuniary liability. Theterm
includes an employer's worker's compensation insurance carrier if the
insurance carrier performs such areview.

(i) Asused inthischapter, "billing review standard" meansthe data
used by abilling review service to determine pecuniary liability.

(j) Asusedinthischapter, "community" meansageographic service
area based on zip code districts defined by the United States Postal
Service according to the following groupings:

(1) The geographic service areaserved by zip codeswith thefirst
three (3) digits 463 and 464.

(2) The geographic service areaserved by zip codeswith thefirst
three (3) digits 465 and 466.

(3) The geographic service areaserved by zip codeswith thefirst
three (3) digits 467 and 468.

(4) The geographic service areaserved by zip codeswith thefirst
three (3) digits 469 and 479.

(5) The geographic service areaserved by zip codeswith thefirst
three (3) digits 460, 461 (except 46107), and 473.

(6) The geographic service areaserved by the 46107 zip codeand
Zip codes with the first three (3) digits 462.

(7) The geographic service areaserved by zip codeswith thefirst
three (3) digits 470, 471, 472, 474, and 478.

(8) The geographic service areaserved by zip codeswith thefirst
three (3) digits 475, 476, and 477.

(k) As used in this chapter, "medical service provider" refersto a
person or an entity that provides medical services, treatment, or
supplies to an employee under this chapter.

() As used in this chapter, "pecuniary liability" means the
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responsibility of anemployer or theemployer'sinsurancecarrier for the
payment of the charges for each specific service or product for human
medical treatment provided under thischapter in adefined community,
egual to or less than the charges made by medical service providers at
the eightieth percentile in the same community for like services or
products.

SECTION 9. IC 27-1-3-15, AS AMENDED BY P.L.116-1994,
SECTION 6, ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1,1998]: Sec. 15. (a) Except as provided in subsection (g), the
commissioner shall collect the following fees when the documents
described in this subsection are delivered to the commissioner for
filing:

Document Fee
Articlesof incorporation .......................... $ 350
Amendment of articles of
INCOrPOration . ..........c.oiiiiiiieeiniinn... $ 10
Filing of annual statement
and consolidated statement ........................ $ 100
Annual renewal of company license
fOB $ 50
Appointment of commissioner for
SEIVICEOf PrOCESS . . .\ e et e $ 10
Withdrawal of certificate
ofauthority .............c i $ 25
Certified statement of condition .................... $ 5
Any other document required to be
filedby thisarticle ............................... $ 25

(b) The commissioner shall collect a fee of ten dollars ($10) each
time process is served on the commissioner under thistitle.

(c) The commissioner shall collect the following fees for copying
and certifying the copy of any filed document relating to adomestic or
foreign corporation:

Per pageforcopying ...................... As determined by
the commissioner but not to exceed actual cost
For thecertificate .. .. ... $10

(d) Each domestic and foreign insurer shall remit annually to the
commissioner for deposit into the department of insurance fund
established by 1C 27-1-3-28 three hundred fifty dollars ($350) as an
internal audit fee. All assessment insurers, farm mutuals, fraternal
benefit societies, and health maintenance organizations shall remit to
the commissioner for deposit into the department of insurancefund one
hundred dollars ($100) annually as an internal audit fee.
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(e) Beginning July 1, 1994, each insurer shal remit to the
commissioner for deposit into the department of insurance fund
established by IC 27-1-3-28 afee of thirty-five dollars ($35) for each
policy, rider, and endorsement filed with the state. However, each
policy, rider, and endorsement filed as part of a particular product
filing and associated with that product filing shall be considered to be
asinglefiling and subject only to one (1) thirty-five dollar ($35) fee.
(f) The commissioner shall pay into the state general fund by the
end of each calendar month the amounts collected during that month
under subsections (a), (b), and (c).-of this section:
(g) The commissioner may not collect fees for quarterly
statements filed under IC 27-1-20-33.
SECTION 10. IC 27-1-3-20 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE APRIL 1, 1998]: Sec. 20. (a) The
commissioner may issueacertificate of authority to any company when
it shall have complied with the requirements of the laws of this state so
as to entitle it to do business herein. The certificate shall be issued
under the seal of the department authorizing and empowering the
company to make the kind or kinds of insurance specified in the
certificate. No certificate of authority shall be issued until the
commissioner has found that:
€&y (1) the company has submitted a sound plan of operation; and
by (2) the general character and experience of the incorporators,
directors, and proposed officers is such as to assure reasonable
promise of a successful operation, based on the fact that such
persons are of known good character and that there is no good
reason to believe that they are affiliated, directly or indirectly,
through ownership, control, management, reinsurance
transactions, or other insurance or business relations with any
person or persons known to have been involved in the improper
manipulation of assets, accounts, or reinsurance.

No certificate of authority shall be denied, however, under subdivision

€& (1) or tby (2) until notice, hearing, and right of appeal has been

given as provided in IC 4-21.5.

(b) Every company possessing a certificate of authority shall notify
the commissioner of the election or appointment of every new director
or principal officer, within thirty (30) days thereafter. If in the
commissioner's opinion such a new principal officer or director does
not meet the standards set forth in this section, he shall request that the
company effect the removal of such persons from office. If such
removal is not accomplished as promptly as under the circumstances
and in the opinion of the commissioner is possible, then upon noticeto
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both the company and such principal officer or director and after
notice, hearing, and right of appeal pursuant to IC 4-21.5, and after a
finding that such person isincompetent or untrustworthy or of known
bad character, the commissioner may order theremoval of such person
from office and may, unless such removal is promptly accomplished,
suspend the company's certificate of authority until thereiscompliance
with such order.

(c) No company shall transact any business of insurance under
IC 22 or IC 27, or hold itself out as a company in the business of
insurance inthisstate Indiana until it shall havereceived acertificate
of authority as prescribed in this section. ane:

(d) No company shall make, issue, deliver, sell, or advertise any
kind or kinds of insurance not specified in steh the company’s
certificate of authority.

SECTION 11. IC 27-1-8-13 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 13. (a) Any domestic
mutual insurance company may by amendment of its articles of
incorporation convert to a stock insurance company only upon
compliance with the requirements of this section and applicable
requirements of sections 1 through 8 and 11 of this chapter.

(b) The board of directors of any such mutual company shall first
adopt a resolution proposing the amendment to its articles of
incorporation, as required by section 2 of this chapter, and proposing
aplan of conversion of such mutual company into a stock insurance
company. Such plan of conversion shall set forth the following:

(1) The terms and conditions of the plan of conversion and the
manner and basis of carrying the same into effect.
(2) A fermuta Formulas for:
(A) the determination of the equity or share, if any, of each
member or policyholder in the entire net worth or initial issue
of capital stock of the company; and
(B) fer the determination and preservation of the participation
rights, if any, in future earnings from each class of existing
insurance policies.
(3) A If the procedures of subdivision (5)(A) are applicable, a
statement of the entire net worth of the company attested by two
(2) independent actuaries, each of whom is a member of the
American Academy of Actuaries, and under the procedures of
subdivision (5)(A) or (5)(B), written opinions by such actuaries
that thefermutaformulas and preeedure procedures requiredin
subdivision (2) +s are fair and equitable to the members and
policyholders of the company.

ES 292—LS 6765/D1 88+



102

(4) Fhat A statement of the members or policyholdersentitled to
participatein the conversion, as provided in the plan, which shall
include all membersand policyholders of the company who have
voting rights as of the effective date of the amendment and the
plan of conversionor as of an earlier date as the commissioner
may approve.
(5) A statement that the members and or policyholders of the
company, as defined in subdivision (4), shall have the right to
capital stock of the company or to a payment of cash from the
company under one (1) of the following procedures, as
specified by the company in the plan of conversion:
(A) The members and policyholders of the company shall
have the first right to acquire al the proposed initial issue of
capital stock of the company by afair allocation of the rights
to acquire such stock among such members or policyholders,
provided that such right to acquire such shares shall be
exercised within adesignated reasonabl e period, which period
shall not be less than thirty (30) days, with the right to apply
the amount of equity, if any, as determined under the fermtta
formulas in subdivision (2)(A) upon the purchase price of
such shares; provided, further, that:
(i) theright shall be exercised by awritten electioninaform
provided by the company, and payment for any balance due
upon such shares, after the aforesaid credit, if any, shall be
made in cash within such time asis fixed in the plan;
{6y Fhet (ii) any shares not acquired by a member or
policyholder, as provided in subdiviston {5); the prior
provisions of this clause, may be offered to otherswho may
or may not be members or policyholders at the same or a
higher price per share than that provided for under
subdivision (5)- the prior provisions of this clause; and
A Fhat (iii) at atime specified in the plan, payment to each
dissenting member or policyholder shall be madein cash of
the amount, if any, as provided under the plan for payment
to dissenting members or policyholders, such dissenting
members or policyholders being those who do not acquire
shares as provided in subdiviston {5)- this clause.
(B) The members or policyholders of the company shall
receive all of the initial issue of capital stock of the
company, without payment of any consideration to the
company, by a fair allocation of such stock among such
members or policyholders, if the commissioner is satisfied:
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(i) that the company will assure that an active public
trading market for the capital stock of the company will
develop within a reasonable time after the effective date
of the plan of conversion or after the delivery of stock
certificates to the members or policyholders; and
(ii) with the terms and conditions of any public offering
or other stock offerings or sales by the company
proposed to be made during the three (3) year period
following the effective date of the plan of conversion,
including any stock subscription rights of the members
and policyholders.
(6) The plan of conversion may include procedures for:
(A) establishment of a noninsurance stock holding
corporation for the company concurrent with or
immediately following the effective date of the plan of
conversion and for the exchange or conversion of the
members' or policyholders' rights to and interests in
capital stock of the company for or into equivalent rights
to and interests in capital stock of the noninsurance stock
holding corporation;
(B) delayed delivery of stock certificates or cash to the
members or policyholders of the company, or restrictions
on sale or transfer of capital stock by members or
policyholders of the company, for a reasonable time
following the effective date of the plan of conversion; and
(C) delayed establishment of the formulas required by
subdivision (2)(A) or establishment in the plan of
conversion of specific conditional or alternative formulas.
€8 (7) The plan of conversion may contain such other terms
and provisions as the company deems necessary or desirable.

(c) Any such mutual insurance company shal file with the
department, following the adoption by its board of directors of such
resolution proposing the amendment and plan of conversion, and
before its submission to avote by its members or policyholders, three
(3) copies of the proposed amendment to the articles of incorporation,
together with three (3) copies of the plan of conversion and such other
supporting documents as the company or the department deems
necessary.

(d) The insurance commissioner shall hold a hearing upon the
terms, conditions, and provisions of the plan of conversion, at which
hearing the policyholdersof the company and any other interested party
shall have the right to appear and become a party to the proceedings.
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Thecommissioner shall requirethe company to produce such evidence
as he shall deem necessary to establish that the plan of conversion
meetsthe requirements set forth in this section and further that itisfair
and equitabl e to the members and policyholders of the company. Such
hearing shall be commenced not less than twenty (20) days after the
date on which the amendment and plan of conversion are presented to
the department, and shall be held in the city of Indianapolis, Indiana,
at such place, date, and time as the department shall specify. Notice of
the hearing shall be published in anewspaper of general circulationin
the city wherein is located the principal office of the company and in
the city of Indianapolis once a week for two (2) successive weeks.
Written notice of the hearing shall be mailed by the company to its
members and policyholders having voting rights at least ten (10) days
prior to the hearing. Except as otherwise provided in this section, the
hearing and the determination made therein shall be subject to
IC 4-21.5-3.

(e) The commissioner shall issue an order approving the plan of
conversion as filed with the department by the company with such
modifications therein as a mgjority of the board of directors of the
company shall approve if the commissioner finds that:

(2) the plan, including all such modifications, if effected, will
meet all the requirements set forth in this section;

(2) such planisequitableto the membersand policyhol ders of the
company;

(3) thetermsand conditions of the plan of conversion arefair and
reasonabl e;

(4) upon consummation of the plan of conversion the paid-in
capital and surplus of the company shall bein an amount not less
than the minimum paid-in capital and surplusrequiredto organize
a domestic stock insurance company to transact like kinds of
insurance; and

(5) al therightsof every member and policyholder asfixedinany
policy of insurance of the company, excluding voting rights, if
any, shall be and remain unaffected by the proposed conversion
and shall continueinfull forcein accordancewiththetermsof the
policy of each such member and policyholder.

(f) The order of the commissioner approving or disapproving the
plan of conversion shall be filed in the department within thirty (30)
days after the last day of the hearing before the commissioner. The
department shall promptly give notice of such order to all personswho
appeared at the hearing and requested to be made parties to the
proceedings, and the department shall endorse the commissioner's
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approval or disapprova on the plan of conversion in the manner
provided in IC 27-1-6-8 and shall deliver copies thereof to the
company. The company or any person who was made a party to such
proceedings aggrieved by such order shall be entitled to a judicial
review thereof in accordance with IC 4-21.5-5. Subject only to such
judicial review, the determination and order of the commissioner (or
the court upon judicial review) in approving or disapproving the plan
of conversion shall be binding and conclusive upon all parties to the
proceedings and al policyholders or members with respect to the
fairnessof the plan anditscompliancewith thisarticle and with respect
to the proportionate share, if any, of each policyholder or member in
the equity or capital stock of the company and the value or
proportionate share, if any, of his membership interests or rights as
determined under the formtta formulas referred to in subsection
(b)(2).
(g) The plan of conversion and the proposed amendment to the
articles of incorporation, as finally approved, shall be submitted to a
vote of the members or policyholders, as provided in section 3 of this
chapter, and if the proposed plan of conversion and proposed
amendment shall be adopted as provided in section 3 of this chapter,
the company shall proceed to consummate the plan of conversion and
comply with the applicable provisions of sections 4 through 8 and 11
of this chapter.
(h) Notwithstanding the adoption of the plan of conversion by the
policyholders and at any time prior to the effective date of the plan of
conversion, the plan and proposed amendment may be abandoned
pursuant to a provision for such abandonment, if any, contained in the
plan of conversion.
(i) The plan of conversion and proposed amendment to the articles
of incorporation shall become effective upon the later of:
(1) the date and time of approval of the articles of amendment by
the secretary of state as provided in section 8 of this chapter; and
(2) the date and time of filing with the department a certificate
setting forth the plan of conversion and the manner of itsapproval
by the directorsand policyhol ders of the company, which shall be
executed on behalf of the company by its president or a vice
president;

unless a later date and time is specified in the plan of conversion, in

which event the plan of conversion and amendment shall become

effective and take place upon such later date and time.

