(130th General Assembly)
(Amended Substitute House Bill Number 201)

AN ACT

To amend sections 1739.061, 1751.14, 1751.69, 3923.022,
3923.24, 3923.241, 3923.281, 392357, 3923.58,
3923.601, 3923.65, 3923.83, 3923.85, 3924.01, and
5301.36 and to enact sections 505.377, 737.082, 737.222,
and 5301.361 of the Revised Code to make changes
relative to entries of satisfaction, to clarify the status of
volunteer firefighters for purposes of the Patient
Protection and Affordable Care Act, to make changes
regarding coverage for a dependent child under a parent's
health insurance plan and the hours of work needed to
qualify for coverage under a small employer health
benefit plan, to increase the duration of the heath
insurance considered to be short-term under certain
insurance laws, and to make changes to the chemotherapy
parity law.

Be it enacted by the General Assembly of the Sate of Ohio:

SectioNn 1. That sections 1739.061, 1751.14, 1751.69, 3923.022,
3923.24, 3923.241, 3923.281, 3923.57, 3923.58, 3923.601, 3923.65,
3923.83, 3923.85, 3924.01, and 5301.36 be amended and sections 505.377,
737.082, 737.222, and 5301.361 of the Revised Code be enacted to read as
follows:

Sec. 505.377. A volunteer firefighter appointed pursuant to this chapter
is a bona fide volunteer and not an employee for purposes of section 513 of
the "Patient Protection and Affordable Care Act," 124 Stat. 119 (2010), 26
U.S.C. 4980H, if, for providing those fire protection services, the volunteer
receives any of the benefits provided in Chapter 146., 4121., or 4123. or
section 9.65, 505.23, 3333.26, 3923.13. or 4113.41 of the Revised Code.

Sec. 737.082. A volunteer firefighter appointed pursuant to this chapter
is a bona fide volunteer and not an employee for purposes of section 513 of
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the "Patient Protection and Affordable Care Act,” 124 Stat. 119 (2010), 26
U.S.C. 4980H, if, for providing those fire protection services, the volunteer
receives any of the benefits provided in Chapter 146., 4121., or 4123. or
section 9.65, 505.23, 3333.26, 3923.13, or 4113.41 of the Revised Code.

Sec. 737.222. A volunteer firefighter appointed pursuant to this chapter
is a bona fide volunteer and not an employee for purposes of section 513 of
the "Patient Protection and Affordable Care Act,” 124 Stat. 119 (2010), 26
U.S.C. 4980H, if, for providing those fire protection services, the volunteer
receives any of the benefits provided in Chapter 146., 4121., or 4123. or
section 9.65, 505.23, 3333.26, 3923.13, or 4113.41 of the Revised Code.

Sec. 1739.061. (A)(1) This section applies to both of the following:

(&) A multiple employer welfare arrangement that issues or requires the
use of a standardized identification card or an electronic technology for
submission and routing of prescription drug claims;

(b) A person or entity that a multiple employer welfare arrangement
contracts with to issue a standardized identification card or an electronic
technology described in division (A)(1)(a) of this section.

(2) Notwithstanding division (A)(1) of this section, this section does not
apply to the issuance or required use of a standardized identification card or
an electronic technology for the submission and routing of prescription drug
claimsin connection with any of the following:

() Any program or arrangement covering only accident, credit, dental,
disability income, long-term care, hospital indemnity, medicare supplement,
medicare, tricare, specified disease, or vision care; coverage under a
one-time-limited-duration policy ef-rettenger that is less than six twelve
months; coverage issued as a supplement to liability insurance; insurance
arising out of workers compensation or similar law; automobile medical
payment insurance; or insurance under which benefits are payable with or
without regard to fault and which is statutorily required to be contained in
any liability insurance policy or equivalent self-insurance.

(b) Coverage provided under the medicaid program.

(c) Coverage provided under an employer's self-insurance plan or by
any of its administrators, as defined in section 3959.01 of the Revised Code,
to the extent that federal law supersedes, preempts, prohibits, or otherwise
precludes the application of this section to the plan and its administrators.

(B) A standardized identification card or an electronic technology issued
or required to be used as provided in division (A)(1) of this section shall
contain uniform prescription drug information in accordance with either
division (B)(1) or (2) of this section.

(1) The standardized identification card or the electronic technology
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shall bein aformat and contain information fields approved by the national
council for prescription drug programs or a successor organization, as
specified in the council's or successor organization's pharmacy identification
card implementation guide in effect on the first day of October most
immediately preceding the issuance or required use of the standardized
identification card or the electronic technology.

(2) If the multiple employer welfare arrangement or person under
contract with it to issue a standardized identification card or an electronic
technology requires the information for the submission and routing of a
claim, the standardized identification card or the electronic technology shall
contain any of the following information:

(a) The name of the multiple employer welfare arrangement;

(b) The individual's name, group number, and identification number;

(c) A telephone number to inquire about pharmacy-related issues;

(d) The issuer's international identification number, labeled as "ANSI
BIN" or "RxBIN";

(e) The processor's control number, labeled as "RxPCN";

(f) The individual's pharmacy benefits group number if different from
the insured's medical group number, labeled as"RxGrp."

(C) If the standardized identification card or the electronic technology
issued or required to be used as provided in division (A)(1) of this sectionis
aso used for submission and routing of nonpharmacy claims, the
designation "Rx" is required to be included as part of the labels identified in
divisons (B)(2)(d) and (e) of this section if the issuer's international
identification number or the processor's control number is different for
medical and pharmacy claims.

(D) Each multiple employer welfare arrangement described in division
(A) of this section shall annually file a certificate with the superintendent of
insurance certifying that it or any person it contracts with to issue a
standardized identification card or electronic technology for submission and
routing of prescription drug claims complies with this section.

(E)(1) Except as provided in division (E)(2) of this section, if thereisa
change in the information contained in the standardized identification card
or the electronic technology issued to an individual, the multiple employer
welfare arrangement or person under contract with it to issue a standardized
identification card or an electronic technology shall issue a new card or
electronic technology to the individual.

(2) A multiple employer welfare arrangement or person under contract
with it is not required under division (E)(1) of this section to issue a new
card or electronic technology to an individual more than once during a
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twelve-month period.

(F) Nothing in this section shall be construed as requiring a multiple
employer welfare arrangement to produce more than one standardized
identification card or one electronic technology for use by individuals
accessing health care benefits provided under a multiple employer welfare
arrangement.

Sec. 1751.14. (A) Notwithstanding section 3901.71 of the Revised
Code, any policy, contract, or agreement for health care services authorized
by this chapter that is issued, delivered, or renewed in this state and that
provides that coverage of an unmarried dependent child will terminate upon
attainment of the limiting age for dependent children specified in the policy,
contract, or agreement, shall also provide in substance both of the following:

(1) Once an unmarried child has attained the limiting age for dependent
children, as provided in the policy, contract, or agreement, upon the request
of the subscriber, the health insuring corporation shall offer to cover the
unmarried child until the child attains fwerty-etght twenty-six years of age if
all of thefollowing aretrue:

(&) The child is the natural child, stepchild, or adopted child of the
subscriber.

(b) The child is a resident of this state or a full-time student at an
accredited public or private institution of higher education.

(c) The child is not employed by an employer that offers any health
benefit plan under which the child is eligible for coverage.

(d) The child is not eligible for coverage under the medicaid program or
the medicare program.

(2) That attainment of the limiting age for dependent children shall not
operate to terminate the coverage of a dependent child if the child is and
continues to be both of the following:

(8) Incapable of self-sustaining employment by reason of mental
retardation or physical handicap;

(b) Primarily dependent upon the subscriber for support and
mai ntenance.

(B) Proof of incapacity and dependence for purposes of division (A)(2)
of this section shall be furnished to the health insuring corporation within
thirty-one days of the child's attainment of the limiting age. Upon request,
but not more frequently than annually, the health insuring corporation may
require proof satisfactory to it of the continuance of such incapacity and
dependency.

(C) Nothing in this section shall do any of the following:

(1) Require that any policy, contract, or agreement offer coverage for
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dependent children or provide coverage for an unmarried dependent child's
children as dependents on the policy, contract, or agreement;

(2) Require an employer to pay for any part of the premium for an
unmarried dependent child that has attained the limiting age for dependents,
as provided in the policy, contract, or agreement;

(3) Require an employer to offer health insurance coverage to the
dependents of any employee.

(D) This section does not apply to any health insuring corporation
policy, contract, or agreement offering only supplemental hedth care
services or speciaty health care services.

