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Background 
Pursuant to RSA 400-A:36 and other provisions of Title XXXVII, the Insurance 
Commissioner has the authority to prescribe the format and content of financial and 
other reports filed by licensed insurers in New Hampshire. The reports submitted 
by licensed carriers and other entities are required to evaluate the financial  
solvency of carriers operating in New Hampshire (NH) as well as to understand the 
characteristics of New Hampshire’s insurance markets. 
 
In 2002, the Commissioner implemented an annual statement supplemental 
reporting requirement with respect to health insurance coverage. See Bulletin INS 
No. 02-001-AB.  
 
The New Hampshire General Court, during its 2003 general session, adopted 
Senate Bill 110, now codified at RSA 420-G:14-a, which  placed further health 
insurance data collection responsibilities on the Department. On March 22, 2006, 
the approval of Senate Bill 369 amended RSA 420-G:14-a and broadened the 
authority of the Commissioner to collect information related to the supplemental 
report. 


 
This bulletin is issued to update the information requested by the Department. The 
requirements for submitting data for the supplemental report are very similar to 
the requirements for submitting claims data according to INS 4000. Carriers 
should confirm that they have applied the same reporting criteria to both 
submissions. If the same reporting criteria are not applied, the carrier/Third Party 
Administrator shall identify and explain the differences. 


 
This bulletin repeals and replaces INS No. 14-005-AB. 
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Changes in Requirements 
The following is a high-level description of changes made to this bulletin from the 
previous bulletin. Do not rely on this list exclusively; read the entire bulletin to 
ensure compliance with reporting requirements. 


 
• The “Grandfathered Indicator” field from the previous bulletin has been 


changed to “Grandfathered or Transitional Policy” and now has three 
choices: “Grandfathered,” “Transitional/Grandmothered,” and “Neither 
Grandfathered nor Transitional.” 


• The data field that previously asked if the deductible applied to Pharmacy 
has been reworded to “Is there an integrated Medical and Pharmacy 
Deductible?”  Additional instruction is provided for the “In-Network Single 
Deductible” and the “Pharmacy Deductibles” fields. 


• The de minimis reporting requirements have been modified to align with 
proposed changes to INS 4005.021. 


• Last year’s bulletin included two data submissions – the regular submission 
of 2013 data, and an additional one-time submission of 2012 data. This 
year’s bulletin requests one submission of 2014 data only. 


• The due date for the submission of 2014 Supplemental Report data has been 
changed to June 30, 2015.  


• The primary point of contact for questions related to this submission is Don 
Gorman at Gorman Actuarial, Inc. (Email: Actuary@GormanActuarial.com)  


 
Purpose of Changes 
The changes to this year’s bulletin will contribute to the NHID’s efforts to gather 
additional data required by the New Hampshire Legislature’s 2014 Senate Bill 345, 
now codified as RSA 420-G:14-a, VI.  In addition, these changes are intended to 
better streamline data submission for carriers and align the Supplemental Report 
with other data requests that the NHID issues to carriers each year.  


 


Definitions 
 


(a) “Actuarial Value” – For the purposes of this report, the Actuarial Value 
will be the Minimum Value measure as outlined in Section 1302 
(d)(2)(C) of the Affordable Care Act. Beginning in 2014, insurers and 


                                                            
1 At the publication date of this Supplemental Report Bulletin the Chapter INS 4000 language had not yet been finalized.   
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employers or unions with self-insured plans must report information to 
the IRS for each individual covered under a health insurance plan that 
provides minimum coverage. This information will be used by the IRS 
to determine whether individuals who purchase insurance on the 
exchanges will be eligible for a premium tax credit. The minimum 
value is defined as the percentage of the total allowed costs of benefits 
provided under a group health plan or health insurance coverage. In 
accordance with the HHS regulations there are several options for 
determining the Minimum Value: 


 
• Determine Minimum Value figure using the most recent version of 


the publically available Minimum Value Calculator Excel model 
tool which can be downloaded from the CMS website2. The 
Department of Health and Human Services has published guidance 
titled “Minimum Value Calculator Methodology” which is also 
available on the website. This guidance provides a detailed 
description of the data underlying the MV Calculator and the 
calculator’s methodology. 


• Determine Minimum Value figure through any safe harbor 
established by HHS and IRS. 


• If the plan design is incompatible with the Minimum Value 
Calculator or Safe Harbor Plan, the Minimum Value figure may 
be determined through an actuarial certification from a member 
of the American Academy of Actuaries. 


 
For each set of reported coverage options, e.g. each benefit plan, the 
carrier shall include on the Supplemental Report the Minimum Value 
figure calculated in accordance to one of the three options mentioned 
above. The Minimum Value Calculator can be used for a wide variety 
of health plan designs; however, it is possible some benefit plan designs 
may not fit into the calculator. In circumstances where this is the case, 
and the minimum value from the safe harbor or actuarial certification 
is not readily available, a reasonable estimate based on comparison to 
similar plan designs may be reported in the Supplemental Report if the 
carrier receives prior approval from the NHID. If a carrier used a 
method other than the Minimum Value Calculator, the alternate 


                                                            
2 Currently at this link: http://www.cms.gov/cciio/resources/regulations-and-guidance/index.html 
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method that was used must be disclosed and described in the notes 
section of the report submittal form along with documentation of prior 
approval, if applicable. 


 
Please do not provide figures based on the Actuarial Value 
Calculator. The Actuarial Value Calculator uses different 
population base and different continuance tables than the Minimum 
Value Calculator. The results from the two calculators will be 
slightly different. For the purposes of this report and stable 
comparison across coverage segments and carriers, the Minimum 
Value Calculator must be used. 


 
This minimum value as described above is the “actuarial value.” 


 


(b) “Blanket health insurance” is as defined under RSA 415:18, I-a and 
means that form of accident and health insurance that is not "health 
coverage'' under RSA 420-G:2, IX, that does not require individual 
applications from covered persons, and that does not require a carrier 
to furnish each person with a certificate of coverage. 


 
(c) “Certificate holder” shall have its standard language meaning for 


insurance writers and their written coverage. For employer-sponsored 
group coverage, the employee or subscriber shall be the certificate 
holder. For individual coverage, the policyholder shall be the 
certificate holder. For other types of group coverage, the certificate 
holder shall mean the person who is the principal insured. 
 


(d) “Claims Incurred” shall reflect total medical expense for services 
received by the covered members in the reporting class during the 
calendar year for which the supplemental report is being made. Note 
that total claims are based on an accrual basis for calendar year, and 
are equal to the sum of (i) claims incurred and paid, (ii) claims 
incurred and unpaid, and (iii) other payments and credits (see 
Attachment A for definitions of these sub-components). All claims 
with a date of service during the reporting year are to be included as 
claims paid in this field. If necessary, actuarial completion factors 
should be used to estimate incurred claims and should be based on 
when the carrier extracts the data for the Supplemental Report. 
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Incurred claims should be consistent with what is reported in Part 1, 
Line 5 of the NAIC Supplemental Health Care Exhibit, allowing for 
variances due to any restatement of unpaid claims with additional 
paid claim runout. Additional detail regarding how to report Claims 
Incurred can be found in Attachment A. 


 
(e) “Covered lives” or “members” shall include all individuals, employees 


and dependents for which the health carrier or third-party 
administrator has an obligation to adjudicate, pay or disburse claim 
payments. Data submission requirements apply to all members who 
receive services under a policy sold to a New Hampshire employer 
with a business location in New Hampshire, or to a resident of New 
Hampshire who receives services under a policy issued by the carrier 
or services by the third party administrator. For employer-sponsored 
group coverage, covered lives would include certificate holders and 
their dependents. 
 


(f) “Creditable coverage” shall have the same meaning as defined in RSA 
420-G:2, III. 


 
(g) "Data" means factual information used as a basis for calculation or 


measurement. 
 


(h) "Database" means a collection of data organized especially for search 
and retrieval. 


 


(i) “Eligible Employee” shall have the same meaning as defined in INS 
4100, specifically INS 4103.03 (g) for the Small Group market, INS 
4104.03 (i) for the Large Group market, and 4105.03 (h) for the Stop 
Loss market. 


 
(j) "Health carrier" shall mean any licensed insurance company with a 


Paragraph 4 authorization on its New Hampshire license. Licensed 
entities include Life Insurance Companies, Property & Casualty 
Insurance Companies, Health Maintenance Organizations, Fraternal 
Benefit Societies and Nonprofit Health Service Corporations. Health 
carrier shall also include Third Party Administrators (TPAs). 
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(k) “Policy” shall have its standard language meaning for insurance 


writers. For employer-sponsored group coverage, where the coverage 
is written directly for the employer’s benefit plan, the employer shall 
be considered the policyholder. A policy that is issued in New 
Hampshire shall include any policy that provides coverage to the 
employees of a New Hampshire employer that has a business location 
in New Hampshire. An employer's branch location in New Hampshire 
shall be considered a New Hampshire employer, and the carrier/TPA 
shall submit data for all members who are employed at that branch 
location. For employer-sponsored group coverage, issued to a qualified 
association trust, each member employer shall be considered a 
separate policyholder. For all association business, each member 
employer shall be considered as a separate policyholder. TPAs shall 
report policyholders in a like manner. 
 


(l) “Premium” shall be calculated as “earned” premium, or the total 
amount of premium from policyholders to provide insurance coverage 
during the reporting year. Earned premium = premiums collected + 
change in due and uncollected – change in unearned and advance 
premium. If premium is collected prior to January 1, to provide 
insurance coverage during the reported calendar year, then it must be 
included in this column. The Commissioner may approve the use of a 
reasonable proxy upon the carrier’s provision of documentation 
demonstrating that the use of the same does not materially distort the 
carrier’s data submission. For TPAs, premium shall mean the funds 
collected from contracted accounts to provide for all claims and 
expenses associated with the administration of the employer’s benefit 
plan. Additional detail regarding how to report Premium can be found 
in Attachment A. 
 


(m) “Situs” of a policy shall be defined as the jurisdiction in which the 
policy is issued or delivered as stated in the policy. For employer 
business issued through a qualified association trust, the situs shall be 
based on the location of each member employer. The intent of this 
definition is to be consistent with the instructions for the NAIC 
Supplemental Health Care Exhibit. Carriers should apply the same 
consideration when determining situs for this report as they do for the 
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Supplemental Health Care Exhibit. TPAs shall determine situs of 
their contracts in a like manner. 


 
(n) “Subcontractor” shall be defined as a vendor or contractor who 


manages carved out categories of services such as mental health 
services or pharmacy services. Since the subcontractor may be required 
by the carrier/TPA to satisfy state reporting requirements for the 
subcontracted services, the Department needs to understand what 
carriers or TPAs are including data from a subcontractor in order to 
avoid double counting multiple submissions. The carrier/TPA is 
ultimately responsible for a complete submission without duplicate 
data, and is most often better served by submitting one filing rather 
than relying on the subcontractor to fulfill the carrier/TPA’s 
obligations. 


 


Applicability 
All carriers licensed to write accident and health insurance in the state of New 
Hampshire and meeting minimum premium thresholds must submit a 
supplemental report. A carrier is licensed to write accident and health insurance if 
it has a Paragraph 4 authorization on its New Hampshire license. A licensed or 
registered Third Party Administrator (TPA) must file a supplemental report only if 
it exceeds the de minimis exemption criteria described below. Covered 
lives/members are individual members eligible to have claims paid for them, not 
accounts.  Membership is determined based on the definition of covered lives as 
defined herein, and will include New Hampshire residents with an account that is 
located out of state. 


 


Exemptions 
All carriers and TPAs must submit a supplemental report unless they meet the de 
minimis exemption described below. 
 
De Minimis Exemption 
Carriers and third-party administrators are not required to submit a supplemental 
report if they meet the following criteria: 
 


For carriers that do not offer any products on the health insurance exchange for 
residents of New Hampshire, and that did not cover more than 9,999 members 
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in New Hampshire at any point in any coverage class (medical, pharmacy or 
dental) during the immediately preceding calendar year; or  
 
For third-party administrators that did not cover more than 9,999 members in 
New Hampshire at any point in any coverage class (medical, pharmacy or 
dental) during the immediately preceding calendar year.  
 
Carriers and third-party administrators shall perform the de minimis 
calculation at the entity level, i.e., the level at which major governance decisions 
are made under a senior leadership team, regardless of the number of 
companies operating under separate corporate divisions. 


 
Creditable Coverage 
A carrier writes creditable coverage when it issues a policy for coverage that meets 
the definition of creditable coverage in RSA 420- G:2, III. A TPA administers 
creditable coverage when it provides administrative services to either an insurer or 
an employer that has assumed the risk for an employer-sponsored or other 
sponsored plan that provides creditable coverage. In addition, carriers writing stop- 
loss or group excess loss insurance to employers whose self-insured plans meet the 
definition of creditable coverage must file a supplemental report. Throughout this 
bulletin, references to writing carriers shall include all of the activities referenced in 
this paragraph. All of these carriers and TPAs must submit a supplemental report 
with the policy data tabulated as prescribed. 


 
Stop loss and group excess coverage shall be reported, both by carriers issuing 
stand-alone stop loss coverage and carriers issuing stop loss coverage to the 
employer groups for which they administer the self-insured health benefits. 
 
Due Date 
Carriers and TPAs must submit an annual supplemental report summarizing the 
carrier’s business from the immediately preceding calendar year. The data 
submission due June 30, 2015 shall summarize the carrier’s business for the 
preceding calendar year, ending on December 31, 2014.  This annual reporting 
requirement shall continue in perpetuity unless and until explicit revocation by 
the NHID.  


 
Upon receiving a report submission, Gorman Actuarial will confirm receipt by e-
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mail. The submission will be reviewed for completeness. Insurance carriers and 
TPAs are required to submit a filing which satisfies NHID standards for 
completeness and compliance by June 30, 2015. Incomplete or non-compliant filings 
on June 30, 2015 will be subject to an administrative fine. 


 


Fines 
Fines will be assessed for failure to meet the submission deadline of June 30, 2015, 
for filing an incomplete supplemental report, or for filing a report that is inaccurate. 
Fines shall accrue on a daily basis. There will be no grace period to achieve 
compliance. All reports are expected to be complete and accurate submissions on the 
date of submission. 
 
Tabulation Methods and Issues 
Data shall be tabulated in three separate, mutually exclusive data collections: (1) 
the Main Data collection, (2) the Limited Data collection, and (3) the Stop Loss Data 
collection. The Main Data collection shall include data for all members who receive 
services under a policy (whether individual or employer-sponsored) with a New 
Hampshire situs or through a contract with a New Hampshire situs issued by a 
third party administrator. The Limited Data collection shall include data for all 
New Hampshire residents, or members who have a work location in New 
Hampshire (e.g. an out-of-state employer with a branch location in New 
Hampshire), with a policy that does not have a New Hampshire situs. The 
carrier/TPA shall submit data for all members who are employed at the New 
Hampshire branch location. The following chart provides a visual description of the 
Main and Limited data collections: 
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The Stop Loss Data collection shall include data for all policies with Coverage Type 
Code = “STL” (as defined in Attachment B-1). No policies with Coverage Type Code 
= “STL” should be included in either the Main Data collection or the Limited Data 
collection. 
 
The tabulation of information and issues below should be considered separately 
within each of the three data collections. 
 
Tabulation of Information 
A reporting record shall include unique combinations of the coverage category, 
market type (market category code), and benefit structure. Any difference in 
benefit structure due to covered benefits specified as “exception variables,” member 
liabilities (i.e. copay, deductible, and coinsurance) or any other variable listed in 
this report, means that data needs to be reported on a separate row. 


 
Carriers shall submit one record for each type of coverage and benefit structure.  
For example, if a carrier provides multiple employers with only two types of HMO 
policies, one an HMO with a low deductible and another with a high deductible, the 
carrier shall submit two separate records with the corresponding member months, 
premium, and claims. 


 
Carriers issuing stop loss coverage to the employer groups for which they also 
administer the self-insured health benefits shall submit one record for each type of 
coverage: the self-insured health coverage and the stop loss coverage. 


 
The information described below shall be submitted in the format prescribed in 
Attachment A.  Please note that there are a series of Exception Variables (EV) 
listed in Attachment A and in the report template. When the insurance policy 
covers the indicated service, leave the field blank in the report submission. When 
the insurance policy does not offer coverage for the indicated service at all, submit 
“NC” in the appropriate field for that policy. If the insurance policy generally covers 
the indicated service but the coverage does not meet the coverage definition 
provided in Attachment A, submit “DM” in the appropriate field for that policy. Do 
NOT substitute field requirements with “Y”, “N”, “NA”, or anything not specified in 
the reporting requirement. Do not change column headings. Do not insert or delete 
columns. 
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Tabulation Issues – Multiple Carriers 
The Department recognizes that there may be instances where more than one 
carrier is involved in administrating policies for a common employer in 
conjunction with that employer’s health insurance benefits. For self-insured 
plans, both the carrier administering the plan and the carrier writing the stop 
loss coverage shall submit a supplemental report. 


 
The following guidelines clarify, in those instances when more than one carrier is 
involved with providing coverage to a single employer, which carrier has the 
responsibility to include the coverage in its tabulation. 
 


• Data on reinsurance policies, insurance policies written by a carrier to 
another carrier, shall not be tabulated and shall not be included with 
the required supplemental report. 


• Stop-loss insurance, or group excess loss insurance issued to an 
employer or other group, shall be reported by the writing carrier. It is 
considered direct insurance and carriers writing such coverage shall be 
responsible for submitting information on their written policies. 


• In the event that the entity administering coverage is different than 
the carrier writing coverage, the writing carrier shall be responsible for 
submitting the required information. Carriers writing risks shall be 
responsible for submitting information on policies covering the 
underwritten risks. Entities responsible only for policy administration 
shall not be responsible for tabulating data on policies that they 
administer when such coverage is written on another carrier’s paper 
and reported by that carrier. 


• TPAs or carriers administering an employer-sponsored health 
insurance benefit plan shall submit records for all self-insured plans 
that they administer. TPAs must file a supplemental report for this 
type of activity regardless of whether a stop-loss writer is filing 
information for the same employer. 


• Similarly, a stop loss carrier must file the information prescribed in 
this section regardless of whether a TPA, or some other carrier, is 
filing a supplemental report for the same employer. 


 


Tabulation Issues – Geographic Location 
The policy geographic location code shall be based on the specific business location 
of the policyholders; where the policy is sitused (refer to “Situs” in the Definitions 
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section of this bulletin). For NH residents working at a branch location in NH, the 
policyholder location may be out of state. All codes are specified in Attachment D. 
 
All policies included in the Main Data collection should be NH policies with a 
geographic location code other than ‘Y’, while all policies included in the Limited 
Data collection should be non-NH policies with a geographic location code of ‘Y’. 
Policies included in the Stop Loss Data collection should use the appropriate code 
from Attachment D, whether ‘Y’ or another value. 


 
Carriers shall use a county code of ‘Z’ to identify NH locations for which there is no 
county code mapped to the NH zip code that is stored by the carrier. Whenever a 
code of ‘Z’ is used, the carrier shall include a note record specifying the NH zip code 
for which there is no county code match. 


 


Acceptable Methods for Estimating Data 
In certain instances, a carrier may not have the information it needs to tabulate 
data as prescribed. For example, a carrier writing stop loss, or group excess 
insurance may not know who the employer’s employees are. Carriers and TPAs 
shall provide data at the most detailed level at which the carrier or TPA keeps the 
data. For this example, the number of certificate holders, e.g. employees, and the 
number of covered lives shall be estimated based on data used by the carrier to 
price the business. 


 
Where carriers use estimation methods, the carrier shall include, as part of its 
supplemental report, an explanation in the notes section to explain why estimation 
methods were necessary and the methods used to generate the estimates. The 
NHID reserves the right to approve or disapprove the method of estimation. 


 


Acceptable Methods for Submission 
All supplemental reports will be processed electronically. Carriers are required to 
submit the supplemental report in an MS Excel Workbook format provided by the 
Department. The Department created templates that are available for download 
from the Department’s website. 


 
The templates are in the Excel file called Supplemental Report Template 
2014.xlsm. This file shall be used as a template for creating new spreadsheets. 
After downloading this file to a local directory in Windows Explorer, right click on 
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the downloaded file, and select New. This will create a new workbook file based on 
the downloaded template. Do not change the worksheet names or column headings 
in the template. 


 


All carriers shall create a workbook using the Supplemental Report Excel Template. 
Carriers shall name the workbook SIR<cocode>.xls based on the carrier 
NAIC code. The naming is important for processing purposes. 


 
After data have been input into the worksheet, please use the button on the 
“Transmittal” sheet to check that data fields are formatted correctly and only valid 
codes have been reported. Any possibly invalid entries will be highlighted and 
should be reviewed and, if necessary, corrected prior to submission. Note that 
macros must be enabled in order to run the validity check. 


 
All supplemental reports shall be transmitted via electronic mail to the Insurance 
Department. Supplemental Reports shall be simultaneously electronically mailed 
to the following two email address: 


1) Actuary@GormanActuarial.com 
2) nhsuppreport@ins.nh.gov  


All such correspondence shall use the following text as the subject header, “ATTN: 
NHID Supplemental Report 2014”. 


 


Data Reconciliation 
To assist carriers in ensuring consistent reporting practices and that the data 
submission is reasonable in relation to the reporting requirements, we have 
included additional data reconciliation checks. These data checks compare the data 
in this submission to carrier reported data in two additional reports, specifically the 
NAIC Supplemental Health Care Exhibit (SHCE) for New Hampshire and the NH 
Comprehensive Health Information System (CHIS). Instructions and a template for 
the data reconciliations can be found on the “Data Reconciliation” sheet in the 
Supplemental Report Excel Template. These reconciliations should be performed 
prior to the template being submitted to the Department. While the data 
submission is not required to reconcile exactly to the other data sources, 
explanations of differences must be provided. For example, claims in the SHCE 
may reflect paid claims plus the change in unpaid claims (current year end minus 
prior year end), while the Supplemental Report may reflect incurred and paid 
claims plus an estimate for unpaid claims, which may result in a difference that 
can be explained.  Please note that comparisons are made only on the data that 
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overlap between the reports and should reconcile. There will be some data that are 
included in the Supplemental Report and are not included in the SHCE (e.g. claims 
and premium with Coverage Type Code = ‘ASO’ or ‘ASW’). 


 
If either the SHCE or CHIS data are not available for use in the comparison, the 
reason must be provided on the “Notes” sheet in the Supplemental Report Excel 
Template. 


 


Confidentiality 
(a) Each company or person from whom information is sought shall provide the 
required information to the commissioner. 


 
(b) The Supplemental Report filed by each health carrier shall be subject to the 
New Hampshire Right-to-Know law, RSA 91-A. The Right-to-Know law shall not be 
deemed to limit the commissioner's authority to use or disclose such information 
which the commissioner in the exercise of his/her duty may deem appropriate 
pursuant to RSA 400-A:25. 


 
Any questions on the Supplemental Report should be directed to Don Gorman at 
Gorman Actuarial, Inc. at Actuary@GormanActuarial.com.  
Attachment A Supplemental Report Specifications 


 


Transmittal 
There shall be one worksheet in the workbook named ‘Transmittal.” The worksheet 
shall contain the following information. 


 
Field Name Description 


Company Code Please be sure to enter as text, e.g. for 
01234, type ‘01234 in the cell. 


Company Name  


Reporting Year Four-digit years for the calendar year from 
which this report is based. 


Fiscal Year End Date Use MMDD format. For most companies, 
this will be 1231. 


Contact Person First Name  


Contact Person Last Name  
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Contact Person Mailing Address 
Line One 


 


Contact Person Mailing Address 
Line Two 


 


Contact Person Mailing City  


Contact Person Mailing 2-Letter 
State Abbreviation 


 


Contact Person Mailing Zip Code Enter as text (see Company Code above). 
Contact Person Direct Voice 


Phone Number 
If there is an extension, use the character 
‘x’ to separate the phone number from the 
extension. 


Contact Person e-mail address  


Identify all subcontractors and 
the services that are 


subcontracted. 


List all subcontractors and the services 
that are subcontracted (e.g. prescription 
drugs, mental health/substance abuse). 


Are all claims for subcontracted 
services included in the 


submitted data? 


Input “Y” for yes, “N” for no. If “N” please 
explain what has been included and/or 
excluded. 
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Main Data Collection 
The main data collection worksheet shall be called ‘”Main Data” and shall include 
data for policies with a NH situs with the exception of those with coverage type 
“STL”. The first row of the Main Data worksheet shall contain the labels listed in 
the Variable column below. Subsequent rows shall contain the data prescribed.   
The data must be provided at the most specific level in order to accurately recognize 
the health plan product characteristics and benefit differences, including those 
based on member/patient liabilities. 


 
All numeric data, such as member months and dollar totals must be reported on an 
accrual basis in a number format. Dates of coverage, premium collected, claims 
paid, and all determinations are based on a calendar year. Since determinations are 
made based on the calendar year, the data will include any changes in enrolled 
membership, premiums, and claims, such as when a group renews mid-year. Data 
specific to individual groups will be summarized and combined with all other groups 
with similar benefit characteristics (as determined by the variables listed below). 


 
Variable Description 


Coverage Type Three digit character code for coverage type: UND, ASW, 
ASO, STN, or MCD as fully described in Attachment B-1. 


Plan Type Three digit character code for plan type: HMO, POS, PPO, 
EPO, or FFS as fully described in Attachment B-2. 


Market Category 
Code 


Three or four digit character code for identifying employer 
size, student insurance policies, or blanket insurance. 
Employer size is based on the number of eligible employees3 
in the group. For qualified association trusts, assign the 
group size applicable to each subgroup within the 
association. Codes are in Attachment C. 


Policyholder 
Geographic Location 


One digit county codes assigned based on the location of the 
policyholder (not member). Codes are in Attachment D. 


                                                            
3 “Eligible Employee” shall have the same meaning as defined in INS 4100, specifically INS 4103.03 (g) for the Small 
Group market, INS 4104.03 (i) for the Large Group market, and 4105.03 (h) for the Stop Loss market. 
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State, Federal or 
Municipal Account 


Are the data for the state of NH, federal or municipal 
account? Input “S” for State, “F” for federal, “M” for 
municipal or “O” for all other accounts. 


Qualified 
Association Trust 


Are the data for a Qualified Association Trust? Input “Y” for 
yes, “N” for no. 


Professional 
Employer 
Organization 


Are the data for a Professional Employer Organization? 
Input “Y” for yes, “N” for no. 


HealthFirst Are the data for a HealthFirst product(s)? Input “Y” for yes, 
“N” for no. 


Calendar Year Calendar year the data is reported for. 


Number of 
Policyholder 
Months 


Total number of covered months for the policyholder (usually 
employer for group policies, or individual for non-group 
policies). One policyholder covered for one full year would be 
equal to 12.  Policy months may not be additive.  If an 
account has two rows because of the purchase of multiple 
products, the policy months will be the same. 


Number of 
Subscriber Months 


Total number of covered months for the subscriber (employee 
or individual). One employee covered for one full year would 
be equal to 12. 


Number of Member 
Months 


Includes both the total number of covered life months for the 
subscriber and for any covered spouses and dependents. 







The State of New Hampshire 
Insurance Department 


21 South Fruit Street, Suite 14 
Concord NH 03301 


 


19 
 


Roger A. Sevigny Alex Feldvebel 
Commissioner Deputy Commissioner 


 


Total Premium “Premium” shall be calculated as “earned” premium, or the 
total amount of premium from policyholders to provide 
insurance coverage during the reporting year. Earned 
premium = premiums collected + change in due and 
uncollected – change in unearned and advance premium. If 
premium is collected prior to January 1, to provide insurance 
coverage during the reported calendar year, than it must be 
included in this column. The Commissioner may approve the 
use of a reasonable proxy upon the carrier’s provision of 
documentation demonstrating that the use of the same does 
not materially distort the carrier’s data submission. 
 
For self-insured business, TPAs and carriers shall calculate 
earned premium by aggregating the total funds collected 
from contracted accounts to provide for all claims and 
expenses associated with the administration of the 
employer’s benefit plan. These funds include provisions for 
claims (net of stop-loss recoveries), administration, premium 
for stop-loss coverage (for policies with Coverage Type of 
“ASW”), profit margins, commissions, wellness programs, 
network fees, and disease management programs. 


Total Claims Total claims incurred on behalf of the covered members in 
the reporting class during the calendar year for which the 
supplemental report is being made. Note that total claims 
are reported on an accrual basis for calendar year. All 
claims with a date of service during the reporting year are 
to be included as claims paid in this field. If necessary, 
actuarial completion factors should be used to estimate 
incurred claims and should be based on when the carrier 
extracts the data for the Supplemental Report. 
 
Incurred claims shall include: 


• claims incurred during the reporting period and paid 
prior to the report date 


• claims incurred and reported during the reporting 
period but unpaid prior to the report date  


• claims incurred but not reported during the 
reporting period. 
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  • other payments and credits such as capitation, 
incentive payments, prescription drug rebates, etc. 


 
For insured business, incurred claims should be consistent 
with what is reported in Part 1, Line 5 of the NAIC 
Supplemental Health Care Exhibit, allowing for variances 
due to any restatement of unpaid claims with additional paid 
claim runout. 
 
For self-insured business, TPAs and carriers shall calculate 
incurred claims on a similar basis with the following 
additions: 


• incurred claims shall be net of any stop-loss 
recoveries. 


• include amounts paid for stop-loss coverage. 
 
The amount reported in this field should be the sum of the 
following three fields: (1) Claims Incurred and Paid, (2) 
Claims Incurred and Unpaid, and (3) Other Payments and 
Credits. 


Claims Incurred 
and Paid 


Includes claims incurred during the reporting period and 
paid prior to when the carrier extracts the data for the 
Supplemental Report. 


Claims Incurred 
and Unpaid 


Claims incurred during the reporting period and unpaid 
(payable) as of the data extract including both (1) claims 
reported but still payable (sometimes referred to as in course 
of settlement)and (2) claims not reported and payable 
(sometimes referred to as incurred but not reported). 
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Other Payments 
and Credits 


Includes other payments made such as capitation, incentive 
payments, etc. or credits received such as prescription drug 
rebates which are included in medical expense as reported 
for the carrier’s Statement of Revenue and Expenses, or its 
equivalent, which is a required component of the annual 
statement filing. For policies with Coverage Type = “ASW”, 
TPAs and carriers should report any stop-loss recoveries and 
stop-loss premiums in this field. 


Member 
Responsibility 


For the claims included in the “Total Claims” field, report 
the total known amount (that is, those associated with 
incurred and paid claims) of deductibles, coinsurance 
amounts, and copayments or any balance-billing for which 
the member is responsible. This field should not include 
amounts for denied claims or claims covered by another 
payer due to coordination of benefits. 


Plan ID This is the 14-character HIOS Plan ID (Standard 
component). This field may not be available for all market 
segments; input “N/A” where not available.  
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Plan Code This identifier should be the same Plan Code or Name used 
in the NH Individual and Small Group rate filings, which is 
described in the Requirements for Accident and Health 
Insurance Rate Submissions User Manual (found on the 
NHID website4). This field may not be available for all 
market segments; input “N/A” where not available.  


Policy Form 
Number 


Policy Form Number associated with this health plan 
coverage. 


Exchange Indicator Is this health coverage plan available on the Exchange? 
Input “Y” for yes, “N” for no. Note: data for this field will 
not be available until 2014. Until that time, input “N/A”. 


Grandfathered or 
Transitional Policy 
Indicator 


Is this health coverage plan Grandfathered per the ACA 
definition or considered a Grandmother/Transitional 
policy? Input “G” for Grandfathered plans, “T” for 
Transitional/Grandmothered policies, or “N” for plans that 
are neither Grandfathered nor Transitional. 


HDHP Does the policy meet the IRS definition of a HDHP? Input 
“Y” for yes, “N” for no. 


Is this health 
coverage plan open? 


Is this health coverage plan open or closed? Input “Y” if 
open, “N” for closed. 
In closed blocks, only existing contracts are allowed to 
renew. Benefit options in closed blocks are not marketed or 
being sold to new customers. If at any time in the reporting 
year a block becomes closed, it should be considered closed 
for the purpose of this report. 


Is this a new health 
coverage plan? 


Was this health coverage plan new in the calendar year for 
which the supplemental report is being made? Input “Y” for 
yes, “N” for no. 
A new health coverage plan is a benefit design that is being 
offered/marketed for the first time in this reporting year. 


                                                            
4 http://www.nh.gov/insurance/legal/documents/user_guide-v5.pdf or updated version, if 
available   
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Does Deductible 
apply to all Medical 
Services? 


Input “Y” for yes, “N” for no, or “N/A” if there is no 
medical deductible. 
Since many plans will be covering preventative office visits 
at 100%, consider only other types of medical services when 
responding to this question. 


Is there an 
integrated Medical 
and Pharmacy 
Deductible? 


Input “Y” for yes, “N” for no, or “N/A” if there is no medical 
deductible. 
 


Are Preventive 
Services Covered 
100%? 


Input “Y” for yes, “N” for no. 
 
Preventive Services refers to the preventive services as 
defined and required in the Affordable Care Act as of the 
reporting year. 


Does this health 
coverage plan 
provide coverage for 
MH/SA? 


Input “Y” for yes, “N” for no. 


Does this health 
coverage plan have 
a Tiered Network 
component? 


Input “Y” for yes, “N” for no. 
A Tiered Network is defined as varying levels of cost sharing 
based on different networks of providers set up to cover a 
broad range of services that are considered in-network. An 
arrangement that is specific to a limited number of services, 
such as gastric bypass or transplants, would not be considered 
a Tiered Network for the purposes of this report. 


PCP Office Visit 
Copay 


Dollar amount of the PCP office visit copay for services 
within network. If this service has no cost sharing, input 0 
(zero). If this service does not have a copay but is subject to 
the deductible and/or coinsurance, input “D/C”. For Tiered 
Network HMO products, provide cost sharing for most 
utilized tier. 
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Specialist Office 
Visit Copay 


Dollar amount of the Specialist office visit copay for services 
within network. If this service has no cost sharing, input 0 
(zero). If this service does not have a copay but is subject to 
the deductible and/or coinsurance, input “D/C”. For Tiered 
Network HMO products, provide cost sharing for most 
utilized tier. 


ED Copay Dollar amount of the Emergency Department copay for 
services within network. If this service has no cost sharing, 
input 0 (zero). If this service does not have a copay but is 
subject to the deductible and/or coinsurance, input “D/C”. 
For Tiered Network HMO products, provide cost sharing for 
most utilized tier. 


Outpatient Surgery 
Copay 


Dollar amount of the Outpatient Surgery copay for services 
within network. If this service has no cost sharing, input 0 
(zero). If this service does not have a copay but is subject to 
the deductible and/or coinsurance, input “D/C”. For Tiered 
Network HMO products, provide cost sharing for most 
utilized tier. 


Inpatient Copay Dollar amount of the Inpatient copay for services within 
network. If this service has no cost sharing, input 0 (zero). If 
this service does not have a copay but is subject to the 
deductible and/or coinsurance, input “D/C”. For Tiered 
Network HMO products, provide cost sharing for most 
utilized tier. 


In-Network Single 
Deductible 


Dollar amount of the in-network, single tier type policy 
deductible. For Tiered Network HMO products, provide cost 
sharing for most utilized tier. For FFS products, provide the 
overall cost sharing information. 
 
This is the Medical deductible for policies with a Medical 
only deductible, and the integrated Medical and Pharmacy 
deductible for policies that have an integrated Medical and 
Pharmacy deductible as reported in the data field “Is there 
an integrated Medical and Pharmacy Deductible?” 
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In-Network 
Coinsurance 


Percentage figure of total plan and patient liability that the 
member is responsible for paying. For example, if the insurer 
pays 80% and the member pays 20%, a value of 0.20 should 
be reported. If the plan has more than one co-insurance, use 
the highest level for services within network. For Tiered 
Network HMO products, provide cost sharing for most 
utilized tier. For FFS products, provide the overall cost 
sharing information. This value shall be in numeric decimal 
format with a value between 0 and 1. 


In-Network Single 
OOP Max 


Dollar amount of the maximum out of pocket expenses for 
services within network for a single tier type policy. The out 
of pocket maximum should include any deductibles, where 
applicable. For Tiered Network HMO products, provide cost 
sharing for most utilized tier. For FFS products, provide the 
overall cost sharing information. If there is no maximum, 
enter: 9,999,999. 


Retail Pharmacy 
Single Deductible 
Generic 


Dollar amount of the single tier type policy deductible for 
generic prescriptions dispensed at an in-network retail 
pharmacy. If there is no deductible, input 0 (zero).  For 
polices with an integrated Medical and Pharmacy 
deductible, input 0 (zero) in this field, report the integrated 
deductible in the “In-Network Single Deductible” field, and 
input “Y” in the “Is there an integrated Medical and 
Pharmacy Deductible?” field. 


Retail Pharmacy 
Single Deductible 
Brand Formulary 


Dollar amount of the single tier type policy deductible for 
brand prescriptions on the formulary dispensed at an in- 
network retail pharmacy. If there is no deductible, input 0 
(zero).  For polices with an integrated Medical and 
Pharmacy deductible, input 0 (zero) in this field, report 
the integrated deductible in the “In-Network Single 
Deductible” field, and input “Y” in the “Is there an 
integrated Medical and Pharmacy Deductible?” field. 
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Retail Pharmacy 
Single Deductible 
Brand Non- 
Formulary 


Dollar amount of the single tier type policy deductible for 
brand prescriptions not on the formulary dispensed at an in- 
network retail pharmacy. If there is no deductible, input 0 
(zero).  For polices with an integrated Medical and 
Pharmacy deductible, input 0 (zero) in this field, report the 
integrated deductible in the “In-Network Single Deductible” 
field, and input “Y” in the “Is there an integrated Medical 
and Pharmacy Deductible?” field. 


Retail Pharmacy 
Copay Generic 


Dollar amount of the copay for 30-day supply generic 
prescriptions dispensed at an in-network retail pharmacy. If 
this service does not have a copay, input 0 (zero). 


Retail Pharmacy 
Copay Brand 
Formulary 


Dollar amount of the copay for 30-day supply brand 
prescriptions on the formulary dispensed at an in-network 
retail pharmacy. If this service does not have a copay, input 
0 (zero). 


Retail Pharmacy 
Copay Brand Non- 
Formulary 


Dollar amount of the copay for 30-day supply brand 
prescriptions not on the formulary dispensed at an in- 
network retail pharmacy. If this service does not have a 
copay, input 0 (zero). 
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Actuarial  Value “Actuarial Value” – For the purposes of this report, the 
Actuarial Value will be the Minimum Value measure as 
outlined in Section 1302 (d)(2)(C) of the Affordable Care Act. 
Beginning in 2014, insurers and employers or unions with 
self-insured plans must report information to the IRS for 
each individual covered under a health insurance plan that 
provides minimum coverage. This information will be used by 
the IRS to determine whether individuals who purchase 
insurance on the exchanges will be eligible for a premium tax 
credit. The minimum value is defined as the percentage of 
the total allowed costs of benefits provided under a group 
health plan or health insurance coverage. In accordance with 
the HHS regulations there are several options for 
determining the Minimum Value: 


 Determine Minimum Value figure using publically 
available Minimum Value Calculator excel model 
tool which can be downloaded from the following 
website: http://www.cms.gov/cciio/resources/regulations- 
and-guidance/index.html . The Department of Health 
and Human Services has published guidance titled 
“Minimum Value Calculator Methodology” which is 
also available on the website. This guidance provides 
a detailed description of the data underlying the MV 
Calculator and the calculator’s methodology 


 Determine Minimum Value figure through any safe 
harbor established by HHS and IRS. 
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  If the plan design is incompatible with the 
Minimum Value Calculator or Safe Harbor Plan, 
the Minimum Value figure may be determined 
through an actuarial certification from a member of 
the American Academy of Actuaries. 
 


For each set of reported coverage options, e.g. each benefit 
plan, the carrier shall include on the Supplemental Report 
the Minimum Value figure calculated in accordance to one 
of the three options mentioned above. The Minimum Value 
Calculator can be used for a wide variety of health plan 
designs; however, it is possible some benefit plan designs 
may not fit into the calculator. In circumstances where this 
is the case, and the minimum value from the safe harbor or 
actuarial certification is not readily available, it is 
recommended that a reasonable estimate based on 
comparison to similar plan designs be reported in the 
Supplemental Report. If a method other than the 
Minimum Value Calculator is used, the alternate 
method that was used must be disclosed and described in 
the notes section of the report submittal form. 
 
Please do not provide figures based on the Actuarial 
Value Calculator. The Actuarial Value Calculator 
uses different population base and different continuance 
tables than the Minimum Value Calculator. The 
results from the two calculators will be slightly different. 
For the purposes of this report and stable comparison 
across coverage segments and carriers, the Minimum 
Value Calculator must be used. 
 
This minimum value as described above is the “actuarial 
value.” 
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  The remaining variables are Exception Variables 
(EV). Enter “NC” if the policy does not cover this 
service. Enter “DM” if the policy generally covers this 
service, but does not meet the exact service 
description. Leave blank if this is a covered item. 


Ambulance Service EV 


Audiology Screening 
for Newborns 


EV - Includes: covered for one screening and one confirming 
screening. 


Blood and Blood 
Products 


EV - Includes: fees associated with the collection or donation 
of blood or blood products, all cost recovery expenses for 
blood, blood derivatives, components, biologics, and serums to 
include autologous services and albumin. 


Case Management 
Program 


EV - Includes: available for medically complex and costly 
services. 


Chiropractic 
Services 


EV 


Durable Medical 
Equipment (DME) 


EV - Includes: nebulizers, peak flow meters, and diabetes 
glucose monitoring equipment. 


Emergency Room EV 


Family Planning 
Services 


EV – full range of services including: counseling services and 
patient education; examination and treatment by medical 
professionals; laboratory examinations and tests; and 
medically approved methods, procedures, pharmaceutical 
supplies and devices to prevent conception. This category 
does not include infertility services; these services are covered 
under a separate benefit category. 


Habilitative 
Services 


EV - Includes: coverage for children 0-19 years of age for 
treatment of congenital and genetic birth defects. 
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Hearing Aids EV - Includes: coverage and services as defined by NH State 
Law; including hearing aid for each hearing-impaired ear 
every 60 months. 


Home Health Care EV - Includes: coverage as an alternative to otherwise 
covered services in a hospital or other related institution. 


Hospice EV - Includes: coverage same as Medicare, including 
nursing care, medical social services, physicians' services, 
counseling services, short-term inpatient care, medical 
appliances and supplies, home health aide services, physical 
therapy, occupational therapy, speech-language pathology, 
and other items and services. 


Hospitalization EV - Includes: unlimited (includes detoxification) 


Infertility Services EV - Includes: coverage for services obtained after diagnosis 
of infertility including all non-experimental infertility 
procedures including, but not limited to, artificial 
insemination and intrauterine insemination, in vitro 
fertilization and embryo transfer, gamete intrafallopian 
transfer, sperm and/or egg procurement and processing, 
intracytoplasmic sperm injection, zygote intrafallopian 
transfer, assisted hatching, cryopreservation of eggs, and 
infertility-related drugs. 
 
Does not include any experimental infertility procedure, 
surrogacy, or reversal of voluntary sterilization. 


Medical Food EV - Includes: for persons with metabolic disorders when 
ordered by a health care practitioner qualified to provide 
diagnosis or treatment in the field of metabolic disorders 


Mental Health and 
Substance Abuse 


EV - Includes: when delivered through a managed care 
system for 60 inpatient days with partial hospitalization 
traded on a 2 to 1 basis and unlimited outpatient visits 
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Nutritional 
Services 


EV - Includes: six visits per year for cardiovascular disease, 
diabetes, malnutrition, cancer, cerebral vascular disease, or 
kidney disease. 


Outpatient 
Hospital Services & 
Surgery 


EV 


Outpatient 
Laboratory & 
Diagnostic Services 


EV 


Outpatient Short- 
Term 
Rehabilitative 
Services 


EV - Includes: physical therapy, speech therapy, and 
occupational therapy 


Pediatric Dental 
Services 


EV – Includes: coverage for diagnostic, preventative services 
minor and major restorative services, implants and 
orthodontia. Minor restorative services include but aren’t 
limited to filings, crowns and oral surgery for impacted 
teeth. Major restorative services include inlays, root canals 
and fixed prosthesis. 
 
Leave blank when covered under the medical policy. Input 
“NC” if the medical policy does not cover these services. 


Pediatric Vision 
Services 


EV – Includes: but is not limited to, diagnostic services, 
frames & prescription lenses or contract lenses. 
 
Leave blank when covered under the medical policy. Input 
“NC” if the medical policy does not cover these services. 


Pregnancy and 
Maternity 


EV 


Prescription Drugs 
(Rx) 


EV - Includes: prescriptions available on an open formulary 
with coverage of at least the generic drug equivalent amount 
when the brand name drug is prescribed. 
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Preventive Services EV - Includes: preventive services as defined and required 
in the Affordable Care Act as of the reporting year. 


Skilled Nursing 
Facility 


EV - Includes: 100 days as an alternative to otherwise 
covered care in a hospital or other related institution. 


Transplants EV - Includes: for bone marrow, cornea, kidney, liver, lung, 
heart, pancreas, and pancreas/kidney transplants. 


Well Child & 
Immunization 
Benefits 


EV - Includes: for children 0 – 13 years of age. 


 
Limited Data Collection 
The limited data collection worksheet shall be called ‘”Limited Data” and shall 
include data for policies with a non-NH situs with the exception of those with 
coverage type “STL”. The first row of the Limited Data worksheet shall contain the 
labels listed in the Variable column below. Subsequent rows shall contain the data 
prescribed. The data must be provided at the most specific level in order to 
accurately recognize the health plan product characteristics. 


 
All numeric data, such as member months and dollar totals must be reported on an 
accrual basis in a number format.  Dates of coverage, claims paid, and all 
determinations are based on a calendar year. Since determinations are made based 
on the calendar year, the data will include any changes in enrolled membership, 
premiums, and claims, such as when a group renews mid-year. Data specific to 
individual groups will be summarized and combined with all other groups with 
similar characteristics (as determined by the variables listed below). 


 
Variable Description 


Coverage Type Three digit character code for coverage type: UND, ASW, 
ASO, STN, or MCD as fully described in Attachment B-1. 


Plan Type Three digit character code for plan type: HMO, POS, PPO, 
EPO, or FFS as fully described in Attachment B-2.  
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Market Category 
Code 


Three or four digit character code for identifying employer 
size, student insurance policies, or blanket insurance. 
Employer size is based on the number of eligible employees5 
in the group. For qualified association trusts, assign the 
group size applicable to each subgroup within the 
association. Codes are in Attachment C. 


Policyholder 
Geographic 
Location 


One digit county codes assigned based on the location of the 
policyholder (not member). Codes are in Attachment D. 
Only policies with a Policyholder Geographic Location code 
of “Y” (a non-NH sitused policy) should be reported on the 
“Limited Data” tab. 


Qualified 
Association Trust 


Are the data for a Qualified Association Trust? Input “Y” for 
yes, “N” for no. 


Professional 
Employer 
Organization 


Are the data for a Professional Employer Organization? 
Input “Y” for yes, “N” for no. 


HealthFirst Are the data for a HealthFirst product(s)? Input “Y” for yes, 
“N” for no. 


State, Federal or 
Municipal Account 


Are the data for the state of NH, federal or municipal 
account? Input “S” for State, “F” for federal, “M” for 
municipal or “O” for all other accounts. 


Number of 
Policyholder 
Months 


Total number of covered months for the policyholder (usually 
employer for group policies, or individual for non-group 
policies). One policyholder covered for one full year would be 
equal to 12.  Policy months may not be additive.  If an 
account has two rows because of the purchase of multiple 
products, the policy months will be the same. 


                                                            
5 “Eligible Employee” shall have the same meaning as defined in INS 4100, specifically INS 4103.03 (g) for the Small 
Group market, INS 4104.03 (i) for the Large Group market, and 4105.03 (h) for the Stop Loss market. 
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Number of 
Subscriber Months 


Total number of covered months for the subscriber (employee 
or individual). One employee covered for one full year would 
be equal to 12. 


Number of Member 
Months 


Includes both the total number of covered life months for the 
subscriber and for any covered spouses and dependents. 


Calendar Year Calendar year the data is reported for. 


Total Claims Total claims incurred on behalf of the covered members in 
the reporting class during the calendar year for which the 
supplemental report is being made. Note that total claims 
are reported on an accrual basis for calendar year. All 
claims with a date of service during the reporting year are to 
be included as claims paid in this field. If necessary, 
actuarial completion factors should be used to estimate 
incurred claims and should be based on when the carrier 
extracts the data for the Supplemental Report. 
 
Incurred claims shall include: 


• claims incurred during the reporting period and paid 
prior to the report date 


• claims incurred and reported during the reporting 
period but unpaid prior to the report date 


• claims incurred but not reported during the reporting 
period. 


• other payments and credits such as capitation, 
incentive payments, prescription drug rebates, etc. 


 
For self-insured business, TPAs and carriers shall calculate 
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 incurred claims on a similar basis with the following 
additions: 


• incurred claims shall be net of any stop-loss 
recoveries. 


• include amounts paid for stop-loss coverage 
 


The amount reported in this field should be the sum of the 
following three fields: (1) Claims Incurred and Paid, (2) Claims 
Incurred and Unpaid, and (3) Other Payments and Credits. 
 
 Claims Incurred 


and Paid 
Includes claims incurred during the reporting period and 
paid prior to when the carrier extracts the data for the 
Supplemental Report. 


Claims Incurred 
and Unpaid 


Claims incurred during the reporting period and unpaid 
(payable) as of the data extract including both (1) claims 
reported but still payable (sometimes referred to as in course 
of settlement)and (2) claims not reported and payable 
(sometimes referred to as incurred but not reported). 


Other Payments 
and Credits 


Includes other payments made such as capitation, incentive 
payments, etc. or credits received such as prescription drug 
rebates which are included in medical expense as reported for 
the carrier’s Statement of Revenue and Expenses, or its 
equivalent, which is a required component of the annual 
statement filing. For policies with Coverage Type = “ASW”, 
TPAs and carriers should report any stop-loss recoveries and 
stop-loss premiums in this field. 


Member 
Responsibility 


For the claims included in the “Total Claims” field, report the 
total known amount (that is, those associated with incurred and 
paid claims) of deductibles, coinsurance amounts, and 
copayments or any balance-billing for which the member is 
responsible. This field should not include amounts for denied 
claims or claims covered by another payer due to 
coordination of benefits. 
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Stop Loss Data Collection 
The stop loss data collection worksheet shall be called “Stop Loss Data” and shall 
include all data related to “STL” coverage type (both NH and non-NH situs). The 
first row of the Stop Loss Data worksheet shall contain the labels listed in the 
Variable column below. Subsequent rows shall contain the data prescribed. The 
data must be provided at the most specific level in order to accurately recognize the 
product characteristics. 


 
All numeric data, such as member months and dollar totals must be reported on an 
accrual basis in a number format.  Dates of coverage, claims paid, and all 
determinations are based on a calendar year. Since determinations are made based 
on the calendar year, the data will include any changes in enrolled membership, 
premiums, and claims, such as when a group renews mid-year. Data specific to 
individual groups will be summarized and combined with all other groups with 
similar characteristics (as determined by the variables listed below). 


 
Variable Description 


Coverage Type Three digit character code for coverage type as fully 
described in Attachment B-1. All policies in the Stop Loss 
Data collection should have coverage type = “STL”. 


Plan Type Three digit character code for plan type of the underlying 
health plan: HMO, POS, PPO, EPO, or FFS as fully 
described in Attachment B-2. If plan type of the underlying 
health plan is not available, input “N/A”. 


Market Category 
Code 


Three or four digit character code for identifying employer 
size, student insurance policies, or blanket insurance. 
Employer size is based on the number of eligible employees6 
in the group. For qualified association trusts, assign the 
group size applicable to each subgroup within the 
association. Codes are in Attachment C. 


Policyholder 
Geographic 
Location 


One digit county codes assigned based on the location of the 
policyholder (not member). Codes are in Attachment D. 


                                                            
6 “Eligible Employee” shall have the same meaning as defined in INS 4100, specifically INS 4103.03 (g) for the Small 
Group market, INS 4104.03 (i) for the Large Group market, and 4105.03 (h) for the Stop Loss market. 
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Qualified 
Association Trust 


Are the data for a Qualified Association Trust? Input “Y” for 
yes, “N” for no. 


Professional 
Employer 
Organization 


Are the data for a Professional Employer Organization? 
Input “Y” for yes, “N” for no. 


State, Federal or 
Municipal Account 


Are the data for the state of NH, federal or municipal 
account? Input “S” for State, “F” for federal, “M” for 
municipal or “O” for all other accounts. 


Number of 
Policyholder 
Months 


Total number of covered months for the policyholder (usually 
employer for group policies, or individual for non-group 
policies). One policyholder covered for one full year would be 
equal to 12.  Policy months may not be additive.  If an 
account has two rows because of the purchase of multiple 
products, the policy months will be the same. 


Number of 
Subscriber Months 


Total number of covered months for the subscriber (employee 
or individual). One employee covered for one full year would 
be equal to 12. 


Number of Member 
Months 


Includes both the total number of covered life months for the 
subscriber and for any covered spouses and dependents. 


Calendar Year Calendar year the data is reported for. 
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Specific Premium Premium for specific stop loss coverage provided in the 
reported calendar year. 
 
“Premium” shall be calculated as “earned” premium, or the 
total amount of premium from policyholders to provide 
insurance coverage during the reporting year. Earned 
premium = premiums collected + change in due and 
uncollected – change in unearned and advance premium. If 
premium is collected prior to January 1, to provide insurance 
coverage during the reported calendar year, then it must be 
included in this column. The Commissioner may approve the 
use of a reasonable proxy upon the carrier’s provision of 
documentation demonstrating that the use of the same does 
not materially distort the carrier’s data submission. 


Specific Claims Total specific stop loss claims incurred during the calendar 
year for which the supplemental report is being made. Note 
that claims are reported on an accrual basis for calendar 
year. If necessary, actuarial completion factors should be 
used to estimate incurred claims and should be based on 
when the carrier extracts the data for the Supplemental 
Report. 
 
Incurred claims shall include: 


• claims incurred during the reporting period and paid 
prior to the report date 


• claims incurred and reported during the reporting 
period but unpaid prior to the report date 


• claims incurred but not reported during the reporting 
period. 


Specific 
Attachment Point 


Dollar amount of claim threshold level for an individual at 
which specific stop loss coverage begins. 
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Specific % 
Reimbursable 


Portion of the claims above the attachment point to be 
reimbursed by the specific stop loss coverage. This value 
shall be in numeric decimal format with a value between 0 
and 1.  For example, if 80% of claims over the attachment 
point are covered by stop loss insurance, enter 0.80. 


Specific 
Reimbursement 
Maximum 


Dollar amount of the maximum amount reimbursable for a 
specific stop loss claim. If there is no maximum, enter: 
9,999,999. 


Aggregate 
Premium 


Premium for aggregate stop loss coverage provided in the 
reported calendar year. 
 
“Premium” shall be calculated as “earned” premium, or the 
total amount of premium from policyholders to provide 
insurance coverage during the reporting year. Earned 
premium = premiums collected + change in due and 
uncollected – change in unearned and advance premium. If 
premium is collected prior to January 1, to provide insurance 
coverage during the reported calendar year, then it must be 
included in this column. The Commissioner may approve the 
use of a reasonable proxy upon the carrier’s provision of 
documentation demonstrating that the use of the same does 
not materially distort the carrier’s data submission. 
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Aggregate Claims Total aggregate stop loss claims incurred during the 
calendar year for which the supplemental report is being 
made. Note that claims are reported on an accrual basis for 
calendar year. If necessary, actuarial completion factors 
should be used to estimate incurred claims and should be 
based on when the carrier extracts the data for the 
Supplemental Report. 
 
Incurred claims shall include: 


• claims incurred during the reporting period and paid 
prior to the report date 


• claims incurred and reported during the reporting 
period but unpaid prior to the report date 


• claims incurred but not reported during the reporting 
period. 


Aggregate 
Attachment Point 


Multiple of expected claims at which aggregate stop loss 
coverage begins. This value shall be in numeric decimal 
format with a value greater than 1. For example, if the 
attachment point is 110% of expected claims, input 1.10. 


Aggregate % 
Reimbursable 


Portion of the claims above the attachment point to be 
reimbursed by the aggregate stop loss coverage. This value 
shall be in numeric decimal format with a value between 0 
and 1. For example, if 80% of claims over the attachment 
point are covered by stop loss insurance, enter 0.80. 


Aggregate 
Reimbursement 
Maximum 


Dollar amount of the maximum amount reimbursable under 
aggregate coverage. If there is no maximum, enter: 
9,999,999. 


Medical Do Medical claims apply toward the stop loss limit? Input 
“Y” if yes, “N” if no. 


Pharmacy Do Pharmacy claims apply toward the stop loss limit? Input 
“Y” if yes, “N” if no. 
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Dental Do Dental claims apply toward the stop loss limit? Input “Y” 
if yes, “N” if no. 


Vision Do Vision claims apply toward the stop loss limit? Input “Y” 
if yes, “N” if no. 


Disability Do Disability claims apply toward the stop loss limit? Input 
“Y” if yes, “N” if no. 


 


Data Checks 
The carrier/TPA shall perform the validation check provided within the 
Supplemental Report Template prior to submitting the data to the New Hampshire 
Insurance Department. The template contains an automated process, or data 
validation tool, for checking the validity of some, but not all data on the ‘Main Data’, 
‘Limited Data’ and ‘Stop Loss Data’ tabs. The data validation tool checks specific 
columns for specific values and should not be substituted for an extensive data 
review using the provided instructional information. This process is only a tool to 
facilitate the overall data validation process. 


 
The ‘Transmittal’ tab contains a button labeled ‘Click to Run Data Validation 
Checks’ in the C19:G21 cell range. This button is provided to facilitate the 
verification process of data input into the ‘Main Data’, ‘Limited Data’ and ‘Stop Loss 
Data’ tabs. Please note that the data validation process can be run multiple times. 


 
When pressed, the workbook will scan the ‘Main Data’, ‘Limited Data’ and ‘Stop 
Loss Data’ tabs and provide a brief summary on the ‘Transmittal’ tab of invalid and 
potentially invalid data. Additionally, the scan will highlight invalid or potentially 
invalid fields within the data tabs themselves. Finally, pressing the button scans 
the ‘Main Data’ and ‘Limited Data’ tabs and populates the Supplemental Report 
data in the exhibits on the ‘Data Reconciliation’ tab. To assist the carriers in 
populating the fields correctly, instructions for all reported fields have been 
included in tabs within the Supplemental Report Template. If there are any 
discrepancies between the instructions in the template and this bulletin, the 
bulletin instructions supersede the template. 


 
The ‘Transmittal’ tab contains several reports on invalid or potentially invalid data 
arranged in several blocks. Column C displays counts for the ‘Main Data’, column I 
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displays counts for the ‘Limited Data’ and column O displays counts for the ‘Stop 
Loss Data’. 


 


The first set of blocks below the validation button displays an overview of potential 
errors: 
 


• Row 25 reports a count of ‘Null’, or empty, cells where null cells are not 
expected. 


• Row 26 reports a count of potentially invalid data, not including nulls.   
 
The second set of blocks contains specifics on potential issues involving 
Coverage Type, Plan Type, and Market Category Code: 
 


• Rows 31, 32 and 33 contain a count of invalid Coverage Type, Plan Type and 
Market Category Codes for both data tabs. These should be counted as 
invalid and fixed according to the respective tabs in the instruction section of 
the workbook. 


 
The third set of blocks contains additional specifics on potential issues relating to 
the remaining data fields: 


• Row 35 checks that appropriate rules are followed regarding the ‘Policyholder 
Geographic Location’ column of the two data tabs. Any possible 
inconsistencies are highlighted in yellow on the respective data tabs. 


 
• Rows 37, 39, 41 and 43 are specific to the ‘Main Data’ tab. 


 
• Row 37 checks for an appropriate In-Network Coinsurance level. A cell 


highlighted in yellow may potentially be acceptable, but the ‘Coinsurance’ 
Instruction tab should be referenced to make sure the meaning is fully 
understood. 


 
• Row 39 checks for an appropriate Actuarial Value. A number higher than 1.0 


will be highlighted in yellow as it is unexpected and should be double 
checked. 


 


• Row 41 checks for an In-Network Deductible inconsistency based on IRS 
rules for High Deductible Health Plans. Please see the ‘Deductible’ 
Instruction tab for more details. 
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• Row 43 checks for an In-Network Out of Pocket Maximum inconsistency 


based on IRS rules for High Deductible Health Plans. Please see the ‘OOP 
Max’ Instruction tab for more details. 


 
• Each of the checks in Rows 35 through 43 has additional notes provided at 


the bottom of the ‘Transmittal’ tab. 
 


Please note that while the data validation tool can provide the user with potential 
errors, it is possible that not all errors or warnings are invalid, and it is also 
possible that the tool overlooks actual errors. The tool should be used in addition to 
a reasonable data validation process, and not as the only method of validating data. 


 
For technical issues you may encounter when performing the validation step, please 
refer to the ‘Technical Troubleshooting’ tab in the workbook. 


 
Data Reconciliation 
The “Data reconciliation” sheet contains two sections of comparisons to be 
performed. The first section compares the data to be submitted for the 
Supplemental Report to data reported in the NAIC Supplemental Health Care 
Exhibit (SHCE) for New Hampshire. The data from the Supplemental Report is 
pulled from the “Main Data” collection. Carriers/TPAs shall populate the 
highlighted cells with the requested data as reported in their SHCE for New 
Hampshire. Any differences greater than the percentage shown in the template 
must be explained in the space provided. 


 
The second section compares the data to be submitted for the Supplemental Report 
to data submitted for the NH Comprehensive Health Information System (CHIS). 
The data from the Supplemental Report is pulled from both the “Main Data” 
collection and the “Limited Data” collection. Carriers/TPAs shall populate the 
highlighted cells with the requested data as submitted to NH CHIS. Any differences 
greater than the percentage shown in the template must be explained in the space 
provided. 
 
Values from the Supplemental Report data submission in both sections will be 
populated by pressing the button on the “Transmittal” tab. There is also a button 
labeled “Click to Populate Report Exhibits Below” located on the “Data 
Reconciliation” tab in cells E3 and E4. Clicking this button will recalculate the 
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values from the Supplemental Report data in both sections of the report on the 
“Data Reconciliation” tab. 


 
If either the SHCE or CHIS data are not available for use in the comparison, the 
reason for which must be provided on the “Notes” sheet in the Supplemental Report 
Excel Template. 
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Attachment B-1 
Coverage Type Codes 


 


All coverage type character codes are exactly three characters. Carriers shall use 
the codes listed herein. 
 
For self-funded plans that are administered by a third-party administrator, where 
the employer has purchased stop-loss, or group excess, insurance coverage, carriers 
shall use a code of ASW. 


 
For self-funded plans that are administered by a third-party administrator, where 
the employer has not purchased stop-loss, or group excess insurance coverage, 
carriers shall use a code of ASO. 


 
For stop-loss, or group excess loss insurance, carriers shall use STL. 


 
For short-term non-renewable health insurance, as defined per RSA 415:5 III, 
carriers shall use a code of STN. 
 
Insurance sold to protect the health of Medicaid eligible individuals, generally 
purchased by state governments, shall not be considered major medical expense. 
Carriers shall report such business as other than major medical expense coverage 
and use the Medicaid related insurance code of MCD. 


 
For plans underwritten by the carrier and not referenced above, use code UND. 
 
For any other plan, use OTH. Carriers using this code shall provide an explanation 
on the Notes worksheet. 
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Attachment B-2 
Plan Type Codes 


 


All plan type character codes are exactly three characters. Carriers shall use the 
codes listed herein, and the codes should reflect how plans are licensed. 


 
For indemnity-type plans, with no managed care features, carriers shall use a code 
of FFS, (Fee-for-Service). 


 
For Preferred Provider Organization type plans, carriers shall use a code of PPO. 


For Exclusive Provider Organization type plans, carriers shall use a code of EPO. 


For Point of Service type plans, carriers shall use a code of POS. 


For Health Maintenance Organizations managed care plans, carriers shall use a 
code of HMO. 
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Attachment C 
Market Category Codes 


 


All market category character codes are described below. Carriers shall use the 
codes listed herein. For policies sold and issued through a qualified association 
trust, carriers shall assign the code based on the employee count of the employer 
sub-group. 
 
“Eligible Employee” shall have the same meaning as defined in INS 4100, 
specifically INS 4103.03 (g) for the Small Group market, INS 4104.03 (i) for the 
Large Group market, and 4105.03 (h) for the Stop Loss market. 


 
For policies sold and issued directly to individuals, other than those sold on a 
franchise basis, as defined per RSA 415:19, or as group conversion policies, 
previously required per RSA 415:18, VII (a), carriers shall use a code of IND. 


 
For policies sold and issued directly to individuals on a franchise basis, as defined 
per RSA 415:19, carriers shall use a code of FCH. 


 
For policies sold and issued directly to individuals as group conversion policies, as 
previously required per RSA 415:18, VII (a), carriers shall use a code of GCV. 


 
For policies sold and issued directly to employers having exactly one eligible 
employee, carriers shall use a code of GS1. 


 
For policies sold and issued directly to employers having between two and nine 
eligible employees, carriers shall use a code of GS2. 


 
For policies sold and issued directly to employers having between 10 and 25 eligible 
employees, carriers shall use a code of GS3. 


 
For policies sold and issued directly to employers having between 26 and 50 eligible 
employees, carriers shall use a code of GS4. 


 
For policies sold and issued directly to employers having between 51 and 99 eligible 
employees, carriers shall use a code of GLG1. 
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For policies sold and issued directly to employers having 100 or more eligible 
employees, carriers shall use a code of GLG2. 
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For policies sold and issued as blanket health insurance policies to a common 
carrier, carriers shall use a code of BLC. 


 
For policies sold and issued as blanket health insurance policies to an employer, 
carriers shall use a code of BLE. 


 
For policies sold and issued as blanket health insurance policies to a volunteer fire 
department, first aid, or other such volunteer group, carriers shall use a code of 
BLV. 


 
For policies sold and issued as blanket health insurance policies to a sports team or 
a camp, carriers shall use a code of BLS. 


 
For policies sold and issued as blanket health insurance policies to a travel agency, 
or other organization that provides travel-related services, carriers shall use a code 
of BLT. 


 
For policies sold and issued as blanket health insurance policies to a university or 
college, carriers shall use a code of BLU. 


 
For policies sold and issued as student major medical expense large group coverage 
to enrolled students at an accredited college, university, or other educational 
institution, carriers shall use a code of SLG. 


 
For policies sold and issued as group short term student health insurance, carriers 
shall use a code of STS. 


 
For policies sold and issued as student major medical group health insurance, 
carriers shall use code SMG. 


 
For policies sold and issued as student group health insurance that is not major 
medical coverage, carriers shall use a code of SNM. 


 
For policies sold and issued as student individual major medical health insurance, 
carriers shall use a code of SIM. 
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For policies sold and issued as student individual health insurance that is not major 
medical coverage, carriers shall use a code of SIN. 


 
For policies sold to other types of entities, carriers shall use a code of OTH. 
Carriers using this market code shall provide an explanation on the Notes 
worksheet. 
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Attachment D 
Policyholder Geographic Location 


 
County County Code
Belknap B 
Carroll L


Cheshire E 
Coos S


Grafton G 
Hillsborough H
Merrimack M 


Rockingham R
Strafford D 
Sullivan N
Non-NH Y 


NH; unable to
match zip code to 


county code7
 


 
 


Z
 


Note: The above codes should be assigned based on the location of the policyholder 
(not the member). Non-NH policyholder data (with County Code of “Y”) shall be 
reported on the Limited Data tab and all other data shall be reported on the Main 
Data tab. 


 
   


                                                            
7 Zip code(s) must be provided to the NHID. 
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Attachment E 
Translation Table – Zip Codes to NH County Codes 


 
From Through County 
03031   Hillsborough 
03032   Rockingham 
03033   Hillsborough 
03034 03042 Rockingham 
03043   Hillsborough 
03044   Rockingham 
03045   Hillsborough 
03046   Merrimack 
03047 03052 Hillsborough 
03053   Rockingham 
03054 03071 Hillsborough 
03073   Rockingham 
03076   Hillsborough 
03077 03079 Rockingham 
03082 03086 Hillsborough 
03087   Rockingham 
03101 03105 Hillsborough 
03106   Merrimack 
03107 03111 Hillsborough 
03215   Grafton 
03216   Merrimack 
03217   Grafton 
03218 03220 Belknap 
03221   Merrimack 
03222 03223 Grafton 
03224   Merrimack 
03225 03226 Belknap 
03227   Carroll 
03229 03231 Merrimack 
03232   Grafton 
03233 03235 Merrimack 
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From Through County 
03237   Belknap 
03238 03241 Grafton 
03242 03243 Merrimack 
03244   Hillsborough 
03245   Grafton 
03246 03249 Belknap 
03251   Grafton 
03252 03253 Belknap 
03254   Carroll 
03255   Merrimack 
03256   Belknap 
03257 03258 Merrimack 
03259   Carroll 
03260   Merrimack 
03261   Rockingham 
03262   Grafton 
03263   Merrimack 
03264 03266 Grafton 
03268   Merrimack 
03269   Belknap 
03272 03273 Merrimack 
03274   Grafton 
03275   Merrimack 
03276   Belknap 
03278   Merrimack 
03279   Grafton 
03280   Sullivan 
03281   Hillsborough 
03282   Grafton 
03284   Sullivan 
03287   Merrimack 
03289   Belknap 
03290 03291 Rockingham 
03293   Grafton 







The State of New Hampshire 
Insurance Department 


21 South Fruit Street, Suite 14 
Concord NH 03301 


 


54 
 


Roger A. Sevigny Alex Feldvebel 
Commissioner Deputy Commissioner 


 


From Through County 
03298 03299 Belknap 
03301 03307 Merrimack 
03431 03435 Cheshire 
03440   Hillsborough 
03441   Cheshire 
03442   Hillsborough 
03443 03448 Cheshire 
03449   Hillsborough 
03450 03457 Cheshire 
03458   Hillsborough 
03461 03467 Cheshire 
03468   Hillsborough 
03469 03470 Cheshire 
03561   Grafton 
03570   Coos 
03574   Grafton 
03575 03579 Coos 
03580   Grafton 
03581 03584 Coos 
03585   Grafton 
03587 03598 Coos 
03601   Sullivan 
03602   Cheshire 
03603   Sullivan 
03604   Cheshire 
03605 03607 Sullivan 
03608 03609 Cheshire 
03740 03741 Grafton 
03743 03746 Sullivan 
03748 03750 Grafton 
03751 03754 Sullivan 
03755 03769 Grafton 
03770   Sullivan 
03771   Grafton 
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From Through County 
03772 03773 Sullivan 
03774 03780 Grafton 
03781 03782 Sullivan 
03784 03785 Grafton 
03801 03804 Rockingham 
03805   Strafford 
03809 03810 Belknap 
03811   Rockingham 
03812 03814 Carroll 
03815   Strafford 
03816 03818 Carroll 
03819   Rockingham 
03820 03825 Strafford 
03826 03827 Rockingham 
03830 03832 Carroll 
03833   Rockingham 
03835   Strafford 
03836   Carroll 
03837   Belknap 
03838   Carroll 
03839   Strafford 
03840 03844 Rockingham 
03845 03847 Carroll 
03848   Rockingham 
03849 03850 Carroll 
03851 03852 Strafford 
03853   Carroll 
03854   Rockingham 
03855   Strafford 
03856 03859 Rockingham 
03860   Carroll 
03862   Rockingham 
03864   Carroll 
03865   Rockingham 
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From Through County 
03866 03869 Strafford 
03870 03871 Rockingham 
03872   Carroll 
03873 03874 Rockingham 
03875   Carroll 
03878   Strafford 
03882 03883 Carroll 
03884   Strafford 
03885   Rockingham 
03886   Carroll 
03887   Carroll 
03890 03897 Carroll 
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Attachment F 
Notes – Explanations as required in Instructions 


 


Included in the Excel workbook is a worksheet for carriers/TPAs to include notes on 
any explanations as required in the instructions. For example, if data are submitted 
with Coverage Type Code of “OTH” an explanation of what this represents should 
be included on the “Notes” sheet in the data submission file. Another example is if 
a carrier/TPA used a method other than the Minimum Value Calculator for the 
“actuarial value,” the reason and method used must be described in the notes 
section. 


 
Carriers/TPAs should include notes on any membership not included in the report 
submission, and the approximate total membership on December 31 of the calendar 
year included in the report filing. These may include covered lives for additional 
lines of business that do not meet the supplemental report criteria but that are 
covered as risks in some form by the carrier/TPA. Examples include dental 
insurance, Medicare supplemental insurance, or pharmacy benefit management 
services when not provided in conjunction with health insurance benefits. 


 
The notes section of the submission template can also be used to include additional 
information relevant to the report submission. 
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I. Executive Summary 
 
The New Hampshire Insurance Department (NHID) contracted with Compass Health Analytics 
(Compass) and its partner, the Center for Health Law and Economics at the University of 
Massachusetts Medical School (UMass), to provide recommendations for health care provider 
payment reform.1 In recent years, provider payment reform has shown some promise in its 
ability to contain health care costs while maintaining access and quality.  NHID expressed 
interest in addressing New Hampshire’s high health care spending while protecting health care 
access and quality through reforms to policies affecting provider payment.  
 
New Hampshire health care spending is high and rising.  Data from the Kaiser Family 
Foundation illuminate the issues facing the New Hampshire health insurance market.2 Over the 
period 1991-2009, New Hampshire’s growth rate in per capita health spending was 4th in the 
country at 6.6% per annum, compared to 5.3% nationally.  That sustained growth rate caused 
New Hampshire to move from 32nd in the nation in 1991 to 9th in the nation in 2009 at $7,839 per 
person per year.  New Hampshire’s government-financed health insurance spending per person 
has been below average over the same time period, indicating that cost growth is being driven in 
the commercial market.  


In the New Hampshire commercial fully-insured market, over the period 2010-2013, health 
insurance premiums increases have been at a modest 2%-3% per year.  However, total cost 
growth over this period has averaged in the 4%-6% range annually, driven by similarly-sized 
provider price increases.  Premium increases have not kept up because utilization of services has 
been decreasing at about 2 ½% per year, and because costs are being shifted from premiums and 
onto individuals through much higher out-of-pocket costs, namely higher deductibles and other 
cost sharing.3   
 
Much activity related to payment and system delivery reform has been occurring in New 
Hampshire, with the formation of a number of accountable care organizations (ACOs), for both 
Medicare and commercially insured populations.    Compass and UMass have reviewed 
previously collected information about payment reform activities and market information in New 
Hampshire, and have formulated recommendations intended to encourage and support continued 
movement toward value-based payment.  Specifically, we developed three comprehensive 
longer-term recommendations, four targeted short-term recommendations, and two stand-alone 
actions.  We address the comprehensive recommendations first, followed by the targeted 
recommendations.  
 


                                                 
1 This report reflects the recommendations of the authors and may not reflect the views of and is not an endorsement 
by the New Hampshire Insurance Department. 
2 Kaiser Family Foundation, “State Health Facts,” http://kff.org/statedata (accessed September 24, 2014). Statistics 
cited are from KFF unless otherwise noted. 
3 See New Hampshire Insurance Department cost driver reports for 2010-2013, discussed in more detail in section II 
of this report. 



http://kff.org/statedata
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Approach 
 
We evaluated a wide range of payment reform initiatives for their potential to work in New 
Hampshire.  These options ranged from large state-run initiatives to reforms encouraging 
promising contractual relationships between providers and payers.  A full list of options we 
considered is available in Appendix A of this report.   
 
This study assumes that the goal of reform is to encourage better value for consumers by 
reducing the rate of cost growth while maintaining or improving quality and access.  
 
In order to narrow our options, we defined four conditions we feel are necessary to successfully 
implement payment reform.  First, incentives are a fundamental basis of payment reform and a 
system that rewards providers and health plans for providing high quality, cost-effective care.  
Second, consensus from key stakeholders, including providers, payers, employers, consumers, 
and state agencies, will help move a viable plan forward.  Third, collaboration will align reform 
across payers and identify areas where shared infrastructure can be effective.  Finally, 
consequences for inaction are imperative for the success of any reform effort.   
 
We applied a set of criteria to analyze the initial “wide net” of options to determine which 
approaches to include in our recommendations to NHID. Criteria included political feasibility, 
cost containment, quality of care, access to care, provider solvency, state government costs, legal 
hurdles, and alignment with other programs.  A full list of criteria is detailed in Section III.B of 
the report.   
 


Recommendations 
 
We recommend three comprehensive approaches to support payment reform, four short-
term steps the state could take to move toward payment reform, and two stand-alone actions to 
address high health care spending in New Hampshire.  The strategies are not mutually exclusive, 
nor are they dependent upon each other.  The state may choose to pursue any combination of 
these approaches, but we believe all would provide benefits to a successful reform process. 
 


Comprehensive Approaches 
 
Payment Reform Strategy 1: Publicly Report Progress Against Benchmarks 
 
Under this option, New Hampshire would set health care cost and quality benchmarks statewide, 
devise a system to publicly identify entities failing to meet the benchmarks, and develop 
incentives to keep costs below and quality above these benchmarks.  
 
New Hampshire could designate a state agency or commission to set the health care cost and 
quality benchmarks.  The cost benchmark could be a target growth rate for total medical 
expenditures, and could be tied to an economic indicator, such as the growth in state domestic 
product, the Consumer Price Index, or the growth in national health expenditures.  The state 
would measure progress for payers and providers.   
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New Hampshire should consider monitoring health care cost and quality trends at the state level, 
as well as for each large provider and payer.  We recommend that New Hampshire publicize the 
names of providers and payers that exceed the cost growth benchmark or fail to meet quality 
benchmarks.  New Hampshire could consider adding additional consequences, such as fines for 
providers and payers, if cost trends do not moderate.   
 
Payment Reform Strategy 2: Promote Alternative Payment Methods 
 
Under this option, New Hampshire would encourage health care participants to move toward the 
use of alternative payment methods and ACOs and other integrated care models. We recommend 
that New Hampshire develop a model contract which contains new payment mechanisms (Model 
Contract), detailed in this report, for use across payers in their contracts with providers.  We also 
recommend that New Hampshire convene a stakeholder commission charged with evaluating 
and adopting the Model Contract or proposing a similar alternative, educate stakeholders 
regarding the use of such types of contracts, and consider regulating provider rates if 
stakeholders fail to align on a new contract and payment model.  
 
The Model Contract could set forth provisions relating to a global or shared savings 
methodology, care coordination requirements, quality measures, monitoring for compliance, and 
grievance and appeals processes.  In order to work with stakeholders in this process, we 
recommend establishing a multi-stakeholder commission to evaluate the Model Contract and 
either recommend its adoption or suggest a “stakeholder alternative.”   
 
Once the Model Contract or approved stakeholder alternative are published, we recommend that 
New Hampshire engage in stakeholder education – especially of payers and providers – to 
encourage participation.  The educational program could address concerns about entering into 
alternative payment contracts, describe models of care that have worked in other states, and offer 
technical assistance on the “nuts and bolts” of entering into alternative contracts. This technical 
support is consistent with the State Innovation Model (SIM) grant application submitted by the 
New Hampshire Department of Health and Human Services, and we recommend that New 
Hampshire coordinate across agencies to offer a clear path for organizations entering into these 
arrangements.   
 
We recommend that New Hampshire sets forth clear consequences if providers and payers do not 
pursue alternative payment arrangements.  If New Hampshire does not achieve health care cost 
containment, the state may need to turn to more prescriptive approaches to address the issue.   
 
Some providers may be concerned about the financial and related implications of entering into 
risk arrangements with payers.  To address these concerns, we recommend that New Hampshire 
develop a structure for regulating provider risk, similar in some respects to the one used to 
regulate risk held by insurance carriers, in order to ensure provider solvency as providers take on 
more risk.  
 
Some providers may be concerned about implications in federal and state antitrust law if they 
take market actions to fit into the alternative payment model.  We recommend that New 
Hampshire coordinate across agencies to address these issues.  We also recommend that New 
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Hampshire consider implementing state action immunity doctrine to protect providers from 
federal antitrust laws in certain limited circumstances.   
 
Payment Reform Strategy 3: Strengthen Employer Purchasing Power 
 
The third long-term approach would address the relative weakness in purchasing power of 
employers buying health insurance for their employees.  New Hampshire’s health care market is 
characterized by highly concentrated provider markets, a concentrated insurance market with a 
dominant player, and a relatively disaggregated and disorganized employer purchaser market. In 
this market structure, it can be difficult to exert competitive pressure on providers, and relatively 
easy for insurers to mark up the cost of care and pass the bill along to employers. Furthermore, 
solutions for the lack of competitiveness in provider and insurer markets are not obvious. This 
context makes exploration of ideas to strengthen the employer purchasing market worthwhile. 
 
We recommend that the state analyze options for strengthening the purchasing power of 
employers.  These options can include taking additional steps to increase transparency (discussed 
under short-term steps below).  We also recommend that policy makers consider a mechanism 
that allows increased coordination and efficiency on the part of purchasers, as the state monitors 
market conditions in the small group sector going forward.  Any analysis of this type will need to 
consider issues related to the Affordable Care Act (ACA), anti-trust, and New Hampshire 
insurance laws and regulations.  Success in strengthening purchasers role in the market will 
complement and support other strategies aimed at controlling cost growth, and may be a 
necessary part of an overall strategy successful in controlling cost growth. 
 


Short-Term Steps 
 
We also identified a number of steps New Hampshire could take in the short-term to begin to lay 
the groundwork for longer term payment reform.  We recommend that New Hampshire take 
these steps, in any order, regardless of which comprehensive payment reform strategies it 
chooses to pursue.  
 
Step 1:  Continue to Expand Data Transparency    
 
We recommend that New Hampshire build on NHID’s existing price transparency initiatives by 
continuing to innovate in publishing information on relative efficiency, quality, and access.  
Total health care spending, carrier premiums, provider prices, and quality measures should be 
publicly reported through a consumer-friendly website.  The state should expand 
communications to drive consumers to the site, for example, by reaching out to local Chambers 
of Commerce and consumer groups.   
 
Step 2:  Leverage Available Resources   
 
The State of New Hampshire obtained a SIM design award in the first round of SIM funding, and 
has applied for additional design funds in round two, for which announcement of awards should 
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occur by the time this report is published.4 The amount requested for the Round 2 funds is $2 
million for additional design, which includes the design of regional technical cooperatives to 
help providers develop the infrastructure to operate and manage innovative payment models. 
Also made available by Centers for Medicaid and Medicare Services (CMS) have been much 
larger “model test grants” which are focused on implementation and testing of model designs. 
Among the potential uses of these resources would be to fund staffing of the Commissions 
recommended in this report, funding the development of the expanded data transparency 
initiatives described below, as well as expanding the ACO technical support and infrastructure 
requests contained in the most recent SIM application request. 
 
Step 3:  Establish a Commission 
 
We recommend that New Hampshire form a commission to choose a payment reform path, draft 
recommended legislation, and help implement reforms.  The commission could include 
stakeholders from the health care system and representatives of government agencies.  The 
commission should address health care cost containment, health care quality, and health care 
access.  
 
Step 4:  Expand Consumer Protection 
  
We recommend that New Hampshire plan for consumer protection for any approach it takes 
transitioning to new models of care and payment. Introducing new provider payment 
mechanisms on a broad scale has the potential to have a negative impact on consumers. Tools for 
consideration by the state include use of quality measurement, grievance and appeals processes; 
utilization monitoring; stratifying quality measures for minority populations; providing 
ombudsman programs; facilitating patient advisory councils; and conducting audits.   
 


  Stand-alone Actions 
 
We identified two additional actions New Hampshire could take to contain certain costs without 
pursuing comprehensive payment reform.  New Hampshire could pursue either of these actions 
independently of our other recommendations. 
 
Stand-Alone Action 1:  Reform Certificate of Need 
   
We recommend that New Hampshire revise the CON process to expedite the process for projects 
that further goals of payment and delivery reform, and shorten time frames overall for CON 
approvals, to promote efficiency. 


 
 
 
                                                 
4 For the Round 2 application, see New Hampshire Department of Health and Human Services, “State Innovation 
Model (SIM) Model Design Application,” July 21, 2014, http://www.dhhs.nh.gov/ocom/documents/sim-round2-
app-sub.pdf (accessed October 8, 2014).  



http://www.dhhs.nh.gov/ocom/documents/sim-round2-app-sub.pdf

http://www.dhhs.nh.gov/ocom/documents/sim-round2-app-sub.pdf
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Stand-Alone Action 2:  Reform Nonprofit Requirements 
   
We recommend that New Hampshire leverage its oversight mechanisms for nonprofit institutions 
to address different aspects of health care prices.  New Hampshire could use the community 
benefits requirement to encourage a more aggressive approach to population health.  The level of 
hospital executive pay might also be addressed.   
 


Conclusion 
 
New Hampshire health care costs are high and rising.  Current initiatives to develop value-based 
payment mechanisms are promising but we believe they need additional support and 
encouragement to reach their potential.  By engaging in reforms supportive to the health care 
system, New Hampshire has the opportunity to encourage health care cost containment while 
maintaining access to quality health care.   
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II. Introduction 
 
The NHID contracted with Compass Health Analytics and its partner, the Center for Health Law 
and Economics at the University of Massachusetts Medical School (UMass), to provide 
recommendations for health care provider payment reform.5 This report suggests approaches to 
improve health care cost and quality in New Hampshire through reform of provider payment and 
related policies that support payment reform.   


 


A. Problem to be Solved  
 


New Hampshire health care spending is high and rising. Data from the Kaiser Family Foundation 
illuminate the issues facing the New Hampshire health insurance market.6 Over the period 1991-
2009, New Hampshire’s growth rate in per capita health spending was 4th in the country at 6.6% 
per annum, compared to 5.3% nationally. That sustained growth rate caused New Hampshire to 
move from 32nd in the nation in 1991 to 9th in the nation in 2009 at $7,839 per person per year.  


While these overall per capita numbers were increasing at a rate well above average relative to 
other states, spending in New Hampshire on government health insurance programs was growing 
at a slower than average rate. Between 1991 and 2009 Medicaid spending grew at a rate 39th in 
the country, while both per enrollee and total Medicare spending in New Hampshire grew at 
about the national average. Because New Hampshire has the lowest percentage of residents 
covered by Medicaid of any state, the spending growth in Medicare and Medicaid combined is 
only slightly below average. 


Given below-average spending growth on government programs, the higher-than-average growth 
in overall spending must be caused by growth in the commercial insurance and uninsured 
sectors, which are not subject to government pricing for provider services. Between 2010 and 
2012 in New Hampshire, provider prices in the commercial health insurance sector grew 
approximately 6% per year,7 while utilization declined approximately 2 ½ percent per year,8 
resulting in a 3% annual increase in total spending.9  In 2013, preliminary data indicated that 
provider price increases moderated to a rate of 4%,10 while utilization continued downward at -
2.5%,11 with total medical spending per year moderating to 1%.12 


                                                 
5 This report reflects the recommendations of the authors and may not reflect the views of and is not an endorsement 
by the New Hampshire Insurance Department. 
6 Kaiser Family Foundation, “State Health Facts,” http://kff.org/statedata (accessed September 24, 2014). Statistics 
cited are from KFF unless otherwise noted. 
7New Hampshire Insurance Department, “2012 Medical Cost Drivers,” December, 2013, 22.  
8Ibid., p. 22. 
9 Ibid., p. 20. 
10 New Hampshire Insurance Department, “Preliminary Report on 2013 Medical Cost Drivers,” October, 2013, 21. 
11 Ibid., p. 20. 
12 Ibid., p. 19. 



http://kff.org/statedata
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Provider prices in the commercial and uninsured segments are clearly an important issue in New 
Hampshire health care cost growth, as these segments constitute a very large part of the market. 
Approximately two thirds of New Hampshire residents are covered by private health insurance, 
with about 55% of these in self-funded employer plans and 38% in small and large-group insured 
plans. New Hampshire has the highest percentage of non-elderly residents covered by employer-
based insurance in the nation. In 2012, its single person employer-based premium was $5,688, 
11th in the country. In the recent 2010-2012 period, New Hampshire’s premium rate of growth 
for fully-insured products has averaged less than 2%, but large increases in out-of-pocket 
exposure in policies sold has masked a large increase of health spending in this population.13 
Premium levels would have grown by an additional 4%-6%, to a total of 6%-8% annually, if 
benefit levels, including cost sharing, had stayed constant.14  In preliminary 2013 data, this 
pattern continued at a slightly moderated pace.  Premiums increased by approximately 3%, but 
would have increased an additional 2-4% if consumer exposure to out-of-pocket expenses hadn’t 
continued to increase significantly.15  


From these data describing trends in New Hampshire, it is hard to escape the conclusion that 
health care costs are growing rapidly in the state largely because of provider price increases, and 
that these increases are masked in premium data because an increasingly heavy portion of costs 
are being borne out of pocket by commercial insured members. On an annual basis in 2012, the 
out-of-pocket burden for single person coverage was $1,001 per member,16 on top of what is 
already the 7th highest employee contribution for health insurance premiums nationally in 2012 
at $1,260 annually. 