(1) When the plan of conversion and proposed amendment to the
articles of incorporation become effective:
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(1) the company shall be converted from a mutual insurance
company to a stock insurance company and shall have al the
rights, privileges, immunities, and powers and shall be subject to
all thedutiesand liabilities of astock insurance company existing
under this article; and
(2) the rights and interests of every member and policyholder
existing by virtue of being a member or policyholder of the
mutual company, of any nature whatsoever, including voting
rights, shall cease.
Provided, however, that rightsof every member and policyholder under
any contract of insurance shall continuein forcein accordancewiththe
terms, provisions, and conditions of such contract, including rights, if
any, to policyholder dividends.

SECTION 12. I1C 27-1-15.5-3, ASAMENDED BY P.L.185-1996,
SECTION 2,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 3. (a) A person may not act asor hold himself out
to be an insurance agent, surplus lines insurance agent, limited
insurance representative, or consultant unless he is duly licensed. An
insurance agent, surplus lines insurance agent, or limited insurance
representative may not make application for, procure, negotiate for, or
place for others any policies for any kinds of insurance asto which he
is not then qualified and duly licensed. An insurance agent and a
limited insurancerepresentativemay receivequalificationfor alicense
inone (1) or more of thekinds of insurance defined in Class|, Classll,
and Class |1l of IC 27-1-5-1. A surplus lines insurance agent may
receive qualification for alicense in one (1) or more of the kinds of
insurance defined in Class|1 and Class|I1 of IC 27-1-5-1frominsurers
that are authorized to do business in one (1) or more states of the
United States of America but which insurers are not authorized to do
business in Indiana, whenever, after diligent effort, as determined to
the satisfaction of theinsurance department, such licenseeisunableto
procure the amount of insurance desired from insurers authorized and
licensed to transact businessin Indiana. The commissioner may issue
a limited insurance representative's license to the following without
examination:

(1) apersonwhoisaticket-selling agent of acommon carrier who
will act only with reference to the issuance of insurance on
personal effects carried as baggage, in connection with the
transportation provided by such common carrier;

(2) a person who will only negotiate or solicit limited travel
accident insurance in transportation terminals;

(3) aperson who will only negotiate or solicit insurance covered

ES 292—LS 6765/D1 88+



107

by IC 27-8-4;

(4) a person who will only negotiate or solicit insurance under
Class|I(j); or

(5) to any person who will negotiate or solicit akind of insurance
that the commissioner finds does not require an examination to
demonstrate professional competency.

(b) A corporationor limited liability company may belicensed asan
insurance agent, surplus lines insurance agent, or limited insurance
representative. Every officer, director, stockholder, or employee of the
corporation or limited liability company personally engagedin Indiana
insoliciting or negotiating policiesof insuranceshall beregisteredwith
the commissioner as to its license, and each such member, officer,
director, stockholder, or employee shall also qualify as an individual
licensee. However, this section does not apply to a management
association, partnership, or corporation whose operations do not entail
the solicitation of insurance from the public.

(c) The commissioner may not grant, renew, continue or permit to
continue any licenseif hefindsthat the licenseisbeing or will be used
by the applicant or licensee for the purpose of writing controlled
business. "Controlled business* means:

(1) insurance written on the interests of the licensee or those of
hisimmediate family or of his employer; or
(2) insurance covering himself or members of his immediate
family or acorporation, limited liability company, association, or
partnership, or the officers, directors, substantial stockholders,
partners, members, managers, employees of such a corporation,
limited liability company, association, or partnership, of which he
is or a member of his immediate family is an officer, director,
substantial stockholder, partner, member, manager, associate, or
employee.
However, this section does not apply to insurance written or interests
insured in connection with or arising out of credit transactions. Such a
license shall be deemed to have been or intended to be used for the
purpose of writing controlled business, if the commissioner finds that
during any twelve(12) month period the aggregate commissionsearned
from such controlled business has exceeded twenty-five percent (25%)
of the aggregate commission earned on all business written by such
applicant or licensee during the same period.

(d) An insurer, insurance agent, surplus lines insurance agent, or
limited insurance representative may not pay any commission,
brokerage, or other valuabl e consideration to any personfor servicesas
an insurance agent, surpluslinesinsurance agent, or limited insurance
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representative within Indiana, unless the person held, at the time the
services were performed, avalid license for that kind of insurance as
required by thelaws of Indianafor such services. A person, other than
a person duly licensed by the state of Indiana as an insurance agent,
surpluslinesinsurance agent, or limited insurance representative, may
not, at the time such services were performed, accept any such
commission, brokerage, or other val uable consideration. However, any
such person duly licensed under this chapter may:
(1) pay or assign hiscommissions or direct that his commissions
be paid:
(A) to apartnership of which heisamember, an employee, or
an agent; or
(B) to a corporation of which he is an officer, employee, or
agent; or
(2) pay, pledge, assign, or grant a security interest in the person's
commission to alending institution as collateral for aloan if the
payment, pledge, assignment, or grant of asecurity interestisnot,
directly or indirectly, in exchange for insurance services
performed.
This section shall not prevent payment or receipt of renewal or other
deferred commissions to or by any person entitled thereto under this
section.

(e) The license shall state the name and resident address of the
licensee, date of issue, the renewal or expiration date, the line or lines
of insurance covered by the license, and such other information asthe
commissioner considers proper for inclusion in the license.

(f) All licensesissued under this chapter shall continuein force not
longer than twenty-four (24) months. The insurance department shall
establish procedures for the renewal of licenses. A license may be
renewed after it expires as follows:

(1) # A person who applies for alicense renewal of his teense
not more than twenty-four (24) months bt fio mere than sxty
{66} months after it the person’'s license expires e must:
pay a reinstatement fee of one hundred dottars ($160) ptus
edrrent fees: or
(A) satisfy the requirements of IC 27-1-15.5-7.1(b); and
(B) pass to the department's satisfaction the laws portion of
the examination required of an applicant under
IC 27-1-15.5-4(g)(5) for the type of license for which the
person seeks renewal .
(2) t A person who applies for a license renewal of his ticense
more than sixty {66} twenty-four (24) months after it expireshe
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must successfully complete the education requirements of
IC 27-1-15.5-4(e) and pass to the department's satisfaction the
examination required of an applicant for the type of license for
which the person seeks renewal.
All license renewals must be accompanied by payment of the renewal
fee as provided in section 4(d) of this chapter.

(9) A license as an insurance agent, surplus lines insurance agent,
or limited insurance representative may not be required of the
following:

(1) Any regular salaried officer or employee of an insurance
company, or of alicensed insuranceagent, surpluslinesinsurance
agent, or limited insurance representative if such officer or
employee's duties and responsibilities do not include the
negotiation or solicitation of insurance.

(2) Persons who secure and furnish information for the purpose
of group or wholesale life insurance, or annuities, or group,
blanket, or franchisehealthinsurance, or for enrollingindividuals
under such plans or issuing certificates thereunder or otherwise
assisting in administering such plans, where no commission is
paid for such service.

(3) Employers or their officers or employees, or the trustees of
any employee trust plan, to the extent that such employers,
officers, employees, or trustees are engaged in the administration
or operation of any program of employee benefits for their own
employees or the employees of their subsidiaries or affiliates
involving the use of insurance issued by a licensed insurance
company, provided that such employers, officers, employees, or
trusteesarenot in any manner compensated, directly or indirectly,
by the insurance company issuing such insurance.

(h) An insurer shall require that a person who, on behalf of the
insurer, makes any oral, written, or electronic communication with an
individual regarding insurance coverage, rates, benefits, or policy
terms, for the purpose of soliciting insurance shall be licensed under
this chapter.

(i) A violation of subsection (h) is deemed an unfair method of
competition and an unfair and deceptive act and practice in the
business of insurance subject to the provisions of 1C 27-4-1-4.".

Page 2, deletelines 11 through 12, begin anew line block indented
and insert:

(7 A:
(A) conviction of; or
(B) plea of guilty, no contest, or nolo contendere to;
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afelony or misdemeanor involving moral turpitude.”.

Page 4, between lines 5 and 6, begin a new paragraph and insert:

"SECTION 14. 1C 27-1-20-33, ASAMENDED BY P.L.251-1995,
SECTION 16, ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 33. (a) Asused in this section, "insurer” refersto
each:

(1) domestic company;
(2) foreign company; and
(3) alien company;
that is authorized to transact business in Indiana.

(b) Asusedinthissection, "NAIC" meansthe National Association
of Insurance Commissioners.

(c) On or before March 1 of each year, aninsurer shall file with the
National Association of Insurance Commissioners and with the
department acopy of theinsurer'sannual statement convention blank
and additional filingsprescribed by the commissioner for the preceding
year. Aninsurer shall also file quarterly statementswiththe NAIC and
with the department on or before May 15, August 15, and November
15 of each year in a form prescribed by the commissioner. The
information filed with the NAIC under this subsection:

(1) must be:
(A) in the same format; and
(B) of the same scope;
as is required by the commissioner under section 21 of this
chapter;
(2) to the extent required by the NAIC, must include the signed
jurat page and the actuarial certification; and
(3) must be filed on diskette in accordance with NAIC diskette
filing specifications.
The commissioner may grant an exemption from the requirement of
subdivision (3) to domestic companiesthat operate only in Indiana. If
an insurer files any amendment or addendum to an insurer's annual
statement convention blank or quarterly statement with the
commissioner, the insurer shall also file a copy of the amendment or
addendum with the NAIC. Annual and quarterly financial statements
are deemed filed with the NAIC when delivered to the address
designated by the NAIC for thefilings regardless of whether thefiling
is accompanied by any applicable fee.

(d) The commissioner may, for good cause, grant an insurer an
extension of time for the filing required by subsection (c).

(e) A foreign company that:

(1) isdomiciled in a state that has alaw substantially similar to
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subsection (c); and

(2) complies with that law;
shall be considered to be in compliance with this section.

(f) In the absence of actual malice:

(1) members of the NAIC;

(2) duly authorized committees, subcommittees, and task forces

of members of the NAIC;

(3) delegates of members of the NAIC;

(4) employees of the NAIC; and

(5) other personsresponsiblefor collecting, reviewing, analyzing,

and disseminating information developed from the filing of

annual statement convention blanks under this section;
shall be considered to be acting as agents of the commissioner under
the authority of this section and are not subject to civil liability for
libel, dlander, or any other cause of action by virtue of the collection,
review, analysis, or dissemination of thedataand information collected
from the filings required by this section.

(g) The commissioner may suspend, revoke, or refuse to renew the
certificate of authority of aninsurer that failstofiletheinsurer'sannual
statement convention blank or quarterly statements with the NAIC or
with the department within the time allowed by subsection (c) or
(d).".

Page 6, between lines 25 and 26, begin anew paragraph and insert:

"SECTION 16. IC 27-7-2-7 IS AMENDED TO READ AS
FOLLOWSI[EFFECTIVEJULY 1,1998]: Sec. 7. Stock companiesand
nonstock companies shall be represented in the bureau management
andonall committees. Participation in the bureau management and
its committees is restricted to those companies maintaining at least
five million dollars ($5,000,000) in worker's compensation writings
in Indiana. In case of atie votein any committee or governing body of
said bureau, the insurance commissioner shall decide the matter.

SECTION 17. IC 27-7-2-8 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 8. The bureau shall
admit to membership every company holding a certificate of
authority and lawfully engaged inwholeor in part in writing worker's
compensation insurance in Indiana.

SECTION 18. IC 27-7-2-20 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVEJULY 1, 1998]: Sec. 20. (a) Every company
shall adhere to manual rules, policy forms, a statistica plan, a
classification system, and experience rating plan filed by the bureau
and approved by the commissioner.

(b) The commissioner shall designate the bureau to assist in
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gathering, compiling, and reporting relevant statistical information.
Every company shall record and report its worker's compensation
experience to the bureau according to the statistical plan approved by
thecommissioner. Thereport shall includeany deviation fromthefiled
recommended minimum premiums and rates, in total and by
classification. The bureau shall annually submit data concerning these
deviations to the department. Upon receipt, the department shall
evaluate the data and prepare a report concerning the effect of
competitive rating in Indiana. The department shall sabmit fifty {56}
eoptes of make the report available to the tegistative services ageney
by 1o not later than Setober 31; 1996; and no tater than October 31 of
each year. thereafter: The department shat nottfy each member of the
general assembty that the report s avattabte from the tegistative
services ageney and shalt briefty summarize the eonclustons of the
report for each member:

(c) Every company shall adhere to the approved manual rules,
policy forms, statistical plan, classification system, and experience
rating plan in the recording and reporting of data to the bureau.

(d) Copiesof dl approved classifications, rules, and forms shall be
provided to the worker's compensation board.