(E) As used in this section, "health benefit plan” has the same meaning
as in section 3924.01 of the Revised Code and also includes both of the
following:

(1) A public employee benefit plan;

(2) A health benefit plan as regulated under the "Employee Retirement
Income Security Act of 1974," 29 U.S.C. 1001, et seq.

Sec. 1751.69. (A) As used in this section, "cost sharing” means the cost
to an individual insured under an individua or group health insuring
corporation policy, contract, or agreement according to any coverage limit,
copayment, coinsurance, deductible, or other out-of-pocket expense
requirements imposed by the policy, contract, or agreement.

(B) Notwithstanding section 3901.71 of the Revised Code and subject to
divison (D) of this section, no individual or group health insuring
corporation policy, contract, or agreement providing basic health care
services or prescription drug services that is delivered, issued for delivery,
or renewed in this state, if the policy, contract, or agreement provides
coverage for cancer chemotherapy treatment, shall fail to comply with either
of the following:

(1) The policy, contract, or agreement shall not provide coverage or
Impose cost sharing for a prescribed, orally administered cancer medication
on a less favorable basis than the coverage it provides or cost sharing it
imposes for intraveneously administered or injected cancer medications.

(2) The policy, contract, or agreement shall not comply with division
(B)(1) of this section by imposing an increase in cost sharing solely for
orally administered, intravenously administered, or injected cancer
medications.

(C) Notwithstanding any provision of this section to the contrary, an
individual or group health insuring corporation policy, contract, or
agreement shall be deemed to be in compliance with this section if the cost
sharing imposed under such a policy, contract, or agreement for orally
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administered cancer treatments does not exceed one hundred dollars per
prescription fill. The cost sharing limit of one hundred dollars per
prescription fill shall apply to ahigh deductible plan, as defined in 26 U.S.C.
223, or_a catastrophic plan, as defined in 42 U.S.C. 18022, only after the
deductible has been met.

(D) The prohibitions in division (B) of this section do not preclude an
individual or group health insuring corporation policy, contract, or
agreement from requiring an enrollee to obtain prior authorization before
orally administered cancer medication is dispensed to the enrollee.

(E) A health insuring corporation that offers coverage for basic health
care servicesis not required to comply with division (B) of this section if all
of the following apply:

(1) The health insuring corporation submits documentation certified by
an independent member of the American academy of actuaries to the
superintendent of insurance showing that compliance with division (B)(1) of
this section for a period of at least six months independently caused the
health insuring corporation’s costs for claims and administrative expenses
for the coverage of basic health care services to increase by more than one
per cent per year.

(2) The hedlth insuring corporation submits a signed letter from an
independent member of the American academy of actuaries to the
superintendent of insurance opining that the increase in costs described in
division (E)(1) of this section could reasonably justify an increase of more
than one per cent in the annua premiums or rates charged by the health
insuring corporation for the coverage of basic health care services.

(3 (@ The superintendent of insurance makes the following
determinations from the documentation and opinion submitted pursuant to
divisions (E)(1) and (2) of this section:

(i) Compliance with division (B)(1) of this section for a period of at
least six months independently caused the health insuring corporation's costs
for claims and administrative expenses for the coverage of basic health care
services to increase more than one per cent per year.

(if) The increase in costs reasonably justifies an increase of more than
one per cent in the annual premiums or rates charged by the health insuring
corporation for the coverage of basic health care services.

(b) Any determination made by the superintendent under division (E)(3)
of this section is subject to Chapter 119. of the Revised Code.

Sec. 3923.022. (A) Asused in this section:

(D)(a) "Administrative expense” means the amount resulting from the
following: the amount of premiums earned by the insurer for sickness and
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accident insurance business plus the amount of losses recovered from
reinsurance coverage minus the sum of the amount of claims for losses paid;
the amount of losses incurred but not reported; the amount incurred for state
fees, federal and state taxes, and reinsurance; and the incurred costs and
expenses related, either directly or indirectly, to the payment of
commissions, measures to control fraud, and managed care.

(b) "Administrative expense" does not include any amounts collected, or
administrative expenses incurred, by an insurer for the administration of an
employee health benefit plan subject to regulation by the federal "Employee
Retirement Income Security Act of 1974," 88 Stat. 832, 29 U.S.C.A. 1001,
as amended. "Amounts collected or administrative expenses incurred"
means the total amount paid to an administrator for the administration and
payment of claims minus the sum of the amount of claims for losses paid
and the amount of losses incurred but not reported.

(2) "Insurer" means any insurance company authorized under Title
XXXIX of the Revised Code to do the business of sickness and accident
insurance in this state.

(3) "Sickness and accident insurance business’ does not include
coverage provided by an insurer for specific diseases or accidents only; any
hospital indemnity, medicare supplement, long-term care, disability income,
one-time-limited-duration policy efne-tenger that is less than six twelve
months, or other policy that offers only supplemental benefits; or coverage
provided to individuals who are not residents of this state.

(4) "Individual business' includes both individual sickness and accident
insurance and sickness and accident insurance made available by insurersin
the individual market to individuals, with or without family members or
dependents, through group policies issued to one or more associations or
entities.

(B) Notwithstanding section 3941.14 of the Revised Code, each insurer
shall have aggregate administrative expenses of no more than twenty per
cent of the premium income of the insurer, based on the premiums earned in
that year on the sickness and accident insurance business of the insurer.

(C)(1) Each insurer, on the first day of January or within sixty days
thereafter, shall annually prepare, under oath, and deposit in the office of the
superintendent of insurance a statement of the aggregate administrative
expenses of the insurer, based on the premiums earned in the immediately
preceding calendar year on the sickness and accident insurance business of
the insurer. The statement shall itemize and separately detail all of the
following information with respect to the insurer's sickness and accident
Insurance business:



Am. Sub. H. B. No. 201 130th G.A.
8

(a) The amount of premiums earned by the insurer both before and after
any costs related to the insurer's purchase of reinsurance coverage;

(b) The total amount of claims for losses paid by the insurer both before
and after any reimbursement from reinsurance coverage,

(c) The amount of any losses incurred by the insurer but not reported by
the insurer in the current or prior year;

(d) The amount of costs incurred by the insurer for state fees and federal
and state taxes,

(e) The amount of costs incurred by the insurer for reinsurance
coverage;

(f) The amount of costs incurred by the insurer that are related to the
insurer's payment of commissions,

(g9) The amount of costs incurred by the insurer that are related to the
insurer's fraud prevention measures,

(h) The amount of costs incurred by the insurer that are related to
managed care; and

(1) Any other administrative expenses incurred by the insurer.

(2) The statement also shall include all of the information required
under division (C)(1) of this section separately detailed for the insurer's
individual business, small group business, and large group business.

(D) No insurer shall fail to comply with this section.

(E) If the superintendent determines that an insurer has violated this
section, the superintendent, pursuant to an adjudication conducted in
accordance with Chapter 119. of the Revised Code, may order the
suspension of the insurer's license to do the business of sickness and
accident insurance in this state until the superintendent is satisfied that the
insurer is in compliance with this section. If the insurer continues to do the
business of sickness and accident insurance in this state while under the
suspension order, the superintendent shall order the insurer to pay one
thousand dollars for each day of the violation.

(F) Any money collected by the superintendent under division (E) of
this section shall be deposited by the superintendent into the state treasury to
the credit of the department of insurance operating fund.

(G) The statement of aggregate expenses filed pursuant to this section
separately detailing an insurer's individual, small group, and large group
business shall be considered work papers resulting from the conduct of a
market analysis of an entity subject to examination by the superintendent
under division (C) of section 3901.48 of the Revised Code, except that the
superintendent may share aggregated market information that identifies the
premiums earned as reported under division (C)(1)(a) of this section, the
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administrative expenses reported under division (C)(1)(i) of this section, the
amount of commissions reported under division (C)(1)(f) of this section, the
amount of taxes paid as reported under division (C)(1)(d) of this section, the
total of the remaining benefit costs as reported under divisions (C)(1)(b) and
(c) of this section, and the amount of fraud and managed care expenses
reported under divisions (C)(1)(g) and (h) of this section.

Sec. 3923.24. (A) Notwithstanding section 3901.71 of the Revised
Code, every certificate furnished by an insurer in connection with, or
pursuant to any provision of, any group sickness and accident insurance
policy delivered, issued for delivery, renewed, or used in this state on or
after January 1, 1972, every policy of sickness and accident insurance
delivered, issued for delivery, renewed, or used in this state on or after
January 1, 1972, and every multiple employer welfare arrangement offering
an insurance program, which provides that coverage of an unmarried
dependent child of a parent or legal guardian will terminate upon attainment
of the limiting age for dependent children specified in the contract shall also
provide in substance both of the following:

(1) Once an unmarried child has attained the limiting age for dependent
children, as provided in the policy, upon the request of the insured, the
insurer shall offer to cover the unmarried child until the child attains
twenty-etght twenty-six years of ageif all of the following are true:

(&) The child is the natural child, stepchild, or adopted child of the
insured.