The provider market in New Hampshire is highly concentrated, with little hospital competition in 
most of the state, and many physician practices owned by hospitals. Despite concentration in the 
insurance market as well (Anthem Blue Cross Blue Shield is the dominant insurer, with 63% of 
the fully-insured market17), carriers have had very limited success in controlling growth in 
provider prices. While it may be that insurer concentration has moderated even higher provider 
price growth, constituents in New Hampshire are unanimous in their belief that healthcare costs 
are too high and growing too rapidly.18 In economic theory, when a dominant insurer faces a 
dominant provider (as is the case in most of New Hampshire), the test of whether the insurer is 
using its buying power (i) to break the provider dominance, or (ii) to enrich itself, is whether 
consumers receive more services at lower prices or fewer services at higher prices.19 As noted 
above, the commercial utilization trend has been negative in recent years, supporting the notion 
that dominant insurers are focused on maximizing their profit margins rather than using their 
market power to help consumers. 


                                                 
13 NHID 2012 Cost Drivers Report, op. cit., p. 12. 14 Ibid., p. 15. 
14 Ibid., p. 15. 
15 NHID Preliminary Report on 2013 Cost Drivers, op. cit. 
16 Ibid., p. 20. 
17 Ibid., p. 12. 
18 University of Massachusetts Medical School and Freedman Healthcare, “New Hampshire’s Health Insurance 
Market and Provider Payment System: An Analysis of Stakeholder Views,” June 2013, 1.  
19 Mark V. Pauly, “Managed Care, Market Power, and Monopsony,” Health Services Research 33, no. 5 Pt. 2 (Dec 
1998). 
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Added to this dynamic is the relative weakness of New Hampshire employer purchasing power. 
New Hampshire is 36th in the country compared to other states in the percentage of its employed 
persons in firms larger than 20 employees.20 As a state with relatively low concentration in its 
business sector, employers as a purchasing force are relatively weak and the data suggest that 
they do not exert sufficient pressure on providers through carriers to counteract their market 
power. 


In the face of this history of cost growth, both the public and private sectors are taking steps 
intended to “bend the cost curve.”  Like many other states, the State of New Hampshire is 
examining effects of provider payment systems on the costs of health care, in particular the effect 
of the dominant fee-for-service model and the closed process for negotiating contracts for 
provider reimbursement rates. This system might confer a competitive advantage on carriers with 
established networks and provider relationships, potentially creating barriers to the entry of new 
carriers. In addition, select providers with well-established reputations with consumers and 
employers and limited geographic competition may gain market leverage sufficient to drive up 
provider rates for all carriers.  The New Hampshire HealthCost website has been a path-breaking 
initiative aimed at allowing better transparency surrounding provider prices. 
 
New Hampshire has also been actively pursuing a number of 1115 waiver applications, for 
Medicaid expansion21 as well as system delivery transformation. 22 These waiver requests could 
be expanded – or a new request submitted—to include some of the payment reform initiatives 
recommended in this report for the Medicaid population, increasing the effectiveness and breadth 
of any reform it undertakes.  In addition, the State has also received one SIM grant from CMS 
and has applied for a second.  The pending second proposal includes funding for developing 
payment reform infrastructure support to be provided on a regional basis in New Hampshire. 
 
In the private sector, providers in New Hampshire have also been very active in advancing 
patient-centered care through primary care medical homes, and participation in ACOs for both 
Medicare and private payers.  Providers are participating in the Medicare Shared Savings 
Program, Medicare Pioneer ACO, Advanced Payment ACO Model, and commercial ACO 
initiatives. These initiatives, though important, do not yet encompass a large percentage of the 
care delivered in New Hampshire. Only 11% of insured members were in upside/downside risk 
arrangements in 2012,23 although it is likely this percentage has increased in the past two years.  
 
With all these government and state initiatives underway, New Hampshire remains in the top 10 
states in health care spending per capita.24  This report explores additional ways that the State 
                                                 
20 United States Census Bureau, “Statistics of U.S. Businesses: 2008: All industries United States - by Employment 
Size of Enterprise,” http://www.census.gov/epcd/susb/2008/us/US--.HTM#table2 (accessed September 24, 2014). 
21 See http://www.dhhs.nh.gov/pap-1115-waiver/index.htm 
22 New Hampshire has submitted an 1115 waiver application, entitled “Building Capacity for Transformation,” in 
May, 2014, as amended by an addendum submitted in June, 2014. References to “Medicaid waiver” in this memo 
refer to an 1115 waiver, the most common waiver utilized by states to implement Medicaid health system and 
payment reform initiatives.  The Transformation waiver request could be amended to include changes needed to 
implement the recommendations in this report, or a new 1115 waiver request could be submitted, depending on the 
approval status of the current waiver request with CMS.  
23 New Hampshire Insurance Department, “2012 Medical Cost Drivers,” December, 2013, 46. 
24 Kaiser Family Foundation, “State Health Facts,” http://kff.org/statedata  



http://www.census.gov/epcd/susb/2008/us/US--.HTM#table2

http://www.dhhs.nh.gov/pap-1115-waiver/index.htm

http://kff.org/statedata
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can support and encourage continued movement in the direction of effective payment reform that 
moderates cost growth while retaining quality and access for consumers.  
 


B. Discussion of Key Goals (Cost Containment Over Time, Access, Quality) 
 
The primary goal of payment reform is to moderate growth in healthcare costs while maintaining 
or improving quality, access, and provider solvency.  Depending how it is done, maintaining or 
improving quality, access, or solvency could make cost moderation more difficult, though some 
assert that the absolute level of healthcare spending can be reduced by 20% or more while 
enhancing quality.25   
 
Economists distinguish between actions that create cost reductions that are one-time events, and 
those (harder to accomplish) that reduce the rate of growth over time.  The former are “removing 
a layer of fat” from the level of costs, while the latter require some fundamental alteration of the 
factors that drive cost growth over time. With respect to reducing the rate of growth over time, 
many economists also question whether people are willing to give up the improvements in 
healthcare technology, and related actual and perceived beneficial life expectancy and quality of 
life gains that are a key component of ongoing spending growth.  At the same time, there is 
recognition that a change in the financing model will be necessary to balance these advances 
against the increasingly large share of national income consumed by healthcare.26  
 
Any change in financing and payment models should allow providers to adjust in ways that do 
not harm the provider system or quality of care, nor impede access to care by consumers, and 
should be carefully designed to avoid other unintended consequences.  Payment models that have 
a budget or target spending level have inherent incentives to reduce spending, and these methods 
should be paired with carefully structured, executed, and monitored measurement systems for 
access and quality to help ensure that the outcome of the new methods are truly “value-based” 
and not just cost reducing. 
 
More generally, the system is complex, and changes to it should be based on a thorough 
understanding of the environment in New Hampshire and of the interactions between employers, 
consumers, government, carriers, and providers.  
 
In considering whether payment reform is a policy tool that has the potential to succeed in 
achieving the goals of controlling cost without impacting quality negatively, it is useful to touch 
on some history of Medicare payment systems and previous reforms implemented.  The original 
method Medicare used to pay hospitals was cost-based reimbursement.  This method led to rapid 
cost growth.  In the 1980s, Medicare replaced cost-based reimbursement with the Prospective 
Payment System (PPS), which compensates hospitals based on prospectively determined case-
rates that vary based on the diagnosis of the patient and other clinical and demographic 


                                                 
25 Donald M. Berwick and Andrew D. Hackbarth, “Eliminating Waste in U.S. Health Care,” Journal of the 
American Medical Association 307, no. 14 (April 11, 2012).  
26 Michael E. Chernew and Joseph P. Newhouse, "Health care spending growth," in Handbook of Health Economics 
2 (2012), 1-43. 
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information.  The impact of the inpatient PPS was a reduction in utilization, length of stay, and 
slower cost growth, without reducing quality of care.27  Similar results were obtained with the 
implementation of prospective payment for home health.28   
 
In general, response to prospective case rates followed the path predicted by economic theory, in 
that costs per case were reduced, but incidence of cases often stayed constant or increased, or 
shifted to other settings with less restrictive payment.  Because prospective payment systems 
retained an inherent incentive to provide more cases, their ability to contain costs, while an 
improvement over cost-based reimbursement, was limited.  Medicare in the early 1990s also 
implemented the Resource-based relative value scale (RBRVS) for physician services.  The 
RBRVS payment method itself is not case-based, and does nothing to control volume.  Congress 
did include a feature to control volume in its physician payment reform, creating a “sustainable 
growth rate” (SGR) formula that was intended to decrease fee levels if physician service cost 
growth exceeded a pre-defined rate of growth.  However, for political reasons Congress has 
never allowed this fee reduction to take place, every year going through a wearily familiar 
pattern of cancelling the now-very-large cumulative payment cut at the 11th hour.  While one can 
debate whether the SGR was a reasonably designed mechanism for cost control, we can say with 
certainty that it has never actually been tested, and that it has failed the political feasibility test. 
 
In recent years, CMS has implemented a number of initiatives related to budget-target-based 
ACO payment systems.  The Medicare Shared Savings program, Pioneer ACO program, and 
Advanced Payment ACO program are all intended to address the two primary “leaks” in 
previous payment reforms – by creating a fixed budget for all services, the incentives for 
increasing cases delivered and shifting care to alternative sites of service have been reversed.  
The early evidence on these programs shows results that are mixed, with positive signs that the 
approach can be very successful.29  Approximately a third of Pioneer ACO programs have 
dropped out after having difficulty meeting the cost benchmarks. However, in the second year, 
11 of 20 programs earned savings bonuses, and quality measures have improved significantly.   
 
Similarly, the Medicare Shared Savings program in its first year had 53 ACOs generating 
savings payments and significant increases in quality scores.  At this point, a careful assessment 
of how to evaluate how much cost reduction has occurred on net remains to be done.  The 
organizational changes and infrastructure necessary to manage global payment approaches at the 
provider level are significant, and it may be more useful to ask if it can work when done well.  
For example, two Pioneer ACO programs reduced spending relative to the target by an average 
of 6% in each of the first two years.   Learning more about which techniques organizations have 
used to generate savings, and how much saving is a result of careful execution of required 
activities and how much is an artifact of the payment methodology are important questions to 


                                                 
27 Davis, Carolyne K., and Deborah J. Rhodes. "The impact of DRGs on the cost and quality of health care in the 
United States." Health Policy 9.2 (1988): 117-131. 
28 Huckfeldt, Peter J., et al. "Effects of Medicare payment reform: evidence from the home health interim and 
prospective payment systems." Journal of health economics 34 (2014): 1-18. 
29 United States Department of Health and Human Services, “Fact Sheets:  Medicare ACOs continue to succeed in 
improving care, lowering cost growth,” September 16, 2014, 
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2014-Fact-sheets-items/2014-09-16.html 
(accessed October 23, 2014) 
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monitor going forward.  The clear incentive superiority of this approach and the significant 
success achieved by some ACOs is promising. 


C. Findings from Prior Work  
 
Designing effective health care reform requires an understanding of the current environment, 
experience with potential reform tools, and knowledge of stakeholder views.  NHID laid the 
groundwork for analyzing available provider payment reform options with previous projects 
summarized below.  These projects assessed hospital prices, stakeholder viewpoints, and legal 
considerations.  
 


1.  UMass findings on price variation in New Hampshire hospitals: In 2012, UMass 
conducted an analysis of price variations in New Hampshire and found that the prices 
commercial insurers pay to New Hampshire hospitals vary widely, even after adjusting for 
the acuity and complexity (called “casemix”) of their patient populations.30  Unadjusted 
inpatient average prices varied by a factor of 4 from highest to lowest, and outpatient 
average prices varied by a factor of 2.4.  Even after adjusting for casemix, both inpatient 
and outpatient average prices varied by more than a factor of 2. In addition, hospitals 
reported total margins ranging from a 5% loss up to a 22% profit, however there was no 
statistically significant correlation between a hospital’s total margin and its average prices.  


 
2.  UMass findings on New Hampshire’s health insurance market and provider payment 


system: In 2013, UMass collaborated with Freedman Healthcare to explore these findings 
further by interviewing key stakeholders and conducting additional analysis.31 


Key findings of this analysis included the following. 


• “Every stakeholder interviewed expressed concerns about the high cost of health care 
in New Hampshire.”32 


• “Stakeholders cited New Hampshire’s high deductibles and premiums as a 
significant issue.”33  


• “Most providers interviewed said they have not observed competition among 
insurance companies. However, the carriers themselves felt they are very 
competitive.”34 


• “Interviewees from multiple stakeholder categories mentioned that due to New 
Hampshire’s small population, the addition of new carriers would not improve 


                                                 
30 University of Massachusetts Medical School, “Analysis of Price Variations in New Hampshire Hospitals,” April 
2012, http://www.nh.gov/insurance/lah/documents/umms.pdf (accessed October 6, 2014). 
31 University of Massachusetts Medical School and Freedman Healthcare, “New Hampshire’s Health Insurance 
Market and Provider Payment System: An Analysis of Stakeholder Views,” June 2013, 
http://www.nh.gov/insurance/reports/documents/nh_himkt_provpay_sys.pdf (accessed October 6, 2014). 
32 Ibid., p. 1. 
33 Ibid., p. 1. 
34 Ibid., p. 3. 



http://www.nh.gov/insurance/lah/documents/umms.pdf

http://www.nh.gov/insurance/reports/documents/nh_himkt_provpay_sys.pdf
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health care costs or delivery and the risk pool is not large enough to support 
additional carriers.”35 


• “Most providers interviewed said they feel powerless when it comes to negotiations 
with health plans.”36 


• “When asked about hospital competition, interviewees in all stakeholder groups 
recognized that due to the state’s geography, there is little competition among New 
Hampshire hospitals, except in the cities of Nashua and Manchester.”37 


• “Carriers interviewed agreed there is little competition among physicians, and they 
find it difficult to negotiate competitive rates among physicians that have developed 
geographic monopolies.”38 


• “A number of providers expressed interested in taking on risk, though one hospital 
was not interested because they do not have the infrastructure or skills needed to 
manage population health.”39 


 
Finally, UMass and Freedman Healthcare identified the following recommendations made by 
stakeholders from one or more market sectors. 


 
• “The state should develop a shared long-term vision on promoting the health of the 


New Hampshire population, improving quality of care, and containing health care 
costs. Align policies and regulations to support the vision, for example, to guide 
decisions regarding investing in payers’ and providers’ infrastructure;  


• The state should continue to support transparency and the development of tools that 
make information, utilization and cost data more accessible to providers, payers and 
consumers;  


• The NHID should play a convening role in the development of new payment 
models, developing guidelines for new models, and supporting developmental 
pilots;  


• The NHID and other state agencies should review and evaluate stakeholder 
payment issues to determine whether to intervene in the market;  


• The state should increase investment in primary care;  


• The state should reform the Certificate of Need process.”40  
 


                                                 
35 Ibid., p. 3. 
36 Ibid., p. 3. 
37 Ibid., p. 3. 
38 Ibid., p. 3. 
39 Ibid., p. 6. Employer financial risk for costs of health coverage for employees—that is, whether the employer 
wants to risk owing addition funds if employees’ health care costs rise or would prefer to let an insurance carrier 
assume that risk—is different from provider financial risk—which involves holding providers financially 
accountable for poor patient outcomes or patient cost of care.  
40 Ibid, p. 7. 
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3.  Legal considerations raised by Manatt: As part of this multi-stage analysis of payment 
reform in New Hampshire, Manatt Health Solutions (Manatt) performed an in-depth 
analysis of selected key legal issues, which was summarized in a report released in June, 
2014 (Manatt Report).41  Manatt identified the following as areas for further consideration 
by New Hampshire policymakers:  


 
• “Implementing a regulatory approach to provider risk-bearing that would permit or 


even encourage self-insured plans to adopt provider payment reforms”; 
•  “Evaluating circumstances when it would be appropriate to relax state anti-kickback 


restrictions on Medicaid contracting that could inhibit provider payment reform”; 
and 


• “Adopting antitrust enforcement policies similar to those adopted by federal 
regulators and evaluating whether further action is appropriate to protect providers 
from antitrust liability.” 


 
We have referenced the Manatt Report where it is applicable to our payment reform 
recommendations. 


III.  Approach 
 
Developing recommendations for payment reform is a difficult and wide-ranging task. We 
broke this task down into the following steps. 


 
1.  Identify a “wide net” of potential options for reform. Based on review of literature and 


current practice nationally, we identified a comprehensive list of potential candidates for 
payment reform.  
 


2.  Identify criteria for narrowing the net. We used a set of criteria necessary for success of a 
payment reform system. 
 


3.  Cull candidates to “narrow net” options. By carefully evaluating the wider list of options 
against the criteria, we reduced the number of potential reforms to a smaller set of options 
viable in New Hampshire.  
 


4.  Group options into comprehensive payment reform recommendations, short-term steps, 
and stand-alone actions.  
 


5.  Identify legal and regulatory barriers affecting “narrow net” options. For the reduced list 
of options, we identified legal and regulatory barriers that present in this arena, including 
federal and state law and regulation, incorporating key legal analyses and policy 
considerations provided by Manatt on these issues.   


                                                 
41 Manatt Health Solutions, “Provider Payment Reform in New Hampshire: Legal Considerations for Policymakers,” 
June 2014 (Manatt report) at pp. 1-2; see full report for detailed analysis.  
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A. Wide Net  
 
In order to develop a set of recommendations for NHID to consider in developing a strategy to 
contain health care costs in the state, Compass and UMass surveyed the variety of strategies 
undertaken or considered by other states to identify the full range of options, including 
regulatory, payment and service delivery reform, and employer- and individual-focused 
approaches.  These options are listed in detail in Appendix A.   
 


B. Criteria and Approach to Narrowing Net 
 
We evaluated each of the approaches in Appendix A for whether it produces the conditions 
required to create incentives for cost containment, its potential to meet the goals of cost 
containment in New Hampshire, its likely effects on stakeholders, the associated administrative 
and legal hurdles, and alignment with health care reform efforts in Medicaid, Medicare and in 
neighboring states.42  A summary of our assessment in each of these dimensions follows. 


1. Conditions Required to Create Incentives for Cost Containment 
 


We define four factors that are necessary to move reform forward successfully. These 
are: 
 
• Incentives 
• Consensus  
• Collaboration 
• Consequences 


 
Each of these factors is addressed in turn below. 


a) System that Creates Incentives 
A fundamental test of effective payment reform is whether it advances the system’s ability 
to reward providers and health plans for providing high quality services for the lowest 
price.  A well-functioning, competitive market would create these incentives on its own.  
In the absence of a well-functioning market, the state should implement policy initiatives 
that create these incentives in other ways.  These incentives must be established in ways 
that are appropriate for the size and location of providers and health plans. 


b) Forum for Building Consensus 
Buy-in from key stakeholders, including providers, payers, employers, consumers, and 
state agencies, is necessary to maximize the chances of successful reform.  Building 


                                                 
42 The information in this report is intended as a framework for policy strategy, and is not intended as legal advice. 
The NHID would need to consult with attorneys licensed to practice law in New Hampshire for legal advice on any 
specific state law issues.  
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consensus requires a broad forum or vehicle to address and compromise on competing 
considerations among various stakeholders, as well as sufficient impetus to push to 
conclusion.  The impetus could be statutory language requiring an outcome, creating 
benefits for achieving the outcome, or creating consequences for failure to hit certain 
milestones. 


c) Infrastructure to Facilitate Collaboration  
Moving to new payment models requires development of infrastructure related to data 
sources, information exchange, provider risk bearing, quality measurement, and other 
aspects of delivery and financing. Aligning the development across payers, including 
Medicaid, to the greatest degree possible will significantly reduce the total effort and cost 
required to implement payment reform. Both the state and providers will likely benefit 
from reduced administrative burden when initiatives are aligned. Interaction between the 
various constituencies will help share best practices and cross-fertilize ideas as the 
inevitable challenges of conceiving and implementing such a dramatic change to the 
payment system. 


d) Consequences that Motivate Active Participation 
Active participation by key participants is crucial to the success of any reform effort.  
Payment reform presents an absolutely fundamental shift in the business model of 
providers, requiring changes in methods of contracting, financial and risk management, 
information technology, strategic planning and alliances, and clinical coordination and 
communication. These changes are difficult, expensive, and risky to execute successfully. 
There is the possibility that the current impetus toward payment reform may sputter and 
reverse, as the movement toward capitation did in the 1990s.  Moreover, reform may 
entail changes that affect the real or perceived financial outcomes for key stakeholders.  
As a result, some participants could take a wait-and-see attitude, or “dip in a toe” to hedge 
against different courses the reform movement might take.  
 
Consequences for not participating in payment reform can provide motivation to 
overcome the hurdles described above. Any such consequences should be appropriate for 
the size and location of providers and carriers, and to the extent possible focus on positive 
outcomes for compliance, as well as transparency with respect to performance against the 
target behavior. 


2. Potential to Meet Goals 


a) Political Feasibility in New Hampshire 
Efforts that have been successful in New Hampshire have built upon the state’s culture, 
which values individual choice.  Approaches that require heavy regulation by government 
were considered to be less feasible in New Hampshire. 
 


b) Potential to Contain Total Health Care Costs in Southern/Central New 
Hampshire 
The health care markets of Southern and Central New Hampshire are quite different from 
Northern New Hampshire, so approaches that are viable in one region may not work as 
well in the other.  In Southern and Central New Hampshire, there are existing large 







NHID Payment Reform Recommendations  


18 


hospital systems and ACOs: the Southern New Hampshire Health System, and the 
Dartmouth-Hitchcock Health System.  These large networks have the infrastructure to 
transition to new payment methods and models of care. 


c) Potential to Contain Total Health Care Costs in Northern New Hampshire 
There are fewer health care providers in Northern New Hampshire, and the hospitals in 
this region are considered critical access providers.  New payment and system delivery 
models must be designed carefully to encourage efficiency while protecting solvency of 
critical capacity.  


d) Likely Effect on Quality of Care 
Some cost containment approaches, such as patient centered medical homes and ACOs, 
are designed specifically to improve care quality and include paying for performance on 
quality benchmarks, while others only focus on managing to a budget.  Approaches such 
as high deductible insurance plans that do not incorporate clinical changes to improve 
care coordination and performance on established quality measures may have negative 
health care quality impacts.  


e) Likely Effect on Access to Care 
Cost containment approaches that would be likely to limit the availability of health care 
services, by incenting providers to accept only healthy patients, or creating a financial 
disincentive for providers to stay in the market would have a negative impact on access to 
care.  ACO models need to be carefully designed to include risk adjusted payments and 
quality metrics to minimize the risk. 


f) Likely Effect on Utilization of Care  
Cost containment approaches that focus on managing to a budget are intended to lower 
provision of unnecessary care that is currently incentivized by fee-for-service payments.  
This approach can succeed if utilization is lowered only for unnecessary care, rather than 
encouraging too much utilization control of needed treatment.  


 


3. Potential Impact on Key Stakeholders 


a) Consumer Cost Sharing 
Certain individual approaches, such as high deductible plans with health savings 
accounts, are intended to reduce unnecessary utilization and incent cost conscious health 
care purchasing by consumers by having them bear a higher percentage of their health 
care costs. Such strategies may help mitigate growth of health care costs, but primarily 
shift costs to consumers. This approach might also result in consumers forgoing needed 
care, particularly if consumer-friendly price and quality information and decision aids are 
not available.43 


                                                 
43 Reddy, Sheila R., et al. "Impact of a High-deductible Health Plan on Outpatient Visits and Associated Diagnostic 
Tests." Medical care 52.1 (2014): 86-92. 
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b) Consumer Empowerment  
Consumer-directed health care initiatives are designed to provide information to the 
consumer to be able to make informed decisions based on cost, quality and clinical 
recommendations.  Public websites with clear provider and carrier specific information 
on cost and quality can promote consumer empowerment and choice selection by 
providing this critical information.  


c) Employer and Individual Premiums and Cost Sharing 
Employers and individuals have a strong desire to see premium increases slow down or 
reverse.  An effective cost containment policy should mitigate the growth of premiums as 
well as out of pocket costs to consumers.  


d) Provider Revenues and Provider Solvency 
Approaches that contain costs by reducing provider revenues may lead to issues with 
provider solvency.  Hospitals need an operating margin that allows them to invest in 
maintaining and improving their staff, equipment and infrastructure to maintain quality 
and remain viable business entities.  Cost containment efforts need to result in a system 
where providers are still able to remain solvent (though this may entail a change in their 
structure to do so, in some cases) and continue to provide needed services to the 
populations they serve. Otherwise, New Hampshire could experience more consolidation 
of the health care market, which can drive up costs, or the state could potentially lose 
critical access hospitals in rural markets. 


e) Health Plans and Ability for New Carriers to Enter New Hampshire Market 
We reviewed the potential impact of cost containment approaches on health plans. We 
identified and eliminated certain approaches that appeared likely to discourage health 
plans from either remaining in or entering the New Hampshire market, giving fewer 
options for New Hampshire residents.  


f) State Government Costs 
As a state with no income tax and a history of constrained government spending, we 
considered options that required large government investments in order to implement to 
be less viable.  


 


4. Other Items that Were Considered in Narrowing the Options to Those that 
Were Feasible 


a) Administrative Costs and Hurdles 
The administrative costs and hurdles to implement cost containment strategies were 
considered in the review of options.  Some of the administrative considerations are 
described in the legal hurdles and considerations sections of this report.  
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b) Alignment with Medicare and Medicaid 
Because the costs can be reduced through simplification of health care administration, we 
reviewed whether suggested approaches aligned with Medicare and Medicaid 
approaches.  


c) Alignment with Neighboring States 
As some health care providers provide services across borders, we reviewed whether any 
approaches were consistent with approaches taken in Vermont, Maine and Massachusetts, 
or represented any cross border issues for providers serving residents of two states.  


d) Legal Considerations 
We analyzed the legal steps, hurdles and potential risks that may be raised by each of the 
payment reform options evaluated for this project. A detailed analysis of legal 
considerations is included in Appendix B of this report.  


 


C. Narrowing the Net 


Based on our analysis of all of the above factors, we narrowed the options described in the 
wide net to a select group of recommendations.  To identify which combination of options 
would be most effective, we focused on those mechanisms that, in the absence of a well-
functioning competitive market, would be most likely to create a system that would reward 
providers for containing costs, while improving or maintaining quality and access.  We 
applied the criteria above to select mechanisms that build on current initiatives and some 
regional approaches, and which would be most feasible to implement based on stakeholder 
feedback and the political climate of New Hampshire.   


We then grouped the available mechanisms into comprehensive approaches that, as a 
group, would create the fundamental components of a well-functioning health care system, 
described in more detail above:  a system that creates incentives for cost containment and 
quality improvement; incentives for building consensus among providers, payers and other 
stakeholders; infrastructure to facilitate collaboration among stakeholders; and 
consequences for not actively working to create the new system.  


The results of these efforts are three recommended payment reform strategies that New 
Hampshire could implement to achieve its goals.  We also identify a number of steps that 
New Hampshire could take in the shorter term to move its system closer to being able to 
implement the longer term options.  Finally, we list two stand-alone actions that New 
Hampshire could take to contain some health care costs. 
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IV. Recommendations 
 
We recommend three comprehensive approaches to payment reform, four short-term steps the 
state could take to move closer to payment reform, and two stand-alone actions to addressing 
high health care spending in New Hampshire.  The state may choose to pursue one or more of 
these approaches. 
 


A. Comprehensive Approaches 


1. Payment Reform Strategy 1: Publicly Report Progress Against Benchmarks 


a) PATH: Establish Statewide Benchmarks, Standard Basis of Payment, 
Reporting, Consequences 
This option aims to establish market-like incentives for cost containment and quality 
improvement by establishing statewide benchmarks, as well as consequences for failing 
to meet those benchmarks.  
 
Benchmarks: New Hampshire could establish a benchmark for growth in total statewide 
health expenditures per capita.  The state could consider tying the benchmark to an 
economic indicator, such as the growth in state domestic product, the Consumer Price 
Index, or the growth in national health expenditure.  The state should also establish 
appropriate measures of quality of care by service, tied to national benchmarks. 
 
Trusted Entity: The state should consider carefully who should be entrusted with setting 
the benchmarks.  One choice is to require a state agency to take on this responsibility, 
after consulting with interested parties.  Another option is to establish a Commission 
comprised of impartial members with specific expertise to establish the benchmarks.  
Appointing authority for one or more members could be granted to several individuals, 
such as the Governor, Attorney General, Senate President and Speaker of the House.  
 
Measurement and Transparency: The state would then analyze its health care data to 
determine whether the growth in total statewide health expenditures exceeded the 
benchmark.  The state would also determine whether individual health care providers’ 
and insurers’ health expenditures grew at rates greater than the cost benchmark and 
whether their services met the quality benchmarks.  The results of this analysis should be 
posted publicly. The state should include a process by which health care entities can 
appeal this determination.  
 
The state could further require all payers to pay using the same basis of payment, such as 
payment per Diagnosis Related Group (DRG) for inpatient care (using the same software 
and same version) and payment per Resource-Based Relative Value Scale (RBRVS) unit 
for professional services.  This change would ease comparison of payment levels across 
payers and providers.  Alternatively, the state could convert existing payments to a 
standard basis for purposes of measurement and transparency. 
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Consequences: The state should establish clear consequences that would be imposed 
under certain conditions.  Consequences should be imposed on a health care entity 
because of excessive cost growth if (i) the growth in total statewide health expenditures 
exceeds the benchmark, (ii) the growth in the health care entity’s health expenditures 
exceeds the benchmark, and (iii) the entity’s average costs, adjusted for health status, 
exceed the average of its peers, or potentially a threshold above the average of its peers.  
Consequences should be imposed for poor quality if an entity’s quality is below its peers 
and it fails to meet improvement targets. 
 
Consequences could be imposed with increasing severity over time.  For example, the 
first step could be to post the name of the entity and the benchmark it failed to meet, the 
second step could be to require a performance improvement plan, the third step could be 
to impose a fine, and the final step could be to impose state rate-setting on the offending 
entity.  


b) Legal, Administrative and Cost Considerations for Strategy 1 
Statutory Authority: This option builds on the considerable experience and investment 
that New Hampshire has made in data collection, analysis and transparency.  The state 
could establish benchmarks and post measurements against the benchmarks without any 
legal change.  However, legislation would be required to impose any further 
consequences. 
 
Governance: The state would need to establish by law which entity is responsible for 
each key component: establishing the benchmarks, determining whether the state as a 
whole exceeded the benchmarks, determining whether individual health care entities 
exceeded the benchmarks, and imposing consequences.  These functions could be 
assigned to one or more entities.  In Vermont, the Green Mountain Care Board is 
responsible for all of these functions.  The Green Mountain Care Board approves hospital 
budgets and can require a hospital to re-cast its budget to come in under the benchmark.  
Maryland’s Health Services Cost Review Commission sets benchmarks based on growth 
in Gross State Product, and sets hospital rates within that benchmark.  In Massachusetts, 
the Health Policy Commission sets the benchmarks and imposes consequences, while the 
Center for Health Information and Analysis measures whether the state and individual 
health care entities exceed the cost growth benchmark.  
 
If New Hampshire is concerned that increased provider consolidation may contribute to 
driving up provider prices, it may also establish increased monitoring of and control over 
merger activity, and would need to identify which agency(ies) were assigned with these 
functions.  
 
Cost: The state would need to obtain funding for staff or consultants to (i) conduct the 
analysis required to establish the benchmarks, (ii) determine whether the state as a whole 
exceeded the benchmarks, (iii) determine whether individual health care entities 
exceeded the benchmarks, and (iv) impose consequences. Each of these four steps could 
require the full-time work of several state employees or consultants.  
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2. Payment Reform Strategy 2:  Promote Alternative Payment Methods  


a) PATH: Establish Multi-Stakeholder Commission Charged with Adopting Model 
Contract; Authorize State to Regulate Rates if the Commission Fails to Make Progress; 
Regulation of Provider Risk 
Transition to alternative payment methods and ACOs: The second option aims to shift, 
system-wide, carriers, other purchasers, and providers to new contracting models that 
contain features needed to implement payment and system reforms.  Under this option the 
state would transition to more widespread use of new payment methods that are 
alternatives to fee-for-service, and to more use of coordinated, integrated systems of care 
delivery, especially ACOs. 44  The federal ACO programs45 have recently received 
governmental and media attention for their cost saving results.46  As the state transitions 
to new contracting models with ACOs and other provider organizations, it should also 
consider taking steps to regulate provider risk-bearing, to protect provider solvency and 
service delivery.  


New Hampshire already has several ACOs, including Dartmouth-Hitchcock Health, the 
Granite Health Network, North Country ACO, NH Accountable Care Partners and the 
coordinating initiative managed under the Citizens Health Initiative’s grant-funded ACO 
demonstration.47  These initiatives are aiming to demonstrate that ACOs, global 
payments, and payment for quality can be successful within the state.  A new Medicare 
ACO initiative, the ACO Investment Model, will offer entities money up-front to 
transform their practices.  The model will also prioritize selection of rural ACO 
applicants.48 


                                                 
44 An ACO is a group of health care providers that agree to be collectively accountable for the cost, quality, and care 
of a population across the continuum.  See Elliott S. Fisher et. al., “Creating Accountable Care Organizations:  The 
Extended Hospital Medical Staff,” Health Affairs 26, no. 1 (2007), 
http://content.healthaffairs.org/content/26/1/w44.full.pdf+html (accessed October 8, 2014); Elliott Fisher, “Elliott 
Fisher: Shift to Accountable Care Organizations,” Wall Street Journal, July 19, 2013, 
http://blogs.wsj.com/experts/2013/07/19/elliott-fisher-shift-to-accountable-care-organizations/ (accessed October 8, 
2014).  
45 ACOs rose to national prominence through the Medicare Shared Savings Program (MSSP), established pursuant 
to Section 3022 of the ACA (2010). Since then, ACOs have proliferated, both in the MSSP and Pioneer ACO 
Programs (also referred to as federal ACO programs), as well as in the commercial market. 
46United States Department of Health and Human Services, “New Affordable Care Act Tools and Payment Models 
Deliver $372 Million in Savings, Improve Care,” September 26, 2014, 
http://www.hhs.gov/news/press/2014pres/09/20140916a.html (accessed October 8, 2014); United States Center for 
Medicare and Medicaid Services, “Fact Sheets:  Medicare ACOs Continue to Succeed in Improving Care, Lowering 
Cost Growth,” September 16, 2014, http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2014-Fact-
sheets-items/2014-09-16.html (accessed October 8, 2014); Priyanka Dayal McCluskey, “Health Care Pilot Shows 
Progress in Controlling Costs,” Boston Globe, September 18, 2014, 
http://www.bostonglobe.com/business/2014/09/17/health-care-pilot-shows-progress-controlling-
costs/vaIEhpZaXyJnOAEhKvBjEI/story.html (accessed October 8, 2014). 
47 New Hampshire Citizens Health Initiative, “Accountable Care Project,” 
http://citizenshealthinitiative.org/accountable-care-project (accessed October 8, 2014). Two main areas included in 
the Citizens initiative 2014-2015 are a program for coordinated care for patients with depression and another chronic 
condition, and implementing a coordinated model for patients with hypertension. 
48 Centers for Medicare and Medicaid, “ACO Investment Model,”  http://innovation.cms.gov/initiatives/ACO-
Investment-Model/ (accessed on 10/27/2014) 
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However, movement toward capitation of providers in the 1990s failed for reasons that 
include inadequate infrastructure and expertise on the part of providers.  It is critically 
important to develop more deliberate public policy to support and protect both providers 
and consumers from negative consequences, including the retreat to inflationary fee-for-
service payment that followed the failed capitation experiments.  If negative 
consequences from these contracts occur, or there is a retreat from the current interest in 
this approach, there are few incentives toward further use of these models in New 
Hampshire, given the absence of competition or pressures to contain costs and improve 
quality. Therefore, external incentives and supportive steps to move the market toward 
these new, cost-saving models of payment and care delivery should be developed.  


Model Contract: To move the system to these new payment methods to achieve cost 
containment goals, the state should devise a model contract which contains alternative 
payment methodologies (Model Contract) and share it with key stakeholders, including 
providers, payers, consumers, and employers. Specifically, payers and providers would 
be incentivized to use the Model Contract as a basis for their contracting, including 
payment mechanisms that are alternatives to fee-for-service, payment for performance on 
established quality measures, and sharing in risk for providers able to take on risk.  The 
state could provide training on the use of the Model Contract, offer technical assistance 
on the “nuts and bolts” of entering into alternative contracts.  We recommend that New 
Hampshire coordinate across agencies to offer a clear path for organizations entering into 
these arrangements.    


State and Federal Use of Model Contracts: State agencies have been using model 
contracts routinely in the managed care contracting arena, as part of the procurement 
process, for several decades.  For example, the California Department of Health Care 
Services posts sample contracts that include the varying models of managed care in 
California.49 Texas also uses a Uniform Managed Care contract for their Medicaid 
managed care program.50  In Massachusetts, a contract model known as the “alternative 
quality contract” devised and used by a major insurer in the state created part of the early 
foundation and path for the state’s recent legislation (chapter 224) on health care cost 
containment.51  More recently, Massachusetts has launched a program called the Primary 
Care Payment Reform initiative, with bundled payments, shared savings, and coordinated 
care requirements, which utilizes a Model Contract.52  On the federal level, the contracts 


                                                 
49 California Department of Health Care Services, “Medi-Cal Managed Care Boilerplate Contracts, 
http://www.dhcs.ca.gov/provgovpart/Pages/MMCDBoilerplateContracts.aspx (accessed October 8, 2014).   
50 Texas Health and Human Services Commission, “Uniform Managed Care Terms and Conditions,” 
http://www.hhsc.state.tx.us/medicaid/managed-care/UniformManagedCareContract.pdf (accessed October 8, 2014). 
51 Deval Patrick, Address to the Greater Boston Chamber of Commerce, February 17, 2011, 
http://www.mass.gov/governor/pressoffice/speeches/021711-greater-boston-chamber-of-commerce.html (accessed 
October 8, 2014); Commonwealth of Massachusetts, “Patrick-Murray Administration Proposes Comprehensive 
Health Care Cost-Containment Legislation,” February 17, 2011, 
http://www.mass.gov/governor/pressoffice/pressreleases/2011/administration-proposes-comprehensive-health.html 
(accessed October 8, 2014). The alternative quality contract contained some of the key components and laid the 
groundwork for current ACO contracting in the state. 
52 Massachusetts Executive Office of Health and Human Services, “Primary Care Payment Reform Initiative,” 
http://www.mass.gov/eohhs/gov/newsroom/masshealth/providers/primary-care-payment-reform-initiative.html 
(accessed October 8, 2014). 
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being entered into for the Medicare Shared Savings Program (MSSP) ACO program 
contain certain core components, used across the nation by many MSSP ACOs.53  


New Hampshire may use these existing models in designing and releasing a Model 
Contract in the ACO arena, as there are a number of key similarities (e.g. payment for 
performance on quality measures, global or other alternative payments (in the managed 
care context, capitation), and requirements regarding risk). We recommend the Model 
Contract approach as a more dynamic mechanism to truly move the state forward in 
achieving its cost containment goals.  


b) The Model Contract Could Contain the Following Features: 


• Global payments putting providers on a yearly, risk-adjusted budget.  


Slower increase in rate growth over the term of the agreement than under 
traditional multi-year fee-for-service contracts; coupled with the potential for 
providers to earn a higher overall total for high performance on all quality 
measures (see below). 


• Shared savings methods in which providers may share in savings, and in some 
cases, losses for performance on quality and overall savings under the agreement. 


The agreement would include a set of established quality measures, and payment 
would be conditioned on meeting the standards set forth in those measures.  


Measures would incentivize care coordination across the ACO (for example, 
reduction in hospital readmissions), and would be balanced between inpatient and 
outpatient measures.  


• Payments would be made to ACOs and other providers able to take on financial 
risk, which may then distribute payments to providers participating in the ACO 
(depending on the structure of the provider/ACO-integrated or established by 
contracts).  


The participating providers could, separately, agree to a mechanism for sharing in 
the gains or losses under the contract.  


• Monitoring and grievance/appeal process requirements to protect consumers and 
ensure against underutilization. 


Additionally, the Model Contract could require care coordination among different 
providers that are part of ACOs or integrated care organizations, and infrastructure and 
mechanisms to share in risk and reward from contract performance.  


                                                 
53 Peter Wehrwein, “The ACO Contract:  Four Parts of the Basic Chassis,” Managed Care, June 2013, 
http://www.managedcaremag.com/archives/2013/6/aco-contract-four-parts-basic-chassis (accessed October 8, 
2014). 
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Provider Risk: This new contracting model could place performance risk on providers 
and new provider organizations such as ACOs, though not all providers would be 
encouraged to take on risk.  Thresholds could be established for which providers would 
be permitted to enter into (or continue) with downside risk contracts (see discussion on 
regulation of provider risk below at Section IV.2.d).  The Model Contract should also be 
consistent with other models already in use throughout the state by existing ACOs and 
integrated care entities.  


There are a number of advantages to issuing a Model Contract.  The state’s model would 
clearly demonstrate the nature of the contracting mechanism and policy direction towards 
which the state seeks to have providers move.  Additionally, issuing a Model Contract 
will specify what is meant by terms such as alternative payment methods, ACOs, and 
shared savings for performance on quality, and how these concepts are to be implemented 
together. 


Educate Stakeholders: The state could provide learning collaboratives, public meetings, 
and trainings on what is needed to enter into the Model Contract, and the way it is 
implemented. The educational program could identify and address issues raised by Model 
Contract implementation and offer technical support.  This approach and support is 
consistent with the SIM grant application submitted by New Hampshire.  We recommend 
that the state coordinate across government agencies to provide a clear path for 
organizations entering into these arrangements. 


However, it is unlikely that without further action, the Model Contract will take hold 
enough to cause a system wide shift with all payers and providers in the state to using 
alternative payment methods, and becoming or joining an ACO.  The Model Contract 
may be of interest to some providers and ACOs, but it may not obtain sufficient traction 
and use to have much impact, without further steps. 


These steps –devising a Model Contract and educating all stakeholders about the urgency 
of its need for health care cost containment statewide – are necessary but not sufficient to 
transform the market and bring down health care costs in New Hampshire.  In order to 
have the greatest cost containment impact, New Hampshire should pair its Model 
Contract work with incentives.  One way to do this is by establishing a multi-stakeholder 
commission as described in the next section.  


c) One Path to Payment Reform: Establish Multi-Stakeholder Commission 
One tactic that could be used to achieve agreement among payers and providers on a 
Model contract is to use a legislatively created special commission.  The stakeholder 
commission for this option would have a more specific charge than the short-term 
commission option described in Section IV.B.3.  


Commission Charge: The special commission could be given a very specific charge in 
the legislation: to evaluate the state’s Model Contract, and either recommend that it be 
broadly adopted, or propose a reasonable alternative (“Stakeholder Model”), containing 
similar features.  The commission charge could specify that if stakeholders do not agree 
to adopt the Model Contract, they must arrive, collectively, at an alternative, but similar 
agreement.  The stakeholders would need to align on payment, care delivery, and quality 
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performance features of contracts they would use going forward, that the state would then 
review and approve.  The Commission could evaluate issues such as the size of providers 
which would be required, over time, to shift to the Model Contract or Stakeholder Model, 
and other key issues, to be specified in the legislation. The Commission would be 
required to meet regularly (with a minimum set number of times established in the 
legislation), and those meetings would be open to the public. The Commission would be 
charged with issuing a final report on its recommendations and choices within no more 
than one year from the date it is formed.  


Commission Advantages: There are a number of advantages to establishing a 
Commission, rather than trying to legislate the desired result at the outset.  One clear 
advantage is to obtain stakeholder support and buy-in for the payment reform and system 
delivery reform ideas the state seeks to promote.  Another is to create a sense of shared 
responsibility among the different stakeholders, and an understanding that they are all “in 
it together.”  Additionally, the meetings would promote a level of transparency, trust, and 
obligation among the participants; and the threat of impending rate regulation would 
encourage more efficient, goal-oriented negotiation and consensus building.  Finally, the 
multi-stakeholder commission approach would also avoid the pitfalls New Hampshire has 
faced with more prescriptive legislation attempting to regulate health care cooperative 
agreements, which has not succeeded in gaining passage in the state.54 


Consequences-Regulation of Provider Rates: If the stakeholders do not arrive at such an 
agreement, identifying the key features of this new reimbursement model independently, 
and also refuse to adopt the Model Contract devised by the state, New Hampshire could 
start setting rates across the board for ACOs, hospitals and other providers.  The state 
could use the threat of regulation of provider rates with carriers as a way to motivate 
consensus among stakeholders.  Specifically, if stakeholders failed to agree either to use 
the Model Contract or devise a similar Stakeholder Model, the state could begin 
regulating rates, setting a cap on provider fee-for-service (and potentially other) rates.   


Providers would be given the opportunity to control costs voluntarily, using either a state-
issued Model Contract or another contract with terms the state approves as achieving 
similar cost containment goals.  The state would only exercise its rate setting authority if 
the stakeholders failed to agree to use the Model Contract or Stakeholder Model.  The 
legislation authorizing this approach should make clear that the state’s regulatory 
authority would only be exercised in this manner.  The state should have discretion as to 
when, and whether, to exercise this targeted authority to regulate provider rates.55  
Without the potential ability to regulate provider costs, the state’s issuance of a Model 
Contract is unlikely to succeed in bringing down overall health care costs in the state.   


                                                 
54 New Hampshire State Senate Bill 308, 2014 Session, 
http://gencourt.state.nh.us/bill_status/bill_status.aspx?lsr=2682&sy=2014&sortoption=&txtsessionyear=2014&q=1 
(accessed October 8, 2014).  
55 NHID could be the regulating agency, and regulate carrier rates with providers, or another government agency 
could be designated to have authority to regulate rates in the event stakeholders could not come to consensus and use 
a new contract model. 
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The threat of broad rate regulation would operate as a strong force to motivate the 
stakeholders to work hard and negotiate well to reach agreement, either to use the Model 
Contract or devise their own Stakeholder Model, to be approved by the state, within the 
specified time frame.  By requiring that providers either lower their rates in carrier 
contracts and use a new Stakeholder Model voluntarily, or switch to the Model Contract 
which contains lower rate increases, the state would provide several options for 
stakeholders, to avoid rate setting.  


d) Provider Risk Regulation 
As New Hampshire transitions to new models of contracting and payment, providers will 
be encouraged and incentivized to take on more financial responsibility for services.  
Providers and ACOs will transition to assuming the risk of gain and loss on performance 
and quality measures, and managing global payments for their patient populations.  To 
help ensure a smooth transition and protect against provider insolvency, the state should 
consider taking steps to regulate provider risk bearing.56 


Require certification of providers for risk level assumed: State-level insurance regulation 
of carrier solvency relies on a methodology of comprehensive risk assessment compared 
to financial assets known as “risk-based capital” (RBC), developed by the National 
Association of Insurance Commissioners (NAIC).  This allows a very helpful, if 
imperfect, way of determining whether insurers have the capital to absorb the 
underwriting and investment risks they take.  With the emergence of provider risk 
contracts, no parallel method exists to ensure provider solvency in the face of risks 
assumed.    


Methodology-Example: One state has taken a first step down this path, and recently 
issued guidelines for risk-bearing provider organizations (RBPO) to obtain independent 
review in order to qualify for issuance of a risk certificate.57  In order to obtain the risk 
certificate, the RBPO must have a “Review Statement” from an independent actuary that 
the RBPO meets the requirements for risk bearing laid out in the Guidelines.58  
 
The guidelines require the reviewing actuary to carry out a sequenced set of steps that 
become more extensive depending on whether or not it can be quickly established that the 
RBPO is capable of bearing the downside risk of its portfolio of risk contracts. The 
review in the first year of the certification program is retrospective (this will likely 
change to being prospective in future years), assessing the risk of the organizations 
contract during the current year already in progress.  In brief, the steps are as follows: 


 
1.) Calculate the total value of the budget target as defined by the contract 


documents and accepted payment/budget rates. 
                                                 
56 See Manatt report at page 15 for additional discussion and analysis of need for regulation of provider risk bearing. 
57 Massachusetts Division of Insurance, “Guidelines for Conducting Independent Reviews of Risk-Bearing Provider 
Organizations in Conjunction with the Application for Risk Certificates for the Term Beginning March 14, 2015,”  
September 26, 2014, http://www.mass.gov/ocabr/docs/doi/rbpo-guidlines09252014.pdf (accessed October 8, 2014). 
These guidelines and the requirement for a risk certificate are pursuant to the requirements set forth in 
Massachusetts General Laws Chapter 176T and 211 CMR 155.06(2) and 155.07. 
58 In the first year only, the reviewer can be an actuary or other independent financial professional.  
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2.) Using independent information provided by the insurance regulator based on 
APCD-based estimates, calculate the expected level of budget target for each 
contract by using the combination of Payer and RBPO. 


3.) The projected loss or gain is the sum across contracts of item #1 minus sum 
across contracts of item #2, which is then reduced by the risk sharing percentage 
in each contract applied to its share of the total dollars. 


 
If the result of these calculations is positive, the reviewer can issue a positive review 
statement.  If negative, the review needs to continue with the following steps: 


 
4.) Calculate net working capital (current assets – current liabilities), as well as other 


sources of payment for losses (e.g., resources from parent organization).  
5.) Compare the net loss from #3 to the resources in #4 


 
If the net result of this comparison is positive, the review statement may be issued.  If not, 
additional information must be reviewed including the RBPOs infrastructure for 
managing claims risk, and terms in the contract that allow termination of the contract by 
the RPBO in case of financial risk.  The reviewer must then make a judgment as to 
whether these factors offset the potential loss sufficiently to merit issuance of a review 
statement. 
 
Methodological Considerations: The above-described methodology and approach 
represent a dramatic improvement over not assessing whether providers have the ability 
to assume risk. However, this approach does have significant limitations relative to a 
more well-developed approach like the NAIC’s RBC methodology for regulated health 
insurers.  These limitations include the following: 


 
1.)  It does not assess risk in the usual sense meant in an insurance context, which is 


fundamentally tied to variations in claim expense outcomes.  It uses a reasonable 
approach drawing on publicly available information to make sure that budget 
targets are similar to historical costs for similar populations.  However, it does 
not assess potential variation in claims outcomes around the target and whether 
the organization has the financial means to absorb random variations in claims 
expense. The claim target could equal the historical level of spending, but if 
random variation causes actual claims to be 3% higher than the target, the review 
steps had already stopped after determining that the target was reasonable and do 
not proceed to assess financial strength to absorb the random variation. 


2.)  Hospitals have many other sources of risk that are not assessed by this method.  
The RBC formula attempts to measure the related underwriting and investment 
risks of an insurer.  The approach described above does not assess risk from 
sources like fee-for-service contracts that are below cost, risk of government 
payment cuts, investment loss risk, medical liability risk, and other sources.  


 
Overall, this approach is admirable for being proactive, beginning the conversation on 
provider risk assumption, and capturing the primary and most important source of risk, 
which is whether the provider has negotiated appropriate budget targets with the carriers.  
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Minimum Size: A related issue that should be considered is the minimum size of the 
population to be served by an ACO contract.  In a small state like New Hampshire, the 
number of individuals that can be attributed to a specific payer and provider combination 
is often quite small.  As providers, ACOs, and other provider organizations transition to 
providing more integrated care, the state could consider establishing a minimum number 
of individuals attributable to a provider organization in order for that organization to 
participate in new payment models that involve provider risk bearing.  For example, the 
Medicare Shared Savings Program requires ACOs to cover at least 5,000 beneficiaries.59  
Some states have also used 5,000 as the minimum attribution number for ACO programs; 
New Hampshire could consider whether this minimum is appropriate for its payment 
reform initiatives.  


e) Path to Regulating Provider Risk 
To achieve regulation of provider risk on a system-wide level, New Hampshire could 
take the following steps: 


Enact broad legislation: Enact legislation directing NHID to regulate provider risk in 
carrier contracts with providers (including ACOs) taking on significant risk. Options 
could include process (review, risk certificate) as well as substance (rules re: stop loss 
insurance, performance bonds, etc.).  


For the risk assessment to be comprehensive, the state could include Medicaid and other 
public payers as well as commercial carrier contracts.  The state could include in 
legislation provisions applicable to all providers taking on provider risk (e.g. require that 
they obtain risk certificates and meet any other requirements related to provider risk). 


Adopt Risk Certificate Requirements: Additionally, the state could consider requiring 
providers to obtain risk certificates prior to entering into/ renewing any contract under 
which they accept risk, unless they apply for and receive a waiver.  Legislation in this 
arena could establish broad criteria, with more specific details delegated to regulation by 
NHID.60  


The state could define the types of organizations that must apply for a risk certificate, 
including questions about new provider organizational structures and ACOs. The state 
will need to collect information on the nature of provider risk contracting arrangements, 
and determine what types of evidence it will need to adequately ensure provider solvency 
for providers that take on risk.  


Educate Stakeholders: The NHID could hold sessions with stakeholders on this issue of 
provider risk, to obtain more information about current risk-based provider contracting 
and other stakeholder concerns around new payment models.61  Once the state has 


                                                 
59 42 C.F.R. § 425.110. 
60 The approach described in this subsection is based on the approach in Massachusetts. See M.G.L. c. 176T. 
61 In Massachusetts, the Division of Insurance held special sessions on issues relating to the implementation of 
chapter 224 of the Acts of 2012, which focused largely on obtaining stakeholder input on regulation of provider risk.  
See Massachusetts Division of Insurance, “Division of Insurance, Health Policy Commission to Focus on Key 
Health Care Cost Containment Strategies,” March 21, 2013,  http://www.mass.gov/ocabr/press-releases/2013/doi-
hpc-focus-on-health-care-cost-containment.html (accessed October 8, 2014).  
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gathered sufficient information, NHID could promulgate regulations, which may include 
a transition period, with transitional waivers, to allow regulated parties to come into 
compliance with the new rules.   


Monitor Risk and Provider Solvency: As the state begins to regulate provider risk 
bearing, it could monitor the transitions in the market broadly, as well as changes to 
provider solvency status, to ensure that its regulatory approaches are appropriate and 
effective.  Where the state would be somewhat new to this area of regulation, regular 
monitoring and evaluation of the impact of provider risk bearing requirements would be 
important to their appropriate implementation and effectiveness in promoting payment 
reform goals. 


f) Path to Addressing Anti-Trust Concerns62 
Provider payment reform can raise antitrust concerns, both at the state and federal levels.  
Mergers, affiliations, and consolidations may result from payment reforms, because 
larger organizations may be more advantageous for care integration and risk assumption 
purposes.  However, health care consolidation can still lead to higher prices due to market 
clout.  The state needs to balance these competing health reform concerns.  We 
recommend that New Hampshire communicate and coordinate its payment reform efforts 
across state agencies, including the state Attorney General office, to address these issues. 
Additionally, the New Hampshire Department of Justice could be given more powers to 
oversee mergers as incentives to consolidate increase.63   


As part of this coordination effort, New Hampshire should consider enacting state action 
immunity legislation. The theory of state action immunity is as follows: when a state 
establishes a program that encourages activity that might otherwise be viewed as 
anticompetitive, and the state establishes and implements a comprehensive process of 
supervision, the participants in the program may be able to receive immunity from federal 
anti-trust rules.64  The state would then invoke the state action immunity doctrine as 
needed, to promote specific elements of its policy agenda, such as new payment methods 
and programs to promote ACOs and integrated care.  If the state decides to invoke the 
state action immunity doctrine, it should consider ways in which it – through NHID, New 
Hampshire Department of Health and Human Services, or another agency – can take an 
active and ongoing role in implementing and overseeing the integration or ACO 


                                                 
62 The information in this report is intended as a framework for policy strategy, and is not intended as legal advice. 
The NHID would need to consult with attorneys licensed to practice law in New Hampshire for legal advice on any 
specific state law issues.  
63 In Massachusetts, the state’s cost containment legislation expanded the power of the state and Office of the 
Attorney General to monitor and regulate market consolidations that may not rise to antitrust violations. M.G.L. c. 
12 § 11N. 
64 State action immunity doctrine is an evolving area of law.  Recently, the U.S. Supreme Court narrowed this 
doctrine, clarifying that state action immunity may only be invoked in certain specific circumstances, where the state 
has had an ongoing and active role (defined rather narrowly) in overseeing a clearly defined initiative and actively 
supervising its implementation and impact FTC v. Phoebe Putney Health System, Inc,  33 S. Ct. 1003 (2013). To 
meet this standard, the state needs to be able to demonstrate clear and ongoing direct supervision of the 
implementation of the program in question in order for program participants to avoid antitrust liability.  Another 
case, The N.C. Bd. of Dental Examiners v. F.T.C. (2015) denied state action immunity to a state agency that was 
“controlled by active market participants.”  These cases could also affect the viability of state action immunity.   
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formation process.  Use of the state immunity doctrine should be targeted towards those 
programs that the state is actively promoting.   


 
These actions are within state control and provide some important potential anti-trust 
protections to stakeholders as the state transitions to new payment and system delivery 
approaches. 65   


g) Legal, Administrative and Cost Considerations for Strategy 2 
There are a number of additional steps the state could take to implement Strategy 2. The 
steps include enacting legislation to establish the commission and the authority to set 
rates if the model contract or approved alternative is not broadly adopted.  Additionally, 
the state could seek approval for Medicaid and Medicare participation, to include public 
payers in the new contracting and payment mechanisms.  Steps could be taken to 
encourage voluntary participation by self-insured entities.66  The state would need to 
obtain funding for staff or consultants to devise the Model Contract, participate in the 
stakeholder commission and evaluate the commission recommendations. 


These steps and related legal considerations are described in more detail in Appendix C. 
 


3.  Payment Reform Strategy 3: Strengthen Employer Purchasing Power  
 
PATH: Take Steps to Study Alternatives for Improving Purchaser Negotiating Position  
New Hampshire’s health care market is characterized by highly concentrated provider 
markets, a concentrated insurance market with a dominant player, and a relatively 
disaggregated and disorganized employer purchaser market.  In this market structure, it can be 
difficult to exert competitive pressure on providers, and relatively easy for insurers to mark up 
the cost of care and pass the bill along to employers.  Furthermore, solutions for the lack of 
competitiveness in provider and insurer markets are not obvious. This context makes 
exploration of ideas to strengthen the employer purchasing market worthwhile. 
 
One approach considered in the past is the use of a purchasing collaborative, sometimes called 
“HIPCs” (for Health Insurance Purchasing Collaboratives).  These are nonprofit or 
government entities that accept all small employers and offer employees of participating 
employers a choice of health plans.  These features distinguish HIPCs from association health 
plans, which aggregate purchasing power of employers but may have none of these features.67 
 


                                                 
65 A legal analysis performed by Manatt Health Solutions identified “adopting antitrust enforcement policies similar 
to those adopted by federal regulators and evaluating whether further action is appropriate to protect providers from 
antitrust liability” as “areas that merit further consideration by New Hampshire policymakers.”  See Manatt report at 
pp. 1-2 and 25-27 for additional analysis of anti-trust issues. 
66 Changes to existing commercial carrier laws may also be needed, including amending the statutory provisions of 
RSA 415 and RSA 420. 
67 Elliot K. Wicks and Mark A. Hall, “Purchasing cooperatives for small employers: performance and prospects," 
Milbank Quarterly 78, no. 4 (2000), 511-546. 
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Purchaser collaboratives have the potential to encounter antitrust issues, although this risk has 
been more theoretical than practical.68  However, attempts in the past to form and successfully 
operate HIPCs have failed to gain significant traction in part because their voluntary nature 
has allowed two vested interests to prevent the one thing that HIPCs need to succeed at their 
mission: scale.69  Both insurers, who stand to lose the high margins generated by small group 
plans, and insurance agents, who would lose commissions on sales for groups that joined a 
cooperative, have financial reasons to not support the success of HIPCs.  As HIPCs were 
launched in the 1990s, in states including California, Florida, North Carolina and many others, 
a chicken and egg problem prevented growth – without scale, discounts couldn’t be 
negotiated, and without discounts, scale couldn’t be achieved.  
 
In order to overcome these barriers, some form of legislative mandate or incentive could be 
necessary to generate the scale that would engender discounts.  A transition to a purchasing 
collaborative could be overseen by NHID, subject to its authority and review.  
 
However, such a step could be politically difficult, as a mandatory collaborative would be 
opposed by insurers, agents, and possibly even many of the businesses such a collaborative 
might benefit.  In recent years, small group health insurance profit margins in New Hampshire 
have been only slightly higher than large group margins,70 which appears to fail to support the 
most obvious argument for forming a collaborative.  However, it is possible that carrier 
overhead allocations conceal the level of profit on small group coverage.  Although the 
increased leverage on the buying side might help to dampen trend, particularly if the 
collaborative could coordinate with Medicaid managed care purchasing, this argument is more 
speculative and much less likely to be effective in a public policy process.  In addition, a 
successful purchasing collaborative would require funding for staffing and data systems. 
 
Overall, a purchasing collaborative as an option may not be a strong candidate for near-term 
pursuit as a policy, but it, or some other mechanism that allows increased coordination and 
efficiency on the part of purchasers, is an option that policymakers should keep in mind as 
they monitor market conditions in the small group sector going forward, as success in 
strengthening purchasers’ roles in the market will complement and support other strategies 
aimed at controlling cost growth. 
 


 
B.   Short-Term Recommendations 


The following short-term recommendations have immediate benefits, and they lay the 
groundwork for more comprehensive approaches later if they prove necessary and politically 
possible.  New Hampshire could take these steps in any order. 


 


                                                 
68 Francis H. Miller, “Health Insurance Purchasing Alliances:  Monopsony Threat or Procompetitive Rx for Health 
Sector Ills?” Cornell Law Review 79, Issue 6 (September 1994), 1546. 
69 Elliot K. Wicks and Mark A. Hall, “Purchasing cooperatives for small employers: performance and prospects," 
Milbank Quarterly 78, no. 4 (2000), 523. 
70 New Hampshire Insurance Department, “2012 Medical Cost Drivers,” December, 2013. 
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1. Continue to Expand Data Transparency 


The New Hampshire HealthCost website is a path breaking information resource for 
comparative costs on health care services that draws on the New Hampshire Comprehensive 
Healthcare Information System (CHIS), the state’s multi-payer claims database.  In the 
previous work commissioned by NHID, one recommendation was that “The state should 
continue to support transparency and the development of tools that make information, 
utilization and cost data more accessible to providers, payers and consumers.”71  Drawing on 
data already being collected by the State, there are several ways that New Hampshire can 
continue to innovate in transparency initiatives in ways that will provide important new 
information to consumers.  


a. Premium Transparency: In addition to the CHIS multi-payer claim database, NHID 
also collects from carriers the Supplemental Report (SR) data set.  The SR contains a 
detailed summary of health insurance products sold by licensed New Hampshire 
carriers, including premium, claims, membership, and actuarial value.  Actuarial 
value (AV) is an index of the relative benefit level of each product.  So, a product 
with an AV of 0.8 has 20% less benefit coverage value than a product with an AV of 
1.0.  By use of this index, plan coverage can be compared on a simple metric, even 
when benefit differences of covered services, deductibles, and copayments are 
complex.  The AV also can be used to adjust premiums to a common standardized 
benefit level basis, so that plan value comparisons can be made on an “apple and 
apples” basis.  The example here illustrates:72 


 


 
 


It is difficult for consumers to get a sense of whether the $75 difference in premium is 
“worth it” for the differences in the benefit structures, but the adjusted premium 
provides a valid comparison of value.  The first plan here is a better value for the 
money spent.73  


                                                 
71 University of Massachusetts Medical School and Freedman Healthcare, “New Hampshire’s Health Insurance 
Market and Provider Payment System: An Analysis of Stakeholder Views,” June 2013, 
http://www.nh.gov/insurance/reports/documents/nh_himkt_provpay_sys.pdf (accessed October 6, 2014) at 7 
72 The calculation would in practice be slightly more complicated.  The AV would adjust the medical portion of the 
premium, and then the AV-adjusted medical premium would be added to the administrative and profit charges. 
73 This approach is similar to but different from that used in the Federal Health Care Exchange.  Exchange plans are 
required to be set at one of four “metal levels” into Bronze, Silver, Gold, and Platinum categories, corresponding to 
actuarial values of 0.6, 0.7, 0.8 and 0.9 respectively.  This restricts the available plans to those with benefits at or 
near to these specific actuarial value levels.  Outside the Exchange, plans can have any actuarial value level above 
 


"List" Premium Actuarial Value Adjusted Premium 


$500.00 1.00 $500.00 
$425.00 0.80 $531.25 



http://www.nh.gov/insurance/reports/documents/nh_himkt_provpay_sys.pdf
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Because the SR data is provided after a plan year is over, it would not be available 
before purchase decisions were made.  It would provide useful general information on 
plan values that are likely to provide useful information for the subsequent year’s 
purchase, as well as being useful for retrospective analysis by the NHID. 
 
Because the AV is also provided in rate filings that carriers submit for approval 
before health plans are sold, calculation of AV-adjusted values may also be 
publishable before consumers purchase policies.  Publication of such information on a 
website would be a very powerful additional purchasing tool for consumers.  
Measurement of AV is imperfect but for the first time NHID is now collecting the 
information on a standardized basis, and application of this information to premiums 
would provide a dramatic improvement in information available to consumers.  This 
information could be used for shopping purposes in the non-group and small-group 
markets, and to benchmark plan costs in the large-group market. 


b. Universal Provider Price Transparency: Significant additional pricing transparency 
for provider services could be gained by taking the step of requiring all provider bills 
to include sufficient information for pricing using Medicare payment systems, so that 
prices for DRGs (inpatient services), APCs (Ambulatory Payment Classification for 
hospital outpatient services), and RBRVS (professional services) could be determined 
for all services in the CHIS.  This would require some billing conventions for 
provider bills.74 This would not require payment to be made via these methods, only 
that the bills include information that would then become available in the CHIS 
claims data set for analytical addition of pricing information by analysts using the 
CHIS.  By applying Medicare pricing information to the claims in the CHIS, the 
actual payments can be compared to the Medicare payment level that would apply, 
and rigorously case-mix adjusted average prices could be developed in aggregate for 
each provider and for any sub-category of payers and services.  This would 
dramatically increase the ability to measure and compare provider prices in a 
standardized way. 


c. Increased Quality Transparency: As the public becomes more aware of provider 
prices, one unintended consequence could be that consumers equate higher prices 
with higher quality.  This would undermine transparency’s goal of cost containment.  
To address this concern, New Hampshire could report quality measure data alongside 
price information for providers.  This approach would require some standardized 
quality measurement across providers and other health care entities.  Standardization 
of quality measures is also recommended in order to reduce each provider’s 
administrative burden.  


                                                                                                                                                             
the required minimum level, and so the ability to compare plans value directly  is not obvious.  Using the available 
actuarial value information as suggested to standardize the premium levels would serve a similar purpose of making 
costs comparable. 
74 For an example of changes required in provider billing for DRGs, see: 
http://www.dhcs.ca.gov/provgovpart/Documents/W141%20SDN%20Enclosure-
DRG%20Pricing%20Requirements%20(Chapter%207%20of%20PDD).pdf. 



http://www.dhcs.ca.gov/provgovpart/Documents/W141%20SDN%20Enclosure-DRG%20Pricing%20Requirements%20(Chapter%207%20of%20PDD).pdf

http://www.dhcs.ca.gov/provgovpart/Documents/W141%20SDN%20Enclosure-DRG%20Pricing%20Requirements%20(Chapter%207%20of%20PDD).pdf
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2. Leverage Available Resources  


The State of New Hampshire obtained a SIM design award in the first round of SIM funding, 
and has applied for additional design funds in round two, for which announcement of awards 
should occur by the time this report is published.75  The amount requested for the round two 
funds is $2 million for additional design, which includes the design of regional technical 
cooperatives to help providers develop the infrastructure to operate and manage innovative 
payment models.  If approved, other payment reform activities in New Hampshire should be 
coordinated with the activities that take place under this grant.  


 
Also made available by CMS have been much larger “model test grants” which are focused 
on implementation and testing of model designs.  These grants are available for up to $100 
million; Maine was awarded a model test grant in 2013 for $33 million.  At this point, we are 
not aware of any specific announcements by CMS to make available additional rounds of SIM 
grants, but the statutory funding authority of the Center for Medicare Innovations runs 
through 2019.76  The State should investigate availability and timing of future funding rounds 
and plan payment reform activities with available funding in mind.  Among the potential uses 
of these resources would be to fund staffing of the Commissions recommended in this report, 
funding the development of the expanded data transparency initiatives described below, as 
well as expanding the ACO technical support and infrastructure requests contained in the 
most recent SIM application request. 
 


3. Establish a Commission 


The state could enact legislation establishing a multi-stakeholder commission and charge it 
with recommending legislation to contain health care costs, improve health care quality and 
ensure access to care in New Hampshire.  There is already broad stakeholder support for the 
state, and NHID, to play a convening role in developing new payment models, and more 
broadly formulating a vision for health care delivery, improving quality and achieving cost 
containment in the state.  These were some of the primary findings in the previous UMass 
report on stakeholder concerns and recommendations. 77  
 
The commission could include representatives from major stakeholders in the health care 
system, such as hospitals, clinicians, payers, employers, and consumers.  These members 
could be appointed by the Governor, or several different elected officials could each appoint 
one or more members.  The commission could also include representatives of government 
agencies such as NHID, the Department of Health and Human Services, the Office of the 
Attorney General, and other relevant agencies.  The charge for a short-term commission 


                                                 
75 For the Round 2 application, see New Hampshire Department of Health and Human Services, “State Innovation 
Model (SIM) Model Design Application,” July 21, 2014, http://www.dhhs.nh.gov/ocom/documents/sim-round2-
app-sub.pdf (accessed October 8, 2014).  
76 Section 1115A of the Social Security Act, codified at 42 U.S.C. §1315a. 
77 University of Massachusetts Medical School, “Analysis of Price Variations in New Hampshire Hospitals,” April 
2012, http://www.nh.gov/insurance/lah/documents/umms.pdf (accessed October 6, 2014). 



http://www.dhhs.nh.gov/ocom/documents/sim-round2-app-sub.pdf
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would be to report on cost containment issues facing the state, and potential mechanisms for 
controlling costs, such as a transition to alternative payment methods and integrated care.  
 
The special commission should be given funding for staffing to be provided either by 
designated state employees or by consultants.  The legislation could require the commission to 
consider specific options and to conduct analysis to project the likely outcomes of each 
option.  The commission should be required to meet regularly (with a minimum set number of 
times established in the legislation), and those meetings would be open to the public.  The 
commission could be charged with issuing a final report and recommended legislation by a 
date certain, perhaps eighteen months from the date the law is enacted. 
 


4. Expand Consumer Protections  


As the state transitions to new models of care and payment, it should consider enacting 
legislation to ensure adequate consumer protections.  Where ACOs, integrated and 
coordinated care models, and alternative payment methods are designed to improve care 
delivery efficiency and quality and contain costs, they may potentially result in unintended 
consequences of reducing appropriate care utilization as well as “cherry-picking” healthier 
patients.  
 
The suggested consumer protection tools are useful for monitoring consumer care in all health 
care systems, and are especially helpful in a transition to new models of care and payment. 
Since New Hampshire already has some ACOs, the state should consider implementing 
consumer reforms for the current system in the short-term, as well as incorporating these 
reforms with any of the longer term options.  
 
We recommend that New Hampshire consider adding some or all of the following consumer 
protections: 


a. Quality measurement by providers, ACOs, and other health care entities; 


b. Robust grievance and appeals processes;78  


c. Monitoring for under-utilization; 


d. Provisions for obtaining second opinions; 


e. Stratifying quality measures by race, disability, ethnicity, language, etc.; 


f.   Ombudsman program with data collection monitoring types of complaints; 


g. Patient advisory councils; and 


h. Audit requirements.79  
                                                 
78 This could include provisions regarding what constitutes an “appealable” service decision, internal appeal 
processes for ACOs and risk-bearing organizations, and adequate external appeals to a state agency.  
79 See 42 CFR 425.316(b) for Medicare Shared Savings Program approach 
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All of the approaches described in this report have a better chance of resulting in higher 
quality and better outcomes for consumers if appropriate consumer protections are included as 
part of the reforms. 


 
 
C.  Stand-Alone Actions 
 
We identified two additional actions New Hampshire could take to contain certain costs without 
pursuing comprehensive reform.  New Hampshire could pursue either of these actions 
independently of our other recommendations. 
 


1. Reform Certificate of Need  


Certificate of Need (CON) programs are generally designed to contain health care facility 
expenses, and facilitate coordinated planning of new services and construction.  The laws and 
regulations that authorize CON programs and procedures are one method states use to reduce 
overall health-related and medical expenditures. 80  Under payment reform initiatives, 
especially global payments, providers have different incentives to invest in expensive clinical 
technologies which often trigger the CON process.  These become cost centers and may only 
be helpful to profits to the providers under a global budget if they attract new members.  
Onerous requirements for determining need for additional clinical facilities may be 
unnecessary if global payment replaces fee-for-service as the norm.  Additionally, there is 
already considerable stakeholder consensus in New Hampshire that the state’s CON processes 
are not effective and should be changed.81 


Many states continue to have CON programs, as part of their health resource planning 
procedures. 82  New Hampshire currently has CON regulations in effect.83  The state should 
consider reforming its CON process, as part of a short-term approach to payment reform.84  It 
could change its CON process to expedite review for certain categories of projects that further 
the states’ health reform goals, consolidate the criteria for review, and modify the thresholds 


                                                 
80 For additional background on origin and evolution of Certificate of Need laws nationwide, see National 
Conference of State Legislatures, “Certificate of Need:  State Health Laws and Programs,”  
http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx   (accessed October 8, 2014).  
81University of Massachusetts Medical School and Freedman Healthcare, “New Hampshire’s Health Insurance 
Market and Provider Payment System: An Analysis of Stakeholder Views,” June 2013, 
http://www.nh.gov/insurance/reports/documents/nh_himkt_provpay_sys.pdf (accessed October 6, 2014) at 7. 
82 Ibid. 
83 N.H. Stat. Chapter 151-C; N.H. Code R. He-Hea.  
84 Earlier this year, New Hampshire revised some of the statutory thresholds triggering the CON process. See New 
Hampshire Department of Health and Human Services, “Health Services Planning and Review,” 
http://www.dhhs.nh.gov/DPHS/hspr/index.htm. The state has previously considered a bill to eliminate the CON 
process, which did not succeed (2012).  See Jaimy Lee, “Bill to Repeal CON Law Clears N.H. House,” March 14, 
2012, http://www.modernhealthcare.com/article/20120314/NEWS/303149944 (accessed October 8, 2014).  Other 
states  (including Maine) have sought to eliminate the CON process.  Massachusetts modified and amplified its 
process (new agencies involved; major modifications to nature of entity/process).    



http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx

http://www.nh.gov/insurance/reports/documents/nh_himkt_provpay_sys.pdf

http://www.dhhs.nh.gov/DPHS/hspr/index.htm

http://www.modernhealthcare.com/article/20120314/NEWS/303149944





NHID Payment Reform Recommendations  


39 


regarding the criteria for projects that would trigger the CON review process.  The state could 
also consider new requirements for CON applicants to submit an independent cost analysis.  


Current CON law in New Hampshire still requires a lengthy process for a wide variety of 
capital improvements to a broad set of provider types.  The process establishes a detailed 
CON standard setting process, and application process, that must be coordinated.  
Additionally, the timeframe for the review process of CON applications is 180 days (six 
months) from commencement of the review process; there is a 60 day general notification 
process before the review process can commence, as well.85  There is currently a rather long 
review process by the state for expansions/improvements with relatively low thresholds (even 
under the March 2014 updated standards).  


The impact of an improved CON process on state costs could be beneficial, if the state eases 
and expedites the process for projects that further the goals of health reform initiatives, 
including, for example, maintaining adequate access in Northern New Hampshire.  Note that 
as competition and/or merger activity increases, the focus on the adequacy and fairness of the 
state’s CON process is likely to increase substantially as well. 


 


2.  Reform Nonprofit Requirements  


The New Hampshire Department of Justice’s Charitable Trust Unit monitors the provision of 
community benefits by health care charitable trusts and executive pay at New Hampshire 
nonprofit hospitals.86  These powers could be used to promote payment reform in a number of 
ways, as follows:  


a)  Community Benefits.  In order to claim certain federal and state tax exemptions as 
nonprofit entities, hospitals must show that they provide “community benefits.”  The 
federal Internal Revenue Service oversees this process for federal tax exemptions, and the 
New Hampshire Department of Justice oversees this process for New Hampshire tax 
exemptions.87  In New Hampshire, community benefits are generally seen in the form of 
patient financial assistance (“charity care”), public health programs, support for 
community health needs, and research. 88  Some analysts have found that the federal and 
state community benefits requirements are not as robust as they could be.89   


New Hampshire requires nonprofit hospitals whose fund balances exceed $100,000 to 
submit community benefits reports.90  The New Hampshire Certificate of Need process 
also requires community benefits (see discussion of CON process, above).   


                                                 
85 See RSA Title XI c. 151-c1-8. 
86 New Hampshire Department of Justice, “Community Benefits,” http://www.doj.nh.gov/charitable-
trusts/community-benefits/index.htm (accessed October 8, 2014). 
87 N.H. Stat. Chapter 7 §7:32-c et. seq.; 26 U.S.C. 501(c)(3) 
88 N.H. Stat. Chapter 7 §7:32-d (definition of community benefits). 
89 See Health Affairs blog, “Hospital Community Benefit Expenditures:  Looking Behind the Numbers,” 
http://healthaffairs.org/blog/2013/06/11/hospital-community-benefit-expenditures-looking-behind-the-numbers/ 
(accessed October 22, 2014).  
90 N.H. Stat. Chapter 7:32-c et. seq.  
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The ACA has some implications for hospital community benefits.  First, Section 9007 
directly amends the federal community benefits process, requiring hospitals to conduct a 
community health needs assessment, develop a written financial assistance policy, and 
limit certain hospital charges and collection policies.91   


Second, the ACA presents a couple of competing factors that will influence how much 
hospitals pay for charity care.  On one hand, as more New Hampshire residents obtain 
health care through health exchanges or Medicaid under the ACA, the demand for charity 
care may diminish.92  On the other hand, ACA reductions of Disproportionate Share 
Hospital payments to hospitals could offset these cost savings.93   


We recommend that New Hampshire evaluate the impact of the ACA’s insurance 
expansion and Disproportionate Share Payment provisions on New Hampshire hospitals’ 
financial contributions to charity care.  If New Hampshire hospitals receive a windfall as 
a result of ACA insurance expansion, we recommend that New Hampshire consider 
expanding its community benefits requirements.  For example, New Hampshire could 
encourage or require nonprofit hospitals to invest more funds into public health or 
community health programs, such as care coordination, health education, and health 
promotion, and to demonstrate how these programs improve population health and 
contain costs.94  New Hampshire could also increase the number of patients eligible for 
subsidized care by expanding income limits.95     


b) Executive Pay.  The New Hampshire Department of Justice collects reports of 
executive pay at nonprofit hospitals.  In a recent report commissioned by the Department 
of Justice, the New Hampshire Center for Public Policy Studies found that executive pay 
generally met IRS standards for nonprofit status, and that Executive pay was roughly in 
line with New England hospital executive pay (though higher than other northern New 
England states).96  


As payment reform progresses, we recommend that New Hampshire continue to monitor 
executive pay levels.   The state should consider requiring that nonprofits report the 5 or 
10 highest paid employees to the New Hampshire Department of Justice.  Additionally, 
the Department of Justice could provide information to non-profit boards regarding 


                                                 
91 Affordable Care Act § 9007 
92 See United States Department of Health and Human Services, “Impact of Insurance Expansion on Hospital 
Uncompensated Care in 2014,” September 24, 2014, 
http://aspe.hhs.gov/health/reports/2014/UncompensatedCare/ib_UncompensatedCare.pdf (accessed October 8, 
2014). 
93 Ibid. 
94 See Chris Kabel, “What is the Future of Hospital Community Benefits Programs?” Stanford Social Innovation 
Review, June 5, 2013.   
95 According to New Hampshire regulations, hospitals required to show community benefit must have in place a 
financial assistance policy that provides free care to any individuals whose household income is under 150% of the 
Federal Poverty Level.  N.H. Code Admin. R. He-Hea 303.04(d).  New Hampshire could increase that minimum 
income threshold, perhaps with a sliding fee scale above 150% of the Federal Poverty Level.  
96 New Hampshire Center for Public Policy, “Executive Compensation at New Hampshire Non-Profit Hospitals,” 
June 2012, http://doj.nh.gov/charitable-trusts/documents/20120702-nh-public-policy-report.pdf (accessed October 8, 
2014).  
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regional norms for executive pay.  To the extent the Department of Justice finds a 
nonprofit’s salaries exceeds regional norms for health care organizations of similar size, 
the Department could consider several consequences.  The Department could begin by 
informing the board that executive pay is excessive and asking it to make adjustments to 
bring salaries into line.  Next, the Department could issue a public notice stating that the 
executive pay is excessive.  As a last resort, the Department could replace the board on 
the grounds that it failed to do its fiduciary duty.   


 


V.  Conclusion 
 
A wide variety of new health care payment and system delivery approaches exist which can help 
states contain costs.  New Hampshire should build on existing initiatives in this area, by 
considering both short-term and longer term reforms.  Payers and providers have acknowledged 
the need for cost containment and new approaches, and the state can build additional stakeholder 
support by creating a commission, both for short-term and long-term reforms.  In the short-term, 
the state should focus on steps that increase transparency and pricing fairness, establishing a 
commission, regulate provider risk bearing, enact targeted nonprofit law reforms, and enact 
antitrust reform through the state action immunity doctrine.  In the longer term, New Hampshire 
should consider: increasing transparency requirements and establishing statewide cost 
benchmarks; promulgating a Model Contract which incorporates alternative payment methods 
and requiring its use or the use of a similar contract model designed by stakeholders, and using 
the threat of rate regulation to incentivize stakeholder consensus; and establishing an employer 
purchasing collaborative.  Using these approaches, either together or separately, New Hampshire 
can initiate and implement changes to promote effective cost containment while preserving 
access and quality. 
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Appendix A:  Wide-Net Options 
 


In order to develop a set of recommendations for NHID to consider in developing a strategy to 
contain health care costs in the state, Compass and UMass surveyed the variety of strategies 
undertaken or considered by other states to identify the full range of options, including 
regulatory, payment and service delivery reform, and employer- and individual-focused 
approaches.   


i. Regulatory Options 


a. All Payer Rate Setting 
In all payer rate setting, the state sets rates that must be used by all payers.  While many 
states regulated rates in the 1970’s, today only Maryland sets all-payer rates, and only 
for hospital services.  West Virginia sets hospital rates for Medicaid and commercial 
payers. Vermont’s Green Mountain Care Board is mandated under that state’s law to 
establish all-payer rates for all services, but it has not yet fulfilled that mandate.97  In 
these states, regardless of the insurance a person has, or if they are uninsured, the same 
rate is charged. Under this model, the state has used this authority to keep rate increases 
low.  


b. Cost Growth Benchmarks 
Cost growth benchmarks are budget targets set at either the state or provider level, or 
both, which establish a benchmark for an appropriate rate of growth of health care 
costs.  Both Massachusetts and Maryland are in the process of implementing cost 
growth targets. Massachusetts establishes an overall target for health care expenditures 
and rate of growth for entire health care sector.  If overall state health care expenditures 
exceed the statewide target, then individual providers who exceed growth benchmarks 
are identified in public reporting and must explain their cost increases.  The state also 
has authority to levy fines for providers who do not meet benchmarks (to take effect 
next year).98 


c. Publicly Financed Single Payer Plan 
A single payer system is one that combines Medicaid, Medicare and commercial plans. 
Vermont is developing a single payer plan that will be publicly financed, regulated by 
the state and overseen by the Green Mountain Care Board.99  The anticipated effect is 
that a single payer will be able to achieve savings though lowering the administrative 
cost associated with multiple health insurers and keep overall health costs down.  The 
private insurance market in Vermont will be limited to self-funded employer plans not 
subject to state law, and insurance for supplemental benefits. 
 


                                                 
9718 V.S.A. §9376. 
98 M.G.L. c. 6D section 9. 
99 Chapter 48 of the Vermont Acts of 2011. 
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d. Regulation of Provider Risk  
Regulation of provider risk bearing is a tool that is often mentioned in discussions of 
new payment and system delivery reform models.100  As groups of providers come 
together to undertake more coordinated, integrated and cost effective care, regulation is 
needed to ensure that when providers take on performance risk – financial risk for 
performing on quality measures, and sharing in any savings or losses with other 
providers – they do not assume excess risk.101  


e. Regulation of the Basis of Payment  
States may develop regulation that requires all payers to use the same basis of payment, 
such as a diagnosis-related group (DRG) methodology for hospital stays.  Maryland 
sets rates and mandates the use of the DRG methodology.  However, it is possible for 
states to mandate one payment method, such as DRGs, even if they do not establish the 
rates themselves.  This could reduce the administrative burden on providers, and make 
prices across payers more comparable. 


f. Regulatory/Administrative Simplification  
One source of the administrative costs of health care is the many differing procedures 
for authorizations, billing and reporting that are required by differing payers and 
government agencies.  The state could work with providers and payers to develop 
unified procedures and data collection, and then require unified procedures and data 
collection from all payers and agencies.  


g. Certificate of Need  
The Certificate of Need (CON) process is a state regulatory program intended to 
determine the appropriateness of new or expanded health care services and facilities.  In 
New Hampshire, providers are required to obtain a CON to construct facilities, 
purchase certain medical equipment and to add inpatient bed capacity.  Many providers 
consider the process cumbersome and there may be interest in either reforming or 
abolishing the program.  A reformed CON could streamline the process and result in 
more targeted decisions on the expansion of health care capacity. 


h. Nonprofit Law Reforms  
A number of reforms to the laws governing not for profit organizations could impact 
health care costs.  For example, the state could take a more active approach in 
overseeing mergers of nonprofit health care entities, to keep some competition in the 
health care market. The state could require health care entities to provide certain 
additional community benefits when they have excess profit margins as compared to 
the statewide average. The state could more closely monitor executive pay at nonprofit 
health care providers and impose consequences for organizations where the executive 
pay exceeds a benchmark tied to the statewide average for such costs, such as 


                                                 
100 See, e.g., Commonwealth of Massachusetts, “Recommendations of the Special Commission on Payment 
Reform,” July 2009, http://www.mass.gov/chia/gov/commissions-and-initiatives/health-care-payment-
system/recommendations-of-the-special-commission-on.html  
101 See Manatt report at 8-22 for discussion of legal issues in connection with regulation of provider risk. 



http://www.mass.gov/chia/gov/commissions-and-initiatives/health-care-payment-system/recommendations-of-the-special-commission-on.html

http://www.mass.gov/chia/gov/commissions-and-initiatives/health-care-payment-system/recommendations-of-the-special-commission-on.html
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reviewing an organizations status or imposing additional community benefit payment 
requirements.  


i. Anti-Trust Law Reforms 
The transition to formation of ACOs and other integrated care entities can raise both 
federal and state antitrust issues, if it results in increased consolidation and prices.  The 
state can take steps to protect against antitrust violations by enacting legislation 
establishing the state action immunity doctrine in connection with specific ACO and 
payment reform related initiatives.  The theory of state action immunity is as follows: 
when a state establishes a program that encourages activity that might otherwise be 
viewed as anticompetitive, the participants in the program may be able to receive 
immunity from federal antitrust rules.  