SECTION 19. IC 27-7-9-8, AS AMENDED BY P.L.116-1994,
SECTION57,ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
JULY 1, 1998]: Sec. 8. () Coverage for damage due to mine
subsidence must be available as an additional form of coverage under
any insurancepolicy providing thetypeof insurance describedin Class
3(a) of IC 27-1-5-1 to directly cover one (1) or more structureslocated
in a county identified under section 6 of this chapter. The mine
subsidence coverage must be available in an amount adequate to
indemnify the insured to the extent of the lossin actual cash value of
the covered structure due to mine subsidence, less a deductible equal
to two percent (2%) of the insured value of the structure under the
policy. However, the deductible must be no lessthan two hundred fifty
dollars ($250) and no more than five hundred dollars ($500).

(b) An insurer proposing to issue of rerew a policy providing the
type of insurance described in Class 3(a) of 1C 27-1-5-1 to cover one
(1) or more structures located in a county identified under section 6 of
this chapter shall inform the petieyhetder of prospective policyholder
of the availability of mine subsidence coverage under this section. An
insurer shall inform the petieyhotder of prospective policyhol der of the
availability of mine subsidence coverage under this subsection when
apolicy described in this subsection isissued. and each time a poticy
described i this subsection s renrewed: However, an insurer is not

ES 292—LS 6765/D1 88+



113

required to inform a petieyhetder of prospective policyholder of the
availability of mine subsidence coverageif (&) theissuance et renewat
of the policy will take place after June 30, $997 2000. or {2} the peticy
to be renewed atready tactudes mine subsidence coverage:

(c) When an insurer informs a peticyhotder or prospective
policyholder of the amount of the premium for the mine subsidence
coverage that is available as an additional form of coverage under a
policy as required by subsection (@), the premium for the mine
subsidence coverage must be stated separately from the premium for
the other coverage provided by the policy. The amount of the premium
for mine subsidence coverage provided by aninsurer under thissection
must be set according to the premium level set by the commissioner
under section 10 of this chapter.

(d) Except as provided in subsection (f), an insurance policy
providing the type of insurance described in Class 3(a) of IC 27-1-5-1
to directly cover one (1) or more structures located in a county
identified under section 6 of this chapter must include the mine
subsidence coverage provided for under subsection (a) if the
prospective insured (before issuance of the policy) or the insured
(before renewal of the policy) indicates that the coverage is to be
included in the policy.

(e) Aninsurer is not required to provide mine subsidence coverage
under subsection (@) under any insurance policy in an amount
exceeding theamount that i s reimbursabl e from the fund under section
9(a)(4) of this chapter.

(f) Aninsurer must decline to make the mine subsidence coverage
provided for under subsection (@) available to cover a structure
evidencing unrepaired mine subsidence damage, until necessary repairs
are made. An insurer may aso decline to make the mine subsidence
coverage available under an insurance policy if the insurer has:

(1) declined to issue the policy;

(2) declined to renew the policy; or

(3) canceled all coverage under the policy for underwriting
reasons unrelated to mine subsidence.

SECTION 20. IC 27-8-5-1 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVEJULY 1, 1998]: Sec. 1. () Theterm "policy
of accident and sickness insurance”, as used in this chapter, includes
any policy or contract covering one (1) or more of the kinds of
insurance described in Class 1(b) or 2(a) of 1C 27-1-5-1. Such policies
may be on the individua basis under this section and sections 2
through 9 of this chapter, on the group basis under this section and
sections 16 through 19 of thischapter, on the franchise basisunder this
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section and section 11 of this chapter, or on a blanket basis under
section 15 of this chapter and (except as otherwise expressly provided
in this chapter) shall be exclusively governed by this chapter.

(b) No poalicy of accident and sickness insurance may be issued or
delivered to any person in this state, nor may any application, rider, or
endorsement be used in connection with an accident and sickness
insurance policy until a copy of the form of the policy and of the
classification of risks and the premium rates, or, in the case of
assessment compani es, the estimated cost pertaining thereto, havebeen
filed with the commissioner. This section is applicable aso to
assessment companies and fraternal benefit associations or societies.

(c) No palicy of accident and sicknessinsurance may beissued, nor
may any application, rider, or endorsement be used in connection with
a policy of accident and sickness insurance, until the expiration of
thirty (30) days after it has been filed under subsection (b), unlessthe
commissioner gives hiswritten approval to it before the expiration of
the thirty (30) day period.

(d) The commissioner may, withinthirty (30) daysafter thefiling of
any ferm policy, application, rider, or endorsement under subsection
(b), disapprove the ferm: filing:

(2) if, in the case of an individua accident and sickness forim;
filing, the benefits provided therein are unreasonablein relation
to the premium charged; or

(2) if, inthe case of an individual, blanket, or group accident and
sicknessfor; filing, it containsaprovision or provisionsthat are
unjust, unfair, inequitable, misleading, or deceptive or that
encourage misrepresentation of the policy.

(e) If the commissioner notifies the insurer that fited a form made
a filing that the form filing does not comply with this section, it is
unlawful thereafter for the insurer to issue or use the form of tse it
filing in connection with any policy. In the notice given under this
subsection, the commissioner shall specify the reasons for his
disapproval and state that ahearing will be granted within twenty (20)
days after request in writing by the insurer.

(f) The commissioner may at any time, after a hearing of which not
less than twenty (20) dayswritten notice has been given to theinsurer,
withdraw hisapproval of any ferm fited filing under subsection (b) on
any of the grounds stated in this section. It is unlawful for the insurer
toissuetheform or usett the filing in connection with any policy after
the effective date of the withdrawal of approval. The notice of any
hearing called under this subsection must specify the matters to be
considered at the hearing, and any decision affirming disapproval or
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directing withdrawal of approval under this section must bein writing
and must specify the reasons for the decision.

(9) Any order or decision of the commissioner under this sectionis
subject to review under 1C 4-21.5.

SECTION 21. IC 27-8-5-3, AS AMENDED BY P.L.93-1995,
SECTION 8,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 3. (a) Except as provided in subsection (c), each
policy delivered or issued for delivery to any personin this state shall
contain the provisions specified in this subsection in the words in
which the same appear in this section. However, theinsurer may, at its
option, substitute for one (1) or more of the provisions corresponding
provisions of different wording approved by the commissioner that are
in each instance no less favorable in any respect to the insured or the
beneficiary. The provisions shall be preceded individualy by the
caption appearing in this subsection or, at the option of the insurer, by
appropriate individual or group captions or subcaptions as the
Ccommissioner may approve.

(1) A provision as follows: ENTIRE CONTRACT; CHANGES.
Thispolicy, including theendorsementsand the attached papers, if any,
constitutes the entire contract of insurance. No change in this policy
shall bevalid until approved by an executive officer of theinsurer and
unless such approval be endorsed hereon or attached hereto. No agent
has authority to change this policy or to waive any of its provisions.

(2) A provison as follows. TIME LIMIT ON CERTAIN
DEFENSES: (A) After two (2) years from the date of issue of this
policy no misstatements, except fraudul ent misstatements, madeby the
applicant in the application for such policy shall be used to void the
policy or to deny aclaim for loss incurred or disability (as defined in
the policy) commencing after the expiration of such two (2) year
period.

Theforegoing policy provision shall not be so construed asto affect
any legal requirement for avoidance of a policy of denia of a claim
during such initial two (2) year period, nor to limit the application of
subsection (b), (1), (2), (3), (4), and (5) in the event of misstatement
with respect to age or occupation or other insurance.

A policy which theinsured hastheright to continuein force subject
to its terms by the timely payment of premium:

(1) until at least age fifty (50); or
(2) inthe case of apolicy issued after forty-four (44) years of age,
for at least five (5) years from its date of issue;
may contain in lieu of the foregoing the following provision (from
which the clausein parentheses may be omitted at the insurer's option)
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under the caption "INCONTESTABLE": After thispolicy hasbeenin
force for a period of two (2) years during the lifetime of the insured
(excluding any period during which the insured is disabled), it shall
becomeincontestable asto the statements contained in the application.

(B) Noclaimfor lossincurred or disability (asdefined inthe policy)
commencing after two (2) years from the date of issue of this policy
shall be reduced or denied on the ground that a disease or physical
condition, not excluded from coverage by name or specific description
effective on the date of loss, had existed prior to the effective date of
coverage of this policy.

(3) A provision as follows: GRACE PERIOD: A grace period of
(insert a number not less than " 7" for weekly premium policies, "10"
for monthly premium policiesand "31" for all other policies) dayswill
be granted for the payment of each premium falling due after the first
premium, during which grace period the policy shall continuein force.

A policy in which the insurer reserves the right to refuse renewal
shall have, at the beginning of the above provision: "Unless not less
than thirty (30) days prior to the premium due date the insurer has
delivered to the insured or has mailed to the insured's last address as
shown by the records of the insurer written notice of its intention not
to renew thispolicy beyond the period for which the premium has been
accepted.”

Each policy inwhichtheinsurer reservestheright to refuse renewal
on anindividual basisshall provide, in substance, in aprovision of the
policy, in an endorsement on the policy, or in arider attached to the
policy, that subject to the right to terminate the policy upon
non-payment of premium when due, such right to refuse renewal shall
not be exercised before the renewal date occurring on, or after and
nearest, each anniversary, or in the case of lapse and reinstatement at
therenewal date occurring on, or after and nearest, each anniversary of
the last reinstatement, and that any refusal or renewal shall be without
prejudice to any claim originating while the policy is in force. The
preceding sentence shall not apply to accident insurance only policies.

(4) A provision as follows: REINSTATEMENT: If any renewal
premium is not paid within the time granted the insured for payment,
a subsequent acceptance of premium by the insurer or by any agent
authorized by theinsurer to accept such premium, without requiring in
connection therewith an application for reinstatement, shal reinstate
the policy. Provided, that if the insurer or such agent requires an
application for reinstatement and issues a conditional receipt for the
premium tendered, the policy will be reinstated upon approval of such
application by theinsurer or, lacking such approval, upontheforty-fifth
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day following thedate of such conditional recei pt unlesstheinsurer has
previously notified the insured in writing of its disapproval of such
application. The reinstated policy shall cover only loss resulting from
such accidental injury as may be sustained after the date of
reinstatement and loss due to such sickness as may begin morethanten
(10) days after such date. In all other respects the insured and insurer
shall have the same rights as they had under the policy immediately
beforethe due date of the defaulted premium, subject to any provisions
endorsed hereon or attached hereto in connection with the
reinstatement. Any premium accepted in connection with a
reinstatement shall be applied to a period for which premium has not
been previously paid, but not to any period more than sixty (60) days
prior to the date of reinstatement.

The last sentence of the above provision may be omitted from any
policy which theinsured hastheright to continuein force subject toits
terms by the timely payment of premiums:

(2) until at least fifty (50) years of age; or
(2) inthe case of apolicy issued after forty-four (44) years of age,
for at least five (5) years from its date of issue.

(5) A provision asfollows: NOTICE OF CLAIM: Written notice of
claim must be given to the insurer within twenty (20) days after the
occurrence or commencement of any loss covered by the policy, or as
soon thereafter asis reasonably possible. Notice given by or on behal f
of the insured or the beneficiary to the insurer at (insert the
location of such officeastheinsurer may designatefor the purpose), or
to any authorized agent of the insurer, with information sufficient to
identify the insured, shall be deemed notice to the insurer.

In apolicy providing aloss-of-time benefit which may be payable
for at least two (2) years, an insurer may insert the following between
the first and second sentences of the above provision:

Subject to the qualifications set forth below, if the insured suffers
loss of time on account of disability for which indemnity may be
payable for at least two (2) years, the insured shall, at least once in
every six (6) months after having given notice of claim, give to the
insurer natice of continuance of said disability, except in the event of
legal incapacity. The period of six (6) months following any filing of
proof by the insured or any payment by the insurer on account of such
claim or any denial of liability in whole or in part by the insurer shall
be excluded in applying this provision. Delay in the giving of such
notice shall not impair theinsurer'sright to any indemnity whichwould
otherwise have accrued during the period of six (6) months preceding
the date on which such noticeis actually given.
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(6) A provision as follows. CLAIM FORMS: The insurer, upon
receipt of anotice of claim, will furnish to the claimant such forms as
areusually furnished by it for filing proofsof loss. If such formsarenot
furnished within fifteen (15) days after the giving of such notice, the
claimant shall be deemed to have complied with the requirements of
thispolicy asto proof of loss upon submitting, within thetimefixedin
the policy for filing proofs of loss, written proof covering the
occurrence, the character, and the extent of thelossfor which claimis
made.

(7) A provision as follows: PROOFS OF LOSS: Written proof of
loss must be furnished to the insurer at its said office in case of claim
for lossfor which thispolicy providesany periodic payment contingent
upon continuing loss within ninety (90) days after the termination of
the period for which the insurer isliable and in case of claim for any
other losswithin ninety (90) days after the date of such loss. Failureto
furnish such proof within the time required shall not invalidate nor
reduce any claimiif it was not reasonably possibleto give proof within
such time, provided such proof is furnished as soon as reasonably
possible and in no event, except in the absence of legal capacity, later
than one (1) year from the time proof is otherwise required.

(8) A provision as follows: TIME OF PAYMENT OF CLAIMS:
Indemnities payable under this policy for any loss other than loss for
which this policy provides any periodic payment will be pad
immediately upon receipt of due written proof of such loss. Subject to
duewritten proof of loss, all accrued indemnitiesfor lossfor whichthis
policy provides periodic payment will be paid (insert period
for payment which must not be less frequently than monthly) and any
bal ance remaining unpaid upon thetermination of liability will be paid
immediately upon receipt of due written proof.

(9) A provisionasfollows: PAYMENT OF CLAIMS: Indemnity for
loss of life will be payable in accordance with the beneficiary
designation and the provisions respecting such payment which may be
prescribed herein and effective at the time of payment. If no such
designation or provision is then effective, such indemnity shall be
payable to the estate of the insured. Any other accrued indemnities
unpaid at the insured's death may, at the option of the insurer, be paid
either to such beneficiary or to such estate. All other indemnities will
be payable to the insured.