(b) The child is a resident of this state or a full-time student at an
accredited public or private institution of higher education.

(c) The child is not employed by an employer that offers any health
benefit plan under which the child is eligible for coverage.

(d) The child is not €eligible for the medicaid program or the medicare
program.

(2) That attainment of the limiting age for dependent children shall not
operate to terminate the coverage of a dependent child if the child is and
continues to be both of the following:

(8) Incapable of self-sustaining employment by reason of mental
retardation or physical handicap;

(b) Primarily dependent upon the policyholder or certificate holder for
support and maintenance.

(B) Proof of such incapacity and dependence for purposes of division
(A)(2) of this section shall be furnished by the policyholder or by the
certificate holder to the insurer within thirty-one days of the child's
attainment of the limiting age. Upon request, but not more frequently than
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annually after the two-year period following the child's attainment of the
limiting age, the insurer may require proof satisfactory to it of the
continuance of such incapacity and dependency.

(C) Nothing in this section shall require an insurer to cover a dependent
child who is mentally retarded or physically handicapped if the contract is
underwritten on evidence of insurability based on health factors set forth in
the application, or if such dependent child does not satisfy the conditions of
the contract as to any requirement for evidence of insurability or other
provison of the contract, satisfaction of which is required for coverage
thereunder to take effect. In any such case, the terms of the contract shall
apply with regard to the coverage or exclusion of the dependent from such
coverage. Nothing in this section shal apply to accidental death or
dismemberment benefits provided by any such policy of sickness and
accident insurance.

(D) Nothing in this section shall do any of the following:

(1) Require that any policy offer coverage for dependent children or
provide coverage for an unmarried dependent child's children as dependents
on the policy;

(2) Require an employer to pay for any part of the premium for an
unmarried dependent child that has attained the limiting age for dependents,
as provided in the policy;

(3) Require an employer to offer health insurance coverage to the
dependents of any employee.

(E) This section does not apply to any policies or certificates covering
only accident, credit, dental, disability income, long-term care, hospital
indemnity, medicare supplement, specified disease, or vision care; coverage
under a one-time-limited-duration policy ef-rettenrger that is less than s
twelve months; coverage issued as a supplement to liability insurance;
insurance arising out of a workers compensation or similar law; automobile
medical-payment insurance; or insurance under which benefits are payable
with or without regard to fault and that is statutorily required to be contained
in any liability insurance policy or equivalent self-insurance.

(F) Asusad in this section, "health benefit plan” has the same meaning
as in section 3924.01 of the Revised Code and also includes both of the
following:

(1) A public employee benefit plan;

(2) A health benefit plan as regulated under the "Employee Retirement
Income Security Act of 1974," 29 U.S.C. 1001, et seq.

Sec. 3923.241. (A) Notwithstanding section 3901.71 of the Revised
Code, any public employee benefit plan that provides that coverage of an
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unmarried dependent child will terminate upon attainment of the limiting
age for dependent children specified in the plan shall aso provide in
substance both of the following:

(1) Once an unmarried child has attained the limiting age for dependent
children, as provided in the plan, upon the request of the employee, the
public employee benefit plan shall offer to cover the unmarried child until
the child attains twenty-etght twenty-six years of age if al of the following
aretrue:

(&) The child is the natural child, stepchild, or adopted child of the
employee.

(b) The child is a resident of this state or a full-time student at an
accredited public or private institution of higher education.

(c) The child is not employed by an employer that offers any health
benefit plan under which the child is eligible for coverage.

(d) The child is not €eligible for the medicaid program or the medicare
program.

(2) That attainment of the limiting age for dependent children shall not
operate to terminate the coverage of a dependent child if the child is and
continues to be both of the following:

(8) Incapable of self-sustaining employment by reason of mental
retardation or physical handicap;

(b) Primarily dependent upon the plan member for support and
mai ntenance.

(B) Proof of incapacity and dependence for purposes of division (A)(2)
of this section shall be furnished to the public employee benefit plan within
thirty-one days of the child's attainment of the limiting age. Upon request,
but not more frequently than annually, the public employee benefit plan may
require proof satisfactory to it of the continuance of such incapacity and
dependency.

(C) Nothing in this section shall do any of the following:

(1) Require that any public employee benefit plan offer coverage for
dependent children or provide coverage for an unmarried dependent child's
children as dependents on the public employee benefit plan;

(2) Require an employer to pay for any part of the premium for an
unmarried dependent child that has attained the limiting age for dependents,
as provided in the plan;

(3) Require an employer to offer health insurance coverage to the
dependents of any employee.

(D) This section does not apply to any public employee benefit plan
covering only accident, credit, dental, disability income, long-term care,
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hospital indemnity, medicare supplement, specified disease, or vision care;
coverage under a one-time-limited-duration policy ef-retlenger that is less
than six twelve months, coverage issued as a supplement to liability
Insurance; insurance arising out of a workers' compensation or similar law;
automobile medical-payment insurance; or insurance under which benefits
are payable with or without regard to fault and which is statutorily required
to be contained in any liability insurance policy or equivalent self-insurance.

(E) As used in this section, "health benefit plan” has the same meaning
as in section 3924.01 of the Revised Code and also includes both of the
following:

(1) A public employee benefit plan;

(2) A health benefit plan as regulated under the "Employee Retirement
Income Security Act of 1974," 29 U.S.C. 1001, et seq.

Sec. 3923.281. (A) Asused in this section:

(1) "Biologicaly based mental illness' means schizophrenia,
schizoaffective disorder, major depressive disorder, bipolar disorder,
paranoia and other psychotic disorders, obsessive-compulsive disorder, and
panic disorder, as these terms are defined in the most recent edition of the
diagnostic and statistical manual of mental disorders published by the
American psychiatric association.

(2) "Policy of sickness and accident insurance" has the same meaning as
in section 3923.01 of the Revised Code, but excludes any hospital
indemnity, medicare supplement, long-term care, disability income,
one-time-limited-duration policy ef-rettenger that is less than sx twelve
months, supplemental benefit, or other policy that provides coverage for
specific diseases or accidents only; any policy that provides coverage for
workers compensation claims compensable pursuant to Chapters 4121. and
4123. of the Revised Code; and any policy that provides coverage to
medicaid recipients.

(B) Notwithstanding section 3901.71 of the Revised Code, and subject
to division (E) of this section, every policy of sickness and accident
insurance shall provide benefits for the diagnosis and treatment of
biologically based mental illnesses on the same terms and conditions as, and
shall provide benefits no less extensive than, those provided under the
policy of sickness and accident insurance for the trestment and diagnosis of
all other physical diseases and disorders, if both of the following apply:

(1) The biologically based menta illness is clinically diagnosed by a
physician authorized under Chapter 4731. of the Revised Code to practice
medicine and surgery or osteopathic medicine and surgery; a psychologist
licensed under Chapter 4732. of the Revised Code; a licensed professional
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clinical counselor, licensed professional counselor, independent social
worker, or independent marriage and family therapist licensed under
Chapter 4757. of the Revised Code; or aclinical nurse specialist or certified
nurse practitioner licensed under Chapter 4723. of the Revised Code whose
nursing specialty is mental health.

(2) The prescribed treatment is not experimental or investigational,
having proven its clinical effectiveness in accordance with generally
accepted medical standards.

(C) Division (B) of this section applies to all coverages and terms and
conditions of the policy of sickness and accident insurance, including, but
not limited to, coverage of inpatient hospital services, outpatient services,
and medication; maximum lifetime benefits, copayments; and individual
and family deductibles.

(D) Nothing in this section shall be construed as prohibiting a sickness
and accident insurance company from taking any of the following actions:

(1) Negotiating separately with mental health care providers with regard
to reimbursement rates and the delivery of health care services;

(2) Offering policies that provide benefits solely for the diagnosis and
treatment of biologically based mental illnesses,

(3) Managing the provision of benefits for the diagnosis or treastment of
biologicaly based mental illnesses through the use of pre-admission
screening, by requiring beneficiaries to obtain authorization prior to
treatment, or through the use of any other mechanism designed to limit
coverage to that treatment determined to be necessary;

(4) Enforcing the terms and conditions of a policy of sickness and
accident insurance.