 


ii. Payment and Service Delivery Reform Options 


a. ACOs/Integrated Care Organizations  
The state could develop policies, regulations and contracts that encourage the 
development of ACOs and other integrated care organizations, defined as groups of 
health care providers that agree to be collectively accountable for the cost, quality and 
overall care of an entire population.102  


b. Alternative Payment Methods  
The state could develop policies and model contracts that encourage the use of new 
payment methods that are alternatives to traditional fee-for-service reimbursements. 
Alternative payment methods could include a range of approaches, including global 
payments, bundled payments and shared savings for performance on quality measures.  
The state could develop such payment methods within the Medicaid program, and 
encourage similar payment strategies among private payers. 


c. Patient Centered Medical Homes  
Patient centered medical homes are primary care practices that include enhanced care 
coordination and integration of medical and behavioral health.  Patient centered 
medical homes are typically paid a per member per month payment to coordinate care 
and track and monitor the health of their patients on a systematic basis.  The state could 
develop policies and contracts that encourage the further development of patient 
centered medical homes at the primary care level.  
 


                                                 
102 American Health Lawyers Association, “ACOs and Population Health: What is on the Horizon?” Webinar, 
September 19, 2014. 
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d. Public-Payer Approaches  
Since the state has more authority over the services it pays for directly, it could develop 
strategies such as ACO contracts, bundled rates or patient centered medical homes 
within the New Hampshire Medicaid program.  By implementing new payment reform 
approaches and programs within government programs, the state can lead the way in 
cost containment with fewer administrative and legal hurdles than it faces in 
implementing system wide or statewide changes.  However, since only 8% of the New 
Hampshire population is served by Medicaid, the impact of a change in the Medicaid 
program alone may be considerably less robust and may increase the administrative 
complexity of the overall health care system and potentially increase costs in the 
commercial market. 


 


iii. Employer and Individual Approaches 
Employer and individual approaches build upon the natural incentive for both 
employers and individuals to work towards lower health care costs.  Large employers 
particularly may develop innovative approaches to keeping their costs low and their 
employees healthy and productive.  While the state may not be able to require the 
adoption of these approaches, the state may want to ensure that there are not regulatory 
barriers to successful approaches that employers develop.103 


a. Employer Purchasing Collaborative 


The State could establish a collaborative of employers, obtain funding to staff the 
collaborative and give employers tools and clout and charge to negotiate reforms.  The 
collaborative could be focused on commercial small employer groups, or could be 
expanded to include larger employers and even the Medicaid managed care program. 


b. Employer Direct Contracting with Providers/ACOs for Provision of Care  
Some employers have contracted directly with health care systems to provide for 
provision of care.  Large employers may have clinics at the work-site.  These direct 
contracting and service arrangements are often provided in addition to providing health 
insurance, and provide ease of access to care for employees.  


c. Promote Consumer Value-Based Purchasing through Price Transparency  
New Hampshire has the well-developed public HealthCost website that provides 
consumers with information about the cost of care to help them manage their costs and 
choose value-based purchasing options for care. This website and requirements for its 
contents could be expanded to include quality measures and more detailed information 
on both provider prices and insurance premium levels to help consumers make 
informed decisions. 


                                                 
103 See Manatt report at 7, 12-19 for discussion of legal issues in connection with employer approaches. 







NHID Payment Reform Recommendations  


46 


d. Promote Consumer Value-Based Purchasing through Price Transparency and 
Individual Health Care Savings Accounts  
As more employers and the individual insurance market offer higher deductible plans, 
individual health accounts become important tools to help consumers afford care when 
needed.  Individual health care savings accounts (HSAs) allow consumers to save for 
their out of pocket medical costs in designated tax free accounts.  HSAs, when 
combined with price and quality transparency, provide incentives for consumers to 
choose medical providers who offer high quality services at lower cost. 
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Appendix B: Legal Hurdles to Wide-Net Options 
Legal Hurdles:104 


We analyzed the legal steps, hurdles and risks that may be raised by each of the payment 
reform options evaluated for this project, set forth below.  


Regulatory  


a.   All Payer Rate Setting (Maryland)-Legal Hurdles: Medium/High (if Medicare is 
included; Medium if not)105 


All payer rate setting raises relatively few direct legal risks. It raises the following 
hurdles: The state106 would have to amend its insurance laws, and issue broad legislation 
allowing the state to set rates across the board for hospital (and potentially other) 
services, such as is done in Maryland. The state would need to amend its 1115 Medicaid 
waiver application documents (or submit a new waiver application, depending on the 
status of its recent application), and would need to amend its State Plan as well. 107 
Additionally, the state would need to apply to CMS for a Medicare waiver (similar to that 
in Maryland). Obtaining a Medicare waiver could be complex and time-consuming. This 
approach could be combined with global or alternative payment methods/global budget 
targets and/or ACO initiatives. 


The indirect legal risks include the following: The state could face challenges (including 
litigation) from providers objecting to the rates, if they are not adequate either as is or in 
connection with other health reform initiatives the state may seek to implement 
contemporaneously.  


The legislation would also need to identify or create the government entity charged with 
setting and reviewing these rates, which would likely be controversial. 


b.   “Cost Growth Benchmarks”-Target Growth Rate for Total Medical Expenditures- 
Legal Hurdles: Medium 


For the state to establish global budget targets, it would need to establish targets by which 
to measure spending (such as the “potential gross state product” in MA, set forth as a 
measure in chapter 224).  


The state would need to obtain funding and establish governmental infrastructure, 
through legislation, to evaluate the targets, and oversee each provider’s expenditures as 


                                                 
104 The information in this report is intended as a framework for policy strategy, and is not intended as legal advice. 
The NHID would need to consult with attorneys licensed to practice law in New Hampshire for legal advice on any 
specific state law issues.  
105 Designation of high, medium, or low has been made to indicate an estimate of the relative degree of legal 
hurdles, with “high” being the highest. 
106 All references to “the state” refer to the state of New Hampshire. 
107 See Section II.A. infra. for discussion of Medicaid.  
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measured against the targets. Additionally, it would need to determine when and whether 
providers would be subject to any penalties or other action (such as performance 
improvement plan requirements in chapter 224 in MA). The state could require a state 
agency to take on this responsibility, after consulting with interested parties. Another 
option is to establish a Commission comprised of impartial members with specific 
expertise to establish the benchmarks. The legislature could have ongoing involvement 
with the new agency, to review and provide input on new targets, at least annually.  


c.   Single Payer (Vermont)-Legal Hurdles: High 


Single payer raises the following hurdles: The state would need broad legislation 
authorizing single payer, and would need to establish whether an existing government 
entity would run it (such as NHID) or a new one (such as was established in VT). The 
state would need to request approval from CMS to use federal funds for such a program, 
for both Medicaid and Medicare. More specifically, the state would need a waiver from 
the provisions of Section 1332 of the ACA. Additional governmental infrastructure may 
be needed (and established through legislation) to implement single payer statewide.  


The legal risks include challenges by carriers as their role will effectively be 
marginalized or eliminated, ultimately. The state could face other challenges depending 
on the way it decides to fund a single payer initiative.  


d.   Regulation of Provider Risk-Legal Hurdles: Low/Medium 


Regulation of provider risk is an avenue that the state could seriously consider.  Please 
see p. 15 of Manatt report for detailed reasons that regulation of provider risk may be 
desirable/advisable, and risks of failing to do so (provider solvency, lack of capacity to 
absorb risk, insurer solvency, consumer access). Regulating provider risk also aligns with 
federal interest in limiting provider risk, even where insurer maintains full financial 
responsibility (and note specifically alignment with Medicare Shared Savings Program, 
Pioneer ACO, as well as Medicare Advantage program requirements).  


The state may pursue provider risk regulation in several ways:  


i. The NHID could amend its regulations to include additional requirements for carrier 
contracts with providers that take on significant downside risk  


ii. The state could enact legislation directing NHID to evaluate whether and how to 
regulate downside risk in carrier contracts with providers (including ACOs) taking 
on significant downside risk. Options could include process (review, risk 
certificate) as well as substance (rules re: stop loss insurance, performance bonds, 
etc.).  


iii. If the state wants to include all provider/provider organizations in these requirements 
(not just those entering into commercial carrier contracts, but Medicaid and other 
public payers as well), in addition to bullet two above, it would need to include in 
legislation provisions applicable to all providers taking on downside risk (e.g. 
require that they obtain risk certificates and meet any other requirements related to 
provider risk). 
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iv. Alternatively, the state could issue legislation indicating that the respective public 
payers will separately determine risk rules for their specific programs). This is a 
less broad based approach, and risks having different rules for the same provider 
/provider organization.  


e.   Regulation of Basis of Payment (e.g. Must Pay Using DRGs)-Legal Hurdles: 
Low/Medium 


This model envisions the state establishing the payment structure, but carriers and 
providers would still negotiate the level of payments for their contracts as they do 
currently. Note that there is currently an amendment proposed in New Hampshire to 
require use of DRG payments for reimbursement of hospitals. See: proposed Amendment 
RSA 420-J adding a new section 8-e as follows: 420-J: 8-e Common Hospital Payment 
Methodology Required. There are significantly fewer hurdles/risks inherent in this 
category than in GP’s/ACOs. Since Medicare and New Hampshire Medicaid already uses 
DRGs (uses Medicare DRGs as basis), this approach has the advantage of 
administrative/regulatory simplification (see below) as well as a less radical “glide path” 
for state to transition to new payment methods. This would also promote transparency of 
pricing. 


A multi-payer approach to using DRGs (rather than, e.g., per diem or percentage of 
charge methodologies), for example, would call for amendments to the state’s insurance 
laws, to permit NHID to require all carriers to use DRGs, and potentially specify a 
uniform way the DRG would be used, and may also require specification of the method 
and responsibility for estimating DRG cost weights for the commercial population 
Additionally, the state would likely need to amend its state plan, to clarify that providers 
would be reimbursed in accordance with this new payment method. 


 The state may need to submit a waiver, or amend its current waiver request, though 
where this is not changing provider type or the types of services that Medicaid 
traditionally pays for (and in any event, is already used by the state Medicaid agency) a 
waiver may not be needed. The state would need a Medicare waiver if Medicare is to be 
included in this approach.  


The state may face a risk of challenges from certain categories of providers if this new 
methodology is viewed is inadequate or inappropriate for them. Critical Access Hospitals 
(CAHs) and rural providers may argue that a specific payment structure doesn’t work for 
them and they should be reimbursed based on costs (or costs +). For example, Medicare 
and Medicaid do not use DRGs for CAHs — they are paid 101% of reasonable costs. 
CAHs could be exempted from this requirement. 


f.   Regulatory Simplification108-Legal Hurdles: Low/Medium 


Options for regulatory simplification that would likely result in savings include the 
following: 


                                                 
108 Some examples are included in this category. 
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i. Standardization of: 


• provider credentialing,  


• prior authorizations,  


• formularies, and  


• claims submission process  


ii. Conducting an inventory of data required by state agencies and reducing duplicate 
requests (common request of providers).  


iii. Also see CON reform discussion below. 


These reforms would likely call for legislation, and regulatory changes to 
insurance laws (e.g. for changes to claims submission form/process). If Medicaid 
is to be included, state Medicaid regulations would need to be revised. Waiver 
and SPA would need to be analyzed to determine if changes are needed-may not 
need modifications if not changing system delivery mechanism, reimbursement, 
or members to be served. 


g.   Certificate of Need Reform-Legal Hurdles: Low/Medium 


See Section IV.C. 1 of this report.  


h.   Nonprofit Law Reforms Through the New Hampshire Department of Justice- Legal 
Hurdles: Low-Medium 


See Section IV.C.2 of this report.  


Promotion of New Payment and Delivery Models  


a.  ACOs/ Integrated Care Organizations-Legal Hurdles: Medium 


  See Section IV.A.2 of this report. 


b.  Global Payments- Legal Hurdles: Medium  


  See discussion at Section IV.A.2 of this report. 


 c.  Patient Centered Medical Homes (PCMH)- Legal Hurdles: Medium 


New Hampshire already appears to have a multi-payer PCMH initiative that has been 
underway since at least 2009. See: http://citizenshealthinitiative.org/medical-home-
project.  


Depending on how they are structured/promoted by the state, PCMH programs can raise 
some of the same legal issues as ACOs, though generally to a lesser degree. 


d.  Public-Payer Specific Approaches— Legal Hurdles: Medium 



http://citizenshealthinitiative.org/medical-home-project

http://citizenshealthinitiative.org/medical-home-project
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The state could promote payment reform through public payer specific approaches, which 
could include programs through the Medicaid agency such as: 


i. Alternative payment pilot for integrated provider, for providing additional 
nontraditional services for a chronic illness 


ii. A new payment method for paying an existing category of providers (e.g. primary 
care providers) to coordinate primary care and behavioral health services 


iii. Establish a Medicaid ACO program with a new category of provider or entity (could 
be through managed care entity, alternatively) to coordinate wider range of services 
for members 


The legal hurdles for these include amending the state’s Medicaid waiver (and possibly 
state plan as well). It may include amending the state’s Medicaid regulations. Finally, a 
Medicaid ACO program would raise the ACO related legal issues indicated above. Note 
that the second bullet may raise ACO legal issues as well, depending on program design.  


An additional legal obstacle includes the shift to managed care, and relationship to any 
provider based Medicaid reform. New Hampshire recently moved most of its Medicaid 
population to managed care (called “Care Management”). So it would add some 
complexity to try to implement a public payer approach with new provider based models 
in Medicaid, since the MCOs now establish provider rates through their contracts, not 
Medicaid. The state would need to negotiate new terms with its MCOs, which could 
prove challenging. Alternatively, the state could work with its MCOs to align on 
initiatives that the MCOs are interested in implementing on the payment reform front-
though these may be much more modest than those the state would seek to launch with 
Medicaid providers directly.  


Employer and Individual Approaches 


a.  Employer Purchasing Collaborative 
 
  See Section IV.A.3 of this report. 


b.  Employer Direct Contracting with Providers/ACOs for Provision of Care - Legal  
Hurdles: High  


As insurance costs become more expensive, New Hampshire employers may consider 
contracting directly with providers or ACOs. New Hampshire might consider encouraging 
these relationships, but there are a number of legal issues and questions to consider before 
proceeding:  


    i.  Would this fulfill the employer mandate in the ACA? Or would employers also have  
     to buy insurance for their employees? 


ii.  Added risk to members – directly contracting with ACOs in essence creates an 
extremely narrow network. What provisions would be available to protect employees 
who need specialized care not offered at the ACO, or care that is provided while the 
employee was out-of-state?  
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iii.  Added risk to employers – Employers who self-fund their insurance sometimes 
subject themselves to more legal risks. See 
http://www.nh.gov/insurance/consumers/health.htm 


iv. Added risk to providers – Providers who directly contract with employers may have 
to take on more insurance risk.  


v. Less control by the state. These arrangements may be deemed “self-insured plans” 
and not subject to state insurance law (and instead governed by ERISA). For 
example, state insurance law regarding mandated benefits may not cover these 
arrangements. The state may not be able to legislate standards for direct contracting 
with self-insured plans, and may only be able to encourage participation by such 
plans in new payment reform initiatives, but not mandate it (so, it would just be 
voluntary). 


vi. Employers may not be well equipped to monitor for quality and under-utilization.  


c.  Promote Consumer Value-Based Purchasing Through Price Transparency and 
Individual Health Accounts— Legal Hurdles: Medium/High  


New Hampshire might consider promoting a model where consumers take on more risk 
for their health care costs, with high deductible plans. A number of issues could be 
considered under this option:  


i.  The ACA requires insurance plans to devote a certain percentage of premiums to 
services, rather than administration. An important question is whether these health 
accounts meet the medical loss ratio requirements in the ACA. See 
http://www.ncsl.org/research/health/hsas-health-savings-accounts.aspx 


ii.  Under the ACA, large employers are responsible for offering insurance coverage 
that meets a certain standard of comprehensive coverage. Certain individuals are also 
responsible for becoming insured. One key issue is whether these health accounts meet 
the individual and employer mandates in the ACA.  


iii.  If these accounts are in the Exchange, the state may end up paying more for 
wraparound coverage for Medicaid expansion adults.  


 



http://www.nh.gov/insurance/consumers/health.htm

http://www.ncsl.org/research/health/hsas-health-savings-accounts.aspx
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Appendix C: Legal, Administrative and Cost Considerations for 
Strategy 2 


 


Legal Considerations: There Are a Number of Steps the State Would Need to Take to 
Implement Option 2.  


 


(1) Establishing Multi Stakeholder Commission: The state would need to enact 
legislation establishing the multi-stakeholder commission, and its charge and timeframe.  It 
would need to either contain the terms for the Model Contract, or specify when the Model 
Contract would be issued (prior to the commencement of the commission meetings).  The 
legislation would need to make clear that if the stakeholders did not agree to the Model 
Contract, or come up with the components for a similar agreement, that would need to be 
approved by a designated state agency (NHID), the state would start regulating rates across 
the board. 


(2) Medicaid and Medicare Participation: For the state to achieve the largest cost 
containment, it would need to have both Medicaid and Medicare participation in using the 
Model Contract, and/or its components, such as use of global payments and alternative 
payment methods.  This would require that the state seek and obtain a Medicaid waiver from 
CMS.  The waiver may include a request for providers/ACOs to be able to utilize alternative 
payments for a wide variety of services, including some not traditionally covered by 
Medicaid or thought of as a health care service (for example, using a global payment to pay 
for air conditioners for asthma patients, and thereby reduce hospital utilization).  Once 
obtained, the state Medicaid agency would need to adopt the Model Contract and use it in 
contracting with its providers, as well.  The state would also need to submit a Medicare 
waiver, for Medicare participation.  


 
Note that the legislation could direct the state to seek these waivers; it could also exempt 
ACOs already participating in the Pioneer or MSSP programs from using the Model Contract 
(Pioneer and MSSP contracts contain the above-described features, already). 


(3) Commercial Carrier Issues: Amendments may be needed to the statutory provisions 
of RSA 415 and RSA 420, to align with the new legislative provisions authorizing the Model 
Contract use by carriers and establishing threshold criteria for use of the Model Contract by 
providers. 


(4)  ACO Formation and Global Payment Hurdles: Finally, there are a number of legal 
hurdles associated with ACO formation and global and alternative payments, raised by 
federal and state fraud and abuse laws, and antitrust laws.  These are potentially raised by the 
state requiring the adoption of a Model Contract or similar agreement, which promotes 
gainsharing among providers, and new care referral relationships.  While these are complex 
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issues, there are potential approaches and solutions that the state can explore as it establishes 
the commission.109 Additionally, the state could adopt legislation establishing the state action 
immunity doctrine, to protect providers participating in state health reform initiatives from 
the threat of federal antitrust law prosecution (see Section IV.A.2.f of this report for further 
discussion).  


(5)  All Payer Rate Setting: In the longer term, if the commission failed to adopt either the 
Model Contract or a similar agreement, the state would need to enact additional legislation to 
mandate all payer rate setting.  Rate regulation raises relatively few direct legal risks, but 
involves the following: The state would have to amend its insurance laws, and issue broad 
legislation allowing the state to set rates across the board for hospital (and potentially other) 
services, such as is done in Maryland.  The state would need to amend its 1115 Medicaid 
waiver application documents (or submit a new waiver application, depending on the status 
of its recent application), and would need to amend its State Plan as well.  Additionally, the 
state would need to apply to CMS for a Medicare waiver (similar to that in Maryland).  This 
approach could be combined with global or alternative payment methods/global budget 
targets and/or ACO initiatives. 


The indirect legal risks include the following: The state could face challenges (including 
litigation) from providers objecting to the rates, if they are not adequate either as is or in 
connection with other health reform initiatives the state may seek to implement 
contemporaneously.  


Additionally, the state would need to obtain authorization from CMS to include Medicare, 
and would need a Medicaid waiver and an amendment to the state plan currently in effect. 
The legislation would also need to identify or create the government entity charged with 
setting and reviewing these rates. 


(6) Voluntary Participation by Self Insured: The rates and contracts negotiated by self-
insured employers may not be within the jurisdiction of NHID or other state authorities, due 
to possible pre-emption by federal ERISA provisions.  Therefore, while their participation in 
the commission could be compelled, it is less clear whether their use of any Model Contract 
could be, and may need to be voluntary.110  Nonetheless, as the market shifts towards use of 
the Model Contract, employers may make that transition on their own-and may face pressure 
from providers and ACOs to do so, as well. 


(7) Regulation of Provider Risk: As contracting under Model Contract arrangements 
increase, and more ACOs and other integrated organizations seek to take on risk based 
contracting, the state should consider regulating provider risk.  This shift toward risk bearing 
contracts would need to be accompanied by contemporaneous regulation of provider risk, to 
protect provider solvency and minimize system and care delivery disruption and dysfunction. 
The state already has several ACOs and carrier-provider contracts utilizing alternative 


                                                 
109 See Manatt report at 22-24 for further discussion of, and potential solutions to, fraud and abuse issues, and 
Manatt report at 25-28 for discussion of antitrust issues and potential solutions. 
110 See Manatt report at 8-9 for further discussion of ERISA, potential New Hampshire regulatory authority over 
employer risk based contracting, and related solutions; see also p. 19 of Manatt report for discussion of difficulty 
predicting judicial rulings in the ERISA context. 
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payment methods, so it will be important to pair a shift toward new contract models with 
provider risk regulation.111  Regulating provider risk also aligns with the federal interest in 
limiting provider risk, even where the insurer maintains full financial responsibility (and 
specifically aligns with MSSP, Pioneer ACO, as well as Medicare Advantage program 
requirements).  See infra at Section IV.2.d) for additional discussion of provider risk.   


                                                 
111 See p. 15 of Manatt report for detailed reasons that this is desirable/advisable, and risks of failing to do so 
(provider solvency, lack of capacity to absorb risk, insurer solvency, consumer access). 
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		a. Premium Transparency: In addition to the CHIS multi-payer claim database, NHID also collects from carriers the Supplemental Report (SR) data set.  The SR contains a detailed summary of health insurance products sold by licensed New Hampshire carriers, including premium, claims, membership, and actuarial value.  Actuarial value (AV) is an index of the relative benefit level of each product.  So, a product with an AV of 0.8 has 20% less benefit coverage value than a product with an AV of 1.0.  By use of this index, plan coverage can be compared on a simple metric, even when benefit differences of covered services, deductibles, and copayments are complex.  The AV also can be used to adjust premiums to a common standardized benefit level basis, so that plan value comparisons can be made on an “apple and apples” basis.  The example here illustrates:

		It is difficult for consumers to get a sense of whether the $75 difference in premium is “worth it” for the differences in the benefit structures, but the adjusted premium provides a valid comparison of value.  The first plan here is a better value for the money spent. 

		b. Universal Provider Price Transparency: Significant additional pricing transparency for provider services could be gained by taking the step of requiring all provider bills to include sufficient information for pricing using Medicare payment systems, so that prices for DRGs (inpatient services), APCs (Ambulatory Payment Classification for hospital outpatient services), and RBRVS (professional services) could be determined for all services in the CHIS.  This would require some billing conventions for provider bills. This would not require payment to be made via these methods, only that the bills include information that would then become available in the CHIS claims data set for analytical addition of pricing information by analysts using the CHIS.  By applying Medicare pricing information to the claims in the CHIS, the actual payments can be compared to the Medicare payment level that would apply, and rigorously case-mix adjusted average prices could be developed in aggregate for each provider and for any sub-category of payers and services.  This would dramatically increase the ability to measure and compare provider prices in a standardized way.

		c. Increased Quality Transparency: As the public becomes more aware of provider prices, one unintended consequence could be that consumers equate higher prices with higher quality.  This would undermine transparency’s goal of cost containment.  To address this concern, New Hampshire could report quality measure data alongside price information for providers.  This approach would require some standardized quality measurement across providers and other health care entities.  Standardization of quality measures is also recommended in order to reduce each provider’s administrative burden. 



		2. Leverage Available Resources 

		3. Establish a Commission

		4. Expand Consumer Protections 

		a. Quality measurement by providers, ACOs, and other health care entities;

		b. Robust grievance and appeals processes; 

		c. Monitoring for under-utilization;

		d. Provisions for obtaining second opinions;

		e. Stratifying quality measures by race, disability, ethnicity, language, etc.;

		f.   Ombudsman program with data collection monitoring types of complaints;

		g. Patient advisory councils; and

		h. Audit requirements. 





		C.  Stand-Alone Actions

		1. Reform Certificate of Need 

		Certificate of Need (CON) programs are generally designed to contain health care facility expenses, and facilitate coordinated planning of new services and construction.  The laws and regulations that authorize CON programs and procedures are one method states use to reduce overall health-related and medical expenditures.   Under payment reform initiatives, especially global payments, providers have different incentives to invest in expensive clinical technologies which often trigger the CON process.  These become cost centers and may only be helpful to profits to the providers under a global budget if they attract new members.  Onerous requirements for determining need for additional clinical facilities may be unnecessary if global payment replaces fee-for-service as the norm.  Additionally, there is already considerable stakeholder consensus in New Hampshire that the state’s CON processes are not effective and should be changed.

		Many states continue to have CON programs, as part of their health resource planning procedures.   New Hampshire currently has CON regulations in effect.  The state should consider reforming its CON process, as part of a short-term approach to payment reform.  It could change its CON process to expedite review for certain categories of projects that further the states’ health reform goals, consolidate the criteria for review, and modify the thresholds regarding the criteria for projects that would trigger the CON review process.  The state could also consider new requirements for CON applicants to submit an independent cost analysis. 

		Current CON law in New Hampshire still requires a lengthy process for a wide variety of capital improvements to a broad set of provider types.  The process establishes a detailed CON standard setting process, and application process, that must be coordinated.  Additionally, the timeframe for the review process of CON applications is 180 days (six months) from commencement of the review process; there is a 60 day general notification process before the review process can commence, as well.  There is currently a rather long review process by the state for expansions/improvements with relatively low thresholds (even under the March 2014 updated standards). 

		The impact of an improved CON process on state costs could be beneficial, if the state eases and expedites the process for projects that further the goals of health reform initiatives, including, for example, maintaining adequate access in Northern New Hampshire.  Note that as competition and/or merger activity increases, the focus on the adequacy and fairness of the state’s CON process is likely to increase substantially as well.



		2.  Reform Nonprofit Requirements 

		The New Hampshire Department of Justice’s Charitable Trust Unit monitors the provision of community benefits by health care charitable trusts and executive pay at New Hampshire nonprofit hospitals.  These powers could be used to promote payment reform in a number of ways, as follows: 

		a)  Community Benefits.  In order to claim certain federal and state tax exemptions as nonprofit entities, hospitals must show that they provide “community benefits.”  The federal Internal Revenue Service oversees this process for federal tax exemptions, and the New Hampshire Department of Justice oversees this process for New Hampshire tax exemptions.  In New Hampshire, community benefits are generally seen in the form of patient financial assistance (“charity care”), public health programs, support for community health needs, and research.   Some analysts have found that the federal and state community benefits requirements are not as robust as they could be.  

		New Hampshire requires nonprofit hospitals whose fund balances exceed $100,000 to submit community benefits reports.  The New Hampshire Certificate of Need process also requires community benefits (see discussion of CON process, above).  

		The ACA has some implications for hospital community benefits.  First, Section 9007 directly amends the federal community benefits process, requiring hospitals to conduct a community health needs assessment, develop a written financial assistance policy, and limit certain hospital charges and collection policies.  

		Second, the ACA presents a couple of competing factors that will influence how much hospitals pay for charity care.  On one hand, as more New Hampshire residents obtain health care through health exchanges or Medicaid under the ACA, the demand for charity care may diminish.  On the other hand, ACA reductions of Disproportionate Share Hospital payments to hospitals could offset these cost savings.  

		We recommend that New Hampshire evaluate the impact of the ACA’s insurance expansion and Disproportionate Share Payment provisions on New Hampshire hospitals’ financial contributions to charity care.  If New Hampshire hospitals receive a windfall as a result of ACA insurance expansion, we recommend that New Hampshire consider expanding its community benefits requirements.  For example, New Hampshire could encourage or require nonprofit hospitals to invest more funds into public health or community health programs, such as care coordination, health education, and health promotion, and to demonstrate how these programs improve population health and contain costs.  New Hampshire could also increase the number of patients eligible for subsidized care by expanding income limits.    

		b) Executive Pay.  The New Hampshire Department of Justice collects reports of executive pay at nonprofit hospitals.  In a recent report commissioned by the Department of Justice, the New Hampshire Center for Public Policy Studies found that executive pay generally met IRS standards for nonprofit status, and that Executive pay was roughly in line with New England hospital executive pay (though higher than other northern New England states). 

		As payment reform progresses, we recommend that New Hampshire continue to monitor executive pay levels.   The state should consider requiring that nonprofits report the 5 or 10 highest paid employees to the New Hampshire Department of Justice.  Additionally, the Department of Justice could provide information to non-profit boards regarding regional norms for executive pay.  To the extent the Department of Justice finds a nonprofit’s salaries exceeds regional norms for health care organizations of similar size, the Department could consider several consequences.  The Department could begin by informing the board that executive pay is excessive and asking it to make adjustments to bring salaries into line.  Next, the Department could issue a public notice stating that the executive pay is excessive.  As a last resort, the Department could replace the board on the grounds that it failed to do its fiduciary duty.  







		V.  Conclusion

		Appendix A:  Wide-Net Options

		i. Regulatory Options

		a. All Payer Rate Setting

		b. Cost Growth Benchmarks

		c. Publicly Financed Single Payer Plan

		d. Regulation of Provider Risk 

		e. Regulation of the Basis of Payment 

		f. Regulatory/Administrative Simplification 

		g. Certificate of Need 

		h. Nonprofit Law Reforms 

		i. Anti-Trust Law Reforms

		ii. Payment and Service Delivery Reform Options

		a. ACOs/Integrated Care Organizations 

		b. Alternative Payment Methods 

		c. Patient Centered Medical Homes 

		d. Public-Payer Approaches 



		iii. Employer and Individual Approaches

		a. Employer Purchasing Collaborative

		The State could establish a collaborative of employers, obtain funding to staff the collaborative and give employers tools and clout and charge to negotiate reforms.  The collaborative could be focused on commercial small employer groups, or could be expanded to include larger employers and even the Medicaid managed care program.

		b. Employer Direct Contracting with Providers/ACOs for Provision of Care 

		c. Promote Consumer Value-Based Purchasing through Price Transparency 

		d. Promote Consumer Value-Based Purchasing through Price Transparency and Individual Health Care Savings Accounts As more employers and the individual insurance market offer higher deductible plans,







		Appendix B: Legal Hurdles to Wide-Net Options

		Legal Hurdles:

		We analyzed the legal steps, hurdles and risks that may be raised by each of the payment reform options evaluated for this project, set forth below. 

		Regulatory 

		a.   All Payer Rate Setting (Maryland)-Legal Hurdles: Medium/High (if Medicare is included; Medium if not)

		All payer rate setting raises relatively few direct legal risks. It raises the following hurdles: The state would have to amend its insurance laws, and issue broad legislation allowing the state to set rates across the board for hospital (and potentially other) services, such as is done in Maryland. The state would need to amend its 1115 Medicaid waiver application documents (or submit a new waiver application, depending on the status of its recent application), and would need to amend its State Plan as well.  Additionally, the state would need to apply to CMS for a Medicare waiver (similar to that in Maryland). Obtaining a Medicare waiver could be complex and time-consuming. This approach could be combined with global or alternative payment methods/global budget targets and/or ACO initiatives.

		The indirect legal risks include the following: The state could face challenges (including litigation) from providers objecting to the rates, if they are not adequate either as is or in connection with other health reform initiatives the state may seek to implement contemporaneously. 

		The legislation would also need to identify or create the government entity charged with setting and reviewing these rates, which would likely be controversial.

		b.   “Cost Growth Benchmarks”-Target Growth Rate for Total Medical Expenditures- Legal Hurdles: Medium

		For the state to establish global budget targets, it would need to establish targets by which to measure spending (such as the “potential gross state product” in MA, set forth as a measure in chapter 224). 

		The state would need to obtain funding and establish governmental infrastructure, through legislation, to evaluate the targets, and oversee each provider’s expenditures as measured against the targets. Additionally, it would need to determine when and whether providers would be subject to any penalties or other action (such as performance improvement plan requirements in chapter 224 in MA). The state could require a state agency to take on this responsibility, after consulting with interested parties. Another option is to establish a Commission comprised of impartial members with specific expertise to establish the benchmarks. The legislature could have ongoing involvement with the new agency, to review and provide input on new targets, at least annually. 

		c.   Single Payer (Vermont)-Legal Hurdles: High

		Single payer raises the following hurdles: The state would need broad legislation authorizing single payer, and would need to establish whether an existing government entity would run it (such as NHID) or a new one (such as was established in VT). The state would need to request approval from CMS to use federal funds for such a program, for both Medicaid and Medicare. More specifically, the state would need a waiver from the provisions of Section 1332 of the ACA. Additional governmental infrastructure may be needed (and established through legislation) to implement single payer statewide. 

		The legal risks include challenges by carriers as their role will effectively be marginalized or eliminated, ultimately. The state could face other challenges depending on the way it decides to fund a single payer initiative. 

		d.   Regulation of Provider Risk-Legal Hurdles: Low/Medium

		Regulation of provider risk is an avenue that the state could seriously consider.  Please see p. 15 of Manatt report for detailed reasons that regulation of provider risk may be desirable/advisable, and risks of failing to do so (provider solvency, lack of capacity to absorb risk, insurer solvency, consumer access). Regulating provider risk also aligns with federal interest in limiting provider risk, even where insurer maintains full financial responsibility (and note specifically alignment with Medicare Shared Savings Program, Pioneer ACO, as well as Medicare Advantage program requirements). 

		The state may pursue provider risk regulation in several ways: 

		i. The NHID could amend its regulations to include additional requirements for carrier contracts with providers that take on significant downside risk 

		ii. The state could enact legislation directing NHID to evaluate whether and how to regulate downside risk in carrier contracts with providers (including ACOs) taking on significant downside risk. Options could include process (review, risk certificate) as well as substance (rules re: stop loss insurance, performance bonds, etc.). 

		iii. If the state wants to include all provider/provider organizations in these requirements (not just those entering into commercial carrier contracts, but Medicaid and other public payers as well), in addition to bullet two above, it would need to include in legislation provisions applicable to all providers taking on downside risk (e.g. require that they obtain risk certificates and meet any other requirements related to provider risk).

		iv. Alternatively, the state could issue legislation indicating that the respective public payers will separately determine risk rules for their specific programs). This is a less broad based approach, and risks having different rules for the same provider /provider organization. 

		e.   Regulation of Basis of Payment (e.g. Must Pay Using DRGs)-Legal Hurdles: Low/Medium

		This model envisions the state establishing the payment structure, but carriers and providers would still negotiate the level of payments for their contracts as they do currently. Note that there is currently an amendment proposed in New Hampshire to require use of DRG payments for reimbursement of hospitals. See: proposed Amendment RSA 420-J adding a new section 8-e as follows: 420-J: 8-e Common Hospital Payment Methodology Required. There are significantly fewer hurdles/risks inherent in this category than in GP’s/ACOs. Since Medicare and New Hampshire Medicaid already uses DRGs (uses Medicare DRGs as basis), this approach has the advantage of administrative/regulatory simplification (see below) as well as a less radical “glide path” for state to transition to new payment methods. This would also promote transparency of pricing.

		A multi-payer approach to using DRGs (rather than, e.g., per diem or percentage of charge methodologies), for example, would call for amendments to the state’s insurance laws, to permit NHID to require all carriers to use DRGs, and potentially specify a uniform way the DRG would be used, and may also require specification of the method and responsibility for estimating DRG cost weights for the commercial population Additionally, the state would likely need to amend its state plan, to clarify that providers would be reimbursed in accordance with this new payment method.

		 The state may need to submit a waiver, or amend its current waiver request, though where this is not changing provider type or the types of services that Medicaid traditionally pays for (and in any event, is already used by the state Medicaid agency) a waiver may not be needed. The state would need a Medicare waiver if Medicare is to be included in this approach. 

		The state may face a risk of challenges from certain categories of providers if this new methodology is viewed is inadequate or inappropriate for them. Critical Access Hospitals (CAHs) and rural providers may argue that a specific payment structure doesn’t work for them and they should be reimbursed based on costs (or costs +). For example, Medicare and Medicaid do not use DRGs for CAHs — they are paid 101% of reasonable costs. CAHs could be exempted from this requirement.

		f.   Regulatory Simplification-Legal Hurdles: Low/Medium

		Options for regulatory simplification that would likely result in savings include the following:

		i. Standardization of:

		 provider credentialing, 

		 prior authorizations, 

		 formularies, and 

		 claims submission process 



		ii. Conducting an inventory of data required by state agencies and reducing duplicate requests (common request of providers). 

		iii. Also see CON reform discussion below.

		These reforms would likely call for legislation, and regulatory changes to insurance laws (e.g. for changes to claims submission form/process). If Medicaid is to be included, state Medicaid regulations would need to be revised. Waiver and SPA would need to be analyzed to determine if changes are needed-may not need modifications if not changing system delivery mechanism, reimbursement, or members to be served.



		g.   Certificate of Need Reform-Legal Hurdles: Low/Medium

		See Section IV.C. 1 of this report. 

		h.   Nonprofit Law Reforms Through the New Hampshire Department of Justice- Legal Hurdles: Low-Medium

		See Section IV.C.2 of this report. 



		Promotion of New Payment and Delivery Models 

		a.  ACOs/ Integrated Care Organizations-Legal Hurdles: Medium

		  See Section IV.A.2 of this report.

		b.  Global Payments- Legal Hurdles: Medium 

		  See discussion at Section IV.A.2 of this report.

		 c.  Patient Centered Medical Homes (PCMH)- Legal Hurdles: Medium

		New Hampshire already appears to have a multi-payer PCMH initiative that has been underway since at least 2009. See: http://citizenshealthinitiative.org/medical-home-project. 

		Depending on how they are structured/promoted by the state, PCMH programs can raise some of the same legal issues as ACOs, though generally to a lesser degree.

		d.  Public-Payer Specific Approaches— Legal Hurdles: Medium

		The state could promote payment reform through public payer specific approaches, which could include programs through the Medicaid agency such as:

		i. Alternative payment pilot for integrated provider, for providing additional nontraditional services for a chronic illness

		ii. A new payment method for paying an existing category of providers (e.g. primary care providers) to coordinate primary care and behavioral health services

		iii. Establish a Medicaid ACO program with a new category of provider or entity (could be through managed care entity, alternatively) to coordinate wider range of services for members



		The legal hurdles for these include amending the state’s Medicaid waiver (and possibly state plan as well). It may include amending the state’s Medicaid regulations. Finally, a Medicaid ACO program would raise the ACO related legal issues indicated above. Note that the second bullet may raise ACO legal issues as well, depending on program design. 

		An additional legal obstacle includes the shift to managed care, and relationship to any provider based Medicaid reform. New Hampshire recently moved most of its Medicaid population to managed care (called “Care Management”). So it would add some complexity to try to implement a public payer approach with new provider based models in Medicaid, since the MCOs now establish provider rates through their contracts, not Medicaid. The state would need to negotiate new terms with its MCOs, which could prove challenging. Alternatively, the state could work with its MCOs to align on initiatives that the MCOs are interested in implementing on the payment reform front-though these may be much more modest than those the state would seek to launch with Medicaid providers directly. 



		Employer and Individual Approaches

		a.  Employer Purchasing Collaborative

		b.  Employer Direct Contracting with Providers/ACOs for Provision of Care - Legal Hurdles: High 

		As insurance costs become more expensive, New Hampshire employers may consider contracting directly with providers or ACOs. New Hampshire might consider encouraging these relationships, but there are a number of legal issues and questions to consider before proceeding: 

		i.  Would this fulfill the employer mandate in the ACA? Or would employers also have      to buy insurance for their employees?

		ii.  Added risk to members – directly contracting with ACOs in essence creates an extremely narrow network. What provisions would be available to protect employees who need specialized care not offered at the ACO, or care that is provided while the employee was out-of-state? 

		iii.  Added risk to employers – Employers who self-fund their insurance sometimes subject themselves to more legal risks. See http://www.nh.gov/insurance/consumers/health.htm

		iv. Added risk to providers – Providers who directly contract with employers may have to take on more insurance risk. 

		v. Less control by the state. These arrangements may be deemed “self-insured plans” and not subject to state insurance law (and instead governed by ERISA). For example, state insurance law regarding mandated benefits may not cover these arrangements. The state may not be able to legislate standards for direct contracting with self-insured plans, and may only be able to encourage participation by such plans in new payment reform initiatives, but not mandate it (so, it would just be voluntary).

		vi. Employers may not be well equipped to monitor for quality and under-utilization. 



		c.  Promote Consumer Value-Based Purchasing Through Price Transparency and Individual Health Accounts— Legal Hurdles: Medium/High 

		New Hampshire might consider promoting a model where consumers take on more risk for their health care costs, with high deductible plans. A number of issues could be considered under this option: 

		i.  The ACA requires insurance plans to devote a certain percentage of premiums to services, rather than administration. An important question is whether these health accounts meet the medical loss ratio requirements in the ACA. See http://www.ncsl.org/research/health/hsas-health-savings-accounts.aspx

		ii.  Under the ACA, large employers are responsible for offering insurance coverage that meets a certain standard of comprehensive coverage. Certain individuals are also responsible for becoming insured. One key issue is whether these health accounts meet the individual and employer mandates in the ACA. 

		iii.  If these accounts are in the Exchange, the state may end up paying more for wraparound coverage for Medicaid expansion adults. 











		Appendix C: Legal, Administrative and Cost Considerations for Strategy 2

		Legal Considerations: There Are a Number of Steps the State Would Need to Take to Implement Option 2. 

		(1) Establishing Multi Stakeholder Commission: The state would need to enact legislation establishing the multi-stakeholder commission, and its charge and timeframe.  It would need to either contain the terms for the Model Contract, or specify when the Model Contract would be issued (prior to the commencement of the commission meetings).  The legislation would need to make clear that if the stakeholders did not agree to the Model Contract, or come up with the components for a similar agreement, that would need to be approved by a designated state agency (NHID), the state would start regulating rates across the board.

		(2) Medicaid and Medicare Participation: For the state to achieve the largest cost containment, it would need to have both Medicaid and Medicare participation in using the Model Contract, and/or its components, such as use of global payments and alternative payment methods.  This would require that the state seek and obtain a Medicaid waiver from CMS.  The waiver may include a request for providers/ACOs to be able to utilize alternative payments for a wide variety of services, including some not traditionally covered by Medicaid or thought of as a health care service (for example, using a global payment to pay for air conditioners for asthma patients, and thereby reduce hospital utilization).  Once obtained, the state Medicaid agency would need to adopt the Model Contract and use it in contracting with its providers, as well.  The state would also need to submit a Medicare waiver, for Medicare participation. 

		(3) Commercial Carrier Issues: Amendments may be needed to the statutory provisions of RSA 415 and RSA 420, to align with the new legislative provisions authorizing the Model Contract use by carriers and establishing threshold criteria for use of the Model Contract by providers.

		(4)  ACO Formation and Global Payment Hurdles: Finally, there are a number of legal hurdles associated with ACO formation and global and alternative payments, raised by federal and state fraud and abuse laws, and antitrust laws.  These are potentially raised by the state requiring the adoption of a Model Contract or similar agreement, which promotes gainsharing among providers, and new care referral relationships.  While these are complex issues, there are potential approaches and solutions that the state can explore as it establishes the commission. Additionally, the state could adopt legislation establishing the state action immunity doctrine, to protect providers participating in state health reform initiatives from the threat of federal antitrust law prosecution (see Section IV.A.2.f of this report for further discussion). 

		(5)  All Payer Rate Setting: In the longer term, if the commission failed to adopt either the Model Contract or a similar agreement, the state would need to enact additional legislation to mandate all payer rate setting.  Rate regulation raises relatively few direct legal risks, but involves the following: The state would have to amend its insurance laws, and issue broad legislation allowing the state to set rates across the board for hospital (and potentially other) services, such as is done in Maryland.  The state would need to amend its 1115 Medicaid waiver application documents (or submit a new waiver application, depending on the status of its recent application), and would need to amend its State Plan as well.  Additionally, the state would need to apply to CMS for a Medicare waiver (similar to that in Maryland).  This approach could be combined with global or alternative payment methods/global budget targets and/or ACO initiatives.

		The indirect legal risks include the following: The state could face challenges (including litigation) from providers objecting to the rates, if they are not adequate either as is or in connection with other health reform initiatives the state may seek to implement contemporaneously. 

		Additionally, the state would need to obtain authorization from CMS to include Medicare, and would need a Medicaid waiver and an amendment to the state plan currently in effect. The legislation would also need to identify or create the government entity charged with setting and reviewing these rates.

		(6) Voluntary Participation by Self Insured: The rates and contracts negotiated by self-insured employers may not be within the jurisdiction of NHID or other state authorities, due to possible pre-emption by federal ERISA provisions.  Therefore, while their participation in the commission could be compelled, it is less clear whether their use of any Model Contract could be, and may need to be voluntary.  Nonetheless, as the market shifts towards use of the Model Contract, employers may make that transition on their own-and may face pressure from providers and ACOs to do so, as well.

		(7) Regulation of Provider Risk: As contracting under Model Contract arrangements increase, and more ACOs and other integrated organizations seek to take on risk based contracting, the state should consider regulating provider risk.  This shift toward risk bearing contracts would need to be accompanied by contemporaneous regulation of provider risk, to protect provider solvency and minimize system and care delivery disruption and dysfunction. The state already has several ACOs and carrier-provider contracts utilizing alternative payment methods, so it will be important to pair a shift toward new contract models with provider risk regulation.  Regulating provider risk also aligns with the federal interest in limiting provider risk, even where the insurer maintains full financial responsibility (and specifically aligns with MSSP, Pioneer ACO, as well as Medicare Advantage program requirements).  See infra at Section IV.2.d) for additional discussion of provider risk.  
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1. EXECUTIVE SUMMARY 


The implementation of the major health insurance reforms under the Affordable Care Act (ACA) were 


effective on January 1, 2014. These reforms included the introduction of Health Insurance Exchanges, 


subsidies for certain low- to middle-income families, penalties for individuals without health insurance 


coverage, prohibitions against denying health insurance to individuals based on health status, prohibitions 


against setting health insurance premiums based on health status, and other market reforms. 


Additionally, New Hampshire implemented Medicaid expansion effective in August, 2014.  


Wakely Consulting Group (Wakely) was retained by the New Hampshire Insurance Department (NHID) to 


analyze the impact of the Affordable Care Act in two phases. Phase I included an analysis and report on 


the actual health insurance market enrollment and premium changes resulting from the reforms that 


were effective in January 2014, and with a comparison of these impacts to initial projections provided to 


the NHID by Gorman Actuarial LLC in 2012. The results of that analysis are provided under a separate 


report1.  


Phase II of the engagement included projecting the impact of additional changes expected under the ACA 


and current New Hampshire Medicaid legislation for 2016 and 2017. These changes (which are referred 


to as the Baseline Scenario) include: 


 The Medicaid expansion population (excluding those considered medically frail and those 


receiving premium assistance for employer sponsored insurance) transitions from Medicaid 


Managed Care plans to Qualified Health Plans (QHPs) available in the individual health insurance 


market as of January 1, 2016. This Medicaid population would be incorporated into the individual 


market single risk pool. 


 The Medicaid expansion sunsets in 2017. 


 Grandmothered (GM) policies in both the individual and small group markets are terminated as 


of January 1, 2017. Grandmothered policies are those that do not meet the requirements to be 


grandfathered (i.e., were in place prior to March 2010 with no significant changes made), but 


were allowed to continue beyond 2014 at the option of both the state and issuers without having 


to comply with all of the ACA market reforms, including the single risk pool requirement. Note 


that issuers have the option to terminate these policies before 2017. 


 The small group market is expanding from groups of 2 – 50 employees to groups of 2 – 100 


employees. The analysis includes an estimate of the impact of some groups of 51 – 100 opting to 


                                                           


1 The Phase I report is available at http://www.nh.gov/insurance/reports/documents/wakely_ma_rpt_pr.pdf  



http://www.nh.gov/insurance/reports/documents/wakely_ma_rpt_pr.pdf
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self-fund rather than be subject to the requirements of the small group market, including the 


adjusted community rating required by ACA. Though states have the option to allow issuers to 


continue (or grandmother) policies for groups with 51 to 100 employees until October 2016, the 


impact of this option is not included in the scope of this report.2 


Wakely’s analysis focuses on the impact of the above changes to the single risk pools under each of the 


individual and small group health insurance markets. Any impact to other programs and markets included 


in this report should be utilized with caution. 


To perform the analyses in this report, Wakely developed a model based on 2014 enrollment, claims and 


premium data collected from New Hampshire insurers, third party administrators (TPAs) who administer 


self-funded health insurance plans for employer groups, and the state’s Medicaid program. This 


information was collected as part of Phase I of this engagement. The analysis focuses on individuals who 


are under age 65, since most of those age 65 and older are covered by Medicare. Data were not collected 


for all New Hampshire residents, but rather only those covered by the issuers and markets included in the 


analysis. Excluded populations include individuals and employer groups covered by insurers with small 


market share (fewer than 500 covered lives) and New Hampshire residents covered under policies that 


are not originated in New Hampshire. In Wakely’s review of the data compared to other available sources, 


some differences were identified but could not be resolved. See the Methodology, Assumptions, and 


Limitations of Analysis section of the Phase I report for additional details. 


Another key source of information for Wakely’s Phase II analysis was the 2015 rate filings which were 


accessed through the National Association of Insurance Commissioners (NAIC) System for Electronic Rate 


and Form Filing (SERFF).  


In order to project the impact of various changes over time, Wakely had to make a number of assumptions. 


Actual experience may vary significantly if these assumptions are not realized. Wakely modeled the impact 


of all changes assuming they took full effect on January 1st of the calendar year for which the change was 


effective. For example, the analysis of transitional policies in 2017 assumes that all transitional policies 


are terminated by January 1, 2017. See the Methodology, Assumptions, and Limitations of Analysis section 


for additional details. 


This report is intended for use by the New Hampshire Insurance Department (NHID) for estimating the 


impact of various policy changes on the individual and small group health insurance markets in 2016 and 


2017. The report should not be used or relied upon for any other purposes, including rating by health 


insurance companies. Wakely does not guarantee the results of this model. Differences between the 


                                                           


2 http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/transition-to-compliant-policies-
03-06-2015.pdf 
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estimates provided in this report and actual amounts will depend on the extent to which future experience 


conforms to the assumptions used in the model.  


1.1 Individual Market Results 


Individual Market Enrollment 


Figure 1.1.1 shows the projected change in enrollment in the individual market for each year from 2014 


through 2017 for the Baseline Scenario defined.  2014 enrollment reflects enrollment data collected from 


insurers for April/May 2014. 


Figure 1.1.1 


Projected Enrollment in the New Hampshire Individual Market Through 2017 


 


Under the baseline scenario, enrollment in the individual market is expected to change from 2014 through 


2017 as a result of the following changes: 


 Based on the individual market data collected in the spring of 2014, there were approximately 


7,000 individuals enrolled in 2013 plans that were terminating in 2014. These are expected to 


transition to ACA compliant policies. 


 Increased take-up among the uninsured resulting from increased awareness of the provisions of 


the ACA, including the availability of premium and cost sharing subsidies, and the increase in 


penalties for individuals. 
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 Inclusion of Medicaid expansion population (excluding an expected 10% of the population 


designated as medically frail) in 2016 is expected to add 24,485 adults to the single risk pool. 


 Sunsetting of the Medicaid expansion program in 2017 is expected to increase enrollment in the 


individual market, as a subset of the Medicaid expansion population is assumed to migrate back 


to subsidized coverage through the Marketplace.  


 Some individuals in grandmothered and grandfathered policies are expected to move into ACA 


compliant policies. In 2017, grandmothered policies are assumed to no longer be available, 


prompting many individuals in those policies to move into ACA compliant plans. 


Please see the Individual Market section of the report for additional details on the migration of 


populations into and out of the individual market single risk pool. 


Individual Market Single Risk Pool Morbidity 


The ACA, as well as New Hampshire Law (RSA 420-G:4) requires that all individual policies for a given 


issuer, other than those that are grandfathered or grandmothered, be rated as part of a single risk pool, 


with rates for any individual in a given plan being based only on age, geography and tobacco use. 


Populations moving in and out of the single risk pool will have an impact on the rates that are charged for 


the entire pool.  


The populations that will have the most significant impact on the single risk pool in 2016 and 2017 are the 


additional uninsured taking up insurance, the Medicaid expansion population and the grandmothered and 


grandfathered populations that migrate into ACA compliant plans. The impact of these changes on the 


morbidity of the individual market risk pool is summarized in Table 1.1.2. See Section 4 for additional 


details. 


Table 1.1.2 


Projected Impact on Morbidity in the New Hampshire Individual Market Single Risk Pool 


Product Type 
Impact from 2015 


to 2016 


Impact from 2016 


to 2017 


Migration of individuals from GF / GM to ACA compliant policies -0.4% -1.8% 


Increased take-up among uninsured -3.2% -0.6% 


Inclusion of Medicaid expansion population into QHPs -2.4% N/A 


Exclusion of Medicaid expansion population from QHPs N/A +1.5% 


Cumulative Impact -5.9% -0.9% 
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The morbidity impacts in Table 1.1.2 reflect the following: 


 Increased take-up of uninsured: As take-up of the uninsured in the individual market increases, 


the population morbidity of the market is expected to decrease. Increased awareness of the 


benefits and penalties under the ACA is expected to increase enrollment of healthier individuals 


in the risk pool. 


 Medicaid expansion: Because the medically-frail population will not be covered through QHPS 


and the Medicaid program does not require premiums, expected take-up among healthier 


individuals is expected to be higher for this population than it is for other uninsured populations. 


This higher take-up is expected to lead to improvements in the overall health risk level of the 


individual market risk pool.  


 Migration of grandmothered and grandfathered policies into ACA-compliant plans: Individuals 


current enrolled in grandmothered and grandfathered policies are estimated to be significantly 


healthier on average than those enrolled in ACA-compliant plans. Grandmothered policies are 


expected to be terminated in 2017, bringing these healthier individuals into the single risk pool 


and improving the overall morbidity of the pool. 


Individual Market Single Risk Pool Premium Changes 


Premiums in the individual market will be impacted by the changes in morbidity described above, as well 


as medical trend and the phase out of the federal reinsurance program, which uses contributions collected 


from all sectors of the health insurance market (including individual, small group and large group insured 


and self-funded plans) to offset the costs of high cost enrollees in the individual market in 2014 through 


2016. The program phases down over three years and is expected to expire in 2017. Based on the 


proposed program parameters for 2016, Wakely expects the phase out of the reinsurance program to 


contribute +3% to health insurance premium increases from 2015 to 2016, and +4% from 2016 to 2017 


(assuming the program is expired in 2017). These adjustments are based on the current proposed 


reinsurance parameters, which are subject to change.  Reinsurance program fees will also phase down 


during this time (in 2015, these were $3.67 per member per month), however, the impact of this decrease 


was not factored into the analysis. Expected trends, based on those filed by New Hampshire insurers are 


expected to be 8% per year for these policies. 


Normalized for changes in the expected mix of age and plan design selections by individuals in the 


individual market, the impact of morbidity, trend and the phase out of the transitional reinsurance 


program are expected to result in premium increases of approximately 5.1% from 2015 to 2016 and 11.1% 


from 2016 to 2017. Actual premiums may vary based on a variety of factors, including updated trend 


assumptions, plan design changes and resulting changes in utilization, changes in networks or medical 


management programs, changes in issuer administrative expenses and profits, and other assumptions 


made by the issuers in New Hampshire.  
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1.2 Small Group Market Results 


Small Group Market Enrollment 


Figure 1.2.1 shows the projected change in enrollment for the small group market for each year from 2014 


through 2017 for the Baseline Scenario defined above.  


Figure 1.2.1 


Projected Enrollment in the New Hampshire Small Group Market Through 2017 


 


*Includes groups of 51 – 100 employees starting in 2016 


Under the baseline scenario, enrollment in the small group market is expected to change from 2014 


through 2017 as a result of the following changes: 


 Groups of one moving from the small group to individual market. Prior to ACA, New Hampshire 


included groups of one in its small group market, giving the individuals access to guaranteed issue 


policies that were not available in the individual market. Under the ACA, groups of one are no 


longer eligible for small group coverage (unless they are in grandmothered or grandfathered 


policies), thus for groups of one wanting ACA compliant coverage, they must enroll in the 


individual market.  


 Small groups no longer offering coverage. Wakely’s model assumes a two percent annual 


deterioration in small group enrollment since the ACA creates a guaranteed available individual 


market with the availability of subsidies for low to middle income individuals.  
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 In addition to the two percent deterioration described above, the analysis also projects that some 


small employers offering grandmothered policies will drop out of the market if their premiums 


increase substantially once they are required to move into an ACA compliant plan. Such a situation 


may arise for unhealthier and/or older groups that initially continued in grandmothered policies 


but will get better rates in an ACA plan due to changes in rating restrictions.  


 The biggest impact on the small group market will be the inclusion of groups of 51 to 100 


employees beginning in 2016. Though some groups of this size may opt to self-fund rather than 


move into ACA compliant plans, most of these groups (which will be subject to penalty for not 


offering coverage beginning in 2016) are assumed to move into ACA compliant plans. Though 


states have the option to allow issuers to continue (or grandmother) policies for groups with 51 


to 100 employees until October 2016, the impact of this option is not included in the scope of this 


report. 


Please see the Small Group section of the report for additional details on the migration of populations 


into and out of the small group market risk pool. 


Small Group Market Single Risk Pool Morbidity 


Though there will be changes in the population of the small group market population over the next few 


years, for the most part these are not expected to have a significant impact on the morbidity of the single 


risk pool in 2016 and 2017. Prior to the implementation of the 2014 ACA market reforms groups of one 


had significantly higher morbidity compared to the small group market. Wakely assumes that the impact 


of the migration of this population out of the small group market and into the individual market has 


already been incorporated into the 2015 rates that are used as the starting point for the analysis. 


Additionally, Wakely’s analysis assumes that the small groups dropping out of the market are dropping 


for reasons unrelated to morbidity, and thus do not impact the morbidity of the risk pool.  


The population changes that are expected to impact the morbidity of the small group single risk pool are 


the take-up of coverage by uninsured and the expansion of the small group market to include groups of 


51 – 100 employees. The impact of these changes on the morbidity of the small group market risk pool is 


summarized in Table 1.2.2.  


Table 1.2.2 


Projected Impact on Morbidity in the New Hampshire Small Group Market Single Risk Pool 


Product Type 
Impact from 2015 


to 2016 


Impact from 2016 


to 2017 


Migration of individuals from GF / GM to ACA compliant policies 0.0% -0.4% 


Increased take-up among uninsured -0.7% -0.2% 


Inclusion of 51-100 groups in single risk pool +2.6% N/A 


Cumulative Impact +1.9% -0.6% 
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Based on a separate Wakely analysis, it was determined that as the groups in grandfathered and 


grandmothered plans move into the single risk pool, they will slightly improve the overall health risk 


level of the single risk pool. 


Additionally, as more uninsured take-up insurance as a result of the increase in the penalty for not 


having insurance, healthier individuals are expected to join the risk pool, slightly improving the 


morbidity of the risk pool. 


Expansion of the small group market to groups with 51 – 100 employees is expected to have a negative 


impact on the small group single risk pool. Based on Wakely’s review of an analysis performed by NHID 


on the risk pool of its various markets, Wakely is assuming similar morbidity levels for groups of 2 – 50 


and groups of 51 – 100 enrolled in insured policies. As such, if all groups of 51 – 100 employers were to 


migrate into small group policies, no impact to the small group market morbidity is assumed. Several 


groups of 51-100 are expected to receive large rate increases as they join the single risk pool due to small 


group rating restrictions such as age, health status, and group size in the ACA market. We believe it will 


incentivize some of these groups that are younger and healthier to self-fund. As these groups leave the 


fully insured market, the remaining groups will on average have worse health risk levels than the 2 – 50 


groups, thus the single risk pool morbidity is expected to worsen with the expansion to 51-100 groups. 


Small Group Market Single Risk Pool Premium Changes 


Premiums in the small group market will be impacted by the changes in morbidity described above, as 


well as medical trend (the federal reinsurance program does not apply to the small group market). 


Expected trends, based on those filed by New Hampshire insurers, are expected to be 7.5% per year for 


these policies. 


Normalized for changes in the expected mix of age and plan design selections by individuals in the small 


group market, the impact of morbidity and trend are expected to result in premium increases of 


approximately 9.4% from 2015 to 2016 and 6.9% from 2016 to 2017. Actual premiums may vary based on 


a variety of factors, including updated trend assumptions, plan design changes and resulting changes in 


utilization, changes in networks or medical management programs, changes in issuer administrative 


expenses and profits, and other assumptions made by the issuers in New Hampshire. 
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2. METHODOLOGY, ASSUMPTIONS, AND LIMITATIONS OF ANALYSIS 


2.1 Methodology and Assumptions 


Wakely relied on data collected for the Phase I analysis as the basis for this Phase II analysis report. Please 


refer to the Phase I report for more information about the data collection process, data quality issues and 


limitations of that analysis.3 The analysis in this report does not reflect population growth. 


Uninsured Analysis 


We started with data from the 2014 Current Population Survey (CPS) as the basis for the analysis of the 


impact of uninsured take-up. From the CPS data, we pulled the number of individuals in New Hampshire 


identified as uninsured and further broke the population down by employment status, income as a 


percentage of the federal poverty level, self-reported health status, and age. Due to the update to the CPS 


study design, we were only able to use data from 2013 instead of a multi- year average. 


The 2013 CPS data is based on a population before the major ACA reforms went into place and therefore 


looks different from the population in 2014, which is our starting point in the individual and small group 


analysis. In order to better reflect the uninsured population in 2014, we adjusted the CPS data by reducing 


the number of uninsured by approximately 20,000 or 15%. This estimate is from the growth in the number 


of individuals reported to be covered by any form of insurance in Phase I of this project. The population 


was also adjusted so that there was a smaller distribution of members in the lower income levels in 


proportion to the total, due to the increased take-up of individuals eligible for the Medicaid program and 


subsidized coverage in the Exchange.  We also needed to break some of the income groups into smaller 


divisions in order to model individuals who move into the Medicaid program. For example, the CPS data 


has a category for the individuals with income between 125% and 150% FPL, but the Medicaid expansion 


program is generally open to those below 138% FPL. To get these divisions, we assumed the individuals 


were uniformly distributed among the range. So in the previous example, we assumed about 50% of those 


with incomes between 125% and 150% FPL had incomes below 138% FPL.  


In order to model the newly insured through the Medicaid Expansion program, we needed to determine 


the number of uninsured adults currently eligible under the traditional Medicaid program. We assumed 


that there were 5,000 individuals remaining in the 2014 uninsured adult population that were eligible for 


the traditional Medicaid program but not enrolled. These individuals were assumed to not be eligible for 


the Medicaid expansion program. We assumed they would have very modest take-up rates in the 


traditional Medicaid program. Table 2.1.1 shows our assumed take-up rates of the uninsured in the 


traditional Medicaid program and the Medicaid expansion program. 


                                                           


3 http://www.nh.gov/insurance/reports/documents/wakely_ma_rpt_pr.pdf  



http://www.nh.gov/insurance/reports/documents/wakely_ma_rpt_pr.pdf
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Table 2.1.1 


Assumed Medicaid Take-up among Remaining Uninsured 


  2015 2016 2017 


Medicaid Non-Expansion Pop. Take-Up of Remaining Uninsured 5% 2% 2% 


 
   


Medicaid Expansion - Take-Up of Remaining Uninsured by Health Status    


Excellent 40% 45% 5% 


Very Good 55% 65% 5% 


Good 70% 75% 10% 


Fair 80% 90% 10% 


Poor 90% 95% 15% 


Weighted Average 60% 62% 6% 


For the uninsured that are not eligible for Medicaid, we assumed a portion would take-up insurance in 


the individual and group markets. See Table 2.1.2.  The number of take-ups is assumed to increase in 2016 


when the full penalty for not having insurance is implemented and then normalizes in 2017. For those 


who are employed, we assumed 30% had an offer of insurance based on the Health Reform Monitoring 


Survey conducted by the Urban Institute4. We developed the overall take-up rates below so that the 


change in the number of uninsured was consistent with the SOA report “Cost of the Newly Insured under 


the Affordable Care Act”5. We also assume that those in better health take-up insurance at a lower rate 


than those in poorer health, and that take-up rates would be higher for Medicaid than for insurance since 


Medicaid does not require a monthly premium. 


Table 2.1.2 


Assumed Take-up in Individual and Small Group Coverage among Remaining Uninsured 


Ind/ESI - Take-Up of Remaining Uninsured by Health Status 2015 2016 2017 


Excellent 5% 15% 5% 


Very Good 15% 30% 5% 


Good 40% 55% 10% 


Fair 65% 75% 10% 


Poor 80% 95% 15% 


Weighted Average 24% 32% 6% 


                                                           


4 Health Reform Monitoring Survey. Urban Institute. http://hrms.urban.org/briefs/who-are-the-remaining-
uninsured-as-of-june-2014.html. Accessed 12-19-2014.  
5 “Cost of the Newly Insured under the Affordable Care Act”. Society of Actuaries. 
https://www.soa.org/NewlyInsured/. Accessed 12-19-2014. 



http://hrms.urban.org/briefs/who-are-the-remaining-uninsured-as-of-june-2014.html

http://hrms.urban.org/briefs/who-are-the-remaining-uninsured-as-of-june-2014.html

https://www.soa.org/NewlyInsured/
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Individual Market Analysis 


Data 


For the individual market analysis, we started with the detailed member level data submitted by the 


carriers as part of Phase I, aggregated at a family-level. The data contained age, 2014 premiums and 


subsidies, status in 2014 (grandfathered/transitional/ACA/terminating), and cost sharing reduction 


variation. We also had average rate increases by carrier for the 2014-2015 period from the 2015 rate 


filings. 


Assumptions 


Premium Increase and Trend 


Table 2.1.3 shows the rate increases and trends included in carriers’ 2015 rate filings which were applied 


to ACA compliant as well as grandmothered and grandfathered policies for purposes of our analysis. We 


used a trend of 8.0% for ACA compliant policies and 9.5% for non-ACA compliant policies 


(grandfathered/transitional) for 2016 and 2017. These are based on averages from carriers’ 2015 rate 


filings.  


Table 2.1.3 


Assumed Premium Increases for 2015 and Annual Premium Trends for 2016 and 2017  


(Excluding Impact of Reinsurance Phase Out) 


 Premium Increase 2014-2015 Annual Trend  


2015-2017  Anthem Assurant 


ACA Compliant 0.3% 15.0% 8.0% 


Grandfathered & Grandmothered 7.2% 7.2% 9.5% 


For the ACA compliant policies, we increased the trend by 3.0% in 2015-2016 and 4.0% in 2016-2017 to 


account for the phase-out of the federal reinsurance program. This was calculated using one of Wakely’s 


models and the plan information in Anthem’s filing (Anthem comprised more than 90% of the individual 


market in 2014). 


Relative Morbidity 


We made morbidity assumptions for the different groups that move in and out of the individual market 


relative to the single risk pool. These assumptions were used to determine the change in premium due to 


the change in relative morbidity of the risk pool. Plans already ACA compliant or terminating were set to 


have a morbidity of 1.00. Grandfathered and transitional policies were assumed to have a morbidity of 


0.75 relative to those in ACA compliant policies. This is based on the New Hampshire Individual Market 


results of the Wakely National Risk Adjustment Reporting (WNRAR) project (a separate Wakely project 


not funded by the New Hampshire Insurance Department).  
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The previously uninsured are assumed to have a morbidity factor of 1.34 relative to the 2014 risk pool in 


2015, 1.12 in 2016, and 1.09 in 2017. The uninsured were assigned morbidity based on their self-reported 


health status and then the weighted average was calculated based on the number of individuals in each 


health status that were assumed to enter the individual market. The morbidity values were determined 


from an earlier study conducted by Wakely using New Hampshire data. 


Population Migration 


We assumed a portion of those in the individual market would become eligible for Medicaid under the 


expansion program. Since those with incomes between 100% and 150% FPL are eligible for the 94% CSR 


plan, we assumed that 72% of those in that plan would become eligible. We also assumed that there were 


members not enrolled in CSR plans who would be eligible. We assumed that individuals with at least 95% 


of their premium subsidized were also eligible for the expansion program. This assumption was made so 


that the number of individuals moving from the individual market in 2014 to the Medicaid expansion was 


roughly 8,000, based on estimates provided by the New Hampshire Insurance Department. 


For all other individual market enrollees, we started by developing a 2015 ACA premium by applying the 


2014-2015 rate increases and ACA trends defined in Table 2.1.3 above.  


For those individuals who are already in ACA compliant plans, we assumed they stay in their same plan 


and only apply trends and morbidity changes of the single risk pool to get their change in premium. For 


those in terminating plans, they move into the average ACA plan in 2015 and stay there for the remainder 


of the modeled years. For grandfathered and transitional policies, we compare their current plan’s 


premium trended forward to the average ACA premium. If the ACA premium is at least 10% less expensive, 


we assume they will move into an ACA compliant plan. This accounts for some “stickiness” as members 


cannot move back into their non-ACA compliant plan once they leave. Otherwise, they will maintain their 


same plan. Since transitional plans will not be allowed in 2017, any remaining transitional plans are forced 


into ACA plans in 2017. Grandfathered plans are assumed to continue. 


Small Group Market Analysis 


Data 


We aggregated individual-level data, collected as part of Phase I of Wakely’s engagement with NHID, for 


groups with up to 100 employees from Anthem, Aetna, Cigna, Harvard Pilgrim, and MVP. These insurers 


collectively accounted for nearly all of the groups with up to 100 employees in New Hampshire. The data 


contained 2014 premiums, ACA status in 2014 of grandfathered/transitional/ACA/terminating, group size, 


enrolled months, and age. We also had average rate increases by carrier for the 2014-2015 period from 


the 2015 rate filings. 


The data had several limitations which required assumptions to produce reasonable results. Most notably, 


the group size provided in the data was not a reliable indicator of group size.  
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 The data reported to Wakely show some groups of size 1 in ACA compliant group plans when 


ACA forbids groups of 1 to be in the group market.  


 The data reported to Wakely show some groups of size 51 – 100 in grandmothered policies, 


which is not relevant to these size groups in 2014.  


 Some individuals did not have a group ID and groups had to be created such that in aggregate 


their characteristics such as age, income, etc. reconciled to reliable group summaries provided 


by the carriers as part of the Phase I data collection. 


 Where group size was not available, Wakely used the number of covered subscribers as a proxy. 


 Some groups of 51-100 had a status of terminating in 2014. Wakely’s data request defined 


‘terminating’ to refer to plans that are not ACA-compliant/grandfathered/transitional and hence 


must terminate. This terminology does not apply to large groups. We assumed that terminating 


meant that for reasons other than ACA, these plans were no longer being offered. 


 Enrollee counts for groups of 2 – 50 and groups of 51 - 100 in this study do not match those 


from the Phase 1 report. In Phase 1, we used the summarized data which had certain counts by 


group size. For Phase 2, we needed to use the detailed data provided by the carriers. The counts 


based on group size reported in the data are different than the summarized data.  


To determine what groups in non-ACA plans would pay if they switched over to ACA plans, we used 


market-average premiums in New Hampshire small group ACA plans for 2014 and 2015, trended to the 


appropriate year, and adjusted for the average age of the group. 


Assumptions 


Group Size 


We assumed all groups reported with a size of 1 in ACA compliant plans were actually groups of size 2-50 


and thus eligible for ACA compliant policies in the small group market. 


Trends 


Based on trends reported in carrier rate filings, we used the same trends for ACA and non-ACA policies to 


calculate 2016 and 2017 premiums. These trends were averaged from carriers’ 2015 filings and were 


approximately 7.5%. 


Relative Morbidity 


We made morbidity assumptions for cohorts that go in and out of a risk pool relative to that risk pool in 


the prior year.  







Wakely Consulting Group 


 


New Hampshire Health Insurance Market Analysis 


Phase II Report 


January 27, 2015  Page 14 


 Based on analysis performed as part of another project (WNRAR), Wakely estimated the relative 


morbidity of groups enrolled in grandfathered and transitional plans to be 0.99 relative to the 


ACA compliant policies in the small group single risk pool. 


 Plans already ACA compliant or terminating in 2014 are set to have a morbidity of 1.0 relative to 


the small group single risk pool. 


 Previously-uninsured members entering 2-50 small group market are estimated to have a 


morbidity of 1.22 relative to the 2014 risk pool in 2015, 1.03 in 2016, and 1.0 in 2017. The 


uninsured were assigned morbidity based on their self-reported health status and then the 


weighted average was calculated based on the number of individuals in each health status that 


were assumed to enter the small group market. These morbidity values were determined from 


an earlier study conducted by Wakely using New Hampshire data. 


 Groups of 1 leaving the small group market after 2015 were assumed to have the same 


morbidity as the small group single risk pool average (so their leaving has no impact on the 


pool’s morbidity). Note that though the Gorman report assumed that groups of 1 had a 


significantly higher morbidity than other small groups in the pre-ACA market, we are assuming 


that the impact of these groups of 1 on the individual market is already included in the 2015 


rates used as a starting point. 


 Groups of size 2-50 that drop group coverage were assumed to have the same morbidity as the 


small group single risk pool based on the expectation that these groups are dropping coverage 


for reasons unrelated to morbidity. 


 Groups of size 51 – 100 in aggregate (before the impact of self-funding) were assumed to have 


the same relative morbidity as groups of 2 – 50 based on NHID’s Analysis of Population Health 


Status by Carrier and Market Segments.6 


 Groups of size 51-100 that leave the market and self-fund are assumed to have a morbidity of 


0.62 relative to the small group single risk pool. The table in the Self-Funding section below 


shows the development of this assumptions. 


Self-Funding 


Based on feedback from NHID, we assumed that only groups of size 51-100 have the option to self-fund 


(and not groups with under 50 employees). We assumed the percent that self-fund varies by age-adjusted 


allowed PMPM from 2013 data. The following table shows what % of groups is assumed to self-fund by 


                                                           


6 http://www.nh.gov/insurance/reports/documents/nhid_anal_pop_hs_carrmkt.pdf  



http://www.nh.gov/insurance/reports/documents/nhid_anal_pop_hs_carrmkt.pdf
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cost quintile and their morbidity relative to the single risk pool. The morbidity at each quintile was 


developed by taking a ratio of allowed PMPM (normalized for age) for groups in each quintile and the 


average PMPM (normalized for age) for all groups. Membership is not evenly distributed across each 


quintile because the group sizes in each quintile varied significantly. 


Table 2.1.4 


Development of Average Morbidity of Groups of 51 – 100 Employees Opting to Self-Fund in 2016 


Quintile 
Number 


of Groups 


All members - 


% of total 


Morbidity 


of Exiting 


Relative to 


Pool 


Percent that 


self-fund 


1 - Lowest 20% 137 11% 0.19 50% 


2 - Lower 20% 137 16% 0.55 20% 


3 - Middle 20% 136 27% 0.78 10% 


4 - Higher 20% 137 26% 1.04 0% 


5 - Highest 20% 137 20% 1.67 0% 


Total 684 100% 0.43 11% 


Please note that the 0.43 average morbidity is the average morbidity of only those that self-fund relative 


to the small group single risk pool. The relative morbidity does not composite to 1.0 (but is close) using 


member weights because they should be composited using member months (not shown here). 


Group Market Deterioration 


Consistent with a national trend of employers in the small group market slowly exiting the markets and 


dropping coverage, we assumed that 2% of 2-50 sized groups will drop coverage annually. We assumed 


that these groups exit based on affordability of coverage which is unrelated to health status, thus we 


assumed that these exits would not impact the morbidity of the small group single risk pool. 


Rate Shock 


Some small groups sized 2-50 will experience a rate shock as they are forced out of grandfathered or 


transitional policies and into ACA compliant plans.  We assumed that 65% of employers getting a rate 


shock of 20% or more drop coverage. Rate shock was estimated by comparing the 2014 non-ACA 


compliant premiums trended forward to the average premium for ACA compliant policies, adjusted for 


the age of the covered employees of the group. 


Individual Take-up amongst Dropped Groups 


We assumed 85% of the members whose employers stop offering coverage because of rate shock or 


general small group market deterioration purchase coverage in the individual market and that their 


relative morbidity is equal to that of the single risk pool in the individual market. 
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Methodology 


Our starting point was group level information on 2014 starting status (ACA, grandfathered, transitional, 


and terminating), age, enrolled months, premiums, and group size.  


We developed 2015 ACA premiums by applying 2014-2015 rate increases and ACA trends to 2014 ACA 


premiums. Future ACA premiums were calculated by trending 2015 premiums for ACA compliant plans 


and trending, age-adjusting, and morbidity-adjusting the 2015 market-average on- and off-exchange ACA 


premiums. 


We divided the small group population into three segments (groups of 1, groups of size 2-50, and groups 


of 51-100) since different rules apply to each that govern how the members move. For each segment, we 


developed and used decision trees to model the various group and market characteristics that determine 


the ending statuses of these members.  


There were approximately 6,400 groups in the data collected for Phase I of Wakely’s analysis. Because of 


the large number of scenarios for each group and the relatively small number of groups, movement of a 


single group with a large number of members would have caused the results to be artificially sensitive, 


modeling was performed at the member rather than the group level.  For example, when modeling the 


event that 65% of groups with a rate increase over 20% drop coverage, one must decide which groups will 


drop and which will stay. When this decision is made at the group level and there are not many groups to 


move around, the end results become very sensitive to which groups get moved especially if one of the 


groups is much larger than the other. To get around this artificial sensitivity, we modeled movement at 


the member level. Going back to the example above, instead of having 65% of the groups drop coverage, 


we modeled 65% of the members will drop coverage. 


When comparing premiums across plans and markets, we adjusted for average age and morbidity. 


However, we were unable to adjust for average benefit richness due to lack of data. We therefore 


assumed that when someone migrates from small group to individual or from pre-ACA plan to an ACA 


plan, they purchase a plan with the average benefit richness in the market one is migrating to.  


Groups of 1 


Members starting in groups of 1 pre-ACA could end up in one of four ending statuses: grandfathered, 


transitional, individual ACA, or small group ACA depending on where they started.  Groups of 1 are not 


allowed to continue in the group market unless they have grandfathered or transitional status. Otherwise, 


they go into the individual ACA market. 


Groups starting in grandfathered plans are likely to stay in grandfathered plans. They may switch to 


individual ACA plans but since they cannot return to grandfathered plans, the decision will require 


individual premiums to be significantly lower (after normalizing for age). We used 10% as the threshold. 
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That is, if individual ACA premiums are 10% lower than trended grandfathered premiums, the groups will 


switch to individual ACA plans.  Otherwise they stay grandfathered. 


Groups starting in grandmothered policies have exactly the same decision tree as grandfathered policies 


with the exception that grandmothered policies can end in 2016 or 2017 depending on the scenario 


modeled. When grandmothered policies end, then these groups must move to individual ACA plans if they 


want to continue coverage. We assumed no such groups drop coverage because they have already 


indicated preference for coverage and are likely to take–up coverage whether it be in the individual or 


small group market. 


The remaining groups were in terminating plans and were assigned to Individual ACA plans starting in 


2015. 


Groups of 1 starting out in ACA compliant plans were treated as groups of 2-50. The assumption is that if 


they are in ACA compliant plans, then they can’t be groups of 1. 


Groups of 2-50 Employees 


Groups of 2-50 can end in grandfathered, grandmothered, individual ACA, small group ACA, and dropped 


(uninsured). The ending status depends on what status they started out in. 


Groups starting out in grandfathered and transitional statuses work exactly the same way as for groups 


of 1 with the exception that instead of ending up in individual ACA, they end up in small group ACA plans 


when the appropriate criteria are met. 2% of all grandfathered and transitional employers are assumed 


to drop coverage and 85% of these members are assumed to take up coverage in the individual ACA 


market while others go uninsured.  


Employers in groups of 2-50 that start out in ACA compliant plans or terminating plans in 2014 have to 


decide whether they stay in ACA compliant plans or stop offering group coverage. 2% are assumed to drop 


coverage to model the effect of small group market deterioration. The rest will base their decision on their 


estimated rate increase. For those employers with estimated rate increases exceeding 20%, we assume 


65% will drop. Of the members dropped from small group, 85% will purchase individual policies while the 


rest will end up in the drop bucket meaning they go uninsured or purchase large group coverage through 


a spouse. 


To estimate future premiums for groups that started out in ACA compliant plans in 2014, we trended 


forward their 2014 premiums. For groups that did not start out in ACA compliant plans, we estimated 


what their premiums would have been under an ACA compliant plan using market average exchange 


premiums in 2014 and adjusting them for trend, morbidity, and age.  
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Groups of 51-100 Employees 


The logic for groups of size 51-100 does not apply until 2016, as these groups are considered part of the 


large group market through 2015. 


The grandfathered and transitional logic for groups of 51-100 is identical to groups of 2-50 with the 


exception of 2% market deterioration which is assumed not to apply to groups of 51-100. 


Additionally, these groups are assumed to not drop coverage but instead may choose to self-fund. 89% of 


the 51-100 groups with a status of terminating migrate to the small group ACA market while the rest self-


fund. This assumption is the same as what is shown in the self-funding section above. 


2.2 Limitations of Analysis 


This report is intended for use by the New Hampshire Insurance Department (NHID) for estimating the 


impact of various policy changes on the individual and small group health insurance markets in 2016 and 


2017. The model should not be used or relied upon for any other purposes, including rating by health 


insurance companies. Wakely does not guarantee the results of this analysis. Differences between the 


estimates provided in this report and actual amounts will depend on the extent to which future experience 


conforms to the assumptions used in the model. Actual amounts will differ from projected amounts to 


the extent actual experience deviates from the assumptions utilized in the analysis.  


Wakely does not intend to benefit third parties and assumes no duty or liability to other parties who 


receive this work. The report should only be utilized by qualified individuals with an understanding of the 


assumptions and limitations. Any results of this analysis should only be shared with complete 


documentation and with an understanding of the assumptions and limitations of the analysis. 


In developing the model, Wakely relied on the following information: 


 2014 health insurance enrollment collected from health insurers, third party administrators, and 


New Hampshire’s Medicaid program. 


 Member level 2014 health insurance premiums collected from health insurers 


 Uninsured individual/household data from the 2013 Current Population Survey 


 2015 health insurance rate increases from the System for Electronic Rate and Form Filings (SERFF) 
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 Post-ACA uninsured estimates from the Society of Actuary’s Cost of the Newly Insured under the 


Affordable Care Act. 7 


 Estimates of the number of individuals covered in the individual market in 2014 who were eligible 


for Medicaid expansion provided by NHID. 


 Estimates of the number of individuals projected to enroll in Medicaid expansion provided by 


NHID. 


 Estimates of the impact of phasing out the ACA transitional reinsurance program developed based 


on Wakely’s reinsurance model. 


We have not audited or verified these data and other information. If the underlying data or information 


is inaccurate or incomplete, the results of our analysis may likewise be inaccurate or incomplete. 


Users of this report should be aware of the following limitations: 


 The analysis relies on many assumptions including employer and individual decisions related to 


health insurance take-up and plan selection and health insurance trends. Any difference in actual 


experience will create differences between projected and actual results. 


 The analysis utilized a simplified methodology for estimating premiums for 2016 and 2017 and 


actual premiums may differ based on the approaches employed by New Hampshire’s insurers. 


 The analysis assumes that individuals eligible for Medicaid expansion but enrolled in group plans 


stay in their group plan. It is Wakely’s understanding that many of these individuals may be eligible 


for Medicaid premium assistance, in which case, the individuals would remain in their current risk 


pool and not impact premiums in other risk pools. 


 As noted above, the analysis relies on enrollment data collected as part of the Phase I analysis. 


This data does not capture all New Hampshire residents. Excluded populations include individuals 


and employer groups covered by insurers with small market share (fewer than 500 covered lives) 


and New Hampshire residents covered under policies that are not originated in New Hampshire. 


In Wakely’s review of the data compared to other available sources, some differences were 


identified but could not be resolved. 


                                                           


7 https://www.soa.org/NewlyInsured/ 
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 All market changes are assumed to occur as of January 1st of the year being projected. For 


example, elimination of grandmothered policies in 2017 is modeled such that grandmothered 


plans are all terminated as of January 1, 2017. 


3. ENROLLMENT PROJECTIONS BY PROGRAM AREA 


In order to model the impacts of the expected changes to the individual and small group markets, Wakely 


had to make various assumptions about the uninsured and Medicaid populations as described above. 


Table 3.1.1 shows the expected changes for each of the insurance markets and coverage areas that were 


included in the analysis. Note that due to limitations in the data collected as part of the Phase I analysis, 


the totals in Table 3.1.1 are not reflective of the entire New Hampshire population under age 65 and 


excludes groups not covered by the carriers included in Wakely’s data collection (see Phase I report for 


more information). It also excludes New Hampshire residents in policies that are not sitused in New 


Hampshire.  


Table 3.1.1 


Projected Enrollment in the New Hampshire Small Group Market Through 2017 


Market 2014 2015 2016 2017 


Medicaid - Non-Expansion 127,968 128,569 128,799 129,023 


Medicaid - Expansion 0 21,643 27,205 0 


Medicaid - Expansion Employer Premium Subsidy 0 10,000 14,000 0 


Individual - ACA Compliant 39,204 60,783 79,722 102,431 


Individual - Terminating 6,963 0 0 0 


Individual - Grandmothered 8,714 8,166 7,686 0 


Individual - Grandfathered 5,914 4,660 3,813 3,813 


Small Group (<50) - ACA Compliant* 12,264 45,774 46,983 68,180 


Small Group (<50) - Terminating* 34,115 0 0 0 


Small Group (<50) - Grandmothered* 29,070 24,399 23,640 0 


Small Group (<50) - Grandfathered* 1,020 814 798 782 


Mid-Size Group (51 - 100) - ACA Compliant* 0 0 19,722 21,415 


Mid-Size Group (51 - 100) - Terminating* 21,011 20,902 0 0 


Mid-Size Group (51 - 100) - Grandmothered* 1,018 996 988 0 


Mid-Size Group (51 - 100) - Grandfathered* 1,336 1,336 314 314 


Large Group (101+) and Self-Funded 370,478 364,287 365,546 376,892 


Uninsured 121,827 88,572 61,685 78,052 


Total 780,902 780,902 780,902 780,902 


*Excludes self-funded 
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The following is a summary of changes reflected in Table 3.1.1. Please see the Methodology, Assumptions 


and Limitations of Analysis section for additional details. 


 Traditional Medicaid: Small growth in the traditional (non-expansion) Medicaid population. New 


Hampshire experienced an increase of 9,431 traditional, non-expansion, Medicaid enrollees as a 


result of the implementation of the 2014 changes under the ACA. This is known as the “woodwork 


effect,” since this population was eligible for, but not enrolled in Medicaid prior to 2014. 


 Medicaid Expansion: The Medicaid expansion population is projected to include roughly 32,000 


enrollees in 2015 and 41,000 in 2016. Approximately 10,000 of the 2015 enrollees and 14,000 of 


the 2016 enrollees are expected to have coverage through employer sponsored plans and 


potentially be eligible for premium assistance through the Medicaid program. These individuals 


are assumed not to be enrolling in QHPs in 2016, and remain in their current risk pools. 


 Individual Market: The number of individuals enrolled in plans in the individual market (excluding 


the Medicaid expansion population) is expected to increase as additional uninsured take-up 


insurance as a result of the federal premium subsidies available and the increase in penalties for 


not having insurance. There is also an expectation that small employers (under 50 employees) will 


continue to drop coverage given the viability of the individual market and the availability of 


federal subsidies for low wage employees. There will also be a shift as individual market 


policyholders move from grandfathered and grandmothered policies to ACA-compliant plans. 