The following provisions, or either of them, may be included with
the foregoing provision at the option of the insurer:

If any indemnity of this policy shall be payable to the estate of the
insured, or to aninsured or beneficiary who isaminor or otherwise not
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competent to give avalid release, theinsurer may pay such indemnity,
up to an amount not exceeding $ (insert an amount which
shall not exceed $1,000), to any relative by blood or connection by
marriage of theinsured or beneficiary who is deemed by theinsurer to
beequitably entitled thereto. Any payment made by theinsurer in good
faith pursuant to this provision shall fully discharge the insurer to the
extent of such payment.

Subject to any written direction of the insured in the application or
otherwiseal or aportion of any indemnities provided by thispolicy on
account of hospital, nursing, medical, or surgical services may, at the
insurer'soption and unlesstheinsured requests otherwisein writing not
later than the time of filing proofs of such loss, be paid directly to the
hospital or person rendering such services; butitisnot required that the
service be rendered by a particular hospital or person.

For the purposes of this section a"minor" isaperson under the age
of eighteen (18) years. A person eighteen (18) years of age or over is
competent, insofar as the person's age is concerned, to sign a valid
release.

(10) A provision asfollows: PHY SICAL EXAMINATIONS AND
AUTOPSY: The insurer at its own expense shall have the right and
opportunity to examine the person of the insured when and as often as
it may reasonably require during the pendency of a claim hereunder
and to make an autopsy in case of death where it is not forbidden by
law.

(11) A provision as follows. LEGAL ACTIONS: No action at law
or in equity shall be brought to recover on this policy prior to the
expiration of sixty (60) days after written proof of loss has been
furnished in accordance with the requirements of this policy. No such
action shall be brought after the expiration of three (3) years after the
time written proof of lossis required to be furnished.

(12) A provisionasfollows: CHANGE OF BENEFICIARY : Unless
the insured makes an irrevocabl e designation of beneficiary, the right
to change of beneficiary is reserved to the insured and the consent of
the beneficiary or beneficiaries shall not be requisite to surrender or
assignment of this policy or to any change of beneficiary or
beneficiaries, or to any other changesin this policy.

The first clause of this provision, relating to the irrevocable
designation of beneficiary, may be omitted at the insurer's option.

(13) A provisionas follows: GUARANTEED RENEWABILITY:
In compliance with the federal Health Insurance Portability and
Accountability Act of 1996 (P.L.104-191), renewability is
guaranteed.
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(b) Except as provided in subsection (c), no policy delivered or
issued for delivery to any person in Indiana shall contain provisions
respecting the matters set forth below unless the provisions arein the
words in which the provisions appear in this section. However, the
insurer may use, instead of any provision, acorresponding provision of
different wording approved by the commissioner which is not less
favorable in any respect to the insured or the beneficiary. Any
substitute provision contained in the policy shall be preceded
individually by the appropriate caption appearing in this subsection or,
at the option of theinsurer, by appropriateindividual or group captions
or subcaptions as the commissioner may approve.

(1) A provision as follows: CHANGE OF OCCUPATION: If the
insured be injured or contract sickness after having changed the
insured's occupation to one classified by theinsurer asmore hazardous
thanthat stated in thispolicy or whiledoing for compensation anything
pertaining to an occupation so classified, theinsurer will pay only such
portion of theindemnities provided in this policy asthe premium paid
would have purchased at the rates and within the limits fixed by the
insurer for such more hazardous occupation. If theinsured changesthe
insured's occupation to one classified by the insurer as less hazardous
than that stated in this policy, theinsurer, upon receipt of proof of such
change of occupation, will reduce the premium rate accordingly, and
will return the excess pro rata unearned premium from the date of
change of occupation or from the policy anniversary date immediately
preceding receipt of such proof, whichever is the more recent. In
applying this provision, the classification of occupational risk and the
premium rates shall be such as have been last filed by theinsurer prior
to the occurrence of the loss for which the insurer is liable or prior to
date of proof of change in occupation with the state official having
supervision of insurance in the state where the insured resided at the
timethispolicy wasissued; but if such filing was not required, thenthe
classification of occupational risk and the premium rates shall bethose
last made effective by the insurer in such state prior to the occurrence
of the loss or prior to the date of proof of change in occupation.

(2) A provision asfollows: MISSTATEMENT OF AGE: If theage
of theinsured hasbeen misstated, all amounts payable under thispolicy
shall be such asthe premium paid would have purchased at the correct
age.
(3 A provision as follows. OTHER INSURANCE IN THIS
INSURER: If an accident or sickness or accident and sickness policy
or policies previously issued by the insurer to theinsured arein force
concurrently herewith, making the aggregate indemnity for
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(insert type of coverage or coverages) in excess of $ (insert
maximum limit of indemnity or indemnities) the excessinsurance shall
bevoid and all premiums paid for such excess shall be returned to the
insured or to the insured's estate. Or, instead of that provision:
Insurance effective at any one (1) time on the insured under a like
policy or policies, in thisinsurer is limited to the one (1) such policy
elected by theinsured, theinsured's beneficiary or theinsured's estate,
asthe case may be, and theinsurer will return all premiumspaid for all
other such policies.

(49) A provision as follows. INSURANCE WITH OTHER
INSURER: If there is other valid coverage, not with this insurer,
providing benefits for the same loss on a provision of service basis or
on an expense incurred basis and of which this insurer has not been
given written notice prior to the occurrence or commencement of |0ss,
the only liability under any expense incurred coverage of this policy
shall be for such proportion of the loss as the amount which would
otherwise have been payable hereunder plus the total of the like
amounts under al such other valid coverages for the same loss of
which thisinsurer had notice bearsto the total like amounts under all
valid coverages for such loss, and for the return of such portion of the
premiums paid as shall exceed the pro-rata portion of the amount so
determined. For the purpose of applying this provision when other
coverageis on aprovision of service basis, the "like amount" of such
other coverage shall be taken as the amount which the services
rendered would have cost in the absence of such coverage.

If the foregoing policy provisionisincluded in apolicy which also
containsthe next following policy provision there shall be added to the
caption of theforegoing provision the phrase”EXPENSE INCURRED
BENEFITS". The insurer may, at its option, include in this provision
a definition of "other valid coverage,” approved as to form by the
commissioner, which definition shall be limited in subject matter to
coverage provided by organizations subject to regulation by insurance
law or by insurance authorities of this or any other state of the United
States or any province of Canada, and by hospital or medical service
organi zations, and to any other coveragetheinclusion of which may be
approved by the commissioner. In the absence of such definition such
term shall not include group insurance, automobile medical payments
insurance, or coverage provided by hospital or medical service
organizations or by union welfare plans or employer or employee
benefit organizations. For the purpose of applying theforegoing policy
provision with respect to any insured, any amount of benefit provided
for such insured pursuant to any compul sory benefit statute (including
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any worker's compensation or employer's liability statute) whether
provided by a governmental agency or otherwise shall in all cases be
deemed to be "other valid coverage" of which the insurer has had
notice. In applying the foregoing policy provision no third party
liability coverage shall be included as "other valid coverage'.

(5) A provision as follows. INSURANCE WITH OTHER
INSURERS: If there is other valid coverage, not with this insurer,
providing benefits for the sameloss on other than an expense incurred
basis and of which thisinsurer has not been given written notice prior
to the occurrence or commencement of loss, the only liability for such
benefits under this policy shal be for such proportion of the
indemnities otherwise provided hereunder for such loss as the like
indemnities of which theinsurer had notice (including theindemnities
under this policy) bear to the total amount of all like indemnities for
such loss, and for the return of such portion of the premium paid as
shall exceed the pro-rata portion for the indemnities thus determined.
If the foregoing policy provision is included in a policy which also
containsthe next preceding policy provision, there shall beadded tothe
caption of the foregoing provision the phrase "-OTHER BENEFITS."
Theinsurer may, at its option, include in this provision adefinition of
"other valid coverage," approved as to form by the commissioner,
which definition shall belimitedin subject matter to coverage provided
by organi zati ons subject to regul ation by insurancelaw or by insurance
authorities of this or any other state of the United States or any
province of Canada, and to any other coverage to the inclusion of
which may be approved by the commissioner. In the absence of such
definition such term shall not include group insurance or benefits
provided by union welfare plans or by employer or employee benefit
organizations. For the purpose of applying the foregoing policy
provision with respect to any insured, any amount of benefit provided
for such insured pursuant to any compul sory benefit statute (including
any worker's compensation or employer's liability statute) whether
provided by a governmental agency or otherwise shall in all cases be
deemed to be "other valid coverage" of which the insurer has had
notice. In applying the foregoing policy provision no third party
liability coverage shall be included as "other valid coverage'.

(6) A provision as follows. RELATION OF EARNINGS TO
INSURANCE: If the total monthly amount of loss of time benefits
promised for the same loss under all valid loss of time coverage upon
the insured, whether payable on a weekly or monthly basis, shall
exceed the monthly earnings of the insured at the time disability
commenced or theinsured's average monthly earningsfor the period of
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two (2) years immediately preceding a disability for which claim is
made, whichever isthe greater, the insurer will be liable only for such
proportionate amount of such benefits under this policy as the amount
of such monthly earnings or such average monthly earnings of the
insured bearsto the total amount of monthly benefitsfor the sameloss
under all such coverage upon the insured at the time such disability
commencesand for thereturn of such part of the premiumspaid during
suchtwo (2) yearsas shall exceed the pro rataamount of the premiums
for the benefits actually paid; but this shall not operate to reduce the
total monthly amount of benefits payabl e under all such coverage upon
theinsured bel ow the sum of two hundred dollars ($200) or the sum of
the monthly benefits specified in such coverages, whichever is the
lesser, nor shall it operate to reduce benefits other than those payable
for loss of time.

The foregoing policy provision may be inserted only in a policy
which theinsured hastheright to continuein force subject to itsterms
by the timely payment of premiums:

(1) until at least fifty (50) years of age; or

(2) inthe case of apolicy issued after forty-four (44) years of age,

for at least five (5) years from its date of issue.
Theinsurer may, at its option, include in this provision adefinition of
"valid loss of time coverage’, approved as to form by the
commissioner, which definition shall be limited in subject matter to
coverage provided by governmental agencies or by organizations
subject to regulation by insurance law or by insurance authorities of
this or any other state of the United States or any province of Canada,
or to any other coverage theinclusion of which may be approved by the
commissioner or any combination of such coverages. I n the absence of
such definition theterm shall not include any coverage provided for the
insured pursuant to any compulsory benefit statute (including any
worker's compensation or employer's liability statute), or benefits
provided by union welfare plans or by employer or employee benefit
organizations.

(7) A provisionasfollows: UNPAID PREMIUM: Upon the payment
of a claim under this policy, any premium then due and unpaid or
covered by any note or written order may be deducted therefrom.

(8) A provision as follows. CONFORMITY WITH STATE
STATUTES: Any provision of thispolicy which, on its effective date,
isin conflict with the statutes of the state in which the insured resides
on such date is hereby amended to conform to the minimum
requirements of such statutes.

(9) A provision asfollows. ILLEGAL OCCUPATION: Theinsurer
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shall not be liable for any loss to which a contributing cause was the
insured's commission of or attempt to commit afelony or to which a
contributing cause was the insured's being engaged in an illegal
occupation.

(10) A provision asfollows. INTOXICANTS AND NARCOTICS:
The insurer shall not be liable for any loss sustained or contracted in
consequence of the insured's being intoxicated or under the influence
of any narcotic unless administered on the advice of aphysician.

(c) If any provision of thissectionisinwholeor in part inapplicable
to or inconsistent with the coverage provided by a particular form of
policy the insurer, with the approval of the commissioner, shall omit
from such policy any inapplicable provision or part of aprovision, and
shall modify any inconsistent provision or part of the provisionin such
manner as to make the provision as contained in the policy consistent
with the coverage provided by the policy.

(d) The provisionswhich are the subject of subsections (a) and (b),
or any corresponding provisions which are used in lieu thereof in
accordance with such subsections, shall be printed in the consecutive
order of the provisions in such subsections or, at the option of the
insurer, any such provision may appear as a unit in any part of the
policy, with other provisions to which it may be logically related,
provided the resulting policy shall not be in whole or in part
unintelligible, uncertain, ambiguous, abstruse, or likely to mislead a
person to whom the policy is offered, delivered, or issued.

(e) "Insured", as used in this chapter, shall not be construed as
preventing a person other than the insured with a proper insurable
interest from making application for and owning apolicy covering the
insured or from being entitled under such apolicy to any indemnities,
benefits, and rights provided therein.

(FH)(1) Any policy of aforeign or aien insurer, when delivered or
issued for delivery to any person in this state, may contain any
provision which is not less favorable to the insured or the beneficiary
than is provided in this chapter and which is prescribed or required by
the law of the state under which the insurer is organized.

(f)(2) Any policy of a domestic insurer may, when issued for
delivery in any other state or country, contain any provision permitted
or required by the laws of such other state or country.

(g) The commissioner may make reasonable rules under |C 4-22-2
concerning the procedure for the filing or submission of policies
subject to this chapter as are necessary, proper, or advisable to the
administration of this chapter. This provision shall not abridge any
other authority granted the commissioner by law.
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SECTION 22. IC 27-8-5-19, AS AMENDED BY P.L.185-1996,
SECTION 14,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
APRIL 1, 1998]: Sec. 19. (@) As used in this chapter, *'late enrollee™
has the meaning set forth in 26 U.S.C. 9801(b)(3).