(E) An insurer that offers any policy of sickness and accident insurance
IS not required to provide benefits for the diagnosis and treatment of
biologically based mental illnesses pursuant to division (B) of this section if
all of the following apply:

(1) The insurer submits documentation certified by an independent
member of the American academy of actuaries to the superintendent of
insurance showing that incurred claims for diagnostic and treatment services
for biologically based mental illnesses for a period of at least six months
independently caused the insurer's costs for claims and administrative
expenses for the coverage of all other physical diseases and disorders to
increase by more than one per cent per year.

(2) The insurer submits a signed letter from an independent member of
the American academy of actuaries to the superintendent of insurance
opining that the increase described in division (E)(1) of this section could
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reasonably justify an increase of more than one per cent in the annual
premiums or rates charged by the insurer for the coverage of all other
physical diseases and disorders.

(3) The superintendent of insurance makes the following determinations
from the documentation and opinion submitted pursuant to divisions (E)(1)
and (2) of this section:

(&) Incurred claims for diagnostic and treatment services for biologically
based mental illnesses for a period of at least six months independently
caused the insurer's costs for clams and administrative expenses for the
coverage of all other physical diseases and disorders to increase by more
than one per cent per year.

(b) The increase in costs reasonably justifies an increase of more than
one per cent in the annual premiums or rates charged by the insurer for the
coverage of all other physical diseases and disorders.

Any determination made by the superintendent under this division is
subject to Chapter 119. of the Revised Code.

Sec. 3923.57. Notwithstanding any provision of this chapter, every
individual policy of sickness and accident insurance that is delivered, issued
for delivery, or renewed in this state is subject to the following conditions,
as applicable:

(A) Pre-existing conditions provisions shall not exclude or limit
coverage for a period beyond twelve months following the policyholder's
effective date of coverage and may only relate to conditions during the six
months immediately preceding the effective date of coverage.

(B) In determining whether a pre-existing conditions provision applies
to a policyholder or dependent, each policy shall credit the time the
policyholder or dependent was covered under a previous policy, contract, or
plan if the previous coverage was continuous to a date not more than thirty
days prior to the effective date of the new coverage, exclusive of any
applicable service waiting period under the policy.

(C)(1) Except as otherwise provided in division (C) of this section, an
insurer that provides an individual sickness and accident insurance policy to
an individual shall renew or continue in force such coverage at the option of
theindividual.

(2) An insurer may nonrenew or discontinue coverage of an individual
in the individual market based only on one or more of the following reasons:

(@ The individual failed to pay premiums or contributions in
accordance with the terms of the policy or the insurer has not received
timely premium payments.

(b) The individual performed an act or practice that constitutes fraud or
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made an intentional misrepresentation of material fact under the terms of the
policy.

(c) The insurer is ceasing to offer coverage in the individual market in
accordance with division (D) of this section and the applicable laws of this
state.

(d) If the insurer offers coverage in the market through a network plan,
the individual no longer resides, lives, or works in the service area, or in an
area for which the insurer is authorized to do business; provided, however,
that such coverage is terminated uniformly without regard to any health
status-related factor of covered individuals.

(e) If the coverage is made available in the individual market only
through one or more bona fide associations, the membership of the
individual in the association, on the basis of which the coverage is provided,
ceases, provided, however, that such coverage is terminated under division
(C)(2)(e) of this section uniformly without regard to any hedth
status-related factor of covered individuals.

An insurer offering coverage to individuals solely through membership
in a bona fide association shall not be deemed, by virtue of that offering, to
be in the individual market for purposes of sections 3923.58 and 3923.581
of the Revised Code. Such an insurer shall not be required to accept
applicants for coverage in the individual market pursuant to sections
3923.58 and 3923.581 of the Revised Code unless the insurer also offers
coverage to individuals other than through bona fide associations.

(3) An insurer may cancel or decide not to renew the coverage of a
dependent of an individual if the dependent has performed an act or practice
that constitutes fraud or made an intentional misrepresentation of material
fact under the terms of the coverage and if the cancellation or nonrenewal is
not based, either directly or indirectly, on any health status-related factor in
relation to the dependent.

(D)(2) If an insurer decides to discontinue offering a particular type of
health insurance coverage offered in the individual market, coverage of such
type may be discontinued by the insurer if the insurer does all of the
following:

(a) Provides notice to each individual provided coverage of this type in
such market of the discontinuation at least ninety days prior to the date of
the discontinuation of the coverage;

(b) Offers to each individual provided coverage of this type in such
market, the option to purchase any other individual health insurance
coverage currently being offered by the insurer for individuals in that
market;
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(c) In exercising the option to discontinue coverage of this type and in
offering the option of coverage under division (D)(1)(b) of this section, acts
uniformly without regard to any health status-related factor of covered
individuals or of individuals who may become eligible for such coverage.

(2) If an insurer elects to discontinue offering all health insurance
coverage in the individual market in this state, health insurance coverage
may be discontinued by the insurer only if both of the following apply:

(8 The insurer provides notice to the department of insurance and to
each individual of the discontinuation at least one hundred eighty days prior
to the date of the expiration of the coverage.

(b) All health insurance delivered or issued for delivery in this state in
such market is discontinued and coverage under that health insurance in that
market is not renewed.

(3) In the event of a discontinuation under division (D)(2) of this section
in the individual market, the insurer shall not provide for the issuance of any
health insurance coverage in the market and this state during the five-year
period beginning on the date of the discontinuation of the last health
insurance coverage not so renewed.

(E) Notwithstanding divisions (C) and (D) of this section, an insurer
may, at the time of coverage renewal, modify the health insurance coverage
for a policy form offered to individuals in the individua market if the
modification is consistent with the law of this state and effective on a
uniform basis among all individuals with that policy form.

(F) Such policies are subject to sections 2743 and 2747 of the "Health
Insurance Portability and Accountability Act of 1996," Pub. L. No. 104-191,
110 Stat. 1955, 42 U.S.C.A. 300gg-43 and 300gg-47, as amended.

(G) Sections 3924.031 and 3924.032 of the Revised Code shall apply to
sickness and accident insurance policies offered in the individual market in
the same manner as they apply to health benefit plans offered in the small
employer market.

In accordance with 45 C.F.R. 148.102, divisions (C) to (G) of this
section aso apply to al group sickness and accident insurance policies that
are not sold in connection with an employment-related group health plan
and that provide more than short-term, limited duration coverage.

In applying divisions (C) to (G) of this section with respect to health
insurance coverage that is made available by an insurer in the individual
market to individuals only through one or more associations, the term
"individual" includes the association of which the individual is a member.

For purposes of this section, any policy issued pursuant to division (C)
of section 3923.13 of the Revised Code in connection with a public or
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private college or university student health insurance program is considered
to be issued to a bona fide association.

As used in this section, "bonafide association” has the same meaning as
in section 3924.03 of the Revised Code, and "health status-related factor"
and "network plan" have the same meanings as in section 3924.031 of the
Revised Code.

This section does not apply to any policy that provides coverage for
specific diseases or accidents only, or to any hospital indemnity, medicare
supplement, long-term care, disability income, one-time-limited-duration
policy efne-tenger that is less than six twelve months, or other policy that
offers only supplemental benefits.

Sec. 3923.58. (A) As used in sections 3923.58 and 3923.59 of the
Revised Code:

(1) "Base rate" means, as to any health benefit plan that is issued by a
carrier in the individual market, the lowest premium rate for new or existing
business prescribed by the carrier for the same or similar coverage under a
plan or arrangement covering any individual with similar case
characteristics.

(2) "Carier,” "hedlth benefit plan,” and "MEWA" have the same
meanings as in section 3924.01 of the Revised Code.

(3) "Network plan" means a health benefit plan of a carrier under which
the financing and delivery of medical care, including items and services paid
for as medical care, are provided, in whole or in part, through a defined set
of providers under contract with the carrier.

(4) "Ohio hedth care basic and standard plans’ means those plans
established under section 3924.10 of the Revised Code.

(5) "Pre-existing conditions provision" means a policy provision that
excludes or limits coverage for charges or expenses incurred during a
specified period following the insured's effective date of coverage as to a
condition which, during a specified period immediately preceding the
effective date of coverage, had manifested itself in such a manner as would
cause an ordinarily prudent person to seek medical advice, diagnosis, care,
or treatment or for which medical advice, diagnosis, care, or treatment was
recommended or received, or a pregnancy existing on the effective date of
coverage.

(B) Beginning in January of each year, carriersin the business of issuing
health benefit plans to individuas and nonemployer groups, except
individual health benefit plans issued pursuant to sections 1751.16 and
3923.122 of the Revised Code, shall accept applicants for open enrollment
coverage, as set forth in this division, in the order in which they apply for
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coverage and subject to the limitation set forth in division (G) of this
section. Carriers shall accept for coverage pursuant to this section
individuals to whom both of the following conditions apply:

(2) The individual is not applying for coverage as an employee of an
employer, as a member of an association, or as a member of any other
group.