 Small Group Market (2 – 50 employees): Similar to the individual market, the small group market 


will experience a shift from grandfathered and grandmothered policies to ACA-compliant plans 


over time. Overall, there is an expectation that some small group employers will drop coverage 


and these formerly covered employees will find coverage either in the individual market or 


through a spouse’s employer plan. 


 Mid-Size Group Market: Employer groups with 51 – 100 employees will become part of the small 


group, ACA-compliant market beginning in 2016 unless they are in grandfathered plans or choose 


to self-fund (likely with stop loss coverage). Wakely does not expect many of these groups to drop 


coverage, assuming the employer mandate will begin to apply to these groups starting in 2016 


(based on current law and guidance). 


 Large Group and Self-Funded Groups: These groups are assumed to not drop coverage.  However, 


some employees in this group are assumed to be eligible for Medicaid expansion, and as noted 


above, some individuals who lose coverage through their current employer may take-up coverage 


through a spouse’s plan. 


 Uninsured: The number of uninsured is expected to decrease through 2016 as a result of the 


expansion of Medicaid, increases in the number of enrollees in traditional, non-Expansion 
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Medicaid, and additional take-up in the individual market as awareness of federal subsidies and 


penalties for not having insurance increases. See the Methodology, Assumptions and Limitations 


of Analysis section for more information on how changes to the uninsured population were 


modeled. The projected number of uninsured increases in 2017 as a result of the expected 


sunsetting of the Medicaid expansion program. If Medicaid expansion does not sunset, the 


number of uninsured is estimated to be 59,264. 


4. INDIVIDUAL MARKET SINGLE RISK POOL IMPACTS 


The changes anticipated to the markets, including Medicaid expansion and elimination of transitional 


policies, is expected to have the greatest impact on the individual market. The following outlines the 


expected impact based on the methodology and assumptions outlined in Section 2 of this report. 


4.1 Population Migration Impacting Single Risk Pool 


Table 4.1.1 outlines the expected changes to the individual market single risk pool based on where each 


population started in 2014. Enrollment in this market is expected to increase significantly as changes in 


other parts of the health insurance market occur as described following the table. 


 Table 4.1.1 


Projected Enrollment in the New Hampshire Individual Market Single Risk Pool  


Status in 2014 2014 2015 2016 2017 


Individual - ACA Compliant 39,204 31,331 31,331 39,204 


Individual - Terminating  6,963 6,963 6,963 


Individual - GF/GM  1,802 3,129 10,815 


Medicaid - Expansion  0 24,485 0 


Small Group Market  5,212 6,420 10,715 


Mid-Size Group Market  0 0 0 


Uninsured  15,475 31,879 34,734 


Total Individual Market Risk Pool 39,204 60,783 104,207 102,431 


The following describes the projected enrollment changes for each of the populations included in Table 


4.1.1. Unlike Table 1.1.1, Table 4.1.1 includes the Medicaid Expansion population which is expected to be 


part of the individual market single risk pool in 2016. 


 Individual – ACA Compliant: Based on the data collected from individual market health insurers, 


there were approximately 39,200 enrollees in ACA compliant plans in the individual market in 


April/June 2014. In 2015, roughly 31,000 are expected to remain in the single risk pool, as some 


will be eligible for Medicaid expansion (which makes them ineligible for subsidies available 


through the Exchange). 
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 Individual – Terminating: Roughly 7,000 individuals were reported in the 2014 enrollment data 


as being enrolled in 2013 plans that would be terminating in 2014. We are assuming that in 2015, 


these individuals will enroll in ACA compliant policies. 


 Individual – Grandfathered / Grandmothered: Of the roughly 14,600 total enrollees reported to 


be in grandfathered or grandmothered policies in 2014, we expect about 1,800 will migrate into 


ACA compliant policies in 2015, an additional 1,300 will migrate in 2016 and then another 7,700 


will move into ACA compliant policies in 2017 when grandmothered policies are no longer allowed 


to continue. 


 Medicaid – Expansion: Our baseline scenario assumes the Medicaid expansion population will 


receive coverage through QHPs in 2016. Wakely estimates that roughly 24,500 Medicaid 


expansion enrollees will be included as part of the individual market.  


 Small Group Market: As small groups are assumed to drop coverage as their rates increase and 


the individual market becomes more robust, we estimate that many of those enrollees will take-


up insurance in the individual market. 


 Uninsured: As awareness of the provisions of the ACA increase, more of the uninsured population 


is expected to enroll in coverage through the individual market. 


4.2 Population Morbidity Impact on Single Risk Pool 


The ACA requires that individual policies (other than those that are grandfathered or grandmothered) be 


rated as part of a single risk pool, with rates for any individual set based only on age, geography and 


tobacco use. Populations moving in and out of the single risk pool will have an impact on the rates that 


are charged for the entire pool.  


The populations that will have the most significant impact on the single risk pool in 2016 and 2017 are the 


additional uninsured taking up insurance, the Medicaid expansion population and the grandmothered and 


grandfathered populations that migrate into ACA compliant plans. The impact of these changes on the 


morbidity of the individual market risk pool is summarized in Table 4.2.1.  
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Table 4.2.1 


Projected Impact on Morbidity in the New Hampshire Individual Market Single Risk Pool 


Migration Category 
Impact from 


2015 to 2016 


Impact from 


2016 to 2017 


Migration of individuals from GF / GM to ACA compliant policiies -0.4% -1.8% 


Increased take-up among uninsured -3.2% -0.6% 


Inclusion of Medicaid expansion population into QHPs -2.4% N/A 


Exclusion of Medicaid expansion population from QHPs N/A +1.5% 


Cumulative Impact -5.9% -0.9% 


As take-up in the individual market Health Insurance Exchange increases, the population morbidity is 


expected to decrease. This is due to the expectation that those who are the least healthy will have already 


enrolled in coverage in 2014 and 2015, and that those newly entering the individual market (from 


uninsured status) will be healthier than those already enrolled. As the penalty for not having health 


insurance increases, more of the healthier population will be incented to enroll in coverage. In the absence 


of the Medicaid expansion population entering the individual market, these additional individuals 


entering the individual market, are expected to result in a decrease of 3.2% in the morbidity of the market.  


The impact of the Medicaid expansion population moving into the individual market single risk pool will 


depend heavily on the take-up in Medicaid expansion. Wakely’s estimate assumes that approximately 


76% of the uninsured population eligible for Medicaid expansion will take-up the program by 2016, and 


that the relative morbidity (health risk after normalizing for demographics) will be roughly 9% lower than 


that of the single risk pool prior to the inclusion of the Medicaid expansion. On a normalized basis, this 


population is expected to improve the cost of the individual market single risk pool by 2.4%. If actual take-


up is lower than assumed, the single risk pool morbidity level will be higher than Wakely’s estimates, and 


vice versa if take-up is higher than assumed. 


As part of a separate project for health insurers, Wakely found that based on emerging 2014 claims 


experience in New Hampshire, individuals enrolled in grandmothered and grandfathered policies were 


roughly 25% less costly than individuals enrolled in single risk pool policies based on health status (i.e., 


normalizing for demographic differences). This indicates that as those individuals move into the single risk 


pool, they will improve the overall health risk level of the single risk pool. Based on Wakely’s analysis, the 


cumulative impact of these individuals migrating to ACA compliant policies over two years is roughly 2.2%. 


4.3 Individual Market Single Risk Pool Premium Changes 


Premiums in the individual market will be impacted by the changes in morbidity described above, as well 


as medical trend and the phase out of the federal reinsurance program, which uses contributions collected 


from all sectors of the health insurance market (including individual, small group and large group insured 


and self-funded plans) to offset the costs of high cost enrollees in the individual market in 2014 through 
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2016. The program phases down over three years and is expected to expire in 2017. Based on the 


proposed program parameters for 2016, Wakely expects the phase out of the reinsurance program to 


contribute +3% to health insurance premium increases from 2015 to 2016, and +4% from 2016 to 2017 


(assuming the program is expired in 2017). These adjustments are based on the current proposed 


reinsurance parameters, which are subject to change.  Expected trends, based on those filed by New 


Hampshire insurers are expected to be 8% per year for these policies. 


Normalized for changes in the expected mix of age and plan selections by individuals in the individual 


market, the impact of morbidity, trend and the phase out of the transitional reinsurance program are 


expected to result in average premium increases of approximately 5.1% from 2015 to 2016 and 11.1% 


from 2016 to 2017. Actual premiums may vary based on a variety of factors, including updated trend and 


migration assumptions, plan design changes and resulting changes in utilization, changes in networks or 


medical management programs, changes in issuer administrative expenses and profits, and other 


assumptions made by the issuers in New Hampshire. 


5. SMALL GROUP MARKET IMPACTS 


In the next few years, the small group single risk pool will be impacted by the migration of groups from 


grandfathered / grandmothered policies into ACA compliant plans. Additionally, the ACA requires the 


small group market to expand to include groups with up to 100 employees beginning in 2016. Based on 


current guidance, states have the option to allow carriers to continue groups of 51 – 100 in their current, 


non-ACA compliant policies for renewal through October 1, 2016. The baseline scenario modeled assumes 


that all employer groups with 51 – 100 employees migrate to small group, ACA compliant plans as of 


January 1, 2016, unless they are grandfathered (as reported by carriers as part of the Phase I analysis) or 


choose to self-fund. The following summarizes Wakely’s projections of these impacts on New Hampshire’s 


small group single risk pool. 


5.1 Population Migration Impacting Single Risk Pool 


Table 5.1.1 outlines the expected changes to the small group market single risk pool enrollment based 


on where each population started in 2014. Enrollment in the single risk pool is expected to increase 


significantly as changes in other parts of the health insurance market occur as described following the 


table. 
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Table 5.1.1 


Projected Enrollment in the New Hampshire Small Group Market Single Risk Pool  


Status in 2014 2014 2015 2016 2017 


Small Group (<50) - ACA Compliant 12,264 12,019 11,778 11,543 


Small Group (<50) - Terminating  29,245 28,660 28,087 


Small Group (<50) - GF/GM  3,357 3,289 23,577 


Mid-Size Group (51 – 100)  0 19,619 20,637 


Uninsured  2,145 4,643 5,751 


Total Small Group Market Risk Pool 12,264 46,765 67,990 89,594 


The following describes the projected enrollment changes for each of the populations included in Table 


5.1.1. 


 Small Group (<50) – ACA Compliant: Based on data collected as part of the Phase II analysis, 


Wakely found that only a small proportion (16%) of the small group market had enrolled in ACA 


compliant policies as of April/May 2014 and that most small groups had either opted for early 


renewal (in which case their non-ACA compliant plans would continue until the end of 2014), or 


they were enrolled in grandfathered or grandmothered plans. As noted in the assumptions, 


Wakely is assuming that there is a drop in small groups that continue to offer policies to their 


employees each year as a result of general trends related to small employer drops in coverage 


(and penalties do not apply to these groups). 


 Small Group (<50) – Terminating: These are the groups that were reported by carriers to be 


enrolled in non ACA compliant plans that would not be eligible for renewal at the end of their plan 


year. Roughly 29,200 enrollees in this category reported in the 2014 enrollment data are expected 


to migrate to the small group market single risk pool in 2015. 


 Small Group (<50) – GF / GM: Of the approximately 30,000 enrollees in grandmothered / 


grandfathered small group policies reported in the spring of 2014, roughly 3,300 are expected to 


migrate to ACA compliant policies in 2016 and an additional 20,200 are expected to move to ACA 


compliant plans when grandmothered policies can no longer be offered in 2017 (or earlier should 


the state and/or issuers choose to terminate the policies). 


 Mid-Size Group (51 – 100): Employer groups with 51 – 100 enrollees will be included in the small 


group market in 2016. Wakely estimates this will increase the small group market by roughly 


20,600 enrollees after accounting for those that choose to self-fund. 


 Uninsured: As noted in Section 2 of the report, Wakely is assuming additional take-up of 


uninsured individuals as penalties for not having health insurance increase (leveling off in 2016). 


Since a subset of the uninsured population is expected to have access to employer sponsored 
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coverage, we are assuming some increase in small group market enrollment as a result of these 


additional uninsured taking up insurance. 


5.2 Population Morbidity Impact on Single Risk Pool 


Similar to the individual market, the small group policies (other than those that are grandfathered or 


grandmothered) are rated as part of a separate single risk pool. Populations moving in and out of the 


single risk pool will have an impact on the rates that are charged for the entire pool.  


The populations that will have the most significant impact on the single risk pool in 2016 and 2017 are the 


migration of groups from grandmothered and grandfathered policies to ACA-compliant policies, 


uninsured who take-up insurance to avoid the penalty for not having insurance, and entry of groups of 


51-100 into the small group single risk pool. Groups that leave the small group market risk pool, including 


groups of 1 that are no longer considered ‘small group’ under ACA, groups that self-fund, and groups that 


drop coverage are assumed in this analysis to not have an impact on the overall morbidity of the pool. 


The impact of the changes on the morbidity of the individual market risk pool is summarized in Table 5.2.1.  


Table 5.2.1 


Projected Impact on Morbidity in the New Hampshire Small Group Market Single Risk Pool 


Migration Category 
Impact from 


2015 to 2016 


Impact from 


2016 to 2017 


Migration of individuals from GF / GM Policies to ACA compliant 0.0% -0.4% 


Increased take-up among uninsured -0.7% -0.2% 


Inclusion of 51-100 groups in single risk pool +2.6% N/A 


Cumulative Impact +1.9% -0.6% 


As part of a separate project for health insurers, Wakely found that based on emerging  claims experience 


in New Hampshire, groups in grandmothered and grandfathered policies were roughly 1% less costly than 


groups in single risk pool policies based on 2014 health status (i.e., normalizing for demographic 


differences). This indicates that as those grandfathered and grandmothered groups move into the single 


risk pool, they will slightly improve the overall health risk level of the single risk pool. 


Groups of 51-100 will enter the ACA small group single risk pool when the small group market is expanded 


in 2016. To comply with ACA small group rating restrictions, groups may lose their preferred rating 


statuses in effect prior to ACA compliance. For example, 


 Larger groups have a smaller rate up factor than smaller sized groups due to the group size 


rating factor. This rating factor is no longer allowed and hence, larger groups that were 


benefiting from this rating factor will get a rate-up to subsidize the smaller groups.  
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 Groups with younger populations will get a rate increase and the older groups will receive a rate 


decrease due to the ACA age rating restrictions.  


 Groups that may have had lower rates due to a healthier population than average will now be 


part of the single risk pool and will no longer benefit from the health status of their populations. 


As these groups join the single risk pool some groups, especially those with younger and/or healthier 


populations, will experience large rate increases. These groups of 51-100 will consider self-funding as an 


option. We assumed 50% of the healthiest groups, 10-20% of the moderately healthy, and 0% of the sicker 


groups in the single risk pool will choose to self-fund and leave the single risk pool.  This equates to 11% 


of the total members leaving the single risk pool and their morbidity is 0.43 relative to the single risk pool. 


This will leave the less healthy groups of 51 – 100 to join the small group risk pool, increasing the morbidity 


of the single risk pool. 


5.3 Small Group Market Single Risk Pool Premium Changes 


Premiums in the small group market will be impacted by the changes in morbidity described above, as 


well as medical trend (the federal reinsurance program does not apply to the small group market). 


Expected trends, based on those filed by New Hampshire insurers, are expected to be 7.5% per year for 


these policies. 


Normalized for changes in the expected mix of age and plan selections in the small group market, the 


impact of morbidity and trend are expected to result in average premium increases of approximately 9.4% 


from 2015 to 2016 and 6.9% from 2016 to 2017. Actual premiums may vary based on a variety of factors, 


including updated trend assumptions, plan design changes and resulting changes in utilization, changes in 


networks or medical management programs, changes in issuer administrative expenses and profits, and 


other assumptions made by the issuers in New Hampshire. 


6. CONCLUSIONS 


The anticipated changes to the health insurance markets over the next few years are expected to have a 


greater impact on the individual market than they will on the small group market. Enrolling the Medicaid 


expansion population in QHPs is expected to have a positive impact on the morbidity of the individual 


market, as is the phase out of grandmothered policies. In the small group market, the phase out of the 


grandmothered policies is expected to have minimal impact on the overall morbidity of the small group 


market single risk pool. Expansion of the small group market to groups with up to 100 employees could 


have a negative impact on the small group market single risk pool morbidity level, if a large number of 


healthier groups choose to self-fund. 
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7. ACTUARIAL CERTIFICATION 


I, Julia Lerche, am a Fellow in the Society of Actuaries (FSA) and a member of the American Academy of 


Actuaries (MAAA).  I meet the qualification standards for performing the actuarial analyses included in 


this report. 


Wakely Consulting Group, Inc. relied on information provided by NHID, active issuers and TPAs in New 


Hampshire, health insurance rate filings on SERFF, and publicly available information to develop the 


analysis in this report.  Please refer to the Methodology, Assumptions and Limitations of Analysis section 


for information on these reliances and limitations of the analysis. 
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www.nh.gov/insurance


Insurance is complex – we are here to help.


The NHID Consumer Services 
staff helps people who have 
questions or complaints 
about their coverage.


(800) 852-3416
Take one!
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Why HealthCost?


Health care costs continue to rise. 
Consumers are being told to manage their 
health care expenditures wisely. But how?
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Consumers need help.


These days, online tools help consumers get 
the best price on airline tickets, car rentals, 


hotels, and many other purchases. 
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• Who provides the service


Health care is different.
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When it comes to health care, costs can 
vary widely depending on:


• Whether you have insurance or not


• Which insurance company you use


• …and other factors







It’s confusing.


For consumers, health care can feel like a 
roulette wheel: you never know what you will 


pay until you get the bill.
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Introducing HealthCost


A tool to help consumers estimate what they 
will pay before they have a medical 


procedure.
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HealthCost is easy to use.
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1. Go to 
nhhealthcost.nh.gov


2.Choose “Health 
Costs for Consumers”


3. Choose “Insured” or 
“Uninsured”


4. Complete the online 
form.







HealthCost provides answers.


HealthCost tracks more than two dozen 
medical procedures including:
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• Emergency Room Visits
• Radiology – such as CT scans, MRI, 


Ultrasound and X-rays 
• Procedures – from arthrocentesis to 


tonsillectomies 







HealthCost helps compare costs.
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HealthCost provides 
cost estimates for a 
procedure:


• from a variety of 
providers 


• in locations as 
close or far away 
as you choose


• based your 
insurance







HealthCost data is timely.


The information comes from New 
Hampshire's health insurers and is stored as 


a part of the Comprehensive Health Care 
Information System (NHCHIS).


.
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HealthCost is based on real data.


Data on pricing, health care providers, and 
health care procedures will be updated 


quarterly.


.
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Prices quoted include the combined total 
cost of the procedure.


.







Questions or Comments?


Please direct any questions or comments to:


Tyler J. Brannen
Tyler.J.Brannen@ins.nh.gov
New Hampshire Insurance Department
21 South Fruit St, Suite 14
Concord, NH 03301
(603) 271-7973
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Thank You


Contact Information


New Hampshire Insurance 
Department
21 South Fruit Street, Suite #14
Concord, NH 03301
requests@ins.nh.gov
Phone: (603) 271-2261
Fax: (603) 271-1406
TTY/TDD: 1 (800) 735-2964


www.nh.gov/insurance
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NHCHIS Data
Evaluation and Management Codes - Statewide Summary
CY2013 Data


Procedure 
Code


Description
Provider 


Type
 Count 


Charge 
Amount 


25th 
Percentile


Charge 
Amount 
Median


Charge 
Amount 


75th 
Percentile


Allowed 
Amount 25th 


Percentile


Allowed 
Amount 
Median


Allowed 
Amount 75th 


Percentile


99202 Office or other outpatient visit - new patient - level 2 HOSP        1,412 $109 $129 $185 $50 $91 $145
99202 Office or other outpatient visit - new patient - level 2 PROF      31,799 $124 $151 $195 $86 $108 $134
99203 Office or other outpatient visit - new patient - level 3 HOSP        1,875 $191 $237 $294 $74 $139 $216
99203 Office or other outpatient visit - new patient - level 3 PROF      73,998 $171 $212 $245 $125 $149 $181
99204 Office or other outpatient visit - new patient - level 4 HOSP            887 $165 $300 $532 $62 $126 $273
99204 Office or other outpatient visit - new patient - level 4 PROF      31,606 $230 $310 $364 $181 $223 $278
99211 Office or other outpatient visit - established patient - level 1 HOSP        9,843 $85 $117 $121 $41 $63 $79
99211 Office or other outpatient visit - established patient - level 1 PROF      23,897 $42 $54 $76 $26 $30 $39
99212 Office or other outpatient visit - established patient - level 2 HOSP      11,417 $117 $181 $194 $58 $101 $127
99212 Office or other outpatient visit - established patient - level 2 PROF      88,085 $75 $90 $121 $50 $59 $77
99213 Office or other outpatient visit - established patient - level 3 HOSP      17,530 $125 $209 $300 $67 $118 $179
99213 Office or other outpatient visit - established patient - level 3 PROF    737,799 $120 $149 $169 $92 $103 $130
99214 Office or other outpatient visit - established patient - level 4 HOSP      13,656 $191 $300 $489 $83 $176 $278
99214 Office or other outpatient visit - established patient - level 4 PROF    497,825 $180 $217 $255 $136 $155 $191
99215 Office or other outpatient visit - established patient - level 5 HOSP        3,242 $225 $391 $731 $73 $203 $268
99215 Office or other outpatient visit - established patient - level 5 PROF      34,815 $225 $295 $361 $176 $208 $272
99243 Office Consult - established patient - level 3 HOSP            128 $196 $355 $493 $44 $149 $209
99243 Office Consult - established patient - level 3 PROF      43,164 $255 $274 $356 $160 $201 $232
99244 Office Consult - established patient - level 4 HOSP            176 $191 $430 $538 $84 $191 $324
99244 Office Consult - established patient - level 4 PROF      35,926 $345 $398 $530 $254 $302 $349
99283 Emergency Department Visit - level 3 PROF      29,052 $171 $198 $245 $79 $90 $112
99283 Emergency Department Visit - level 3 HOSP      30,531 $438 $551 $740 $302 $394 $482
99284 Emergency Department Visit - level 4 HOSP      23,904 $600 $1,155 $1,356 $438 $682 $887
99284 Emergency Department Visit - level 4 PROF      32,784 $265 $362 $384 $151 $172 $210
99285 Emergency Department Visit - level 5 HOSP      11,065 $881 $1,155 $2,001 $585 $830 $1,308
99285 Emergency Department Visit - level 5 PROF      20,846 $450 $530 $580 $221 $265 $313
99393 Preventive Medicine Visit - age 5 to 11 HOSP  <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 PROF      33,566 $183 $201 $228 $152 $166 $187
99394 Preventive Medicine Visit - age 12 to 17 HOSP  <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 PROF      29,255 $200 $223 $250 $164 $181 $204
99395 Preventive Medicine Visit - age 18 to 39 HOSP            137 $92 $169 $182 $55 $63 $77
99395 Preventive Medicine Visit - age 18 to 39 PROF      59,973 $200 $229 $256 $166 $185 $208
99396 Preventive Medicine Visit - age 40 to 64 HOSP            428 $92 $145 $206 $62 $72 $94
99396 Preventive Medicine Visit - age 40 to 64 PROF    132,903 $220 $250 $278 $179 $198 $219







NHCHIS Data
Evaluation and Management Codes -Detailed Summary
CY2013 Data


Procedure 
Code


Description
Provider 


Type
Carrier Product  Count 


Charge 
Amount 


25th 
Percentile


Charge 
Amount 
Median


Charge 
Amount 


75th 
Percentile


Allowed 
Amount 25th 


Percentile


Allowed 
Amount 
Median


Allowed 
Amount 75th 


Percentile


99202 Office or other outpatient visit - new patient - level 2 HOSP OTHER POS 34             $93 $162 $221 $62 $77 $101
99202 Office or other outpatient visit - new patient - level 2 HOSP HPHC PPO 42             $129 $168 $229 $48 $85 $169
99202 Office or other outpatient visit - new patient - level 2 HOSP HPHC HMO 63             $129 $185 $221 $0 $79 $85
99202 Office or other outpatient visit - new patient - level 2 HOSP OTHER ALL 72             $102 $162 $221 $65 $85 $139
99202 Office or other outpatient visit - new patient - level 2 PROF CIGNA POS 84             $114 $142 $195 $83 $107 $144
99202 Office or other outpatient visit - new patient - level 2 HOSP HPHC ALL 106           $129 $185 $221 $0 $85 $142
99202 Office or other outpatient visit - new patient - level 2 PROF ANTHEM EPO 108           $120 $148 $195 $93 $94 $122
99202 Office or other outpatient visit - new patient - level 2 HOSP ANTHEM POS 111           $109 $129 $185 $36 $98 $150
99202 Office or other outpatient visit - new patient - level 2 PROF ANTHEM IND 122           $121 $144 $178 $94 $100 $130
99202 Office or other outpatient visit - new patient - level 2 PROF OTHER IND 142           $125 $150 $167 $86 $86 $115
99202 Office or other outpatient visit - new patient - level 2 HOSP ALL POS 151           $109 $129 $203 $44 $77 $149
99202 Office or other outpatient visit - new patient - level 2 PROF HPHC POS 166           $117 $135 $170 $80 $99 $131
99202 Office or other outpatient visit - new patient - level 2 HOSP ANTHEM PPO 188           $109 $129 $163 $43 $105 $150
99202 Office or other outpatient visit - new patient - level 2 PROF CIGNA EPO 259           $111 $158 $195 $83 $103 $144
99202 Office or other outpatient visit - new patient - level 2 PROF ALL IND 269           $125 $150 $174 $86 $94 $122
99202 Office or other outpatient visit - new patient - level 2 HOSP CIGNA PPO 318           $129 $185 $221 $77 $108 $111
99202 Office or other outpatient visit - new patient - level 2 PROF OTHER EPO 327           $130 $159 $195 $91 $133 $187
99202 Office or other outpatient visit - new patient - level 2 HOSP CIGNA ALL 330           $129 $185 $221 $77 $109 $114
99202 Office or other outpatient visit - new patient - level 2 PROF OTHER PPO 332           $126 $154 $195 $79 $114 $164
99202 Office or other outpatient visit - new patient - level 2 PROF OTHER HMO 408           $125 $154 $185 $103 $126 $141
99202 Office or other outpatient visit - new patient - level 2 HOSP ALL PPO 564           $129 $132 $221 $76 $105 $145
99202 Office or other outpatient visit - new patient - level 2 HOSP ANTHEM HMO 586           $109 $129 $185 $36 $86 $145
99202 Office or other outpatient visit - new patient - level 2 HOSP ALL HMO 664           $109 $129 $185 $37 $84 $145
99202 Office or other outpatient visit - new patient - level 2 PROF ALL EPO 700           $125 $158 $195 $88 $118 $144
99202 Office or other outpatient visit - new patient - level 2 HOSP ANTHEM ALL 904           $109 $129 $185 $38 $95 $147
99202 Office or other outpatient visit - new patient - level 2 HOSP ALL ALL 1,412        $109 $129 $185 $50 $91 $145
99202 Office or other outpatient visit - new patient - level 2 PROF ANTHEM POS 1,779        $124 $154 $195 $94 $106 $134
99202 Office or other outpatient visit - new patient - level 2 PROF OTHER POS 2,815        $122 $150 $185 $76 $109 $132
99202 Office or other outpatient visit - new patient - level 2 PROF ANTHEM PPO 2,999        $121 $150 $190 $94 $100 $131
99202 Office or other outpatient visit - new patient - level 2 PROF HPHC PPO 3,542        $125 $155 $194 $84 $111 $145
99202 Office or other outpatient visit - new patient - level 2 PROF OTHER ALL 4,024        $125 $151 $190 $81 $113 $138
99202 Office or other outpatient visit - new patient - level 2 PROF HPHC HMO 4,254        $124 $154 $190 $84 $115 $141
99202 Office or other outpatient visit - new patient - level 2 PROF ALL POS 4,844        $122 $151 $190 $83 $109 $134
99202 Office or other outpatient visit - new patient - level 2 PROF CIGNA PPO 7,010        $121 $151 $195 $83 $107 $132
99202 Office or other outpatient visit - new patient - level 2 PROF CIGNA ALL 7,358        $121 $151 $195 $83 $107 $132
99202 Office or other outpatient visit - new patient - level 2 PROF ANTHEM HMO 7,441        $122 $153 $195 $94 $103 $134
99202 Office or other outpatient visit - new patient - level 2 PROF HPHC ALL 7,968        $125 $154 $194 $84 $114 $141
99202 Office or other outpatient visit - new patient - level 2 PROF ALL HMO 12,103      $124 $154 $195 $92 $110 $134
99202 Office or other outpatient visit - new patient - level 2 PROF ANTHEM ALL 12,449      $123 $151 $195 $94 $101 $134
99202 Office or other outpatient visit - new patient - level 2 PROF ALL PPO 13,883      $124 $151 $195 $85 $107 $134
99202 Office or other outpatient visit - new patient - level 2 PROF ALL ALL 31,799      $124 $151 $195 $86 $108 $134
99202 Office or other outpatient visit - new patient - level 2 HOSP HPHC POS <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP ANTHEM EPO <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP CIGNA POS <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP CIGNA EPO <30 * * * * * *







NHCHIS Data
Evaluation and Management Codes -Detailed Summary
CY2013 Data
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99202 Office or other outpatient visit - new patient - level 2 HOSP OTHER EPO <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP ALL IND <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP ANTHEM IND <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP OTHER HMO <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP OTHER PPO <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 HOSP ALL EPO <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 PROF CIGNA IND <30 * * * * * *
99202 Office or other outpatient visit - new patient - level 2 PROF HPHC EPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP OTHER HMO 39             $131 $226 $340 $55 $58 $145
99203 Office or other outpatient visit - new patient - level 3 HOSP ALL EPO 46             $291 $294 $315 $78 $188 $219
99203 Office or other outpatient visit - new patient - level 3 HOSP HPHC PPO 48             $180 $291 $340 $0 $144 $215
99203 Office or other outpatient visit - new patient - level 3 HOSP HPHC HMO 72             $216 $291 $430 $0 $38 $174
99203 Office or other outpatient visit - new patient - level 3 HOSP OTHER POS 81             $131 $180 $329 $88 $149 $228
99203 Office or other outpatient visit - new patient - level 3 HOSP HPHC ALL 126           $215 $291 $350 $0 $99 $191
99203 Office or other outpatient visit - new patient - level 3 HOSP OTHER ALL 157           $131 $225 $340 $65 $149 $206
99203 Office or other outpatient visit - new patient - level 3 HOSP ANTHEM POS 164           $204 $248 $294 $86 $182 $289
99203 Office or other outpatient visit - new patient - level 3 PROF CIGNA POS 183           $160 $213 $259 $115 $143 $190
99203 Office or other outpatient visit - new patient - level 3 HOSP ANTHEM PPO 247           $225 $294 $314 $72 $160 $228
99203 Office or other outpatient visit - new patient - level 3 HOSP ALL POS 252           $162 $225 $294 $86 $166 $241
99203 Office or other outpatient visit - new patient - level 3 PROF ANTHEM EPO 293           $171 $211 $240 $137 $164 $172
99203 Office or other outpatient visit - new patient - level 3 PROF HPHC POS 327           $171 $214 $230 $136 $171 $201
99203 Office or other outpatient visit - new patient - level 3 PROF ANTHEM IND 347           $175 $214 $229 $134 $139 $172
99203 Office or other outpatient visit - new patient - level 3 HOSP CIGNA PPO 382           $180 $225 $291 $98 $132 $169
99203 Office or other outpatient visit - new patient - level 3 HOSP CIGNA ALL 395           $180 $225 $291 $95 $132 $169
99203 Office or other outpatient visit - new patient - level 3 PROF OTHER IND 476           $175 $221 $260 $124 $133 $160
99203 Office or other outpatient visit - new patient - level 3 PROF CIGNA EPO 502           $150 $192 $251 $123 $128 $173
99203 Office or other outpatient visit - new patient - level 3 HOSP ALL PPO 699           $191 $225 $314 $83 $132 $189
99203 Office or other outpatient visit - new patient - level 3 HOSP ANTHEM HMO 756           $225 $266 $294 $74 $161 $282
99203 Office or other outpatient visit - new patient - level 3 PROF ALL IND 839           $175 $215 $248 $124 $137 $167
99203 Office or other outpatient visit - new patient - level 3 PROF OTHER EPO 866           $185 $220 $259 $138 $173 $205
99203 Office or other outpatient visit - new patient - level 3 HOSP ALL HMO 867           $222 $275 $294 $63 $151 $241
99203 Office or other outpatient visit - new patient - level 3 PROF OTHER PPO 975           $171 $211 $251 $110 $145 $180
99203 Office or other outpatient visit - new patient - level 3 PROF OTHER HMO 1,077        $200 $222 $259 $129 $171 $203
99203 Office or other outpatient visit - new patient - level 3 HOSP ANTHEM ALL 1,197        $225 $291 $294 $74 $161 $260
99203 Office or other outpatient visit - new patient - level 3 PROF ALL EPO 1,668        $171 $214 $251 $128 $157 $192
99203 Office or other outpatient visit - new patient - level 3 HOSP ALL ALL 1,875        $191 $237 $294 $74 $139 $216
99203 Office or other outpatient visit - new patient - level 3 PROF ANTHEM POS 4,175        $171 $214 $237 $135 $140 $172
99203 Office or other outpatient visit - new patient - level 3 PROF OTHER POS 6,343        $171 $217 $235 $110 $144 $179
99203 Office or other outpatient visit - new patient - level 3 PROF ANTHEM PPO 7,130        $171 $212 $236 $136 $140 $172
99203 Office or other outpatient visit - new patient - level 3 PROF HPHC PPO 8,189        $175 $214 $251 $124 $171 $203
99203 Office or other outpatient visit - new patient - level 3 PROF HPHC HMO 9,681        $171 $214 $245 $124 $168 $199
99203 Office or other outpatient visit - new patient - level 3 PROF OTHER ALL 9,737        $172 $217 $245 $112 $150 $181
99203 Office or other outpatient visit - new patient - level 3 PROF ALL POS 11,028      $171 $214 $235 $116 $144 $177
99203 Office or other outpatient visit - new patient - level 3 PROF CIGNA PPO 16,358      $171 $211 $240 $115 $153 $173
99203 Office or other outpatient visit - new patient - level 3 PROF ANTHEM HMO 17,053      $171 $211 $240 $135 $140 $172
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99203 Office or other outpatient visit - new patient - level 3 PROF CIGNA ALL 17,059      $171 $211 $240 $115 $153 $173
99203 Office or other outpatient visit - new patient - level 3 PROF HPHC ALL 18,204      $171 $214 $245 $124 $168 $202
99203 Office or other outpatient visit - new patient - level 3 PROF ALL HMO 27,811      $171 $214 $245 $135 $148 $186
99203 Office or other outpatient visit - new patient - level 3 PROF ANTHEM ALL 28,998      $171 $211 $239 $135 $140 $172
99203 Office or other outpatient visit - new patient - level 3 PROF ALL PPO 32,652      $171 $211 $245 $124 $153 $183
99203 Office or other outpatient visit - new patient - level 3 PROF ALL ALL 73,998      $171 $212 $245 $125 $149 $181
99203 Office or other outpatient visit - new patient - level 3 HOSP HPHC EPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP CIGNA IND <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP CIGNA POS <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP HPHC POS <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP ANTHEM IND <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP CIGNA EPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP ALL IND <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP OTHER EPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP ANTHEM EPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 HOSP OTHER PPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 PROF HPHC EPO <30 * * * * * *
99203 Office or other outpatient visit - new patient - level 3 PROF CIGNA IND <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP HPHC HMO 32             $249 $300 $565 $0 $0 $137
99204 Office or other outpatient visit - new patient - level 4 HOSP HPHC PPO 33             $175 $284 $593 $0 $175 $261
99204 Office or other outpatient visit - new patient - level 4 HOSP OTHER POS 57             $165 $165 $419 $40 $103 $281
99204 Office or other outpatient visit - new patient - level 4 PROF CIGNA POS 66             $225 $322 $389 $170 $227 $285
99204 Office or other outpatient visit - new patient - level 4 HOSP HPHC ALL 67             $184 $300 $565 $0 $0 $233
99204 Office or other outpatient visit - new patient - level 4 HOSP ANTHEM POS 84             $170 $260 $533 $59 $118 $280
99204 Office or other outpatient visit - new patient - level 4 HOSP ANTHEM PPO 107           $224 $367 $538 $64 $182 $273
99204 Office or other outpatient visit - new patient - level 4 HOSP OTHER ALL 107           $165 $181 $434 $46 $114 $281
99204 Office or other outpatient visit - new patient - level 4 HOSP ALL POS 144           $165 $243 $532 $50 $118 $281
99204 Office or other outpatient visit - new patient - level 4 PROF HPHC POS 146           $232 $322 $365 $189 $258 $307
99204 Office or other outpatient visit - new patient - level 4 PROF ANTHEM IND 161           $240 $318 $356 $199 $214 $257
99204 Office or other outpatient visit - new patient - level 4 PROF ANTHEM EPO 174           $232 $318 $371 $202 $224 $256
99204 Office or other outpatient visit - new patient - level 4 HOSP CIGNA PPO 178           $165 $257 $378 $76 $120 $177
99204 Office or other outpatient visit - new patient - level 4 HOSP CIGNA ALL 191           $165 $255 $367 $80 $129 $177
99204 Office or other outpatient visit - new patient - level 4 PROF CIGNA EPO 219           $211 $270 $351 $170 $195 $239
99204 Office or other outpatient visit - new patient - level 4 PROF OTHER IND 228           $250 $325 $371 $148 $189 $215
99204 Office or other outpatient visit - new patient - level 4 HOSP ANTHEM HMO 316           $165 $300 $512 $62 $126 $276
99204 Office or other outpatient visit - new patient - level 4 HOSP ALL PPO 334           $175 $300 $533 $73 $153 $250
99204 Office or other outpatient visit - new patient - level 4 HOSP ALL HMO 373           $165 $300 $512 $62 $120 $273
99204 Office or other outpatient visit - new patient - level 4 PROF ALL IND 398           $246 $325 $371 $164 $200 $229
99204 Office or other outpatient visit - new patient - level 4 PROF OTHER PPO 468           $269 $332 $377 $171 $214 $279
99204 Office or other outpatient visit - new patient - level 4 PROF OTHER HMO 474           $295 $350 $385 $218 $260 $307
99204 Office or other outpatient visit - new patient - level 4 PROF OTHER EPO 484           $274 $349 $403 $215 $275 $353
99204 Office or other outpatient visit - new patient - level 4 HOSP ANTHEM ALL 522           $168 $300 $532 $62 $133 $273
99204 Office or other outpatient visit - new patient - level 4 PROF ALL EPO 877           $250 $330 $389 $195 $239 $296
99204 Office or other outpatient visit - new patient - level 4 HOSP ALL ALL 887           $165 $300 $532 $62 $126 $273
99204 Office or other outpatient visit - new patient - level 4 PROF ANTHEM POS 1,897        $225 $300 $358 $200 $214 $270
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99204 Office or other outpatient visit - new patient - level 4 PROF OTHER POS 2,581        $232 $318 $358 $168 $204 $261
99204 Office or other outpatient visit - new patient - level 4 PROF ANTHEM PPO 2,742        $232 $310 $371 $205 $214 $262
99204 Office or other outpatient visit - new patient - level 4 PROF HPHC PPO 3,337        $232 $310 $371 $187 $246 $308
99204 Office or other outpatient visit - new patient - level 4 PROF HPHC HMO 4,195        $232 $323 $371 $189 $258 $307
99204 Office or other outpatient visit - new patient - level 4 PROF OTHER ALL 4,235        $257 $329 $371 $168 $220 $276
99204 Office or other outpatient visit - new patient - level 4 PROF ALL POS 4,690        $232 $318 $358 $168 $213 $268
99204 Office or other outpatient visit - new patient - level 4 PROF CIGNA PPO 6,456        $230 $300 $358 $170 $221 $267
99204 Office or other outpatient visit - new patient - level 4 PROF CIGNA ALL 6,750        $230 $299 $357 $170 $221 $267
99204 Office or other outpatient visit - new patient - level 4 PROF HPHC ALL 7,678        $232 $318 $371 $189 $255 $307
99204 Office or other outpatient visit - new patient - level 4 PROF ANTHEM HMO 7,969        $225 $296 $355 $202 $214 $256
99204 Office or other outpatient visit - new patient - level 4 PROF ALL HMO 12,638      $230 $310 $360 $199 $225 $287
99204 Office or other outpatient visit - new patient - level 4 PROF ANTHEM ALL 12,943      $226 $300 $356 $202 $214 $262
99204 Office or other outpatient visit - new patient - level 4 PROF ALL PPO 13,003      $232 $305 $365 $176 $224 $278
99204 Office or other outpatient visit - new patient - level 4 PROF ALL ALL 31,606      $230 $310 $364 $181 $223 $278
99204 Office or other outpatient visit - new patient - level 4 HOSP CIGNA POS <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP HPHC POS <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP CIGNA IND <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP ANTHEM IND <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP ANTHEM EPO <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP CIGNA EPO <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP OTHER EPO <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP ALL IND <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP OTHER PPO <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP OTHER HMO <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 HOSP ALL EPO <30 * * * * * *
99204 Office or other outpatient visit - new patient - level 4 PROF CIGNA IND <30 * * * * * *
99211 Office or other outpatient visit - established patient - level 1 HOSP ANTHEM EPO 44             $117 $117 $162 $68 $68 $140
99211 Office or other outpatient visit - established patient - level 1 PROF ANTHEM EPO 75             $47 $55 $76 $26 $27 $34
99211 Office or other outpatient visit - established patient - level 1 HOSP OTHER EPO 84             $90 $95 $119 $41 $55 $57
99211 Office or other outpatient visit - established patient - level 1 HOSP CIGNA EPO 87             $60 $79 $95 $40 $46 $54
99211 Office or other outpatient visit - established patient - level 1 PROF CIGNA POS 87             $40 $48 $76 $27 $38 $40
99211 Office or other outpatient visit - established patient - level 1 PROF ANTHEM IND 105           $45 $65 $73 $26 $27 $40
99211 Office or other outpatient visit - established patient - level 1 HOSP ANTHEM IND 133           $117 $117 $121 $71 $86 $90
99211 Office or other outpatient visit - established patient - level 1 PROF HPHC POS 133           $35 $46 $60 $23 $27 $40
99211 Office or other outpatient visit - established patient - level 1 HOSP ALL IND 150           $117 $117 $121 $62 $86 $90
99211 Office or other outpatient visit - established patient - level 1 PROF CIGNA EPO 201           $47 $76 $79 $28 $33 $40
99211 Office or other outpatient visit - established patient - level 1 HOSP OTHER HMO 214           $104 $117 $160 $36 $58 $85
99211 Office or other outpatient visit - established patient - level 1 HOSP ALL EPO 228           $90 $95 $121 $42 $55 $68
99211 Office or other outpatient visit - established patient - level 1 PROF OTHER HMO 231           $46 $50 $76 $33 $36 $50
99211 Office or other outpatient visit - established patient - level 1 PROF OTHER EPO 234           $47 $71 $79 $28 $45 $53
99211 Office or other outpatient visit - established patient - level 1 PROF OTHER IND 239           $65 $108 $117 $27 $67 $71
99211 Office or other outpatient visit - established patient - level 1 HOSP OTHER PPO 328           $85 $117 $121 $60 $92 $96
99211 Office or other outpatient visit - established patient - level 1 PROF ALL IND 344           $47 $76 $117 $27 $38 $71
99211 Office or other outpatient visit - established patient - level 1 PROF OTHER PPO 385           $42 $47 $76 $30 $33 $58
99211 Office or other outpatient visit - established patient - level 1 HOSP HPHC HMO 456           $109 $117 $121 $0 $0 $23
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99211 Office or other outpatient visit - established patient - level 1 PROF ALL EPO 510           $47 $73 $79 $27 $33 $43
99211 Office or other outpatient visit - established patient - level 1 HOSP HPHC PPO 659           $90 $117 $137 $0 $33 $53
99211 Office or other outpatient visit - established patient - level 1 HOSP ANTHEM PPO 776           $90 $117 $121 $60 $68 $78
99211 Office or other outpatient visit - established patient - level 1 HOSP OTHER POS 784           $92 $117 $117 $58 $79 $80
99211 Office or other outpatient visit - established patient - level 1 HOSP ANTHEM POS 805           $90 $117 $121 $48 $70 $86
99211 Office or other outpatient visit - established patient - level 1 HOSP HPHC ALL 1,135        $90 $117 $127 $0 $0 $40
99211 Office or other outpatient visit - established patient - level 1 HOSP OTHER ALL 1,419        $90 $117 $121 $58 $79 $90
99211 Office or other outpatient visit - established patient - level 1 PROF ANTHEM PPO 1,579        $40 $47 $71 $26 $27 $37
99211 Office or other outpatient visit - established patient - level 1 HOSP ALL POS 1,608        $90 $117 $121 $58 $74 $83
99211 Office or other outpatient visit - established patient - level 1 PROF OTHER POS 1,699        $42 $47 $76 $27 $33 $58
99211 Office or other outpatient visit - established patient - level 1 PROF ANTHEM POS 1,941        $35 $46 $76 $9 $27 $37
99211 Office or other outpatient visit - established patient - level 1 HOSP CIGNA PPO 2,239        $70 $95 $117 $41 $53 $85
99211 Office or other outpatient visit - established patient - level 1 HOSP CIGNA ALL 2,346        $70 $92 $117 $41 $53 $84
99211 Office or other outpatient visit - established patient - level 1 PROF OTHER ALL 2,788        $45 $50 $76 $28 $35 $58
99211 Office or other outpatient visit - established patient - level 1 PROF HPHC PPO 2,947        $43 $63 $76 $26 $35 $50
99211 Office or other outpatient visit - established patient - level 1 HOSP ANTHEM HMO 3,185        $90 $107 $121 $45 $66 $74
99211 Office or other outpatient visit - established patient - level 1 PROF HPHC HMO 3,521        $43 $55 $79 $25 $32 $40
99211 Office or other outpatient visit - established patient - level 1 HOSP ALL HMO 3,855        $90 $117 $121 $27 $63 $74
99211 Office or other outpatient visit - established patient - level 1 PROF ALL POS 3,860        $35 $47 $76 $21 $31 $38
99211 Office or other outpatient visit - established patient - level 1 HOSP ALL PPO 4,002        $78 $105 $120 $41 $54 $82
99211 Office or other outpatient visit - established patient - level 1 PROF CIGNA PPO 4,440        $45 $62 $76 $28 $31 $40
99211 Office or other outpatient visit - established patient - level 1 PROF CIGNA ALL 4,728        $45 $63 $76 $28 $31 $40
99211 Office or other outpatient visit - established patient - level 1 HOSP ANTHEM ALL 4,943        $90 $117 $121 $46 $69 $79
99211 Office or other outpatient visit - established patient - level 1 PROF ANTHEM HMO 6,080        $40 $50 $76 $26 $28 $37
99211 Office or other outpatient visit - established patient - level 1 PROF HPHC ALL 6,601        $43 $59 $76 $25 $33 $45
99211 Office or other outpatient visit - established patient - level 1 PROF ALL PPO 9,351        $43 $57 $76 $27 $31 $40
99211 Office or other outpatient visit - established patient - level 1 PROF ANTHEM ALL 9,780        $37 $48 $76 $26 $27 $37
99211 Office or other outpatient visit - established patient - level 1 PROF ALL HMO 9,832        $41 $52 $76 $26 $29 $37
99211 Office or other outpatient visit - established patient - level 1 HOSP ALL ALL 9,843        $85 $117 $121 $41 $63 $79
99211 Office or other outpatient visit - established patient - level 1 PROF ALL ALL 23,897      $42 $54 $76 $26 $30 $39
99211 Office or other outpatient visit - established patient - level 1 HOSP HPHC POS <30 * * * * * *
99211 Office or other outpatient visit - established patient - level 1 HOSP CIGNA IND <30 * * * * * *
99211 Office or other outpatient visit - established patient - level 1 HOSP OTHER IND <30 * * * * * *
99211 Office or other outpatient visit - established patient - level 1 HOSP CIGNA POS <30 * * * * * *
99211 Office or other outpatient visit - established patient - level 1 HOSP HPHC EPO <30 * * * * * *
99212 Office or other outpatient visit - established patient - level 2 HOSP CIGNA POS 35             $81 $117 $174 $43 $70 $110
99212 Office or other outpatient visit - established patient - level 2 HOSP CIGNA EPO 70             $117 $150 $187 $70 $105 $110
99212 Office or other outpatient visit - established patient - level 2 HOSP ANTHEM EPO 80             $117 $187 $187 $52 $117 $164
99212 Office or other outpatient visit - established patient - level 2 HOSP ANTHEM IND 91             $117 $169 $218 $53 $117 $164
99212 Office or other outpatient visit - established patient - level 2 HOSP ALL IND 111           $94 $150 $195 $33 $98 $155
99212 Office or other outpatient visit - established patient - level 2 HOSP OTHER EPO 113           $117 $169 $187 $76 $128 $155
99212 Office or other outpatient visit - established patient - level 2 HOSP OTHER PPO 159           $93 $169 $189 $66 $135 $146
99212 Office or other outpatient visit - established patient - level 2 PROF CIGNA POS 214           $75 $90 $122 $49 $71 $85
99212 Office or other outpatient visit - established patient - level 2 HOSP OTHER HMO 241           $93 $150 $189 $42 $46 $116
99212 Office or other outpatient visit - established patient - level 2 HOSP ALL EPO 265           $117 $169 $187 $70 $110 $145
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99212 Office or other outpatient visit - established patient - level 2 PROF ANTHEM EPO 321           $75 $86 $117 $55 $59 $72
99212 Office or other outpatient visit - established patient - level 2 HOSP HPHC HMO 327           $117 $169 $218 $0 $58 $77
99212 Office or other outpatient visit - established patient - level 2 PROF ANTHEM IND 491           $70 $85 $96 $43 $55 $72
99212 Office or other outpatient visit - established patient - level 2 HOSP OTHER POS 502           $93 $169 $187 $71 $83 $151
99212 Office or other outpatient visit - established patient - level 2 HOSP HPHC PPO 518           $117 $170 $218 $77 $87 $135
99212 Office or other outpatient visit - established patient - level 2 PROF HPHC POS 547           $58 $80 $101 $30 $58 $77
99212 Office or other outpatient visit - established patient - level 2 PROF OTHER IND 569           $83 $94 $122 $50 $51 $65
99212 Office or other outpatient visit - established patient - level 2 PROF OTHER EPO 598           $75 $90 $122 $54 $71 $96
99212 Office or other outpatient visit - established patient - level 2 PROF CIGNA EPO 658           $81 $108 $126 $50 $60 $85
99212 Office or other outpatient visit - established patient - level 2 HOSP HPHC ALL 851           $117 $169 $218 $50 $77 $128
99212 Office or other outpatient visit - established patient - level 2 HOSP ANTHEM POS 981           $117 $187 $194 $51 $101 $119
99212 Office or other outpatient visit - established patient - level 2 HOSP OTHER ALL 1,018        $93 $168 $187 $48 $82 $145
99212 Office or other outpatient visit - established patient - level 2 PROF OTHER HMO 1,060        $80 $92 $122 $55 $74 $83
99212 Office or other outpatient visit - established patient - level 2 PROF ALL IND 1,074        $75 $90 $105 $48 $55 $67
99212 Office or other outpatient visit - established patient - level 2 HOSP ANTHEM PPO 1,144        $117 $187 $194 $62 $119 $164
99212 Office or other outpatient visit - established patient - level 2 PROF OTHER PPO 1,158        $75 $88 $122 $47 $56 $80
99212 Office or other outpatient visit - established patient - level 2 HOSP ALL POS 1,522        $100 $169 $189 $53 $94 $145
99212 Office or other outpatient visit - established patient - level 2 PROF ALL EPO 1,583        $75 $93 $122 $53 $65 $84
99212 Office or other outpatient visit - established patient - level 2 HOSP CIGNA PPO 2,861        $117 $169 $187 $70 $88 $110
99212 Office or other outpatient visit - established patient - level 2 HOSP CIGNA ALL 2,983        $117 $169 $187 $68 $88 $110
99212 Office or other outpatient visit - established patient - level 2 HOSP ANTHEM HMO 4,269        $117 $187 $194 $54 $109 $119
99212 Office or other outpatient visit - established patient - level 2 HOSP ALL PPO 4,682        $117 $174 $189 $67 $98 $121
99212 Office or other outpatient visit - established patient - level 2 HOSP ALL HMO 4,837        $117 $187 $194 $51 $101 $119
99212 Office or other outpatient visit - established patient - level 2 PROF OTHER POS 6,519        $75 $90 $122 $45 $67 $85
99212 Office or other outpatient visit - established patient - level 2 HOSP ANTHEM ALL 6,565        $117 $187 $194 $54 $109 $145
99212 Office or other outpatient visit - established patient - level 2 PROF ANTHEM POS 6,693        $69 $88 $117 $55 $57 $72
99212 Office or other outpatient visit - established patient - level 2 PROF ANTHEM PPO 6,782        $72 $87 $115 $55 $58 $72
99212 Office or other outpatient visit - established patient - level 2 PROF HPHC PPO 9,576        $75 $93 $121 $47 $65 $84
99212 Office or other outpatient visit - established patient - level 2 PROF OTHER ALL 9,904        $75 $90 $122 $47 $66 $83
99212 Office or other outpatient visit - established patient - level 2 HOSP ALL ALL 11,417      $117 $181 $194 $58 $101 $127
99212 Office or other outpatient visit - established patient - level 2 PROF HPHC HMO 12,331      $75 $90 $121 $41 $63 $77
99212 Office or other outpatient visit - established patient - level 2 PROF ALL POS 13,973      $72 $90 $121 $49 $59 $78
99212 Office or other outpatient visit - established patient - level 2 PROF CIGNA PPO 17,013      $75 $90 $121 $47 $60 $77
99212 Office or other outpatient visit - established patient - level 2 PROF CIGNA ALL 17,899      $75 $90 $121 $47 $60 $77
99212 Office or other outpatient visit - established patient - level 2 PROF HPHC ALL 22,460      $75 $90 $121 $43 $64 $82
99212 Office or other outpatient visit - established patient - level 2 PROF ANTHEM HMO 23,535      $70 $88 $120 $55 $58 $74
99212 Office or other outpatient visit - established patient - level 2 PROF ALL PPO 34,529      $75 $90 $121 $49 $60 $78
99212 Office or other outpatient visit - established patient - level 2 PROF ALL HMO 36,926      $73 $90 $121 $55 $59 $77
99212 Office or other outpatient visit - established patient - level 2 PROF ANTHEM ALL 37,822      $70 $87 $117 $55 $58 $72
99212 Office or other outpatient visit - established patient - level 2 PROF ALL ALL 88,085      $75 $90 $121 $50 $59 $77
99212 Office or other outpatient visit - established patient - level 2 HOSP HPHC EPO <30 * * * * * *
99212 Office or other outpatient visit - established patient - level 2 HOSP OTHER IND <30 * * * * * *
99212 Office or other outpatient visit - established patient - level 2 HOSP HPHC POS <30 * * * * * *
99212 Office or other outpatient visit - established patient - level 2 HOSP CIGNA IND <30 * * * * * *
99212 Office or other outpatient visit - established patient - level 2 PROF HPHC EPO <30 * * * * * *
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99212 Office or other outpatient visit - established patient - level 2 PROF CIGNA IND <30 * * * * * *
99213 Office or other outpatient visit - established patient - level 3 HOSP CIGNA IND 35             $66 $107 $111 $17 $43 $83
99213 Office or other outpatient visit - established patient - level 3 PROF HPHC EPO 79             $120 $154 $170 $99 $123 $169
99213 Office or other outpatient visit - established patient - level 3 HOSP ANTHEM EPO 109           $113 $209 $303 $74 $107 $274
99213 Office or other outpatient visit - established patient - level 3 HOSP OTHER EPO 146           $200 $217 $303 $104 $169 $240
99213 Office or other outpatient visit - established patient - level 3 PROF CIGNA IND 155           $60 $97 $135 $15 $62 $98
99213 Office or other outpatient visit - established patient - level 3 HOSP ANTHEM IND 173           $149 $226 $262 $62 $120 $178
99213 Office or other outpatient visit - established patient - level 3 HOSP CIGNA EPO 178           $131 $200 $300 $74 $151 $226
99213 Office or other outpatient visit - established patient - level 3 HOSP ALL IND 220           $107 $209 $226 $44 $85 $167
99213 Office or other outpatient visit - established patient - level 3 HOSP OTHER PPO 360           $93 $135 $226 $64 $106 $179
99213 Office or other outpatient visit - established patient - level 3 HOSP OTHER HMO 432           $93 $149 $226 $42 $53 $97
99213 Office or other outpatient visit - established patient - level 3 HOSP ALL EPO 439           $125 $209 $303 $78 $151 $226
99213 Office or other outpatient visit - established patient - level 3 HOSP HPHC HMO 546           $131 $211 $282 $0 $86 $146
99213 Office or other outpatient visit - established patient - level 3 HOSP HPHC PPO 665           $125 $226 $361 $53 $117 $181
99213 Office or other outpatient visit - established patient - level 3 HOSP OTHER POS 1,090        $93 $156 $226 $40 $108 $179
99213 Office or other outpatient visit - established patient - level 3 HOSP HPHC ALL 1,242        $125 $217 $321 $0 $113 $161
99213 Office or other outpatient visit - established patient - level 3 HOSP ANTHEM POS 1,480        $132 $209 $295 $74 $137 $206
99213 Office or other outpatient visit - established patient - level 3 HOSP ANTHEM PPO 1,499        $149 $217 $303 $69 $128 $227
99213 Office or other outpatient visit - established patient - level 3 PROF CIGNA POS 1,720        $128 $154 $169 $82 $118 $140
99213 Office or other outpatient visit - established patient - level 3 HOSP OTHER ALL 2,040        $93 $153 $226 $47 $104 $174
99213 Office or other outpatient visit - established patient - level 3 HOSP ALL POS 2,619        $115 $200 $262 $66 $123 $185
99213 Office or other outpatient visit - established patient - level 3 PROF ANTHEM EPO 2,836        $120 $148 $169 $92 $100 $120
99213 Office or other outpatient visit - established patient - level 3 PROF HPHC POS 3,248        $120 $149 $166 $92 $117 $136
99213 Office or other outpatient visit - established patient - level 3 PROF ANTHEM IND 3,411        $115 $140 $164 $92 $98 $109
99213 Office or other outpatient visit - established patient - level 3 PROF OTHER IND 3,539        $125 $150 $175 $80 $83 $98
99213 Office or other outpatient visit - established patient - level 3 HOSP CIGNA PPO 4,481        $125 $200 $300 $71 $118 $171
99213 Office or other outpatient visit - established patient - level 3 HOSP CIGNA ALL 4,718        $125 $200 $300 $71 $118 $171
99213 Office or other outpatient visit - established patient - level 3 PROF OTHER EPO 5,993        $120 $149 $169 $89 $118 $147
99213 Office or other outpatient visit - established patient - level 3 PROF CIGNA EPO 6,024        $129 $157 $169 $81 $95 $129
99213 Office or other outpatient visit - established patient - level 3 HOSP ANTHEM HMO 6,269        $140 $209 $300 $74 $135 $215
99213 Office or other outpatient visit - established patient - level 3 HOSP ALL PPO 7,005        $125 $200 $301 $68 $118 $179
99213 Office or other outpatient visit - established patient - level 3 PROF ALL IND 7,105        $120 $149 $166 $83 $93 $104
99213 Office or other outpatient visit - established patient - level 3 HOSP ALL HMO 7,247        $131 $209 $295 $65 $122 $186
99213 Office or other outpatient visit - established patient - level 3 PROF OTHER PPO 8,219        $117 $149 $169 $73 $93 $121
99213 Office or other outpatient visit - established patient - level 3 HOSP ANTHEM ALL 9,530        $140 $209 $300 $74 $134 $212
99213 Office or other outpatient visit - established patient - level 3 PROF OTHER HMO 11,609      $125 $150 $170 $106 $121 $142
99213 Office or other outpatient visit - established patient - level 3 PROF ALL EPO 14,932      $120 $150 $169 $86 $105 $130
99213 Office or other outpatient visit - established patient - level 3 HOSP ALL ALL 17,530      $125 $209 $300 $67 $118 $179
99213 Office or other outpatient visit - established patient - level 3 PROF ANTHEM POS 47,517      $116 $146 $169 $93 $99 $125
99213 Office or other outpatient visit - established patient - level 3 PROF ANTHEM PPO 53,045      $115 $140 $167 $92 $98 $119
99213 Office or other outpatient visit - established patient - level 3 PROF OTHER POS 56,337      $120 $149 $169 $74 $103 $124
99213 Office or other outpatient visit - established patient - level 3 PROF HPHC PPO 73,654      $120 $150 $169 $88 $117 $141
99213 Office or other outpatient visit - established patient - level 3 PROF OTHER ALL 85,697      $120 $149 $169 $78 $106 $131
99213 Office or other outpatient visit - established patient - level 3 PROF HPHC HMO 106,521   $120 $149 $169 $92 $117 $137
99213 Office or other outpatient visit - established patient - level 3 PROF ALL POS 108,822   $120 $148 $169 $92 $100 $127
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99213 Office or other outpatient visit - established patient - level 3 PROF CIGNA PPO 148,896   $120 $146 $169 $79 $102 $128
99213 Office or other outpatient visit - established patient - level 3 PROF CIGNA ALL 156,795   $120 $146 $169 $79 $102 $128
99213 Office or other outpatient visit - established patient - level 3 PROF HPHC ALL 183,502   $120 $150 $169 $91 $117 $139
99213 Office or other outpatient visit - established patient - level 3 PROF ANTHEM HMO 204,996   $116 $146 $169 $95 $100 $127
99213 Office or other outpatient visit - established patient - level 3 PROF ALL PPO 283,814   $120 $146 $169 $84 $103 $129
99213 Office or other outpatient visit - established patient - level 3 PROF ANTHEM ALL 311,805   $116 $146 $169 $93 $99 $125
99213 Office or other outpatient visit - established patient - level 3 PROF ALL HMO 323,126   $119 $149 $169 $95 $105 $130
99213 Office or other outpatient visit - established patient - level 3 PROF ALL ALL 737,799   $120 $149 $169 $92 $103 $130
99213 Office or other outpatient visit - established patient - level 3 HOSP HPHC EPO <30 * * * * * *
99213 Office or other outpatient visit - established patient - level 3 HOSP OTHER IND <30 * * * * * *
99213 Office or other outpatient visit - established patient - level 3 HOSP CIGNA POS <30 * * * * * *
99213 Office or other outpatient visit - established patient - level 3 HOSP HPHC POS <30 * * * * * *
99214 Office or other outpatient visit - established patient - level 4 HOSP CIGNA POS 32             $281 $385 $463 $177 $272 $294
99214 Office or other outpatient visit - established patient - level 4 HOSP CIGNA IND 57             $73 $158 $163 $2 $22 $63
99214 Office or other outpatient visit - established patient - level 4 PROF HPHC EPO 67             $180 $220 $250 $146 $172 $224
99214 Office or other outpatient visit - established patient - level 4 HOSP CIGNA EPO 75             $219 $300 $380 $110 $177 $229
99214 Office or other outpatient visit - established patient - level 4 HOSP ANTHEM EPO 85             $120 $150 $252 $62 $62 $106
99214 Office or other outpatient visit - established patient - level 4 HOSP ANTHEM IND 106           $120 $167 $262 $62 $69 $105
99214 Office or other outpatient visit - established patient - level 4 PROF CIGNA IND 127           $0 $95 $187 $21 $32 $114
99214 Office or other outpatient visit - established patient - level 4 HOSP OTHER EPO 142           $213 $300 $581 $123 $249 $354
99214 Office or other outpatient visit - established patient - level 4 HOSP ALL IND 174           $120 $159 $191 $28 $64 $109
99214 Office or other outpatient visit - established patient - level 4 HOSP OTHER PPO 285           $120 $252 $463 $83 $207 $381
99214 Office or other outpatient visit - established patient - level 4 HOSP ALL EPO 319           $154 $279 $382 $62 $160 $251
99214 Office or other outpatient visit - established patient - level 4 HOSP HPHC HMO 355           $191 $338 $489 $0 $187 $239
99214 Office or other outpatient visit - established patient - level 4 HOSP OTHER HMO 419           $120 $178 $300 $55 $58 $129
99214 Office or other outpatient visit - established patient - level 4 HOSP HPHC PPO 514           $175 $313 $489 $88 $191 $246
99214 Office or other outpatient visit - established patient - level 4 HOSP HPHC ALL 894           $191 $323 $489 $57 $190 $246
99214 Office or other outpatient visit - established patient - level 4 HOSP OTHER POS 949           $120 $252 $463 $40 $169 $304
99214 Office or other outpatient visit - established patient - level 4 PROF CIGNA POS 1,123        $188 $220 $259 $126 $174 $207
99214 Office or other outpatient visit - established patient - level 4 HOSP ANTHEM PPO 1,138        $213 $300 $482 $83 $164 $259
99214 Office or other outpatient visit - established patient - level 4 HOSP ANTHEM POS 1,258        $246 $300 $581 $98 $188 $355
99214 Office or other outpatient visit - established patient - level 4 HOSP OTHER ALL 1,806        $120 $246 $463 $55 $135 $266
99214 Office or other outpatient visit - established patient - level 4 PROF ANTHEM EPO 1,935        $180 $212 $255 $141 $154 $180
99214 Office or other outpatient visit - established patient - level 4 PROF HPHC POS 2,225        $180 $220 $243 $144 $182 $199
99214 Office or other outpatient visit - established patient - level 4 HOSP ALL POS 2,247        $148 $279 $463 $64 $182 $304
99214 Office or other outpatient visit - established patient - level 4 PROF ANTHEM IND 2,256        $180 $210 $232 $136 $145 $160
99214 Office or other outpatient visit - established patient - level 4 PROF OTHER IND 2,744        $180 $225 $255 $121 $123 $154
99214 Office or other outpatient visit - established patient - level 4 HOSP CIGNA PPO 3,677        $196 $300 $581 $103 $172 $241
99214 Office or other outpatient visit - established patient - level 4 HOSP CIGNA ALL 3,841        $191 $300 $581 $100 $172 $238
99214 Office or other outpatient visit - established patient - level 4 PROF CIGNA EPO 4,267        $189 $194 $255 $120 $131 $192
99214 Office or other outpatient visit - established patient - level 4 PROF OTHER EPO 4,420        $180 $220 $255 $145 $179 $228
99214 Office or other outpatient visit - established patient - level 4 HOSP ANTHEM HMO 4,528        $191 $279 $463 $87 $186 $471
99214 Office or other outpatient visit - established patient - level 4 PROF ALL IND 5,127        $175 $217 $243 $123 $139 $155
99214 Office or other outpatient visit - established patient - level 4 HOSP ALL HMO 5,302        $191 $279 $463 $70 $178 $369
99214 Office or other outpatient visit - established patient - level 4 HOSP ALL PPO 5,614        $191 $300 $581 $99 $172 $255
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99214 Office or other outpatient visit - established patient - level 4 PROF OTHER PPO 6,287        $180 $217 $255 $113 $139 $181
99214 Office or other outpatient visit - established patient - level 4 HOSP ANTHEM ALL 7,115        $191 $287 $482 $87 $182 $371
99214 Office or other outpatient visit - established patient - level 4 PROF OTHER HMO 7,563        $180 $220 $250 $158 $178 $216
99214 Office or other outpatient visit - established patient - level 4 PROF ALL EPO 10,689      $181 $212 $255 $127 $156 $196
99214 Office or other outpatient visit - established patient - level 4 HOSP ALL ALL 13,656      $191 $300 $489 $83 $176 $278
99214 Office or other outpatient visit - established patient - level 4 PROF ANTHEM POS 31,972      $175 $215 $255 $139 $153 $178
99214 Office or other outpatient visit - established patient - level 4 PROF ANTHEM PPO 34,541      $175 $207 $243 $138 $147 $169
99214 Office or other outpatient visit - established patient - level 4 PROF OTHER POS 39,014      $180 $220 $243 $110 $159 $181
99214 Office or other outpatient visit - established patient - level 4 PROF HPHC PPO 48,382      $180 $220 $255 $135 $173 $210
99214 Office or other outpatient visit - established patient - level 4 PROF OTHER ALL 60,028      $180 $220 $250 $123 $159 $193
99214 Office or other outpatient visit - established patient - level 4 PROF HPHC HMO 68,787      $180 $217 $250 $142 $172 $203
99214 Office or other outpatient visit - established patient - level 4 PROF ALL POS 74,334      $180 $217 $250 $136 $154 $182
99214 Office or other outpatient visit - established patient - level 4 PROF CIGNA PPO 102,074   $180 $217 $255 $126 $154 $189
99214 Office or other outpatient visit - established patient - level 4 PROF CIGNA ALL 107,591   $180 $217 $255 $126 $154 $189
99214 Office or other outpatient visit - established patient - level 4 PROF HPHC ALL 119,461   $180 $217 $252 $141 $172 $207
99214 Office or other outpatient visit - established patient - level 4 PROF ANTHEM HMO 140,041   $175 $212 $255 $139 $153 $180
99214 Office or other outpatient visit - established patient - level 4 PROF ALL PPO 191,284   $180 $217 $255 $128 $155 $192
99214 Office or other outpatient visit - established patient - level 4 PROF ANTHEM ALL 210,745   $175 $212 $255 $139 $151 $178
99214 Office or other outpatient visit - established patient - level 4 PROF ALL HMO 216,391   $180 $217 $255 $139 $155 $191
99214 Office or other outpatient visit - established patient - level 4 PROF ALL ALL 497,825   $180 $217 $255 $136 $155 $191
99214 Office or other outpatient visit - established patient - level 4 HOSP HPHC POS <30 * * * * * *
99214 Office or other outpatient visit - established patient - level 4 HOSP OTHER IND <30 * * * * * *
99214 Office or other outpatient visit - established patient - level 4 HOSP HPHC EPO <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP ALL EPO 51             $255 $403 $731 $119 $231 $463
99215 Office or other outpatient visit - established patient - level 5 HOSP ANTHEM IND 69             $225 $356 $380 $92 $263 $274
99215 Office or other outpatient visit - established patient - level 5 HOSP ALL IND 83             $165 $356 $356 $68 $263 $273
99215 Office or other outpatient visit - established patient - level 5 HOSP OTHER PPO 86             $165 $366 $592 $114 $276 $474
99215 Office or other outpatient visit - established patient - level 5 PROF CIGNA POS 89             $196 $295 $361 $150 $234 $278
99215 Office or other outpatient visit - established patient - level 5 PROF ANTHEM EPO 104           $214 $286 $325 $182 $197 $241
99215 Office or other outpatient visit - established patient - level 5 HOSP OTHER HMO 117           $165 $255 $494 $73 $95 $192
99215 Office or other outpatient visit - established patient - level 5 HOSP HPHC HMO 163           $380 $515 $731 $0 $240 $321
99215 Office or other outpatient visit - established patient - level 5 HOSP HPHC PPO 165           $255 $494 $731 $0 $250 $321
99215 Office or other outpatient visit - established patient - level 5 PROF HPHC POS 178           $255 $305 $361 $207 $259 $301
99215 Office or other outpatient visit - established patient - level 5 PROF CIGNA EPO 219           $247 $305 $372 $163 $243 $278
99215 Office or other outpatient visit - established patient - level 5 HOSP OTHER POS 250           $165 $368 $731 $40 $244 $480
99215 Office or other outpatient visit - established patient - level 5 PROF OTHER IND 257           $225 $300 $371 $109 $166 $193
99215 Office or other outpatient visit - established patient - level 5 HOSP ANTHEM POS 270           $280 $391 $731 $129 $261 $320
99215 Office or other outpatient visit - established patient - level 5 PROF ANTHEM IND 277           $185 $245 $323 $168 $182 $220
99215 Office or other outpatient visit - established patient - level 5 PROF OTHER EPO 313           $248 $315 $372 $195 $257 $361
99215 Office or other outpatient visit - established patient - level 5 HOSP HPHC ALL 332           $380 $509 $731 $0 $240 $321
99215 Office or other outpatient visit - established patient - level 5 HOSP ANTHEM PPO 381           $225 $384 $660 $64 $142 $238
99215 Office or other outpatient visit - established patient - level 5 HOSP OTHER ALL 480           $165 $356 $561 $73 $203 $346
99215 Office or other outpatient visit - established patient - level 5 HOSP ALL POS 533           $197 $380 $731 $65 $244 $338
99215 Office or other outpatient visit - established patient - level 5 PROF ALL IND 561           $195 $275 $325 $142 $175 $200
99215 Office or other outpatient visit - established patient - level 5 PROF OTHER HMO 565           $250 $305 $330 $200 $226 $261
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99215 Office or other outpatient visit - established patient - level 5 PROF OTHER PPO 586           $250 $308 $369 $162 $216 $307
99215 Office or other outpatient visit - established patient - level 5 PROF ALL EPO 638           $247 $305 $369 $174 $240 $281
99215 Office or other outpatient visit - established patient - level 5 HOSP CIGNA PPO 737           $243 $494 $731 $100 $203 $269
99215 Office or other outpatient visit - established patient - level 5 HOSP CIGNA ALL 771           $225 $400 $592 $97 $203 $268
99215 Office or other outpatient visit - established patient - level 5 HOSP ANTHEM HMO 926           $225 $391 $592 $63 $161 $243
99215 Office or other outpatient visit - established patient - level 5 HOSP ALL HMO 1,206        $225 $393 $592 $63 $167 $246
99215 Office or other outpatient visit - established patient - level 5 HOSP ALL PPO 1,369        $227 $494 $731 $81 $203 $268
99215 Office or other outpatient visit - established patient - level 5 HOSP ANTHEM ALL 1,659        $225 $380 $660 $64 $181 $253
99215 Office or other outpatient visit - established patient - level 5 PROF ANTHEM POS 2,424        $200 $270 $360 $182 $186 $244
99215 Office or other outpatient visit - established patient - level 5 PROF ANTHEM PPO 2,477        $225 $290 $360 $182 $189 $247
99215 Office or other outpatient visit - established patient - level 5 PROF OTHER POS 2,715        $243 $295 $360 $147 $209 $254
99215 Office or other outpatient visit - established patient - level 5 HOSP ALL ALL 3,242        $225 $391 $731 $73 $203 $268
99215 Office or other outpatient visit - established patient - level 5 PROF HPHC PPO 3,849        $243 $308 $369 $166 $251 $336
99215 Office or other outpatient visit - established patient - level 5 PROF OTHER ALL 4,436        $245 $300 $361 $148 $211 $267
99215 Office or other outpatient visit - established patient - level 5 PROF HPHC HMO 4,744        $225 $300 $361 $164 $237 $300
99215 Office or other outpatient visit - established patient - level 5 PROF ALL POS 5,406        $220 $295 $360 $163 $194 $257
99215 Office or other outpatient visit - established patient - level 5 PROF CIGNA PPO 6,511        $231 $300 $361 $163 $210 $278
99215 Office or other outpatient visit - established patient - level 5 PROF CIGNA ALL 6,846        $231 $300 $363 $160 $210 $278
99215 Office or other outpatient visit - established patient - level 5 PROF HPHC ALL 8,773        $231 $305 $369 $164 $244 $320
99215 Office or other outpatient visit - established patient - level 5 PROF ANTHEM HMO 9,478        $215 $275 $361 $182 $193 $257
99215 Office or other outpatient visit - established patient - level 5 PROF ALL PPO 13,423      $231 $305 $361 $166 $218 $281
99215 Office or other outpatient visit - established patient - level 5 PROF ANTHEM ALL 14,760      $215 $278 $361 $182 $190 $257
99215 Office or other outpatient visit - established patient - level 5 PROF ALL HMO 14,787      $220 $292 $361 $182 $205 $266
99215 Office or other outpatient visit - established patient - level 5 PROF ALL ALL 34,815      $225 $295 $361 $176 $208 $272
99215 Office or other outpatient visit - established patient - level 5 HOSP HPHC EPO <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP HPHC POS <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP CIGNA EPO <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP CIGNA POS <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP ANTHEM EPO <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP CIGNA IND <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 HOSP OTHER EPO <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 PROF HPHC EPO <30 * * * * * *
99215 Office or other outpatient visit - established patient - level 5 PROF CIGNA IND <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP OTHER ALL 30             $339 $424 $493 $78 $245 $331
99243 Office Consult - established patient - level 3 HOSP ALL HMO 32             $226 $355 $424 $0 $22 $149
99243 Office Consult - established patient - level 3 HOSP HPHC ALL 32             $153 $355 $493 $0 $0 $98
99243 Office Consult - established patient - level 3 PROF OTHER EPO 52             $275 $284 $291 $206 $234 $234
99243 Office Consult - established patient - level 3 HOSP CIGNA PPO 53             $303 $355 $493 $65 $154 $191
99243 Office Consult - established patient - level 3 HOSP CIGNA ALL 55             $284 $355 $493 $65 $154 $191
99243 Office Consult - established patient - level 3 HOSP ALL PPO 70             $196 $355 $493 $59 $143 $180
99243 Office Consult - established patient - level 3 PROF CIGNA POS 103           $259 $300 $379 $193 $237 $237
99243 Office Consult - established patient - level 3 PROF ANTHEM EPO 105           $250 $284 $379 $155 $201 $228
99243 Office Consult - established patient - level 3 HOSP ALL ALL 128           $196 $355 $493 $44 $149 $209
99243 Office Consult - established patient - level 3 PROF ANTHEM IND 156           $246 $272 $297 $155 $161 $219
99243 Office Consult - established patient - level 3 PROF OTHER IND 181           $250 $270 $325 $155 $157 $201
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99243 Office Consult - established patient - level 3 PROF HPHC POS 225           $259 $275 $379 $159 $209 $233
99243 Office Consult - established patient - level 3 PROF ALL IND 337           $250 $270 $315 $155 $158 $201
99243 Office Consult - established patient - level 3 PROF OTHER PPO 439           $250 $274 $346 $160 $196 $260
99243 Office Consult - established patient - level 3 PROF CIGNA EPO 459           $240 $275 $379 $172 $196 $237
99243 Office Consult - established patient - level 3 PROF ALL EPO 621           $245 $284 $379 $172 $201 $237
99243 Office Consult - established patient - level 3 PROF OTHER HMO 661           $261 $275 $378 $176 $198 $224
99243 Office Consult - established patient - level 3 PROF ANTHEM POS 2,637        $255 $275 $335 $155 $192 $228
99243 Office Consult - established patient - level 3 PROF ANTHEM PPO 2,795        $250 $274 $335 $155 $182 $228
99243 Office Consult - established patient - level 3 PROF OTHER POS 3,159        $259 $274 $341 $180 $220 $265
99243 Office Consult - established patient - level 3 PROF HPHC PPO 4,409        $256 $275 $379 $159 $218 $269
99243 Office Consult - established patient - level 3 PROF OTHER ALL 4,492        $259 $274 $345 $173 $215 $259
99243 Office Consult - established patient - level 3 PROF ALL POS 6,124        $259 $274 $345 $160 $215 $242
99243 Office Consult - established patient - level 3 PROF HPHC HMO 6,661        $256 $274 $341 $159 $207 $232
99243 Office Consult - established patient - level 3 PROF CIGNA PPO 9,186        $250 $275 $379 $173 $199 $237
99243 Office Consult - established patient - level 3 PROF CIGNA ALL 9,748        $250 $275 $379 $173 $199 $237
99243 Office Consult - established patient - level 3 PROF HPHC ALL 11,300      $256 $274 $368 $159 $209 $233
99243 Office Consult - established patient - level 3 PROF ANTHEM HMO 11,931      $250 $275 $345 $155 $201 $228
99243 Office Consult - established patient - level 3 PROF ALL PPO 16,829      $250 $274 $379 $171 $201 $235
99243 Office Consult - established patient - level 3 PROF ANTHEM ALL 17,624      $250 $275 $335 $155 $195 $228
99243 Office Consult - established patient - level 3 PROF ALL HMO 19,253      $255 $275 $345 $155 $201 $228
99243 Office Consult - established patient - level 3 PROF ALL ALL 43,164      $255 $274 $356 $160 $201 $232
99243 Office Consult - established patient - level 3 HOSP OTHER EPO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP ANTHEM POS <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP CIGNA EPO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP HPHC POS <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP ALL EPO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP ANTHEM PPO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP OTHER PPO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP ANTHEM HMO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP OTHER HMO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP HPHC PPO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP ANTHEM ALL <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP OTHER POS <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP HPHC HMO <30 * * * * * *
99243 Office Consult - established patient - level 3 HOSP ALL POS <30 * * * * * *
99243 Office Consult - established patient - level 3 PROF HPHC EPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ALL POS 32             $532 $538 $538 $309 $361 $361
99244 Office Consult - established patient - level 4 HOSP HPHC ALL 33             $191 $258 $430 $0 $191 $191
99244 Office Consult - established patient - level 4 PROF OTHER EPO 47             $364 $403 $655 $285 $343 $435
99244 Office Consult - established patient - level 4 HOSP OTHER ALL 51             $430 $532 $538 $70 $353 $361
99244 Office Consult - established patient - level 4 HOSP CIGNA PPO 79             $191 $430 $538 $85 $115 $231
99244 Office Consult - established patient - level 4 HOSP CIGNA ALL 82             $191 $430 $538 $85 $115 $231
99244 Office Consult - established patient - level 4 PROF CIGNA POS 92             $362 $401 $530 $278 $315 $359
99244 Office Consult - established patient - level 4 HOSP ALL PPO 111           $191 $430 $538 $85 $149 $231
99244 Office Consult - established patient - level 4 PROF ANTHEM EPO 118           $325 $364 $401 $229 $256 $323