(b) A policy of group accident and sickness insurance may not be
issued to agroup that has alegal situsin Indiana unlessit containsin
substance:

(1) the provisions described in subsection (b} (c); or

(2) provisions that, in the opinion of the commissioner, are:
(A) more favorable to the personsinsured; or
(B) at least as favorable to the persons insured and more
favorable to the policyholder;

than the provisions set forth in subsection tby (c).

b)Y (c) The provisions referred to in subsection {ajt) (b)(1) are as
follows:

(1) A provision that the policyholder is entitled to a grace period
of thirty-one (31) days for the payment of any premium due
except the first, during which grace period the policy will
continue in force, unless the policyholder has given the insurer
written notice of discontinuance in advance of the date of
discontinuance and in accordance with the terms of the policy.
The policy may provide that the policyholder is liable to the
insurer for the payment of a pro rata premium for the time the
policy was in force during the grace period. A provision under
this subdivision may provide that the insurer is not obligated to
pay claims incurred during the grace period until the premium
dueisreceived.
(2) A provision that the validity of the policy may not be
contested, except for nonpayment of premiums, after the policy
has been in force for two (2) years after its date of issue, and that
no statement made by a person covered under the policy relating
to the person'sinsurability may be used in contesting the validity
of the insurance with respect to which the statement was made,
unless:

(A) theinsurance has not been in force for aperiod of two (2)

years or longer during the person's lifetime; or

(B) the statement is contained in awritten instrument signed

by the insured person.
However, aprovision under thissubdivision may not precludethe
assertion at any time of defenses based upon a person's
ingligibility for coverage under the policy or based upon other
provisionsin the policy.
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(3) A provision that a copy of the application, if there is one, of
the policyholder must be attached to the policy when issued, that
all statements made by the policyholder or by the personsinsured
are to be deemed representations and not warranties, and that no
statement made by any person insured may be used in any contest
unless acopy of theinstrument containing the statement isor has
been furnished to the insured person or, in the event of death or
incapacity of the insured person, to the insured person's
beneficiary or personal representative.
(4) A provision setting forth the conditions, if any, under which
the insurer reserves the right to require a person eligible for
insurance to furnish evidence of individua insurability
satisfactory to the insurer as a condition to part or all of the
person's coverage.
(5) A provision specifying any additional exclusionsor limitations
applicable under the policy with respect to a disease or physical
condition of aperson that existed before the effective date of the
person's coverage under the policy and that is not otherwise
excluded from the person's coverage by name or specific
description effective on the date of the person'sloss. Anexclusion
or limitation that must be specified in a provision under this
subdivision:
(A) may apply only to a disease or physical condition for
which medical advice, diagnosis, care, or treatment was
received by the person, or recommended to the person,
during the three hundred sixty-five (365) dayssix (6) months
beforethe effeetive enroliment date of the person's coverage;
and
(B) may not apply to aloss incurred or disability beginning
after the earlier of:
(i) theend of acontinuous period of three htnered sixty-five
{365y days; twelve (12) months beginning on or after the
effective enrollment date of the person's coverage; drifig
at of which the person recetved no tedical advice or
treatment in connection with the disease or physieat
eondition: or
(ii) the end of the two {2 year a continuous period of
eighteen (18) months beginning on the effective
enrollment date of the person's coverage if the person is a
late enrollee.
(6) If premiums or benefits under the policy vary according to a
person's age, a provision specifying an equitable adjustment of :
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(A) premiums;
(B) benefits; or
(C) both premiums and benefits;
to be made if the age of a covered person has been misstated. A
provision under thissubdivision must contain aclear statement of
the method of adjustment to be used.
(7) A provision that theinsurer will issueto the policyholder, for
delivery to each person insured, a certificate setting forth a
statement that:
(A) explains the insurance protection to which the person
insured is entitled;
(B) indicatesto whom the insurance benefits are payable; and
(C) explains any family member's or dependent's coverage
under the policy.
(8) A provision stating that written notice of a claim must be
given to the insurer within twenty (20) days after the occurrence
or commencement of any loss covered by the policy, but that a
failure to give notice within the twenty (20) day period does not
invalidate or reduce any claim if it can be shown that it was not
reasonably possible to give notice within that period and that
notice was given as soon as was reasonably possible.
(9) A provision stating that:
(A) theinsurer will furnish to the person making aclaim, or to
the policyholder for delivery to the person making a claim,
forms usually furnished by the insurer for filing proof of loss;
and
(B) if theformsare not furnished within fifteen (15) daysafter
the insurer received notice of a claim, the person making the
claim will be deemed to have complied with the requirements
of the policy as to proof of loss upon submitting, within the
time fixed in the policy for filing proof of loss, written proof
covering the occurrence, character, and extent of the loss for
which the claim is made.
(10) A provision stating that:
(A) inthecase of aclaimfor lossof timefor disability, written
proof of theloss must be furnished to the insurer within ninety
(90) days after the commencement of the period for which the
insurer is liable, and that subsequent written proofs of the
continuance of the disability must be furnished to the insurer
at reasonable intervals as may be required by the insurer;
(B) in the case of aclaim for any other loss, written proof of
the loss must be furnished to the insurer within ninety (90)
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days after the date of the loss; and
(C) thefailure to furnish proof within the time required under
clause (A) or (B) does not invalidate or reduce any claimiif it
was not reasonably possible to furnish proof within that time,
and if proof is furnished as soon as reasonably possible but
(except in case of the absence of legal capacity of the
claimant) no later than one (1) year from the time proof is
otherwise required under the policy.
(11) A provision that:
(A) all benefits payable under the policy (other than benefits
for loss of time) will be paid within forty-five (45) days after
the insurer receives all information required to determine
liability under the terms of the policy; and
(B) subject to due proof of loss, al accrued benefits under the
policy for loss of time will be paid not less frequently than
monthly during the continuance of the period for which the
insurer is liable, and any balance remaining unpaid at the
termination of the period for which theinsurer isliablewill be
paid as soon as possible after receipt of the proof of loss.
(12) A provision that benefitsfor loss of life of the personinsured
are payable to the beneficiary designated by the person insured.
However, if the policy contains conditions pertaining to family
status, the beneficiary may bethefamily member specified by the
policy terms. In either case, payment of benefitsfor loss of lifeis
subject to the provisions of the policy if no designated or
specified beneficiary isliving at the death of the person insured.
All other benefits of the policy are payableto the person insured.
The policy may also provide that if any benefit is payable to the
estate of aperson, or to aperson who isaminor or otherwise not
competent to giveavalid release, theinsurer may pay the benefit,
up to an amount of five thousand dollars ($5,000), to any relative
by blood or connection by marriage of the person who is deemed
by the insurer to be equitably entitled to the benefit.
(13) A provision that the insurer has the right and must be
allowed the opportunity to:
(A) examine the person of theindividual for whom aclamis
made under the policy when and as often as the insurer
reasonably requires during the pendency of the claim; and
(B) conduct an autopsy in case of death if it is not prohibited
by law.
(14) A provisionthat no action at law or in equity may be brought
to recover on the policy less than sixty (60) days after proof of
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lossisfiledinaccordancewith therequirementsof thepolicy, and
that no action may be brought at all morethanthree (3) yearsafter
the expiration of the time within which proof of lossis required
by the policy.
(15) In the case of a policy insuring debtors, a provision that the
insurer will furnishtothepolicyholder, for delivery to each debtor
insured under the policy, acertificate of insurance describing the
coverage and specifying that the benefits payable will first be
applied to reduce or extinguish the indebtedness.
(16) If the policy provides that hospital or medical expense
coverage of adependent child of agroup member terminatesupon
the child's attainment of the limiting age for dependent children
set forthinthepolicy, aprovisionthat the child'sattainment of the
limiting age does not terminate the hospital and medical coverage
of the child while the child is:
(A) incapable of self-sustaining employment because of
mental retardation or a physical disability; and
(B) chiefly dependent upon the group member for support and
maintenance.
A provision under this subdivision may require that proof of the
child's incapacity and dependency be furnished to the insurer by
the group member within one hundred twenty (120) days of the
child's attainment of the limiting age and, subsequently, at
reasonableintervalsduring thetwo (2) yearsfollowing thechild's
attainment of the limiting age. The policy may not require proof
more than once per year in the time more than two (2) years after
the child's attainment of the limiting age. This subdivision does
not require an insurer to provide coverage to amentally retarded
or physically disabled child who does not satisfy the requirements
of the group policy as to evidence of insurability or other
requirements for coverage under the policy to take effect. In any
case, the terms of the policy apply with regard to the coverage or
exclusion from coverage of the child.
(17) A provision that complies with the group portability and
guaranteed renewability provisions of the federal Health
Insurance Portability and Accountability Act of 1996
(P.L.104-191).
te) (d) Subsection €b)t5y; th)t7); (c)(5), (¢)(7), and tb)t2) (c)(12)
do not apply to policies insuring the lives of debtors. The standard
provisions required under section 3(a) of this chapter for individual
accident and sicknessinsurance policiesdo not apply to group accident
and sickness insurance policies.
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ey (e) If any policy provision required under subsection b} (¢) isin
whole or in part inapplicable to or inconsistent with the coverage
provided by an insurer under a particular form of policy, the insurer,
with the approval of the commissioner, shall deletethe provision from
the policy or modify the provision in such a manner as to make it
consistent with the coverage provided by the policy.

SECTION 23. IC 27-8-10-1, AS AMENDED BY P.L.188-1995,
SECTION 8,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 1. (a) The definitions in this section apply
throughout this chapter.

(b) "Association" means the Indiana comprehensive health
insurance association established under section 2.1 of this chapter.

(c) "Association policy” means a policy issued by the association
that provides coverage specified in section 3 of this chapter. The term
does not include a Medicare supplement policy that is issued under
section 9 of this chapter.

(d) "Carrier" means an insurer providing medical, hospital, or
surgical expense incurred health insurance policies.

(e) ""Churchplan' means a plan defined in the federal Employee
Retirement Income Security Act of 1974 under 26 U.S.C. 414(e).

fey (f) "Commissioner" refersto the insurance commissioner.

(g) "Creditable coverage™ has the meaning set forth in the
federal Health Insurance Portability and Accountability Act of
1996 (26 U.S.C. 9801(c)(1)).

6 (h)"Eligible expenses' means those charges for health care
services and articles provided for in section 3 of this chapter.

(i) ""Federally eligible individual** means an individual:

(1) for whom, as of the date on which the individual seeks
coverage under this chapter, the aggregate period of
creditable coverage is at least eighteen (18) months and whose
most recent prior creditable coverage was under a:

(A) group health plan;

(B) governmental plan; or

(C) church plan;
or health insurance coverage in connection with any of these
plans;
(2) who is not eligible for coverage under:

(A) a group health plan;

(B) Part A or Part B of Title XVIII of the federal Social

Security Act; or

(C) a state plan under Title XIX of the federal Social

Security Act (or any successor program);
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and does not have other health insurance coverage;

(3) with respect to whom the individual's most recent
coverage was not terminated for factors relating to
nonpayment of premiums or fraud;

(4) who, if after being offered the option of continuation
coverage under the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA) (29 U.S.C. 1191b(d)(1)),
or under a similar state program, elected such coverage; and
(5) who, if after electing continuation coverage described in
subdivision (4), has exhausted continuation coverage under
the provision or program.

(j) ""Governmental plan™ means a plan as defined under the
federal Employee Retirement Income Security Act of 1974 (26
U.S.C. 414(d)) and any plan established or maintained for its
employees by the United States government or by any agency or
instrumentality of the United States government.

(k) ""Group health plan™ means an employee welfare benefit
plan (as defined in 29 U.S.C. 1167(1)) to the extent that the plan
provides medical care payments to, or on behalf of, employees or
their dependents, as defined under the terms of the plan, directly
or through insurance, reimbursement, or otherwise.

fg) (1) "Health carefacility” means any institution providing health
care services that is licensed in this state, including institutions
engaged principally in providing services for health maintenance
organizationsor for the diagnosis or treatment of human disease, pain,
injury, deformity, or physical condition, including a general hospital,
specia hospital, mental hospital, public health center, diagnostic
center, treatment center, rehabilitation center, extended care facility,
skilled nursing home, nursing home, intermediate care facility,
tuberculosis hospital, chronic disease hospital, maternity hospital,
outpatient clinic, home health care agency, bioanalytical laboratory, or
central services facility servicing one (1) or more such institutions.

fhy (m) "Health care ingtitutions” means skilled nursing facilities,
home health agencies, and hospitals.

5y (n) "Health care provider" means any physician, hospital,
pharmacist, or other personwhoislicensed in Indianato furnish health
care services.

)y (0) "Hedth care services' means any services or products
included in the furnishing to any individual of medical care, dental
care, or hospitalization, or incident to the furnishing of such care or
hospitalization, as well as the furnishing to any person of any other
services or products for the purpose of preventing, aleviating, curing,
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or healing human illness or injury.

9 (p) "Health insurance" means hospital, surgical, and medical
expense incurred policies, nonprofit service plan contracts, health
maintenance organizations, limited service health maintenance
organizations, and self-insured plans. However, the term "health
insurance" does not include short term travel accident policies,
accident only palicies, fixed indemnity policies, automobile medical
payment, or incidental coverage issued with or as a supplement to
liability insurance.

5 (q) "Insured” means all individuals who are provided qualified
comprehensive health insurance coverage under an individual policy,
including all dependents and other insured persons, if any.

fmy (r) "Medicaid" means medical assistance provided by the state
under the Medicaid program under 1C 12-15.

(s) ""Medical care payment' means amounts paid for:

(1) the diagnosis, care, mitigation, treatment, or prevention of
disease or amounts paid for the purpose of affecting any
structure or function of the body;

(2) transportation primarily for and essential to Medicare
services referred to in subdivision (1); and

(3) insurance covering medical care referred to in
subdivisions (1) and (2).