(2) Theindividual is not covered, and is not eligible for coverage, under
any other private or public health benefits arrangement, including the
medicare program established under Title XVIII of the "Social Security
Act," 49 Stat. 620 (1935), 42 U.S.C.A. 301, as amended, or any other act of
congress or law of this or any other state of the United States that provides
benefits comparable to the benefits provided under this section, any
medicare supplement policy, or any continuation of coverage policy under
state or federal law.

(C) A carrier shall offer to any individual accepted under this section the
Ohio health care basic and standard plans or health benefit plans that are
substantially similar to the Ohio health care basic and standard plans in
benefit plan design and scope of covered services.

A carrier may offer other health benefit plans in addition to, but not in
lieu of, the plans required to be offered under this division. A basic health
benefit plan shall provide, at a minimum, the coverage provided by the Ohio
health care basic plan or any health benefit plan that is substantially similar
to the Ohio health care basic plan in benefit plan design and scope of
covered services. A standard heath benefit plan shall provide, at a
minimum, the coverage provided by the Ohio health care standard plan or
any health benefit plan that is substantially similar to the Ohio hedlth care
standard plan in benefit plan design and scope of covered services.

For purposes of this division, the superintendent of insurance shall
determine whether a health benefit plan is substantially similar to the Ohio
health care basic and standard plans in benefit plan design and scope of
covered services.

(D)(1) Health benefit plans issued under this section may establish
pre-existing conditions provisions that exclude or limit coverage for a period
of up to twelve months following the individual's effective date of coverage
and that may relate only to conditions during the six months immediately
preceding the effective date of coverage. A health insuring corporation may
apply a pre-existing condition provision for any basic health care service
related to a transplant of a body organ if the transplant occurs within one
year after the effective date of an enrollee's coverage under this section
except with respect to a newly born child who meets the requirements for
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coverage under section 1751.61 of the Revised Code.

(2) In determining whether a pre-existing conditions provision applies to
an insured or dependent, each policy shall credit the time the insured or
dependent was covered under a previous policy, contract, or plan if the
previous coverage was continuous to a date not more than sixty-three days
prior to the effective date of the new coverage, exclusive of any applicable
service waiting period under the policy.

(E) Premiums charged to individuals under this section may not exceed
the amounts specified below:

(1) For calendar years 2010 and 2011, an amount that is two times the
base rate for coverage offered to any other individual to which the carrier is
currently accepting new business, and for which similar copayments and
deductibles are applied;

(2) For calendar year 2012 and every year thereafter, an amount that is
one and one-half times the base rate for coverage offered to any other
individual to which the carrier is currently accepting new business and for
which similar copayments and deductibles are applied, unless the
superintendent of insurance determines that the amendments by this act to
this section and section 3923.581 of the Revised Code, have resulted in the
market-wide average medical loss ratio for coverage sold to individual
insureds and nonemployer group insureds in this state, including open
enrollment insureds, to increase by more than five and one quarter
percentage points during calendar year 2010. If the superintendent makes
that determination, the premium limit established by division (E)(1) of this
section shall remain in effect. The superintendent's determination shall be
supported by a signed letter from a member of the American academy of
actuaries.

(F) In offering health benefit plans under this section, a carrier may
require the purchase of heath benefit plans that condition the
reimbursement of health services upon the use of a specific network of
providers.

(G)(2) A carrier shall not be required to accept new applicants under
this section if the total number of the carrier's current insureds with open
enrollment coverage issued under this section calculated as of the
immediately preceding thirty-first day of December and excluding the
carrier's medicare supplement policies and conversion or continuation of
coverage policies under state or federa law and any policies described in
division (L) of this section meets the following limits:

(a) For calendar years 2010 and 2011, four per cent of the carrier's total
number of individual or nonemployer group insureds in this state;
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(b) For calendar year 2012 and every year thereafter, eight per cent of
the carrier's total number of insured individuals and nonemployer group
insureds in this state, unless the superintendent of insurance determines that
the amendments by this act to this section and section 3923.581 of the
Revised Code, have resulted in the market-wide average medical loss ratio
for coverage sold to individual insureds and nonemployer group insureds in
this state, including open enrollment insureds, to increase by more than five
and one quarter percentage points during calendar year 2010. If the
superintendent makes that determination, the enrollment limit established by
division (G)(1)(a) of this section shall remain in effect. The superintendent's
determination shall be supported by a signed letter from a member of the
American academy of actuaries.

(2) An officer of the carrier shall certify to the department of insurance
when it has met the enrollment limit set forth in division (G)(1) of this
section. Upon providing such certification, the carrier shall be relieved of its
open enrollment requirement under this section as long as the carrier
continues to meet the open enrollment limit. If the total number of the
carrier's current insureds with open enrollment coverage issued under this
section falls below the enrollment limit, the carrier shall accept new
applicants. A carrier may establish a waiting list if the carrier has met the
open enrollment limit and shall notify the superintendent if the carrier has a
waiting list in effect.

(H) A carrier shall not be required to accept under this section
applicants who, at the time of enroliment, are confined to a health care
facility because of chronic illness, permanent injury, or other infirmity that
would cause economic impairment to the carrier if the applicants were
accepted. A carrier shall not be required to make the effective date of
benefits for individuals accepted under this section earlier than ninety days
after the date of acceptance, except that when the individual had prior
coverage with a health benefit plan that was terminated by a carrier because
the carrier exited the market and the individua was accepted for open
enrollment under this section within sixty-three days of that termination, the
effective date of benefits shall be the date of enrollment.

(I) The requirements of this section do not apply to any carrier that is
currently in a state of supervision, insolvency, or liquidation. If a carrier
demonstrates to the satisfaction of the superintendent that the requirements
of this section would place the carrier in a state of supervision, insolvency,
or liquidation, or would otherwise jeopardize the carrier's economic viability
overall or in the individual market, the superintendent may waive or modify
the requirements of division (B) or (G) of this section. The actions of the
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superintendent under this division shall be effective for a period of not more
than one year. At the expiration of such time, a new showing of need for a
waiver or modification by the carrier shall be made before a new waiver or
modification isissued or imposed.

(J) No hospital, health care facility, or health care practitioner, and no
person who employs any hedth care practitioner, shall balance bill any
individual or dependent of an individual for any health care supplies or
services provided to the individual or dependent who is insured under a
policy issued under this section. The hospital, health care facility, or health
care practitioner, or any person that employs the heath care practitioner,
shall accept payments made to it by the carrier under the terms of the policy
or contract insuring or covering such individual as payment in full for such
health care supplies or services.

As used in this division, "hospital" has the same meaning as in section
3727.01 of the Revised Code; "health care practitioner” has the same
meaning as in section 4769.01 of the Revised Code; and "balance bill"
means charging or collecting an amount in excess of the amount
reimbursable or payable under the policy or health care service contract
issued to an individual under this section for such health care supply or
service. "Baance hill" does not include charging for or collecting
copayments or deductibles required by the policy or contract.

(K) A carrier may pay an agent a commission in the amount of not more
than five per cent of the premium charged for initial placement or for
otherwise securing the issuance of a policy or contract issued to an
individual under this section, and not more than four per cent of the
premium charged for the renewal of such a policy or contract. The
superintendent may adopt, in accordance with Chapter 119. of the Revised
Code, such rules as are necessary to enforce this division.

(L) This section does not apply to any policy that provides coverage for
specific diseases or accidents only, or to any hospital indemnity, medicare
supplement, long-term care, disability income, one-time-limited-duration
policy efne-tenger that is less than six twelve months, or other policy that
offers only supplemental benefits.

(M) If a carrier offers a health benefit plan in the individual market
through a network plan, the carrier may do both of the following:

(1) Limit the individuals that may apply for such coverage to those who
live, work, or reside in the service area of the network plan;

(2) Within the service area of the network plan, deny the coverage to
individuals if the carrier has demonstrated both of the following to the
superintendent:
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(a) The carrier will not have the capacity to deliver services adequately
to any additional individuals because of the carrier's obligations to existing
group contract holders and individuals.

(b) The carrier is applying division (M)(2) of this section uniformly to
al individuals without regard to any health status-related factors of those
individuals.

(N) A carrier that, pursuant to division (M)(2) of this section, denies
coverage to an individual in the service area of a network plan, shal not
offer coverage in the individual market within that service area for at least
one hundred eighty days after the date the carrier denies the coverage.