NHCHIS Data
Evaluation and Management Codes -Detailed Summary
CY2013 Data


Procedure 
Code


Description
Provider 


Type
Carrier Product  Count 


Charge 
Amount 


25th 
Percentile


Charge 
Amount 
Median


Charge 
Amount 


75th 
Percentile


Allowed 
Amount 25th 


Percentile


Allowed 
Amount 
Median


Allowed 
Amount 75th 


Percentile


99244 Office Consult - established patient - level 4 PROF ANTHEM IND 118           $345 $385 $401 $229 $263 $322
99244 Office Consult - established patient - level 4 PROF OTHER IND 153           $355 $400 $460 $232 $268 $322
99244 Office Consult - established patient - level 4 HOSP ALL ALL 176           $191 $430 $538 $84 $191 $324
99244 Office Consult - established patient - level 4 PROF HPHC POS 178           $345 $406 $530 $236 $311 $386
99244 Office Consult - established patient - level 4 PROF ALL IND 275           $345 $395 $454 $229 $268 $322
99244 Office Consult - established patient - level 4 PROF CIGNA EPO 347           $338 $398 $540 $251 $294 $350
99244 Office Consult - established patient - level 4 PROF OTHER PPO 362           $340 $400 $530 $241 $292 $382
99244 Office Consult - established patient - level 4 PROF ALL EPO 521           $338 $395 $530 $251 $294 $350
99244 Office Consult - established patient - level 4 PROF OTHER HMO 521           $355 $401 $530 $257 $292 $339
99244 Office Consult - established patient - level 4 PROF ANTHEM POS 2,065        $338 $398 $478 $242 $297 $337
99244 Office Consult - established patient - level 4 PROF ANTHEM PPO 2,238        $338 $397 $478 $234 $297 $323
99244 Office Consult - established patient - level 4 PROF OTHER POS 2,979        $350 $401 $530 $267 $314 $397
99244 Office Consult - established patient - level 4 PROF HPHC PPO 4,049        $355 $411 $549 $268 $330 $399
99244 Office Consult - established patient - level 4 PROF OTHER ALL 4,062        $350 $401 $530 $257 $314 $386
99244 Office Consult - established patient - level 4 PROF ALL POS 5,314        $345 $400 $530 $253 $314 $359
99244 Office Consult - established patient - level 4 PROF HPHC HMO 5,381        $345 $400 $530 $266 $309 $386
99244 Office Consult - established patient - level 4 PROF CIGNA PPO 8,394        $338 $400 $530 $263 $297 $350
99244 Office Consult - established patient - level 4 PROF CIGNA ALL 8,837        $338 $400 $530 $263 $297 $350
99244 Office Consult - established patient - level 4 PROF ANTHEM HMO 8,871        $340 $397 $481 $243 $297 $337
99244 Office Consult - established patient - level 4 PROF HPHC ALL 9,617        $350 $401 $538 $266 $317 $397
99244 Office Consult - established patient - level 4 PROF ANTHEM ALL 13,410      $338 $397 $478 $242 $297 $337
99244 Office Consult - established patient - level 4 PROF ALL HMO 14,773      $344 $397 $530 $250 $301 $343
99244 Office Consult - established patient - level 4 PROF ALL PPO 15,043      $345 $401 $530 $258 $306 $350
99244 Office Consult - established patient - level 4 PROF ALL ALL 35,926      $345 $398 $530 $254 $302 $349
99244 Office Consult - established patient - level 4 HOSP ALL IND <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ANTHEM IND <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP OTHER EPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ANTHEM POS <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ANTHEM PPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP HPHC POS <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP CIGNA EPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ALL EPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ANTHEM HMO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP OTHER PPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP HPHC HMO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ANTHEM ALL <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP OTHER HMO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP HPHC PPO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP ALL HMO <30 * * * * * *
99244 Office Consult - established patient - level 4 HOSP OTHER POS <30 * * * * * *
99244 Office Consult - established patient - level 4 PROF CIGNA IND <30 * * * * * *
99244 Office Consult - established patient - level 4 PROF HPHC EPO <30 * * * * * *
99283 Emergency Department Visit - level 3 PROF CIGNA POS 40             $181 $185 $230 $89 $90 $124
99283 Emergency Department Visit - level 3 PROF ANTHEM EPO 63             $185 $198 $245 $79 $80 $109
99283 Emergency Department Visit - level 3 HOSP ANTHEM EPO 97             $410 $580 $873 $298 $381 $500
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99283 Emergency Department Visit - level 3 PROF ANTHEM IND 113           $181 $190 $258 $79 $79 $109
99283 Emergency Department Visit - level 3 HOSP CIGNA POS 117           $433 $505 $803 $378 $463 $656
99283 Emergency Department Visit - level 3 HOSP ANTHEM IND 160           $511 $657 $894 $398 $504 $760
99283 Emergency Department Visit - level 3 PROF HPHC POS 160           $185 $185 $210 $93 $112 $116
99283 Emergency Department Visit - level 3 HOSP ALL IND 180           $450 $609 $894 $367 $489 $760
99283 Emergency Department Visit - level 3 PROF OTHER IND 208           $207 $431 $555 $79 $178 $431
99283 Emergency Department Visit - level 3 PROF CIGNA EPO 231           $167 $185 $214 $82 $82 $94
99283 Emergency Department Visit - level 3 PROF OTHER EPO 269           $181 $206 $245 $83 $98 $108
99283 Emergency Department Visit - level 3 PROF OTHER PPO 283           $171 $196 $245 $85 $112 $150
99283 Emergency Department Visit - level 3 HOSP OTHER EPO 298           $500 $605 $768 $534 $812 $1,193
99283 Emergency Department Visit - level 3 PROF ALL IND 325           $190 $276 $504 $79 $109 $187
99283 Emergency Department Visit - level 3 HOSP CIGNA EPO 392           $531 $784 $1,291 $429 $621 $959
99283 Emergency Department Visit - level 3 HOSP OTHER PPO 476           $433 $551 $657 $353 $427 $542
99283 Emergency Department Visit - level 3 PROF OTHER HMO 488           $190 $228 $247 $121 $140 $185
99283 Emergency Department Visit - level 3 HOSP OTHER HMO 560           $410 $474 $657 $299 $374 $460
99283 Emergency Department Visit - level 3 PROF ALL EPO 567           $167 $195 $243 $82 $87 $108
99283 Emergency Department Visit - level 3 HOSP HPHC HMO 757           $431 $525 $727 $330 $373 $460
99283 Emergency Department Visit - level 3 HOSP ALL EPO 793           $486 $713 $990 $434 $633 $997
99283 Emergency Department Visit - level 3 PROF ANTHEM POS 1,464        $179 $198 $243 $79 $79 $103
99283 Emergency Department Visit - level 3 PROF ANTHEM PPO 1,981        $171 $198 $243 $79 $79 $99
99283 Emergency Department Visit - level 3 HOSP ANTHEM POS 1,982        $450 $580 $768 $301 $396 $476
99283 Emergency Department Visit - level 3 HOSP HPHC PPO 1,990        $433 $620 $840 $353 $472 $634
99283 Emergency Department Visit - level 3 PROF OTHER POS 2,039        $181 $196 $247 $78 $112 $155
99283 Emergency Department Visit - level 3 HOSP ANTHEM PPO 2,599        $441 $551 $740 $307 $417 $598
99283 Emergency Department Visit - level 3 HOSP OTHER POS 2,647        $433 $551 $740 $368 $455 $666
99283 Emergency Department Visit - level 3 HOSP HPHC ALL 2,765        $431 $601 $793 $349 $453 $537
99283 Emergency Department Visit - level 3 PROF OTHER ALL 3,287        $181 $202 $255 $82 $115 $161
99283 Emergency Department Visit - level 3 PROF HPHC PPO 3,475        $185 $206 $250 $76 $100 $116
99283 Emergency Department Visit - level 3 PROF ALL POS 3,703        $181 $196 $245 $79 $90 $117
99283 Emergency Department Visit - level 3 HOSP OTHER ALL 3,990        $433 $551 $740 $368 $455 $634
99283 Emergency Department Visit - level 3 HOSP ALL POS 4,758        $441 $565 $740 $351 $414 $601
99283 Emergency Department Visit - level 3 PROF HPHC HMO 4,924        $185 $196 $245 $82 $100 $116
99283 Emergency Department Visit - level 3 PROF CIGNA PPO 5,467        $181 $202 $245 $82 $90 $124
99283 Emergency Department Visit - level 3 PROF CIGNA ALL 5,742        $180 $202 $245 $82 $90 $124
99283 Emergency Department Visit - level 3 PROF ANTHEM HMO 7,839        $167 $195 $214 $79 $79 $90
99283 Emergency Department Visit - level 3 PROF HPHC ALL 8,563        $185 $198 $245 $80 $100 $116
99283 Emergency Department Visit - level 3 HOSP CIGNA PPO 8,993        $410 $534 $740 $265 $374 $451
99283 Emergency Department Visit - level 3 HOSP ANTHEM HMO 9,425        $450 $565 $740 $299 $383 $436
99283 Emergency Department Visit - level 3 HOSP CIGNA ALL 9,513        $410 $534 $740 $266 $380 $451
99283 Emergency Department Visit - level 3 HOSP ALL HMO 10,742      $446 $555 $740 $299 $381 $439
99283 Emergency Department Visit - level 3 PROF ALL PPO 11,206      $181 $202 $245 $79 $90 $116
99283 Emergency Department Visit - level 3 PROF ANTHEM ALL 11,460      $167 $196 $232 $79 $79 $90
99283 Emergency Department Visit - level 3 PROF ALL HMO 13,251      $171 $196 $243 $79 $84 $109
99283 Emergency Department Visit - level 3 HOSP ALL PPO 14,058      $430 $551 $740 $301 $381 $477
99283 Emergency Department Visit - level 3 HOSP ANTHEM ALL 14,263      $449 $565 $740 $301 $396 $459
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99283 Emergency Department Visit - level 3 PROF ALL ALL 29,052      $171 $198 $245 $79 $90 $112
99283 Emergency Department Visit - level 3 HOSP ALL ALL 30,531      $438 $551 $740 $302 $394 $482
99283 Emergency Department Visit - level 3 HOSP HPHC EPO <30 * * * * * *
99283 Emergency Department Visit - level 3 HOSP OTHER IND <30 * * * * * *
99283 Emergency Department Visit - level 3 HOSP CIGNA IND <30 * * * * * *
99283 Emergency Department Visit - level 3 HOSP HPHC POS <30 * * * * * *
99283 Emergency Department Visit - level 3 PROF CIGNA IND <30 * * * * * *
99283 Emergency Department Visit - level 3 PROF HPHC EPO <30 * * * * * *
99284 Emergency Department Visit - level 4 PROF CIGNA POS 60             $272 $345 $372 $149 $204 $248
99284 Emergency Department Visit - level 4 HOSP ANTHEM EPO 85             $595 $1,292 $1,356 $424 $736 $973
99284 Emergency Department Visit - level 4 PROF ANTHEM EPO 87             $265 $265 $373 $151 $172 $206
99284 Emergency Department Visit - level 4 HOSP CIGNA POS 96             $581 $979 $1,761 $488 $734 $1,192
99284 Emergency Department Visit - level 4 HOSP ANTHEM IND 112           $727 $1,183 $1,374 $577 $736 $1,289
99284 Emergency Department Visit - level 4 HOSP ALL IND 133           $665 $1,169 $1,356 $521 $736 $1,266
99284 Emergency Department Visit - level 4 PROF ANTHEM IND 137           $265 $362 $393 $151 $151 $207
99284 Emergency Department Visit - level 4 PROF HPHC POS 145           $300 $345 $384 $143 $203 $223
99284 Emergency Department Visit - level 4 PROF OTHER IND 211           $362 $564 $781 $134 $216 $550
99284 Emergency Department Visit - level 4 HOSP OTHER EPO 236           $680 $1,169 $1,319 $1,069 $1,674 $2,401
99284 Emergency Department Visit - level 4 PROF CIGNA EPO 247           $248 $345 $380 $151 $151 $179
99284 Emergency Department Visit - level 4 HOSP CIGNA EPO 270           $714 $1,354 $2,191 $555 $1,114 $1,514
99284 Emergency Department Visit - level 4 PROF OTHER EPO 331           $300 $371 $384 $160 $189 $239
99284 Emergency Department Visit - level 4 PROF ALL IND 360           $341 $387 $660 $151 $172 $307
99284 Emergency Department Visit - level 4 HOSP OTHER HMO 398           $595 $642 $1,319 $477 $583 $729
99284 Emergency Department Visit - level 4 HOSP OTHER PPO 420           $600 $926 $1,319 $498 $670 $989
99284 Emergency Department Visit - level 4 PROF OTHER PPO 427           $265 $362 $384 $166 $204 $294
99284 Emergency Department Visit - level 4 HOSP HPHC HMO 513           $595 $642 $1,218 $429 $514 $672
99284 Emergency Department Visit - level 4 PROF OTHER HMO 565           $345 $363 $409 $161 $198 $305
99284 Emergency Department Visit - level 4 HOSP ALL EPO 595           $685 $1,218 $1,583 $685 $1,141 $1,803
99284 Emergency Department Visit - level 4 PROF ALL EPO 672           $248 $353 $380 $151 $169 $206
99284 Emergency Department Visit - level 4 HOSP HPHC PPO 1,144        $595 $978 $1,319 $508 $683 $1,000
99284 Emergency Department Visit - level 4 HOSP ANTHEM POS 1,650        $685 $1,218 $1,356 $444 $682 $887
99284 Emergency Department Visit - level 4 HOSP HPHC ALL 1,666        $595 $814 $1,299 $465 $545 $851
99284 Emergency Department Visit - level 4 HOSP ANTHEM PPO 1,738        $600 $1,050 $1,356 $445 $663 $985
99284 Emergency Department Visit - level 4 PROF ANTHEM POS 1,796        $265 $345 $380 $151 $151 $206
99284 Emergency Department Visit - level 4 HOSP OTHER POS 2,122        $599 $926 $1,356 $492 $684 $1,126
99284 Emergency Department Visit - level 4 PROF ANTHEM PPO 2,144        $265 $349 $384 $151 $151 $206
99284 Emergency Department Visit - level 4 PROF OTHER POS 2,513        $300 $362 $399 $149 $174 $219
99284 Emergency Department Visit - level 4 HOSP OTHER ALL 3,188        $595 $926 $1,356 $493 $684 $1,126
99284 Emergency Department Visit - level 4 HOSP ALL POS 3,873        $608 $1,218 $1,356 $479 $682 $1,039
99284 Emergency Department Visit - level 4 PROF HPHC PPO 4,033        $265 $372 $391 $164 $196 $295
99284 Emergency Department Visit - level 4 PROF OTHER ALL 4,047        $300 $362 $403 $155 $189 $243
99284 Emergency Department Visit - level 4 PROF ALL POS 4,514        $279 $362 $384 $151 $168 $212
99284 Emergency Department Visit - level 4 PROF HPHC HMO 4,887        $265 $362 $384 $162 $185 $222
99284 Emergency Department Visit - level 4 PROF CIGNA PPO 6,387        $265 $372 $384 $151 $169 $208
99284 Emergency Department Visit - level 4 HOSP CIGNA PPO 6,656        $595 $926 $1,299 $379 $649 $779
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99284 Emergency Department Visit - level 4 PROF CIGNA ALL 6,706        $265 $372 $384 $151 $169 $205
99284 Emergency Department Visit - level 4 HOSP CIGNA ALL 7,031        $595 $926 $1,299 $386 $658 $779
99284 Emergency Department Visit - level 4 HOSP ANTHEM HMO 8,434        $675 $1,218 $1,356 $434 $682 $887
99284 Emergency Department Visit - level 4 PROF ANTHEM HMO 8,795        $248 $345 $380 $151 $151 $206
99284 Emergency Department Visit - level 4 PROF HPHC ALL 9,072        $265 $362 $384 $162 $188 $223
99284 Emergency Department Visit - level 4 HOSP ALL HMO 9,345        $629 $1,218 $1,356 $440 $663 $866
99284 Emergency Department Visit - level 4 HOSP ALL PPO 9,958        $595 $926 $1,319 $417 $652 $802
99284 Emergency Department Visit - level 4 HOSP ANTHEM ALL 12,019      $665 $1,218 $1,356 $437 $682 $887
99284 Emergency Department Visit - level 4 PROF ANTHEM ALL 12,959      $253 $345 $380 $151 $151 $206
99284 Emergency Department Visit - level 4 PROF ALL PPO 12,991      $265 $363 $384 $151 $172 $222
99284 Emergency Department Visit - level 4 PROF ALL HMO 14,247      $265 $345 $384 $151 $169 $207
99284 Emergency Department Visit - level 4 HOSP ALL ALL 23,904      $600 $1,155 $1,356 $438 $682 $887
99284 Emergency Department Visit - level 4 PROF ALL ALL 32,784      $265 $362 $384 $151 $172 $210
99284 Emergency Department Visit - level 4 HOSP HPHC EPO <30 * * * * * *
99284 Emergency Department Visit - level 4 HOSP HPHC POS <30 * * * * * *
99284 Emergency Department Visit - level 4 HOSP CIGNA IND <30 * * * * * *
99284 Emergency Department Visit - level 4 HOSP OTHER IND <30 * * * * * *
99284 Emergency Department Visit - level 4 PROF HPHC EPO <30 * * * * * *
99284 Emergency Department Visit - level 4 PROF CIGNA IND <30 * * * * * *
99285 Emergency Department Visit - level 5 HOSP ANTHEM EPO 33             $1,857 $2,001 $2,001 $1,308 $1,435 $1,445
99285 Emergency Department Visit - level 5 PROF CIGNA POS 48             $450 $505 $715 $219 $345 $486
99285 Emergency Department Visit - level 5 HOSP ANTHEM IND 53             $1,052 $1,694 $2,001 $788 $1,346 $1,800
99285 Emergency Department Visit - level 5 PROF ANTHEM EPO 57             $345 $530 $600 $221 $302 $302
99285 Emergency Department Visit - level 5 HOSP CIGNA POS 60             $1,121 $1,860 $2,757 $1,141 $1,192 $1,623
99285 Emergency Department Visit - level 5 HOSP ALL IND 61             $969 $1,560 $2,001 $780 $874 $1,782
99285 Emergency Department Visit - level 5 PROF ANTHEM IND 89             $450 $505 $900 $221 $221 $304
99285 Emergency Department Visit - level 5 PROF HPHC POS 91             $450 $515 $602 $247 $313 $497
99285 Emergency Department Visit - level 5 HOSP OTHER EPO 124           $925 $1,166 $1,959 $1,462 $2,239 $3,824
99285 Emergency Department Visit - level 5 HOSP CIGNA EPO 135           $1,606 $2,193 $3,417 $1,090 $1,375 $2,312
99285 Emergency Department Visit - level 5 PROF CIGNA EPO 159           $370 $547 $552 $219 $225 $287
99285 Emergency Department Visit - level 5 HOSP OTHER PPO 197           $881 $1,121 $1,860 $641 $897 $1,393
99285 Emergency Department Visit - level 5 HOSP OTHER HMO 203           $814 $1,000 $1,300 $717 $793 $1,024
99285 Emergency Department Visit - level 5 PROF OTHER EPO 213           $458 $539 $580 $243 $277 $350
99285 Emergency Department Visit - level 5 PROF OTHER IND 217           $515 $602 $1,120 $205 $302 $345
99285 Emergency Department Visit - level 5 HOSP ALL EPO 292           $1,000 $1,860 $2,344 $1,141 $1,732 $2,763
99285 Emergency Department Visit - level 5 HOSP HPHC HMO 310           $832 $1,000 $1,860 $447 $738 $895
99285 Emergency Department Visit - level 5 PROF ALL IND 310           $505 $587 $1,120 $220 $246 $307
99285 Emergency Department Visit - level 5 PROF OTHER PPO 344           $370 $530 $591 $248 $310 $464
99285 Emergency Department Visit - level 5 PROF ALL EPO 432           $450 $547 $580 $226 $276 $321
99285 Emergency Department Visit - level 5 PROF OTHER HMO 473           $481 $530 $602 $231 $267 $454
99285 Emergency Department Visit - level 5 HOSP HPHC PPO 653           $854 $1,746 $1,860 $620 $854 $1,231
99285 Emergency Department Visit - level 5 HOSP OTHER POS 819           $968 $1,121 $1,959 $649 $953 $1,366
99285 Emergency Department Visit - level 5 HOSP ANTHEM PPO 823           $881 $1,155 $1,959 $635 $788 $1,435
99285 Emergency Department Visit - level 5 HOSP ANTHEM POS 850           $1,000 $1,694 $2,001 $585 $789 $1,308
99285 Emergency Department Visit - level 5 PROF ANTHEM POS 931           $370 $537 $564 $221 $221 $304
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99285 Emergency Department Visit - level 5 HOSP HPHC ALL 969           $854 $1,121 $1,860 $555 $781 $1,231
99285 Emergency Department Visit - level 5 PROF ANTHEM PPO 1,080        $450 $530 $560 $221 $221 $304
99285 Emergency Department Visit - level 5 HOSP OTHER ALL 1,351        $886 $1,121 $1,948 $715 $953 $1,503
99285 Emergency Department Visit - level 5 HOSP ALL POS 1,735        $988 $1,155 $2,001 $638 $953 $1,366
99285 Emergency Department Visit - level 5 PROF OTHER POS 2,126        $458 $538 $715 $218 $270 $347
99285 Emergency Department Visit - level 5 PROF HPHC PPO 2,237        $450 $513 $580 $247 $289 $431
99285 Emergency Department Visit - level 5 HOSP CIGNA PPO 2,912        $881 $1,121 $1,959 $536 $848 $1,183
99285 Emergency Department Visit - level 5 HOSP CIGNA ALL 3,107        $881 $1,155 $2,001 $545 $938 $1,213
99285 Emergency Department Visit - level 5 PROF ALL POS 3,196        $450 $533 $602 $220 $260 $325
99285 Emergency Department Visit - level 5 PROF OTHER ALL 3,373        $458 $538 $705 $220 $282 $367
99285 Emergency Department Visit - level 5 PROF HPHC HMO 3,484        $458 $537 $590 $247 $279 $464
99285 Emergency Department Visit - level 5 HOSP ANTHEM HMO 3,879        $925 $1,215 $2,001 $564 $738 $1,308
99285 Emergency Department Visit - level 5 HOSP ALL HMO 4,392        $881 $1,122 $2,001 $564 $739 $1,308
99285 Emergency Department Visit - level 5 PROF ANTHEM HMO 4,549        $370 $513 $552 $221 $221 $304
99285 Emergency Department Visit - level 5 HOSP ALL PPO 4,585        $881 $1,122 $1,959 $564 $832 $1,220
99285 Emergency Department Visit - level 5 PROF CIGNA PPO 4,741        $450 $530 $580 $219 $248 $345
99285 Emergency Department Visit - level 5 PROF CIGNA ALL 4,952        $450 $530 $580 $219 $248 $345
99285 Emergency Department Visit - level 5 HOSP ANTHEM ALL 5,638        $925 $1,293 $2,001 $568 $780 $1,308
99285 Emergency Department Visit - level 5 PROF HPHC ALL 5,815        $450 $530 $580 $247 $279 $431
99285 Emergency Department Visit - level 5 PROF ANTHEM ALL 6,706        $370 $530 $552 $221 $221 $304
99285 Emergency Department Visit - level 5 PROF ALL PPO 8,402        $450 $530 $580 $225 $260 $345
99285 Emergency Department Visit - level 5 PROF ALL HMO 8,506        $450 $530 $552 $221 $270 $307
99285 Emergency Department Visit - level 5 HOSP ALL ALL 11,065      $881 $1,155 $2,001 $585 $830 $1,308
99285 Emergency Department Visit - level 5 PROF ALL ALL 20,846      $450 $530 $580 $221 $265 $313
99285 Emergency Department Visit - level 5 HOSP HPHC POS <30 * * * * * *
99285 Emergency Department Visit - level 5 HOSP OTHER IND <30 * * * * * *
99285 Emergency Department Visit - level 5 PROF HPHC EPO <30 * * * * * *
99285 Emergency Department Visit - level 5 PROF CIGNA IND <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 PROF OTHER IND 67             $170 $195 $227 $108 $108 $167
99393 Preventive Medicine Visit - age 5 to 11 PROF ANTHEM IND 82             $172 $195 $216 $159 $163 $168
99393 Preventive Medicine Visit - age 5 to 11 PROF CIGNA POS 98             $178 $214 $228 $114 $150 $171
99393 Preventive Medicine Visit - age 5 to 11 PROF ANTHEM EPO 106           $180 $201 $227 $163 $170 $186
99393 Preventive Medicine Visit - age 5 to 11 PROF HPHC POS 114           $178 $200 $224 $148 $169 $185
99393 Preventive Medicine Visit - age 5 to 11 PROF ALL IND 149           $172 $195 $218 $125 $162 $167
99393 Preventive Medicine Visit - age 5 to 11 PROF OTHER PPO 212           $178 $200 $232 $119 $149 $209
99393 Preventive Medicine Visit - age 5 to 11 PROF CIGNA EPO 256           $175 $195 $227 $112 $136 $174
99393 Preventive Medicine Visit - age 5 to 11 PROF OTHER EPO 386           $185 $195 $232 $143 $176 $201
99393 Preventive Medicine Visit - age 5 to 11 PROF OTHER HMO 670           $185 $201 $227 $155 $166 $195
99393 Preventive Medicine Visit - age 5 to 11 PROF ALL EPO 750           $178 $195 $227 $128 $166 $189
99393 Preventive Medicine Visit - age 5 to 11 PROF ANTHEM POS 1,462        $182 $201 $227 $162 $170 $187
99393 Preventive Medicine Visit - age 5 to 11 PROF ANTHEM PPO 2,755        $178 $198 $227 $162 $166 $184
99393 Preventive Medicine Visit - age 5 to 11 PROF OTHER POS 2,928        $185 $201 $227 $119 $151 $175
99393 Preventive Medicine Visit - age 5 to 11 PROF HPHC PPO 3,613        $185 $210 $232 $137 $173 $204
99393 Preventive Medicine Visit - age 5 to 11 PROF OTHER ALL 4,263        $185 $201 $227 $130 $153 $175
99393 Preventive Medicine Visit - age 5 to 11 PROF ALL POS 4,602        $185 $201 $227 $135 $162 $178
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99393 Preventive Medicine Visit - age 5 to 11 PROF HPHC HMO 5,036        $185 $200 $227 $149 $169 $200
99393 Preventive Medicine Visit - age 5 to 11 PROF CIGNA PPO 7,588        $182 $200 $228 $125 $153 $178
99393 Preventive Medicine Visit - age 5 to 11 PROF CIGNA ALL 7,942        $181 $200 $228 $125 $153 $178
99393 Preventive Medicine Visit - age 5 to 11 PROF ANTHEM HMO 8,191        $182 $201 $232 $163 $170 $188
99393 Preventive Medicine Visit - age 5 to 11 PROF HPHC ALL 8,765        $185 $201 $228 $144 $169 $204
99393 Preventive Medicine Visit - age 5 to 11 PROF ANTHEM ALL 12,596      $180 $200 $228 $163 $170 $187
99393 Preventive Medicine Visit - age 5 to 11 PROF ALL HMO 13,897      $183 $201 $228 $162 $170 $199
99393 Preventive Medicine Visit - age 5 to 11 PROF ALL PPO 14,168      $180 $201 $228 $134 $163 $188
99393 Preventive Medicine Visit - age 5 to 11 PROF ALL ALL 33,566      $183 $201 $228 $152 $166 $187
99393 Preventive Medicine Visit - age 5 to 11 HOSP HPHC HMO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ANTHEM HMO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP CIGNA ALL <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP CIGNA PPO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP HPHC PPO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP OTHER HMO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ALL POS <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ANTHEM PPO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP HPHC ALL <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP OTHER POS <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ALL HMO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ANTHEM ALL <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP OTHER ALL <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ALL PPO <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 HOSP ALL ALL <30 * * * * * *
99393 Preventive Medicine Visit - age 5 to 11 PROF HPHC EPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 PROF ANTHEM EPO 63             $204 $221 $265 $181 $186 $224
99394 Preventive Medicine Visit - age 12 to 17 PROF CIGNA POS 63             $189 $228 $276 $121 $187 $208
99394 Preventive Medicine Visit - age 12 to 17 PROF ANTHEM IND 75             $184 $210 $236 $174 $179 $201
99394 Preventive Medicine Visit - age 12 to 17 PROF HPHC POS 81             $195 $223 $249 $150 $185 $213
99394 Preventive Medicine Visit - age 12 to 17 PROF OTHER IND 97             $189 $210 $236 $118 $171 $181
99394 Preventive Medicine Visit - age 12 to 17 PROF OTHER PPO 156           $189 $210 $270 $130 $152 $191
99394 Preventive Medicine Visit - age 12 to 17 PROF ALL IND 174           $188 $210 $236 $118 $178 $186
99394 Preventive Medicine Visit - age 12 to 17 PROF CIGNA EPO 233           $190 $221 $276 $123 $158 $208
99394 Preventive Medicine Visit - age 12 to 17 PROF OTHER EPO 290           $200 $226 $276 $147 $190 $276
99394 Preventive Medicine Visit - age 12 to 17 PROF OTHER HMO 490           $200 $221 $250 $165 $179 $200
99394 Preventive Medicine Visit - age 12 to 17 PROF ALL EPO 589           $200 $223 $276 $140 $181 $222
99394 Preventive Medicine Visit - age 12 to 17 PROF ANTHEM POS 1,382        $200 $221 $249 $178 $181 $204
99394 Preventive Medicine Visit - age 12 to 17 PROF ANTHEM PPO 2,429        $192 $221 $249 $178 $181 $201
99394 Preventive Medicine Visit - age 12 to 17 PROF OTHER POS 2,469        $200 $225 $249 $130 $163 $191
99394 Preventive Medicine Visit - age 12 to 17 PROF HPHC PPO 3,047        $200 $226 $276 $149 $185 $222
99394 Preventive Medicine Visit - age 12 to 17 PROF OTHER ALL 3,502        $200 $224 $250 $138 $165 $191
99394 Preventive Medicine Visit - age 12 to 17 PROF ALL POS 3,995        $200 $223 $249 $151 $178 $195
99394 Preventive Medicine Visit - age 12 to 17 PROF HPHC HMO 4,151        $200 $221 $250 $160 $185 $214
99394 Preventive Medicine Visit - age 12 to 17 PROF CIGNA PPO 6,665        $200 $223 $250 $138 $167 $194
99394 Preventive Medicine Visit - age 12 to 17 PROF CIGNA ALL 6,963        $200 $223 $250 $138 $167 $194
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99394 Preventive Medicine Visit - age 12 to 17 PROF HPHC ALL 7,282        $200 $223 $250 $157 $185 $218
99394 Preventive Medicine Visit - age 12 to 17 PROF ANTHEM HMO 7,559        $200 $223 $258 $178 $185 $206
99394 Preventive Medicine Visit - age 12 to 17 PROF ANTHEM ALL 11,508      $200 $221 $250 $178 $182 $204
99394 Preventive Medicine Visit - age 12 to 17 PROF ALL HMO 12,200      $200 $223 $250 $175 $185 $206
99394 Preventive Medicine Visit - age 12 to 17 PROF ALL PPO 12,297      $200 $223 $250 $145 $176 $203
99394 Preventive Medicine Visit - age 12 to 17 PROF ALL ALL 29,255      $200 $223 $250 $164 $181 $204
99394 Preventive Medicine Visit - age 12 to 17 HOSP CIGNA EPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP OTHER HMO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ANTHEM HMO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ANTHEM POS <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ANTHEM PPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP OTHER EPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ALL EPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP CIGNA PPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP HPHC ALL <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP HPHC HMO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP OTHER POS <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP CIGNA ALL <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ALL POS <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ALL PPO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ALL HMO <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ANTHEM ALL <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP OTHER ALL <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 HOSP ALL ALL <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 PROF CIGNA IND <30 * * * * * *
99394 Preventive Medicine Visit - age 12 to 17 PROF HPHC EPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP CIGNA PPO 30             $92 $169 $182 $61 $71 $122
99395 Preventive Medicine Visit - age 18 to 39 HOSP CIGNA ALL 31             $92 $169 $182 $61 $71 $122
99395 Preventive Medicine Visit - age 18 to 39 HOSP OTHER ALL 32             $92 $92 $169 $47 $55 $71
99395 Preventive Medicine Visit - age 18 to 39 HOSP ALL HMO 55             $92 $143 $182 $55 $62 $70
99395 Preventive Medicine Visit - age 18 to 39 HOSP ANTHEM ALL 60             $92 $169 $182 $62 $64 $72
99395 Preventive Medicine Visit - age 18 to 39 HOSP ALL PPO 62             $92 $169 $182 $61 $68 $138
99395 Preventive Medicine Visit - age 18 to 39 PROF CIGNA POS 133           $199 $237 $302 $125 $171 $227
99395 Preventive Medicine Visit - age 18 to 39 HOSP ALL ALL 137           $92 $169 $182 $55 $63 $77
99395 Preventive Medicine Visit - age 18 to 39 PROF OTHER IND 152           $198 $230 $255 $119 $137 $185
99395 Preventive Medicine Visit - age 18 to 39 PROF HPHC POS 173           $198 $225 $250 $164 $189 $218
99395 Preventive Medicine Visit - age 18 to 39 PROF ANTHEM EPO 186           $195 $225 $251 $178 $185 $196
99395 Preventive Medicine Visit - age 18 to 39 PROF ANTHEM IND 189           $209 $229 $250 $178 $185 $203
99395 Preventive Medicine Visit - age 18 to 39 PROF ALL IND 342           $200 $229 $251 $121 $181 $189
99395 Preventive Medicine Visit - age 18 to 39 PROF CIGNA EPO 448           $196 $227 $262 $124 $150 $199
99395 Preventive Medicine Visit - age 18 to 39 PROF OTHER PPO 503           $198 $225 $264 $134 $160 $193
99395 Preventive Medicine Visit - age 18 to 39 PROF OTHER EPO 780           $198 $228 $256 $147 $189 $224
99395 Preventive Medicine Visit - age 18 to 39 PROF OTHER HMO 1,066        $200 $235 $265 $168 $194 $225
99395 Preventive Medicine Visit - age 18 to 39 PROF ALL EPO 1,421        $198 $227 $256 $143 $181 $214
99395 Preventive Medicine Visit - age 18 to 39 PROF ANTHEM POS 2,914        $200 $225 $251 $181 $189 $208







NHCHIS Data
Evaluation and Management Codes -Detailed Summary
CY2013 Data


Procedure 
Code


Description
Provider 


Type
Carrier Product  Count 


Charge 
Amount 


25th 
Percentile


Charge 
Amount 
Median


Charge 
Amount 


75th 
Percentile


Allowed 
Amount 25th 


Percentile


Allowed 
Amount 
Median


Allowed 
Amount 75th 


Percentile


99395 Preventive Medicine Visit - age 18 to 39 PROF OTHER POS 4,606        $200 $229 $251 $135 $160 $192
99395 Preventive Medicine Visit - age 18 to 39 PROF ANTHEM PPO 4,713        $200 $228 $255 $179 $186 $206
99395 Preventive Medicine Visit - age 18 to 39 PROF HPHC PPO 6,117        $202 $237 $294 $160 $190 $227
99395 Preventive Medicine Visit - age 18 to 39 PROF OTHER ALL 7,107        $200 $229 $254 $140 $167 $196
99395 Preventive Medicine Visit - age 18 to 39 PROF ALL POS 7,826        $200 $228 $251 $147 $179 $197
99395 Preventive Medicine Visit - age 18 to 39 PROF HPHC HMO 8,941        $200 $229 $254 $168 $189 $218
99395 Preventive Medicine Visit - age 18 to 39 PROF CIGNA PPO 12,259      $200 $229 $256 $140 $166 $199
99395 Preventive Medicine Visit - age 18 to 39 PROF CIGNA ALL 12,841      $200 $229 $256 $140 $166 $199
99395 Preventive Medicine Visit - age 18 to 39 PROF HPHC ALL 15,238      $200 $229 $264 $165 $189 $223
99395 Preventive Medicine Visit - age 18 to 39 PROF ANTHEM HMO 16,785      $200 $229 $256 $181 $189 $208
99395 Preventive Medicine Visit - age 18 to 39 PROF ALL PPO 23,592      $200 $229 $264 $148 $178 $208
99395 Preventive Medicine Visit - age 18 to 39 PROF ANTHEM ALL 24,787      $200 $228 $254 $181 $189 $208
99395 Preventive Medicine Visit - age 18 to 39 PROF ALL HMO 26,792      $200 $229 $255 $178 $189 $210
99395 Preventive Medicine Visit - age 18 to 39 PROF ALL ALL 59,973      $200 $229 $256 $166 $185 $208
99395 Preventive Medicine Visit - age 18 to 39 HOSP ALL IND <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ANTHEM IND <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP CIGNA EPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP OTHER PPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ANTHEM EPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ANTHEM POS <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP HPHC PPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ALL EPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP OTHER POS <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP HPHC HMO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ALL POS <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP HPHC ALL <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP OTHER HMO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ANTHEM PPO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 HOSP ANTHEM HMO <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 PROF CIGNA IND <30 * * * * * *
99395 Preventive Medicine Visit - age 18 to 39 PROF HPHC EPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP HPHC ALL 42             $169 $206 $206 $0 $0 $148
99396 Preventive Medicine Visit - age 40 to 64 HOSP ANTHEM PPO 46             $206 $206 $259 $68 $68 $202
99396 Preventive Medicine Visit - age 40 to 64 HOSP OTHER HMO 48             $92 $92 $92 $73 $73 $73
99396 Preventive Medicine Visit - age 40 to 64 HOSP OTHER POS 49             $92 $92 $94 $40 $40 $65
99396 Preventive Medicine Visit - age 40 to 64 HOSP ALL POS 74             $92 $92 $176 $40 $62 $89
99396 Preventive Medicine Visit - age 40 to 64 HOSP ANTHEM HMO 79             $92 $92 $206 $62 $63 $65
99396 Preventive Medicine Visit - age 40 to 64 HOSP CIGNA PPO 85             $92 $92 $176 $81 $81 $113
99396 Preventive Medicine Visit - age 40 to 64 HOSP CIGNA ALL 93             $92 $92 $188 $81 $81 $113
99396 Preventive Medicine Visit - age 40 to 64 HOSP OTHER ALL 126           $92 $92 $169 $40 $73 $92
99396 Preventive Medicine Visit - age 40 to 64 HOSP ALL HMO 154           $92 $92 $206 $62 $64 $73
99396 Preventive Medicine Visit - age 40 to 64 HOSP ALL PPO 166           $92 $169 $206 $68 $81 $135
99396 Preventive Medicine Visit - age 40 to 64 HOSP ANTHEM ALL 167           $92 $169 $206 $62 $64 $76
99396 Preventive Medicine Visit - age 40 to 64 PROF CIGNA POS 205           $235 $258 $329 $158 $204 $242
99396 Preventive Medicine Visit - age 40 to 64 HOSP ALL ALL 428           $92 $145 $206 $62 $72 $94
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99396 Preventive Medicine Visit - age 40 to 64 PROF ANTHEM EPO 469           $225 $250 $278 $194 $201 $219
99396 Preventive Medicine Visit - age 40 to 64 PROF HPHC POS 574           $215 $250 $278 $172 $208 $238
99396 Preventive Medicine Visit - age 40 to 64 PROF OTHER IND 723           $225 $250 $276 $129 $134 $198
99396 Preventive Medicine Visit - age 40 to 64 PROF ANTHEM IND 752           $215 $245 $260 $190 $199 $211
99396 Preventive Medicine Visit - age 40 to 64 PROF CIGNA EPO 1,132        $210 $245 $325 $135 $164 $212
99396 Preventive Medicine Visit - age 40 to 64 PROF OTHER EPO 1,364        $213 $250 $310 $160 $205 $238
99396 Preventive Medicine Visit - age 40 to 64 PROF ALL IND 1,483        $220 $250 $274 $129 $194 $202
99396 Preventive Medicine Visit - age 40 to 64 PROF OTHER PPO 1,654        $213 $250 $292 $145 $162 $199
99396 Preventive Medicine Visit - age 40 to 64 PROF OTHER HMO 1,981        $225 $254 $280 $179 $205 $239
99396 Preventive Medicine Visit - age 40 to 64 PROF ALL EPO 2,975        $213 $250 $310 $152 $194 $228
99396 Preventive Medicine Visit - age 40 to 64 PROF ANTHEM POS 9,015        $213 $250 $278 $194 $202 $219
99396 Preventive Medicine Visit - age 40 to 64 PROF OTHER POS 9,545        $220 $250 $274 $148 $178 $207
99396 Preventive Medicine Visit - age 40 to 64 PROF ANTHEM PPO 12,187      $215 $250 $278 $194 $200 $216
99396 Preventive Medicine Visit - age 40 to 64 PROF HPHC PPO 12,303      $225 $250 $297 $171 $201 $242
99396 Preventive Medicine Visit - age 40 to 64 PROF OTHER ALL 15,267      $220 $250 $275 $150 $179 $209
99396 Preventive Medicine Visit - age 40 to 64 PROF HPHC HMO 17,628      $220 $250 $278 $179 $202 $233
99396 Preventive Medicine Visit - age 40 to 64 PROF ALL POS 19,339      $216 $250 $275 $168 $198 $213
99396 Preventive Medicine Visit - age 40 to 64 PROF CIGNA PPO 27,769      $220 $250 $278 $155 $177 $210
99396 Preventive Medicine Visit - age 40 to 64 PROF CIGNA ALL 29,114      $220 $250 $278 $153 $176 $210
99396 Preventive Medicine Visit - age 40 to 64 PROF HPHC ALL 30,515      $225 $250 $281 $177 $201 $236
99396 Preventive Medicine Visit - age 40 to 64 PROF ANTHEM HMO 35,584      $217 $250 $278 $194 $202 $219
99396 Preventive Medicine Visit - age 40 to 64 PROF ALL PPO 53,913      $220 $250 $278 $161 $190 $218
99396 Preventive Medicine Visit - age 40 to 64 PROF ALL HMO 55,193      $220 $250 $278 $191 $202 $222
99396 Preventive Medicine Visit - age 40 to 64 PROF ANTHEM ALL 58,007      $215 $250 $278 $194 $201 $219
99396 Preventive Medicine Visit - age 40 to 64 PROF ALL ALL 132,903   $220 $250 $278 $179 $198 $219
99396 Preventive Medicine Visit - age 40 to 64 HOSP CIGNA POS <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP CIGNA IND <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP HPHC POS <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP CIGNA EPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP OTHER EPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP ANTHEM EPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP ANTHEM IND <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP HPHC PPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP ALL IND <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP ANTHEM POS <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP ALL EPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP OTHER PPO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 HOSP HPHC HMO <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 PROF CIGNA IND <30 * * * * * *
99396 Preventive Medicine Visit - age 40 to 64 PROF HPHC EPO <30 * * * * * *
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Provider Name Average Price for the 20 
Most Common Lab Tests


1 Valley Regional Hospital $94
2 Alice Peck Day Memorial Hospital $91
3 Littleton Hospital $85
4 Memorial Hospital $80
5 Speare Memorial Hospital $71
6 Weeks Medical Center $67
7 St. Joseph Hospital $62
8 HCA Health Services of NH $60
9 Catholic Medical Center $54


10 Southern NH Medical Center $52
11 Androscoggin Valley Hospital $42
12 Wentworth Home Care and Hospice $39
13 Anna Jaques Hospital $29
14 Manchester Urology Associates $20
15 Foundation Medical Partners $18
16 Planned Parenthood of Northern New England $18
17 Dartmouth-Hitchcock Clinic $18
18 Caritas Holy Family Hospital $18
19 Concord Hospital $17
20 Core Physicians, LLC $17
21 LRG Health Care $17
22 Laboratory Corp. of America Holdings $14
23 NORDX $13
24 Converge Diagnostic Services $13
25 Quest Diagnostics Incorporated (MA) $11







Laboratory Market Basket Calculation
Calculation is based on the average price for the top 20 lab codes at the top 25 labs 


CPT code 80048 80050 80053 80061 81001 81003 81025 82306 82607 83036 84153 84439 84443 85025 85027 85610 87081 87086 87491 87591 Wgtd Avg.
Alice Peck Day Mem. $98 $333 $108 $87 $26 $10 $8 $146 $97 $52 $66 $97 $155 $55 $50 $5 $37 $50 $137 $127 $91
Androscoggin Valley $14 $45 $18 $22 $19 $11 $32 $172 $70 $16 $85 $52 $84 $39 $11 $23 $34 $38 $43 $43 $42
Anna Jaques Hosp $19 $93 $24 $30 $7 $6 $14 $67 $34 $22 $41 $20 $38 $18 $25 $9 $15 $18 $35 $58 $29
Catholic Medical Ctr $38 $36 $48 $63 $15 $8 $28 $139 $64 $43 $68 $42 $79 $37 $30 $14 $28 $30 $123 $123 $54
Concord Hosp $12 $36 $17 $18 $5 $2 $8 $39 $21 $13 $19 $13 $24 $12 $9 $5 $10 $12 $35 $35 $17
Converge Diagnostic $8 $49 $10 $13 $3 $2 $8 $28 $15 $9 $18 $9 $16 $7 $6 $4 $7 $8 $34 $34 $13
Core Physicians, LLC $12 $45 $14 $18 $4 $2 $9 $40 $16 $13 $21 $12 $23 $11 $9 $5 $15 $11 $35 $35 $17
Dartmouth-Hitchcock $12 $52 $15 $18 $4 $3 $9 $41 $20 $13 $25 $12 $23 $11 $9 $5 $9 $11 $36 $36 $18
Caritas Hosp $12 $36 $14 $18 $4 $2 $9 $40 $18 $13 $21 $12 $23 $11 $25 $7 $8 $9 $35 $35 $18
Foundation Medical $12 $45 $14 $18 $4 $2 $8 $40 $18 $13 $23 $12 $25 $11 $25 $5 $8 $9 $36 $36 $18
HCA Health Services $48 $149 $60 $66 $30 $24 $47 $134 $59 $48 $75 $45 $80 $23 $33 $23 $31 $34 $98 $98 $60
LRG Health Care $11 $36 $14 $18 $4 $3 $9 $39 $16 $13 $19 $12 $24 $11 $9 $6 $10 $12 $35 $35 $17
Laboratory Corp. of Am $9 $57 $12 $15 $3 $2 $6 $32 $13 $11 $16 $10 $18 $8 $7 $4 $6 $7 $28 $28 $14
Littleton Hosp $53 $36 $78 $99 $23 $3 $8 $235 $89 $72 $104 $67 $124 $57 $48 $40 $68 $47 $172 $172 $85
Manchester Urology $12 $36 $17 $18 $4 $2 $9 $40 $18 $13 $23 $12 $25 $23 $25 $7 $15 $12 $35 $35 $20
Memorial Hosp $52 $339 $64 $82 $24 $11 $9 $180 $73 $13 $88 $57 $102 $53 $39 $57 $35 $39 $159 $159 $80
NORDX $8 $33 $10 $13 $4 $3 $9 $28 $14 $9 $18 $9 $16 $7 $9 $5 $9 $11 $36 $36 $13
Planned Parenthood $12 $36 $14 $18 $4 $3 $9 $40 $18 $13 $23 $12 $23 $10 $25 $7 $15 $11 $36 $36 $18
Quest Diagnostics (MA) $7 $29 $9 $12 $3 $2 $5 $25 $13 $8 $16 $8 $14 $7 $6 $3 $6 $7 $30 $30 $11
Southern NH Medical $32 $114 $41 $57 $12 $9 $28 $130 $57 $42 $71 $40 $68 $34 $25 $17 $25 $31 $114 $114 $52
Speare Memorial Hosp $64 $264 $65 $81 $25 $3 $8 $149 $74 $44 $90 $56 $97 $47 $25 $24 $15 $32 $110 $110 $71
St. Joseph Hosp $47 $95 $59 $65 $18 $9 $35 $166 $67 $54 $69 $51 $86 $44 $36 $13 $32 $36 $114 $114 $62
Valley Regional Hosp $83 $280 $103 $124 $37 $21 $65 $158 $90 $70 $142 $91 $75 $76 $63 $23 $39 $54 $104 $104 $94
Weeks Medical Ctr $49 $36 $62 $78 $18 $3 $37 $172 $70 $56 $84 $52 $98 $45 $38 $23 $34 $37 $152 $152 $67
Wentworth Home Care $36 $36 $39 $50 $12 $7 $23 $85 $47 $40 $45 $39 $64 $29 $25 $17 $19 $24 $28 $28 $39


Weights for each CPT code
CPT code 80048 80050 80053 80061 81001 81003 81025 82306 82607 83036 84153 84439 84443 85025 85027 85610 87081 87086 87491 87591
Weight 2.59% 3.38% 13.58% 14.66% 3.84% 3.23% 1.07% 5.48% 1.57% 5.35% 2.69% 2.37% 8.77% 11.72% 5.00% 3.62% 1.89% 4.08% 2.57% 2.55%
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Dear Colleagues,


In this third installment of the Catalyst for Payment Reform (CPR) - Health Care Incentives Improvement Institute 
(HCI3) Report Card on State Price Transparency Laws, you will find little progress since last year and, in some cases, 
regression. For this reason, this year’s report is concise, sharing information only on the handful of states that 
received new grades. 


However, this bleak picture masks the recent legislative and regulatory activity that has sprung up around 
the country, spurred in part by our prior Report Cards. In fact, many states highlight this report when introducing 
bills for pricing transparency. As a reminder, when we assess each state, we base the grade on legislation passed 
during the prior year’s legislative session; this year’s report is based on legislation enacted in 2014.


Legislative sessions are still underway and some proposed bills may still pass. Many won’t due to pressure from 
providers, payers and other suppliers to the industry who still benefit from price opacity. That pressure often rests 
on spurious arguments about price as a trade secret and/or the potential for a state law on price transparency to 
violate contracted terms between payers, providers, and suppliers—arguments legislators and the media often accept. 


To outline the legal arguments raised against price transparency and how best to address them, we teamed 
with the University of California San Francisco and University of California Hastings Consortium on Law, Science 
& Health Policy. These experts host The Source on Healthcare Price & Competition. We believe it is important for 
the public, including the media, to understand what legal arguments are valid and question the others. A crucial 
point for legislators and the media is that states who take efforts to ensure price transparency seriously have 
successfully brushed aside the spurious arguments, and not one plan or provider has sought a challenge in the 
nation’s highest court. Many of the arguments against price transparency -- including that it leads to higher prices 
and breaks laws—are toothless. We hope the legal analysis helps legislators and the media focus on the right 
considerations (see Appendix I).


For states that enact laws on price transparency, there is much work to be done. Our report illustrates whose 
lead to follow. One state returned to a high score this year after a brief hiatus due to an inactive website last year: 
New Hampshire. Its rebound shows that even small states with few resources can develop and maintain a useful 
and consumer-friendly website on health care prices. Conversely, Massachusetts’ grade dropped precipitously 
due to shutting down MyHealthCareOptions, the website that had publicly posted price information.


In this year’s Report Card, as we did with the 2014 report, we review whether states had passed laws or 
regulations requiring health care price information be made public. In addition, we examined how well those 
laws were being put into action by providing residents with access to meaningful price information through 
public websites and the use of all-payer claims databases (APCDs) as data sources for those sites. We discuss the 
important role for APCDs in Appendix II. The results of our analysis show few changes since last year’s report: 90% 
of states fail to provide adequate price information to consumers. 


But it wouldn’t take much to change this result. States like Connecticut and New York are still assembling their 
all-payer claims databases and working on consumer-facing websites. Maryland is in the process of embarking 
on a significant effort to publish prices on health care services, and Washington State just enacted new laws. We 
expect continued progress, even if at a slow pace.


Neither CPR nor HCI3 receives funding to support the development and publication of this Report Card. We do 
it because we believe that markets cannot function properly without freely accessible information on price and 
quality. Those who oppose transparency are a shrinking minority, and we hope our efforts diminish it further.


Sincerely,


Suzanne Delbanco, Ph.D.  Francois de Brantes, MS, MBA
Executive Director Executive Director 
Catalyst for Payment Reform  Health Care Incentives Improvement Institute



http://sourceonhealthcare.org/
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I. METHODOLOGY


For a refresher on the methodology the team uses to assess state grades please refer to our 2014 Report Card 
on State Price Transparency Laws. A snapshot appears below in Figure 1.


Figure 1: Scoring Methodology for Laws, Regulations, and State-Mandated Websites


150 TOTAL POINTS POSSIBLE, BASED ON:


Ô Ô
PRICE TRANSPARENCY LAWS AND REGULATIONS


TOTAL OF 100 POINT POSSIBLE
LEGISLATED PRICE TRANSPARENCY WEBSITES


TOTAL OF 50 POINT POSSIBLE


Ô Ô
What is the source of pricing information 


disclosed to consumers?
Scoring: to earn all 50 points, site must:


1 Utility:
 • Estimate consumer out-of-pocket expenses
 • Have quality and price side-by-side
 • Offer provider comparisons


2 Consumer Experience:
 • Have clear language, no jargon
 • Have search function by provider/procedure/service/ 


 condition
 • Have ease of navigation/layout


3 Scope:
 • Have large number of services
 • Have large number of providers (hospitals/physicians)
 • Have paid amounts (not just charge data)


4 Accuracy/Data Source:
 • Information comes from reliable claims data sources  


 (extra points for APCD)
 • Confidence of estimate/data is current
 • Data are flowing to the site


Ô Ô
From Payers via an APCD: 
state earns an automatic 


50 points and is eligible for 
another 50 points based 


on the following:


From Providers only: 
states can earn 50 points 
based on the following:


How is pricing info disclosed to consumers?
• Upon request  • Via a static report
• On a website (best)


What pricing information must be available?
• Charges • Paid amounts (best)


What services are covered?
• Inpatient • Outpatient
• Most common • All (best)


Which providers are included?
• Facilities • Physicians
• Both (best)


II. GRADE CHANGES IN 2015


New Hampshire 
In our 2014 report, we gave New Hampshire an “F” grade due to the lack of a functioning public price 
transparency website. However, its new website, NH HealthCost, is now a prime 
example of a price transparency website built with consumers in mind. The site 
accounts for both insured and uninsured patients and provides great details on the 
methodology in consumer-friendly terms. We commend New Hampshire for the effort 
it has put into the site and urge other states to use NH HealthCost as a model when 
developing price information for their residents. This year, using the same grading 
methodology as last year, we gave the state an “A.”


Massachusetts 
Massachusetts has traditionally been a leader in health care transparency. In fact, in 
past report cards we gave the state high honors. However, in 2014, legislation went into 
effect that placed the responsibility of transparency on health plans and the government 
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mandated website went dark. While we believe that health plans play an important role and should assist 
patient members in estimating costs, the lack of a public website with price information leaves out entire 
populations of consumers, especially the uninsured. In addition, the health plan websites vary in the amount 
of information they provide. A statewide transparency tool creates uniformity. Since we awarded a possible 
total of 50 points to states with a mandated state website, and Massachusetts no longer has one, the state 
lost 50 points and dropped to an “F” in this year’s Report Card.


Colorado 
When we released last year’s report, Colorado was on the verge of releasing a new public price transparency 
website. Because the site was just in the process of being launched, the state received a “C.” This year we were 
pleased to revisit Colorado and see that the public website is indeed up and running, and consumers can look up 
price information for episodes of care. However, the website is still in a nascent stage, and so far consumers can 
only search for maternity care and “hip replacement” and “knee replacement.” The site also indicates information 
may not be consistent across hospitals in some cases. For these reasons, this year we gave the state a “B.”


50 STATE REPORT CARD ON PRICE TRANSPARENCY LAWS, 2015


We wish we had seen more progress since our last report, but are heartened that many legislatures were 
still in session at the time this was published, and we hope to see more change soon. Given changes to state 
laws and regulations were insignificant since our last published report card, we did not update our appendix 
of laws and regulations in this year’s report card. Readers interested in reviewing specific state laws and 
regulations can refer to our 2014 report card starting on page 18.


STATE GRADE STATE GRADE STATE GRADE STATE GRADE
Alabama F Indiana F Nebraska F South Carolina F


Alaska F Iowa F Nevada F South Dakota F


Arizona F Kansas F New Hampshire A Tennessee F


Arkansas F Kentucky F New Jersey F Texas F


California F Louisiana F New Mexico F Utah F


Colorado B Maine B New York F Vermont C


Connecticut F Maryland F North Carolina F Virginia C


Delaware F Massachusetts F North Dakota F Washington F


Florida F Michigan F Ohio F West Virginia F


Georgia F Minnesota F Oklahoma F Wisconsin F


Hawaii F Mississippi F Oregon F Wyoming F


Idaho F Missouri F Pennsylvania F


Illinois F Montana F Rhode Island F



http://www.hci3.org/sites/default/files/files/Report_PriceTransLaws_2014.pdf
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INTRODUCTION


Efforts to advance price transparency in health care often run into legal obstacles that make it difficult to 
obtain and share the information with consumers, other health care entities, or government agencies. Health 
care providers and insurers often argue that pricing information may not be made public because it is (1) 
confidential by contract, or (2) protected as trade secret. Market dynamics exacerbate the extent to which 
these entities are able to keep the information out of third parties’ hands—i.e., the bigger the provider or 
insurer, the better chance it has of holding onto its price information. In response to 
these legal barriers to disclosure, states have begun to prohibit the inclusion of certain 
contractual provisions that inhibit transparency. In addition, antitrust enforcement 
provides a means to promoting price transparency. This appendix details these legal 
barriers to price transparency and the best ways to address them.


CONTRACTUAL BARRIERS


In health care provider-insurer contracts, three types of clauses inhibit price transparency: (1) non-disclosure 
agreements, or “gag clauses;” (2) anti-tiering/anti-steering clauses; and (3) most favored nation clauses. These 
clauses, which typically allow a provider or insurer to mandate how pricing information is determined and/or 
shared, are best understood in context. Typically, the amount of market leverage a provider or insurer has is 
directly correlated with its ability to impose these contractual provisions on other parties.


Non-Disclosure Agreements/”Gag Clauses” 
Non-disclosure agreements (“NDA”) or “gag clauses” are frequently used in contracts between insurers and 
health care providers to require that both parties keep the negotiated provider rates confidential, i.e., any 
party that shared the information would breach the contract. NDAs have two main effects. First, they deny 
third parties, including the government and individual consumers, access to pricing information that could 
influence their choice of providers and insurers. Second, they facilitate the ability of “must-have” providers to 
negotiate above-market rates, driving up costs overall.1 Further, NDAs between hospitals and medical device 
manufacturers can keep valuable price information from physicians that prescribe device use, which can lead 
to inefficient treatment choices.2


Anti-Tiering/Anti-Steering Clauses 
Anti-tiering or anti-steering clauses in insurer-provider contracts also inhibit price transparency. Provider 
organizations often use these clauses to prevent insurers from creating incentives for their insureds to choose 
high value alternatives. Although anti-tiering and anti-steering clauses do not directly prohibit the disclosure 
of price information, they limit the overarching goal of price transparency initiatives – to enable patients to 
choose providers based on cost and quality.


APPENDIX I An Analysis of Popular Legal Arguments Against Price 
Transparency


This Appendix was prepared by  
the team behind The Source on 
Healthcare Price & Competition


1 Robert A. Berenson et al., The Growing Power of Some Providers to Win Steep Payment Increases from Insurers Suggests Policy 
Remedies May Be Needed, 31 Health Aff. 973, 973 (2012).


2 Government Accountability Office. GOA-12-126, Medicare: Lack of Price Transparency May Hamper Hospitals’ Ability to Be Prudent 
Purchasers of Implantable Medical Devices 29–31 (2012).



http://sourceonhealthcare.org/

http://sourceonhealthcare.org/
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Most-Favored Nation (“MFN”) Clauses 
In an insurer-provider contract, a most-favored nation clause promises that the provider will not give an equal 
or more favorable price to any other insurer. Insurers often request a MFN clause as part of an agreement 
to pay a dominant provider organization an above-market rate. Although these clauses have less to do with 
price transparency than with the prices themselves, they raise transparency concerns in a couple of key ways. 
First, MFN clauses often mandate the disclosure of rates negotiated with competing insurers, so that the 
insurer holding the protection can ensure it is receiving the best price. Second, they hinder rate disclosure to 
consumers, as neither party wants to reveal the above-market rate. Lastly, unless these clauses are eliminated 
from provider-insurer contracts, price transparency measures will not be able to reduce health care costs 
because the MFN’s control over pricing will trump consumers’ ability to affect prices by shifting demand.


How to Address: 
Legal challenges to these contractual provisions come in two forms: (1) statutory bans on their use, and (2) 
antitrust enforcement that either specifically targets these clauses, or more generally addresses the market 
imbalances that give rise to their use by dominant firms. States have begun to outlaw these clauses in a variety 
of ways. For example, California banned gag clauses relating to cost information in insurer-hospital contracts 
in 2011, and expanded that prohibition in 2013 to cover all healthcare providers.3 More recently, a gag clause 
ban4 was introduced in Missouri, but failed to pass in February 2014. Elsewhere, including in New Mexico5, 
consumer groups are advocating gag clause bans as part of a price transparency agenda. As for MFN clauses, 18 
states have already enacted bans, and two have pending legislation.6 MFN clauses have also been the subject 
of several successful antitrust suits brought by the Department of Justice against dominant insurers. Antitrust 
enforcement aimed at curbing anticompetitive mergers also must be used to prevent dominant firms from 
using their leverage to demand contract terms that stymie transparency and competition. The government 
should be especially wary of the potential for dominant providers to skirt statutory bans and specific 
enforcement efforts by imposing implied or outside-the-contract arrangements for best pricing guarantees.


TRADE SECRETS PROTECTION


In addition to contract-based confidentiality provisions, providers and insurers often assert that negotiated 
price information is a protected trade secret under the law. Whether information is a trade secret is a matter 
of state law; but, because forty-seven states have adopted the Uniform Trade Secrets Act, some level of 
consistency in legal principles exists across those states. To qualify as a trade secret, (1) the secrecy of the 
information must provide a competitive advantage to its owners, and (2) the owners of the information must 
make an effort to maintain its secrecy. Whether information qualifies under these elements is a fact-specific 
determination left to the courts. In other words, unilateral designations made by the owners of the information 
do not guarantee protection. The types of information courts often protect as trade secret include formulas, 
techniques, designs, and processes not generally known or easily ascertainable by others.7 Only under 
very limited circumstances do courts grant trade secret protection to price information.8 Generally, those 
circumstances involve courts providing trade secret protection to promote vigorous competition between 
rivals; not, as we see in health care, to take advantage of the consumer’s lack of pricing information.


Like patent law, trade secret protection developed as a means to encourage innovation and to promote 
competition and economic growth. Unlike patent law, trade secret protection lasts indefinitely (until 
disclosure). Historically, trade secret protection furthered its policy goals by preventing employees from 
disclosing valuable information to the competition, protecting companies’ ability to develop new and 
innovative products, and promoting entry into the market place by new competitors. None of these goals 


3 See SB 751 and SB 1340, creating and amending CA Health & Safety Code § 1367.49 of and CA Ins. Code § 10133.64
4 SB 847. 
5 See http://www.thinknewmexico.org/homepage.html.
6 “Legislative Topics: Most Favored Nations Clauses,” The Source Blog, March 19, 2015 (available here). 
7 See, e.g., Minnesota Mining & Mnfg Co. v. Pribyl, 259 F.3d 587 (7th Cir. 200
8 See, e.g., Pepsico v. Redmond, 54 F. 3d 1262 (7th Cir. 1995).



http://www.thinknewmexico.org/homepage.html

http://sourceonhealthcare.org/legislative-topics-favored-nation-clauses/
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is served by concealing health care prices from consumers, government agencies, or preventing disclosure 
more generally. Indeed, concealing negotiated price information serves little purpose other than protecting 
dominant providers’ ability to charge above-market prices and insurers’ ability to avoid paying other providers 
those same elevated rates. Accordingly, there has been a growing recognition that trade secret protection in 
health care is being misused—raising health care prices without offering any upside.


How to Address: 
As with contractual barriers to transparency, trade secret barriers to negotiated health care prices may 
be addressed through both legislation and litigation. First, states should avoid codifying confidentiality or 
conferring any specific trade secret protection for negotiated health care prices in provisions of health related 
legislation. Second, states should establish a public interest exemption to trade secret protection through 
legislation, which would permit the state to require disclosure of information when necessary to promote 
the public good. Access by states to negotiated rate information that has profound effects on their citizens’ 
well-being would fall clearly within such an exemption. As for private litigation, plaintiffs should challenge 
and courts should continue to scrutinize assertions of trade secret protection with a reluctance to spread the 
doctrine to health care prices.


BEST PRICE TRANSPARENCY LEGISLATION


Over the last several years, numerous states have passed legislation designed to make health care prices 
more accessible to patients. The most effective patient-focused legislation provides price information that is 
directly relevant to the patient’s decision. Averages, median billed prices, charge master amounts, and usual 
and customary charges often vary widely from what an individual patient will actually be expected to pay, 
which substantially lowers the utility of the information.


The most promising price transparency legislation requires that health care providers and insurance plans 
provide patients with:


• A good-faith estimate of the patient’s out-of-pocket expenses that are specific to the patient’s insurance 
plan, health care needs and health care provider. 
The estimate should include patient and plan specific co-pay or coinsurance and deductible information, 
as well as an explanation of standard prices and the potential range of variable expenses. If the patient is 
uninsured, the estimate should include both the average allowable reimbursement the provider accepts 
for the procedure from a third party, as well as the amount the particular patient will be billed.9


• Quality information on individual physicians and providers. 
The utility of price information increases greatly when paired with quality assessments of providers. 
As quality measurement improves and more information becomes available, states should collect and 
disseminate this information to patients to facilitate health care decision-making.


• Access to this information in real time via a website, personal electronic device, or Electronic Medical 
Record (EMR) system. 
Price and quality information is only useful if patients can access it easily and in real-time. States should 
either provide or require insurance companies to provide this information to patients through a website 
with personal device capability and interoperability with electronic medical record systems. 


States currently offer or propose to offer this information to patients in many different ways. Some states, 
including Washington and Massachusetts (WA SB 6228, MA Ch 224), have passed laws that require insurance 
companies to provide this information directly to patients. Kansas requires insurance companies to provide 
all patient cost and provider reimbursement information to providers upon request in the form of a “real time 
Explanation of Benefits” (HB 2688). Whereas, Colorado offers this information to patients via its All Payer 
Claims Database.


9 (Minn. Stat. § 62J.81)



http://apps.leg.wa.gov/documents/billdocs/2013-14/Pdf/Bills/Session%20Laws/Senate/6228-S.SL.pdf

https://malegislature.gov/Laws/SessionLaws/Acts/2012/Chapter224

http://www.kslegislature.org/li_2014/b2013_14/measures/documents/hb2668_enrolled.pdf

http://www.civhc.org/All-Payer-Claims-Database.aspx/

http://www.civhc.org/All-Payer-Claims-Database.aspx/

https://www.revisor.mn.gov/statutes/?id=62J.81
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CONCLUSION


Over the last several years, states have become more aware of the problems associated with a lack of price 
transparency in health care. In order to be effective, price transparency initiatives must provide accessible and 
actionable information to decision-makers in a timely manner. While legal barriers hindered initial efforts 
to promote price transparency, states can address many of these barriers through legislation and litigation. 
Legislation can prohibit clauses in provider-insurer contracts that would obscure health care prices, as well 
as ensure that trade secret protection is not used in ways that harm the public interest. Patient-focused price 
transparency legislation can help ensure that all patients have real-time access to a good-faith estimate of 
the expected costs of the procedure to the patient based on his or her health care needs, insurance plan and 
choice of health care providers. 


Litigation can be used to challenge anticompetitive practices that lead to the occlusion of health care 
prices. State efforts to promote price transparency must also be accompanied by efforts to reduce the market 
leverage and anticompetitive behaviors that enable dominant providers and insurers to drive up health care 
costs overall. 
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In this year’s report card we see New Hampshire regaining its “A” grade and Massachusetts falling several 
grades. The difference between the two is that the former has a comprehensive statewide website that 
uses the information in its APCD to inform consumers, while Massachusetts has shut down its statewide 
website and delegated to health plans the responsibility of making health care prices transparent. There are 
several reasons why statewide websites that leverage APCDs have an advantage when it comes to sharing 
information about the price and quality of health care.


1. The importance of sample sizes
 Most commercial health plans across the country have only a portion of the market for health 


insurance. While it is not necessary to have the totality of a market to determine, with reliability, 
the average price and the quality of care, larger sample sizes help significantly to differentiate 
performance. Figures A through F plot the average price of an episode (on the X axis of each chart) for 
facilities with a minimum of 30 episodes, or physicians with a minimum of 100 episodes. We set these 
minima to avoid the biasing effect, even after severity adjustment, of too few cases.  While a health 
plan might have a sample size adequate to evaluate the performance of some of the physicians or 
hospitals in its network, it is highly unlikely to have a large enough sample to evaluate all of them. Only 
the combination of data from most or all the commercial plans operating in a market can provide an 
adequate sample size for the majority of providers in a state.


In Figures A through F, the average market price includes an interval equal to one standard 
deviation above and below the average. Within that zone, it is not possible to distinguish one provider’s 
price from another. And the smaller the sample size, the wider the distribution and the interval. 
When observing a single commercial plan, virtually all differences in average price are, statistically 
speaking, undifferentiated. In many of these figures, it is not possible to differentiate the average 
price per provider.  In others, where the observations come from very large datasets covering multiple 
commercial and/or Medicaid payers in a single state, differentiation is possible. 


2. The importance of multiple payers
 A key element of most APCDs is that they carry claims data from commercial payers and public payers, 


particularly Medicaid. Figures A through F show the differences in average costs and rates of avoidable 
complications, for an episode type, by payer type – commercial or Medicaid.


Potentially avoidable complications are a construct developed by HCI3 to help more formally 
link price and quality by counting, for any episode, the occurrence of these complications and their 
associated costs. Measures of avoidable complications have been endorsed by the National Quality 
Forum and are also, in a derivative form, used by Medicare for various quality reporting and value-
based payment models. For example, Medicare has instituted a penalty on hospitals that have 
excessive readmission rates. Medicare also requires hospitals to report on patient safety errors.


Figures A and B show the average price and rate of complications for routine vaginal deliveries. 
While the average price of deliveries in Medicaid varies little by provider because Medicaid fixes the 
prices for certain services, there is significant variability in complication rates, with some providers 
having rates as high as 1 in 10. Conversely, in the same state, the average cost of deliveries for the 
commercially insured is four times higher than Medicaid and varies quite significantly. However, rates 
of complications are significantly lower with almost no variability. What explains these differences, 


APPENDIX II Use of All-Payer Claims Databases (APCD) for  
Provider Performance Reporting and Transparency
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especially after adjusting for patient severity? Why are mothers delivering babies in this Medicaid 
program facing far higher rates of avoidable complications than mothers in commercial plans? The 
point, of course, is that barring an APCD, this question could and would never be asked.


Figures C and D show results that are diametrically opposite to that of vaginal deliveries. There are 
significant differences in price and almost no differences in avoidable complications for colonoscopy 
episodes in Medicaid, but somewhat less variability in price and far more variability in avoidable 
complications for commercial plan members.


Figures E and F show variability in the price and rate of avoidable complications for low back pain 
episodes for both Medicaid and commercial plan members.


3. The importance of an independent reporting mechanism
 Reporting the price and quality of health care is challenging for any organization, but particularly so for 


individual health plans. While a plan member can only be a member of one health plan at a time, surveys 
continue to indicate that consumers lack confidence in the independence of health plans when it comes 
to their reports on the price and quality of providers. In fact, most consumers fear the health plans are 
simply trying to drive them to less expensive providers rather than “the best” or highest-value.


Furthermore, there are no existing national standards for measuring the price of a medical episode 
of care, which can create significant heterogeneity from health plan to health plan in how they report 
prices. Most health plans have chosen to focus their price reporting on individual services, such as 
an office visit or a lab test. However, the total potential price that might be due for a specific medical 
episode, such as a colonoscopy or a vaginal delivery, or the treatment of low back pain, ultimately has 
far greater impact on patients.


Figure F shows the average price and the rates of potentially avoidable complications for the 
management of low back pain, a common medical episode for patients under age 65. Given that for 
an average health plan member the deductible is over $1,500 and the out-of-pocket maximum is over 
$5,000, the plan member will pay a significant percentage of the average costs of managing low-back 
pain. If a payer simply provides prices on individual services, it might be very difficult for a plan member 
to select a provider. Consider this table derived from Figure F and representing four different physicians:


PHYSICIAN 1 PHYSICIAN 2 PHYSICIAN 3 PHYSICIAN 4


Average Price $2,175.00 $4,173.00 $6,481.00 $8,500.00


PAC % 21.50% 37.00% 5.50% 13.15%


Some of the difference between these providers stems from the quantity of services delivered, but 
some from the price. Furthermore, price, without some indication of quality, could lead to different 
conclusions. Each episode of low-back pain consists of dozens of services, from office visits to primary 
and specialty care, to diagnostic imaging and even procedures. As a result, to make an informed 
decision, and to compare one provider to another, a consumer should know the extent to which a 
physician operates on patients with low-back pain, the nature and seriousness of adverse events and 
other complications, and the reason for the significant differences in price.


HCI3 generated the results in Figures A through F using its ECR Analytics on an APCD, and stratifying the results 
by payer type. They illustrate the importance of tying together meaningful price and quality information to 
help consumers better gauge the relative value of providers in a state, and they also illustrate how these types 
of data can help policymakers and providers gain insights on the disparity in care between different types of 
payers. In a prior report with CPR, we delved into many of the methodological pitfalls in reporting price to 
health plan members, and most of those can be avoided when states take on the important leadership role of 
assembling data across payers in an APCD, applying a consistent set of rules to those data, and releasing the 
results of those consistent analyses to the general public.



http://www.catalyzepaymentreform.org/images/documents/CPR_HCI3_08.pdf
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Figure A: Vaginal Deliveries Medicaid
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Figure B: Vaginal Deliveries Commercial
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Figure C: Colonoscopy Medicaid
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Figure D: Colonoscopy Commercial
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Figure E: Low Back Pain Medicaid
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Figure F: Low Back Pain Commercial
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This document includes recommendations and technical specifications for various components of the 
New Hampshire HealthCost website.  These materials were drafted by staff at UMass Medical School 
Center for Health Law and Economics pursuant to its contract with the New Hampshire Insurance 
Department (HealthCost Analytics – 2013-RRG 304). 


Contents: 


1. Procedure Selection Recommendations 
2. Unbundled Procedure Data 
3. Taxonomy Selection 
4. Statewide Charge and Price report 
5. Lab Market Basket 
6. Bundled Data Recommended Refinements 
7. Medicare Procedure Recommendations 
8. Prescription Drugs 
9. Recommendations for Service Utilization 
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1. Procedure Selection Recommendations 
 


Overview: This document provides a summary of recommendations for which procedures* should be 
added or revised on the New Hampshire HealthCost website.  The Center for Health Law and Economics 
staff at UMASS Medical School (UMMS) developed these recommendations after engaging in a multi-
step process that involved reviewing procedures on cost websites for other states, analyzing 2013 
NHCHIS claims data to determine high-volume procedures, and reviewing our top CPT choices with 
clinical staff to ensure we were including the most critical CPTs and not excluding lower-volume CPTs 
that consumers often compare prices for before initiating the procedure. 


• Review of other cost websites 
CHLE staff reviewed 17 cost websites that use charges and provider cost** and 19 websites that use 
insurer prices.***  We looked documented how procedures were selected for each site (high volume, 
high cost, etc.), the search functionality (ZIP code, provider, CPT code #, specialty, etc.), the type of 
price data included (charges, patient out-of-pocket, paid amount), what type of price measures 
were included (range of prices, significance of each provider’s prices compared to peers, etc.), and 
whether quality measures were also on the same webpage as the cost data.  We analyzed the 
strengths and weaknesses of each website, and selected three websites we felt were representative 
of best practices: 


 
Maine: https://mhdo.maine.gov/healthcost2014/Procedures  
Virginia: http://www.vhi.org/health_care_prices.asp  
Minnesota: http://www.mnhealthscores.org/ 
?p=cost_search&category=all&sf=group&cost_cat_filter=13&search_phrase=  
 
We then included a fourth website which has a good comparison of drug costs: 
Florida: http://myfloridarx.com/rx.nsf/finder 


 
• Compilation of procedures on select websites 


CHLE compiled a list of procedures on the NH, ME, VA, and MN websites.  NH and ME list exact 
procedures (71020), while VA and MN only give procedure descriptions (chest x-ray); this made it 
difficult to confirm exactly which procedures are on the latter two websites, since there are multiple 


                                                           
* Procedures are also known as Current Procedure Terminology (CPTs), maintained by the American Medical 
Association 
** Websites for: Arizona, California, Colorado, Nevada, Ohio, Oregon, South central Pennsylvania, Texas, Utah, 
Virginia, as well as a national medical website and a national prescription drug website; note, some states had 
multiple websites 
*** Websites for: Colorado, Florida, Maine, Massachusetts, Minnesota, New Hampshire, New York, 7 counties in 
greater Detroit, MI, Humboldt County, CA, Memphis, TN, as well as CMS websites and 6 national websites and 2 
insurer websites 



https://mhdo.maine.gov/healthcost2014/Procedures

http://www.vhi.org/health_care_prices.asp

http://www.mnhealthscores.org/%20?p=cost_search&category=all&sf=group&cost_cat_filter=13&search_phrase

http://www.mnhealthscores.org/%20?p=cost_search&category=all&sf=group&cost_cat_filter=13&search_phrase

http://myfloridarx.com/rx.nsf/finder
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CPTs for chest x-rays, one or all of which might have been used by VA and MN in their category of 
“chest x-ray”. 


For each category, we first list the full range of CPTs for that category, such as 70010-76499 for 
radiology.  We then listed each procedure or set of procedures currently in use by one or more of 
the four websites, noting whether each website uses a CPT (71020) or description (chest x-ray).  For 
prescription medications, we itemized the medications on Florida’s website.  


Note: midway through our analysis, Maine released an updated version of its cost website; we 
reviewed their updated website and identified any additional procedures on their new website that 
we felt were appropriate consider for NH’s website. 


This process gave us a comprehensive picture of procedures currently on NH’s website that are also 
found on other robust cost comparison websites, as well as procedures found on other websites 
that NH does not include at this time. 


• NHCHIS volume analysis 
For the next step, CHLE developed a volume analysis using 2013 NHCHIS data, for the procedure 
ranges identified in the step above (e.g., 70010-76499 for radiology).  This enabled us to identify any 
additional high-volume procedures that might be appropriate to include in the NH website.  We 
analyzed the volume for procedures in the following categories:  allergy, diagnostic ultrasound, 
emergency department, laboratory/tests, neurology, office/other outpatient, psychology, 
rehabilitation, radiology, surgeries, vaccines/toxoids, and other therapies.   
 
For every procedure in each category, we calculated the frequency of that procedure, as well as the 
mean, median, and total allowed amount and mean, median and total patient out of pocket 
expense.  We then focused on the top CPTs in each category by volume. 
 
Note, we ran both monthly (January 2013) and annual (2013) analyses for each of these categories 
and confirmed the results were comparable. 
 
This process gave us the top procedures used in New Hampshire in each category, with data on both 
volume and cost. 


 
• Identification of additional procedures to add to NH website 


CHLE’s next step involved cross-referencing the high volume procedures from NHCHIS that are not 
currently on NH’s website with procedures found on the comparison websites.  We focused in 
particular on Maine’s website because it uses CPT codes (71020), while VA and MN use less-precise 
procedure descriptions (chest x-ray).  We ranked the procedures based on whether they were in the 
top 20 and/or were on the ME, VA, or MN websites. 
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• Clinical review of procedures and categories 
We presented the above list of procedures to a clinical consultant who is a family medicine 
practitioner at UMASS Medical Center.  She provided her expertise to answer the following 
questions: 
 


o Are there CPTs we should remove because including them will be confusing for consumers?  
o Are there CPTs we should remove that are high volume but consumers rarely compare 


prices for (such as emergency room and circumcision)? 
o Are there CPTs we should add, even though they’re low volume, because consumers usually 


price-shop for those procedures? 
o Are there seasonality issues that suggest we should run our volume analysis for different 


times of year? 
o Any other thoughts regarding the procedures selected? 


 
 


We adjusted the list of procedures based on the clinical consultant’s recommendations.  We also 
looked into several procedures that are low volume in the NHCHIS data, but are used on other 
websites.  In some cases, NH uses a minor variation, such as the number of views for an x-ray, and 
for other CPTs, composite codes have since been created to replace multiple individual codes for a 
multi-step procedure. 
 


• Recommendations on procedure selection 
We present below a list of procedures: 


o Currently on NH’s website that we recommend NHID keep 
o Not on NH’s website that we recommend NHID add 
o Currently on NH’s website that we recommend be replaced with a more useful CPT code 


The recommendations are presented by category, with an explanation of why the new codes are 
recommended, what percentage of total volume the codes on the list represent, and whether those 
codes are used on the Maine, Virginia and/or Minnesota websites. The categories are: 


o Emergency Department 
o Office and Other Outpatient 
o Surgery/Maternity 
o Radiology 
o Ultrasound 
o Lab Services 
o Sleep Studies 
o Mental Health 
o Ambulance Services 
o Chiropractic Services 
o Dental 
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A. Recommendations per category 
 


Emergency Department 


CPT Code Description Recommendation See note 
99281 Emergency Department Visit - Very Minor Keep e 
99282 Emergency Department Visit - Low  Add a 
99283 Emergency Department Visit - Medium Keep e 
99284 Emergency Department Visit - Urgent Add b 


 
Notes: 
 


a. 99282 is the intervening code between the two codes presently on the website, and is used 
more frequently than 99281. 


b. 99284 is the second most frequent code billed by Emergency Departments. It is for urgent 
cases that do not pose an immediate threat to life or physical function. 


c. 99285 is not recommended, since it is used for truly emergent cases. 
d. The four codes above represent 77% of the volume of ED codes (range 99281 – 99288). 
e. Maine and Virginia both include Emergency Department codes 99281 and 99283 on their 


websites. 
 


Office & Other Outpatient 


CPT Code Description Recommendation See note 
99202 Office Visit, New Pt, Minor Add a 
99203 Office Visit, New Pt, Low Add a 
99204 Office Visit, New Pt, Moderate Add a 
99212 Office Visit, Established Pt, Minor Keep  
99213 Office Visit, Established Pt, Low   Keep*  
99214 Office Visit, Established Pt, Moderate Keep  
99385 New Patient, Comp Prevent Medicine 18-39 yrs 


old 
Keep d 


99386 New Patient, Comp Prevent Medicine 40-64 yrs 
old 


Keep d 


99395 Comp Preventive Medicine 18-39 yrs old Keep d 
99396 Comp Preventive Medicine 40-64 yrs old Keep  


* Listed in UNH technical code list, but not currently on website 
 
Notes: 
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a. Additional 3 codes are codes for new patients, corresponding to the codes on the current 
website established patients. 


b. Did not recommend inclusion of codes for very minor (99201,99211) or high (99205,99215) 
complexity.  These codes are not widely used. 


c. The 10 codes in this category account for over 90% of the volume of office visit evaluation and 
management codes in ranges (99201-99215 and 99381-99397). 


d. Maine includes most of the above codes, except 99385, 99386, and 99395, while Virginia only 
has two office visit procedures on their website, for Adult Office and Well Child visits.  


Surgery/Maternity 


CPT Code Description Recommendation See note 
11100 Biopsy, Skin lesion Add  
17000 Destruction of Lesion, first Lesion 


(outpatient) 
Keep b 


17003 Destruction of lesion, lesions 2-14  Add b, e 
17110 Destruction of lesions, up to 14 Add b 
19103 Biopsy, Breast (outpatient) Keep d 
20610 Arthrocentesis (outpatient) Keep  
29826 Arthroscopic Shoulder Surgery  Add  
29881 Arthroscopic Knee Surgery (outpatient) Keep  
31231 Nasal endoscopy, diagnostic Add  
31575 Diagnostic Laryngoscopy Add  
42820 Tonsillectomy with Adenoidectomy 


(outpatient) 
Keep  


43235 Upper Gastrointestinal Endoscopy, 
diagnostic 


Add  


43239 Upper Gastrointestinal Endoscopy, with 
biopsy 


Add  


45378 Colonoscopy (outpatient) Keep  
47562 Gall Bladder Surgery (outpatient) Keep e 
49505 Hernia Repair (outpatient) Delete, replace 


with 49650  
c 


49650 Hernia Repair - laproscopic Add  
49658 Hernia Repair with mesh Add  
50590 Kidney Stone Removal  Fragmentation 


(outpatient) 
Keep, but change 


name 
 


52000 Cystoscopy Add  
58100 Biopsy, endrometrial (uterus) Add  
51798 Urine Capacity Measurement Add e 


59025 Fetal Non-Stress Test Add e 
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Notes: 
 


a. All recommended additions are common high-volume procedures. 
b. Coding practices vary for “destruction of skin lesion”.  While the code on the current website 


(17000) is most common, the two recommended codes (17003 and 17110) are also high 
volume.  


c. The current code on the website for Hernia repair (49505) is low volume, likely due to practice 
pattern changes.  Recommend replacing with higher volume codes for laproscopic (49650). 


d. The breast biopsy code (19103) was replaced in 2014 with bundled codes (19081-19086).  While 
this will not affect current data, it should be considered in future website maintenance.  


e. Maine includes most of the codes on this list on its website, except for 17003, 47562, 51798, 
and 59025.  The additional codes are sufficiently high volume to merit inclusion. 


 


Radiology 


CPT Code Description Recommendation See note 
70553 MRI - Brain (outpatient) Keep  
72148 MRI – Lower Back, without dye Keep  
72197 MRI - Pelvis (outpatient) Keep g 
73721 MRI – Hip, Knee, or Ankle  Keep (Revise name) a 
73221 MRI - Shoulder, Elbow, or Wrist Add  
71260 CT - Chest, with contrast Keep c 
70450 CT - Head/Brain, without dye Add c 
72193 CT - Pelvis, with contrast Replace w/74177 b, c 
74160 CT - Abdomen, without dye Replace w/74177 b, c 
74177 CT - Abdomen & Pelvis, with contrast Add c 
71020 X-Ray - Chest (outpatient) Keep d 
72040 X-Ray – Neck (Spine, Cervical) Add d, e 
72070 X-Ray - Middle Back (Spine, Thoracic) Add d, e  
72100 X-Ray - Lower Back (Spine, Lumbosacral) Keep (Revise name) d, e 
72170 X-Ray – Pelvis Add d 
73030 X-Ray - Shoulder (outpatient) Keep d 
73110 X-Ray - Wrist (outpatient) Keep d 
73130 X-Ray – Hand Add d 
73510 X-Ray – Hip Add d 
73562 X-Ray - Knee (outpatient) Keep d 
73610 X-Ray - Ankle (outpatient) Keep d 
73630 X-Ray - Foot (outpatient) Keep d 
74000 X-Ray - Abdomen Add d 







New Hampshire HealthCost Analytics 
Recommendations and Technical Specifications  


 
 
Page | 8  UMMS Center for Health Law & Economics 
 
 


CPT Code Description Recommendation See note 
76075, 77080 Bone Density Scan (outpatient) Keep, but strike 


76075 
g 


76092, 77057, 
G0202 


Mammogram (outpatient) Keep, but strike 
76092 


f 


78452, 78465 Myocardial Imaging (outpatient) Keep, but strike 
78465 


h 


 


Notes: 
a. Code 73721 is listed on the website as “MRI –Knee”, but the same code is used for hip and 


ankle. Recommend clarifying the description. 
b. The current website contains two codes for 72193 (CT Pelvis) and 74160 (CT Abdomen). In 2011, 


a composite code for CT Pelvis and Abdomen (74177) was introduced.  This composite code is 
currently used significantly more than the two separate codes, therefore we recommend 
replacing the two separate codes with the single composite code. 


c. CT scans can be provided with or without dye or contrast, resulting in two codes for each 
anatomical region.  In practice, one code tends to be used more widely, e.g. CT of Head/Brain 
with dye is used substantially more often than without dye.  The recommended additions are 
the most common of the two codes per anatomical region.  


d. Similarly, X-Rays are ordered based on the number of views ordered by the physician.  Patients 
will often be unaware of how many views have been ordered, so including multiple codes per 
region will be confusing to consumers. Therefore, the recommended codes are the most 
common number of views for the anatomical region.  


e. The current website has a single back x-ray listed (72100), but it is specifically for the lower back. 
The additional recommended codes 72040 and 72070 add two additional regions to address the 
whole back.  Recommend changing the name of 72100 to distinguish between the 3 regions. 


f. Code 76092 is no longer used for mammograms-it was replaced with 77057. Recommend 
deleting. 


g. Code 76075 has no volume, because it was replaced with 77080. Recommend deleting 76075. 
h. Code 78465 was deleted. Volume is highest for code 78452. Recommend deleting 78465. 
i. The Maine website includes many but not all of the codes in this.  It does not contain 72070,  


72170, 73510, 74000, 76075, 78452 or 78465.  Maine sometimes uses CPTs for variants of 
procedures listed above:  it uses 72195 (MRI without contrast) instead of 72197 (MRI with or 
without contrast), 72010 (x-ray of spine) instead of the two spine options listed above (72070 
and 72100); 73120 instead of 73130; 73620 (foot x-ray) instead of 73630 (foot x-ray, 2 views); 
and 78451 (single study) instead of 78452 (multiple studies).  Finally, for mammograms it uses 
codes for computer aided detection rather than the three codes listed above.   


j. These codes account for 63% of the volume of the radiology series (70010 – 76499, 77080, 
77057, G0202, 78452, 78465). 
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Ultrasound 


CPT Code Description Recommendation See note 
76645 Ultrasound - Breast (outpatient) Keep  
76856 Ultrasound - Pelvic (outpatient) Keep  
76805 Ultrasound - Pregnancy (outpatient) Keep d 
76830 Ultrasound - Transvaginal (non-maternity) Add  
76700 Ultrasound – Abdominal, Complete Add c 
76705 Ultrasound – Abdominal, Limited Add c 
76816 Ultrasound - Pregnancy follow-up Add  
76536 Ultrasound - Head and Neck Add d 


 


Notes: 
a. The recommended existing and additional codes are high volume procedures in the ultrasound 


category. 
b. Other high-volume services, such as guides for biopsy, are not recommended for inclusion 


because they are components of other procedures. 
c. Complete and Limited Abdominal ultrasounds have very similar volume, therefore we 


recommend including both codes (76700, 76705) 
d. Maine has 6 of the 8 codes in this series in its website.  For pregnancy, it has a code for follow 


up on the fetus rather than 76805, and it does not have 76536 (head and neck). 
e. These codes account for 55% of the volume of the ultrasound series (76506-76999). 


 


Lab Services 


CPT Code Description Recommendation See note 
80061 Cholesterol test (lipid panel) Add a 
80050 General health panel Add a 
80053 Comprehensive metabolic panel Add a 
80076 Liver function panel  Add a 
80055 Obstetric panel Add a 
80051 Electrolyte panel Add a 
80069 Kidney function panel Add a 


 
Notes: 
 


a. Due to the large number of unique procedure codes in the lab series, we recommend including 
the most common panel tests (which are groups of tests). 


b. These panels represent 14% of the volume for lab services. 
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c. Maine has over 70 labs on its website, while Virginia does not include labs in its website. 
d. Additionally, we completed analysis to determine a method to reasonably and fairly compare 


lab providers for prices in a way that would be more meaningful to consumers.  The current 
analysis is focused on creating a lab “market basket”—that would contain the same set of 
common lab tests.  The average price of the market basket for given provider could be used to 
compare the prices among providers.  


Physical Therapy 


CPT Code Description Recommendation See note 


97110 Physical Therapy - Therapeutic 
Exercises Add  


97001 Physical Therapy Evaluation Add  


97014 Physical Therapy - Electrical 
Stimulation Therapy Add  


97035 Physical Therapy - Ultrasound Therapy Add  


97112 Physical Therapy - Neuromuscular 
Reeducation Add  


97140 Physical Therapy - Manual Therapy Add  


97530 Physical Therapy - Therapeutic 
Activities Add  


 


 


Sleep Studies 


CPT Code Description Recommendation See note 
95810 Sleep Study Add a 
95811 Sleep Study, with CPAP machine Add a 


 
Notes: 


a. These codes are for polysomnography, a specific type of sleep study that is the highest volume.  
The volume for both codes are similar: (5,700 annual claims for 95810 vs 4,700 claims for 
95811).   


b. These panels represent 25% of the volume for neurological services. 
c. Maine and Virginia do not include CPTs for sleep studies on their websites. 


 
 
Mental Health 


CPT Code Description Recommendation See note 
90834 Psychotherapy, 45 minutes Add a 
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CPT Code Description Recommendation See note 
90837 Psychotherapy, 60 minutes Add a 
90791 Diagnostic psychiatric evaluation Add a 
90832 Psychotherapy, 30 minutes Add a 
90847 Family Psychotherapy Add a 
90853 Group Psychotherapy Add a 


 
Notes: 


a. In 2013, the CPT codes for psychiatric services were modified.  These codes are the most up-to-
date codes. Analysis of NHCHIS data for prior periods will yield results for different codes. 


b. Services provided by psychiatrists, such as medication management visits, do not have separate 
codes.  These physicians bill using standard office visit codes. 


c. These codes represent 91% of the volume for mental health services. 
d. ME and VA do not currently include mental health visits on their websites. 


 
 
 
Ambulance Services 


CPT Code Description Recommendation See note 
A0425 Ambulance, mileage rate Add a 
A0427 Ambulance service, advanced life support, 


emergency transport 
Add a 


A0429 Ambulance service, basic life support, emergency 
transport 


Add a 


A0428 Ambulance service, basic life support, non-
emergency transport 


Add a 


A0426 Ambulance service, advanced life support, non-
emergency transport 


Add a 


 


Notes: 
a. These are the most common codes, but additional codes may be used for supplies.   
b. We sought to include the code for wheelchair vans (which would be less emergent), but the 


volume data for that code (A0130) was very low. 
c. These codes represent 84% of the volume for ambulance services. 
d. ME and VA do not currently include ambulance services on their websites 


 
Chiropractic Services 


CPT Code Description Recommendation See note 
98941 Chiropractic manipulation, 3-4 regions Add a 
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CPT Code Description Recommendation See note 
98942 Chiropractic manipulation  Add  


 


Notes: 
a. There are 4 primary codes for chiropractic manipulation, depending on the number of the 


regions manipulated.  Codes 98941 and 98942 represent 73% of the volume of all chiropractic 
services and 67% of the spending in the other service category (97802-98943). This range 
includes acupuncture and chiropractic services. 


b. ME & VA do not include chiropractic services on their websites. 
 