Ay (t) "Medicaly necessary" means health care services that the

association has determined:
(1) are recommended by alegally qualified physician;
(2) are commonly and customarily recognized throughout the
physician's profession as appropriate in the treatment of the
patient's diagnosed illness; and
(3) are not primarily for the scholastic education or vocational
training of the provider or patient.

foy (u) "Medicare” meansTitle XVIII of the federal Socia Security
Act (42 U.S.C. 1395 et seq.).

) (v) "Policy" means a contract, policy, or plan of health
insurance.

fey (w) "Policy year" means a twelve (12) month period during
which a policy provides coverage or obligates the carrier to provide
health care services.

(X) ""Preexisting condition' means:

(1) a condition that manifested itself within a period of six (6)
months before the effective date of coverage in such a manner
as would cause an ordinarily prudent person to seek
diagnosis, care, or treatment; or
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(2) medical advice or treatment was recommended or received
within a period of six (6) months before the effective date of
coverage.

) (y) "Health maintenance organization” has the meaning set out
inIC 27-13-1-19.

£s) (2) "Self-insurer" means an employer who provides services,
payment for, or reimbursement of any part of the cost of health care
services other than payment of insurance premiums or subscriber
chargesto acarrier. However, theterm "self-insurer” does not include
an employer who is exempt from state insurance regulation by federal
law, or an employer who is a political subdivision of the state of
Indiana.

) (aa) "Services of askilled nursing facility" means services that
must commence within fourteen (14) days following a confinement of
at least three (3) consecutive daysin ahospital for the same condition.

foy (bb) "Skilled nursing facility", "homehealthagency"”, "hospita",
and "home health services' have the meanings assigned to themin 42
U.S.C. 1395x.

9 (cc) "Medicare supplement policy” means an individua policy
of accident and sickness insurance that is designed primarily as a
supplement to reimbursements under Medicare for the hospital,
medical, and surgical expenses of individuals who are eligible for
Medicare benefits.

fw) (dd) "Limited service health maintenance organization” hasthe
meaning set forth in 1C 27-13-34-4.

SECTION 24. 1C 27-8-10-2.1, ASAMENDED BY P.L.255-1995,
SECTION 9, ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
SEPTEMBER 1, 1998]: Sec. 2.1. (a) Thereis established a honprofit
legal entity to be referred to as the Indiana comprehensive health
i nsurance associ ation, which must assurethat health insuranceismade
availablethroughout theyear to each eligible I ndianaresident applying
to the association for coverage. All carriers, health maintenance
organizations, limited service health maintenance organizations, and
self-insurers providing health insurance or health care services in
Indiana must be members of the association. The association shall
operate under a plan of operation established and approved under
subsection (c) and shall exerciseitspowersthrough aboard of directors
established under this section.

(b) The board of directors of the association consists of five (5) to
athe (9) seven (7) memberswhose principal residence is in Indiana
sel ected by the members of the assoetation; subject to approveat by the
commitssioner- as follows:
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(1) Three (3) members to be appointed by the commissioner

from the members of the association, one (1) of which must be

a representative of a health maintenance organization.

(2) Two (2) members to be appointed by the commissioner

shall be consumers representing policyholders.

(3) Two (2) members shall be the state budget director or

designee and the commissioner of the department of insurance

or designee.
The commissioner shall appoint the chairman of the board, and the
board shall elect a secretary from its membership. Fo setect the
nitiat board of directors and to inttray erganize the assoctation; the
commmissioner shat give notice to aH members i thdtana of the time
and ptace of the organizationat meeting: 1 determining voting rights
at the erganizationat meeting; each member +s entitted to one (1) vote
A person or by proxy- tf the board of directors +s not setected within
appoint the thitiat boeare: th approving or setecting members of the
board, the eommissioner shat consider whether alt members are faity
represented—The term of office of each appointed member is three
(3) years, subject to eligibility for reappointment. Members of the
board who are not state employees may be reimbursed from the
money of the assoeration association's funds for expensesincurred by
them as members but shal not be otherwise eompensated by the
assoctatton for thetr serviees: in attending meetings. The board shall
meet at least semiannually, with the first meeting to be held not
later than May 15 of each year.

(c) The association shall submit to the commissioner a plan of
operation for the association and any amendmentsto the plan necessary
or suitable to assure thefair, reasonable, and equitable administration
of the association. The plan of operation becomes effective upon
approval in writing by the commissioner consistent with the date on
which the coverage under this chapter must be made available. The
commissioner shall, after notice and hearing, approve the plan of
operation if the plan is determined to be suitable to assure the fair,
reasonable, and equitable administration of the association and
provides for the sharing of association losses on an equitable,
proportionate basis among the member carriers, health maintenance
organizations, limited service health maintenance organizations, and
self-insurers. If the association fails to submit a suitable plan of
operation within one hundred eighty (180) days after the appointment
of the board of directors, or at any time thereafter the association fails
to submit suitable amendments to the plan, the commissioner shall

ES 292—LS 6765/D1 88+



135

adopt rules under |1C 4-22-2 necessary or advisable to implement this
section. These rules are effective until modified by the commissioner
or superseded by a plan submitted by the association and approved by
the commissioner. The plan of operation must:
(2) establish proceduresfor the handling and accounting of assets
and money of the association;
(2) establish the amount and method of reimbursing members of
the board;
(3) establishregular timesand placesfor meetings of the board of
directors;
(4) establish procedures for records to be kept of al financia
transactions, and for the annua fiscal reporting to the
commissioner;
(5) establish procedures whereby selections for the board of
directors will be made and submitted to the commissioner for
approval;
(6) contain additional provisions necessary or proper for the
execution of the powers and duties of the association; and
(7) establish proceduresfor the periodic advertising of thegeneral
availability of the health insurance coverages from the
association.

(d) The plan of operation may provide that any of the powers and
duties of the association be delegated to a person who will perform
functions similar to those of this association. A delegation under this
section takes effect only with the approval of both the board of
directors and the commissioner. The commissioner may not approve a
delegation unless the protections afforded to the insured are
substantially equivalent to or greater than those provided under this
chapter.

(e) Theassociation hasthegeneral powersand authority enumerated
by this subsection in accordance with the plan of operation approved
by the commissioner under subsection (c). The association has the
general powers and authority granted under the laws of Indiana to
carrierslicensed to transact the kinds of health care services or health
insurance described in section 1 of this chapter and also has the
specific authority to do the following:

(1) Enter into contractsasare hecessary or proper to carry out this
chapter, subject to the approval of the commissioner.

(2) Sue or be sued, including taking any legal actions necessary
or proper for recovery of any assessments for, on behalf of, or
against participating carriers.

(3) Takelega action necessary to avoid the payment of improper
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claims against the association or the coverage provided by or
through the association.
(4) Establish a medical review committee to determine the
reasonably appropriate level and extent of health care servicesin
each instance.
(5) Establish appropriaterates, scales of rates, rate classifications
and rating adjustments, such rates not to be unreasonable in
relation to the coverage provided and the reasonabl e operational
expenses of the association.
(6) Pool risks among members.
(7) Issue palicies of insurance on an indemnity or provision of
service basis providing the coverage required by this chapter.
(8) Administer separate pools, separate accounts, or other plans
or arrangements considered appropriate for separate members or
groups of members.
(9) Operate and administer any combination of plans, pools, or
other mechanisms considered appropriate to best accomplish the
fair and equitable operation of the association.
(10) Appoint from among members appropriate legal, actuarial,
and other committeesasnecessary to providetechnical assistance
in the operation of the association, policy and other contract
design, and any other function within the authority of the
association.
(11) Hire an independent consultant.
(12) Develop amethod of advising applicants of the availability
of other coverages outside the association and may promulgate a
list of health conditions the existence of which would deem an
applicant eligible without demonstrating a rejection of coverage
by one (1) carrier.
(13) Provide for the use of managed care plans for insureds,
including the use of:

(A) health maintenance organizations; and

(B) preferred provider plans.
(14) Salicit bids directly from providers for coverage under this
chapter.

(f) Rates for coverages issued by the association may not be
unreasonable in relation to the benefits provided, the risk experience,
and thereasonable expensesof providing the coverage. Separate scales
of premium rates based on age apply for individual risks. Premium
rates must take into consideration the extra morbidity and
administration expenses, if any, for risksinsuredintheassociation. The
ratesfor agiven classification may not be more than one hundred fifty
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percent (150%) of the average premium rate for that class charged by
thefive(5) carrierswiththelargest premium volumein the state during
the preceding calendar year. In determining the averagerate of thefive
(5) largest carriers, therates charged by the carriers shall be actuarially
adjusted to determine the rate that would have been charged for
benefits identical to those issued by the association. All rates adopted
by the associ ation must be submitted to the commissioner for approval.

(g) Following the close of the association's fiscal year, the
association shall determine the net premiums, the expenses of
administration, and the incurred losses for the year. Any net |oss shall
be assessed by the association to al members in proportion to their
respective shares of total health insurance premiums, excluding
premiumsfor Medicaid contracts with the state of Indiana, receivedin
Indiana during the calendar year (or with paid losses in the year)
coinciding with or ending during the fiscal year of the association or
any other equitable basis as may be provided in the plan of operation.
For self-insurers, health mai ntenance organi zations, and limited service
health mai ntenance organi zations that are members of the association,
the proportionate share of losses must be determined through the
application of an equitableformulabased upon claims paid, excluding
claimsfor Medicaid contractswith the state of Indiana, or the val ue of
services provided. In sharing losses, the association may abate or defer
in any part the assessment of amember, if, in the opinion of the board,
payment of the assessment would endanger the ability of the member
to fulfill its contractual obligations. The association may also provide
for interim assessments agai nst membersof theassociation if necessary
to assurethefinancial capability of the association to meet theincurred
or estimated claims expenses or operating expenses of the association
until the association's next fiscal year is completed. Net gains, if any,
must be held at interest to offset future losses or allocated to reduce
future premiums. Assessments must be determined by the board
members specified in subsection (b)(1), subject to final approval by
the commissioner.

(h) The association shall conduct periodic audits to assure the
general accuracy of thefinancial data submitted to the association, and
the association shall have an annual audit of its operations by an
independent certified public accountant.

(i) The association is subject to examination by the department of
insurance under |C 27-1-3.1. The board of directors shall submit, not
later than March 30 of each year, afinancial report for the preceding
calendar year in aform approved by the commissioner.

(i) All policy forms issued by the association must conform in
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substance to prototype forms devel oped by the association, mustin all
other respects conformto the requirementsof thischapter, and must be
filed with and approved by the commissioner before their use.

(K) The association may not issue an association policy to any
individual who, on the effective date of the coverage applied for, does
not meet the eligibility requirements of section 5.1 of this chapter.

(1) The association shall pay an agent's referral fee of twenty-five
dollars ($25) to each insurance agent who refers an applicant to the
association if that applicant is accepted.

(m) The association and the premium collected by the association
shall be exempt from the premium tax, the gross income tax, the
adjusted gross income tax, supplemental corporate net income, or any
combination of these, or similar taxes upon revenues or income that
may be imposed by the state.

(n) Memberswho after July 1, 1983, during any calendar year, have
paid one (1) or more assessments|evied under this chapter may either:

(1) take a credit against premium taxes, gross income taxes,
adjusted gross income taxes, supplemental corporate net income
taxes, or any combination of these, or similar taxes upon revenues
or income of member insurers that may be imposed by the state,
up to the amount of the taxes due for each calendar year in which
the assessments were paid and for succeeding years until the
aggregate of those assessments have been offset by either credits
against those taxes or refunds from the association; or

(2) any member insurer may include in the rates for premiums
charged for insurance policies to which this chapter applies
amounts sufficient to recoup a sum equal to the amounts paid to
the association by the member less any amounts returned to the
member insurer by the association, and the rates shall not be
deemed excessive by virtue of including an amount reasonably
calculated to recoup assessments paid by the member.

(o) The association shall provide for the option of monthly
collection of premiums.

SECTION 25. IC 27-8-10-5.1, AS AMENDED BY P.L.2-1995,
SECTION 109, IS AMENDED TO READ AS FOLLOWS
[EFFECTIVE APRIL 1, 1998]: Sec. 5.1. (a) Except as provided in
subsections(b) and (c), apersonisnot eligiblefor an association policy
who; if, at the effective date of coverage, the person hasor iseligible
for coverage under any insurance plan that equals or exceeds the
minimum reguirements for accident and sickness insurance policies
issued in Indianaas set forth in |C 27. Coverage under any association
policy isin excess of, and may not duplicate, coverage under any other
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form of health insurance.

(b) Except asprovided in IC 27-13-16-4, apersoniseligiblefor an

association policy upon a showing that:
(1) the person has been rejected by one (1) carrier for coverage
under any insurance plan that equals or exceeds the minimum
regquirements for accident and sickness insurance policiesissued
in Indiang, as set forth in IC 27, without material underwriting
restriction at arate eguat to or tess than the assoctation ptan rate:
restrictions;
(2) an insurer has refused to issue insurance except at a rate
exceeding the association plan rate; or
(3) the person is a federally eligible individual.
For the purposes of this subsection, eligibility for Medicare coverage
does not disqualify a person who is less than sixty-five (65) years of
age from eligibility for an association policy.

(c) The board of directors may establish procedures that would
permit &)y an association policy to be issued to persons who are
covered by a group insurance arrangement when that person or a
dependent's health condition is such that the group's coverage is in
jeopardy of termination or materia rate increases because of that
person's or dependent's medical claims experience anel.