Sec. 3923.601. (A)(1) This section applies to both of the following:

(a) A sickness and accident insurer that issues or requires the use of a
standardized identification card or an electronic technology for submission
and routing of prescription drug claims pursuant to a policy, contract, or
agreement for health care services,

(b) A person that a sickness and accident insurer contracts with to issue
a standardized identification card or an electronic technology described in
division (A)(1)(a) of this section.

(2) Notwithstanding division (A)(1) of this section, this section does not
apply to the issuance or required use of a standardized identification card or
an electronic technology for the submission and routing of prescription drug
claimsin connection with any of the following:

(8 Any individual or group policy of sickness and accident insurance
covering only accident, credit, dental, disability income, long-term care,
hospital indemnity, medicare supplement, medicare, tricare, specified
disease, or vision care; coverage under a one-time-limited-duration policy ef
net—tenger that is less than six twelve months, coverage issued as a
supplement to liability insurance; insurance arising out of workers
compensation or similar law; automobile medical payment insurance; or
insurance under which benefits are payable with or without regard to fault
and which is statutorily required to be contained in any liability insurance
policy or equivalent self-insurance.

(b) Coverage provided under the medicaid program.

(c) Coverage provided under an employer's self-insurance plan or by
any of its administrators, as defined in section 3959.01 of the Revised Code,
to the extent that federal law supersedes, preempts, prohibits, or otherwise
precludes the application of this section to the plan and its administrators.

(B) A standardized identification card or an electronic technology issued
or required to be used as provided in division (A)(1) of this section shall
contain uniform prescription drug information in accordance with either
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division (B)(1) or (2) of this section.

(1) The standardized identification card or the electronic technology
shall be in aformat and contain information fields approved by the national
council for prescription drug programs or a successor organization, as
specified in the council's or successor organization's pharmacy identification
card implementation guide in effect on the first day of October most
immediately preceding the issuance or required use of the standardized
identification card or the electronic technology.

(2) If the insurer or person under contract with the insurer to issue a
standardized identification card or an electronic technology requires the
information for the submission and routing of a claim, the standardized
identification card or the electronic technology shall contain any of the
following information:

(a) Theinsurer's name;

(b) The insured's name, group number, and identification number;

(c) A telephone number to inquire about pharmacy-related issues;

(d) The issuer's international identification number, labeled as "ANSI
BIN" or "RxBIN";

(e) The processor's control number, labeled as "RxPCN";

(f) The insured's pharmacy benefits group number if different from the
insured's medical group number, labeled as "RxGrp."

(C) If the standardized identification card or the electronic technology
issued or required to be used as provided in division (A)(1) of this sectionis
aso used for submission and routing of nonpharmacy claims, the
designation "Rx" is required to be included as part of the labels identified in
divisons (B)(2)(d) and (e) of this section if the issuer's international
identification number or the processor's control number is different for
medical and pharmacy claims.

(D) Each sickness and accident insurer described in division (A) of this
section shall annually file a certificate with the superintendent of insurance
certifying that it or any person it contracts with to issue a standardized
identification card or electronic technology for submission and routing of
prescription drug claims complies with this section.

(E)(1) Except as provided in division (E)(2) of this section, if thereisa
change in the information contained in the standardized identification card
or the electronic technology issued to an insured, the insurer or person under
contract with the insurer to issue a standardized identification card or an
electronic technology shall issue a new card or electronic technology to the
insured.

(2) An insurer or person under contract with the insurer is not required
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under division (E)(1) of this section to issue a new card or electronic
technology to an insured more than once during a twelve-month period.

(F) Nothing in this section shall be construed as requiring an insurer to
produce more than one standardized identification card or one electronic
technology for use by insureds accessing health care benefits provided under
apolicy of sickness and accident insurance.

Sec. 3923.65. (A) Asused in this section:

(2) "Emergency medical condition” means a medical condition that
manifests itself by such acute symptoms of sufficient severity, including
severe pain, that a prudent layperson with average knowledge of health and
medicine could reasonably expect the absence of immediate medical
attention to result in any of the following:

(a) Placing the health of the individua or, with respect to a pregnant
woman, the health of the woman or her unborn child, in serious jeopardy;

(b) Serious impairment to bodily functions;

(c) Serious dysfunction of any bodily organ or part.

(2) "Emergency services' means the following:

() A medical screening examination, as required by federal law, that is
within the capability of the emergency department of a hospital, including
ancillary services routinely available to the emergency department, to
evaluate an emergency medical condition;

(b) Such further medical examination and treatment that are required by
federal law to stabilize an emergency medical condition and are within the
capabilities of the staff and facilities available at the hospital, including any
trauma and burn center of the hospital.

(B) Every individua or group policy of sickness and accident insurance
that provides hospital, surgical, or medical expense coverage shall cover
emergency services without regard to the day or time the emergency
services are rendered or to whether the policyholder, the hospital's
emergency department where the services are rendered, or an emergency
physician treating the policyholder, obtained prior authorization for the
emergency services.

(C) Every individual policy or certificate furnished by an insurer in
connection with any sickness and accident insurance policy shall provide
information regarding the following:

(1) The scope of coverage for emergency services,

(2) The appropriate use of emergency services, including the use of the
9-1-1 system and any other telephone access systems utilized to access
prehospital emergency services;

(3) Any copayments for emergency services.
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(D) This section does not apply to any individual or group policy of
sickness and accident insurance covering only accident, credit, dental,
disability income, long-term care, hospital indemnity, medicare supplement,
medicare, tricare, specified disease, or vision care; coverage under a
one-time limited duration policy ef-re-tenger that is less than six twelve
months; coverage issued as a supplement to liability insurance; insurance
arising out of workers compensation or similar law; automobile medical
payment insurance; or insurance under which benefits are payable with or
without regard to fault and which is statutorily required to be contained in
any liability insurance policy or equivalent self-insurance.

Sec. 3923.83. (A)(1) This section appliesto both of the following:

(a) A public employee benefit plan that issues or requires the use of a
standardized identification card or an electronic technology for submission
and routing of prescription drug claims pursuant to a policy, contract, or
agreement for health care services,

(b) A person or entity that a public employee benefit plan contracts with
to issue a standardized identification card or an electronic technology
described in division (A)(1)(@) of this section.

(2) Notwithstanding division (A)(1) of this section, this section does not
apply to the issuance or required use of a standardized identification card or
an electronic technology for the submission and routing of prescription drug
claimsin connection with either of the following:

(&) Any individual or group policy of insurance covering only accident,
credit, dental, disability income, long-term care, hospital indemnity,
medicare supplement, medicare, tricare, specified disease, or vision care
coverage under a one-time-limited-duration policy ef-rettenger that is less
than six twelve months, coverage issued as a supplement to liability
insurance; insurance arising out of workers compensation or similar law;
automobile medical payment insurance; or insurance under which benefits
are payable with or without regard to fault and which is statutorily required
to be contained in any liability insurance policy or equivalent self-insurance.

(b) Coverage provided under the medicaid program.

(B) A standardized identification card or an electronic technology issued
or required to be used as provided in division (A)(1) of this section shall
contain uniform prescription drug information in accordance with either
division (B)(1) or (2) of this section.

(1) The standardized identification card or the electronic technology
shall bein aformat and contain information fields approved by the national
council for prescription drug programs or a Successor organization, as
specified in the council's or successor organization's pharmacy identification
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card implementation guide in effect on the first day of October most
immediately preceding the issuance or required use of the standardized
identification card or the electronic technology.

(2) If the public employee benefit plan or person under contract with the
plan to issue a standardized identification card or an electronic technology
requires the information for the submission and routing of a claim, the
standardized identification card or the electronic technology shall contain
any of the following information:

(a) The plan's name;

(b) The insured's name, group number, and identification number;

(c) A telephone number to inquire about pharmacy-related issues;

(d) The issuer's international identification number, labeled as "ANSI
BIN" or "RxBIN";

(e) The processor's control number, labeled as "RxPCN";

(f) The insured's pharmacy benefits group number if different from the
insured's medical group number, labeled as "RxGrp."

(C) If the standardized identification card or the electronic technology
issued or required to be used as provided in division (A)(1) of this sectionis
aso used for submission and routing of nonpharmacy claims, the
designation "Rx" is required to be included as part of the labels identified in
divisons (B)(2)(d) and (e) of this section if the issuer's international
identification number or the processor's control number is different for
medical and pharmacy claims.

(D)(1) Except as provided in division (D)(2) of this section, if thereis a
change in the information contained in the standardized identification card
or the electronic technology issued to an insured, the public employee
benefit plan or person under contract with the plan to issue a standardized
identification card or electronic technology shall issue a new card or
electronic technology to the insured.

(2) A public employee benefit plan or person under contract with the
plan is not required under division (D)(1) of this section to issue a new card
or electronic technology to an insured more than once during a
twelve-month period.