Dental Services 


 


CDT Code Description Recommendation See note 


D0120 
Periodic exam - established patient (e.g. 6-
month check) Add 


 


D0150 
Comprehensive exam - new or established 
patient Add 


 


D0210 Dental x-ray: complete series intraoral 
 


 


D0220 
Dental x-ray: intraoral - periapical first 
radiographic image Add 


 


D0272 
Dental x-ray: bitewings - two radiographic 
images Add 


 


D0274 
Dental x-ray: bitewings - four radiographic 
images Add 


 


D1110 Dental cleaning - adult Add  
D1120 Dental cleaning - child Add  
D1208 Fluoride application Add  


D2140 
Dental filling: Silver (amalgam)  - one surface, 
primary or permanent Add 


 


D2150 
Dental filling: Silver (amalgam) - two surfaces, 
primary or permanent Add 


 


D2391 
Dental filling: White (resin) - one surface, 
posterior Add 


 


D2392 
Dental filling: White (resin)  - two surfaces, 
posterior Add 


 


D4910 Periodontal maintenance Add  


D7140 
Tooth extraction, erupted tooth or exposed 
root (elevation and/or forceps removal) Add 


 


D8080 Comprehensive orthodontic treatment  (adult) Add  


D8090 
Comprehensive orthodontic treatment  
(adolescent) Add 
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D8670 
Periodic orthodontic treatment visit (as part of 
contract) Add 
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2. Unbundled Procedure Data  
 


Objective: The purpose of this specification is to describe the steps necessary to generate the rate data 
for “unbundled” procedure codes.  The charge and price information for unbundled procedure codes 
are presented for the procedure line only; other services provided on the same day are not included in 
the charge and price data.  The list of unbundled procedures is provided in appendix A. 


1. Data source 
a. Most recent complete period, consistent with timeframes used for bundled procedures 


 
2. Data Source Claim Filters 


a. Include only Anthem, CIGNA, HPHC , Other  
i. “Other” defined as Aetna, Unicare, United, Tufts, Benefit Management, MVP1 


b. Include only HMO, POS, PPO, IND, EPO products 
c. Include useflag=Y, inpatient_flag=N, claim status = 01 
d. Exclude claims where qty>1, except for code A0425 (Ambulance mileage). 
e.  For physical therapy claims, the rates should be divided by the quantity, since some 


providers will be monthly statements. 
f. For lab claims, delete claims where cpt_mod1 = 26. 
g. For physical therapy claims, delete claims where cpt_mod1 is ‘GO’ (occupational therapy) 


and ‘GN’ (speech therapy). 
h. Only keep providers located in NH 
i. Retain service provider taxonomy 
j. Select only procedures that were performed by providers with taxonomies that match the 


taxonomy list for the applicable service category (appendix B). 
k.  See dental reference table for dental payers, appendix C. 


3. Definitions 
a. Charge amount = amt_billed 


i. For ambulance mileage (A0425) Charge Amount = amt_billed / qty 
b. Allowed amount = amt_paid + amt_prepaid + amt_copay + amt_deduct +amt_coins 


i. For ambulance mileage (A0425) Allowed amount  =  
(amt_paid + amt_prepaid + amt_copay + amt_deduct +amt_coins) / qty 


c. Patient share = amt_copay + amt_deduct +amt_coins 
i. For ambulance mileage (A0425) patient share =  


(amt_copay + amt_deduct +amt_coins) / qty 
d. Hospital claims are identified if 


i. Bill_type or rev_code is not null 


                                                           
1 Using carrier codes used in HealthCost Analytics SAS code 
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e. Professional claims are identified if 
i. Place_serv is not null 


f. Other claims are identified if 
i. Neither 3d. or 3e. is met 


 
4. Treatment of modifiers – sleep studies only 


a. If a service line includes a cpt_mod1 of ‘26’, the procedure code should be redefined to 
distinguish the line as a separate service. Based on a review of the data, only sleep studies 
(95810 and 95811) use these modifiers to any meaningful extent, therefore this rule should 
only apply to those codes.  
 


i. Example: 
 
Procedure Code Mod1 The service should be distinguished and 


presented on website separately as: 
95810 – Sleep Study Null 95810 – Sleep Study 
95810 – Sleep Study 26 95810 -  Sleep Study Professional Fee 


 
b. The website should present both the sleep study and the professional fee (disaggregated, 


not added together), with the following explanation: 
i. “The cost of sleep studies will typically include two distinct services: (1) the cost of 


delivering the service, and (2) the cost of the physician interpreting the results. The 
typical cost for both items is provided here.” 


c. The professional fee is typically generated by a separate provider; although most lead 
providers have a limited number of professional providers (1 to 4) that bill the 
corresponding fee. 


 
5. Rate calculation 


a. For services lines that include the lead procedure codes listed in Appendix A, calculate 
charge amount and allowed amount per 3 above. 


b. Include only service lines where the lead procedure code is present.  Additional services 
provided on the same day will not be included in the rate amount.  


i. The same taxonomy list will be used for both lead and related procedures. 
c. Apply outlier trimming – across all providers: 


i. Upper cap: If the charge amount or allowed amount > 95th percentile  
ii. Lower cap:  If the charge amount or allowed amount < 1st percentile 


d. The rate for each provider is the median charge amount (for uninsured) and the median 
allowed amount (for insured). 
 


6. Identification of Related Procedures 
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a. Related procedures will not be presented for laboratory services 
b. Identify and select only patients that received a lead procedure service 
c. Identify and select only providers that performed a lead procedure.  
d. For these patients, create a unique episode_key based on member_id and to_date (or 


dos_end) 
e. Create a table identifying all unique procedure codes  provided for each episode_key 


i. Do not exclude lines where proc_code is null. (These are typically additional 
ancillaries provided at hospitals where procedure code is not required.) 


f. For all services except for ambulance services, exclude episode_keys where the following 
procedures are included: 


i. ED visit codes: 99281, 99282, 99283, 99284, 99285 
ii. ED services: line charge greater than $0 where rev_code in (45x) 


iii. Ambulance codes: prefix A04 in proc_code 
g. For each lead procedure, produce a statewide count of other unique procedure codes that 


occur within episode keys. 
i. Example Table (Includes only episodes where 97001 occurs) 


1 2 3 4 5 


Procedure 
Code Description 


Claim Lines with 
procedure code 


Total claim lines of 
lead procedure 


code 


% where 
procedure co-


occurs with  
97001 PT EVALUATION                  14,003                      14,003  100% 
97110 THERAPEUTIC EXERCISES                    6,065                      14,003  43% 
97140 MANUAL THERAPY                    3,231                      14,003  23% 
97535 SELF CARE MGMT TRAIN                        767                      14,003  5% 
97014 ELECTRIC STIM THER                        695                      14,003  5% 


 


h. Determine the “co-occurrence rate” by dividing the number of claim lines for each unique 
procedure code by the number of claim lines for the lead procedure.  


i. Related procedures are identified if the co-occurrence rate (col 5) is greater than or equal to 
10%. 


j. If a bundled procedure meets the threshold for a related procedure (i.e. greater than or 
equal to 10%), it should not be included as a related procedure.   
 


7. Table of related procedures - rates 
a. For each lead procedure, the related procedures will be presented as an additional table, 


with the statewide median rate by payer and product and the estimated co-occurrence rate.  
The list of related procedures is static (i.e. it is not provider specific) as determined by step 
6. 


b. Using the subset of providers for which there was a lead procedure, calculate the statewide 
median charge amount and allowed amount.  
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c. The co-occurrence rate is the amount determined in 6.g. 
d. No uninsured discount rate for related procedure charges will be included on the website.  


However, a note will be including informing the consumer that the presented rate is the full 
charge and that the consumer may be able to obtain a discount from the provider. 
 


8. Precision of Cost Estimate 


This will be completed consistent with the process used for bundled procedures. The measure of 
variation (a “scale”) in a rate is based on two values: 


1. the coefficient of variation for charges, including all payers and products; 
2. the percent difference between the median charge for the insurance company product line and 


the overall median for all insurance companies and product lines that the provider identified.   
These values, both percentages, are summed together and translated into an ordinal scale. 
For a given health care procedure, the scale measures the gap between the median charge 
amount within one payer/product combination and the median charge amount across all 
payers (and products) that a provider accepts.  The precision thresholds are based on the 
25th, 50th and 75th percentiles of the scale. 
 


9. Typical Patient Complexity 
This will not be calculated or presented for unbundled services. 
 


Appendix A: List of Unbundled Procedures 


Category CPT Code Description 


Lab Services 80061 Cholesterol test (lipid panel) 


Lab Services 80050 General health panel 


Lab Services 80053 Comprehensive metabolic panel 


Lab Services 80076 Liver function panel  


Lab Services 80055 Obstetric panel 


Lab Services 80051 Electrolyte panel 


Lab Services 80069 Kidney function panel 


   Physical Therapy 97001 Physical Therapy Evaluation 


Physical Therapy 97110 Physical Therapy - Therapeutic Exercises 


Physical Therapy 97140 Physical Therapy - Manual Therapy 


Physical Therapy 97014 Physical Therapy - Electrical Stimulation Therapy 


Physical Therapy 97035 Physical Therapy - Ultrasound Therapy 


Physical Therapy 97112 Physical Therapy - Neuromuscular Reeducation 
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Category CPT Code Description 


Physical Therapy 97530 Physical Therapy - Therapeutic Activities 


   Sleep Studies 95810 Sleep Study 


Sleep Studies 95811 Sleep Study, with CPAP machine 


   Mental Health 90834 Psychotherapy, 45 minutes 


Mental Health 90837 Psychotherapy, 60 minutes 


Mental Health 90791 Diagnostic psychiatric evaluation 


Mental Health 90832 Psychotherapy, 30 minutes 


Mental Health 90847 Family Psychotherapy 


Mental Health 90853 Group Psychotherapy 


   Chiropractic  98941 Chiropractic manipulation, 3-4 regions 


Chiropractic  98942 Chiropractic manipulation, 5 regions 


   Ambulance Services A0425 Ambulance, mileage rate 


Ambulance Services A0427 
Ambulance service, advanced life support, emergency 
transport 


Ambulance Services A0429 Ambulance service, basic life support, emergency transport 


Ambulance Services A0428 
Ambulance service, basic life support, non-emergency 
transport 


Ambulance Services A0426 
Ambulance service, advanced life support, non-emergency 
transport 


   Dental D0120 Periodic exam - established patient (e.g. 6-month check) 


Dental D0150 Comprehensive exam - new or established patient 


Dental D0210 Dental x-ray: complete series intraoral 


Dental D0220 Dental x-ray: intraoral - periapical first radiographic image 


Dental D0272 Dental x-ray: bitewings - two radiographic images 


Dental D0274 Dental x-ray: bitewings - four radiographic images 


Dental D1110 Dental cleaning - adult 


Dental D1120 Dental cleaning - child 


Dental D1208 Flouride application 


Dental D2140 
Dental filling: Silver (amalgam)  - one surface, primary or 
permanent 


Dental D2150 
Dental filling: Silver (amalgam) - two surfaces, primary or 
permanent 


Dental D2391 Dental filling: White (resin) - one surface, posterior 


Dental D2392 Dental filling: White (resin)  - two surfaces, posterior 
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Category CPT Code Description 


Dental D4910 Periodontal maintenance 


Dental D7140 
Tooth extraction, erupted tooth or exposed root (elevation 
and/or forceps removal) 


Dental D8080 Comprehensive orthodontic treatment  (adult) 


Dental D8090 Comprehensive orthodontic treatment  (adolescent) 


Dental D8670 Periodic orthodontic treatment visit (as part of contract) 
 


For Appendix B & C, please see accompanying spreadsheet files. 
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3. Taxonomy Selection 


Objective: This specification outlines the procedure for identifying the taxonomies for new procedures 
being added to the New Hampshire HealthCost website.  The file uses each provider’s NPI number to 
obtain the taxonomy for that provider.    


This document is intended to supplement the SAS code provided.  The numbered steps noted in this 
specification correspond to the steps identified in the SAS code.   


Data sources 


a. NHCHIS:  list of procedures to be added 
b. Provider data:   


• CHIS 2014 provider file  
• CMS 5/2014 Full Replacement Monthly NPI File 


https://www.cms.gov/Regulations-and-Guidance/HIPAA-Administrative-
Simplification/NationalProvIdentStand/DataDissemination.html  


SAS code:  taxonomies_final 


STEPS for Data Preparation and Analysis 


STEP 1:  Prep work 


1.1   Secure list of new procedures to be added to website; the list of new procedures will be based on 
the results of running SAS code to identify high frequency procedures not currently on the website.   


 


STEP 2:  Obtain taxonomies for new procedures 


Note: To save programming time, UMMS completed the analysis using a one month subset.  Prior to 
using this subset, we completed analysis to ensure that the results were representative of the full year.   


2.1a   Make one month subset for medical claims for each specialty, for target procedures only 


• ensure parent_payercode is limited to target payers and that inpatient flag=N if specialty is not 
hospital IP service 
if parent_payercode in 
('NHC0065','NHT0139','NHC0025','NHC0025E','NHC0125','NHC0125F','NHC0213
','NHT0096','NHC0010A','NHC0416','NHC0423','NHC0615','NHC0702B','NHT070
1'); 


2.1b  Make one month subset for dental claims, for target procedures only 


 


2.2    Use macro to obtain provider taxonomy: 



https://www.cms.gov/Regulations-and-Guidance/HIPAA-Administrative-Simplification/NationalProvIdentStand/DataDissemination.html

https://www.cms.gov/Regulations-and-Guidance/HIPAA-Administrative-Simplification/NationalProvIdentStand/DataDissemination.html
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2.2a   Merge with provider table to obtain NPI 


2.2b   Merge with NPI table to obtain taxonomies 


2.2c   Sort results by procedure code and provider taxonomy 


2.2d   Run FREQ to obtain frequencies for procedure code * taxonomy, by procedure code (thus 
frequencies will be for each procedure, not for the service category overall) 


2.2e   Add the specialty name (in new specialty field) to the table (dent, amb, chiro, office, etc.) 


2.3   Append table for each taxonomy into single dataset; filter for frequencies with >=1% 


2.3b  For Physical Therapy, remove any Occupational Therapy taxonomies (including:  225X00000X, 
225XP0200X, 261QX0100X, 111NX0800X) 


2.4   Export final frequency table; perform the following clean-up, as necessary: 


• remove any taxonomies for “specialist” that has <5% frequency 
• remove these taxonomies: 


o 314000000X-SNF 
o 313M00000X-other nursing facility 
o 171M00000X-case manager 
o 251B00000X-case mgmt. 
o 390200000X-student in med training 


 
• for “office” evaluation and management (E&M) code taxonomies (99201-99215), limit to the 


following taxonomies which are currently on the website:  
 


Taxonomy Description 
207Q00000X Physician/Family Practice 
207R00000X Physician/Internal Medicine 
363LF0000X Nurse Practitioner 
207V00000X Physician/Obstetrics & Gynecology 
363L00000X Nurse Practitioner 


 
• for emergency department procedures, limit to the following: 


 
Taxonomy Description 
282N00000X Hospital-Acute Care 
282NC0060X Critical Access Hospital 
207P00000X Physician/Emergency Medicine 
207PE0004X Physician/Emergency Medicine 
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4. Statewide Charge and Price report 


Objective:  The statewide reports provide charge and price details for the most common procedures 
provided by New Hampshire providers.  The intended audience of these reports is carriers, health care 
providers, and other researchers familiar with procedure pricing.  The output reports are in Excel 
format, enabling the user to filter on specific items.  See Appendix A for a sample of the output.  Four 
tabs of data are presented: (1) statewide summary, (2) by carrier summary, (3) by product summary, 
and (4) by carrier and product. 


Specifications: 


10. Data source 
a. Based on NHCHIS file received November 2014 


 
11. Filters 


a. Includes claims with dates of service January 2013 – January 2014 (most recent complete 
12-month period) 


b. Include only Anthem, CIGNA, HPHC , Other  
i. “Other” defined as Aetna, Unicare, United, Tufts, Benefit Management, MVP2 


c. Include only HMO, POS, PPO, IND, EPO products 
d. Include useflag=Y, inpatient_flag=N, claim status =01 
e. Exclude any claim lines without a procedure code 
f. Exclude claims where units>1 
g. Only keep providers located in NH 
h. No taxonomy filters applied 
i. If allowed amount or charge amount for any of the quartile values < $1, the procedure was 


deleted.   
 


12. Definitions 
a. Charge amount = amt_billed 
b. Allowed amount = amt_paid + amt_prepaid + amt_copay + amt_deduct +amt_coins 
c. Hospital claims are identified if 


i. Bill_type or rev_code is not null 
d. Physician claims are identified if 


i. Place_serv is not null 
e. Other claims are identified if 


i. Neither 3c. and 3d. is met 
f. Service categories are defined based on ranges of codes  


 
 
 


                                                           
2 Using carrier codes used in HealthCost Analytics SAS code 
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Service Category Includes codes in range 
Anesthesia 0xxxx 


Surgery 1xxxx – 6xxxx 
Radiology 7xxxx 


Laboratory/Pathology 8xxxx 
Vaccines 902xx – 907xx 


Psychiatry 9079x, 908xx 
Medicine 909xx, 91xxx-96xxx, Gxxxx 


Physical Therapy & Chiropractic 97xxx-98xxx 
Evaluation & Management 992xx-994xx 


Ambulance Axxxx 
Dental Dxxxx 


Injectable Drugs Jxxxx 
Other (Excluded from Dataset) Missing, “ACCOR”, xxxxF 


 
g. Procedure codes are redefined to specify the modifier if relevant for pricing purposes: 


i. Modifier 26 – professional component 
ii. Modifier TC – technical component 


iii. Modifier NU – durable medical equipment – new 
iv. Modifier RR – durable medical equipment – rental 


 
13. Selection of codes included in report 


a. For each service category, the procedure codes are ranked from highest to lowest based on 
volume. Codes are included in the report if the cumulative frequency of that code is less 
than 80%, except   


i. Evaluation and Management, Physical Therapy & Chiropractic, Vaccines, and 
Ambulance the threshold is 90% 
 


14. Masking low volume results 
a. If the volume for a particular cell (e.g. combination of product/payer/CPT code) is less than 


30, the value is set to missing 
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Appendix 4A: Sample Report 


Tab 1: Statewide Summary 


 


Tab 2: By Carrier 
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Appendix 4A: Sample Report 


Tab 3: By Product 


 


Tab 4: By Carrier and Product 
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5. Lab Market Basket 


Objective: The purpose of this specification is to describe the process for producing a table that describes prices for the 
top lab tests processed for NH residents. The purpose of this table is to offer consumers a general overview of price 
levels across facilities where lab tests are processed (e.g. hospitals and stand-alone facilities, such as Quest). (Individual 
lab test prices can also be found on the NH Health Cost web site.) In order to provide an overview of prices, the table 
reflects a particular analytic frame, namely a "market basket" framework. This framework ensures that prices across 
providers (lab facilities) are compared on an apples-to-apples basis; differences that appear in the table reflect price 
differences, rather than volume differences, across providers.  


1. Sample Overview 
 
Lab Tests 
We selected 20 lab tests based on volume, price and price variation. These lab tests together represent 47% of the 
lab tests for NH residents, as shown below. The 20 lab tests we selected are listed in Appendix A. 
 
To produce an analytic dataset, we then apply several filters, listed below; our final analytic dataset includes 17% of 
all lab claims. 
 


 
 
Lab Facilities 
The top 25 lab facilities, listed in Appendix B, process:  
 


• 46% of the all lab tests processed for New Hampshire residents. 
• 51% of the top 20 lab tests processed for New Hampshire residents.   
• 58% of the top 20 lab tests used to develop a lab market basket for New Hampshire residents.  


  


 
 


2.  Data source 
 


Year: 2014 medical claims data  
From the medical claims, we select the lab claims by choosing proc_codes in this range:  
proc_code between '80000' and '88299' 
 


number of records %
All lab tests 3,155,909
Only the top 20 lab tests 1,494,428 47%
After applying filters 1-6 (listed on page 2) 932,549 30%
Only the top 25 lab facilities (filter 7 on page 2)                   542,413 17%


2014 (Q1-Q3)


Top 25 facilities All facilities %
All lab tests          1,439,518 3,155,909 46%
Only the top 20 lab tests             760,915 1,494,428 51%
After applying filters 1-6 (listed on page 2)             542,413 932,549 58%


2014 (Q1-Q3)
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Notes re: the medical claims data: For 2014, we have 9 of 12 months of medical claims data and September has 
relatively few claims, as shown below. 


 
 


3. Data Source Claim Filters 
 
The following restrictions are applied before calculating the rate:  
1. useflag in('Y') 
2. inpatient_flag in ("N") (The claim was not associated with an inpatient stay.) 
3. claim_status in ('01') (primary, not a secondary claim) 
4. qty in('1') 
5. Only the top 20 lab tests (listed in Appendix A) are included.  
6. Only 14 payers (listed in Appendix C) are included. 
7. Only the top 25 lab facilities (listed in Appendix B) are included. 


4. Outliers 
 


In order to be consistent with the rest of the HC site, we initially applied outlier trimming as follows: 


For each of the 20 procedure codes, remove observations based on these thresholds: 
Upper threshold: allowed amount > 95th percentile  
Lower threshold: allowed amount < 1st percentile 


We subsequently reviewed the outlier logic and recognized that applying the same logic to lab data leads us to a 
different conclusion.  For most provider types, individual claim cost can vary based on the patient’s individual clinical 
condition and the services provided in each case.  With labs, the service is always the same, regardless of the 
patient’s condition, and each service (lab test) is coded. 


Moreover, trimming disproportionately affects Valley Regional Hospital; trimming reduces this hospital’s lab count 
by nearly 50 percent, as shown in the table below. 


Our recommendation is to not trim the lab data. We did not trim the data to calculate the market basket values. 







New Hampshire HealthCost Analytics 
Recommendations and Technical Specifications  
 


28 
 


 


5. Defining lab providers 
 
To define lab providers, we took 4 steps: 


1. In the claims file: Rename xw_bill_prov_key; change it to xw_prov_key. 
2. Merge the claims file and the provider file by xw_prov_key.  
3. In this merged file, which now contains prov_npi, rename prov_npi; change it to npi. 
4. Merge this file and the NPI file by npi.  


We calculated cost by billing provider (xw_bill_prov_key), rather than service provider (xw_serv_prov_key), 
because many service providers “roll up” in to each billing provider. Specifically, for the top 20 labs only, there 


Top 25 Lab Facilities in 2014: Comparing Counts by Outlier Trim


NO Trim Trim Diff %Diff
1 VALLEY REGIONAL HOSPITAL INC.      4,483 2,339 -2,144 -47.8%
2 LITTLETON HOSPITAL ASSOCIATION      3,899 2,679 -1,220 -31.3%
3 THE MEMORIAL HOSPITAL      5,930 4,264 -1,666 -28.1%
4 HCA HEALTH SERVICES OF NEW HAMPSHIRE INC 30,567 24,791 -5,776 -18.9%
5 WENTWORTH HOME CARE AND HOSPICE, LLC    26,694 23,383 -3,311 -12.4%
6 ALICE PECK DAY MEMORIAL HOSPITAL      4,119 3,652 -467 -11.3%
7 WEEKS MEDICAL CENTER      3,615 3,296 -319 -8.8%
8 SPEARE MEMORIAL HOSPITAL      5,029 4,677 -352 -7.0%
9 ST. JOSEPH HOSPITAL 32,325 30,155 -2,170 -6.7%


10 ANDROSCOGGIN VALLEY HOSPITAL, INC      6,811 6,598 -213 -3.1%
11 CATHOLIC MEDICAL CENTER    22,108 21,452 -656 -3.0%
12 SOUTHERN NEW HAMPSHIRE MEDICAL CENTER 48,376 47,577 -799 -1.7%
13 CONCORD HOSPITAL, INC. 78,977 78,241 -736 -0.9%
14 LRGHEALTHCARE 28,219 27,994 -225 -0.8%
15 ANNA JAQUES HOSPITAL      2,663 2,648 -15 -0.6%
16 QUEST DIAGNOSTICS INCORPORATED MA 104,273 103,905 -368 -0.4%
17 AZAR A KORBEY*      2,160 2,155 -5 -0.2%
18 DARTMOUTH-HITCHCOCK CLINIC 25,029 24,982 -47 -0.2%


19
LABORATORY CORPORATION OF AMERICA 
HOLDINGS


38,688 38,623
-65 -0.2%


20 NORDX      9,246 9,243 -3 0.0%
21 CORE PHYSICIANS, LLC    18,271 18,267 -4 0.0%
22 CONVERGE DIAGNOSTIC SERVICES LLC 30,781 30,776 -5 0.0%


23
MANCHESTER UROLOGY ASSOCIATES 
PROFESSIONAL ASSOC.


     3,948 3,948
0 0.0%


24 FOUNDATION MEDICAL PARTNERS INC      3,827 3,827 0 0.0%


25
PLANNED PARENTHOOD OF NORTHERN NEW 
ENGLAND


     2,375 2,375
0 0.0%


(sorted by % diff)


*Azar Korbey is a family medicine doctor at Caritas Holy Family Hospital.
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are 4,258 unique xw_bill_prov_keys and 8,685 unique xw_serv_prov_keys. Additionally, “service provider” for 
lab services is often the physician or clinical entity that ordered the lab test, not the lab provider.  


The following table summarizes the top 30 (of 4,258) rows of unique xw_bill_prov_keys and the corresponding 
number of unique xw_serv_prov_keys. The code used to produce the table appears below the table.  
 


 


xw_bill_prov_key serv_count 


1 3026818 919 
2 24384 473 
3 3550999 401 
4 26767 335 
5 2482 216 
6 540608 192 
7 3059 185 
8 955274 162 
9 64072 117 


10 1682594 116 
11 2444 115 
12 38922 105 
13 949744 82 
14 3026819 78 
15 11510 75 
16 28855 72 
17 49695 72 
18 103268 71 
19 19384 62 
20 47925 61 
21 27864 60 
22 607247 57 
23 23749 53 
24 300293 51 
25 37749 50 
26 3029985 49 
27 518136 48 
28 29691 46 
29 14958 42 
30 17086 40 


 
proc sql; 
select distinct xw_bill_prov_key, count(distinct(xw_serv_prov_key)) as serv_count 
from test2 
group by xw_bill_prov_key;quit; 
 







New Hampshire HealthCost Analytics 
Recommendations and Technical Specifications  
 


30 
 


6. Developing the market basket (overview) 


1. After the filters are applied and the datasets are linked (claims to provider/NPI files), facilities with similar 
names are grouped. In the 2014 data:  
a. 'Concord Hosp' = 'CONCORD HOSPITAL, INC.' OR 'CONCORD HOSPITAL'  
b. 'Androscoggin Valley Hospital’ = ‘ANDROSCOGGIN VALLEY HOSPITAL, INC.' OR 'ANDROSCOGGIN VALLEY 
HOSPITAL, INC'  


2. Some providers are missing some proc codes. In this case, the median of the proc code for the rest of the top 
25 providers replaces the missing value.  


3. In order to ensure that the information in the market basket reflects difference in prices across providers, 
rather than differences in volume, the median for each of the selected proc codes is weighted using the last 
column in the table below.*  


 
 
In other words, the single market basket value shown per provider is the sum of weighted medians, as shown for 
two hypothetical providers (lab facilities) below. All calculations are shown in Appendix D. 
 
Provider A’s weighted average = sum( 
Provider A’s median of 80061*weight for 80061, which is 0.15 in the table above,  
Provider A’s median of 80053*weight for 80053, which is 0.14 in the table above,  


CPT CPT Label n %
80061 LIPID PANEL    79,514 15%
80053 COMPREHEN METABOLIC PANEL    73,669 14%
85025 COMPLETE CBC W/AUTO DIFF WBC    63,551 12%
84443 ASSAY THYROID STIM HORMONE    47,593 9%
82306 ASSAY OF VITAMIN D    29,748 5%
83036 GLYCOSYLATED HEMOGLOBIN TEST    28,995 5%
85027 COMPLETE CBC, AUTOMATED    27,116 5%
87086 URINE CULTURE/COLONY COUNT    22,120 4%
81001 URINALYSIS, AUTO W/SCOPE    20,837 4%
85610 PROTHROMBIN TIME    19,623 4%
80050 GENERAL HEALTH PANEL    18,353 3%
81003 URINALYSIS, AUTO, W/O SCOPE    17,496 3%
84153 ASSAY OF PSA, TOTAL    14,563 3%
80048 BASIC METABOLIC PANEL    14,037 3%
87491 CHYLMD TRACH, DNA, AMP PROBE    13,956 3%
87591 N.GONORRHOEAE, DNA, AMP PROB    13,835 3%
84439 ASSAY OF FREE THYROXINE    12,847 2%
87081 CULTURE SCREEN ONLY    10,244 2%
82607 VITAMIN B-12      8,506 2%
81025 URINE PREGNANCY TEST      5,810 1%
Total 542,413 100%


Weights Used in Lab Market Basket
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… 
Provider A’s median of 81025*weight for 81025, which is 0.01 in the table above). 


Similarly, 
Provider B’s weighted average = sum( 
Provider B’s median of 80061*weight for 80061, which is 0.15 in the table above,  
Provider B’s median of 80053*weight for 80053, which is 0.14 in the table above,  
… 
Provider B’s median of 81025*weight for 81025, which is 0.01 in the table above). 


Appendix 5A: Top 20 Lab Tests 


 


CPT Label Description
1 80048 BASIC METABOLIC PANEL Test of metabolism.
2 80050 GENERAL HEALTH PANEL A measure of general health; panel includes 


the Complete Blood Count (CBC), 
Comprehensive Metabolic Panel (CMP), and 
Thyroid tests


3 80053 COMPREHEN METABOLIC PANEL Screen for conditions such as diabetes, liver 
disease, and kidney disease.


4 80061 LIPID PANEL Test of cholesterol and triglycerides
5 81001 URINALYSIS, AUTO W/SCOPE Urine test, automated, with microscopy
6 81003 URINALYSIS, AUTO, W/O SCOPE Urine test, automated, without microscopy
7 81025 URINE PREGNANCY TEST Pregnancy test
8 82306 ASSAY OF VITAMIN D Test for Vitamin D deficiency
9 82607 VITAMIN B-12 Test for Vitamin B-12 deficiency


10 83036 GLYCOSYLATED HEMOGLOBIN TEST Test to diagnose diabetes and pre-diabetes; 
also to monitor the glucose control of 
diabetics.


11 84153 ASSAY OF PSA, TOTAL Prostate screening. Prostate Specific 
Antigen (PSA).


12 84439 ASSAY OF FREE THYROXINE Thyroid test. (A measure of the hypothyroid 
or hyperthyroid state.)


13 84443 ASSAY THYROID STIM HORMONE Thyroid test. (Another measure of the 
hypothyroid or hyperthyroid state.)


14 85025 COMPLETE CBC W/AUTO DIFF WBC Blood count; complete (CBC), automated 
(Hgb, Hct, RBC, WBC and platelet count) 
and automated differential WBC count


15 85027 COMPLETE CBC, AUTOMATED Blood count; complete (CBC), automated 
(Hgb, Hct, RBC, WBC and platelet count)


16 85610 PROTHROMBIN TIME Test of how quickly blood clots.
17 87081 CULTURE SCREEN ONLY Screen for Strep Throat
18 87086 URINE CULTURE/COLONY COUNT Test of whether a clinically significant 


bacteriuria is present. (Bacteriuria denotes 
the presence of bacteria in urine.)


19 87491 CHYLMD TRACH, DNA, AMP PROBE Test for Chlamydia
20 87591 N.GONORRHOEAE, DNA, AMP PROB Test for gonorrhea
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Appendix 5B: Top 25 Lab Facilities  


 


 


 


 


 


 


Top 25 Lab Facilities Serving NH Residents in 2014
Count %


1 QUEST DIAGNOSTICS INCORPORATED MA 104,273 19%
2 CONCORD HOSPITAL, INC. 78,977 15%
3 SOUTHERN NEW HAMPSHIRE MEDICAL CENTER 48,376 9%
4 LABORATORY CORPORATION OF AMERICA 


HOLDINGS
38,688


7%
5 ST. JOSEPH HOSPITAL 32,325 6%
6 CONVERGE DIAGNOSTIC SERVICES LLC 30,781 6%
7 HCA HEALTH SERVICES OF NEW HAMPSHIRE INC 30,567 6%
8 LRGHEALTHCARE 28,219 5%
9 WENTWORTH HOME CARE AND HOSPICE, LLC     26,694 5%


10 DARTMOUTH-HITCHCOCK CLINIC 25,029 5%
11 CATHOLIC MEDICAL CENTER     22,108 4%
12 CORE PHYSICIANS, LLC     18,271 3%
13 NORDX       9,246 2%
14 ANDROSCOGGIN VALLEY HOSPITAL, INC       6,811 1%
15 THE MEMORIAL HOSPITAL       5,930 1%
16 SPEARE MEMORIAL HOSPITAL       5,029 1%
17 VALLEY REGIONAL HOSPITAL INC.       4,483 1%
18 ALICE PECK DAY MEMORIAL HOSPITAL       4,119 1%
19 MANCHESTER UROLOGY ASSOCIATES 


PROFESSIONAL ASSOC.
      3,948 


1%
20 LITTLETON HOSPITAL ASSOCIATION       3,899 1%
21 FOUNDATION MEDICAL PARTNERS INC       3,827 1%
22 WEEKS MEDICAL CENTER       3,615 1%
23 ANNA JAQUES HOSPITAL       2,663 0%
24 PLANNED PARENTHOOD OF NORTHERN NEW 


ENGLAND
      2,375 


0%
25 AZAR A KORBEY*       2,160 0%


Total   542,413 100%
*Azar Korbey is a family medicine doctor at Caritas Holy Family Hospital.


NO trim applied
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Appendix 5C: Payers  


 


Appendix 5D. Weighted Averages 


 


 


Company Payercode
1 Aetna Life Insurance Company NHC0010A
2 Cigna Health and Life Insurance Company NHC0025
3 Cigna Health and Life Insurance Company NHC0025E
4 Anthem Health Plans of New Hampshire, Inc. NHC0065
5 Connecticut General Life Insurance Company NHC0125
6 Connecticut General Life Insurance Company NHC0125F
7 Harvard Pilgrim Health Care of New England NHC0213
8 UniCare Life & Health Insurance Company NHC0416
9 UnitedHealthcare Insurance Co NHC0423


10 Tufts Benefit Administrators, Inc. NHC0615
11 Benefit Management Inc NHC0702B
12 Health Plans, Inc. NHT0096
13 Matthew Thornton Health Plan, Inc. NHT0139
14 MVP Health Care NHT0701


Payers used in analytic sample for lab market basket


Laboratory Market Basket Calculation
Calculation is based on the average price for the top 20 lab codes at the top 25 labs 


CPT code 80048 80050 80053 80061 81001 81003 81025 82306 82607 83036 84153 84439 84443 85025 85027 85610 87081 87086 87491 87591 Wgtd Avg.
Alice Peck Day Mem. $98 $333 $108 $87 $26 $10 $8 $146 $97 $52 $66 $97 $155 $55 $50 $5 $37 $50 $137 $127 $91
Androscoggin Valley $14 $45 $18 $22 $19 $11 $32 $172 $70 $16 $85 $52 $84 $39 $11 $23 $34 $38 $43 $43 $42
Anna Jaques Hosp $19 $93 $24 $30 $7 $6 $14 $67 $34 $22 $41 $20 $38 $18 $25 $9 $15 $18 $35 $58 $29
Catholic Medical Ctr $38 $36 $48 $63 $15 $8 $28 $139 $64 $43 $68 $42 $79 $37 $30 $14 $28 $30 $123 $123 $54
Concord Hosp $12 $36 $17 $18 $5 $2 $8 $39 $21 $13 $19 $13 $24 $12 $9 $5 $10 $12 $35 $35 $17
Converge Diagnostic $8 $49 $10 $13 $3 $2 $8 $28 $15 $9 $18 $9 $16 $7 $6 $4 $7 $8 $34 $34 $13
Core Physicians, LLC $12 $45 $14 $18 $4 $2 $9 $40 $16 $13 $21 $12 $23 $11 $9 $5 $15 $11 $35 $35 $17
Dartmouth-Hitchcock $12 $52 $15 $18 $4 $3 $9 $41 $20 $13 $25 $12 $23 $11 $9 $5 $9 $11 $36 $36 $18
Caritas Hosp $12 $36 $14 $18 $4 $2 $9 $40 $18 $13 $21 $12 $23 $11 $25 $7 $8 $9 $35 $35 $18
Foundation Medical $12 $45 $14 $18 $4 $2 $8 $40 $18 $13 $23 $12 $25 $11 $25 $5 $8 $9 $36 $36 $18
HCA Health Services $48 $149 $60 $66 $30 $24 $47 $134 $59 $48 $75 $45 $80 $23 $33 $23 $31 $34 $98 $98 $60
LRG Health Care $11 $36 $14 $18 $4 $3 $9 $39 $16 $13 $19 $12 $24 $11 $9 $6 $10 $12 $35 $35 $17
Laboratory Corp. of Am $9 $57 $12 $15 $3 $2 $6 $32 $13 $11 $16 $10 $18 $8 $7 $4 $6 $7 $28 $28 $14
Littleton Hosp $53 $36 $78 $99 $23 $3 $8 $235 $89 $72 $104 $67 $124 $57 $48 $40 $68 $47 $172 $172 $85
Manchester Urology $12 $36 $17 $18 $4 $2 $9 $40 $18 $13 $23 $12 $25 $23 $25 $7 $15 $12 $35 $35 $20
Memorial Hosp $52 $339 $64 $82 $24 $11 $9 $180 $73 $13 $88 $57 $102 $53 $39 $57 $35 $39 $159 $159 $80
NORDX $8 $33 $10 $13 $4 $3 $9 $28 $14 $9 $18 $9 $16 $7 $9 $5 $9 $11 $36 $36 $13
Planned Parenthood $12 $36 $14 $18 $4 $3 $9 $40 $18 $13 $23 $12 $23 $10 $25 $7 $15 $11 $36 $36 $18
Quest Diagnostics (MA) $7 $29 $9 $12 $3 $2 $5 $25 $13 $8 $16 $8 $14 $7 $6 $3 $6 $7 $30 $30 $11
Southern NH Medical $32 $114 $41 $57 $12 $9 $28 $130 $57 $42 $71 $40 $68 $34 $25 $17 $25 $31 $114 $114 $52
Speare Memorial Hosp $64 $264 $65 $81 $25 $3 $8 $149 $74 $44 $90 $56 $97 $47 $25 $24 $15 $32 $110 $110 $71
St. Joseph Hosp $47 $95 $59 $65 $18 $9 $35 $166 $67 $54 $69 $51 $86 $44 $36 $13 $32 $36 $114 $114 $62
Valley Regional Hosp $83 $280 $103 $124 $37 $21 $65 $158 $90 $70 $142 $91 $75 $76 $63 $23 $39 $54 $104 $104 $94
Weeks Medical Ctr $49 $36 $62 $78 $18 $3 $37 $172 $70 $56 $84 $52 $98 $45 $38 $23 $34 $37 $152 $152 $67
Wentworth Home Care $36 $36 $39 $50 $12 $7 $23 $85 $47 $40 $45 $39 $64 $29 $25 $17 $19 $24 $28 $28 $39


Weights for each CPT code


CPT code 80048 80050 80053 80061 81001 81003 81025 82306 82607 83036 84153 84439 84443 85025 85027 85610 87081 87086 87491 87591
Weight 2.59% 3.38% 13.58% 14.66% 3.84% 3.23% 1.07% 5.48% 1.57% 5.35% 2.69% 2.37% 8.77% 11.72% 5.00% 3.62% 1.89% 4.08% 2.57% 2.55%
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I. Introduction 
The State of New Hampshire‟s Department of Health and Human Services (DHHS) and the 


New Hampshire Insurance Department (NHID) selected Milliman, Inc. (Milliman) on June 6, 


2012 to transition their existing Comprehensive Healthcare Information System to modern 


technologies and data submission methods which allow for secure storage and access of 


analytic data sets and online queries. In addition, the DHHS/NHID requested “the de-


identification of direct identifiers, collection, quality assurance, and consolidation” of “all payer 


health insurance claims data.1”  


From June 2012 through June 2015, Milliman provided the DHHS/NHID with: 1) a new 1.0.1.3 


version of the pre-processor that contained updates to the User Interface and Console 


executables; 2) NH Registration website and Audit report site for the public, data submitters, 


and the DHHS/NHID; 3) Agreed upon preprocessing logic for the edits and thresholds for the 


initial method and the new Field, File and Quality Check (FFQC) system; 4) data validations and 


reviews at key milestones; 5) table and user training; 6) Consolidated and Public Use data 


extracts; and 7) various documents (the Consolidation Plan, Data Dictionaries, Data Submission 


Manual, Quality Assurance Report, and Annual Report). 


The main focus of the work for fiscal year 2015 was to implement the new FFQC system, fine 


tune the Extract process for precise and accurate datasets to the Limited and Public Use 


requesters.  Milliman also streamlined processes by moving to a consistent monthly load 


process to provide DHHS/NHID with a clearer picture of the quality of submitter‟s data. 
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II. Implementation Process 
Over the past year, Milliman has worked with the DHHS/NHID to improve the quantity and quality of the data received from the 


healthcare claims processors by having regular meetings with the larger submitters with data issues. Milliman and the DHHS/NHID 


have discussed the gaps and anomalies in the data with several healthcare claims processors. 


Milliman and DHHS/NHID have been preparing and testing the new File, Field, Quality Check system (FFQC) which will provide an 


automated exception request processing to help streamline requests from submitters to the State of New Hampshire and NHID for 


their review. 


Milliman has updated the extract process for Limited Use and Public Use requests so that there is clarity to requesters of the data 


fields needed for their research and also provided a new Limited Use Addendum to ensure accuracy and quality of datasets provided 


to requesters. 


Milliman continued to use the majority of their standard process flow for the data processing sets while sharing major milestones with 


the DHHS/NHID (see the Milliman process diagram below). DHHS/NHID has moved to a monthly load schedule to the MedInsight 


portal to provide a clearer picture of the quality of submitter‟s data and a regular quarterly creation of the Consolidated Extract. 
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Submission 
portal/SFTP 


folder


MSFITS


Data Sniffer
File checker
File archiver 
ETL Launch


· Retrieve original file name
· Capture all required variables needed for upload information
· Import Header and Trailer data into Header/Trailer Tables 
· Import File into [FileType]_Upload table
· Check record count
· Check for non-encrypted data
· Add File information to File_Upload table
· Generate MemberID on File


Transfer to MedInsight Staging
· Review files that are ready to ensure complete set of files is 


available and pass audits.  
· Override, and filter out files that should be omitted from 


MedInsight
· Duplicate record handling across file submissions
· Member linking
· Claim adjustment/consolidation


Run Engines and Create Value-Added 
Elements, including:


· APC/EAPC
· APR-DRG/DRG
· HCG/CCHG
· CRG
· CCS


· Create Patient Crosswalk 
· Create Provider Crosswalk


MedInsight
Master Database


Source Data database archived to offline server 
after transfer to MedInsight is complete.


Data submitter runs 
preprocessor on file prior to 


sending - preliminary file 
checks, normalize names, and 


hashing of PHI


Threshold modifications process


Data Field Level Audits Run (thresholds established for each field in each file):
· Field completeness checks – the rate that each field is populated
· Field length checks – allowed field lengths not exceeded
· Field type checks – data correct specified type (e.g. – integer, date, etc.)
· Data values checks – codes are validated
Data Quality Audits Run – 200+ data integrity and reasonability validations


· Records inserted into appropriate Source table (Eligibility, 
Medical, Pharmacy) 


· If records are replacement records, files with matching payer 
code and covered month(s) are removed from Source table, and 
File status in File_Upload table gets updated with “Replaced”.  If 
“Replaced” file has existing “Moved to MedInsight” flag set, then 
send alert to data processors. If already in MedInsight, will need 
manual intervention and complete set of replacement files from 
replacement date forward.


· Email file-specific reports to data submitters
· Remove imported files
· Cross file integrity  checks (e.g. orphan record checks) and reports 


sent.


MedInsight Audits Run
· Audits run, including:


-Content and quality of key elements
-Data volume trends over time
-Referential quality


· Reasonableness benchmarks for several key procedures


MedInsight
Preprocessor


NH CHIS Data 
Submitters


· Registration contains: submitter name, address, NAIC code, FEIN, contact information; # 
covered lives; premiums written; files submitted; service carve outs; claim consolidation 
process; non-captured elements


· Ability to login, enter, retrieve, and/or add to/modify registrant information directly 
through portal and locally save and print registration form


· Automated e-mail notice upon saving of content
· Access to data submission database


pass


fail


pass


pass


fail


fail


MedInsight 
Longitudinal
Registration


Database


Milliman
MedInsight


NH CHIS
Claims Data
Processing
Schematic


Reports Available through Secure Portal:
· File Summary Report
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Similar to fiscal year 2014, below is an outline of the key staff members for the 2015 NH CHIS 


project and their functions: 


1. Resource Assignment: The Milliman core team remained the same, with the exception 


of the addition of one staff member. The team was enhanced with the addition of 


members from the organization‟s System as a Service (SaaS) department. In November 


2014 the Project Manager transitioned to a Project Consultant role and a new Project 


manager joined the team. The following core team members and reviewers were 


assigned to the NH CHIS project: 


a. Core Team 


i. Account Manager and Subject Matter Expert: Al Prysunka 


ii. Project Manager: Rose Hess 


iii. Technical Implementation Lead: Kyle Pierce 


iv. Business/Data Analyst: Doug Bates 


v. ASP Manager (Security/Architecture/Production): Ryan Andersen 


vi. Technical Client Service Manager: Pooja Kansal 


vii. Project Consultant:  Lynn McLaren 


b. Additional Senior-Level Participants 


i. Manager of Technical Implementation Team: Bill Walton 


ii. Director of Operations: Joel Suelzle 


iii. Manager of Product Development: Iyibo Jack 


iv. Director of Product Development: Roger Connolly 


v. Product Management Principal: Rich Moyer 


vi. Oversight Principal: Kent Sacia 


2. Architecture: The project continues use of processing/quality assurance and production 


server environments. 


3. SFTP Connections Established with Healthcare Claims Processors: Instructions 


continued to be distributed to the new healthcare claims processors with IDs and 
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passwords for SFTP connection. Milliman reset any passwords as requested by the 


existing healthcare claims processors. 


4. Registration Tool for Healthcare Claims Processors: The automated notices were 


sent throughout 2014 to those healthcare claims processors who had not updated their 


information until the 2015 notifications were sent. The automated reregistration notices 


were distributed starting February 17, 2015 (for the March 15th registration date). 


Milliman also continued to set up access for new companies and provide IDs and 


passwords after they received each company‟s NAIC and FEIN numbers. Milliman 


provided customer assistance to answer registration-related questions from the 


healthcare claims processors and to walk them through the application, as needed.  


5. NHpreprocessor Provided to Healthcare Claims Processors: The NHpreprocessor 


and the Data Submission Manual were sent to 7 new healthcare claims processors and 


Milliman provided updated NHpreprocessor to the healthcare claims processors utilizing 


an older version. The updated NHpreprocessor version 1.0.1.3 contained updates to the 


UI and Console executables – this update was done in July 2013.  


6. Finalizing Source Data for Subsequent 2014/2015 Data Sets: Consolidated Data sets 


were created for data through June 2014, December 2014 and March 2015 and were 


sent to the State on July 2nd, 2014, Nov 19th, 2014, Jan 23rd, 2015, April 14, 2015 


respectively. The DHHS/NHID approved all of the processing decisions.  


7. File, Field, and Quality Checks (FFQC) for Fiscal Year 2015 Data Sets: Milliman 


continued to use these as the agreed upon standard FFQC thresholds unless exceptions 


were requested. Milliman provided the exceptions received from the healthcare claims 


processors in fiscal year 2015 to the NHID for approval throughout the year. Milliman is 


in process of updating the FFQC system for automated exception request processing. 


8. Loading of Files to Staging: Milliman and the DHHS/NHID discussed loading the files 


to staging for each data set. See Section VII – Data Field, File and Quality Checks for 


further information on these discussions and Section VIII – Load to MedInsight. 


9. Process Milliman Analytics: Milliman continued to process the engines and discuss 


findings with the DHHS/NHID (see Section IX – Data Consolidation and Analytics for 


further information on these discussions). The primary issues discovered during this 


process were the impact of the data gaps and data anomalies. Milliman notified the 


healthcare claims processors of data quality issues and is working with the processors to 


improve the data submitted. 


10. Running of Cubes, Standard Reports, Dashboards, and Extracts: With every 


monthly data refresh Milliman processed, deployed, and internally tested the portal, 


cubes, reports, and dashboards. The extracts were programmed, the outputs were 
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delivered to the NHID, and full and sample Public Use extracts were delivered to the 


DHHS for review. 


11. Testing: Milliman tested the portal items for any changes with each data set throughout 


the fiscal year. The extract testing was done in accordance with the Quality Assurance 


for Data Extract Creation manual, previously approved by the DHHS/NHID. Some of the 


testing process was automated to improve the timeliness of the extract creation process.  


12. Provided training to the DHHS/NHID.  Milliman trained personnel from DHHS/NHID on 


using the MedInsight Portal and the underlying SQL tables on May 22nd, 2015. 
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III. Project Communications and Project Management 
Milliman and the DHHS/NHID started formal communications regarding fulfillment of the 


contract on June 6, 2012. Over the 2015 fiscal year, Milliman has communicated in various 


mediums (written, oral, telephone, and by web) with the DHHS/NHID. The communications 


have varied by stakeholder group. They have included the following methods: 


1. The DHHS/NHID and Milliman held weekly meetings to review project status and to 


discuss any issues that needed to be remedied.  


2. Milliman and the DHHS/NHID held face-to-face meetings in Concord, NH on the 


following dates: 


a. July 22, 2014: The Annual Healthcare Claims Processors meeting was held. The 


primary discussion points were the new FFQC system, the timing of the 


regulations, key registration and data submission items, and the new data status 


report.  


3. Milliman provided a final revision of the NH CHIS Annual report on October 24th, 2014 


which had been adjusted for submission to Centers for Medicaid and Medicare Services. 


4. January 23rd, 2015: Milliman provided the DHHS with 5 copies of the HCPCS Level 2 


code, 3 copies of the ICD 9, 2 copies of the ICD 10 books and 5 copies of the CPT 2015 


Standard Edition manuals. 


5. May 18th, 2015: The NH CHIS QA Annual Assurance Report was sent for review by the 


DHHS/NHID. Further analysis was done by Milliman to reconcile data that was received 


from Onpoint with the historical data Milliman received in MedInsight. 


6. Milliman updated the data dictionaries for the extracts throughout the year as changes 


were made to the extracts after receiving input from the DHHS/NHID. The following are 


the key revision dates: 


a. December 2nd, 2014: Milliman sent updated Public Use Data Dictionaries to the 


DHHS/NHID for review and approval.  


b. Feb 4th, 2015: Milliman updated the NH CHIS Data Dictionaries to reflect the 


Consolidated and Public Use extracts for the data set through June 2014.  


c. February 6th, 2015: Milliman sent updated Public Use Data Dictionaries to the 


DHHS/NHID for review and approval. 


d. Feb 25th, 2015: Milliman provided an updated Consolidated and Public Use Data 


Dictionary to the DHHS/NHID for review and approval. 
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e. Feb 27th, 2015: Milliman sent updated Public Use Data Dictionaries to the 


DHHS/NHID for review and approval. 


f. July 9th, 2015: Milliman provided an updated Consolidated Data Dictionary to the 


DHHS/NHID for date set through Mar 2015. 


g. Milliman sent out updated Public Use notices to data requestors on Jan 23rd, 


2015, Feb 17th, 2015, and April 28th, 2015. These notices were reviewed and 


approved.  


h. Milliman sent out updated Limited Use notices to data requestors on February 


17th, 2015, March 20th, 2015, April 28th, 2015. These notices were reviewed and 


approved by the DHHS/NHID. 


i. Milliman and DHHS created a new Limited Use addendum and made it available 


to data requestors on June 25th, 2015. The addendum was reviewed and 


approved by the DHHS/NHID. The addendum is an optional form to aid the 


requestors for determining which fields to request in the limited use extracts. 


j. The NH Registration website is updated regularly for Data requests for Public 


Use and Limited Use. 
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IV. Annual Registration 
Milliman continued to operate the registration site for the DHHS/NHID. The registration tool is 


accessible from the NH CHIS website at www.nhchis.com. Healthcare claims processors who 


were submitting files for the first time provided Milliman with their NAIC and FEIN numbers so 


they could gain access to the registration site. The registration tool generated automated annual 


registration reminders for healthcare claims processors to update their information for each 


specific fiscal year. These reminders were repeatedly sent throughout the year until the 


healthcare claims processor updated their information. Since March 15, 2015 was the annual 


completion date for reregistration for fiscal year 2015, new reminders were generated February 


(17th through the week of the 21st). 


  



http://www.nhchis.com/
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V. Data Collection, Initial Validation, and Collaboration with 
Healthcare Claims Processors 
Milliman continued to work with the healthcare claims processors to obtain data and to improve 


the quality of the information. Milliman processed the data through the FFQCs and sent 


feedback to the healthcare claims processors on missing and failed data.  


A. Data Collection and Processing 


Milliman used the sniffer to check for receipt of data hourly, and to then process it through the 


production data processing tool, called MSFITS. Milliman sent back any files that failed the 


NHpreprocessor and rejected any files that failed the MSFITS review. Milliman sent the non-


rejected files through source processing, which includes: 


1. Retrieving the original file name; 


2. Capturing all required variables needed for upload information; 


3. Checking record count; 


4. Checking for non-encrypted data; 


5. Adding file information to the File_Upload table; and 


6. Generating MemberID on the file. Milliman does not unencrypt any of the hashed data 


elements. Instead, Milliman adds a generic, unidentifiable Member ID in order to be able 


to track and consolidate the information by member. 


The files were then run through the regulatory File, Field, and Quality Checks (FFQC) system. 


These checks continued to be comprised of validations for: 


1. Data Field Edits 


a. Field Completeness Checks – The rate that each field is populated. 


b. Field Length Checks – The allowed field lengths not to be exceeded. 


c. Field Type Checks – The correct specified data type (e.g., integer, date, etc.). 


d. Data Values Checks – Validated codes and data values. 


2. Data Quality Audits 


a. 200+ Data Integrity and Reasonability Validations are run 
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The results of the data field audits and the data quality audits have been outputted in reports by 


file by healthcare claims processor. These reports were provided to the healthcare claims 


processors via emails and were posted to the provider portal for their review. Milliman continued 


to assist the healthcare claims processors in understanding these reports and resubmitting their 


data or requesting exemptions, if applicable. 


B. Communication 


Communication with the healthcare claims processors and Milliman has continued during the 


2015 fiscal year. Milliman communicated with the healthcare claims processors about a variety 


of subjects, such as instructions on how to set-up STFPs, how to view and understand their 


FFQCs, responses to inquiries on failed or missing data submissions, as well as general 


support questions. These communications have been triaged through Milliman‟s central email 


box and ticketing system, when necessary, they have been followed by telephone conversations 


and meetings.  


The formal communications that took place throughout the year included the following: 


1. Reminder of NH CHIS Annual Healthcare Claims Processors Meeting (distributed 


June 12, 2015): This reminder contained the logistics of the Annual Healthcare 


processors meeting will be held on July 28, 2015. 


2. Registration Reminders: Milliman has been sending reminders to the contacts in the 


NH CHIS registration system to register for data submission in the State of New 


Hampshire. The reminders had been routinely sent weekly throughout the year if no 


update is made. 


3. Carve-Out and Pharmacy Benefit Management (PBM) Data Submission 


Clarification (distributed June 12, 2015): A communication was sent to healthcare 


claims processors in the Semi-Annual newsletter indicating that if they retained the 


premium data for the product, they should be submitting the claims with a unified 


Member ID. In this case, the data should not be submitted by the carve-out healthcare 


claims processor. DHHS/NHID and Milliman have also been meeting with data suppliers 


throughout the year to improve their data. 


4. Incomplete Registration: On an ongoing basis, submitters are contacted by Milliman 


when their registration is incomplete. 


5. Semi-Annual Healthcare Processor Newsletter (distributed on June 12, 2015). The 


newsletter noted the date and timing of the upcoming Annual Healthcare Processor 


meeting, reminded the healthcare claims processors to complete their registration, 


mentioned that the DHHS/NHID was working on revisions to the regulations, noted that 


the new File, Field and Quality Checks system would be demonstrated, gave a status of 
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the data loading process, reiterated the carve-out and PBM submission requirements, 


and establishing regularly scheduled calls with major healthcare claim processors.  


6. Automated Failed and Missing File Notifications and Reporting Milliman continues 


to distribute reports to the DHHS/NHID and the healthcare claims processors for files 


that were 30, 60, or 75 days late. 
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VI. Data Field, File, and Quality Checks 
During the 2015 fiscal year, Milliman continued to meet with the DHHS/NHID regarding the 


status of the data (i.e., data gaps by healthcare claims processor and data quality). 


Milliman followed a similar process (as agreed upon with the DHHS/NHID) when implementing 


logic for selecting files to move forward with by reviewing the gaps in data, concentrating on the 


large healthcare claims processors. Milliman reviewed the status of the data files with the 


DHHS/NHID prior to the processing of each data set. The review encompassed discussions on 


data gaps, as well as those files that failed the File, Field, and Quality Checks (FFQCs). Any 


requests for exemptions on the FFQCs were sent to the NHID for review and approval. 


The following were the dates of key discussions regarding the decision to move forward with 


processing the data (Milliman and the DHHS/NHID met on several occasions to discuss the 


development of the second data set): 


1. June 2014 – June 2015: Milliman processed and the NHID approved approximately 


1,500 exemptions reflecting 65 healthcare claims processors. These were sent to the 


NHID for review and approval. 


2. July 14th, 2014: Milliman started sending out weekly notifications to data submitters for 


files that have been missing and/or failed. Since then larger payers have been contacted 


on a regular basis to check on resubmission statuses, exceptions and gaps in data. 


3. Discussions have been regularly held with large payers like Anthem and Express Scripts 


on data aberrations. Both companies are in the process of updating their data 


warehouse systems and correcting data issues.  


4. Milliman provided source recons to the DHHS/NHID and on receiving agreement to 


move forward, created consolidated extracts on a quarterly basis. 


In addition to the file inventory and data reviews, Milliman made an update to the file, field, and 


quality checks (FFQCs) in 2014. Milliman provided recommendations to the DHHS/NHID for 


modifications and approval. 


1. November 13th, 2014: Milliman responded to the NHID comments and provided an 


updated NH CHIS FFQC System User Guide. After further discussions with the DHHS, it 


was decided that no change would be made to any of the existing quality level checks. 


So, an updated user guide was provided to the DHHS/NHID on June 10th, 2015.  An 


updated User guide is being created for compliance with the new rules effective July 8th, 


2015.  


2. May 29th, 2015: Two new dental quality checks were created in order to check the 


validity of Dental CDT codes. 
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3. After discussions with the State it was decided that the upper threshold limit for the 


quality check Average age of dependent (NHDQM026, NHDQP026, NHDQD026, 


NHDQE026) would be changed to 18 to 22. This will be in effect when the new FFQC 


system is implemented. 
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VII. Load to MedInsight Tables 


A. Data Mapping and Load to MedInsight Tables 


Milliman updated some of the mapping in the 2015 fiscal year to enhance the data. In particular 


for the Consolidated and Limited use, logic was updated to include MI_Person_Key in the 


extracts to allow linking of members across payers. 


Milliman continued to meet with the DHHS/NHID to provide updates at key milestones 


throughout the processing. Milliman started monthly load processing (every 5th or 6th business 


day of the month) and on a schedule of producing quarterly extracts. They relayed the 


outcomes of the data loads to the MedInsight source tables through source recons. These 


occurred on: 


1. Sept 16th, 2014: Milliman reviewed the updated source reconciliations for the data set 
through September 2014 and provided to DHHS/NHID for review. Additional work done 
during this time was that the membership was split out by medical, dental and pharmacy 
on the source recon. 


2. Sept 25th, 2014: Milliman reviewed the updated staging reconciliations for the data set 


through September 2014 and provided to DHHS/NHID for review. Additional work done 


during this time was removal of claims and enrollment data of one of the MCO‟s because 


of data aberrations in their billed amounts. 


3. Oct 3rd, 2014: Engine run was completed for data through Sept 2014 and peer-reviewed 


by Milliman. After receiving approval from DHHS/NHID, consolidated extracts were 


produced and sent to DHHS/NHID for review. 


4. Oct 17th, 2014: Cube deployment was completed and MedInsight was updated with data 


through Sept 2014. 


5. Nov 19th, 2014: Consolidated extracts were re-run as per the review findings by 


DHHS/NHID with a corrected max incurred date and paid date of June 30th, 2014. 


Additional work done on this was that the extract code was updated to only include the 


„last and final‟ claims. A new column was added to the Extract 


(CLAIM_ADJUSTMENT_LOGIC column) which indicates what type of consolidation has 


occurred. The values for that column were explained in an updated 


REF_PROCESSING_RULES.txt included in the next round of extracts. 


6. Dec 5th, 2014: Provided sample Public and Limited Use files to DHHS/NHID for review. 


During this time, updates were made to the Public Use_Ref_tables.zip including the 


deletion of REF_AGE table. 


7. Dec 17th, 2014: Updated Public use sample files to roll 90+ data and remove Medicaid 


and MCO. The updates done were: 







 
 
 


 


 


MedInsight Confidential & Proprietary 16 
State of New Hampshire 
NH CHIS Annual Report 


July 22, 2015  


MedInsight NH CHIS 


a. Ensure no individual provider was showing up in the public use extracts. 


b. Removed Aetna DOD based on the IDs provided in both limited use and public 


use extracts. 


8. Two more updates were done to Public use extracts on Dec 26th, 2014 and Jan 8th, 2015 


respectively based on DHHS/NHID review. The updates done this time were: 


a. Included pharmacy county in staging and the extracts. 


b. Removed Aetna DOD 


c. Processed Aetna‟s historical grandfathered data. 


d. Processed additional PBM data - Express Scripts. 


 


9. March 15th, 2015: Milliman reviewed the updated source reconciliations for the data set 


through Dec 2014. After receiving approval from DHHS/NHID, staging was run and 


consolidated extracts were produced. 


10. April 10th, 2015: The final processing reflected gaps in data and aberrations for some of 


the healthcare claims processors. After receiving approval from DHHS/NHID, staging 


was run and MedInsight was updated. 


11. May 14th, 2015: Milliman reviewed the updated source reconciliations and the staging 


reconciliations for the data set. Source and staging reconciled. Milliman programmed 


MedInsight to only accept claims if there were matching eligibility files. Milliman reviewed 


Member Persistency for aberrant healthcare claims processors (Those that showed 


large percentages of Member Loss by Payer Code).  


12. June 11th, 2015: Milliman reviewed the updated staging reconciliations for the data set 


through Mar 2015 and discussed them with the DHHS/NHID and received approval to 


move forward. After approval consolidated extracts were created and sent to 


DHHS/NHID for review. 


13. Starting August 2015 load process, the Group_ID will be unencrypted for Consolidated 


extracts and all MedInsight tables. It will be encrypted for Limited Use extracts. 


14. June 15th, 2015 : An updated mapping document was provided to the DHHS/NHID, to 


clarify how fields from source data are being mapped into MedInsight. This was 


requested by DHHS/NHID for analysis purposes.  
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VIII. Data Consolidation and Analytics 
Milliman continued to generate their analytics (Health Cost Guidelines Grouper, Chronic 


Hierarchical Groups, Medi-Span, and code clustering). Milliman updated the provider crosswalk 


mapping and logic throughout the 2014 fiscal year and added double encryption to the member 


information for the extracts.  


A. Provider Crosswalk 


Milliman continued to use their multi-faceted matching process, which uses a heuristic, points-


based ranking system and pre-defined match thresholds to determine if two provider identifiers 


from different data suppliers or the same plan are in fact the same provider. The methodology 


can use any elements available, including name, birth date, TIN, UPIN, NPI, state license 


number, address, zip code proximity, and other custom identifiers. 


B. Data Consolidation 


Milliman continued to request the use of the standard data consolidation process in combination 


with the State of New Hampshire‟s claims data collection rules (Chapter Ins 4000 – Uniform 


Reporting System for Health Care Claims Data Sets). Milliman reviewed this in the Annual 


Healthcare Claims Processor meeting on July 22, 2014. Milliman reiterated that the rules 


require that all healthcare claims processors use a version number when submitting medical 


claims data. Sections 4004.02 (10) and (13) describe the specific methodology to be used: 


(10) Version Number. When more than one version of a fully-processed claim service 


line is submitted, each version of a claim service line shall be enumerated sequentially 


with a higher version number (MC005A) so that the latest version of that service line is 


the record with the highest version number (MC005A) and the same claim number + line 


counter. 


(13) Subsequent Incremental Claims. Subsequent incremental claims submissions shall 


include all reversal and adjustment/restated versions of previously submitted claim 


service lines and all new, fully-processed service lines associated with the claim, 


provided that they have paid dates in the reporting period: 


a. Each version of a claim service line shall be enumerated sequentially with a 


higher line version number (MC005A); and 


b. Reversal versions of a claim service line shall be indicated by a claim status code 


= '22' (Field MC038). 


As done in fiscal year 2014 based upon the information obtained from each healthcare claims 


processors, Milliman executed a claims consolidation process to identify or generate a single 


record that accurately reflects and designates the current disposition and costs associated with 


the original rendered service. The process design was premised around the concept of a 


healthcare claims processor specific key that is used to identify groups of records requiring 
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consolidation. Any individual record with a key value that is unique across all records by 


definition will not require consolidation. Milliman utilized the Submitter ID, Member ID, Claim ID, 


Service Line, Service Date (Admit or Service From date), and Paid Date when trying to uniquely 


identify a service. This allowed the consolidation process to be executed against a subset of 


data to minimize the impact of overdue data file submissions on the master processing 


schedule. 


On an ongoing basis Milliman discusses with the DHHS/NHID certain healthcare claims 


processors that are not complying with the regulation for versioning (not sending the final 


version with their submissions). The NHID requested that Milliman notify the healthcare claims 


processors who were not meeting the regulations to obtain compliant information. Milliman is 


notifying the specific healthcare claims processors. Some of the significant ones are- 


· Anthem - Anthem transferred to a new database in 2013 and some of their information is 


not consistent with historical data prior to January 2013. Anthem will be reloading some 


historical data to improve consistency. This resubmission will be done under new payer-


codes and Milliman will be applying logic to allow records to move from source to staging 


based on payer-code, coverage class and begin and end dates. A change request 


outlines this logic details. 


 


· Cigna - Connecticut General Life Insurance Company (CGLIC) (NHC0125) has run out 


claims they have been sending under a new payer, CIGNA Health and Life Insurance 


Company –Facets (NHC0025).  Many claims have been submitted under the incorrect 


payer, so Cigna has started re-submitting the files under the correct payer-codes. 


 


· Express Scripts – Express Scripts and Medco merged in April 2012. Prior to this 


timeframe Express Scripts had not submitted their data to the NHCHIS. They 


transitioned their data to a common platform over time into 2013. Their data is now 


merged, but data anomalies have been identified and are being investigated, especially 


in the 2013 data files for NHT0503. Express Scripts/Medco are in the process of 


resubmitting the historical data from their old system prior to the merger in April 2012.  


C. Analytics 


Milliman has continued to provide the following analytics to the DHHS/NHID: 


1. Health Cost Guidelines Grouper (HCG Grouper): As referenced above, Milliman 


continued to utilize the HCG Grouper logic when consolidating the data. The HCG 


Grouper leverages Milliman's Health Cost Guidelines™ (HCGs), the industry standard 


for tracking claim costs by hospital, surgical, medical, and other benefit service 


categories. The HCG Grouper utilizes HCGs to assign detailed information to claims. 


Each line of claim detail is assigned an HCG service cost category, number of admits or 


cases, number of days or procedures, and procedure grouped families, as well as 
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identification of continuous stay claims. The outcomes of the HCGs are validated to the 


Milliman staging loads. Milliman provides type of service assignments using Milliman‟s 


Health Cost Guidelines. 


2. Chronic Condition Hierarchical Groups (CCHGs): Milliman ran the CCHGs. The CCHG 


software application assigned all patients, including healthy individuals, to one of 36 


unique and mutually exclusive categories using a clinically relevant hierarchy based on 


the way physicians make treatment decisions. By focusing care management 


interventions on factors that are most affected by clinical decisions, the user can make 


smart and informed disease management decisions. Milliman raised concerns with the 


inability to link the carve-out benefits with the appropriate membership and the impact to 


the CCHGs. Milliman is working with the healthcare claims processors to improve the 


quality of this information.  


3. AHRQ Clinical Classification Software (CCS): CCS, a diagnosis grouping methodology 


used to facilitate data analysis, continued to be incorporated into the analytics. 


4. Medi-Span: Medi-Span, the Wolters Kluwer Health Medi-Span Pharmacy Reference for 


grouping of drug data into Therapeutic Classes, continued to be incorporated. The 


Therapeutic Class assignment is part of the MedInsight base product. 


5. Medicare Severity Diagnosis Related Group (MS DRG): Milliman performed the MS 


DRGS. 


The one analytic that Milliman has not implemented is the 3M Grouper. As mentioned in fiscal 


year 2013 and 2014, the 3M Grouper processing is dependent on the DHHS/NHID obtaining the 


rights from 3M for Milliman to use their licensed product. The DHHS/NHID has not yet obtained 


this permission and Milliman therefore cannot implement the APR-DRGs, Medicare Ambulatory 


Patient Classifications (APCs), 3M Enhanced Ambulatory Patient Groups (EAPGs), or 3M 


Clinical Risk Groups (CRGs). Milliman has agreed to add at these when the licensing issue is 


resolved.  


Milliman continued to meet with the DHHS/NHID to share their findings in processing the 


engines/analytics and have been running monthly loads to update MedInsight.  
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IX. Portal, Cubes, Reports, and Dashboard 
With the processing of the first data set in the 2013 fiscal year, Milliman provided the data to the 


NH CHIS users through their MedInsight platform. With the updates to the data that occurred 


during fiscal year 2014 and the mapping updates, these were reflected in the portal cubes, 


standard reports, and dashboards.  


Starting with August 2015 refresh, Group_ID will be unencrypted in the portal, cube and 


MedInsight tables. It will be unencrypted in the Consolidated extracts as well. Limited Use will 


remain encrypted. 
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X. Testing 
Milliman performed and shared their validations throughout the processing of the additional data 


sets for the NH CHIS. The validations were performed at the following steps in the process: 


1. Loading the initial source data; 


2. Running the edits/threshold; 


3. Loading the MedInsight staging tables; 


4. Running the Milliman analytics; 


5. Generating and deploying cubes, standard reports, dashboards, and portal;  


6. Providing the Consolidated and Public Used extracts; and 


7. Providing the documentation of the extract tests to the DHHS/NHID. 


Since Milliman had previously tested the cubes, standard reports, dashboards, and portal for 


each subsequent data set, Milliman verified only the noted changes prior to providing the portal 


to the DHHS/NHID. See dates noted in Section X – Portal, Cubes, Reports, and Dashboard for 


a specific timeline of when testing was finalized. 


1. July 10, 2014: Milliman released the portal, cubes, standard reports and dashboards for 


the fifth data set to the DHHS/NHID. Milliman added a parent payer code description. 


Milliman continued to test each iteration of the extracts for financial and referential integrity. 


See Section XIII – Data Set Extracts for details of the delivery of the extracts after the 


testing was performed. Milliman did share the results with the DHHS.  
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XI. Training 
With the addition of new staff at the DHHS and the need to update the expertise of the existing 


staff, Milliman held a training course on May 22nd, 2015 for the super users to cover the 


contents of the Milliman tables and MedInsight portal.  


The DHHS/NHID had asked Milliman to suspend the Report Builder training from the first fiscal 


year until after they had been able to get on and use the system. Milliman will provide the 


Report Builder training in the third fiscal year. 
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XII. Data Set Extracts 
The Consolidated and Public Use data extracts were two of the primary deliverables of the 


DHHS/NHID contract. Milliman provided the first data set of Consolidated and Public Use 


extracts at the end of July 2014. Due to the data gaps, data quality, and additional data fields 


required, Milliman immediately starting to work on subsequent data sets. Over the past year, 


Milliman has produced the following data sets, working with the DHHS/NHID and the healthcare 


claims processors to improve the quality of the outputs: 


1. July 2, 2014: Milliman provided the DHHS/NHID with the Consolidated extract for the 


fifth data set. 


2. July 11, 2014: Milliman provided the Public Use data sets for the fifth data set via 


information encrypted drive. This data set reflected Incurred through December 31, 2013 


and Paid through March 31, 2014. The extract reflected updates to some of the data 


gaps that had been identified. On July 4, 2014, Milliman burnt the DVDs and sent them 


to the DHHS. The updates to the Public Use extracts included: 


a. Added PROV_CW_KEY 


b. Removed “ORG” as PROV_TYPE (it has been replaced with “Facility”) 


c. Grouped all Age 90 and above into a single category named “90+” 


3. Nov 19th, 2014: Consolidated extracts were re-run as per the review findings by 


DHHS/NHID with a corrected max incurred date and paid date of June 30th, 2014. 


Additional work done on this was that the extract code was updated to only include the 


„last and final‟ claims. A new column was added to the Extract 


(CLAIM_ADJUSTMENT_LOGIC column) which indicates what type of consolidation has 


occurred. The values for that column were explained in an updated 


REF_PROCESSING_RULES.txt included in the next round of extracts. 


4. Dec 5th, 2014: Provided sample Public and Limited Use files to DHHS/NHID for review. 


During this time, updates were made tio the Public Use_Ref_tables.zip including the 


deletion of REF_AGE table. 


5. Dec 17th, 2014: Updated Public use sample files to roll 90+ data and remove Medicaid 


and MCO. The updates done were: 


a. Ensure no individual provider was showing up in the public use extracts. 


b. Removed Aetna DOD based on the IDs provided in both limited use and public 


use extracts. 


6. Two more updates were done to Public use extracts on Dec 26th, 2014 and Jan 8th, 2015 


respectively based on DHHS/NHID review. The updates done this time were: 
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a. Included pharmacy county in staging and the extracts. 


b. Removed Aetna DOD 


c. Processed Aetna‟s historical grandfathered data. 


d. Processed additional PBM data - Express Scripts. 


7. Milliman sent out public use extracts on Feb 19th, 2015 for June 2014 paid data. 


a. On March 31st, 2015: duplicate provider records were found, and data requestors 


were notified of the SQL script to remove the duplicate records. 


b. DHHS/NHID were notified of the duplicate record issue and were advised to 


remove them based on the SQL script that was sent. 


8. Milliman has continued to send Public use request data sets to requestors within 10 


business days of receiving the requests. 


9. Consolidated data sets were created for data through June 2014, December 2014 and 


March 2015 and were sent to the State on Jan 23rd, 2015, April 14, 2015, and July 8th, 


2015 respectively. The DHHS/NHID approved all of the processing decisions and the 


limited and public use extract processes were run after the approval. 


10. On March 23rd, 2015 the first 10 limited use extracts were delayed due to duplicate 


providers. The extracts needed to be recreated and requestors were notified of the 


delay. 


a. Mar 26th, 2015 a formal letter was sent to DHHS/NHID defining the mitigation 


plan for handling the creation of limited use extracts. 


11. April 20th, 2015 the initial 10 limited use extracts were sent to the requestors. 


a. May 7th, 2015 Supporting reference tables were found to not being included with 


the initial 10 requests. 


b. May 11th, 2015 Requestors were emailed encrypted reference tables to support 


their research with the extracts. 


c. Moving forward, screenshots are provided to DHHS confirming that all the 


reference tables are included in the extracts package. 


d. May 19th, 2015 Requestors responded that they were missing some requested 


fields. 
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e. June 5th, 2015 DHHS asked for explanation for missing fields, misnamed fields or 


any other issue with fields provided to the requestors in previous limited use 


requests and Milliman provided these to DHHS on June 8th, 2015. 


f. June 11th, 2015 An optional Limited Use Addendum form was created and 


approved by DHHS to streamline the creation, testing and peer-review process, 


This form has been added to the NHCHIS website. 


g. June 18th, 2015 Letters were drafted in email to requestors for data not sent. 


h. June 19th, 2015 Decision between DHHS and Milliman to hold of sending new 


Limited Use extracts until the MI_Person_Key is added to the underlying tables. 


12. May 12th, 2015 Change request for creation of MCO extracts was signed and approved 


at no charge, but was credited towards the 30 limited use extracts covered under the 


contract. After some modifications the final MCO extracts were provided to DHHS on 


June 24th, 2015. 


Milliman automated the testing of the extracts based on the Quality Assurance for Data Extract 


Creation. The extracts were reviewed for population of the data and the referential integrity. In 


addition, the extracts were compared to the data loaded and validated into the MedInsight 


database.Milliman has continued to post the list of requestors of the Public Use and Limited Use 


extracts on the public website. Milliman last updated the posting of the Public Use on June 24th, 


2015 and Limited use on June 29th, 2015. 
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XIII. Data Security and Privacy 


A. Access and Control 


Security is very important to Milliman. Milliman requires one contact from a client to act in the 


role of authorizing who has access to MedInsight and what role they should be assigned. 


Throughout the implementation, the Project Manager for the Department of Health and Human 


Services has been the central contact for Milliman. They have provided any new or terminating 


users with their roles to Milliman. Milliman has set up any new requested users. The roles of 


these users continued to be: 


1. Super User: The super user who could access all extracts, MedInsight tables and 


MedInsight (cubes, portal, reports and dashboards).  


2. Power User: The power user has access to MedInsight (cubes, portal, reports and 


dashboards).  


In addition, Milliman continued to provide access to the healthcare claims processors for the 


following: 1) registration site for new carriers; 2) Secure File Transfer Protocol (SFTP) access 


for file transmission; and 3) NH Audit report site access to view the healthcare claims processor 


reports of the File, Field, and Quality Checks (FFQC) system results. 


B. System Security 


Milliman has provided their MedInsight Information Security Plan (MISP), which provides 


information pertaining to securing of data and system to the DHHS/NHID. The document has 


not needed any revisions. The MISP outlines policies, procedures, and controls. In addition, the 


MISP addresses the testing of software. The testing included technical, administrative, and 


physical security controls.  


Milliman continues to utilize third party security testing and vulnerability testing, which is 


performed on the overall system for attacks. Milliman‟s third party assessment has performed 


the following actions, many of which cover/imitate the different varieties of a DoS attack: 


1. Perform application discovery and footprinting using automated spidering tools like 


Accunetix, along with manually walking through the pages rendered by the application 


using Paros and Burp suite focusing on identifying potential input vectors. 


2. Perform unauthenticated automated scanning of the web application using the Accunetix 


web application scanner using full policies that cover common attack vectors. 


3. Perform manual testing of the application using Accunetix HTTP Sniffer and Fuzzer, 


Burp Suite Proxy, Intruder, Repeater, and Sequencer, along with the Firefox Web 


Development and HackBar toolbars. 
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4. Test for input validation, session handling, authentication and authorization, 


cryptography, and error handling using both automated and manual techniques. 


5. Milliman also performs own vulnerability scans using a Nessus scanner. 


All software and hardware have been tested for malicious code prior to introduction into the 


production environment. These results can be made available upon request. 


C. Privacy 


Milliman employees have undergone extensive HIPAA training, and have been given annual 


refresher training classes, as well. Each employee is required to understand and follow the 


requirements set-forth in HIPAA and HI-TECH. 


Milliman has and will continue to support each of the following security service components: 


1. Identification and Authentication; 


2. Access Control; 


3. Encryption; 


4. Intrusion Detection; 


5. Verification; 


6. Digital Signature; 


7. User Management; 


8. Role/Privilege Management; 


9. Audit Trail Capture/Analysis; and 


10. Input Validation. 


These have been covered in the MedInsight Information Security Plan (MISP) provided to the 


DHHS/NHID. Milliman tests the front and back end for security access. 
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XIV. Security Requirements for All Systems Containing CHIS Data 
Milliman has been meeting and continues to meet the security requirements for all systems 


containing NH CHIS data. The details of the contracts with third party vendors have been 


shared with the DHHS as of May 17th, 2015. If any changes are made to the service level 


agreements with these vendors, Milliman will notify and get approval from DHHS accordingly.  


The contract includes: 


1. Strong password and unique user identification is required for access into the system 


and has been provided by Milliman. The authorization methods ensure users can only 


access data and services for which they have been authorized. Each ID has been 


assigned a particular role and privileges to ensure limited access (see MISP document). 


2. Milliman verifies the identity of all human users and prevents access to inappropriate or 


confidential data or services. 


3. Milliman authenticates a user ID and password by Microsoft active directory via an 


Internet connection. 


4. Milliman passes the credentials to database and application security. This has been 


done through an encrypted connection. Milliman‟s MedInsight applicable applications 


have been and are tied to the active directory of the Data Center. Therefore, the user 


authentication has been and will be maintained throughout the session. Milliman has 


enforced unique user names and passwords. MedInsight enforces 8 character non-


reusable passwords which must contain at least one lower case, one numeric and one 


symbol. All user accounts are locked out for 30 minutes after 3 unsuccessful attempts to 


log on. If 5 failed attempts have been made, Milliman‟s administrator is notified. Milliman 


encrypts passwords in transmission and at rest. Milliman expires passwords within 90 


days. 


5. Milliman has provided a system which offers state-of-the-art encryption and security 


technologies and protocols to ensure that patient data remains uncompromised yet is 


accessible to authorized users. Milliman has and will store sensitive data in an encrypted 


state (128-bit) and only authorized users have the ability to decrypt this data for viewing. 


Milliman only allows authorized employees within our organization to grant or change 


authorizations. The granting and changing of authorizations have been and will be 


authorized through a central contact at the DHHS/NHID. To date, the central contact has 


been the NH CHIS Project Manager. 


6. Milliman has defined timeout sessions as 30 minutes in length. Milliman has ensured the 


application has been tested and hardened to prevent critical application security flaws 


via a third party and has provided the completed testing plan to the DHHS for approval 


prior to the system going live.  
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7. The MedInsight data warehouse does not store authentication credentials or sensitive 


Data in its code. 


8. All access attempts have been and are periodically logged and reviewed. Logs have 


been and are kept on a central server for the duration of the contract plus 10 years 


(unless other length of time has been specified in the contract). Milliman has and will 


store all server, web service and data access logs indefinitely. Milliman captures the 


following elements in all types of logs: 


a. Access date and time; 


b. Username attempting access; 


c. Success or failure of access; 


d. IP address of attempted access; 


e. Target of successful access; 


f. Additionally, all other available data elements shall be captured and stored.; and 


g. Once usage commences, Milliman will provide two standard reports on a monthly 


basis (active directory usage and portal page usage). 


9. The MedInsight application allows a user to explicitly terminate a session. No remnants 


of the prior session remain. 


10. Milliman has kept and will keep any sensitive data or communications private from 


unauthorized individuals and programs. 


11. Milliman has conformed to any state or Federal laws and regulations regarding data 


security. 


12. Milliman has and will continue to review the latest industry standards to ensure data 


security methodologies are at or beyond the highest industry standards. Milliman 


receives weekly updates from the SANS (SysAdmin, Audit, Network, Security) Institute, 


the authoritative body on network security. 


13. Milliman has and will continue to use system maintenance methods to ensure 


unauthorized system maintenance shall not unintentionally disrupt the security 


mechanisms of the application or supporting hardware. 


14. Milliman shall perform all system maintenance work in a test environment first, then 


tested, then released into the production environment. 
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During the maintenance window, all MedInsight security protections and protocols have 


remained active. As requested in the contract, Milliman has established five security objectives, 


including: 


1. Milliman has prevented against unauthorized electronic use or access. To date, Milliman 


has not had unauthorized use or access as an issue for the NH CHIS project. Technical 


and administrative safeguards have been and are in place to prevent, detect, and 


monitor access to electronic information. These safeguards are a mix of administrative 


policies, user training, and electronic mechanisms such as use of user-ids, passwords, 


firewalls, and access logs. Milliman also has an intrusion detection appliance. 


2. Milliman has protected against loss of use or destruction of key data and critical 


systems. Key electronic data has been regularly backed-up and maintained off-site. 


Recovery procedures for mission-critical data, in the event of a business interruption or 


disaster, have been maintained. 


3. Milliman has prevented unauthorized physical access and use. Appropriate physical 


security has been and will be in place to protect hardware, software, storage medium 


and other equipment from unauthorized access or use. 


4. Milliman has and will continue to monitor report and resolve data security issues. 


Safeguards, controls, procedures, and logs shall be regularly reviewed. Security 


concerns and issues shall be reported to appropriate management for resolution. 


5. Milliman has tested against service attacks. 
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XV. Infrastructure Requirements 
Milliman has provided the hardware, software, communications, and other infrastructure 


necessary to meet the requirements of the NHCHIS project.  


Milliman has implemented a web-based system that is contained within Milliman‟s servers and 


facilities. Milliman has been and will be responsible for any hardware (PCs) to access the 


system and the datasets. Milliman provides Microsoft SQL Server not Oracle. 


The MedInsight data model has included over 450 data elements in the base tables. The data 


model is flexible and includes a number of user defined fields for the inclusion of additional data 


that may be unique to the State's data needs. 


MedInsight accepts encrypted data from the Carriers through a SFTP. This is the same proven 


encryption methodology used with all of our clients. Milliman has hosted a SFTP site (secure 


web folder) to receive data submissions. 


Milliman has a committed bandwidth of 10 Mbps, burst-able to 100 Mbps, over a multipath, 


carrier-neutral OC3 connection. This means there are multiple fiber backbones with different 


paths for redundancy. 
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XVI. Hosting Requirements 
The State of New Hampshire, Department of Health and Human Services (DHHS) and the New 


Hampshire Insurance Department (NHID) have opted for an ASP environment, including 


ongoing maintenance, data extraction, transformation, loading (ETL), data validation and peer 


review, hosting, hardware, and delivery via Application Service Provider. 


The State of New Hampshire system environment has consisted of at least two virtual separate 


servers. A test server is used for load processing. Data or enhancements will not be transferred 


to the production server until they are fully peer reviewed. This also results in nearly no 


downtime on the production server. 


The architecture has met the following requirements outlined in the contract: 


1. Milliman is housing the ASP production servers in a secure, off-site location that utilizes 


three tiered a redundant power system that consists of UPS protections and diesel 


generator backup. Milliman has utilized two data centers which have been climate 


controlled, with redundant network connectivity to an Internet backbone and with 


stringent security, including 24 hour guards on site and monitoring of all areas with 


closed circuit television. 


2. The co-location Data Centers have a list of approved employees with access to the 


secured cages. To gain access, the individual must provide government issued 


identification. As stated above, all areas have been monitored by closed circuit 


television. 


3. Milliman‟s network has been protected by a pair of redundant firewalls in each data 


center. These have been automated with health monitoring and intrusion detections. 


Milliman uses a central set of servers to deploy anti-virus and anti-spyware. 


4. Milliman‟s Data Centers have Uninterruptible Power Supplies to ensure continued 


Operation in the event of power loss. The UPS is backed up by a redundant diesel 


generator with adequate fuel to run all servers for 17 days. In addition, Milliman has 


redundant production servers so backups can be loaded if the main production server 


fails. 