2) an assoetation petity to be tssued withedt any Hmitation en
preexisting eonditions to a person who +s covered by a health
to terminete for any reason beyond the person's controt:

(d) Anassociation policy must providethat coverage of adependent
unmarried child terminateswhen the child becomesnineteen (19) years
of age (or twenty-five (25) yearsof ageif the child isenrolled full-time
in an accredited educational institution). The policy must also provide
in substance that attainment of the limiting age does not operate to
terminate adependent unmarried child's coverage whilethe dependent
isand continues to be both:

(2) incapable of self-sustaining employment by reason of mental
retardation or physical disability; and
(2) chiefly dependent upon the person in whose namethe contract
isissued for support and maintenance.
However, proof of such incapacity and dependency must be furnished
to the carrier within one hundred twenty (120) days of the child's
attainment of the limiting age, and subsequently as may be required by
the carrier, but not more frequently than annually after thetwo (2) year
period following the child's attainment of the limiting age.
(e) An association policy that provides coverage for a family
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member of the person in whose name the contract isissued must, asto
the family member's coverage, also provide that the health insurance
benefits applicable for children are payable with respect to a newly
born child of the person in whose hame the contract isissued from the
moment of birth. The coverage for newly born children must consist of
coverageof injury or illness, including the necessary careand treatment
of medically diagnosed congenital defects and birth abnormalities. If
payment of a specific premium isrequired to provide coverage for the
child, the contract may require that notification of the birth of a child
and payment of the required premium must be furnished to the carrier
within thirty-one (31) days after the date of birth in order to have the
coverage continued beyond the thirty-one (31) day period.

) Except as provided in subsection {g); an assoctation poticy may
contan provisons thder which coverage ts exchuded durtng a perrod
of six {6} months foHowing the effective date of coverage asto agiven

) the condition manifested itself within a period of six (6)
months before the effective date of coverage th sueh amanner as
wottd eatse an ordinarity prudent person to seek draghosts; care;
or treatment; or
2) medicat advice of treatment was recommended of recerved
within a perrod of six {6) months before the effective date of
coverage:
Fhis subsection may riot be construed to prohibit preexisting eondition
provisionsin an thsdrance petiey that are morefavorabteto the ihsureek:

tey (f) If aperson appties for an assoctation poticy within six (6}
months after termination of the persor's coverage tnder a heatth
ihsdrance arrangement and the person meets the dligibility
requirements of subsection (b), then an association policy may not
contain provisions under which:

(1) coverage asto agiven individual isdelayed to adate after the

effective date or excluded from the policy; or

(2) coverage asto agiven condition is denied;
on the basis of apreexisting health condition. This subsection may not
be construed to prohibit preexisting condition provisions in an
insurance policy that are more favorable to the insured.

(g) Subsection (f) does not apply to a person, other than a
federally eligible individual, who had previous coverage under an
association policy and terminated the coverage or allowed the
coverage to terminate for a period exceeding ninety (90) days.

(h) Coverage for a preexisting condition of a person described
in subsection (g) may not be delayed or restricted to a date later
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than six (6) months after the effective date. However, the six (6)
months must be reduced by one (1) month for each thirty (30) day
period of continuous coverage under a health insurance plan, as
defined in 1C 27-8-15-28(a), that the person had during the twelve
(12) months immediately preceding enroliment.

"y (i) For purposes of this section, coverage under a health
insurance arrangement includes, but is not limited to, coverage
pursuant to the Consolidated Omnibus Budget Reconciliation Act of
1985.

SECTION 26. IC 27-8-14-6 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVEJULY 1, 1998]: Sec. 6. (a) Aninsurer must
offer to provide coveragefor breast cancer screening mammography in
any accident and sickness insurance policy that the insurer issuesin
Indiana.

(b) The coverage that an insurer must offer to provide under this
section must include the following:

(2) If theinsuredisat least thirty-five (35) but lessthan forty (40)
years of age, coverage for at least one (1) baseline breast cancer
screening mammography performed upon the insured before she
becomes forty (40) years of age.
(2) H the insured ts:
A et teast forty (40) but tess than fifty (56} years of age; and
(B} net awoman at risk:
coverage for one (1) breast cancer screenthg mammography
performed tipon the insdred A every two (2) year perioe:
€3} tf the insdred s
{A) at teast forty (40) but tess than fifty {50} yeears of age; and
{B) awoman at risk:
one (1) breast cancer screeniny mammeography performed tipon
the thsared every year:
) If the insured is at least fifty {56} forty (40) years of age,
whether of not a risk; one (1) breast cancer screening
mammography performed upon the insured every year.
(3) Any additional views that are required for proper
evaluation.
(4) Ultrasound services, if determined medically necessary by
the physician treating the insured.

(c) The coverage that an insurer must offer to provide under this
section must provide reimbursement for breast cancer screening
mammography at alevel at least as high as.

(1) the limitation on payment for screening mammography
services established in 42 CFR 405.534(b)(3) according to the
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Medicare Economic Index at the timethe breast cancer screening
mammography is performed; or
(2) the rate negotiated by a contract provider according to the
provisions of the insurance policy;

whichever islower.

(d) The coverage that an insurer must offer to provide under this
section may not be subject to dollar limits, deductibles, or coinsurance
provisions that are less favorable to the insured than the dollar limits,
deductibles, or coinsurance provisions applying to physical illness
generally under the accident and sickness insurance policy.

(e) The coverage that an insurer must offer is in addition to any
benefitsspecifically providedfor x-rays, laboratory testing, or wellness
examinations.

SECTION 27.1C27-8-15-10.5, ASAMENDED BY P.L.190-1996,
SECTION 3,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 10.5. (a) Asused in this chapter, "late enrolle€
means an eligible employee or a dependent of an eligible employee
who did not request enrollment in a health insurance plan of a small
employer during the initial enrollment period during which the
individual was entitled to enroll under the health insurance plan.

(b) Theterm **late enrollee’ doesnot include an eligible employee
or the dependent of an eligible employee: who meets any of the
feHowing conditrons:

(1) Fhe eligibte emptoyee (A who was covered under a health
insurance plan &t the time of the thitial enrctiment:
(B} tost coverage tinder a health thsdrance ptan as aresdtt of:
) the termination of emptoyment or etigibiity:
i) the death of a spouse; of
fiv) the dissotdtion of marrirage; and
{C) requests enrctiment not tater than thirty (30) days after
tosing coverage tnder a health suranee ptan:
or had health insurance coverage at the time coverage was
previously offered to the employee or to the dependent of the
employee;
(2) who stated in writing at the time coverage was offered that
coverage under another health insurance plan was the reason
for declining the enrollment, but only if the insurer required
such a statement at the time and provided the employee with
notice of the requirement (and the consequences of the
requirement) at the time;
(3) whose coverage under this subsection:
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(A) was under a COBRA continuation provision and the
coverage under the provision was exhausted; or
(B) was not under a COBRA continuation provision and
either the coverage was terminated as a result of loss of
eligibility for the coverage (including as a result of legal
separation, divorce, death, termination of employment, or
reduction in the number of hours of employment) or
employer contributions toward the coverage were
terminated; and
(4) who requests enrollment under the terms of the plan not
later than thirty (30) days after the date of exhaustion of
coverage as described in subdivision (3)(A) or the termination
of coverage or employer contributions as described in
subdivision (3)(B).

2 (c) The term "late enrollee' does not include an eligible
employee who is employed by a small employer that offers multiple
health insurance plans and the eligible emptoyee who el ectsadifferent
plan during an open enrollment period.

€3y (d) The term "late enrollee' does not include an eligible
employee or the eligible employee's spouse or minor or dependent
child where:

(1) acourt hasordered that healthinsurance coverage be provided
for a the spouse or a minor or dependent child of an eligible
employee under the eligible employee's insurance plan; and

(2) the request for enrollment is made not more than thirty (30)
days after the issuance of the court order.

SECTION 28. IC 27-8-15-14, ASAMENDED BY P.L.190-1996,
SECTION 4,ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 14. As used in this chapter, "small employer"
means any person, firm, corporation, limited liability company,
partnership, or association actively engaged in businesswho, on at | east
fifty percent (50%) of the working days of the employer during the
preceding calendar year, employed at least three {3} two (2) but not
more than fifty (50) eligible employees, the majority of whomwork in
Indiana. In determining the number of eligible employees, companies
that are affiliated companies or that are eligible to file acombined tax
return for purposes of state taxation are considered one (1) employer.

SECTION 29. IC 27-8-15-19, AS AMENDED BY P.L.93-1995,
SECTION 14,ISAMENDED TOREAD ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 19. Except as provided in section 20 of this
chapter, a small employer insurer may only cancel or refuse to renew
a health insurance plan for the following reasons:
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(1) Nonpayment of required premiums.
(2) Fraud or misrepresentation of the small employer, or with
respect to coverage of an insured individual, fraud or
misrepresentation by the insured individual or the individual's
representative.
{3) Nenecomptance with the ptan's provisions:
4) The number of tndivittals covered tnder the ptan istessthan
the number of percentage of ehigible individuals reguired by
percentage regirements tnder the ptan:
5) The smal employer ts o tenger actively engaged th the
busihess th whieh the smalt emptoyer was engaged on the
effective date of the ptan:
(3) The small employer has failed to comply with a material
plan provision relating to employer contribution or group
participation rules.
(4) In the case of a small employer insurer that offers
coverage in a market through a network plan, there is no
longer any insured individual in connection with the plan who
lives, resides, or works:
(A) in the service area of the small employer insurer; or
(B) in the area for which the issuer is authorized to do
business.
(5) In the case of coverage that is made available through one
(1) or more bona fide associations, the membership of the
small employer in the association ceases, but only if the
coverage is terminated under this subdivision uniformly
without regard to any health status related factor relating to
an insured individual.
(6) In a case in which an insurer decides to discontinue
offering a particular type of group health insurance coverage
offered in the small employer market, that coverage may be
discontinued by the insurer only if:
(A) the insurer provides notice of the insurer's intent to
discontinue the coverage to each small employer provided
with the coverage;
(B) the insurer offers the option to purchase all other
health insurance coverage currently being offered by the
insurer to the small employer to each small employer that
is provided with the coverage; and
(C) in exercising the option to discontinue the coverage in
offering the option of coverage under clause (B), the
insurer acts uniformly without regard to:
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(i) the claims experience of the small employer groups;
or

(i) any health status related factor relating to any
eligible employee or dependent of an eligible employee
who is covered or who may become eligible for the
coverage.

SECTION 30. IC 27-8-15-27, AS ADDED BY P.L.93-1995,
SECTION 15,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
APRIL 1, 1998]: Sec. 27. A health insurance plan provided by asmall
employer insurer to asmall employer must comply with thefollowing:

(1) The benefits provided by a plan to an eligible employee
enrolled in the plan may not be excluded, limited, or denied for
morethan nine (9) months after the effective date of the coverage
because of a preexisting condition of the eligible employee, the
eligible employee's spouse, or the eligible empl oyee's dependent.
(2) The plan may not define a preexisting condition, rider, or
endorsement morerestrictively than as{A) acondition that wottd
have catsed an erdinarity prodent person to seek medicat adviee;
diagrosis; eare; or treatment during the nine (9 months
immmedtately preceding the effective date of enrotiment n the
pran: {B) a condition for which medical advice, diagnosis, care,
or treatment wasrecommended or received during the aife {9y six
(6) months immediately preceding the effective date of
enrollment in the plan. ef

(€} apregnhaney existing on the effective deate of errotment in

the ptan:

SECTION 31. IC 27-8-15-28, ASAMENDED BY P.L.190-1996,
SECTION 6, ISAMENDED TO READ ASFOLLOWS[EFFECTIVE
APRIL 1, 1998]: Sec. 28. (a) Asused in this section, "health insurance
plan" means coverage provided under any of the following:

(1) A hospital or medical expenseincurred policy or certificate.
(2) A hospital or medical service plan contract.

(3) A health maintenance organization subscriber contract.

(4) Medicare or Medicaid.

(5) An employer based health insurance arrangement.

(6) Anindividual health insurance policy.

(7) A policy issued by the Indiana comprehensive health
insurance association under 1C 27-8-10.

(8) An employee welfare benefit plan (as defined in 29 U.S.C.
1002) that is self-funded.

(9) A conversion policy issued under section 31 or 31.1 of this
chapter.
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(b) Except as provided in section 29 of this chapter, a small
employer insurer shall waivethe exclusion period described in section
27 of thischapter applicableto apreexisting condition or thelimitation
period with respect to aparticular servicein ahealth insurance plan for
the time an eligible employee or a dependent of an eligible employee
was previously covered by a health insurance plan if the following
conditions are met:

(1) Theeligibleemployee or adependent of theeligible employee
was previously covered by a health insurance plan that provided
benefits with respect to the particular service.
(2) Coverage under the health insurance plan was continuous to
adate not more than thttty (36 sixty-three (63) days before the
effective date of enrollment by:

(A) the éligible employee; or

(B) adependent of the eligible employee.

(c) In determining whether an eligible employee or a dependent of
the eligible employee meets the requirements of subsection (b)(2), a
waiting period imposed by asmall employer insurer or small employer
before new coverage may become effective must be excluded fromthe
calculation.

(d) This section does not preclude the application of any waiting
period applicableto al new enrollees under aplan.”.

Page 7, between lines 30 and 31, begin anew paragraph and insert:

"SECTION 33. IC 27-8-15-34.1 IS ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
[EFFECTIVE APRIL 1, 1998]: Sec. 34.1. Except as provided in 29
U.S.C. 1191a and 42 U.S.C. 300gg, a small employer insurer must:

(1) offer to any small employer all products that are approved
for sale in the small group market and that the insurer is
actively marketing; and

(2) accept any employer that applies for any of those
products.”.