(E) Nothing in this section shall be construed as requiring a public
employee benefit plan to produce more than one standardized identification
card or one electronic technology for use by insureds accessing health care
benefits provided under a health benefit plan.

Sec. 3923.85. (A) As used in this section, "cost sharing” means the cost
to an individual insured under an individual or group policy of sickness and
accident insurance or a public employee benefit plan according to any
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coverage limit, copayment, coinsurance, deductible, or other out-of-pocket
expense requirements imposed by the policy or plan.

(B) Notwithstanding section 3901.71 of the Revised Code and subject to
division (D) of this section, no individua or group policy of sickness and
accident insurance that is delivered, issued for delivery, or renewed in this
state and no public employee benefit plan that is established or modified in
this state shall fail to comply with either of the following:

(2) The policy or plan shall not provide coverage or impose cost sharing
for a prescribed, orally administered cancer medication on a less favorable
basis than the coverage it provides or cost sharing it imposes for
intraveneously administered or injected cancer medications.

(2) The policy or plan shal not comply with division (B)(1) of this
section by imposing an increase in cost sharing solely for oraly
administered, intravenously administered, or injected cancer medications.

(C) Notwithstanding any provision of this section to the contrary, a
policy or plan shall be deemed to be in compliance with this section if the
cost sharing imposed under such a policy or plan for orally administered
cancer treatments does not exceed one hundred dollars per prescription fill.
The cost sharing limit of one hundred dollars per prescription fill shall apply
to a high deductible plan, as defined in 26 U.S.C. 223, or a catastrophic
plan, as defined in 42 U.S.C. 18022, only after the deductible has been met.

(D)(2) The prohibitionsin division (B) of this section do not preclude an
individual or group policy of sickness and accident insurance or public
employee benefit plan from requiring an insured or plan member to obtain
prior authorization before oraly administered cancer medication is
dispensed to the insured or plan member.

(2) Division (B) of this section does not apply to the offer or renewal of
any individua or group policy of sickness and accident insurance that
provides coverage for specific diseases or accidents only, or to any hospital
indemnity, medicare supplement, disability income, or other policy that
offers only supplemental benefits.

(E) An insurer that offers any sickness and accident insurance or any
public employee benefit plan that offers coverage for basic hedth care
services is not required to comply with division (B) of this section if all of
the following apply:

(1) The insurer or plan submits documentation certified by an
independent member of the American academy of actuaries to the
superintendent of insurance showing that compliance with division (B)(1) of
this section for a period of at least six months independently caused the
insurer or plan's costs for claims and administrative expenses for the
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coverage of basic health care services to increase by more than one per cent
per year.

(2) The insurer or plan submits a signed letter from an independent
member of the American academy of actuaries to the superintendent of
insurance opining that the increase in costs described in division (E)(1) of
this section could reasonably justify an increase of more than one per cent in
the annual premiums or rates charged by the insurer or plan for the coverage
of basic health care services.

(3 (@ The superintendent of insurance makes the following
determinations from the documentation and opinion submitted pursuant to
divisions (E)(1) and (2) of this section:

(i) Compliance with division (B)(1) of this section for a period of at
least six months independently caused the insurer or plan's costs for claims
and administrative expenses for the coverage of basic health care services to
increase more than one per cent per year.

(if) The increase in costs reasonably justifies an increase of more than
one per cent in the annual premiums or rates charged by the insurer or plan
for the coverage of basic health care services.

(b) Any determination made by the superintendent under division (E)(3)
of this section is subject to Chapter 119. of the Revised Code.

Sec. 3924.01. As used in sections 3924.01 to 3924.14 of the Revised
Code:

(A) "Actuaria certification” means a written statement prepared by a
member of the American academy of actuaries, or by any other person
acceptable to the superintendent of insurance, that states that, based upon the
person's examination, a carrier offering health benefit plans to small
employersisin compliance with sections 3924.01 to 3924.14 of the Revised
Code. "Actuaria certification" shal include a review of the appropriate
records of, and the actuarial assumptions and methods used by, the carrier
relative to establishing premium rates for the health benefit plans.

(B) "Adjusted average market premium price’ means the average
market premium price as determined by the board of directors of the Ohio
health reinsurance program either on the basis of the arithmetic mean of all
carriers premium rates for an OHC plan sold to groups with similar case
characteristics by all carriers selling OHC plans in the state, or on any other
equitable basis determined by the board.

(C) "Base premium rate" means, as to any health benefit plan that is
issued by a carrier and that covers at least two but no more than fifty
employees of a small employer, the lowest premium rate for a new or
existing business prescribed by the carrier for the same or similar coverage
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under a plan or arrangement covering any small employer with similar case
characteristics.

(D) "Carrier" means any sickness and accident insurance company or
health insuring corporation authorized to issue health benefit plans in this
state or a MEWA. A sickness and accident insurance company that owns or
operates a health insuring corporation, either as a separate corporation or as
aline of business, shall be considered as a separate carrier from that health
insuring corporation for purposes of sections 3924.01 to 3924.14 of the
Revised Code.

(E) "Case characteristics' means, with respect to a small employer, the
geographic area in which the employees work; the age and sex of the
individual employees and their dependents; the appropriate industry
classification as determined by the carrier; the number of employees and
dependents; and such other objective criteria as may be established by the
carrier. "Case characteristics' does not include claims experience, health
status, or duration of coverage from the date of issue.

(F) "Dependent” means the spouse or child of an eligible employee,
subject to applicable terms of the health benefits plan covering the
employee.

(G) "Eligible employee" means an employee who works a normal work
week of twenty-five thirty or more hours. "Eligible employee" does not
include a temporary or substitute employee, or a seasonal employee who
works only part of the calendar year on the basis of natural or suitable times
or circumstances.

(H) "Health benefit plan” means any hospital or medical expense policy
or certificate or any heath plan provided by a carrier, that is delivered,
issued for delivery, renewed, or used in this state on or after the date
occurring six months after November 24, 1995. "Health benefit plan” does
not include policies covering only accident, credit, dental, disability income,
long-term care, hospital indemnity, medicare supplement, specified disease,
or vision care; coverage under a one-time-limited-duration policy ef—re
tenger that is less than six twelve months; coverage issued as a supplement
to liability insurance; insurance arising out of a workers compensation or
similar law; automobile medical-payment insurance; or insurance under
which benefits are payable with or without regard to fault and which is
statutorily required to be contained in any liability insurance policy or
equivaent self-insurance.

(I) "Late enrollee" means an eligible employee or dependent who enrolls
in asmall employer's health benefit plan other than during the first period in
which the employee or dependent is eligible to enroll under the plan or
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during a specia enrollment period described in section 2701(f) of the
"Health Insurance Portability and Accountability Act of 1996," Pub. L. No.
104-191, 110 Stat. 1955, 42 U.S.C.A. 300gg, as amended.

(J) "MEWA" means any "multiple employer welfare arrangement” as
defined in section 3 of the "Federal Employee Retirement Income Security
Act of 1974," 88 Stat. 832, 29 U.S.C.A. 1001, as amended, except for any
arrangement which is fully insured as defined in division (b)(6)(D) of
section 514 of that act.

(K) "Midpoint rate" means, for smal employers with similar case
characteristics and plan designs and as determined by the applicable carrier
for a rating period, the arithmetic average of the applicable base premium
rate and the corresponding highest premium rate.

(L) "Pre-existing conditions provision” means a policy provision that
excludes or limits coverage for charges or expenses incurred during a
specified period following the insured's enrollment date as to a condition for
which medical advice, diagnosis, care, or treastment was recommended or
received during a specified period immediately preceding the enrollment
date. Genetic information shall not be treated as such a condition in the
absence of adiagnosis of the condition related to such information.

For purposes of this division, "enrollment date" means, with respect to
an individual covered under a group health benefit plan, the date of
enrollment of the individua in the plan or, if earlier, the first day of the
waiting period for such enrollment.

(M) "Service waiting period® means the period of time after
employment begins before an employeeis eligible to be covered for benefits
under the terms of any applicable health benefit plan offered by the small
employer.

(N)(1) "Small employer” means, in connection with a group health
benefit plan and with respect to a calendar year and a plan year, an employer
who employed an average of at least two but no more than fifty eligible
employees on business days during the preceding calendar year and who
employs at least two employees on the first day of the plan year.