5. Milliman has two secure class-A Data Centers with a 24/7 Operator. Milliman‟s Data 


Centers meet the DHHS/NHID contractual requirements: 


a. Data Center generator sufficient to sustain computer systems and associated 


components, at minimum until commercial power returns. Fuel tanks shall 


support the generator for not less than 1.5 days of operation. Milliman has a 3 


day operational capacity. 
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b. Data center floor is raised. 


c. Data center has fire detectors in conjunction with suppression gaseous systems 


to reduce the risk of fire. 


d. Data center is secured with restricted access. Milliman has policies in place for 


access to the facility. 


e. An on-site 24/7 system operator, managed firewall services, and managed 


backup Services 


f. Data center air conditioning (temperature 68 to 75 °F) 


g. Data center humidity (maintained between 40-55% with a maximum dew point of 


62 °F). 


h. Data Center Backup Power is uninterruptible power supplies and is sized to 


sustain computer systems and associated components for, at a minimum, the 


amount of time it takes for a backup generator to take over providing power. 


Where possible, servers shall contain redundant power supplies connected to 


commercial power via separate feeds. 


6. Milliman has a procedure for monitoring all applications and servers. In addition, they 


manage the databases and services on all servers located at that facility. 


7. Milliman has continuously monitored the system, security and the application logs. In 


addition, they have monitored the physical hardware. 


8. Milliman only shares data resources by special request which is not the case for the NH 


CHIS. 


9. Milliman has performed data backups after new data is loaded. This cuts down on 


wasted resources of backing up application while essentially at rest. 


10. Milliman has provided a secure hosting environment with the internet bandwidth to 


manage the system, data submitters, and the state with permission based log ins. 


Milliman has provided access by Internet Explorer Version 7, as stipulated. 


11. Milliman has responded to and resolved any network outages or issues. 


12. Maintenance of client specific redundant database servers, one for monthly processing 


and one for data access and reporting. 
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13. Milliman adheres to a defined and documented back up schedule. Backups will not 


interfere with usage during normal business hours. In addition, backup copies of data 


have been made in case of system failure or data loss. Changed items are backed up 


weekly, data processing servers are backed up after data processing completes each 


load period. The minimum frequency of back up in the future will be per the DHHS 


requirements. Milliman has digitally backed up their systems and transferred the 


information in an encrypted state across an encrypted connection. Milliman has securely 


transferred all backups off-site via a private MetroE circuit on a weekly basis. The State 


data has been encrypted in the operation environment and through the back up process. 


14. Milliman has demonstrated their proficiency in operations of a data center through their 


hosting of multiple clients with two facilities and providing services to the state since July 


2012. 


15. Milliman has provided their Disaster Recovery Plan. The Plan that contains procedures 


to follow in the event that it is not possible to run from the primary site. Milliman‟s goal for 


the state is to be operational in its standby facility within five working days. 


Milliman conforms to their standard Disaster Recovery Plan which was previously provided. The 


Plan has been provided to the DHHS/NHID. The Plan includes: 


1. Milliman‟s Disaster Recovery Procedures including procedures in the event it is not 


possible to run the primary site. The goal is to be operational within five working days. 


2. A plan to address the recovery of any lost state data as well as Milliman‟s own. 


3. A method to for procuring additional hardware in the event of a component failure. 


4. A plan to outline capacities, redundancies and safeguards for data center equipment and 


telecommunications. In addition, the plan includes process to ensure business 


continuity. 
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XVII. Hosting Requirements – Network Architecture 
Milliman‟s hosting services have met and will meet the following requirements outlined in the 


contract: 


1. Milliman‟s network and website applications have met adequate performance, defined as 


99.9% uptime, exclusive of regularly scheduled maintenance. 


2. Milliman has and will provide network redundancy to assure redundant connections 


provided by multiple Internet Contractors, so the failure of one will not interrupt access. 


Redundancy has been achieved through the use of a dual-server system. Milliman has 


used virtual servers and SAN technology for the DHHS/NHID. 


3. Milliman has ensured if redundant connections are not provided by the Internet 


Contractor, the Interned Contractor must provide multiple feeds. 


4. The network architecture installed by Milliman included redundancy of routers and 


switches in the Data Center. 


5. Milliman can provide Virtual Private Network access as required to the DHHS/NHID. 
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XVIII. Hosting Requirements – Security 
Security of data, access to the environments, and physical sites are important for Milliman to 


have protection. Milliman has provided security measures that meet the DHHS/NHID contract. 


The measures include: 


1. Milliman has physical and application security measures to ensure the data and 


applications are protected. 


2. Since the NH CHIS data is on multiple servers, data exchange has and will be across 


encrypted connections within a secure VLAN. 


3. All servers and devices have currently supported hardened operations systems with the 


latest anti-viral, anti-hacker, anti-spam, anti-spyware and ant-malware utilities. Milliman‟s 


environment has aggressive intrusion-detection and firewall protection. Milliman has and 


will utilized immunity methods to ensure unauthorized malicious programs do not infect 


the application. 


4. Milliman has and will protect the network with a pair of redundant firewalls with 


automated health-monitoring and intrusion detection, in addition to a centralized set of 


servers that deploy anti-virus and anti-spyware throughout the Contractor's network. 


5. Milliman has and will use automated tools that contain rules that automatically monitor 


the health of the network and all our servers. 


6. Milliman has reviewed and tested all components of the infrastructure to ensure they 


protect the state's hardware, software, and its related data assets.  


7. Milliman has ensured that the Software is independently verified and validated' using a 


methodology determined appropriate by the State. All software and hardware is free of 


malicious code. 


8. Milliman has had no security breaches but has a policy in place to notify the State of 


New Hampshire‟s Project Manager if a breach occurs.  


9. Milliman has provided fire detection and suppression system, physical security of and 


infrastructure security of the proposed hosting facility. The environmental support 


equipment of the Milliman website hosting facility: power conditioning; HVAC; UPS; 


generator has been acceptable to the State. 
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XIX. Summary 
Milliman has worked over the past year to better automate data processing and validation for 


the NH CHIS. In addition, Milliman has worked with the DHHS/NHID and the healthcare claims 


processors to obtain missing information, resolve research data anomalies, and gain corrected 


files. Milliman continues to work to achieve higher quality data. As was anticipated, over the 


past year, Milliman and the DHHS/NHID encountered various challenges throughout various 


phases of the project. Communication was key to identifying the tasks required to mitigate or 


resolve these instances. Some of the key challenges are listed below by project topic: 


1. Staffing: Milliman added staff to assist in project management and achieving key 


milestones. At key points during the fiscal year, senior members of the Milliman team 


brought additional expertise and efficiency to the process to achieve key goals required 


by the DHHS/NHID. 


2. Commercial Files: Milliman has experienced issues with source data quality, which 


made the analytical review of the data more difficult. Milliman has worked with data 


submitters and DHHS/NHID to streamline the processes and reduce gaps in data. 


3. Medicaid Files: Milliman loaded the initial files for Medicaid. This data has other User 


Defined Fields that need to be coded in the system in the future. Milliman is in the 


process of incorporating these additional fields in their current processing cycle. 


4. Processing Time: Milliman continued to review the data processing methodology to 


identify opportunities for improvement. Milliman optimized the data processing and has 


moved to a monthly load process, from the load of the information by the sniffer, through 


the processing of the analytics. In addition, Milliman has made improvements to 


streamlining the processes for creating extracts and automated some of the key data 


validations. 


Milliman and the DHHS/NHID are currently finalizing the review of the extracts for the data set 


through March 2015. During the fiscal year 2015, Milliman has continuously met with the 


DHHS/NHID to ensure their needs are satisfied. 
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Introduction 
The New Hampshire Comprehensive Health Care Information System (CHIS) was created by NH 


state statute to make health care data “available as a resource for insurers, employers, providers, 


purchasers of health care, and state agencies to continuously review health care utilization, 


expenditures, and performance in New Hampshire and to enhance the ability of New Hampshire 


consumers and employers to make informed and cost-effective health care choices.” The statute 


also required that the New Hampshire Insurance Department (NHID) and the NH Department of 


Health and Human Services (NH DHHS) partner on the project. The same legislation that created 


the CHIS also enacted statutes which mandated that health insurance carriers and third-party 


administrators submit their de-identified health care claims data and Health Employer Data and 


Information Set (HEDIS) data to the state. 


Regulatory Authority 


Claims data must be submitted in accordance with the requirements as specified in this Data 


Submission Manual, which have been derived from the New Hampshire Insurance Department 


(NHID) rules, Chapter Ins 4000 Uniform Reporting System for Health Care Claims Data Sets. The 


New Hampshire Chapter Ins 4000 rules can be accessed at: 


http://gencourt.state.nh.us/rules/state_agencies/ins4000.html.  


Upon any future amendment to Chapter Ins 4000, carriers and third-party administrators shall be 


required to submit data that conform to the updated specifications no later than 180 days after 


the effective date of the new version of the rule. 


Vendor Agreement 


After a competitive bid process, in June of 2012 NH DHHS, Office of Medicaid Business and 


Policy, contracted with Milliman to assume maintenance of the CHIS. Under the contract, Milliman 


is acting as DHHS’s agent for the collection of claims data, and is providing a series of reports 


and studies for DHHS that examine the NH Medicaid program in concert with using the 


commercial data for benchmarking, and is hosting this website. Milliman is strictly prohibited from 


collecting any un-hashed social security numbers or other direct identifiers and from releasing or 


using data or information obtained in its capacity as a collector and processor of the data for any 


purposes other than those specifically authorized by the agreement. The agreement provides that 


Milliman shall transmit all data that it collects and processes to the NHID and the NH DHHS. 


  



http://gencourt.state.nh.us/rules/state_agencies/ins4000.html
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Contact Information 


Questions related to the NH CHIS program, the Chapter Ins 4000 rules, or other requirements 


requiring a decision from the State of New Hampshire are be addressed to: 


NHID  Maureen.Mustard@ins.nh.gov 


NH DHHS Mary.Fields@dhhs.state.nh.us 


For any questions regarding the transmission of data to Milliman for the purposes of the CHIS, 


please send an email to: NHCHISsupport@milliman.com. 


  



mailto:Maureen.Mustard@ins.nh.gov

mailto:Mary.Fields@dhhs.state.nh.us
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General Submission Requirements 


Employees/Members Included 


State of New Hampshire statutes and rules mandate that all health insurance carriers and third 


party administrators submit electronic claims data for all residents of New Hampshire and for all 


members who receive services under a policy issued in New Hampshire, as follows: 


1. Any policy that provides coverage to the employees of a New Hampshire employer that 


has a business location in New Hampshire shall be considered a policy that is issued in 


New Hampshire; 


2. An out-of-state employer’s branch location in New Hampshire shall be considered a New 


Hampshire employer, and the carrier and third-party administrator shall submit a claims 


data set for all members who are employed at that branch location; and 


3. Carriers and third-party administrators shall submit health care claims data for New 


Hampshire state and municipal employees. 


De Minimus Thresholds 


Carriers and third-party administrators shall not be required to submit health care claims data files 


if they meet the following criteria: 


1. For carriers that do not offer any products on the health insurance exchange for residents 


of New Hampshire, and that did not cover more than 9,999 members in New Hampshire 


at any point in any medical, pharmacy or dental coverage class during the prior calendar 


year; or 


2. For third-party administrators that did not cover more than 9,999 members in New 


Hampshire at any point in any medical, pharmacy or dental coverage class during the prior 


calendar year. 


The 9,999 member calculation for both carriers and third-party administrators shall be made at 


the corporate entity level and shall be an aggregate of all units or separate corporate divisions 


operating under the corporate entity. If the unit or corporate division has an exceptionally small 


number of members, or other extenuating circumstances exist that would cause undue hardship 


to include the unit or division in the calculations and data submissions, a carrier or third-party 


administrator may request an exception from the NHID and NH DHHS. 


Carriers or third-party administrators experiencing a drop in membership below the de minimis 


threshold shall submit claims data and any corrections to membership files for a period of 180 


days from the point the carrier or third-party administrator meets the de minimis exemption. 
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Coverage Type Exclusions 


Carriers and third-party administrators shall not be required to submit health care claims data 


about coverage that is not part of a comprehensive medical insurance policy, including the 


following: (1) Specific disease; (2) Accident; (3) Injury; (4) Hospital indemnity; (5) Disability; (6) 


Long-term care; (7) Vision coverage; (8) Durable medical equipment; or (9) Blanket health 


insurance. Claims for these types of coverage shall be included in the medical claims file 


submission if they are part of a comprehensive medical insurance policy. 


Claims for Medicare, Tricare, or other supplemental health insurance policies are to be excluded. 


Carve Out Requirements 


When more than one entity is involved in the administration of a policy, data shall be submitted in 


accordance with the following: 


1. A carrier shall be responsible for submitting the claims data on policies that it has written; 


2. A third-party administrator shall be responsible for submitting claims data on self-insured 


plans that it administers; 


3. Each carrier and third-party administrator shall submit all health care claims processed by 


any subcontractor on its behalf, including but not limited to claims related to pharmacy 


services, dental services, and behavioral health, mental health and substance abuse 


treatment services; 


4. Each carrier and third-party administrator shall ensure that the subcontractor is not 


submitting duplicate claims to the department or its designee if the subcontractor falls 


under the definition of a carrier, meets the requirements of this section, and is required to 


submit data as a separate entity; and 


5. Each carrier and third-party administrator shall ensure that member and subscriber 


identifiers in any files processed by subcontracts are consistent with member and 


subscriber identifiers in the medical and pharmacy claims files and the member eligibility 


files. 
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Overview of the Data Submission Process 
This document provides a detailed explanation of the process and data requirements for 


submitting Member, claims, and provider files to Milliman for the CHIS program. 


Carriers and third-party administrators required to submit data to the NH CHIS must conform to 


the following process: 


1. Complete and submit the on-line registration form. 


2. Generate data extracts including all required data elements and formats in accordance 


with the specifications and requirements set forth in this Data Submission Manual. 


3. Process extracts through the NHpreprocessor. This application and the associated user 


guide will be provided via email upon completion and submission of the registration form. 


Assistance with the NHpreprocessor application is provided at: 


NHCHISsupport@milliman.com. 


4. Submit data processed through the preprocessing application to Milliman, preferably 


through the secure file transfer server using your SFTP account. This account will be 


emailed to you when you complete the registration form. If you need assistance, please 


send an email to: NHCHISsupport@milliman.com. Alternative methods for submitting data 


are also provided in the “Submitting Data Using the NHpreprocessor” section of this 


document. 


5. Milliman will conduct field file and data quality checks on the submitted data and complete 


the processing for loading into the NH CHIS data warehouse. If any issues arise with the 


submitted data during the processing or integration into the data warehouse, Milliman will 


email a detailed summary of problems to be addressed to the carrier or third-party 


administrator. 


6. If issues with data quality cannot be rectified and the files resubmitted, carriers and third-


party administrators may request from the State of New Hampshire long term or temporary 


exceptions for data elements not meeting established default threshold levels. 


  



mailto:NHCHISsupport@milliman.com
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Registration 


General Requirements 


Each carrier and third-party administrator meeting NH’s health care claims data submission 


requirements must register with Milliman prior to submitting any data files and must abide by the 


following requirements: 


1. A completed/updated NHCHIS registration form must be submitted to Milliman by March 


15 of every calendar year; 


2. Notification via email shall be given to Milliman within 30 days of changes to any of the 


annual NHCHIS registration information; 


3. Notification via email shall be given to Milliman of any changes to the individual contact 


information submitted on the NHCHIS registration form as soon as possible, but no later 


than 30 days after a reassignment occurs; and 


4. The NHCHIS registration form is to be submitted through the NHCHIS website. 


To register or re-register online, please use the following link: 


https://nhchis.com/Registration/Company. 


Registration Form Content 


The NHCHIS registration form for carriers and third-party administrators shall contain, at a 


minimum, the following fields: 


1. Company Name; 


2. Corporate NAIC Code; 


3. Company Name Mailing Address; 


4. Company Name City; 


5. Company Name State; 


6. Company Name Zip; 


7. Submitter Last Name, First Name; 


8. Submitter Email; 


9. Submitter Phone; 


10. Date Required to Submit Data; 


11. Compliance/Government Affairs Last Name, First Name; 


12. Compliance/Government Affairs Email; 


13. Compliance/Government Affairs Phone; 


14. Alternate Contact 1 Last Name, First Name; 



https://nhchis.com/Registration/Company
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15. Alternate Contact 1 Office and Title; 


16. Alternate Contact 1 Email; 


17. Alternate Contact 1 Phone; 


18. Alternate Contact 2 Last Name, First Name; 


19. Alternate Contact 2 Office and Title; 


20. Alternate Contact 2 Email; 


21. Alternate Contact 2 Phone; 


22. Line of Business: Comprehensive Medical/Medicare Supplemental/Dental 


only/Pharmacy; 


23. Health Insurance In-State (Y/N); 


24. Month Registration Form Created/Amended: MMYY; 


25. Estimated Number of Covered Lives Per Month; 


26. Estimated Number of Medicare Supplemental Covered Lives Per Month; 


27. Data File Type; 


28. Payer Code; 


29. Sub-Company/Separate Submission Platforms; 


30. Submitter Receives: Newsletters, SFTP Account Information, Access to the Report 


Portal; 


31. Compliance/Government Affairs Receives: Data Submission Notifications, Data 


Submission Reports, Newsletters, SFTP Account Information, Access to the Report 


Portal; 


32. Alternate Contact 1 Receives: Data Submission Notifications, Data Submission Reports, 


Newsletters, SFTP Account Information, Access to the Report Portal; 


33. Alternate Contact 2 Receives: Data Submission Notifications, Data Submission Reports, 


Newsletters, SFTP Account Information, Access to the Report Portal; 


34. Parent Company NAIC Code and Name; and 


35. Data Platform Information. 
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Data Filing Requirements 


Filing Schedules 


Carriers and third-party administrators that have 10,000 or more New Hampshire members and 


carriers that offer products on the health insurance exchange shall submit required NHCHIS files 


monthly, no later than 30 calendar days after the close of the reporting month.  


First-Time Filers 


Carriers and third-party administrators that have not previously submitted files to the department 


or its designee and that have never registered shall register no later than 30 days after the first 


applicable requirement to submit data, using the NHCHIS registration form. First time submitters 


shall provide test files within 120 days after registration. The test file shall include all required files 


containing paid claim dates for the most recent complete month. 


No later than 150 days after registration, newly-submitting carriers and third-party administrators 


shall submit files containing the 3 most recent calendar years of data, January through December. 


Year-to-date information and monthly files shall be provided no later than 180 days after 


registration. 


Modifications to Submission Process, Format, or Source 


Carriers and third-party administrators that change health plan identifiers or implement new data 


submission platforms through acquisitions, mergers, or reorganization shall be subject to the 


requirements for first-time submitters. Carriers and third-party administrators filing under new 


health plan identifiers or through new production systems shall provide additional documentation 


pursuant to instructions from Milliman to ensure that NHCHIS maintains a continuous record of 


member enrollment and claims history before and after the changes. 


Observation Period for Record Selection 


Carriers and third-party administrators shall submit a member file that contains data for each 


member eligible for medical, dental or pharmacy benefits for one or more dates of coverage at 


any time during a reporting month and for one or more dates of coverage for the prior two months. 


It shall include benefits, attributes, and associated effective periods. Carriers and third-party 


administrators shall include all claims adjudicated during the reporting month for all members in 


the member file for that month. Carriers’ and third-party administrators’ data submissions shall 


contain 180 days of claims run out for members in all current or previously submitted files. 
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Submitting Data Using the NHpreprocessor 


Introduction 


Carriers and third-party administrators must use the File Submission “Preprocessor” 


(NHpreprocessor) provided by Milliman. The NHpreprocessor is used to hash ASCII files that 


contain health care claims data that will be submitted to the state of New Hampshire CHIS. The 


utility hashes the specified ASCII files, creating an output ASCII file and a zip file. Non-ASCII files 


are not supported. The NHpreprocessor also hashes (de-identifies) all member and subscriber 


identification codes and names before the data leaves the carrier’s and third-party administrator’s 


system are transmitted to Milliman. To ensure consistent hashing, subscriber and member 


identifiers should not be encrypted or hashed on the initial extract loaded into the preprocessor. 


Milliman will provide the most current version of the NHpreprocessor application as a down load 


through a password protected portal to all registered carriers and third-party administrators. A 


user guide will also be provided. If you have completed and submitted the on-line registration form 


and have not received the application, please send a request to: NHCHISsupport@milliman.com. 


The user guide will be sent with the application, but the contents of the user guide have also been 


included here. 


System Requirements 


This utility is intended for use on the Windows operating systems listed below. Regardless of the 


operating system, the system must have the most recent service pack installed. Also, the utility 


requires that the system have the Microsoft .NET Framework 4.0 installed. 


 Windows XP 


 Windows Server 2003 


 Windows Server 2008 R2 


 Windows 7 


Installation Instructions 


The user must run the setup program using an account that has local administrator rights. If the 


system does not have the .NET Framework 4.0 installed, the setup program notifies the user to 


install that framework before allowing the user to continue. Once the .NET Framework 4.0 is 


installed, the user may follow the following steps to install the utility. 


1. Copy the NHpreprocessor setup program to a local drive. 


2. Right-click on the program, waiting for the context-menu to appear.  



mailto:NHCHISsupport@milliman.com
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3. Launch the program with “Run-As-Administrator” rights. 


 


4. The “User Account Control” dialogue box appears. Click on the “Yes” command button. 


 


5. The “Setup – NHpreprocessor” dialogue box appears. Click on the “Next” command 


button. 


6. The next dialogue box allows the user to specify where the utility is installed. Once you 


have specified the folder, click on the “Next” command button. 


7. When the next dialogue box appears, click on the “Install” command button. 


8. When the final dialogue box appears, click on the “Finish” command button. 
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Using the Client Utility 


The user may run the client utility using an account that has standard user rights. The program 


may be launched by clicking on Start-> All Programs -> MedInsight -> NHpreprocessor. Once the 


utility has been launched, the user is presented with the following form: 


1. Click on the “Select File to Be Encrypted” command button to specify the input file. 


 


2. Click on the “Select Output Directory” to specify the folder where the output file and log 


file will be created. Note that the utility will fail if the user does not have modify rights on 


the folder selected. 


3. Click on the “Encrypt File” command button to process the file. 
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4. When the utility successfully processes the file and creates the zip file, it presents the user 


with the dialogue box shown below. 


 


5. The utility names the output files using the following naming convention: 


FileTypeProjectNaicBegin_End Version (e.g., 


MCNHABCDEVGH201201_2015061003.txt). Data files are given a .txt extension and 


zip files are given a .zip extension. 


Element Contents Length 


FILETYPE ME, MC, PC, DC. MP char(2) 


PROJECT NH char(2) 


NAIC Alphanumeric, currently up to 8 characters long. varchar(8) 


PERIODBEGIN YYYYMM char(6) 


PERIODEND YYYYMM char(6) 


VERSION Version of the utility used to create the file. varchar(8) 


 


Using the Batch Utility 


If the user wants to automate the creation of the output file and zip file, the user may run the batch 


utility NHpreprocessbatch.exe. The user may run the utility using an account that has standard 


user rights. The utility takes three parameters: the name of the input file, the full path where the 
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input file is located, and the full path where the utility must create the output files. The utility returns 


0 if it completes the hash process successfully. Otherwise, it returns a non-zero value. The 


following is an example of a batch command: 


NHPREPROCESSBATCH NHMCTEST1.TXT C:\PROGRAMDATA\MEDINSIGHT\INPUT C:\PROGRAM 


DATA\MEDINSIGHT\OUTPUT 


Trouble Shooting 


The client utility presents the user with an “Error Processing File” dialogue box if the data in the 


file fails one or more data checks. The information presented in the dialogue box can be used to 


trouble shoot the data issue. Also the client utility and the batch utility create a log file with each 


run, which is stored in the output folder specified by the user. The log file contains additional 


information that may be useful in trouble shooting data issue. 


Production Support 


For support, please call MedInsight Support at 1-877-514-8465. You may also use the email 


address NHCHISsupport@milliman.com. 
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MedInsight Confidential & Proprietary 14 
NH CHIS 
Data Submission Manual 


August 7, 2015   


MedInsight NH CHIS 


Directions for Submitting Data 
Carriers and third-party administrators may submit APCD files using the following methods:  


Electronic Transmission through a File-Transfer Program 


Secure File Transport Protocol (SFTP) is the preferred method for submitting files. This protocol 


assumes that it is run over a secure channel (e.g., SSH) that the server has already authenticated 


the client, and that the identity of the client user is available to the protocol. 


Accessing MedInsight Secure Transfer Server via FTP Client 


This method requires logging on to the appropriate FTP site and sending or receiving files using 


an SFTP client server. This may be desirable in cases where transfers need to be automated or 


when more flow control is needed (such as the ability to resume a transfer if it failed for some 


reason). Additionally, transfer speeds are generally better when using a client. 


All registered carriers and third-party administrators will receive a letter from Milliman with their 


username. Passwords will be provided in a separate communication. 


There are many different FTP clients available that support SFTP. FileZilla is one example and it 


is free. Below are the settings for configuring an FTP client for SFTP transfers: 


Below are the settings for configuring an FTP client for SFTP transfers: 


Host/Address:  txfr.medinsight.milliman.com 


Port:  22 


Type:  SFTP – SSH File Transfer Protocol 


Logon Type:  Normal 
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Secure SSL Web Upload Interface 


This method requires internet access, a username, and password. It is not the preferred method 


due to limitations on the size of the files that can be received, but can be utilized if it is the only 


method available. 


Accessing MedInsight Secure Transfer Server via Internet Browser 


All registered carriers and third party administrators will receive a letter from Milliman with their 


username. Passwords will be provided in a separate communication. 


Although most browsers are supported (including Internet Explorer, Firefox and Chrome), Internet 


Explorer is the preferred browser. From an Internet browser, go to the address 


https://txfr.medinsight.milliman.com and log in with your username and password: 


 


Once logged in, you will be within your home directory. You can either stay there or navigate to 


other directories (if available). To transfer (download) files from the server to your local computer, 


simply find and double-click the file you would like to transfer. You can also multi-select files by 


holding the CTRL button and selecting files individually, or holding SHIFT and clicking on the first 


and last file you would like to transfer. To transfer (upload) files to the server, click the Upload 


button at the top of the page and click Browse, find the file you would like to upload, click OK and 


then click the Upload button: 


 



https://txfr.medinsight.milliman.com/
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Testing of Files 


At least 30 days prior to the initial submission of the files, or whenever the data element content 


of the files is subsequently altered (e.g. – submission of data not previously available), each 


carrier or health care claims processor must submit to Milliman a data set for comparison to the 


same validation process used for actual submissions to determine if the data files are in 


compliance with the submission standards. A data set for Iterative rounds of testing may be 


necessary until the files conform to the submission requirements. A test file should contain data 


covering a period of one month. 


Healthcare claims processors using non-conforming local/homegrown CPT and/or diagnosis 


codes must submit those codes with descriptions in MS Excel format prior to the first data 


submission. E-mail to: NHCHISsupport@milliman.com. 
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Compliance with Data Standards 


Compliance 


Carriers and third-party administrators shall submit files that conform to the formats, standards, 


and detailed file requirements in this data submission manual. Each member file, medical, 


pharmacy, dental claims file, and provider file submitted must conform to the following data 


reporting requirements: 


1. The applicable code for each data element shall be included within the eligible values for 


the element; 


2. Coding values indicating “data not available”, “data unknown”, or the equivalent shall not 


be used for individual data elements unless specified as an eligible value for the element; 


3. Member date of birth, gender, diagnosis and procedure codes, and all other data fields 


shall be consistent within an individual record; and 


4. Member identifiers shall be consistent across files. 


When registering, carriers and third-party administrators shall submit tables and descriptions for 


all nonconforming and plan-specific codes contained in the submission. Files with nonconforming 


and plan-specific codes without such explanatory information shall be rejected. 


Validation and Auditing 


After the files are loaded, Milliman will employ an automated validation process, File Field and 


Quality Checks (FFQC), to ensure that the format and content of each submitted file is valid and 


complete, with results being generated within 48 hours. Load threshold levels for individual data 


elements submitted are validated against those pre-established levels defined by NH DHHS and 


NHID. 


The FFQC process is composed of two groups of audits: field level audits and quality audits: 


1. Field Level Audits. All transmitted files are first checked to determine if they are in the 


correct form and have been created using the provided pre-processor. Field level audits 


are then employed to evaluate field length and type, code values, and the percentage at 


which the fields are filled compared to pre-determined default percentages. 


2. Quality Audits. Quality audits are employed to determine if the data submitted meet a pre-


determined level of reasonableness (e.g., % of institutional claims vs. % of professional 


claims) and usually involve multiple data elements. Default thresholds (which can be rates 


or ranges) have been established for approximately 200 quality audits. 
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After the data files pass the FFQC process and are loaded into staging tables, additional 


reasonableness, longitudinal, and relational audits are run on the consolidated data to identify 


any global issues that would not be evident during the FFQC process. The reasonableness, 


longitudinal, and relational audits confirm whether the appropriate and correct amount of data was 


received for the corresponding membership volume. Examples of these audits are frequency of 


individual field values and volume reconciliation. 


A listing of all updated file field level and quality checks, with corresponding default load 


thresholds, is found within a separate document, entitled NHCHIS File, Field, and Quality Checks 


(FFQC) User Guide. The revised guide will be provided by Milliman to all carriers and third-party 


administrators and will be available on the NH CHIS website. 


Notification / Data Submission Status 


Within five days of submittal of the data files, Milliman will provide via email each carrier or third-


party administrator with a report that provides detailed results of the validation process. The report 


will indicate which files have passed and which files have failed. If a file has failed, the report will 


also indicate the specific data element(s) that caused the failure. 


Rejection of Files 


Failure to conform to any of the submission requirements will result in the rejection and return of 


the applicable data file(s). The carrier or third-party administrator may correct and resubmit the 


files, request an element level exception through the FFQC process, or may submit a corrective 


action plan that the NH DHHS and NHID will review and accept or reject. 


Resubmissions 


If the problems can be rectified, the rejected and returned files are to be resubmitted in the 


appropriate, corrected form within 10 days. Due to the large amount and complexity of the data 


processed, it is more efficient to resubmit an entire file rather than to correct data within the file. 


Partial replacement files or record specific corrections will not be accepted. 


Exceptions 


The carrier or third-party administrator may request an element level exemption through the FFQC 


process to adjust the threshold for the failing field(s) due to the data being excluded from the 


claims transaction process.  


Default thresholds (or rates) will be applied to the field level checks for each element in the 


member, claims files, and provider file, and for each quality check. The standard acceptable 


threshold for field length, field type, and data value audits is 100%. However, a number of fields 


will contain acceptable thresholds for data value at less than 100%. The default thresholds for the 


quality checks are dependent upon the specific set of fields involved and the logic being employed 


and will vary accordingly. 
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All of the pre-determined default thresholds can be individually adjusted if extenuating 


circumstances arise which may impact the data completeness or content. If a file is processed 


and rejected for failing to meet the field level and/or quality check default thresholds, the carrier 


or third-party administrator can request an exemption to the default threshold through a 


standardized, automated process contained within the FFQC system. All exception requests must 


be approved by the NH DHHS and NHID. 


Note: If exceptions were approved for specific data elements on your previous data submission 


by the NH DHHS and NHID, those exceptions will continue to be approved unless otherwise 


informed. 


Waivers 


Carrier or third-party administrators may submit a corrective action plan to the NH DHHS and 


NHID requesting temporary or long term waivers to the reporting requirements. NH DHHS and 


NHID may grant a waiver if a determination is made that the deficiencies will be removed in a 


reasonable period of time or, if the request is to eliminate the data submission requirement for a 


particular data element required under these rules, the carrier or third-party administrator must 


demonstrate that: 


1. The data element does not exist on the carrier’s or third-party administrator’s transaction 


system; 


2. The data element cannot be derived reliably from other information available on the 


carrier’s or third-party administrator’s transaction system; and 


3. The data element does not reflect information necessary to process claims or to conduct 


business operations in accordance with generally accepted industry standards, such that 


it should reasonably be available. 


A carrier or third-party administrator that has been granted a waiver shall populate that data field 


in its claims data submissions in the manner specified in the waiver. 


Replacement of Data Files 


No carrier or health care claims processor shall replace a complete data file submission more 


than one year after the end of the month in which the file was submitted unless it can establish 


exceptional circumstances for the replacement. Any replacements after this period shall be 


approved by the NH DHS and NHID. Individual adjustment records shall be submitted with a 


monthly data file submission. 
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General Data Requirements 
Carriers and third-party administrators shall comply with the technical specifications and 


requirements (files, elements, formats, definitions, codes) contained in this data submission 


manual. 


Included Records and Data Requirements 


Carriers and third-party administrators are responsible for submitting the files in the following 


manner: 


1. Records for the member file submission shall be reported at the individual member level 


so that: 


a. If a member is covered as both a subscriber and a dependent on 2 different policies 


during the same month, 2 records shall be submitted; and 


b. If a member has 2 contract numbers for 2 different coverage types, 2 member 


eligibility records shall be submitted. 


2. Members without medical, pharmacy and/or dental coverage during the month reported 


shall be excluded from the member file. 


3. If retroactive changes or updates occur which impact member eligibility, carriers and third 


party administrators shall submit a member file that contains data for each member eligible 


for medical, dental or pharmacy benefits for three months prior to the current reporting 


month. Any retrospective updates should correspond to previously submitted eligibility 


data. 


4. Records for medical, pharmacy, and dental claims file submissions shall be reported at 


the visit, service, or prescription level and based upon the paid dates and not upon the 


dates of service associated with the claims. 


5. Medical, pharmacy, and dental claims files shall contain all of a claim’s payment and 


adjustment activity during the reporting month regardless of the date of service on the 


claim. 


6. Claims where multiple parties have financial responsibility shall be included in all medical 


and pharmacy claims file submissions. 


7. Records for services provided under alternative payment arrangements with zero paid 


amounts shall be included in all medical, dental and pharmacy claims file submissions. 
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8. All service lines associated with fully-processed claims that have gone through an 


accounts payable run and have been booked to the health plan ledger shall be included 


in all medical, dental and pharmacy claims file submissions. 


9. All claims related to behavioral or mental health shall be included in the medical claims 


file. 


10. Claims for pharmacy services claims generated from non-retail pharmacies that do not 


contain national drug codes shall be included in the following files: 


a. If the pharmacy claims are covered under the medical benefit, the claims shall be 


included in the medical claims file and not the pharmacy claims file. 


b. If the claims are covered under a prescription benefit, the claims shall be included 


in the pharmacy claims file. 


c. If the claims are submitted as standard UB04, NSF, or ANSI 935 formatted 


transactions without NDC codes, the claims shall be included in the medical claims 


file. 


Data Specifications 


Claims data files are to be submitted in accordance with the following specifications: 


1. Code sources: 


a. Carriers and third-party administrators shall use the values in the data tables found 


in this manual or the corresponding externally maintained code tables referenced 


herein. 


b. If externally mandated code tables are revised by the code source, whether the 


revision includes new codes or a modification of descriptions, the changes 


provided by the source preempt the definitions and descriptors provided in this 


manual. 


c. Carriers and third-party administrators shall submit tables and descriptions for all 


non-conforming and plan-specific codes contained in the submission. Milliman 


shall reject files with non-conforming and plan-specific codes if explanatory 


information is not provided in advance of the data submission. 


2. Adjustment records. Report adjustment records with the appropriate positive or negative 


fields with the medical, pharmacy, and dental file submissions. Negative values shall 


contain the negative sign before the value. No sign shall appear before a positive value. 
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3. Version number. When more than one version of a fully-processed claim service line is 


submitted, each version of a claim service line shall be enumerated sequentially with a 


higher version number (MC005A) so that the latest version of that service line is the record 


with the highest version number (MC005A) and the same claim number + line counter. 


Where a version number is not available, provide the former claim number in data element 


MC211. Similar requirements apply to both the Pharmacy and Dental claims file. 


4. Fully-processed service lines. All service lines associated with fully-processed claims that 


have gone through an accounts payable run and been booked to the health plan ledger 


shall be included on medical, pharmacy, and dental claims data submissions. Do not 


include service lines: 


a. Rejected due to failed edits;  


b. That are duplicates; or  


c. That are from an inactive member. 


5. Subsequent incremental claims. Subsequent incremental claims submissions shall 


include all reversal and adjustment/restated versions of previously submitted claim service 


lines and all new, fully-processed service lines associated with the claim, provided that 


they have paid dates in the reporting period, with:  


a. Each version of a claim service line enumerated sequentially with a higher line 


version number (MC005A); and  


b. Reversal versions of a claim service line indicated by a claim status code = '22' 


(Field MC038).for capitated services reported with all medical and pharmacy file 


submissions. 


6. Capitated services claims. Capitated service claims (sometimes known as encounter 


claims) for capitated services shall be reported with all medical and pharmacy file 


submissions. 


7. Global payment arrangements. If a claim contains service lines that do not contain a 


payment because their costs are covered on another line of the claim line, such as under 


a global payment arrangement, those line(s) shall be:  


a. Included in the data submission; and  


b. Clearly indicated by a claim status code = '04' (Field MC038). 


8. Provider ID. The Provider ID (MP003) is the unique identifier for a single provider and is 


derived from the service and billing provider data appearing in the claims files. The 
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Provider ID should only occur once in the table. However, in the event the same provider 


delivered, and was reimbursed for, services rendered from two or more different physical 


locations, the provider data file shall contain two or more separate records for that same 


provider reflecting each of those physical locations. One record should be provided for 


each unique physical location. 


9. Minimum Value Reporting Requirements. Carriers and third party administrators must 


report the Minimum Value for fully insured and self-insured products to support NHID 


Supplemental Reporting reviews. The minimum value is defined as the percentage of the 


total allowed costs of benefits provided under a group health plan or health insurance 


coverage. Minimum Value measure is outlined in Section 1302 (d)(2)(C) of the Affordable 


Care Act. Plans may use the HHS MV calculator available at 


http://www.cms.gov/cciio/resources/regulations-and-guidance/index.html; may apply a 


safe harbor developed by HHS and the IRS; or may, for nonstandard plans, provide an 


actuarial certification from a member of the American Academy of Actuaries. 


10. Premium Reporting Requirements. Carriers and third party administrators must report the 


funds associated with the administration of the employer’s benefit plan (ME211). 


11. Co-payment or co-insurance amounts. Co-payment or co-insurance amounts are to be 


reported in 2 separate fields in the medical, pharmacy, and dental claims file submissions. 


Subscriber and Member Identification Data Elements 


Carriers and third-party administrators shall provide a unique identification number for each 


member and subscriber included in the submitted files, and shall maintain that unique identifier 


for each member and subscriber for the entire period of coverage for that individual. 


Subscriber and member identifiers shall be: 


1. Consistent across all files that contain information about the subscriber or member; 


2. Matched across the member, medical claims, pharmacy and dental files, as applicable, 


even where the claims are processed by a subcontractor such as a pharmacy benefits 


manager; and 


3. Consistent with the following table, which lists the Subscriber and Member identifiers that 


are must be identical across files. 
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Matching Requirements for Subscriber/Member Identifiers Across Files 


Data Element 
Name* 


Member  Medical Claims**  Dental Claims  Pharmacy Claims  


Subscriber Social 
Security Number  


ME008  MC007, MC208*** DC007, DC202*** PC007, PC204*** 


Plan Specific 
Contract Number  


ME009  MC008, MC208*** DC008, DC202*** PC008, PC204*** 


Member Suffix or 
Sequence Number  


ME010  MC009  DC009  PC009  


Member 
Identification Code  


ME011  MC010  DC010  PC010  


Subscriber Last 
Name  


ME101  MC101  DC101  PC101  


Subscriber First 
Name  


ME102  MC102  DC102  PC102  


Subscriber Middle 
Initial  


ME103  MC103  DC103  PC103  


Member Last Name  ME104  MC104  DC104  PC104  


Member First Name  ME105  MC105  DC105  PC105  


Member Middle 
Initial  


ME106  MC106  DC106  PC106  


*The NHCHIS preprocessor hashes these data elements as part of the file encryption and transmission 
process.  


**Also pertains to Behavioral Health.  


***MC208, PC202, DC204 may be filled with either Subscriber SSN or Plan Specific Contract Number 


 
If a third-party administrator does not collect the social security numbers for its members, the 


third-party administrator shall provide the social security number of the subscriber and assign a 


discrete two digit suffix for each member under the subscriber’s contract using the following 


criteria: 


1. If the subscriber's social security number is not collected by the third-party administrator, 


the subscriber's certificate or contract number shall be used in its place (this data element 


will be de-identified by the NH preprocessor application). 


2. The discrete two digit suffix shall also be used with the certificate or contract number (this 


data element will be de-identified by the NH preprocessor application).  


3. The certificate or contract number with the two digit suffix shall be at least 11, but no more 


than 30 characters in length (this data element will be de-identified by the NH preprocessor 


application). 
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General File Specifications 


General Requirements for File Specifications 


All carriers and health care claims processors shall abide by the following file specifications: 


Filled fields. All fields shall be filled where applicable. Non-applicable text and date fields shall be 


set to null. Non-applicable integer and decimal fields shall be filled with one zero and shall not 


include decimal points. 


Position. All text fields shall be left justified. All numeric fields shall be right justified. 


Decimal points. Unless specifically stipulated, decimal points are not to be utilized. The decimal 


places listed under the “Length” column of the Detailed File Requirements of this Manual are 


inferred. Decimal points may be utilized in fields: MC061 (Quantity) and PC033 (Quantity 


Dispensed). 


Signs. Minus signs (-) shall appear in the left-most position of numeric fields. 


Over-punched signed integers or decimals shall not be utilized. 


Individual elements and mapping. Individual data elements, data types, field lengths, field 


description/code assignments, and mapping locators (UB04, HCFA 1500, ANSI X12N 270/271, 


835, 837) for each file type shall conform to the file specifications detailed in this Manual. 


File Formats 


The member file, medical claims file, pharmacy claims file, dental claims file, and provider file 


should be submitted as separate ASCII files, with variable field lengths and pipe delimited, and 


should comply with the following standards: 


1. Each record must be terminated with a carriage return and line feed (ASCII 13, ASCII 10). 


2. All fields must be filled where applicable. 


3. Text and date fields must be left blank when not applicable or if a value is not available. 


4. “Blank” means do not supply any value at all between consecutive field delimiters or last 


field delimiter and line terminator. Numeric fields without a value must be filled with a single 


zero. 


5. Always submit one record per row. No single line item of data may contain carriage return 


or line feed characters. 


6. Text fields should never be padded with leading or trailing spaces or tabs. 
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7. Number fields:  


a. Should never be padded with leading zeroes. 


b. The integer portion of numeric fields must not be padded with leading zeros. The 


decimal portion of numeric fields, if required, must be padded with trailing zeros up 


to the number of decimal places indicated. 


c. Positive values are assumed and need not be indicated as such. Negative values 


must be indicated with a minus sign and must appear in the left-most position of 


all numeric fields. 


8. Date fields:  


a. Should be CCYYMMDD, when a value is provided, unless otherwise indicated in 


this Manual. 


b. Must not be padded with leading or trialing spaces or tabs. 


c. Must be left blank when not applicable or if a value is not available. 
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Header and Trailer Records 
Header and Trailer Records. Each member file, each medical, pharmacy, and dental claims file, and each provider file submission 


must contain a header record and a trailer record. The header record is the first record of each separate file submission and the trailer 


record is the last. 


The header and trailer record formats shall conform to the following specifications. 


Member File 


Member File Header Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


HD001  Record Type  Text 2 HD 


HD002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


HD003  National Plan ID  Text 30 CMS National Plan ID. 


HD004  Type of File  Text 2 ME Member Eligibility. 


HD005  Period Beginning Date  Number 6 Beginning of month covered for eligibility. CCYYMM 


HD006  Period Ending Date  Number 6 End of month covered for eligibility. CCYYMM 


HD007  Comments  Text 80 Submitter may use to document this submission by assigning a 
filename, system source, etc. 


 


Member File Trailer Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


TR001  Record Type  Text 2 TR 


TR002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


TR003  National Plan ID  Text 30 CMS National Plan ID. 
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Member File Trailer Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


TR004  Type of File  Text 2 ME Member Eligibility. 


TR005  Period Beginning Date  Number 6 Beginning of month covered for eligibility. CCYYMM 


TR006  Period Ending Date  Number 6 End of month covered for eligibility. CCYYMM 


TR007  Extraction Date  Date 8 Date file was created. 


TR008  Record Count  Number 10 (0) Total number of records submitted in this file. 


 


Medical Claims File 


Medical Claims File Header Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


HD001  Record Type  Text 2 HD  


HD002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


HD003  National Plan ID  Text 30 CMS National Plan ID. 


HD004  Type of File  Text 2 MC Medical Claims. 


HD005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


HD006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


HD007  Comments  Text 80 Submitter may use to document this submission by assigning a filename, 
system source, etc. 
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Medical Claims File Trailer Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


TR001  Record Type  Text 2 TR  


TR002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


TR003  National Plan ID  Text 30 CMS National Plan ID. 


TR004  Type of File  Text 2 MC Medical Claims. 


TR005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


TR006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


TR007  Extraction Date  Date 8 Date file was created. 


TR008  Record Count  Number 10 (0) Total number of records submitted in this file. 


 


Pharmacy Claims File 


Pharmacy Claims File Header Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


HD001  Record Type  Text 2 HD  


HD002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


HD003  National Plan ID  Text 30 CMS National Plan ID. 


HD004  Type of File  Text 2 PC Pharmacy Claims. 


HD005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


HD006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


HD007  Comments  Text 80 Submitter may use to document this submission by assigning a filename, 
system source, etc.  
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Pharmacy Claims File Trailer Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


TR001  Record Type  Text 2 TR  


TR002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


TR003  National Plan ID  Text 30 CMS National Plan ID. 


TR004  Type of File  Text 2 PC Pharmacy Claims. 


TR005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


TR006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


TR007  Extraction Date  Date 8 Date file was created. 


TR008  Record Count  Number 10 (0) Total number of records submitted in this file. 


 


Dental Claims File 


Dental Claims Header File Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


HD001  Record Type  Text 2 HD  


HD002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


HD003  National Plan ID  Text 30 CMS National Plan ID. 


HD004  Type of File  Text 2 DC Dental Claims. 


HD005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


HD006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


HD007  Comments  Text 80 Submitter may use to document this submission by assigning a filename, 
system source, etc. 
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Dental Claims Trailer File Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


TR001  Record Type  Text 2 TR  


TR002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


TR003  National Plan ID  Text 30 CMS National Plan ID. 


TR004  Type of File  Text 2 DC Dental Claims. 


TR005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


TR006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


TR007  Extraction Date  Date 8 Date file was created. 


TR008  Record Count  Number 10 (0) Total number of records submitted in this file. 


 


Provider File 


Provider File Header Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


HD001  Record Type  Text 2 HD  


HD002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


HD003  National Plan ID  Text 30 CMS National Plan ID. 


HD004  Type of File  Text 2 MP Provider File. 


HD005  Period Beginning Date  Number 6 Beginning of paid period for claims. CCYYMM 


HD006  Period Ending Date  Number 6 End of paid period for claims. CCYYMM 


HD007  Comments  Text 80 Submitter may use to document this submission by assigning a 
filename, system source, etc. 
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Provider File Trailer Record Layout 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


TR001  Record Type  Text 2 TR  


TR002  Payer  Text 8 Payer submitting payments. NHID Submitter Code. 


TR003  National Plan ID  Text 30 CMS National Plan ID. 


TR004  Type of File  Text 2 MP Provider File. 


TR005  Period Beginning Date  Number 6 Beginning of span of coverage period. 


TR006  Period Ending Date  Number 6 End of span of coverage period. 


TR007  Extraction Date  Date 8 Date file was created. 


TR008  Record Count  Number 10 (0) Total number of records submitted in this file. 
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Detailed File Requirements 


Detailed Member File Specifications – File Layout 


The member file shall be submitted using the following specifications: 


Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


ME001 Payer  Text 8 Payer submitting payments NHID Submitter Code. 


ME002 National Plan ID Text 30 CMS National Plan ID. 


ME003 Insurance Type Code/Product Text 2 See Appendix I/Table 1 – Insurance Type/Product Code-Eligibility File. 


ME004 Start Year Number 4 (0) Year for which eligibility is reported in this submission. CCYY format. 


ME005 Start Month Number 2 (0) Month for which eligibility is reported in this submission. MM format. 
Leading zero is required for reporting January through September 
files. 


ME006 Insured Group or Policy 
Number 


Text 50 Group or policy number (not the number that uniquely identifies the 
subscriber). 


ME007 Coverage Level Code Text 3 Benefit Coverage Level 


CHD…Children Only 


DEP…Dependents Only 


ECH…Employee and Children 


EMP…Employee Only 


ESP…Employee and Spouse 


FAM…Family 


IND…Individual 


SPC…Spouse and Children 


SPO…Spouse Only 







 
 
 


 


 


MedInsight Confidential & Proprietary 34 
NH CHIS 
Data Submission Manual 


August 7, 2015   


MedInsight NH CHIS 


Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


ME008 Subscriber Social Security 
Number 


Text 9 Subscriber's social security number. Do not include dashes. Leave 
blank if not available.  


ME009 Plan Specific Contract 
Number 


Text 50 Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber's social security number. 


If this is a Medicaid member, provide Medicaid ID. 


ME010 Member Suffix or Sequence 
Number 


Text 20 Uniquely identifies the member within the contract. 


ME011 Member Social Security 
Number 


Text 9 Member's social security number. Do not include dashes. Leave blank 
if not available.  


ME012 Individual Relationship Code Text 2 See Appendix I/Table 2 – Relationship Codes. 


ME013 Member Gender Text 1 M…Male 


F…Female 


U…Unknown 


O…Other 


ME014 Member Date of Birth Date 8 Date of birth of member. 


ME015 Member City Name Text 30 City name of member. 


ME016 Member State or Province Text 2 As defined by the US Postal Service. 


ME017 Member ZIP Code Text 9 ZIP code of member – may include non-US codes. Do not include 
dash. 


ME018 Medical Coverage Text 1 Y…Yes 


N…No 


ME019 Prescription Drug Coverage Text 1 Y…Yes, member has prescription drug coverage in the period defined 
with this payer 


N…No, member does not have prescription drug coverage in the 
period defined with this payer 
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Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


ME020 Dental Coverage Text 1 Y…Yes, member has dental coverage in the period defined with this 
payer 


N…No, member does not have dental coverage in the period defined 
with this payer 


ME021 Race 1 Text 6 See Appendix I/Table 3 – Race 1/Race 2. 


ME022 Race 2 Text 6 See Appendix I/Table 3 – Race 1/Race 2. 


ME023 Placeholder    


ME024 Hispanic Indicator Text 1 Y…Yes, member is Hispanic/Latino/Spanish 


N…No, member is not Hispanic/Latino/Spanish 


U…Unknown 


ME025 Ethnicity 1 Text 6 See Appendix I/Table 4 – Ethnicity 1/ Ethnicity 2. 


ME026 Ethnicity 2 Text 6 See Appendix I/Table 4 – Ethnicity 1/ Ethnicity 2. 


ME027 Placeholder  20  


ME028 Primary Insurance Indicator Text 1 Y…Yes, this is the member’s primary insurance 


N…No, this is not the member’s primary insurance 


ME029 Coverage Type Text 3 ASW…Self-funded plans that are administered by a third party 
administrator, where the employer has purchased stop-loss, or group 
excess insurance coverage 


ASO…Self-funded plans that are administered by a third party 
administrator, where the employer has not purchased stop-loss, or 
group excess insurance coverage 


STN…Short-term non-renewable health insurance, as defined 
pursuant to RSA 415:5 III 


MCD…Medicaid 


MCR…Medicare 
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Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


UND…Plans underwritten by the carrier 


OTH…Any other plan. Carriers and third-party administrators using 
this code shall obtain prior approval from the N.H. Insurance 
Department 


ME030 Market Category Text 4 Three or four digit character code for identifying market category. 
Employer size is based on the number of eligible employees in the 
group as define in INS 4100, (INS 4103.03 (g) for the Small Group 
market, INS 4104.03 (i) for the Large Group market). 


IND…Policies sold and issued directly to individuals, other than those 
sold on a franchise basis, as defined pursuant to RSA 415:19, or as 
group conversion Policies as defined pursuant to RSA 415:18 VII (a) 


FCH…Policies sold and issued directly to individuals on a franchise 
basis as defined pursuant to RSA 415:19 


GCV…Policies sold and issued directly to individuals as group 
conversion Policies as required pursuant to RSA 415:18 VII (a) 


GS1…Policies sold and issued directly to employers having exactly 
one employee 


GS2…Policies sold and issued directly to employers having between 2 
and 9 employees 


GS3…Policies sold and issued directly to employers having between 
10 and 25 employees 


GS4…Policies sold and issued directly to employers having between 
26 and 50 employees 


GLG1…Policies sold and issued directly to employers having between 
51 and 99 employees 


GLG2…Policies sold and issued directly to employers having 100 or 
more employees 


GSA…Policies sold and issued directly to small employers through a 
qualified association trust 
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Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


OTH…Policies sold to other types of entities. Carriers and third-party 
administrators using this market code shall obtain prior approval from 
the NH Insurance Department 


BLC…Policies sold and issued as blanket health insurance Policies to 
a common carrier 


BLE…Policies sold and issued as blanket health insurance Policies to 
an employer 


BLV…Policies sold and issued as blanket health insurance Policies to 
a volunteer fire department, first aid, or other such volunteer group 


BLS…Policies sold and issued as blanket health insurance Policies to 
a sports team or a camp 


BLT…Policies sold and issued as blanket health insurance Policies to 
a travel agency, or other organization that provides travel-related 
services 


BLU…Policies sold and issued as blanket health insurance Policies to 
a university or college 


SLG…Policies sold and issued as student major medical expense 
large group coverage to enrolled students at an accredited college, 
university, or other educational institution 


STS…Policies sold and issued as group short term student health 
insurance 


SMG…Policies sold and issued as student major medical group health 
insurance 


SNM…Policies sold and issued as student group health insurance that 
is not major medical coverage 


SIM…Policies sold and issued as student individual major medical 
health insurance 


SIN…Policies sold and issued as student individual health insurance 
that is not major medical coverage 
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Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


ME031 NH Health Protection 
Program 


Text 4 For enrollees in the New Hampshire Health Protection Program 
(NHHPP), indicate if enrollee is part of the Premium Assistance 
Program (PAP) or Health Insurance Premium Payment (HIPP). Leave 
blank if enrollee is not a member of the NHHPP. 


PAP…Premium Assistance Program 


HIPP…Health Insurance Premium Payment 


ME032 Group Name Text 60 Name of the group which the member is covered by. If the member is 
part of a group of one or non-group then leave field blank.  


ME101 Subscriber Last Name  Text 60  


ME102 Subscriber First Name  Text 35  


ME103 Subscriber Middle Initial  Text 1  


ME104 Member Last Name  Text 60  


ME105 Member First Name  Text 35  


ME106 Member Middle Initial  Text 1  


ME201 Member Street Address Text 50 Street address of member. 


ME203 Member’s Assigned PCP Text 20 National Provider ID of the member’s Primary Care Physician as 
designated by healthcare claims processor. 


ME204 HIOS Plan ID Text 16 The 16 character HIOS Plan ID (Standard  
component). Including a five digit issuer ID, two character state ID, 
three digit product number, four digit standard component number and 
two digit variant component ID. This field may not be available for all 
market segments. 


ME205 Plan Effective Date Date 8 For the plan reported in ME204, report the date eligibility started for 
this member under this plan type. The purpose of this data element is 
to maintain an eligibility span for each member. 
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Member File Detailed Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


ME206 Minimum Value Number 3 (0) For the plan reported in ME204, report the Minimum Value as 
described in Part Ins4009.03 (j). This is reported as a percentage. 


ME207 Exchange Indicator Text 1 The plan reported in ME204 was available on the Exchange 
Marketplace in the month and year reflected in ME004 and ME005. 


Y…Yes 


N…No 


ME208 High Deductible Health Plan Text 1 The plan reported in ME204 meets the IRS definition of a HDHP. 


Y…Yes 


N…No 


U…Unknown 


ME209 Active Enrollment Text 1 The plan reported in ME204 was open for enrollment in the year and 
month reflected in ME004 and ME005. 


Y…Yes 


N…No 


ME210 New Coverage Text 1 The plan reported in ME204 was being offered for the first time in the 
reporting year reflected in ME004. 


Y…Yes 


N…No 


ME211 Monthly Premium or Premium 
Equivalent 


Number 10 (2) Premium or Premium Equivalent is the dollar amount defined as “the 
funds collected from contracted accounts to provide for all claims and 
expenses associated with the administration of the employer’s benefit 
plan”. Required only for carriers and third party administrators with NH 
situs. 


ME899 Record Type Text 2 ME 
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Detailed Member File Specifications – Mapping Standards 


The mapping for the member file shall conform to the following national standards: 


Member File Mapping and Format Information 


Data Element # Element HIPAA Reference Transaction Set/Loop/Segment/Qualifier/Data Element 


ME001 Payer N/A 


ME002 National Plan ID 271/2100A/NM1/XV/09 


ME003 Insurance Type Code/Product 271/2110C/EB/ /04, 271/2110D/EB/ /04 


ME004 Year N/A 


ME005 Month N/A 


ME006 Insured Group or Policy Number 271/2100C/REF/1L/02, 271/2100C/REF/IG/02, 271/2100C/REF/6P/02, 
271/2100D/REF/1L/02, 271/2100D/REF/IG/02, 271/2100D/REF/6P/02 


ME007 Coverage Level Code 271/2110C/EB/ /03, 271/2100D/EB/ /03 


ME008 Subscriber Social Security Number 271/2100C/NM1/MI/09 


ME009 Plan Specific Contract Number 271/2100C/NM1/MI/09 


ME010 Member Suffix or Sequence Number N/A 


ME011 Member Social Security Number 271/2100C/MN1/MI/09, 271/2100D/NM1/MI/09 


ME012 Individual Relationship Code 271/2100C/INS/Y/02, 271/2100D/INS/N/02 


ME013 Member Gender 271/2100C/DMG/ /03, 271/2100D/DMG/ /03 


ME014 Member Date of Birth 271/2100C/DMG/D8/02, 271/2100D/DMG/D8/02 


ME015 Member City Name 271/2100C/N4/ /01, 271/2100D/N4/ /01 


ME016 Member State or Province 217/2100C/N4/ /02, 271/2100D/N4/ /02 


ME017 Member ZIP Code 271/2100C/N4/ /03, 271/2100D/N4/ /03 


ME018 Medical Coverage N/A 
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Member File Mapping and Format Information 


Data Element # Element HIPAA Reference Transaction Set/Loop/Segment/Qualifier/Data Element 


ME019 Prescription Drug Coverage N/A 


ME020 Dental Coverage  N/A 


ME021 Race 1 N/A 


ME022 Race 2 N/A 


ME023 Placeholder N/A 


ME024 Hispanic Indicator N/A 


ME025 Ethnicity 1 N/A 


ME026 Ethnicity 2 N/A 


ME027 Placeholder N/A 


ME028 Primary Insurance Indicator N/A 


ME029 Coverage Type N/A 


ME030 Market Category N/A 


ME031 NH Health Protection Program N/A 


ME032 Group Name N/A 


ME101 Subscriber Last Name 270/2100C/NM1/IL/1/3 


ME102 Subscriber First Name 270/2100C/NM1/IL/1/4 


ME103 Subscriber Middle Initial 270/2100C/NM1/IL/1/5 


ME104 Member Last Name 270/2100D/NM1/QC/1/3 


ME105 Member First Name 270/2100D/NM1/QC/1/4 


ME106 Member Middle Initial 270/2100D/NM1/QC/1/5 
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Member File Mapping and Format Information 


Data Element # Element HIPAA Reference Transaction Set/Loop/Segment/Qualifier/Data Element 


ME201 Member Street Address 271/2100/N3//01, 02  


271/2100D/N3/ /01, 02 


ME203 Member’s Assigned PCP Loop 2000B SBR02 = 18 – ELSE – Loop 


ME204 HIOS Plan ID N/A 


ME205 Plan Effective Date N/A 


ME206 Minimum Value 2010CA Segment N301 


ME207 Exchange Indicator N/A 


ME208 High Deductible Health Plan N/A 


ME209 Active Enrollment N/A 


ME210 New Coverage N/A 


ME211 Monthly Premium or Premium 
Equivalent 


N/A 


ME899 Record Type N/A 
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Detailed Medical Claims File Specifications – File Layout 


The medical claims file shall be submitted using the following specifications: 


Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC001 Payer Text 8 Payer submitting payments NHID Submitter Code. 


MC002 National Plan ID Text 30 CMS National Plan ID. 


MC003 Insurance Type/Product Code  Text 2 See Appendix I/Table 5 – Insurance Type/Product Code – Claims 
Files. 


MC004 Payer Claim Control Number Text 35 Must apply to the entire claim and be unique within the payer's system. 


MC005 Line Counter Text 4 Line number for this service. The line counter begins with 1 and is 
incremented by 1 for each additional service line of a claim. 


MC005A Version Number Number 4 (0) Version number of this claim service line. The version number begins 
with 0 and is incremented by 1 for each subsequent version of that 
service line. 


MC006 Insured Group or Policy 
Number 


Text 50 Group or policy number (not the number that uniquely identifies the 
subscriber). 


MC007 Subscriber Social Security 
Number 


Text 9 Subscriber's social security number. Do not include dashes. Leave 
blank if not available. 


MC008 Plan Specific Contract 
Number 


Text 50 Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber’s social security number. 


If this is a Medicaid claim, provide Medicaid ID. 


MC009 Member Suffix or Sequence 
Number 


Text 20 Uniquely identifies the member within the contract. 


MC010 Member Social Security 
Number 


Text 9 Member’s social security number. Do not include dashes. Leave blank 
if not available. 


MC011 Individual Relationship Code Text 2 See Appendix I/Table 2 – Relationship Codes. 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC012 


  


  


Member Gender 


  


  


Text 


 


 


1 


 


 


M…Male 


F…Female 


U…Unknown 


O…Other 


MC013 Member Date of Birth Date 8 Date of birth of member. 


MC014 Member City Name Text 30 City name of member. 


MC015 Member State or Province Text 2 As defined by the US Postal Service. 


MC016 Member ZIP Code Text 9 ZIP Code of member – may include non-US codes. Do not include 
dash. 


MC017 Paid Date (AP Date) Date 8  


MC018 Admission Date Date 8 Required for all inpatient claims.  


MC019 Admission Hour Text 2 (0) Required for all inpatient claims. Time is expressed in military time – 
HH. 


MC020 Admission Type Text 1 Required for all inpatient claims (SOURCE: National Uniform Billing 
Data Element Specifications): 


1…Emergency 


2…Urgent 


3…Elective 


4…Newborn 


5…Trauma Center 


9…Information not available 


MC021 Admission Source Text 1 See Appendix I/Table 6 – Point of Origin Codes. 


MC022 Discharge Hour Text 2 (0) Required for all inpatient claims. Time is expressed in military time – 
HH. 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC023 Discharge Status Text 2 See Appendix I/Table 7 – Discharge Status. 


MC024 Service Provider Number Text 30 Payer assigned servicing provider number by the payer for internal 
identification purposes. 


MC025 Service Provider Tax ID 
Number 


Text 10 Federal taxpayer's identification number. 


MC026 National Service Provider ID Text 20 Provider NPI. 


MC027 


  


  


Service Provider Entity Type 
Qualifier 


  


  


Text 


 


 


1 


 


 


HIPAA provider taxonomy classifies provider groups (clinicians who 
bill as a group practice or under a corporate name, even if that group 
is composed of one provider) as “Person.” 


1…Person 


2…Non-Person Entity 


MC028 Service Provider First Name Text 35 Individual first name. Leave blank if provider is a facility or 
organization. 


MC029 Service Provider Middle 
Name 


Text 25 Individual middle name or initial. Leave blank if provider is a facility or 
organization. 


MC030 Servicing Provider Last Name 
or Organization Name 


Text 60 Report the name of the organization or last name of the individual 
provider. MC027 determines if this is an organization or Individual 
Name reported here. 


MC031 Service Provider Suffix Text 10 Suffix to individual name. Leave blank if provider is a facility or 
organization. Should be used to capture the generation of the 
individual clinician (e.g., Jr. Sr., III), if applicable, rather than the 
clinician’s degree [e.g., ‘MD’, ‘LICSW’]. 


MC032 Service Provider Specialty Text 10 National Uniform Claims Committee (NUCC) standard code that 
defines this provider for this line of service. Taxonomy values allow for 
the reporting of nurses, assistants and laboratory technicians, where 
applicable, as well as Physicians, Medical Groups, Facilities, etc. 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC033 Service Provider City Name Text 30 City name of rendering provider – practice location. 


MC034 Service Provider State Text 2 As defined by the US Postal Service. 


MC035 Service Provider ZIP Code Text 9 ZIP Code of provider – may include non-US codes.  


MC036 


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


Type of Bill – Institutional  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


Text 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


3 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


For facility claims only submitted using UB04 forms 


Type of Facility – First Digit 


1…Hospital 


2…Skilled Nursing 


3…Home Health 


4…Christian Science Hospital 


5…Christian Science Extended Care 


6…Intermediate Care 


7…Clinic 


8…Special Facility 


Bill Classification – Second Digit if First Digit = 1-6 


1…Inpatient (Including Medicare Part A) 


2…Inpatient (Medicare Part B Only) 


3…Outpatient 


4…Other (for hospital referenced diagnostic services or home health 
not under a plan of treatment) 


5…Nursing Facility Level I 


6…Nursing Facility Level II 


7…Intermediate Care – Level III Nursing Facility 


8…Swing Beds 


Bill Classification – Second Digit if First Digit = 7 


1…Rural Health 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2…Hospital Based or Independent Renal Dialysis Center 


3…Free Standing Outpatient Rehabilitation Facility (ORF) 


5…Comprehensive Outpatient Rehabilitation Facility (ORF) 


6… Community Mental Health Center 


9…Other 


Bill Classification – Second Digit if First Digit = 8 


1…Hospice (Non-Hospital Based 


2…Hospice (Hospital-Based) 


3…Ambulatory Surgery Center 


4…Free Standing Birthing Center 


9…Other 


Frequency – Third Digit 


0…Non-Payment/Zero 


1…Admit Through Discharge 


2…Interim – First Claim 


3…Interim – Continuing Claims 


4…Interim – Last Claim 


5…Late Charge Only  


7…Replacement of Prior Claim 


8…Void/Cancel of a Prior Claim 


9…Final Claim for a Home Health PPS Episode 


MC037 Place of Service – 
Professional) 


Text 2 For professional claims only, such as those submitted using CMS1500 
forms. See Appendix I/Table 8 – Place of Service – Professional. 


MC038 Service Line Status  Text 2 Describes the payment status of the specific service line record. See 
Appendix I/Table 9 – Claim Status. 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC039 Admitting Diagnosis Text 7 ICD-CM Diagnosis Codes. Required on all inpatient admission claims 
and encounters. Do not include decimals. 


MC040 E-Code Text 7 ICD-CM Diagnosis Codes. Describes an injury, poisoning or adverse 
effect ICD-CM. 


MC041 Principal Diagnosis Text 7 ICD-CM Diagnosis Codes. Principal Diagnosis should be the principal 
diagnosis given on the claim header. Do not include decimals. 


MC042 Other Diagnosis -1 Text 7 ICD-CM Diagnosis Codes. Do not include decimals.  


MC043 Other Diagnosis -2 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC044 Other Diagnosis -3 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC045 Other Diagnosis -4 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC046 Other Diagnosis -5 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC047 Other Diagnosis -6 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC048 Other Diagnosis -7 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC049 Other Diagnosis -8 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC050 Other Diagnosis -9 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC051 Other Diagnosis -10 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC052 Other Diagnosis -11 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC053 Other Diagnosis -12 Text 7 ICD-CM Diagnosis Codes. Do not include decimals. 


MC054 Revenue Code Text 4 National Uniform Billing Committee Codes. Code using leading 
zeroes, left-justified, and four digits. 


MC055 Procedure Code Text 5 Health Care Common Procedural Coding System (HCPCS). This 
includes the CPT codes of the American Medical Association. 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC056 Procedure Modifier – 1 Text 2 Procedure modifier required when a modifier clarifies/improves the 
reporting accuracy of the associated procedure code. 


MC057 Procedure Modifier – 2 Text 2 Procedure modifier required when a modifier clarifies/improves the 
reporting accuracy of the associated procedure code. 


MC058 ICD-9/10-CM Procedure 
Code 


Text 7 Primary ICD-9/10-CM code given on the claim header.  


MC059 Date of Service – From Date 8 First date of service for this service line. 


MC060 Date of Service – Thru Date 8 Last date of service for this service line. 


MC061 Quantity Number 12 (0) Count of services performed. Decimal point allowed in this field.  


MC062 Charge Amount Number 10 (2) The full, undiscounted total and service-specific charges billed by the 
provider. 


MC063 Paid Amount Number 10 (2) Includes any withhold amounts.  


MC064 Fee for Service Equivalent  Number 10 (2) For capitated services, the fee for service equivalent amount.  


MC065 Copay Amount Number 10 (2) The preset, fixed dollar amount for which the individual is responsible.  


MC066 Coinsurance Amount Number 10 (2) Coinsurance, dollar amount. 


MC067 Deductible Amount Number 10 (2) Amount in dollars met by the patient/family in a deductible plan 


MC068 Patient Account/Control 
Number 


Text 20   


MC069 Discharge Date Date 8 Required for all inpatient(s). 


MC070 Service Provider Country 
Name 


Text 30   
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC071 DRG Text 7 Carriers and third-party administrators shall code using the CMS 
methodology when available. Precedence shall be given to DRGs 
transmitted from the hospital provider. When the CMS methodology for 
DRGs is not available, but the All Payer DRG system is available, then 
that system shall be used. If the All Payer DRG system is used, the 
carrier shall format the DRG and the complexity level within the same 
field with an "A" prefix, and with a hyphen separating the DRG and the 
complexity level (e.g., AXXX-XX). 


MC072 DRG Version Text 2 This element is the version number of the grouper used. 


MC073 APC Text 4 Carriers and third-party administrators shall code using CMS 
methodology. Precedence shall be given to APCs transmitted from the 
health care provider. 


MC074 APC Version Text 2 This element is the version number of the grouper used 


MC075 Drug Code Text 11 NDC Code Used only when a medication is paid for as part of a 
medical claim. 


MC076 Billing Provider Number Text 30 Payer assigned billing provider number. This number should be the 
identifier used by the payer for internal identification purposes and 
does not routinely change. 


MC077 National Billing Provider 
Number ID 


Text 30 This is the NPI for the billing provider. 


MC078 Billing Provider Organization 
or Last Name 


Text 60   


MC101 Subscriber Last Name  Text 60   


MC102 Subscriber First Name  Text 35   


MC103 Subscriber Middle Initial  Text 1   


MC104 Member Last Name  Text 60   
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC105 Member First Name Text 35   


MC106 Member Middle Initial  Text 1   


MC200 


  


  


ICD Indicator 


  


  


Text 


 


 


1 


 


 


Report the value that defines whether the diagnoses on claim are ICD-
9 or ICD-10. 


0…ICD-9 


1…ICD-10 


MC202 Other ICD-CM Procedure 
Code – 2 


Text 7 ICD Secondary Procedure Code. 


MC203 Other ICD-CM Procedure 
Code – 3 


Text 7 ICD Secondary Procedure Code. 


MC204 Other ICD-CM Procedure 
Code – 4 


Text 7 ICD Secondary Procedure Code. 


MC205 Other ICD-CM Procedure 
Code – 5 


Text 7 ICD Secondary Procedure Code. 


MC206 Other ICD-CM Procedure 
Code – 6 


Text 7 ICD Secondary Procedure Code. 


MC207 Carrier Associated with Claim Text 8 For each claim, the NAIC code of the carrier when a TPA processes 
claims on behalf of the carrier. Optional if all medical claims processed 
by a TPA under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


MC208 Carrier Plan Specific Contract 
Number or 
Subscriber/Member Social 
Security Number 


Text 128 When a TPA processes claims on behalf of the carrier, for each claim, 
report the carrier specific contract number or subscriber/member 
social security number. Optional if all medical claims processed by a 
TPA under contract to a carrier for carved-out services are submitted 
by the carrier with unified member IDs in all files. 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MC209 Practitioner Group Practice Text 60 Name of group practice to which a practitioner is affiliated if different 
from MC078. 


MC210 Coordination of Benefits/Third 
Party Liability Amount 


Number 10 (2) Coordination of Benefits (COB)/Third Party Liability (TPL) is the dollar 
amount paid from a prior payer (e.g. auto claim, workers comp, dual 
medical coverage). Report 0 if there is no COB/TPL amount. 


MC211 Cross Reference Claims ID Text 35 The original Payer Claim Control Number (MC004). Used when a new 
Payer Claim Control Number is assigned to an adjusted claim and a 
Version Number (MC005A) is not used. 


MC212 Allowed Amount Number 10 (2) Report the maximum dollar amount contractually allowed, and that a 
carrier will pay to a provider for a particular procedure or service. This 
will vary by provider contract and most often it is less than or equal to 
the fee charged by the provider.  


MC215 


  


  


  


  


  


Service Line Type 


  


  


  


  


  


Text 


 


 


 


 


1 


 


 


 


 


 


Report the code that defines the claim line status in terms of 
adjudication: 


O…Original 


V…Void 


R…Replacement 


B…Back Out 


A…Amendment 


MC216 


  


  


  


  


  


  


  


Payment Arrangement Type 


  


  


  


  


  


  


  


Text 


 


 


 


 


 


 


 


1 


 


 


 


 


 


 


 


Defines the contracted payment methodology for this claim line: 


1…Capitation 


2…Fee-for-Service 


3…Percent of Charges 


4…DRG 


5…Pay for Performance 


6…Global Payment 


7…Other 
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Medical Claims File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


      8…Bundled Payment 


MC217 Pay for Performance Flag Text 1 Does this provider have pay-for-performance bonuses or year-end 
withhold returns based on performance for at least one service 
performed by this provider within the month? Required when MP005 = 
1, 2, or 3. 


Y…Yes 


N…No 


MC218 Claim Processing Level 
Indicator 


Text 1 1…Claim Level 


2…Service Line level 


MC219 


  


  


  


Denied Claim Indicator 


  


  


  


Text 


 


 


 


1 


 


 


 


1…Fully Paid – the entire claim was paid at the allowed amount 


2…Partially Denied – some of the claims lines were paid at the 
allowed amount 


3…Encounter Claim – this claim records a service provided that is 
paid under a non-Fee For Service (FFS) payment arrangement such 
as capitation 


4…No Payment – no payment made for reasons other than non FFS 
payment arrangement 


MC220 Denial Reason Text 15 Denial reason code. Required when denied claim indicator = 2 or 4 


http://www.wpc-edi.com/reference/. 


MC221 Procedure Modifier – 3 Text 2 Procedure modifier required when a modifier clarifies/improves the 
reporting accuracy of the associated procedure code. 


MC222 Procedure Modifier – 4  2 Procedure modifier required when a modifier clarifies/improves the 
reporting accuracy of the associated procedure code. 


MC899 Record Type Text 2 MC 
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Detailed Medical Claim File Specifications – Mapping Standards 


The mapping for the medical claims file shall conform to the following national standards: 


Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC001 Payer N/A N/A N/A N/A N/A 


MC002 National Plan ID N/A N/A N/A N/A 835/1000A/N1/XV/04 


MC003 Product/Claim Filing 
Indicator Code 


N/A 30/4 N/A N/A 835/2100/CLP/ /06 


MC004 Payer Claim Control 
Number 


N/A N/A N/A FA0-02.0, FB0-02.0, FB1-
02.0, GA0-02.0, GC0-02.0, 
GX0-02.0, GX2-02.0, HA0-
02.0, FB2-02.0, GU0-02.0 


835/2100/CLP/ /07 


MC005 Line Counter N/A N/A N/A N/A 837/2400/LX/ /01 


MC005A Version Number N/A N/A N/A N/A N/A 


MC006 Insured Group or Policy 
Number 


62 (A-C) 30/10 11C DA0-10.0 837/2000B/SBR/ /03 


MC007 Subscriber Social Security 
Number 


N/A N/A N/A N/A 835/2100/NM1/34/08 


MC008 Plan Specific Contract 
Number 


N/A N/A N/A N/A 835/2100/NM1/HN/08 


MC009 Member Suffix or 
Sequence Number 


N/A N/A N/A N/A N/A 


MC010 Member Social Security 
Number 


N/A N/A N/A N/A 835/2100/NM1/34/08 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC011 Individual Relationship 
Code 


59 (A-C) 30/18 6 DA0-17.0 837/2000B/SBR/ /02, 
837/2000C/PAT/ /01 


MC012 Member Gender 11 20/7 3 CA0-09.0 837/2010CA/DMG/03 


MC013 Member Date of Birth 10 20/8 3 CA0-08.0  837/2010CA/DMG/D8/02 


MC014 Member City Name 9 20/14 5 CA0-13.0 837/2010CA/N4/ /01 


MC015 Member State or Province 9 20/15 5 CA0-14.0 837/2010CA/N4/ /02 


MC016 Member ZIP Code 9 20/16 5 CA0-15.0 837/2010CA/N4/ /03 


MC017 Paid Date (AP Date) N/A N/A N/A N/A N/A 


MC018 Admission Date 12 20/17 N/A N/A 837/2300/DTP/435/03 


MC019 Admission Hour 13 20/18 N/A N/A 837/2300/DTP/435/03 


MC020 Admission Type 14 20/10 N/A N/A 837/2300/CL1/ /01 


MC021 Admission Source 15 20/11   N/A 837/2300/CL1/ /02 


MC022 Discharge Hour 16 20/22   N/A 837/2300/DTP/096/03 


MC023 Discharge Status 17 20/21 N/A N/A 837/2300/CL1/ /03 


MC024 Service Provider Number N/A N/A N/A N/A N/A 


MC025 Service Provider Tax ID 
Number 


5 10/4-5 25 BA0-09.0, CA0-28.0, BA0-
02.0, BA1-02.0, YA0-
02.0,BA0-06.0, BA0-10.0, 
BA0-12.0, BA0-13.0, BA0-
14.0,BA0-15.0, BA0-16.0, 
BA0-17.0, BA0-24.0, YA0-
06.0 


835/2100/NM1/FI/09 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC026 National Service Provider 
ID 


N/A 10/6 N/A N/A 835/2100/NM1/XX/09 


MC027 Service Provider Entity 
Type Qualifier 


N/A N/A N/A N/A 835/2100/NM1/82/02 


MC028 Service Provider First 
Name 


1 10/12 33 BA0-20.0 835/2100/NM1/82/04 


MC029 Service Provider Middle 
Name 


1 10/12 33 BA0-21.0 835/2100/NM1/82/05 


MC030 Service Provider Last 
Name or Organization 
Name 


1 10/12 33 BA0-18.0, BA0-19.0 835/2100/NM1/82/03 


MC031 Service Provider Suffix 1 10/12 33 BA0-22.0 835/2100/NM1/82/07 


MC032 Service Provider Specialty N/A N/A N/A N/A 837/2000A/PRV/ZZ/03 


MC033 Service Provider City 
Name 


1 10/14 N/A BA1-09.0, 15.0 837/2010A/N4/ /01 


MC034 Service Provider State or 
Province 


1 10/15 N/A BA1-10.0, 16.0 837/2010A/N4/ /02 


MC035 Service Provider ZIP Code 1 10/16 N/A BA1-11.0, 17.0 837/2010A/N4/ /03 


MC036 Type of Bill – Institutional 4 Positions 1-2: 40/4 N/A N/A 837/2300/CLM/ /05-1 


MC037 Facility Type – 
Professional 


N/A N/A N/A FA0-07.0, GU0-0.50 835/2100/CLP/ /08 


MC038 Service Line Status N/A N/A N/A N/A 835/2100/CLP/ /02 


MC039 Admitting Diagnosis 69 70/25 N/A N/A 837/2300/HI/BJ/02-2 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC040 E-Code 72 70/26 N/A N/A 837/2300/HI/BN/03-2 


MC041 Principal Diagnosis 67 70/4 21.1 EA0-32.0, GX0-31.0, GU0-
12.0 


837/2300/HI/BK/01-2 


MC042 Other Diagnosis – 1 67A 70/5 21.2 EA0-33.0, GX0-32.0, GU0-
13.0 


837/2300/HI/BF/02-1 


MC043 Other Diagnosis – 2 67B 70/6 21.3 EA0-33.0, GX0-32.0, GU0-
13.0 


837/2300/HI/BF/02-2 


MC044 Other Diagnosis – 3 67C 70/7 21.4 EA0-33.0, GX0-32.0, GU0-
13.0 


837/2300/HI/BF/02-3 


MC045 Other Diagnosis – 4 67D 70/8 N/A EA0-35.0, GX0-34.0, GU0-
15.0 


837/2300/HI/BF/02-4 


MC046 Other Diagnosis – 5 67E 70/9 N/A N/A 837/2300/HI/BF/02-5 


MC047 Other Diagnosis – 6 67F3 70/10 N/A N/A 837/2300/HI/BF/02-6 


MC048 Other Diagnosis – 7 67G 70/11 N/A N/A 837/2300/HI/BF/02-7 


MC049 Other Diagnosis – 8 67H 70/12 N/A N/A 837/2300/HI/BF/02-8 


MC050 Other Diagnosis – 9 67I N/A N/A N/A 837/2300/HI/BF/02-9 


MC051 Other Diagnosis –10 67J N/A N/A N/A 837/2300/HI/BF/02-10 


MC052 Other Diagnosis –11 67K N/A N/A N/A 837/2300/HI/BF/02-11 


MC053 Other Diagnosis –12 67L N/A N/A N/A 837/2300/HI/BF/02-12 


MC054 Revenue Code 42 50/5,11-13, 
60/5,15-16, 
61/5,15-16 


N/A N/A 835/2110/SVC/RB/01-2, 


835/2110/SVC/NU/01-2 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC055 Procedure Code 44 60/6,15-16, 
61/6,15-16 


24.1-6 
D 


FA0-09.0, FB0-15.0, GU0-
07.0 


835/2110/SVC/HC/01-2 


MC056 Procedure Modifier – 1 44 60/7,15-16, 61/7, 
15-16 


24.1-6 
D 


FA0-10.0, GU0-08.0 835/2110/SVC/HC/01-3 


MC057 Procedure Modifier – 2 44 60/8,15-16, 
61/8,15-16 


24.1-6 
D 


FA0-11.0 835/2110/SVC/HC/01-3 


MC058 ICD-9-CM Procedure Code 74, 


74 (A-E) 


70/13, 15, 17, 19, 
21, 23 


N/A N/A 835/2110/SVC/ID/01-2 


MC059 Date of Service – From 45 61/13, 15-16, 
61/13, 15-16 


24.1-6 
A 


N/A 835/2110/DTM/150/02 


MC060 Date of Service – Thru N/A N/A 24.1-6 
A 


FA0-05.0, FA0-06.0 835/2110/DTM/151/02 


MC061 Quantity 46 50/7, 11-13, 
60/9,15-16, 
61/9,15-16 


24.1-6 
G 


FA0-19.0, FB0-16.0 835/2110/SVC/ /05 


MC062 Charge Amount 47 50/8, 11-13, 
60/10, 16-16, 
61/11, 15-16 


24.1-6F FA0-13.0 835/2110/SVC/ /02 


MC063 Paid Amount 48 N/A N/A N/A 835/2110/SVC/ /03 


MC064 Fee for Service Equivalent N/A N/A N/A N/A N/A 


MC065 Co-pay Amount N/A N/A N/A N/A N/A 


MC066 Coinsurance Amount N/A N/A N/A N/A N/A 


MC067 Deductible Amount N/A N/A N/A N/A N/A 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC068 Patient Account/Control 
Number 


3 N/A N/A   837/2300/CLM/1 


MC069 Discharge Date          


MC070 Service Provider Country 
Name 


N/A N/A N/A N/A N/A 


MC071 DRG N/A N/A N/A N/A 837/2300/HI/DR/2 


MC072 DRG Version N/A N/A N/A N/A N/A 


MC073 APC N/A N/A N/A N/A N/A 


MC074 APC Version N/A N/A N/A N/A N/A 


MC075 Drug Code N/A       837/2400/SV2/N1/2 


837/2400/SV2/N2/2 


837/2400/SV2/N3/2 


837/2400/SV2/N4/2 


837/2400/SV2/ND/2 


MC076 Billing Provider Number N/A N/A N/A N/A N/A 


MC077 National Billing Provider 
Number ID 


N/A N/A N/A N/A N/A 


MC078 Billing Provider 
Organization or Last Name 


N/A N/A N/A N/A N/A 


MC101 Encrypted Subscriber Last 
Name 


N/A N/A N/A N/A 837/2110BA/NM1/IL/1/3 


MC102 Encrypted Subscriber First 
Name 


N/A N/A N/A N/A 837/2110BA/NM1/IL/1/4 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC103 Encrypted Subscriber 
Middle Initial 


N/A N/A N/A N/A 837/2110BA/NM1/IL/1/5 


MC104 Encrypted Member Last 
Name 


N/A N/A N/A N/A 837/2110CA/NM1/QC/1/3 


MC105 Encrypted Member First 
Name 


N/A N/A N/A N/A 837/2110CA/NM1/QC/1/4 


MC106 Encrypted Member Middle 
Initial 


N/A N/A N/A N/A 837/2110CA/NM1/QC/1/5 


MC200 ICD Indicator N/A N/A N/A N/A Set value here based 
upon Loop 2300 Segment 
H101-01 starting with the 
letter A 


MC202 Other ICD-CM Procedure 
Code – 2 


N/A N/A N/A N/A 837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC203 Other ICD-CM Procedure 
Code – 3 


N/A N/A N/A N/A 837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC204 Other ICD-CM Procedure 
Code – 4 


N/A N/A N/A N/A 837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC205 Other ICD-CM Procedure 
Code – 5 


N/A N/A N/A N/A 837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC206 Other ICD-CM Procedure 
Code – 6 


N/A N/A N/A N/A 837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC207 Carrier Associated with 
Claim 


N/A N/A N/A N/A N/A 


MC208 Carrier Plan Specific 
contract Number or 
Subscriber/Member Social 
Security Number 


N/A N/A N/A N/A N/A 


MC209 Practitioner Group Practice N/A N/A N/A N/A N/A 


MC210 Coordination of 
Benefits/Third Party 
Liability Amount 


N/A N/A N/A N/A 835/2320 AMT02 


MC211 Cross Reference Claims ID N/A N/A N/A N/A N/A 


MC212 Allowed Amount N/A N/A N/A N/A 837/2300 HCP02 


MC215 Service Line Type N/A N/A N/A N/A N/A 


MC216 Payment Arrangement 
Type 


N/A N/A N/A N/A Loop 2400 Segment 
HCP01 


MC217 Pay for Performance Flag N/A N/A N/A N/A N/A 


MC218 Claim Processing Level 
Indicator 


N/A N/A N/A N/A N/A 


MC219 Denied Claim Indicator N/A N/A N/A N/A Loop 2430 CAS 
identification 
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Medical Claims File Mapping and Format Information 


Data 
Element # 


Data Element Name 
UB-04 
Form 


Locator 


UB-04 Record 
Type/Field # 


HCFA 
1500 # 


NSF (National Standard 
Format) Locator 


HIPAA Reference 
Transaction Set/Loop/ 
Segment/Qualifier/Data 


Element 


MC220 Denial Reason N/A N/A N/A N/A Loop 2430 CAS 
identification 


MC221 Procedure Modifier – 3 N/A N/A N/A N/A 837/2430 SVD03-05 


MC222 Procedure Modifier – 4 N/A N/A N/A N/A 837/2430 SVD03-06 


MC899 Record Type N/A N/A N/A N/A N/A 
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MedInsight NH CHIS 


Detailed Pharmacy Claim File Specifications – File Layout 


The pharmacy claims file shall be submitted using the following specifications: 


 


Pharmacy Claims Detailed File Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


PC001 Payer Text 8 Payer submitting payments NHID Submitter Code. 


PC002 Plan ID Text 30 CMS National Plan ID. 


PC003 Insurance Type/Product 
Code 


Text 2 See Appendix I/Table 5 – Insurance Type/Product Code – Claims Files. 


PC004 Payer Claim Control 
Number 


Text 35 Must apply to the entire claim and be unique within the payer's system. 


PC005 Line Counter Text 4 Line number for this service The line counter begins with 1 and is 
incremented by 1 for each additional service line of a claim. 


PC006 Insured Group Number Text 50 Group or policy number (not the number that uniquely identifies the 
subscriber). 