Page 7, between lines 36 and 37, begin a new paragraph and and
insert:

"SECTION 35. IC 27-12-3-5 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 1998]: Sec. 5. (a) Except as
provided in subsection (b), the receipt of proof of financia
responsibility and the surcharge constitutes compliance with section 2
of this chapter:

(2) as of the date on which they are received; or
(2) as of the effective date of the policy;
if this proof is filed with and the surcharge paid to the department of
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insurance not later than ninety (90) days after the effective date of the
insurance policy. H proef of financtal responsibiity and the payment
of the sdreharge +s not made within Ainety (96} days after the potiey
effective date; comphiance ocetrs on the date when proof +s fited and

(b) Ifaninsurer files proof of financial responsibility and makes
payment of the surcharge to the department of insurance at least
ninety-one (91) days but not more than one hundred eighty (180)
days after the policy effective date, the health care provider is in
compliance with section 2 of this chapter, if the insurer
demonstrates to the satisfaction of the commissioner that the
insurer:

(1) received the premium and surcharge in a timely manner;
and
(2) failed to transmit the surcharge in a timely manner.

(c) If the commissioner accepts a filing as timely under
subsection (b), the filing must be accompanied by a penalty amount
as follows:

(1) Ten percent (10%) of the surcharge, if the proof of
financial responsibility and surcharge are received by the
commissioner at least ninety-one (91) days and not more than
one hundred twenty (120) days after the original effective date
of the policy.

(2) Twenty percent (20%) of the surcharge, if the proof of
financial responsibility and surcharge are received by the
commissioner at least one hundred twenty-one (121) days and
not more than one hundred fifty (150) days after the original
effective date of the policy.

(3) Fifty percent (50%) of the surcharge, if the proof of
financial responsibility and surcharge are received by the
commissioner at least one hundred fifty-one (151) days and
not more than one hundred eighty (180) days after the
original effective date of the policy.

SECTION 36. IC 27-13-7-3, AS ADDED BY P.L.26-1994,
SECTION 25,ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
JULY 1, 1998]: Sec. 3. () A contract referred to in section 1 of this
chapter must clearly state the following:

(1) Thenameand address of the health mai ntenance organi zation.
(2) Eligibility requirements.

(3) Benefits and services within the service area.

(4) Emergency care benefits and services.

(5) Any out-of-area benefits and services.

ES 292—LS 6765/D1 88+



148

(6) Copayments, deductibles, and other out-of-pocket costs.
(7) Limitations and exclusions.
(8) Enrollee termination provisions.
(9) Any enrollee reinstatement provisions.
(10) Claims procedures.
(11) Enrollee grievance procedures.
(12) Continuation of coverage provisions.
(13) Conversion provisions.
(14) Extension of benefit provisions.
(15) Coordination of benefit provisions.
(16) Any subrogation provisions.
(17) A description of the service area.
(18) The entire contract provisions.
(19) The term of the coverage provided by the contract.
(20) Any right of cancellation of the group or individual contract
holder.
(21) Right of renewal provisions.
(22) Provisions regarding reinstatement of a group or an
individual contract holder.
(23) Grace period provisions.
(24) A provision on conformity with state law.
(25) A provision or provisions that comply with the:
(A) guaranteed renewability; and
(B) group portability;
requirements of the federal Health Insurance Portability and
Accountability Act of 1996 (26 U.S.C. 9801(c)(1)).
(b) For purposes of subsection (&), an evidence of coverage which
isfiled with a contract may be considered part of the contract.".
Page 9, after line 11, begin a new paragraph and insert:
"SECTION 39. I1C 27-13-29-1, ASAMENDED BY P.L.255-1995,
SECTION 14,ISAMENDED TOREAD ASFOLL OWS[EFFECTIVE
JULY 1, 1998]: Sec. 1. (a) Except as provided in subsection (b) or as
otherwise provided in this article or IC 27:
(1 1C 27; and
(2) the provisions of |C 16 regulating hospitals;
do not apply to any health maintenance organization or limited service
health maintenance organization (as defined in IC 27-13-34-4) that is
granted a certificate of authority under this article. However, this
section does not apply to aninsurer or ahospital that islicensed under
Indianalaw, except with respect to the health maintenance organi zation
activities of the hospital or insurer that are authorized and regul ated
under this article.
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(b) Every:

(1) health maintenance organization; and

(2) limited service health maintenance organization (as

defined in IC 27-13-34-4);
authorized to do businessin Indianais subject to | C 27-4-1 relating to
unfair methods of competition and unfair or deceptiveactsor practices
to the extent that 1C 27-4-1 does not conflict with this article. If a
provision in IC 27-4-1 conflicts with this article, this article governs
and controls.

SECTION 40. IC 34-4-12.6-1, ASAMENDED BY P.L.147-1997,
SECTION 74,ISAMENDED TOREAD ASFOLLOWSI[EFFECTIVE
JANUARY 1, 1999]: Sec. 1. (a) Asused in this chapter, "professional
health care provider" means:

(1) aphysician licensed under |C 25-22.5;

(2) adentist licensed under IC 25-14;

(3) ahospita licensed under IC 16-21;

(4) apodiatrist licensed under IC 25-29;

(5) achiropractor licensed under 1C 25-10;

(6) an optometrist licensed under IC 25-24;

(7) apsychologist licensed under 1C 25-33;

(8) apharmacist licensed under |C 25-26;

(9) ahealth facility licensed under |C 16-28-2;

(10) a registered or licensed practical nurse licensed under

IC 25-23;

(11) aphysical therapist licensed under IC 25-27;

(12) ahome health agency licensed under IC 16-27-1;

(13) a community mental health center (as defined in

IC 12-7-2-38);

(14) ahealth care organi zation whose members, shareholders, or

partners are:
(A) professional health care providers described in
subdivisions (1) through (13);
(B) professional corporations comprised of health care
professionals (as defined in IC 23-1.5-1-8); or
(C) professional health care providers described in
subdivisions (1) through (13) and professional corporations
comprised of persons described in subdivisions (1) through
(13);

(15) aprivate psychiatric hospital licensed under IC 12-25;

(16) a preferred provider organization (including a preferred

provider arrangement or reimbursement agreement under

IC 27-8-11);
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(17) a health maintenance organization (as defined in
IC 27-13-1-19) or a limited service health maintenance
organization (as defined in |C 27-13-34-4);
(18) arespiratory care practitioner certified under 1C 25-34.5;
(19) an occupational therapist certified under IC 25-23.5;
(20) astate institution (as defined in IC 12-7-2-184);
(21) a clinica sociad worker who is licensed under
IC 25-23.6-5-2;
(22) amanaged careprovider (asdefined in |C 12-7-2-127(b)); or
(23) anonprofit health care organi zation affiliated with ahospital
that isowned or operated by areligiousorder, whosemembersare
members of that religious order.
(b) Asused in this chapter, "evaluation of patient care" relates to:
(1) the accuracy of diagnosis;
(2) the propriety, appropriateness, quality, or necessity of care
rendered by a professional health care provider; and
(3) the reasonableness of the utilization of services, procedures,
and facilitiesin the treatment of individual patients.
Asused in this chapter, the term does not relate to chargesfor services
or to methods used in arriving at diagnoses.
(c) As used in this chapter, "peer review committee” means a
committee that:
(2) has the responsibility of evaluation of:
(A) qualifications of professiona health care providers,
(B) patient care rendered by professional health care
providers; or
(C) themeritsof acomplaint against aprofessional health care
provider that includes a determination or recommendation
concerning the complaint, and the complaint is based on the
competence or professional conduct of an individual health
care provider which competence or conduct affects or could
affect adversely the health or welfare of a patient or patients;
and
(2) meetsthe following criteria:
(A) The committeeis organized:
(i) by astate, regional, or local organization of professional
health care providersor by anonprofit foundation created by
the professional organization for purposes of improvement
of patient care;
(ii) by the professional staff of ahospital, another health care
facility, a nonprofit health care organization (under
subsection (a)(23)), or a professional health care
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organization;

(iii) by state or federal law or regulation;

(iv) by a governing board of a hospital, a nonprofit health
careorgani zation (under subsection (a)(23)), or professional
health care organization;

(v) as a governing board or committee of the board of a
hospital, a nonprofit health care organization (under
subsection (a)(23)), or professional health careorganization;
(vi) by an organization, a plan, or a program described in
subsection (a)(16) through (a)(17);

(vii) as a hospital or a nonprofit health care organization
(under subsection (a)(23)) medical staff or a section of that
staff; or

(viii) as a governing board or committee of the board of a
professiona health care provider (as defined in subsection
(a)(16) through (a)(17)).

(B) At least fifty percent (50%) of thecommitteemembersare:
(i) individua professional heath care providers, the
governing board of a hospital, the governing board of a
nonprofit health care organization (under subsection
(a)(23)), or professional health care organization, or the
governing board or a committee of the board of a
professiona health care provider (as defined in subsection
(a)(16) through (a)(17)); or
(i) individual professional health care providers and the
committeeisorganized asan interdisciplinary committeeto
conduct evaluation of patient care services.

However, "peer review committee” does not include amedical review
panel created under IC 27-12-10.

(d) Asused in this chapter, "professional staff" means:

(2) al individual professional health care providersauthorized to
provide health carein ahospital or other health care facility; or
(2) the multidisciplinary staff of a community mental health
center (asdefined in 1C 12-7-2-38).

(e) Asused in this chapter, "personnel of apeer review committee”
means not only members of the committee but also all of the
committee's employees, representatives, agents, attorneys,
investigators, assistants, clerks, staff, and any other person or
organi zation who serves a peer review committee in any capacity.

(f) As used in this chapter, "in good faith" refers to an act taken
without malice after areasonabl e effort to obtain thefacts of the matter
and in the reasonable belief that the action taken is warranted by the
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facts known. In all actions to which this chapter applies, good faith
shall be presumed, and malice shall be required to be proven by the
person aggrieved.

(g) Asused in this chapter, "professional health care organization”
refers to an organization described in subsection (a)(14).

(h) Asused in this chapter, ""professional review activity' means
an activity of a peer review committee of a hospital licensed under
IC 16-21 with respect to a professional health care provider to:

(1) determine whether the professional health care provider
may have privileges with respect to the hospital;
(2) determine the scope or conditions of the privileges; or
(3) change or modify the privileges.
The term includes the establishment and enforcement of standards
and rules by the governing board of a hospital concerning practice
in the hospital and the granting and retention of privileges within
the hospital.

SECTION 41. IC 34-4-12.6-3 IS AMENDED TO READ AS
FOLLOWS[EFFECTIVE JANUARY 1, 1999]: Sec. 3. (a) Thereshall
be no liability on the part of, and no action of any nature shall arise
against, an organization, a peer review committee, or the personnel
of apeer review committeefor any act, statement made in the confines
of the organization or committee, or proceeding thereef of the
organization or committee made in good faith in regard to:

(1) evaluation of patient care as that term is defined and limited
in section 1(b) of this chapter; or

(2) professional review activity as defined and limited in
section 1(h) of this chapter.

(b) Notwithstanding any other law, a peer review committee, an
organization, or any other person who, in good faith and as awitness
or in some other capacity, furnishesrecords, information, or assistance
to a peer review committee that is engaged in:

(1) the evaluation of the qualifications, competence, or
professional conduct of a professional health care provider; or
(2) the evaluation of patient care;
is immune from any civil action arising from the furnishing of the
records, information, or assistance, unless the person knowingly
furnishes false records or information.

(c) Thepersonnel of apeer review committee shall beimmunefrom
any civil action arising from any determination made in good faith in
regard to evaluation of patient care asthat term is defined and limited
in section 1(b) of this chapter.

(d) No restraining order or injunction shall be issued against a peer
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review committee or any of the personnel thereef of the committee to
interfere with the proper functions of the committee acting in good
faith in regard to evaluation of patient care as that term is defined and
limited in section 1(b) of this chapter.

(e) If the action of the peer review committee meets the standards
specified by this chapter and the federal Health Care Quality
Improvement Act of 1986, P.L.99-660, the following persons are not
liablefor damagesunder any federal, state, or local law with respect to
the action:

(1) The peer review committee.

(2) Any person acting as a member or staff to the peer review
committee.

(3) Any person under a contract or other formal agreement with
the peer review committee.

(4) Any person who participates with or assists the peer review
committee with respect to the action.

(f) Subsection () does not apply to damages under any federal or
state law relating to the civil rights of a person including:

(1) thefederal Civil Rights Act of 1964, 42 U.S.C. 2000e, et seq.;
and
(2) the federal Civil Rights Act, 42 U.S.C. 1981, et seq.

SECTION 42. THEFOLLOWING ARE REPEALED [EFFECTIVE
APRIL 1, 1998]: IC 6-3-7-5; IC 22-3-2-14.5; |IC 22-3-7-34.5;
IC 27-8-15-34.

SECTION 43. [EFFECTIVE JULY 1, 1998] (a) Notwithstanding
IC 27-8-10-2.1, the terms of the members of the Indiana
Comprehensive Health Insurance Association board of directors
serving on August 31, 1998, expire August 31, 1998.

(b) The commissioner shall appoint, not later than September
1, 1998, the members of the Indiana Comprehensive Health
Insurance Association board of directors as required under
IC 27-8-10-2.1(b), as amended by this act, for terms commencing
on September 1, 1998.

(c) This SECTION expires January 1, 2000.

SECTION 44. [EFFECTIVE APRIL 1, 1998] (a) IC 27-8-5-3 and
IC 27-8-5-19, both as amended by this act, apply to all accident and
sickness policies in force on April 1, 1998.

(b) IC 27-8-15-10.5, 1C 27-8-15-14, 1C 27-8-15-19, IC 27-8-15-27,
IC 27-8-15-28, all as amended by this act, and IC 27-8-15-34.1, as
added by this act, apply to all small employer health insurance
plans in force under 1C 27-8-15 on April 1, 1998.

SECTION 45. An emergency is declared for this act.".
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Renumber all SECTIONS consecutively.
and when so amended that said bill do pass.
(Reference isto Senate Bill 292 as reprinted February 3, 1998.)
FRY, Chair
Committee Vote: yeas 13, nays 2.
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