(2) For purposes of division (N)(1) of this section, all persons treated as
a single employer under subsection (b), (c), (m), or (0) of section 414 of the
"Internal Revenue Code of 1986, 100 Stat. 2085, 26 U.S.C.A. 1, as
amended, shall be considered one employer. In the case of an employer that
was not in existence throughout the preceding calendar year, the
determination of whether the employer is a small or large employer shall be
based on the average number of eligible employees that it is reasonably
expected the employer will employ on business days in the current calendar
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year. Any reference in division (N) of this section to an "employer" includes
any predecessor of the employer. Except as otherwise specifically provided,
provisions of sections 3924.01 to 3924.14 of the Revised Code that apply to
a small employer that has a health benefit plan shall continue to apply until
the plan anniversary following the date the employer no longer meets the
requirements of this division.

(O) "OHC plan™ means an Ohio health care plan, which is the basic,
standard, or carrier reimbursement plan for small employers and individuals
established in accordance with section 3924.10 of the Revised Code.

Sec. 5301.36. (A) Except in a county in which the county recorder has
elected to require that all satisfactions of mortgages be recorded by separate
instrument as alowed under section 5301.28 of the Revised Code, when
recording a mortgage, county recorders shall leave space on the margin of
the record for the entry of satisfaction, and record therein the satisfaction
made on the mortgage, or permit the owner of the claim secured by the
mortgage to enter such satisfaction. Such record shall have the same effect
asthe record of arelease of the mortgage.

(B) Within ninety days from the date of the satisfaction of a residentiat
mortgage, the mortgagee shall record a release of the mortgage evidencing
the fact of the its satisfaction in the appropriate county recorder's office and
pay any fees required for the recording. The mortgagee may, by contract
with the mortgagor, recover the cost of the fees required for the recording of
the satisfaction by the county recorder.

(C) If the mortgagee fails to comply with division (B) of this section,
the mortgagor of the unrecorded satisfaction and the current owner of the
real property to which the mortgage pertains may recover, in a civil action,
damages of two hundred fifty dollars. This division does not preclude or
affect any other legal remedies or_damages that may be available to the
mortgagor.

(D)(2) If upon the expiration of the ninety-day period described in
division (B) of this section, the satisfaction of mortgage remains unrecorded,
the current owner of the real property shall provide the mortgagee written
notice, in accordance with the Rules of Civil Procedure, of the failure to
enter the release of the mortgage of record. The notice shall be in
substantially the following form:

"OHIO LAW REQUIRES A MORTGAGEE, WHETHER THE ORIGINAL
MORTGAGEE OR ANY SUCCESSOR TO THE INTEREST OF THE
ORIGINAL MORTGAGEE, TO RECORD A RELEASE OF A
MORTGAGE EVIDENCING ITS SATISFACTION IN THE
APPROPRIATE COUNTY RECORDER'S OFFICE AND TO PAY ANY
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FEES REQUIRED FOR THE RECORDING WITHIN A CERTAIN TIME
PERIOD. (Name of mortgagor)'S MORTGAGE LOAN, (loan number or
other loan identification), FOR PROPERTY LOCATED AT (property
address), WAS SATISFIED ON (date of satisfaction). IT APPEARS Y OU
HAVE YET TO RECORD A RELEASE OF THIS MORTGAGE.
FAILURE TO RECORD THE RELEASE WITHIN 15 DAYS OF
RECEIVING THIS NOTICE MAY RESULT IN A CIVIL ACTION FILED
AGAINST YOU TO RECOVER REASONABLE ATTORNEYS FEES
AND COSTS INCURRED IN SUCH AN ACTION OR OTHERWISE TO
OBTAIN THE RECORDING, PLUS DAMAGES OF $100 FOR EACH
DAY OF NONCOMPLIANCE NOT TO EXCEED $5.,000 IN TOTAL
DAMAGES."

(2) Within fifteen days after delivery of the notice described in division
(D)(1) of this section, the mortgagee shall record a release of the mortgage
evidencing the fact of its satisfaction in the appropriate county recorder's
office and pay any fees required for the recording. The mortgagee may, by
contract with the mortgagor or current owner of the real property, recover
the cost of the fees required for the recording of the satisfaction by the
county recorder.

(E) If the mortgagee fails to comply with division (D)(2) of this section
after receiving the notice in accordance with division (D)(1) of this section,
the current owner of the real property may recover, in a civil action,
reasonable attorneys fees and costs incurred in such an action or otherwise
to obtain the recording of a satisfaction of mortgage plus damages of one
hundred dollars for each day of honcompliance, not to exceed five thousand
dollarsin total damages.

This division does not preclude or_affect any other legal remedies or
damages that may be available to the current owner.

(F) A mortgagee that records a release of a mortgage evidencing the fact
of its satisfaction within the time periods required by this section shall not
be in violation of this section, or subject to damages or fees, due to the
failure of a county recorder to timely process that release of mortgage.

(G) A current_owner _may combine the civil actions described in
divisions (C) and (E) of this section by bringing one action to collect for
both damages, or may bring separate actions.

H) As used in this sectlonJFadenual—methage—meansan—ebhgaHen

( 1) "Mortqaqee" includes the or|c1| nal mortqaqee or anv successor to or
assignee of the original mortqaqee
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econstructed—and—shal—inelude—sueh—an "Satisfaction” means that the
obligation er-a-residential-condeminium-or—coeperative-unit secured by a
mortgage has been paid in full and the underlying obligation terminated,
with no opportunities for future advancements.

Sec. 5301.361. (A)(1) With respect to an unreleased commercial
mortgage that has been satisfied more than ninety days prior to the effective
date of this section, but not recorded, the mortgagee shall not be subject to a
civil action or damages as described in division (C) of section 5301.36 of
the Revised Code.

(2) The current owner of the real property to which such a mortgage
pertains shall provide the mortgagee the written notice described in division
(D)(1) of section 5301.36 of the Revised Code not sooner than on the
effective date of this section and may recover damages in a civil action for
failure to comply with division (D)(2) of that section pursuant to division
(E) of that section.

(B)(1) With respect to an unreleased commercial mortgage that has been
satisfied less than ninety days prior to the effective date of this section, but
not recorded, the mortgagee shall not be subject to a civil action or damages
as described in division (C) of section 5301.36 of the Revised Code.

(2) The current owner of the real property to which such a mortgage
pertains shall provide the mortgagee the written notice described in division
(D)(1) of section 5301.36 of the Revised Code not sooner than on the
ninetieth day after the mortgage was satisfied and may recover damagesin a
civil action for failure to comply with division (D)(2) of that section
pursuant to division (E) of that section.

(C)(1) With respect to an unreleased residential mortgage that has been
satisfied, but not recorded, prior to the effective date of this section, the
mortgagee shall be subject to a civil action or_damages as described in
division (C) of section 5301.36 of the Revised Code for failure to comply
with division (B) of that section.

(2) If such a mortgage was satisfied more than ninety days prior to the
effective date of this section, the current owner of the real property to which
the _mortgage pertains shall provide the mortgagee the written notice
described in division (D)(1) of section 5301.36 of the Revised Code not
sooner_than on the effective date of this section and may recover damagesin
a civil action for failure to comply with division (D)(2) of that section
pursuant to division (E) of that section. If such a mortgage was satisfied less
than ninety days prior to the effective date of the section, the current owner
shall provide the mortgagee the written notice described in division (D)(1)
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of section 5301.36 of the Revised Code not sooner than on the ninetieth day
after the mortgage was satisfied and may recover damages in a civil action
for failure to comply with division (D)(2) of that section pursuant to division
(E) of that section.

(D) As used in this section, "mortgagee” has the same meaning as in
section 5301.36 of the Revised Code.

SecTioN 2. That existing sections 1739.061, 1751.14, 1751.69,
3923.022, 3923.24, 3923.241, 3923.281, 3923.57, 3923.58, 3923.601,
3923.65, 3923.83, 3923.85, 3924.01, and 5301.36 of the Revised Code are
hereby repealed.

SecTioN 3. Section 1751.14 and division (G) of section 3924.01 of the
Revised Code, as amended by this act, apply only to policies, contracts, and
agreements that are delivered, issued for delivery, or renewed in this state on
or after January 1, 2016. Division (A)(1) of section 3923.24 and division
(A)(1) of section 3923.241 of the Revised Code, as amended by this act,
apply only to policies of sickness and accident insurance delivered, issued
for delivery, or renewed in this state and public employee benefit plans or
multiple employer welfare arrangement contracts and certificates that are
established or modified in this state on or after January 1, 2016.

SecTioN 4. The General Assembly declares that the amendments made
to section 3923.58 of the Revised Code by this act are not to supersede the
suspension of the operation of this section enacted by Section 3 of Sub. S.B.
9 of the 130th General Assembly. Rather, it is the intent of the General
Assembly to ensure consistency in Ohio Insurance Law should this
suspension be nullified.
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