PC007 Subscriber Social Security 
Number 


Text 9 Subscriber's social security number. Do not include dashes. Leave blank 
if not available. 


PC008 Plan Specific Contract 
Number 


Text 50 Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber’s social security number.  


If this is a Medicaid claim, provide Medicaid ID. 


PC009 Member Suffix or Sequence 
Number 


Text 20 Uniquely identifies the member within the contract. 


PC010 Member Social Security 
Number 


Text 9 Member’s social security number. Do not include dashes. Leave blank if 
not available. 


PC011 Individual Relationship 
Code 


Text 2 See Appendix I/Table 2 – Relationship Codes. 
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Pharmacy Claims Detailed File Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


PC012 


  


  


Member Gender 


  


  


Text 1 M…Male 


F…Female 


U…Unknown 


O…Other 


PC013 Member Date of Birth Date 8  


PC014 Member City Name of 
Residence 


Text 30 City name of member. 


PC015 Member State Text 2 As defined by the US Postal Service. 


PC016 Member ZIP Code Text 9 ZIP Code of member – may include non-US codes. Do not include dash. 


PC017 Paid Date (AP Date) Date 8 Paid date or the Pharmacy Benefits Manager’s billing date. 


PC018 Pharmacy Number Text 30 Payer assigned pharmacy number. AHFS number is acceptable. 


PC019 Pharmacy Tax ID Number Text 10 Federal taxpayer's identification number. (Please provide the pharmacy 
chain’s federal tax identification number, if the individual retail 
pharmacy’s tax ID# is not available.) 


PC020 Pharmacy Name Text 30 Name of pharmacy. 


PC021 National Pharmacy ID 
Number 


Text 20 Required if National Provider ID is mandated for use under HIPAA. 


PC022 Pharmacy Location City Text 30 City name of pharmacy. 


PC023 Pharmacy Location State Text 2 As defined by the US Postal Service. 


PC024 Pharmacy ZIP Code Text 9 ZIP Code of pharmacy – may include non- US codes. Do not include 
dash. 


PC024A Pharmacy Country Name Text 30 Code US. 


PC025 Service Line Status Text 2 See Appendix I/Table 9 – Claim Status. 
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Pharmacy Claims Detailed File Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


PC026 Drug Code Text 11 NDC Code in CMS configuration with leading zeros and no hyphens.  


PC027 Drug Name Text 80 Text name of drug. 


PC028 New Prescription Number 2 (0) 00 New prescription; 01-99 Number of refill(s). 


PC029 


  


Generic Drug Indicator 


  


Text 2 01…No, branded drug 


02…Yes, generic drug 


PC030 


  


  


  


  


  


  


  


  


  


Dispense as Written Code 


  


  


  


  


  


  


  


  


  


Text 1 0…Not dispensed as written 


1…Physician dispense as written 


2…Member dispense as written 


3…Pharmacy dispense as written 


4…No generic available 


5…Brand dispensed as generic 


6…Override 


7…Substitution not allowed – brand drug mandated by law 


8…Substitution allowed – generic drug not available in marketplace 


9…Other 


PC031 


  


  


Compound Drug Indicator 


  


  


Text 1 N…Non-compound drug 


Y…Compound drug 


U…Non-specified drug compound 


PC032 Date Prescription Filled Date 8  


PC033 Quantity Dispensed Number 10 Number of metric units of medication dispensed. Decimal point allowed in 
this field. 


PC034 Days’ Supply Number 3 Estimated number of days the prescription will last. 


PC035 Charge Amount Number 10 (2) The full, undiscounted total and service-specific charges billed by the 
provider. 







 
 
 


 


 


MedInsight Confidential & Proprietary 66 
NH CHIS 
Data Submission Manual 


August 7, 2015   


MedInsight NH CHIS 


Pharmacy Claims Detailed File Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


PC036 Paid Amount Number 10 (2) Includes any withhold amounts. 


PC037 Ingredient Cost/List Price Number 10 (2) Cost of the drug dispensed. Do not code decimal point. 


PC038 Postage Amount Claimed Number 10 (2) Postage amount in dollars. 


PC039 Dispensing Fee Number 10 (2) Dispensing fess in dollars. 


PC040 Copay Amount Number 10 (2) The preset, fixed dollar amount for which the individual is responsible.  


PC041 Coinsurance Amount Number 10 (2) Coinsurance amount in dollars. 


PC042 Deductible Amount Number 10 (2) Deductible amount in dollars. 


PC043 Placeholder     


PC044 Prescribing Physician First 
Name 


Text 35 Physician first name. 


PC045 Prescribing Physician 
Middle Name 


Text 25 Physician middle name. 


PC046 Prescribing Physician Last 
Name 


Text 60 Physician last name. 


PC047 Prescribing Physician 
Number 


Text 20 Provider NPI. 


PC101 Subscriber Last Name  Text 60   


PC102 Subscriber First Name  Text 35   


PC103 Subscriber Middle Initial  Text 1   


PC104 Member Last Name  Text 60   


PC105 Member First Name Text 35   


PC106 Member Middle Initial  Text 1   







 
 
 


 


 


MedInsight Confidential & Proprietary 67 
NH CHIS 
Data Submission Manual 


August 7, 2015   


MedInsight NH CHIS 


Pharmacy Claims Detailed File Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


PC203 Carrier Associated with 
Claim 


Text 8 For each claim, the NAIC code of the carrier when a PBM processes 
claims on behalf of the carrier. Optional if all pharmacy claims processed 
by a PBM under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


PC204 Carrier Plan Specific 
Contract Number or 
Subscriber/Member Social 
Security Number 


Text 128 For each claim, the carrier specific contract number or 
subscriber/member social security number when a PBM processes 
claims on behalf of the carrier. Optional if all pharmacy claims processed 
by a PBM under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


PC211 Cross Reference Claims ID Text 35 The original Payer Claim Control Number (PC004). Used when a new 
Payer Claim Control Number is assigned to an adjusted claim.  


PC212 Allowed amount Number 10 (2) Report the maximum amount contractually allowed for a particular 
procedure or service. This will vary by provider contract and most often it 
is less than or equal to the fee charged by the provider. 


PC213 HIOS Plan ID Text 16 The 16 character HIOS Plan ID (Standard component). Including a five 
digit issuer ID, two character state ID, three digit product number, four 
digit standard component number and two digit variant component ID. 
This field may not be available for all market segments; leave blank if not 
available. 


PC214 Claim Processing Level 
Indicator 


Text 1 1…Claim Level 


2…Service Line level 


PC215 


  


  


  


  


  


Service Line Type 


  


  


  


  


  


Text 1 Report the code that defines the claim line status in terms of adjudication: 


O…Original 


V…Void 


R…Replacement 


B…Back Out 


A…Amendment 
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Pharmacy Claims Detailed File Specification 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


PC216 


  


  


  


Denied Claim Indicator 


  


  


  


Text 1 1…Fully Paid – The entire claim was paid at the allowed amount 


2…Partially Denied – Some of the claims lines were paid at the allowed 
amount 


3…Encounter Claim – This claim records a service provided that is paid 
under a non FFS payment arrangement such as capitation 


4…No Payment – No payment made for reasons other than non FFS 
payment arrangement 


PC217 Denial Reason Text 15 Denial reason code. Required when denied claim indicator = 2 or 4 
http://www.wpc-edi.com/reference/codelists/healthcare/health-care-
services-decision-reason-codes/ 


PC899 Record Type Text 2 PC 
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Detailed Pharmacy Claim File Specifications – Mapping Standards 


The pharmacy claims file shall conform to the following national standards: 


Pharmacy Claims File Mapping and Format Information 


Data 


Element 
Element 


National Council for Prescription 
Drug Programs Field # 


PC001 Payer 879 


PC002 Plan ID 879 


PC003 Insurance Type/Product Code N/A 


PC004 Payer Claim Control Number 993-A7 


PC005 Line Counter N/A 


PC006 Insured Group Number 301-C1 


PC007 Subscriber Social Security Number 302-C2 


PC008 Plan Specific Contract Number N/A 


PC009 Member Suffix or Sequence Number N/A 


PC010 Member Identification Code 302-CY 


PC011 Individual Relationship Code 306-C6 


PC012 Member Gender 305-C5 


PC013 Member Date of Birth 304-C4 


PC014 Member City Name of Residence 323-CN 


PC015 Member State or Province 324-CO 


PC016 Member ZIP Code 325-CP 


PC017 Paid Date (AP Date) N/A 


PC018 Pharmacy Number 202-B2 
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Pharmacy Claims File Mapping and Format Information 


Data 


Element 
Element 


National Council for Prescription 
Drug Programs Field # 


PC019 Pharmacy Tax ID Number N/A 


PC020 Pharmacy Name 833-5P 


PC021 National Pharmacy ID Number N/A 


PC022 Pharmacy Location City 831-5N 


PC023 Pharmacy Location State 832-6F 


PC024 Pharmacy ZIP Code 835-5R 


PC024A Pharmacy Country Name N/A 


PC025 Service Line Status N/A 


PC026 Drug Code 407-D7 


PC027 Drug Name 516-FG 


PV028 New Prescription 403-D3 


PC029 Generic Drug Indicator N/A 


PC030 Dispense as Written Code 408-D8 


PC031 Compound Drug Indicator 406-D6 


PC032 Date Prescription Filled 401-D1 


PC033 Quantity Dispensed 442-E7 


PC034 Days Supply 405-D5 


PC035 Charge Amount 804-5B 


PC036 Paid Amount 509-F9 


PC037 Ingredient Cost/List Price 506-F6 


PC038 Postage Amount Claimed 428-DS 
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Pharmacy Claims File Mapping and Format Information 


Data 


Element 
Element 


National Council for Prescription 
Drug Programs Field # 


PC039 Dispensing Fee 507-F7 


PC040 Copay Amount 518-FI 


PC041 Coinsurance Amount 518-FI 


PC042 Deductible Amount 505-F5 


PC043 Placeholder N/A 


PC044 Prescribing Physician First Name 717 


PC045 Prescribing Physician Middle Name N/A 


PC046 Prescribing Physician Last Name 716 


PC047 Prescribing Physician Number 411-DB 


PC101 Subscriber Last Name 716 


PC102 Subscriber First Name 717 


PC103 Subscriber Middle Initial 718 


PC104 Member Last Name 716 


PC105 Member First Name 717 


PC106 Member Middle Initial 718 


PC203 Carrier Associated with Claim N/A 


PC204 Carrier Plan Specific Contract Number or 
Subscriber/Member Social Security 
Number 


N/A 


PC211 Cross Reference Claims ID N/A 


PC212 Allowed Amount N/A 
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Pharmacy Claims File Mapping and Format Information 


Data 


Element 
Element 


National Council for Prescription 
Drug Programs Field # 


PC213 HIOS Plan ID N/A 


PC214 Claim Processing Level Indicator N/A 


PC215 Service Line Type N/A 


PC216 Denied Claim Indicator N/A 


PC217 Denial Reason N/A 


PC899 Record Type N/A 
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Detailed Dental Claims File Specifications – File Layout 


The dental claims file shall be submitted using the following specifications: 


Dental Claims Detailed File Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


DC001 Payer Text 8 Payer submitting payments. 


DC002 National Plan ID Text 30 CMS National Plan ID. 


DC003 Insurance Type/Product 
Code 


Text 2 See Appendix I/Table 5 – Insurance Type/Product Code – Claims Files. 


DC004 Payer Claim Control Number Text 35 Must apply to entire claim and be unique within payer's system. 


DC005 Line Counter Text 4 Line number for this service. The line counter begins with 1 and is 
incremented by 1 for each additional service line of a claim. 


DC006 Insured Group or Policy 
Number 


Text 50 Group or policy number (not the number that uniquely identifies the 
subscriber). 


DC007 Subscriber Social Security 
Number 


Text 9 Subscriber's social security number. Do not include dashes. Leave blank 
if not available. 


DC008 Plan Specific Contract 
Number 


Text 50 Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber’s social security number.  


If this is a Medicaid claim, provide Medicaid ID. 


DC009 Member Suffix or Sequence 
Number 


Text 20 Uniquely identifies the member within the contract. 


DC010 Member Social Security 
Number 


Text 9 Member’s social security number. Do not include dashes. Leave blank if 
not available. 


DC011 Individual Relationship Code Text 2 See Appendix I/Table 2 – Relationship Codes. 


DC012 


  


  


Member Gender 


  


  


Text 1 M…Male 


F…Female 


U…Unknown 
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Dental Claims Detailed File Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


    O…Other 


DC013 Member Date of Birth Date 8  


DC014 Member City Name  Text 30 City name of member. 


DC015 Member State or Province Text 2 As defined by the U.S. Postal Service. 


DC016 Member ZIP Code Text 9 ZIP Code of member – may include non- US codes. Do not include dash. 


DC017 Paid Date/AP Date  Date 8  


DC018 Service Provider Number Text 30 Payer assigned provider number. 


DC019 Service Provider Tax ID 
Number 


Text 10 Federal Taxpayer's identification number. 


DC020 National Service Provider ID Text 20 Required if National Provider ID is mandated for use under HIPAA. 


DC021 


  


Service Provider Entity Type 
Qualifier 


  


Text 1 HIPAA provider taxonomy classifies provider groups (clinicians who bill 
as a group practice or under a corporate name, even if that group is 
composed of one provider) as “Person.” 


1…Person 


2…Non-Person Entity 


DC022 Service Provider First Name Text 35 Individual first name. Leave blank if provider is a facility or organization. 


DC023 Service Provider Middle 
Name 


Text 25 Individual middle name or initial. Leave blank if provider is a facility or 
organization. 


DC024 Servicing Provider Last 
Name or Organization Name 


Text 60 Report the name of the organization or last name of the individual 
provider. DC021 determines if this is an Organization or Individual Name 
reported here. 


DC025 Service Provider Suffix Text 10 Suffix to individual name. Leave blank if provider is a facility or 
organization. 
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Dental Claims Detailed File Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


DC026 Service Provider Specialty Text 10 National Uniform Claims Committee (NUCC) standard code that defines 
this provider for this line of service. Dictionary for specialty code values 
must be supplied during testing. 


DC027 Service Provider City Name Text 30 City name of provider – practice location. 


DC028 Service Provider State or 
Province 


Text 2 As defined by the U.S. Postal Service. 


DC029 Service Provider ZIP Code Text 9 ZIP Code of provider – may include non-US codes.  


DC030 Place of Service – 
Professional 


Text 2  See Appendix I/Table 8 – Place of Service – Professional. 


DC031 Claim Status Text 2  See Appendix I/Table 9 – Claim Status. 


DC032 CDT Code Text 5 Common Dental Terminology code. 


DC033 Procedure Modifier – 1 Text 2 Procedure modifier required when a modifier clarifies/improves the 
reporting accuracy of the associated procedure code. 


DC034 Procedure Modifier – 2 Text 2 Procedure modifier required when a modifier clarifies/improves the 
reporting accuracy of the associated procedure code. 


DC035 Date of Service – From Date 8 First date of service for this service line.  


DC036 Date of Service – Thru Date 8 Last date of service for this service line.  


DC037 Charge Amount Number 10 (2) The full, undiscounted total and service-specific charges billed by the 
provider. 


DC038 Paid Amount Number 10 (2) Includes any withhold amounts.  


DC039 Copay Amount Number 10 (2) The present, fixed dollar amount for which the individual is responsible.  


DC040 Coinsurance Amount Number 10 (2) The dollar amount an individual is responsible for – not the percentage.  


DC041 Deductible Amount Number 10 (2) Deductible amount in dollars. 
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Dental Claims Detailed File Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


DC042 Billing Provider Number Text 30 Carriers, third-party administrators, and dental claims processors shall 
code using the payer assigned billing provider number. This number 
should be the identifier used by the payer for internal identification 
purposes, and does not routinely change. 


DC043 National Billing Provider 
Number ID 


Text 30 This is the NPI for the billing provider. 


DC044 Billing Provider Last Name Text 60 Full name of provider billing organization or last name of individual billing 
provider.  


DC101 Subscriber Last Name  Text 60   


DC102 Subscriber First Name  Text 35  


DC103 Subscriber Middle Initial  Text 1   


DC104 Member Last Name  Text 60   


DC105 Member First Name  Text 35   


DC106 Member Middle Initial  Text 1   


DC201 Carrier Associated with 
Claim 


Text 8 For each claim, the NAIC code of the carrier when a TPA processes 
claims on behalf of the carrier. Optional if all dental claims processed by 
a TPA under contract to a carrier for carved-out services are submitted 
by the carrier with unified member IDs in all files. 


DC202 Carrier Plan Specific 
Contract Number or 
Subscriber/Member Social 
Security Number 


Text 128 For each claim, the carrier specific contract number or 
subscriber/member social security number when a TPA processes 
claims on behalf of the carrier. Optional if all medical claims processed 
by a TPA under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


DC203 Practitioner Group Practice Text 60 Name of group practice to which a practitioner is affiliated if different 
from DC044. 
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Dental Claims Detailed File Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


DC204 Tooth Number/Letter Text 20 Report the tooth identifier(s) when DC032 is within the given range. 
Required when DC032 = D2000 thru D2999. 


DC205 Dental Quadrant Text 2 Standard quadrant identifier from the External Code Source referenced in 
Appendix II Provides further detail on procedure(s). 


DC206 Tooth Surface Text 2 Tooth surface(s) that this service relates to. Provides further detail on 
procedure. 


DC207 Claim Version Text 4 Version number of this claim service line. The version number begins 
with 0 and is incremented by 1 for each subsequent version of that 
service line. No alpha or special characters. 


DC208 Diagnosis Code Text 7 ICD CM Diagnosis Code when applicable. 


DC209 


  


  


ICD Indicator 


  


  


Text 1 Report the value that defines whether the diagnoses on claim are ICD-9 
or ICD-10. 


0…ICD-9 


1…ICD-10 


DC211 Cross Reference Claims ID Text 35 The original Payer Claim Control Number (DC004). Used when a new 
Payer Claim Control Number is assigned to an adjusted claim.  


DC212 Allowed amount Number 10 (0) Report the maximum amount contractually allowed, and that a carrier will 
pay to a provider for a particular procedure or service. This will vary by 
provider contract and most often it is less than or equal to the fee 
charged by the provider. Report 0 when the claim line is denied. Do not 
code decimal or round up / down to whole dollars, code zero cents (00) 
when applicable. EXAMPLE: 150.00 is reported as 15000; 150.70 is 
reported as 15070. 


DC213 HIOS Plan ID Text 16 The 16 character HIOS Plan ID (Standard component). Including a five 
digit issuer ID, two character state ID, three digit product number, four 
digit standard component number and two digit variant component ID. 
This field may not be available for all market segments; Leave blank 
where not available. 
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Dental Claims Detailed File Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


DC215 


  


  


  


  


  


Service Line Type 


  


  


  


  


  


Text 1 Report the code that defines the claim line status in terms of 
adjudication: 


O…Original 


V…Void 


R…Replacement 


B…Back Out 


A…Amendment 


DC218 Claim Processing Level 
Indicator 


Text 1 1…Claim Level 


2…Service Line Level 


DC219 


  


  


  


Denied Claim Indicator 


  


  


  


Text 1 1…Fully Paid – The entire claim was paid at the allowed amount 


2…Partially Denied – Some of the claims lines were paid at the allowed 
amount 


3…Encounter Claim – This claim records a service provided that is paid 
under a non FFS payment arrangement such as capitation 


4…No Payment – No payment made for reasons other than non FFS 
payment arrangement 


DC220 Denial Reason Text 15 Denial reason code. Required when denied claim indicator = 2 or 4 
http://www.wpc-edi.com/reference/. 


DC899 Record Type Text 2 DC 
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Detailed Dental Claim File Specifications – Mapping Standards 


The dental claims file shall conform to the following national standards: 


Dental Claims File Mapping and Format Information 


Data Element 


# 
Data Element Name 


NSF (National Standard 
Format) Locator 


HIPAA Reference Transaction 
Set/Loop/Segment/Qualifier/Data Element 


DC001 Payer N/A N/A 


DC002 National Plan Id N/A N/A 


DC003 Insurance Type/Product Code N/A 835/2100/CLP/ /06 


DC004 Payer Claim Control Number N/A 835/2100/CLP/ /07 


DC005 Line Counter FA0-02.0, FB0-02.0, FB1-
02.0, GA0-02.0, GC0-02.0, 
GX0-02.0, GX2-02.0, HA0-
02.0, FB2-02.0GU0-02.0 


837/2400/LX/ /01 


DC006 Insured Group or Policy Number DA0-10.0 837/2000B/SBR/ /03 


DC007 Subscriber Social Security Number N/A 837/2010BA/REF/SY/02 


DC008 Plan Specific Contract Number N/A 835/2100/NM1/MI/08 


DC009 Member Suffix or Sequence Number N/A N/A 


DC010 Member Social Security Number N/A 835/2100/NM1/34/09 


DC011 Individual Relationship Code DA0-17.0 837/2000B/SBR/ /02, 837/20000C/PAT/ /01 


DC012 Member Gender CA0-09.0 837/2010BA/DMB/ /03, 837/2010CA/DMB/ /03 


DC013 Member Date of Birth CA0-08.0  837/2010BA/DMB/D8/02, 
837/2010CA/DMB/D8/02 


DC014 Member City Name of Residence CA0-13.0 837/2010BA/N4/ /01, 837/2010CA/N4/ /01 


DC015 Member State or Province CA0-14.0 837/2010BA/N4/ /02, 837/2010CA/N4/ /02 
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Dental Claims File Mapping and Format Information 


Data Element 


# 
Data Element Name 


NSF (National Standard 
Format) Locator 


HIPAA Reference Transaction 
Set/Loop/Segment/Qualifier/Data Element 


DC016 Member ZIP Code of Residence CA0-15.0 837/2010BA/N4/ /03, 837/2010CA/N4/ /03 


DC017 Date Service Approved N/A 835/Header Financial Information/BPR/ /16 


DC018 Service Provider Number N/A 835/21000/REF/1A/02, 835/2100/REF/1B/02, 


835/2100/REF/1C/02, 835/2100/REF/1D/02, 
835/2100/REF/G2/02, 835/2100/NM1/BD/09, 
835/2100/NM1/BS/09, 835/2100/NM1/MC/09, 
835/2100/NM1/PC/09 


DC019 Service Provider Tax ID Number BA0-09.0, CA0-28.0, BA0-
02.0,BA1-02.0, YA0-02.0, 
BA0-06.0, BA0-10.0, BA0-
12.0, BA0-13.0, BA0-14.0, 
BA0-15.0, BA0-16.0,BA0-
17.0, BA0-24.0, YA0-06.0 


835/2100/NM1/FI/09 


DC020 National Service Provider ID N/A 837/2310B/NM1/XX/09 


DC021 Service Provider Entity Type Qualifier N/A 837/2310B/NM1/82/02 


DC022 Service Provider First Name BA0-20.0 837/2310B/NM1/82/04 


DC023 Service Provider Middle Name BA0-21.0 837/2310B/NM1/82/05 


DC024 Service Provider Last Name or Organization 
Name 


BA0-18.0, BA0-19.0 837/2310B/NM1/82/03 


DC025 Service Provider Suffix BA0-22.0 837/2310B/NM1/82/07 


DC026 Service Provider Specialty N/A 837/2310B/PRV/PXC/03 


DC027 Service Provider City name BA1-09.0, 15.0 837/2310C/N4/ /01 


DC028 Service Provider State or Province BA1-10.0, 16.0 837/2310C /N4/ /02 


DC029 Service Provider ZIP Code BA1-11.0, 17.0 837/2310C /N4/ /03 
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Dental Claims File Mapping and Format Information 


Data Element 


# 
Data Element Name 


NSF (National Standard 
Format) Locator 


HIPAA Reference Transaction 
Set/Loop/Segment/Qualifier/Data Element 


DC030 Facility Type – Professional FA0-07.0, GU0-0.50 837/2300/CLM/05-1 


DC031 Claim Status   835/2100/CLP/ /02 


DC032 CDT Code FA0-09.0, FB0-15.0, GU0-
07.0 


837/2400/SV3/AD/01-2 


DC033 Procedure Modifier – 1 FA0-10.0, GU0-08.0 837/2400/SV3/AD/01-3 


DC034 Procedure Modifier – 2 FA0-11.0 837/2400/SV3/AD/01-4 


DC035 Date of Service – From N/A 837/2400/DTP/472/D8/03, 
837/2300/DTP/472/D8/03 


DC036 Date of Service – Thru FA0-05.0, FA0-06.0 837/2400/DTP/472/D8/03, 
837/2300/DTP/472/D8/03  


DC037 Charge Amount FA0-13.0 837/2400/SV3/ /02 


DC038 Paid Amount N/A 835/2110/SVC/ /03 


DC039 Copay Amount N/A 835/2110/CAS/PR/3-03 


DC040 Coinsurance Amount N/A 835/2110/CAS/PR/2-03 


DC041 Deductible Amount N/A 835/2110/CAS/PR/1-03 


DC042 Billing Provider Number N/A 837/2010BB/REF/G2/02 


DC044 National Billing Provider ID N/A 837/2010AA/NM1/XX/09 


DC044 Billing Provider Last Name N/A 837/2010AA/NM1/ /03 


DC101 Subscriber Last Name N/A 837/2010BA/NM1/ /03 


DC102 Subscriber First Name N/A 837/2010BA/NM1/ /04 


DC103 Subscriber Middle Initial N/A 837/2010BA/NM1/ /05 
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Dental Claims File Mapping and Format Information 


Data Element 


# 
Data Element Name 


NSF (National Standard 
Format) Locator 


HIPAA Reference Transaction 
Set/Loop/Segment/Qualifier/Data Element 


DC104 Member Last Name N/A 837/2010BA/NM1/ /03, 837/2010CA/NM1/ /03 


DC105 Member First Name N/A 837/2010BA/NM1/ /04, 837/2010CA/NM1/ /04 


DC106 Member Middle Initial N/A 837/2010BA/NM1/ /05, 837/2010CA/NM1/ /05 


DC201 Carrier Associated with Claim N/A N/A 


DC202 Carrier Plan Specific Contract Number or 
Subscriber/Member Social Security Number 


N/A N/A 


DC203 Practitioner Group Practice N/A N/A 


DC204 Tooth Number/Letter N/A 837/2400 TOO02 


DC205 Dental Quadrant N/A N/A 


DC206 Tooth Surface  837/2400 TOO03 


DC207 Claim Version N/A N/A 


DC208 Diagnosis Code N/A 837/2300 H101-2 


DC209 ICD Indicator N/A N/A 


DC211 Cross Reference Claims ID N/A N/A 


DC212 Allowed Amount N/A 837/2300 HCP02 


DC213 HIOS Plan ID N/A N/A 


DC215 Service Line Type N/A N/A 


DC218 Claim Processing Level Indicator N/A N/A 


DC219 Denied Claim Indicator N/A N/A 


DC220 Denial Reason N/A N/A 


DC899 Record Type N/A N/A 
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Detailed Provider File Specifications – File Layout 


The provider file shall be submitted using the following specifications: 


Provider File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MP001 Payer Text 8 Payer submitting payments. NHID Submitter Code 


MP002 Plan ID Text 30 CMS National Plan ID or NAIC code. 


MP003 Provider ID Text 30 Unique identified for the provider as assigned by the reporting entity 


MP004 Provider Tax ID Text 10 Tax ID of the provider. Do not code punctuation. 


MP005 


  


  


  


  


  


  


  


  


Provider Entity 


  


  


  


  


  


  


  


  


Text 1 Specify the value that defines the type of entity: 


1…Person – Physician, clinician, orthodontist, and any individual that is 
licensed/certified to perform health care services 


2…Facility – Hospital, health center, long term care, rehabilitation and 
any building that is licensed to transact health care services 


3…Professional Group – Collection of licensed/certified health care 
professionals that are practicing health care services under the same 
entity name and Federal Tax Identification Number 


4…Retail Site – Brick-and-mortar licensed/certified place of transaction 
that is not solely a health care entity, i.e., pharmacies, independent 
laboratories, vision services 


5…E-Site – Internet-based order/logistic system of health care services, 
typically in the form of durable medical equipment, pharmacy or vision 
services. Address assigned should be the address of the company 
delivering services or order fulfillment 


6…Financial Parent – Financial governing body that does not perform 
health care services itself but directs and finances health care service 
entities, usually through a Board of Directors 


7…Transportation – Any form of transport that conveys a patient to/from 
a healthcare provider 
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Provider File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


8…Other – Any type of entity not otherwise defined that performs health 
care services 


MP006 Provider First Name Text 35 Individual first name. Leave blank if provider is a facility or organization. 


MP007 Provider Middle Name or 
Initial 


Text 25   


MP008 Provider Last Name or 
Organization Name 


Text 60 Full name of provider organization or last name of individual provider. 


MP009 Provider Suffix Text 10 Example: Jr; Set as leave blank if provider is an organization. Do not 
use credentials such as MD or PhD. 


MP010 Provider Specialty Text 10 Report the HIPAA-compliant health care provider taxonomy code. Code 
set is available at the National Uniform Claims Committee’s web site at 
http://www.nucc.org/. 


MP011 Provider Office Street 
Address 


Text 50 Physical address – address where provider delivers health care 
services. 


MP012 Provider Office City Text 30 Physical address – address where provider delivers health care 
services. 


MP013 Provider Office State Text 2 Physical address – address where provider delivers health care 
services. Use postal service standard 2 letter abbreviations. 


MP014 Provider Office Zip Text 9 Physical address – address where provider delivers health care 
services. Minimum 5 digit code. Do not include dashes. 


MP015 Provider DEA Number Text 12   


MP016 Provider NPI Text 20   


MP017 Provider State License 
Number 


Text 30   



http://www.nucc.org/
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Provider File Detailed Specifications 


Data 
Element # 


Element Type 
Length 


(Decimal) 
Description/Codes/Sources 


MP018 


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


Entity Code 


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


Text 2 Enter the value that defines the entity provider type. Required when 
MP005 does not = 1. Values: 


1…Academic Institution 


2…Adult Foster Care 


3…Ambulance Services 


4…Hospital Based Clinic 


5…Stand-Alone, Walk-In/Urgent Care Clinic 


6…Other Clinic 


7…Community Health Center – General 


8…Community Health Center – Urgent Care 


9…Government Agency 


10…Health Care Corporation 


11…Home Health Agency 


12…Acute Hospital 


13…Chronic Hospital 


14…Rehabilitation Hospital 


15…Psychiatric Hospital 


16…DPH Hospital 


17…State Hospital 


21…Licensed Hospital Satellite Emergency Facility 


22…Hospital Emergency Center 


23…Nursing Home 


24…Pharmacy 


MP899 Record Type Text 2 MP 
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Appendix I – Referenced Code Tables 
 


Table 1 – Insurance Type/Product Code-Eligibility File 


Code Description 


12 
Medicare Secondary Working Aged Beneficiary or Spouse with Employer Group 
Health Plan 


13 
Medicare Secondary End-Stage Renal Disease Beneficiary in the Mandated 
Coordination Period with an Employer’s Group Health Plan 


14 Medicare Secondary, No-Fault Insurance including Insurance in which Auto Is Primary 


15 Medicare Secondary Workers' Compensation 


16 Medicare Secondary Public Health Service (PHS) or Other Federal Agency 


17 Dental 


18 Vision 


19 Prescription Drugs 


41 Medicare Secondary Black Lung 


42 Medicare Secondary Veterans' Administration 


43 
Medicare Secondary Disabled Beneficiary Under Age 65 with Large Group Health Plan 
(LGHP) 


AP Auto Insurance Policy 


C1 Commercial 


CO Consolidated Omnibus Reconciliation Act (COBRA) 


CP Medicare Conditionally Primary 


D Disability 


DB Disability Benefits 


E Medicare – Point of Service (POS) 


EP Exclusive Provider Organization 


FI Federal Employees Health Benefits Program 


FF Family or Friends 


HM Health Maintenance Organization (HMO) 


HN Health Maintenance Organization (HMO) Medicare Advantage/Risk 


HS Special Low Income Medicare Beneficiary 


IN Indemnity 


IP Individual Policy 


LC Long Term Care 


LD Long Term Policy 
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Table 1 – Insurance Type/Product Code-Eligibility File 


Code Description 


LI Life Insurance 


LT Litigation 


MA Medicare Part A 


MB Medicare Part B 


MC Medicaid 


MD Medicare Part D 


MH Medigap Part A 


MI Medigap Part B 


MP Medicare Primary 


OT Other 


PE Property Insurance – Personal 


PR Preferred Provider Organization (PPO) 


PS Point of Service (POS) 


QM Qualified Medicare Beneficiary 


RP Property Insurance – Real 


SP Supplemental Policy 


TF Tax Equity Fiscal Responsibility Act (TEFRA) 


TR Tricare 


U Multiple Options Health Plan 


VA Veterans Administration Plan 


WU Wrap Up Policy 


 


Table 2 – Relationship Codes 


Code Description 


01 Spouse 


02 Son or daughter 


03 Father or Mother 


04 Grandfather or Grandmother 


05 Grandson or Granddaughter 


06 Uncle or Aunt 


07 Nephew or Niece 
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Table 2 – Relationship Codes 


Code Description 


08 Cousin 


09 Adopted Child 


10 Foster Child 


11 Son-in-Law or Daughter-in-Law 


12 Brother-in-Law or Sister-in-Law 


13 Mother-in-Law or Sister-in-Law 


14 Brother or Sister 


15 Ward 


16 Stepparent 


17 Stepson or Stepdaughter 


18 Self 


19 Child 


20 Employee/Self 


21 Unknown 


22 Handicapped Dependent 


23 Sponsored Dependent 


24 Dependent of a Minor Dependent 


25 Ex-spouse 


26 Guardian 


27 Student 


28 Friend 


29 Significant Other 


30 Both Parents 


31 Court Appointed Guardian 


32 Mother 


33 Father 


34 Other Adult 


36 Emancipated Minor 


37 Agency Representative 


38 Collateral Dependent 


39 Organ Donor 


40 Cadaver Donor 
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Table 2 – Relationship Codes 


Code Description 


41 Injured Plaintiff 


43 Child Where Insured Has No Financial Responsibility 


53 Life Partner 


76 Dependent 


 


Table 3 – Race 1/Race 2 


Code Description 


R1 American Indian/Alaska Native  


R2 Asian 


R3 Black/African American 


R4 Native Hawaiian or Other Pacific Islander 


R5 White 


R9 Other Race 


UNKOW Unknown/Not Specified 


 


Table 4 – Ethnicity 1/Ethnicity 2 


Code Description 


2182-4 Cuban 


2184-0 Dominican 


2148-5 Mexican, Mexican American, Chicano 


2180-8 Puerto Rican 


2161-8 Salvadoran 


2155-0 Central American (not otherwise specified) 


2165-9 South American (not otherwise specified) 


2060-2 African 


2058-6 African American 


AMERCN American 


2028-9 Asian 


2029-7 Asian Indian 


BRAZIL Brazilian 


2033-9 Cambodian 
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Table 4 – Ethnicity 1/Ethnicity 2 


Code Description 


CVERDN Cape Verdean 


CARIBI Caribbean Island 


2034-7 Chinese 


2169-1 Columbian 


2108-9 European 


2036-2 Filipino 


2157-6 Guatemalan 


2071-9 Haitian 


2158-4 Honduran 


2039-6 Japanese 


2040-4 Korean 


2041-2 Laotian 


2118-8 Middle Eastern 


PORTUG Portuguese 


RUSSIA Russian 


EASTEU Eastern European 


2047-9 Vietnamese 


OTHER Other Ethnicity 


UNKNOW Unknown/Not Specified 


 


Table 5 – Insurance Type/Product Code – Claims Files 


Code Description 


11 Other Non-Federal Programs 


12 Preferred Provider Organization (PPO) 


13 Point of Service (POS) 


14 Exclusive Provider Organization (EPO) 


15 Indemnity Insurance 


16 Health Maintenance Organization (HMO) Medicare Advantage/Risk 


17 Dental Maintenance Organization 


AM Automobile Medical 


CH Champus 
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Table 5 – Insurance Type/Product Code – Claims Files 


Code Description 


DS Disability 


FI Federal Employees Health Benefits Program 


HM Health Maintenance Organization 


LI Liability 


LM Liability Medical 


MA Medicare Part A 


MB Medicare Part B 


MC Medicaid 


MD Medicare Part D 


OF Other Federal Program (e.g., Black Lung) 


SP Supplemental Policy 


TR Tricare 


TV Title V 


VA Veterans Administration Plan 


WC Workers’ Comp 


ZZ Mutually Defined (Use code ZZ when Type of Insurance is Unknown) 


 


Table 6 – Point of Origin Codes 


If MC020 = 4 (Newborn), then use the following values for MC021: 


Code Description 


5 Born Inside the Hospital 


6 Born Outside the Hospital 


For all other values at MC020, use the following table for MC021: 


Code Description 


1 Non-Healthcare Facility Point of Origin (Physician Referral) 


2 Clinic Referral 


3 HMO Referral 


4 Transfer from a Hospital (Different Facility) 


5 Transfer from a Skilled Nursing Facility (SNF) or Intermediate Care Facility (ICF) 


6 Transfer from Another Health Care Facility 


7 Emergency Room 
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8 Court/Law Enforcement 


9 Information Not Available 


A Reserved for National Assignment 


B Transfer from Another Home Health Agency(Discontinued July 1,2010) 


C Readmission to Same Home Health Agency (Discontinued July 1,2010) 


D 
Transfer from Hospital Inpatient in the Same Facility Resulting in a Separate Claim to 
the Payer 


E Transfer from Ambulatory Surgical Center 


F 
Transfer from Hospice and is Under a Hospice Plan of Care or Enrolled in Hospice 
Program 


 


Table 7 – Discharge Status 


Code Description 


01 Discharged to home or self-care 


02 Discharged/transferred to another short term general hospital for inpatient care 


03 Discharged/transferred to skilled nursing facility (SNF) 


04 Discharged/transferred to a facility that provides custodial or supportive care 


05 Discharged/transferred to a designated cancer center of children’s hospital 


06 
Discharged/transferred to home under care of organized home health service 
organization 


07 Left against medical advice or discontinued care 


08 Reserved for assignment by the NUBC 


09 Admitted as an inpatient to this hospital 


20 Expired 


21 Discharged/transferred to court/law enforcement 


30 Still patient or expected to return for outpatient services 


40 Expired at home 


41 Expired in a medical facility 


42 Expired, place unknown 


43 Discharged/ transferred to a Federal Hospital 


50 Hospice – home 


51 Hospice – medical facility 


61 
Discharged/transferred within this institution to a hospital-based Medicare-approved 
swing bed 
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Table 7 – Discharge Status 


Code Description 


62 
Discharged/transferred to an inpatient rehabilitation facility including distinct parts of a 
hospital 


63 Discharged/transferred to a long-term care hospital 


64 
Discharged/transferred to a nursing facility certified under Medicaid but not certified 
under Medicare 


65 
Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of a 
hospital 


66 Discharged/transferred to a critical access hospital (CAH) 


69 Discharged/transferred to a designated disaster alternative care site (effective 10/1/13) 


70 
Discharged/transferred to another type of healthcare institution not defined elsewhere 
in this code list 


81 
Discharged to home or self-care with a planned acute care hospital inpatient 
readmission (effective 10/1/13) 


82 
Discharged/transferred to a short term general hospital for inpatient care with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


83 
Discharged/transferred to a skilled nursing facility (SNF) with Medicare certification 
with a planned acute care hospital inpatient readmission (effective 10/1/13) 


84 
Discharged/transferred to a facility that provides custodial or supportive care with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


85 
Discharged/transferred to designated cancer center of children’s hospital with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


86 
Discharged/transferred to home under care of organized home health service 
organization with a planned acute care hospital inpatient readmission (effective 
10/1/13) 


87 
Discharged/transferred to court / law enforcement with a planned acute care hospital 
inpatient readmission (effective 10/1/13) 


88 
Discharged/transferred to a federal healthcare facility with a planned acute care 
hospital inpatient readmission (effective 10/1/13) 


89 
Discharged/transferred to a hospital‐based Medicare approved swing bed with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


90 
Discharged/transferred to an inpatient rehabilitation facility (IRF) including rehabilitation 
distinct part units of a hospital with a planned acute care hospital inpatient readmission 
(effective 10/1/13) 


91 
Discharged/transferred to a Medicare certified long term care hospital (LTCH) with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


92 
Discharged/transferred to a nursing facility certified under Medicaid but not certified 
under Medicare with a planned acute care hospital inpatient readmission (effective 
10/1/13) 
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Table 7 – Discharge Status 


Code Description 


93 
Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of a 
hospital with a planned acute care hospital inpatient readmission (effective 10/1/13) 


94 
Discharged/transferred to a critical access hospital (CAH) with a planned acute care 
hospital inpatient readmission (effective 10/1/13) 


95 
Discharged/transferred to a nursing facility certified under Medicaid but not certified 
under Medicare with a planned acute care hospital inpatient readmission (effective 
10/1/13) 


 


Table 8 – Place of Service – Professional 


Code Description 


01 Pharmacy 


02 Unassigned 


03 School 


04 Homeless Shelter  


05 Indian Health Service Free-Standing Facility 


06 Indian Health Service Provider-Based Facility 


07 Tribal 638 Free-Standing Facility 


08 Tribal 638 Provider-Based Facility 


09 Prison/Correctional Facility 


10 Unassigned 


11 Office 


12 Home 


13 Assisted Living Facility Congregate 


14 Group Home 


15 Mobile Unit 


16 Temporary Lodging 


17 Walk-in Retail Health Clinic 


18 Place of Employment-Worksite 


19 Unassigned 


20 Urgent Care Facility 


21 Inpatient Hospital 


22 Outpatient Hospital 


23 Emergency Room – Hospital 







 
 
 


 


 


MedInsight Confidential & Proprietary 95 
NH CHIS 
Data Submission Manual 


August 7, 2015   


MedInsight NH CHIS 


Table 8 – Place of Service – Professional 


Code Description 


24 Ambulatory Surgery Center 


25 Birthing Center 


26 Military Treatment Facility 


27-30 Unassigned 


31 Skilled Nursing Facility 


32 Nursing Facility 


33 Custodial Care Facility 


34 Hospice 


35-40 Unassigned 


41 Ambulance – Land 


42 Ambulance – Air or Water 


43-48 Unassigned 


50 Federally Qualified Center 


51 Inpatient Psychiatric Facility 


52 Psychiatric Facility Partial Hospitalization  


53 Community Mental Health Center 


54 Intermediate Care Facility/Mentally Retarded 


55 Residential Substance Abuse Treatment Facility 


56 Psychiatric Residential Treatment Center 


57 Non-Residential Substance Abuse Treatment Facility 


58-59 Unassigned 


60 Mass Immunization Center 


61 Comprehensive Inpatient Rehabilitation Facility 


62 Comprehensive Outpatient Rehabilitation Facility 


63-64 Unassigned 


65 End Stage Renal Disease Treatment Facility 


66-70 Unassigned 


71 State or Local Public Health Clinic 


72 Rural Health Clinic 


73-80 Unassigned 


81 Independent Laboratory 


82-98 Unassigned 
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Table 8 – Place of Service – Professional 


Code Description 


99 Other Unlisted Facility 


 


Table 9 – Claim Status 


Code Description 


01 Processed as primary 


02 Processed as secondary 


03 Processed as tertiary 


04 Denied 


06 Approved as amended 


19 Processed as primary, forwarded to additional payer(s) 


21 Processed as tertiary, forwarded to additional payer(s) 


22 Reversal of previous payment 


26 Documentation Claim - No Payment Associated 


28 Repriced 
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Appendix II – External Code Sources 


Countries  


American National Standards Institute  


http://webstore.ansi.org/SdoInfo.aspx?sdoid=39&source=iso_member_body 


States, Zip Codes, and Other Areas of the US  


U.S. Postal Service  


https://www.usps.com/ 


National Provider Identifiers  


National Plan & Provider Enumeration System 


Centers for Medicare and Medicaid Services 


https://nppes.cms.hhs.gov/NPPES/ 


Health Care Provider Taxonomy 


National Uniform Claim Committee (NUCC)  


http://www.nucc.org 


International Classification of Diseases 9 & 10 


World Health Organization  


http://www.who.int/classifications/icd/en/  


HCPCS 


Centers for Medicare and Medicaid Services 


https://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS-


Items/2015-Alpha-Numeric-HCPCS-File-%C2%A0.html 


CPTs and Modifiers 


American Medical Association  


http://www.ama-assn.org/  


Dental Procedure Codes and Identifiers 


American Dental Association  


http://www.ada.org/ 


National Drug Codes and Names 


U.S. Food and Drug Administration  


http://www.fda.gov/drugs/informationondrugs/ucm142438.htm 



http://webstore.ansi.org/SdoInfo.aspx?sdoid=39&source=iso_member_body

https://www.usps.com/

https://nppes.cms.hhs.gov/NPPES/

http://www.nucc.org/

http://www.who.int/classifications/icd/en/

https://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS-Items/2015-Alpha-Numeric-HCPCS-File-%C2%A0.html

https://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS-Items/2015-Alpha-Numeric-HCPCS-File-%C2%A0.html

http://www.ama-assn.org/

http://www.ada.org/

http://www.fda.gov/drugs/informationondrugs/ucm142438.htm
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Standard Professional Billing Elements 


Centers for Medicare and Medicaid Services (Rev. 10/26/12)  


http://www.cms.gov/Regulations-and-fGuidance/Guidance/Manuals/downloads/clm104c26.pdf 


Standard Facility Billing Elements 


National Uniform Billing Committee (NUBC)  


http://www.nubc.org/  


DRGs, APCs, and POA Codes 


Centers for Medicare and Medicaid Services  


http://www.cms.gov/  


Claim Adjustment Reason Codes 


Washington Publishing Company  


http://www.wpc-edi.com/reference/ 


 



http://www.cms.gov/Regulations-and-fGuidance/Guidance/Manuals/downloads/clm104c26.pdf

http://www.nubc.org/

http://www.cms.gov/

http://www.wpc-edi.com/reference/
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Prepared by the New Hampshire Insurance Department 
SUPPLEMENTAL REPORT 


OF THE 2013 HEALTH INSURANCE MARKET 
IN NEW HAMPSHIRE 


 
By law, the Insurance Commissioner is authorized to prescribe the format and content of 
financial and other reports filed by insurers licensed in New Hampshire. The data 
submitted in the Supplemental Report are critical to understanding and evaluating the 
New Hampshire health insurance market.  The data are collected annually, and this report 
is based on activity during the calendar year 2013.   
 
“Situs” of a policy is defined as the jurisdiction in which the policy is issued or delivered 
as stated in the policy.  For employer business issued through a qualified association 
trust, the situs shall be based on the location of each member employer.  Carriers are 
instructed to apply the same consideration when determining situs for this report as they 
do when preparing the NAIC Supplemental Health Care Exhibit.  TPAs shall determine 
situs of their contracts in a similar manner.  The Supplemental Report collects more 
detailed data for NH situs members than for non-NH situs members.  
 
For this 2013 Supplemental Report, several changes have been made to the reporting 
requirements.  Most notably, the definition and calculation of the Actuarial Value has 
changed (refer to the Data Notes section for more specific information on this change).  
As a result, 2012 data was resubmitted according to 2013 instructions, and tables from 
the 2012 Supplemental Report have been restated using this new data in Appendix C of 
this report.  This will allow for a consistent comparison between 2012 and 2013 in this 
2013 Supplemental Report. 
 
Summary findings are presented first, followed by more detailed analyses.  For those who 
are not familiar with the data collected in the Supplemental Report, you are encouraged 
to start with the Supplemental Report History, Data Collected, and Data Notes sections at 
the end of the report.    
 
 
TRADITIONAL HEALTH INSURANCE POLICIES 
 
Presented below are summary statistics about traditional health insurance data submitted 
to the NHID.  These data include members insured and members covered by self funded 
policies but do not include members with limited coverage and/or limited eligibility 
products such as Stoploss, Student, and High Risk Pool.  Due to the unique nature and 
features of these limited policies, data for these policies have been excluded from the 
report with the exception of a table at the end of the report that summarizes the 2013 
premium and claim experience of members enrolled in these limited policy types.    
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SUMMARY STATISTICS FOR TRADITIONAL HEALTH INSURANCE 
POLICIES 
 
NH SITUS STATISTICS  


• Total premiums and premium equivalents = $2,503,087,497 
• Total claims = $2,161,229,955 
• Average loss ratio = 86.3% 
• Average number of members insured = 470,266 
• Average member premium per month: 


o Large Group $458 
o Small Group $449 
o Non-group $296 


 
Table 1: 


All Members, by Market Category and Policy Situs 


 
 


Table 2: 
Small Group Members 


 
 


Table 3: 
Membership Distribution by Market Category 


 
 


Table 4: 
Percentage of Members within each Market/Situs that are Fully Insured 


 
 
 
 
 


NH Situs non-NH Situs Total
Large Group 346,536            151,619            498,156          
Small Group 86,740              9,276                96,016             
Non-Group 36,991              45                     37,035             
Total 470,266          160,940          631,206          


NH Situs non-NH Situs Total
Groups of 1 Employee 2,200                419                   2,619               
Groups of 2 to 50 Employees 84,540              8,857                93,397             


NH Situs non-NH Situs Total
Large Group 55% 24% 79%
Small Group 14% 1% 15%
Non-Group 6% 0% 6%
Total 75% 25% 100%


NH Situs non-NH Situs Total
Large Group 30% 20% 27%
Small Group 99% 97% 99%
Non-Group 100% 100% 100%
Total 48% 24% 42%
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HIGH DEDUCTIBLE HEALTH PLANS 
• Percent of members in an IRS defined High Deductible Health Plan (HDHP) for 


NH situs members is 16%, compared to 15% in 2012.  
 
 
DEDUCTIBLES  
Most common deductible amounts, based on percent of covered members (NH situs 
only): 


• $0 – 28% 
• $500 –  6%  
• $1,000 –  7% 
• $2,000 – 10% 
• $3,000 –  16% 
• $5,000 –  6% 


 
 
CO-INSURANCE 
Most common co-insurance amounts, based on percent of covered members (NH situs 
only): 


• 0% co-insurance -  94% 
• 10% co-insurance -  5% 
• 20%  co-insurance -  1%  


 
 
COPAYS* 
Most common copay amounts, based on percent of covered members (NH situs only): 


• $0 – 10%  
• $5 – 7% 
• $10 –  10% 
• $15 –  12% 
• $20  –  21%  
• $25  – 33% 


* Note that for the 2013 Supplemental Report the instructions clarified that the copay 
reported was specified to be the primary care physician (PCP) copay.  
 
 
DETAILED ANALYSES 
 
HIGH DEDUCTIBLE HEALTH PLANS (HDHPs) 
Data are identified for members enrolled in a high deductible health plan based on 
whether the policy qualified as an IRS defined high deductible health plan during the 
calendar year 2013.  In 2013, the IRS definition included policies with a minimum 
deductible of $1,250 for an individual and $2,500 for a family. 
 
The overall percentage of NH Situs members in a HDHP is 16 percent.  This represents 
an increase from 2012, when the percentage of NH Situs members enrolled in an HDHP 
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was 15 percent.  The highest penetration remains in the non-group market segment where 
45% of members were enrolled in a HDHP in 2013.    The large group market 
experienced an increase from 12% to 13% HDHP penetration in 2013, while the small 
group market remained at a level of 15%.  
   
As with all tables shown in the report, both self-insured and fully-insured members are 
included in the large and small group columns.  Self/Fully-insured columns are NOT 
mutually exclusive from the Large/Small/Non-Group columns.  Percentages are always 
determined for data within each column.  Tables from 2013 and 2012 are below. 
 


Table 5:  
2013 High Deductible Health Plan Coverage 


 
 


Table 6:  
2012 High Deductible Health Plan Coverage 


 
         Observations: 


• The HDHP overall penetration rate grew slightly in 2013 from 2012.  
• HDHP penetration rates for NH Situs increased in the Self-Insured, Fully-Insured, 


Large Group, and Non-Group market segments. 
• HDHP penetration rates remained the same in the Small Group market segment. 


This may be due to movement towards HMO products in the Small Group market 
segment. Many HMO products do not meet the criteria for high deductible health 
plans.  In 2012, 76% of the Small Group members were in HMO products 
compared to 78% in 2013. 


 
 
AVERAGE PREMIUMS  
The average premium is a calculated rate, based on the total amount paid by the 
policyholder to the carrier/TPA for health coverage, divided by covered member months.  
Categorizations by market segment (Non-Group, Small Group, Large Group), insurance 
status (self-insured, fully-insured), and plan type (HMO, POS, PPO, EPO, Indemnity) are 
important given that many of the New Hampshire insurance laws differ among the 
classifications shown.  For example, for 2013 carriers are allowed to adjust individual 
rates for differences in age, health status, and tobacco use.  For 2013, in Small Group, 
rates may be adjusted for differences in age, number of employees enrolled, and type of 
industry.  In Large Group, the rates issued to an employer typically reflect historical 
claim experience of that employer group.  Since the premiums are aggregated across 
carriers, average premium values will not represent the actual premium charged for a 
particular policy, but will reflect the aggregation of the benefit designs, product pricing 
strategies, and rating factors utilized by all carriers.  Only NH Situs average premiums 


Situs HDHP All Members Self-Insured Fully-Insured Large Group Small Group Non-Group
NH Situs No 84% 89% 78% 87% 85% 55%
NH Situs Yes 16% 11% 22% 13% 15% 45%


NH Situs Members 470,266 242,305 227,961 346,536 86,740 36,991


Situs HDHP All Members Self-Insured Fully-Insured Large Group Small Group Non-Group
NH Situs No 85% 92% 79% 88% 85% 61%
NH Situs Yes 15% 8% 21% 12% 15% 39%


NH Situs Members 480,575 243,945 236,630 348,177 91,553 40,845
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per member per month by market category and plan type are shown below as this 
information is no longer collected for non-NH Situs. 


 
Table 7:  


Average Premium PMPM by Market Category and Plan Type 


 
*A premium equivalent is provided for self-insured policyholders.  Please see the Data 
Notes section for additional information regarding the calculation methodology. 
** Due to limited membership, Non-Group Indemnity, EPO, and HMO values are 
disproportionately affected by outlier data.  Please see Data Notes section for additional 
information on outlier data. 
 
Observations: 


• In the fully-insured market, most people are covered by HMO plans in the group 
market while most people are covered by PPO plans in the non-group market.  


• The most popular self-insured plans are PPO plans, while the majority of fully-
insured members are enrolled in HMO plans. 


• HMO average premiums per member in the group market ranged from $445 to 
$461, compared to $1,156 in the non-group market. 


• The high $1,156 premium pmpm in the non-group segment represents the average 
premium for a very small number of members and may reflect an older population 
and/or higher than average benefit richness. 


• Significantly lower average premiums for PPO and Indemnity in the non-group 
market may be attributable to the ability of carriers to underwrite for health status 
and to lower overall benefit richness in that segment. 


• Self Insured premiums are slightly higher than fully insured premiums overall.  
This is true despite lower tax and risk charge levels in self-insured plans.  The 
higher self-insured premium pmpm is due to higher benefit richness with the self-


Market 
Category Plan Type Members Avg Premium Members Avg Premium


HMO 81,583 $449 64,016 $461
POS 30,519 $497 3,203 $490
PPO 124,667 $452 32,214 $445
EPO 788 $648 4,273 $423
Indemnity 3,800 $573 1,472 $460
HMO 67,699 $445
POS 1,211 $448
PPO 948 $535 13,995 $450
EPO 2,887 $503
Indemnity
HMO** 27 $1,156
POS 0 -
PPO 35,379 $301
EPO** 4 $435
Indemnity** 1,580 $172


242,305 $459 227,961 $427Total


No Membership Reported


Self-Insured* Fully Insured


Large Group


Small Group


Non-Group


No Membership ReportedNo Membership Reported
No Membership Reported


No Membership Reported
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insured plans, where for example, a much greater portion of the membership has 
no deductible. 


 
 


Average Premium and Benefit Richness 
Benefit richness is measured using an actuarial value that can be used to compare benefit 
plans with different member cost sharing levels.  Actuarial value is a percentage 
calculated as the ratio of the covered benefits after member cost sharing to the total 
allowed costs of standard covered benefits with no cost sharing.  When comparing two 
health benefit plans, the plan with the higher actuarial value can be assumed to have 
richer benefits.  For example, if Plan A has a $1,000 deductible with 100% coverage 
thereafter and Plan B has a $2,000 deductible with 100% coverage thereafter, with all 
other benefit provisions being the same, Plan A clearly has a higher actuarial value than 
Plan B.  However, if Plan C has a $1,000 deductible but then the member has to pay 20% 
coinsurance until reaching an out-of-pocket maximum of $3,000 (including the 
deductible), Plan A clearly has a higher actuarial value and richer benefits than Plan C, 
but the comparison between Plans B and C is not as straightforward.  The actuarial values 
of Plans B and C can be compared to determine which plan has richer benefits.   
 
 For the 2012 Supplemental Report and prior, actuarial value was defined as the health 
coverage plan rate for each coverage option to the health coverage plan rate for the 
corresponding standard health benefit plan designs (HMO, PPO, POS, Indemnity) as 
defined for the New Hampshire Small Employer Reinsurance Pool. 
  
Beginning with this 2013 Supplemental Report, actuarial value in this report is defined as 
the Minimum Value measure as outlined in Section 1302 (d)(2)(C) of the Affordable 
Care Act.  In accordance with the HHS regulations there are several options for 
determining the Minimum Value: 


1) Determine the Minimum Value figure using the most recent version of the 
publically available Minimum Value Calculator Excel model tool which can be 
downloaded from the CMS website.  
2) Determine the Minimum Value figure through any safe harbor established by 
HHS and IRS.  
3) For plans incompatible with the Minimum Value Calculator or Safe Harbor 
Plan, the Minimum Value figure may be determined through an actuarial 
certification from a member of the American Academy of Actuaries.  
 


For each set of reported coverage options, carriers and TPAs were required to report the 
Minimum Value in accordance with the three options mentioned above.  In circumstances 
where benefits were incompatible with the calculator and certification was not readily 
available, a reasonable estimate based on comparison to similar plan designs was allowed 
to be reported.  
 
 In previous versions of the Supplemental Report, it was not possible to compare actuarial 
values across different product types. Comparisons could only be made within the same 
plan type category (e.g. only compare HMO benefit richness values to other HMO 
values). This new Actuarial Value methodology allows for comparisons across benefit 
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plan type.  For example, it is now possible to have a valid benefit richness comparison 
between HMO products and PPO products.   
 
It is important to note that the methodology used to calculate the actuarial values 
presented in this report are based on the Minimum Value calculator and are slightly 
different than actuarial values that are produced with the Actuarial Value calculator due 
to differences in the data and modeling underlying the two calculators.   
 
Below is a NH Situs-only comparison table of average premiums and benefit richness 
(actuarial values) between the Small and Large Group markets and the Non-Group 
market.   
 


Table 8:  
Average Premium PMPM and Benefit Richness by Market Category and Plan Type 


 
*A premium equivalent is provided for self-insured policyholders.  Please see the Data 
Notes section for additional information regarding the calculation methodology. 
** Due to limited membership, Non-Group Indemnity, EPO, and HMO values are 
disproportionately affected by outlier data.  Please see Data Notes section for additional 
information on outlier data. 
 
Observations: 


• For the HMO products, the average premium for fully-insured Large Group is 
higher than for fully-insured Small Group, but some of the difference can be 
explained by the less rich benefits in the Small Group market. 


Plan Type Market 
Category


Members Avg Premium Benefit 
Richness


Members Avg Premium Benefit 
Richness


Large Group 81,583 $449 0.92 64,016 $461 0.81
Small Group 67,699 $445 0.79
Non-Group** 27 $1,156 0.90


Large Group 30,519 $497 0.94 3,203 $490 0.78
Small Group 1,211 $448 0.71
Non-Group


Large Group 124,667 $452 0.87 32,214 $445 0.79
Small Group 948 $535 0.84 13,995 $450 0.77
Non-Group 35,379 $301 0.72


Large Group 788 $648 0.91 4,273 $423 0.73
Small Group 2,887 $503 0.76
Non-Group** 4 $435 0.80


Large Group 3,800 $573 0.99 1,472 $460 0.92
Small Group
Non-Group** 1,580 $172 0.69


242,305 $459.41 0.89 227,961 $426.71 0.78


No Membership Reported


No Membership Reported
No Membership Reported


No Membership Reported


No Membership Reported


Indemnity 


Total Members


No Membership Reported
No Membership Reported


Self-Insured* Fully Insured


HMO


POS


PPO


EPO No Membership Reported
No Membership Reported


No Membership Reported


No Membership Reported







Page 9 of 56 
 


• For HMO Large Group, the average premium for self-insured is 3% percent lower 
than the average premium for fully-insured HMO, but the value of the self-
insured benefits is about 14 percent greater than the value of the fully-insured 
benefits. 


• The fully-insured large group POS premiums are about 1 percent less than the 
self-insured Large Group POS premiums, and the benefit richness for the fully-
insured members is 17 percent less than the benefit richness for the self-insured 
members. 


• For PPO Large Group, the self-insured premium is 2 percent higher than the fully-
insured premium and the self-insured benefits are 10 percent richer.   


• The average premium for PPO Large Group fully-insured is 1 percent lower than 
the average PPO premium for the Small Group segment; however the richness of 
the benefit value for Large Group is about 3% greater. 


• The average premium for PPO Non-group is 48% lower than for PPO Large 
Group; however the benefits for PPO Non-group are 10% less rich than for PPO 
Large Group.  The lower benefit richness in the Non-group segment is likely 
attributable to more members being enrolled in high deductible plans and enrolled 
in plan designs with higher coinsurance percentages.   


• Policies under the Indemnity plan type vary extensively with respect to benefit 
richness and premiums. 


 
The table below provides comparative information of NH Situs policies for 2012 and 
2013.  The “Change in Value” reflects the total overall change in both premiums and 
benefit richness.  If premiums go up by five percent and benefit richness goes down by 
five percent, the total change in value is equal to negative ten percent.  No adjustments 
are made for inflation, changes in taxes, fees and assessments, or for changes in the 
underlying risk of the members (due to factors such as age, health status, etc.), which 
may also be contributing factors to the change in average premium.   
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Table 9: 
2013 to 2012 Change in Value 


 
*A premium equivalent is provided for self-insured policyholders.  Please see the Data 
Notes section for additional information regarding the calculation methodology. 
** Due to limited membership, Non-Group Indemnity, EPO, and HMO values are 
disproportionately affected by outlier data.  Please see Data Notes section for additional 
information on outlier data. 
 
Observations include: 


• HMO Large Group represents about 31 percent of the membership, and the value 
of the insurance for these members remained about the same from 2012 to 2013. 


• Small Group HMO experienced an increase in average premium levels between 
2012 and 2013, while the value of insurance for these members declined by 5 
percent. 


• Non-group HMO saw a significant decline in membership from 4,762 members in 
2012 down to 27 members in 2013.  Starting July 1, 2012, children covered by 
Healthy Kids Silver through Harvard Pilgrim Health Care and included in the 
Supplemental Report were moved to Medicaid which is not included in the 
Supplemental Report. Since children on average are healthier and less costly to 
insure than adults, the Non-group HMO premiums should not be compared across 
years, and the 2012 Non-group HMO premium should not be compared to the 
2012 Large Group and 2012 Small Group premiums. 


Plan Type Market 
Category


2012 2013 2012 2013 2012 2013 Change in 
Value


Large Group 154,862 145,599 $463 $454 0.88 0.86 0%
Small Group 69,702 67,699 $427 $445 0.80 0.79 -5%
Non-Group** 4,762 27 $206 $1,156 0.89 0.90 -461%


Large Group 44,472 33,722 $489 $496 0.93 0.92 -2%
Small Group 1,322 1,211 $431 $448 0.72 0.71 -5%
Non-Group


Large Group 137,651 156,882 $430 $450 0.84 0.85 -4%
Small Group 15,376 14,942 $443 $455 0.78 0.77 -4%
Non-Group 34,606 35,379 $302 $301 0.72 0.72 0%


Large Group 5,817 5,061 $367 $458 0.76 0.76 -24%
Small Group 5,091 2,887 $457 $503 0.76 0.76 -10%
Non-Group** 4 4 $559 $435 0.70 0.80 36%


Large Group 5,375 5,272 $553 $541 0.97 0.97 2%
Small Group 62 0 $508 0.90
Non-Group** 1,473 1,580 $191 $172 0.62 0.69 20%


480,575 470,266 $435 $444 0.85 0.84 -3%Total Members


Members Avg Premium* Benefit Richness


HMO


POS


PPO


EPO


Indemnity


No Membership Reported
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• The value for POS Small Group decreased by 5 percent, while the value for POS 
Large Group decreased by 2 percent between 2012 and 2013. Both segments 
experienced an increase in premium and a decrease in benefit richness. 


• PPO Large Group, representing about 33% of the membership, experienced an 
increase in premium that was greater than the small increase in benefit richness, 
resulting in a 4% decline in value from 2012 to 2013.  Small Group saw a similar 
decline in value caused by a small decrease in benefit richness coupled with an 
increase in premium. 


• The majority of Non-Group members are enrolled in PPO products, and this 
segment held its value between 2012 and 2013, with no material premium or 
benefit richness change.    


• The Indemnity plan type saw extensive variability with respect to average 
premiums and benefit richness.  This type of variability is often observed when 
analyzing plans with small membership populations and shifting membership.  


• In a number of cases, the value of benefits decreased while premiums increased, 
which will always result in a reduction in the value of the insurance coverage.  


• In some cases the average premium decreased from 2012 to 2013, such as Large 
Group HMO, Non-Group EPO, Large-Group Indemnity and Non-Group 
Indemnity.   


 
 
Average Premium and Adjusted Premium 
With the actuarial value, average premiums can be adjusted based on the value of the 
benefits.  This allows a more direct comparison, within each Plan Type, of what different 
policies would cost if the value of the covered benefits were the same; however, not all 
factors are adjusted for, such as changes due to age, health status, and other rating 
considerations.  To the extent that those factors affect average premium levels, the 
adjusted premium values are not directly comparable.  In some cases, membership is less 
than 0.5 percent and is shown as 0% due to rounding. 
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Table 10:  
Average Premium and Adjusted Premium by Plan Type, Market Category, and 


Coverage Type 


 
*A premium equivalent is provided for self-insured policyholders.  Please see the Data 
Notes section for additional information regarding the calculation methodology. 
** Due to limited membership, Non-Group Indemnity, EPO, and HMO values are 
disproportionately affected by outlier data.  Please see Data Notes section for additional 
information on outlier data. 
 
Observations: 


• For PPO and EPO fully-insured group plans, the premiums adjusted for benefit 
differences is inversely correlated with group size.  Small groups have a higher 
adjusted premium than large groups. For HMO, large groups have slightly higher 
adjusted premium than small groups and for POS the adjusted premiums are the 
same between large groups and small groups. 


• There are only 27 members in Non-group HMO for 2013, so the very high 
average premium shown above may be skewed by the age and health status of a 
few members.  


• Adjusted Non-Group PPO premiums are 29 percent lower than adjusted Small 
Group premiums.  This may be due to underlying population differences between 
the Non-group and Small Group markets. 


• Large Group adjusted premiums are higher for fully-insured members as 
compared to self-insured members in the HMO, POS and PPO products.   


Plan Type Market 
Category


Members Avg 
Premium


Adjusted 
Premium


Members Avg 
Premium


Adjusted 
Premium


Large Group 34% $449 $491 28% $461 $569
Small Group 30% $445 $564
Non-Group** 0% $1,156 $1,285


Large Group 13% $497 $529 1% $490 $628
Small Group 1% $448 $628
Non-Group


Large Group 51% $452 $520 14% $445 $561
Small Group 0% $535 $639 6% $450 $586
Non-Group 16% $301 $417


Large Group 0% $648 $713 2% $423 $579
Small Group 1% $503 $658
Non-Group** 0% $435 $543


Large Group 2% $573 $580 1% $460 $500
Small Group
Non-Group** 1% $172 $250


242,305 227,961


No Membership Reported
No Membership Reported


Total Members


Indemnity No Membership Reported


Self-Insured* Fully Insured


HMO No Membership Reported
No Membership Reported


No Membership Reported
POS No Membership Reported


No Membership Reported


PPO
No Membership Reported


EPO No Membership Reported
No Membership Reported
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Health insurance benefits and medical care utilization by state and municipal employees 
are frequently considered unique.  The following table shows the same calculations for 
each of these account types.    
 


Table 11:  
Average Premium and Adjusted Premium by Account Type 


 
*A premium equivalent is provided for self-insured policyholders.  Please see the Data 
Notes section for additional information regarding the calculation methodology. 
 
Observations include (please refer to Appendix C for 2012 figures): 


• State plans held the same level of benefit richness between 2012 and 2013. 
• Municipal HMO/POS plans and All Other Accounts HMO/POS plans 


experienced a decline in benefit richness between 2012 and 2013.  Municipal 
HMO plan benefit richness decreased from 0.94 in 2012 to 0.93 in 2013 while All 
Other Accounts HMO plans benefit richness decreased from 0.82 in 2012 to 0.80 
in 2013.  


• Although fewer State covered members are enrolled in POS products, both the 
average premium and adjusted premium are substantially higher than for 
Municipal and All Other Accounts POS policies.  


• The majority of the State and Municipal covered members are enrolled in HMO 
products, while the majority of All Other Accounts membership is enrolled in 
PPO and HMO products. 


Plan Type Account Type
Percent of 
Members


Avg 
Premium*


Benefit 
Richness


Adjusted 
Premium*


State 5% $465 0.90 $517
Municipal 10% $456 0.93 $492
Healthy Kids
All Other Accounts 30% $447 0.80 $557


State 1% $593 0.90 $659
Municipal 4% $494 0.97 $510
All Other Accounts 2% $431 0.80 $542


State 0% $505 0.90 $561
Municipal 0% $606 0.90 $676
All Other Accounts 44% $423 0.83 $512


State
Municipal
All Other Accounts 2% $474 0.76 $621


State
Municipal 0% $776 1.00 $779
All Other Accounts 1% $318 0.88 $360


Total Members 470,266 $444 0.84 $528


No Membership Reported
HMO


POS


PPO


EPO
No Membership Reported


Indemnity


No Membership Reported


No Membership Reported
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MARKET CATEGORY 
The market categories shown below with membership and loss ratios provide a more 
detailed breakdown of the summary market categories shown above.  Separate tables 
exist for 2013 self-insured and fully-insured policies (please refer to Appendix C for 
comparable 2012 tables).  A comparison of 2013 to 2012 is made in total.  
 


Table 12:  
Loss Ratios by Market Category and Coverage Type 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Market Category All Members Loss Ratio
Self-Insured 


Members Loss Ratio
Fully-Insured 


Members Loss Ratio


Total Large Group 66% 0.89 85% 0.92 46% 0.82
Employers with 51-99 Employees 7% 0.83 1% 0.80 13% 0.84
Employers with >=100 Employees 59% 0.89 84% 0.92 33% 0.81


Qualified Association Trust 9% 0.96 15% 0.97 2% 0.86


Total Small Group 17% 0.79 0% 0.78 36% 0.79
Employers with 1 Employee 0% 1.10 0% 0.00 1% 1.10
Employers with 2-9 Employees 7% 0.76 0% 0.89 14% 0.76
Employers with 10-25 Employees 6% 0.80 0% 0.69 13% 0.80
Employers with 26-50 Employees 4% 0.77 0% 0.79 7% 0.76


Total Non-Group 8% 0.66 16% 0.66
Non-Group Policy 8% 0.65 16% 0.65
Non-group as Group Conversion 0% 2.56 0% 2.56


Grand Total 470,266 0.86 242,305 0.93 227,961 0.79


No Membership Reported
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The following table compares the membership distribution and loss ratios by market 
category for 2012 versus 2013. 
 


Table 13:  
Loss Ratio Comparison by Market Category – 2012 and 2013 


 
Observations:   


• Overall, the loss ratio for the entire market decreased slightly from 2012 to 2013, 
dropping 1% from 87% to 86%. This may be attributable to the introduction of 
new ACA fees into pricing in 2013.  The ACA fees were effective on January 1st 
of 2014, and were effective January 1st for all groups with all renewal dates. The 
two new fees were the annual health insurance industry fee and the transitional 
reinsurance fee.  Since premium rates are issued for 12 months and rates starting 
with February 2013 renewals were effective for part of 2014, carriers were 
allowed to include tax fees in premiums on a pro-rata basis beginning with 
February 2013 renewals to adequately collect for these fees. 


• The Large Group market’s loss ratio remained stable between 2012 and 2013.  
Within the Large Group segment, employer groups with 51 -99 employees held 
steady with a loss ratio of 0.83, while employer groups with 100+ employees 
experienced a slight decline in loss ratio.  Employers obtaining insurance through 
Qualified Association Trusts experienced an increase in loss ratio, from 93% in 
2012 to 96% in 2013. 


• The Small Group market experienced a 2% decline in the overall loss ratio 
between 2012 and 2013.  Within the Small Group segment, the loss ratio for both 
employers with 10-25 employees and employers with 2-9 employees decreased in 
2013.  The loss ratio for employers with 26-50 employees remained stable at the 
77% level. The loss ratio for groups with only one employee increased, and is still 


Market Category 2012 2013 2012 2013


Total Large Group 66% 66% 0.89 0.89
Employers with 51-99 Employees 7% 7% 0.83 0.83
Employers with >=100 Employees 59% 59% 0.90 0.89


Qualified Association Trust 8% 9% 0.93 0.96


Total Small Group 18% 17% 0.81 0.79
Employers with 1 Employee 0% 0% 1.07 1.10
Employers with 2-9 Employees 7% 7% 0.80 0.76
Employers with 10-25 Employees 7% 6% 0.81 0.80
Employers with 26-50 Employees 4% 4% 0.77 0.77


Total Individual 8% 8% 0.68 0.66
Individual Policy 8% 8% 0.67 0.65
Individual as Group Conversion 0% 0% 2.06 2.56


Grand Total 480,575 470,266 0.87 0.86


Percent of Members Loss Ratio







Page 16 of 56 
 


running well over 100% at the 110% level. Groups of one experience a high loss 
ratio due to anti-selection issues.  In 2013, rating rules allow the application of a 
group size factor; however rating bands limit the ability to fully rate for the higher 
risk that groups of one present. Sole proprietors who are able to obtain a favorable 
underwriting tier are likely to opt for an individual product where they could get a 
more attractive premium leaving a disproportionate number of higher risk 
members in the groups of one pool.     


• The Non-group loss ratio was 66% in 2013, which is a decrease of 2% from the 
2012 loss ratio of 68%.   


• Group conversion policies show higher loss ratios for 2013 compared to 2012, 
and continue to run at a very high level of 256%.  The conversion pool is small, 
and prone to high loss ratios due to the anti-selection caused by the inability to 
medically underwrite.  Those members losing group coverage that are able to 
obtain a more favorable underwriting tier are likely to purchase less expensive 
individual insurance, leaving a disproportionate number of higher risk members in 
the group conversion pool. 


 
 
DEDUCTIBLES 
Information is collected on deductibles according to the dollar amount of the policy 
deductible.  The deductible is the amount that the member pays before the health 
insurance carrier contributes to the cost of care.  The deductible may or may not apply to 
all medical and pharmacy services.  If the plan has more than one network tier, the 
deductible represents the most utilized tier.  Dollar amounts refer to single person 
deductibles, not family deductibles.   
 
Summary comparison tables for deductibles are shown below.  A more detailed table is 
contained in Appendix A.  Bold values represent the group (within each comparison) 
with the highest percentage of members where the value is at least two percent.   
 


Table 14:  
Deductible by Coverage Type and Market Category 


 
  


Deductible All Members Self-Insured Fully-Insured Large Group Small Group Non-Group


$0 28% 52% 3% 38% 0% 0%
$1-249 3% 5% 0% 3% 0% 0%
$250-499 5% 9% 0% 7% 0% 0%
$500-749 6% 11% 2% 8% 0% 1%
$750-999 2% 3% 2% 3% 0% 0%
$1,000-1,499 10% 8% 12% 10% 8% 16%
$1,500-2,999 18% 7% 30% 14% 32% 28%
$3,000-4,999 19% 4% 35% 13% 49% 8%
$5,000-7,499 8% 1% 14% 4% 11% 36%
$7,500-9,999 0% 0% 0% 0% 0% 2%
$10,000+ 1% 0% 1% 0% 0% 9%
Grand Total 470,266 242,305 227,961 346,536 86,740 36,991
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Table 15:  
2013 to 2012 Comparison - Deductible  


 
Observations: 


• The self-insured population benefits reflect lower deductibles than the fully-
insured population. 


• Generally, the Large Group market has lower deductibles, while the Non-group 
and Small Group markets have higher deductibles. 


• Between 2012 and 2013, average deductibles grew $148 or by 10% overall.  Over 
the same time period, the average for non-zero deductibles grew 8% overall. 


• Non-group experienced the largest change and percentage change in deductible at 
25% but this is skewed by a change in Healthy Kids between 2012 and 2013.  
Starting July 1, 2012, children covered by Healthy Kids Silver, a zero dollar 
deductible product, were moved to Medicaid, which is not included in the 
Supplemental Report data.  The percentage change in the average non-zero 
deductible for Non-group was 11%.   


• While the most common non-zero deductibles for Large Group and Small Groups 
fall in the $1,500-$4,999 range, the average non-zero Small Group deductible 
exceeds Large Group by more than $1,000, due to the prevalence of deductibles 
under $1,000 in the Large Group market.   


• All Small Group members (100%) have deductibles in the $1,000-$7,499 range 
compared with approximately 88% of Non-Group members in the same range, 
with 12% of Non-Group members having deductibles of $7,500 or more. 


• The high percentage of members covered by a self-insured account without any 
deductible is partly the result of the State of NH employee plan and the benefit 
plans covering municipal employees.  See chart below.       


 
 
 
 


 


Deductible 2012 2013 2012 2013 2012 2013 2012 2013


$0 30% 28% 39% 38% 0% 0% 12% 0%
$1-249 2% 3% 3% 3% 0% 0% 0% 0%
$250-499 5% 5% 7% 7% 0% 0% 0% 0%
$500-749 7% 6% 9% 8% 1% 0% 1% 1%
$750-999 3% 2% 4% 3% 0% 0% 0% 0%
$1,000-1,499 11% 10% 9% 10% 15% 8% 19% 16%
$1,500-2,999 20% 18% 14% 14% 37% 32% 27% 28%
$3,000-4,999 17% 19% 12% 13% 40% 49% 4% 8%
$5,000-7,499 6% 8% 3% 4% 7% 11% 30% 36%
$7,500-9,999 0% 0% 0% 0% 0% 0% 1% 2%
$10,000+ 1% 1% 0% 0% 0% 0% 7% 9%
Grand Total 480,575 470,266 348,177 346,536 91,553 86,740 40,845 36,991
Avg Deductible 1,484 1,632 1,003 1,070 2,524 2,830 3,258 4,084
Annual Deductible Change 10% 7% 12% 25%
Avg Non-$0 Deductible 2,107 2,268 1,653 1,725 2,528 2,836 3,702 4,104
Annual Deductible Change 8% 4% 12% 11%


All Members Large Group Small Group Non-Group
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Table 16:  
Deductible by Account Type 


 
 
 
COINSURANCE 
Coinsurance is the percentage of the total claim that the member is responsible for 
paying. Coinsurance is paid after the deductible has been met.  If the plan has more than 
one coinsurance level, the highest coverage level for medical services (i.e. lowest 
member coinsurance %) within network is reported.    
 


Table 17:  
Coinsurance by Market Category and Coverage Type 


 
 
 
 
 
 
 
 
 
 
 
 
 


 


Deductible
All Self-
Insured 


Members
State Municipal Other


$0 52% 89% 75% 33%
$1-249 5% 0% 0% 8%
$250-499 9% 0% 9% 11%
$500-749 11% 11% 8% 12%
$750-999 3% 0% 0% 5%
$1,000-1,499 8% 0% 5% 11%
$1,500-2,999 7% 0% 3% 11%
$3,000-4,999 4% 0% 0% 7%
$5,000-7,499 1% 0% 0% 2%
$7,500-9,999 0% 0% 0% 0%
$10,000+ 0% 0% 0% 0%
Grand Total 242,305 29,022 69,969 143,313


Coinsurance All Members
Self-


Insured
Fully-


Insured
Large 
Group


Small 
Group Non-Group


0% 93.8% 98.6% 89.2% 92.5% 99.8% 91.6%
5% 0.1% 0.0% 0.2% 0.2% 0.0% 0.0%
10% 4.5% 0.0% 8.8% 6.1% 0.1% 0.0%
20% 0.7% 0.2% 1.2% 0.8% 0.1% 1.5%
25% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
30% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
50% 0.1% 0.2% 0.0% 0.0% 0.0% 1.2%
100% 0.8% 0.9% 0.6% 0.4% 0.0% 5.7%


Grand Total 470,266 227,961 242,305 346,536 86,740 36,991
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Table 18:  
2013 to 2012 Comparison – Coinsurance 


 
Observations: 


•   The Non-group market tends to have higher coinsurance levels than the group 
market.  In 2013, the average coinsurance level for a non-group plan was 6.6% 
compared to 0% in the small group market and 1.2% in the large group market.  
The coinsurance levels of the Small Group market are lower than the coinsurance 
levels in the Large Group market.  It is important to note that coinsurance is only 
one measure of benefit richness.  The Small Group market’s members tend to 
have much higher deductibles than the Large Group market’s members.  The 
overall benefit richness of the Small Group market is much lower than the Large 
Group market since the higher deductibles more than offset the lower coinsurance 
levels that only apply after the deductible has been met. 


 
 


Coinsurance 2012 2013 2012 2013 2012 2013 2012 2013


0% 99.3% 93.8% 99.9% 92.5% 100.0% 99.8% 93.3% 91.6%
5% 0.0% 0.1% 0.0% 0.2% 0.0% 0.0% 0.0% 0.0%
10% 0.1% 4.5% 0.1% 6.1% 0.0% 0.1% 0.0% 0.0%
20% 0.1% 0.7% 0.0% 0.8% 0.0% 0.1% 1.7% 1.5%
25% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
30% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.3% 0.0%
50% 0.0% 0.1% 0.0% 0.0% 0.0% 0.0% 0.3% 1.2%
100% 0.4% 0.8% 0.1% 0.4% 0.0% 0.0% 4.4% 5.7%


Average Coinsurance 0.5% 1.4% 0.1% 1.2% 0.0% 0.0% 5.0% 6.6%


All Members Large Group Small Group Non-Group
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PHYSICIAN COPAYS 
Physician copays represent the dollar amount the member must contribute for primary 
care physician (PCP) office visits within network.  For tiered network HMO products, the 
copayment for the most utilized tier is reported.  Observations are focused on the non-
zero PCP copay levels because of data quality concerns related to one large carrier not 
distinguishing between $0 copay and instances where the deductible and coinsurance 
apply to the PCP office visits.  Generally, the distributions of members by copay amounts 
are similar in 2013 and 2012.  
 


Table 19:  
PCP Copay by Market Category and Coverage Type 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


PCP Copay
All 


Members
Self-


Insured
Fully-


Insured
Large 
Group


Small 
Group


Non-
Group


$0 10% 5% 14% 6% 4% 54%
$1 0% 0% 0% 0% 0% 0%
$5 7% 13% 0% 9% 0% 0%
$10 10% 20% 1% 14% 0% 0%
$15 12% 22% 3% 17% 0% 0%
$20 21% 28% 13% 26% 2% 14%
$25 33% 5% 61% 21% 92% 0%
$30 2% 2% 3% 2% 1% 13%
$35 2% 2% 1% 2% 0% 6%
$40 2% 2% 3% 2% 1% 8%
$45 1% 1% 0% 1% 0% 0%
$50 0% 0% 0% 0% 0% 2%
$75 0% 0% 1% 0% 0% 4%
D/C 16% 18% 14% 17% 12% 14%


Total Members 470,266 242,305 227,961 346,536 86,740 36,991
Average PCP Copay $18 $15 $21 $17 $24 $16
Average non-$0 PCP Copay $20 $16 $25 $18 $25 $34
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Table 20:  
2013 to 2012 Comparison – PCP Copay  


 
Observations: 


• Overall the average non-zero copay rounded to $20 for both 2012 and 2013, but 
actually decreased by 0.7% which appears to be driven by a movement out of the 
$40 copay level and an increase in the $25 copay level.   


• The self-insured market tends to have lower non-zero copays than the fully-
insured market (averages of $16 and $25, respectively), and the Large Group 
market tends to have lower non-zero copays than the Small Group and Non-group 
markets (averages of $18, $25, and $34, respectively).  


• The Non-group market experienced the biggest change in non-zero PCP copays, 
climbing from $29 in 2012 to $34 in 2013.  


 
 
PHARMACY BENEFITS 
There are many different benefit structures for pharmacy (Rx) benefits.  In some benefit 
designs the medical deductible applies to pharmacy and then pharmacy copays apply 
after the medical deductible has been met.  In other benefit designs there are pharmacy 
copays that are charged, which may or may not be coupled with a pharmacy specific 
deductible that applies before benefits are paid.  Some larger groups carve out their 
pharmacy benefits from the health plan and contract directly with pharmacy benefit 
managers, resulting in some missing pharmacy information for this report.  Below are 
summary tables comparing 2012 and 2013 pharmacy benefits as reported by the 
carriers/TPAs.  Comments follow each table. 
 
 
 
 
 


PCP Copay 2012 2013


$0 13% 10%
$1 0% 0%
$5 7% 7%
$10 11% 10%
$15 11% 12%
$20 19% 21%
$25 29% 33%
$30 2% 2%
$35 1% 2%
$40 4% 2%
$45 1% 1%
$50 0% 0%
$75 0% 0%
D/C 9% 16%


Total Members 480,575 470,266
Average PCP Copay $18 $18
Average non-$0 PCP Copay $20 $20
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Types of Pharmacy (Rx) Coverage 
Table 21:  


Types of Rx Coverage 


 
Observations: 


• The percentage of members with no pharmacy coverage reported increased from 6% in 
2012 to 13% in 2013, attributable to the large and small group market categories.  This 
may mean that employer groups are carving out the pharmacy benefits and contracting 
directly with a pharmacy benefit manager. 


• The percentage of members with Rx copays and no Rx deductible decreased from 76% to 
69%.   
 


Most Popular Pharmacy Copays for Members with Copay Structure and No Deductible 
 


Table 22:  
Most Popular Pharmacy Copays for Members with Copay Structure and No 


Deductible 


 
Observations: 


• The most popular pharmacy copays remained the same in the large and small employer 
group market categories. 


• In the Non-group market, the most popular pharmacy copays increased for brand name 
drugs but stayed the same for generic drugs. 


 
Most Popular Pharmacy Specific Deductible 


Table 23:  
Most Popular Pharmacy Specific Deductible 


 
Observations: 


• The most popular pharmacy specific deductible stayed the same for Large Group generic 
and brand name drugs and for Small Group brand name drugs, but changed from $100 in 
2012 to zero in 2013 for Small Group generic drugs.  This is likely due to carriers 
encouraging members to obtain less expensive generic alternatives of drugs instead of the 
more expensive brand versions. 


• In the Non-group market, the most popular deductible for brand name drugs was $1,000 
in 2012 and $500 in 2013. 


 
 
 
 


2012 2013 2012 2013 2012 2013 2012 2013
No Rx Coverage 6% 13% 8% 15% 0% 10% 6% 5%


Medical Deductible Applies to Rx 14% 15% 9% 12% 11% 13% 64% 51%
Rx Specific Deductible 4% 2% 5% 3% 1% 0% 0% 5%


Copay with No Deductible 76% 69% 78% 71% 88% 77% 29% 40%


All Members Large Group Small Group Non-Group


2012 2013 2012 2013 2012 2013 2012 2013
Generic $10 $10 $10 $10 $10 $10 $10 $10


Brand Formulary $35 $35 $30 $30 $35 $35 $20 $25
Brand Non-Formulary $50 $50 $50 $50 $50 $50 $30 $40


All Members Large Group Small Group Non-Group


2012 2013 2012 2013 2012 2013 2012 2013
Generic $100 $100 $100 $100 $100 $0 $0 $0


Brand Formulary $100 $100 $100 $100 $100 $100 $1,000 $500
Brand Non-Formulary $100 $100 $100 $100 $100 $100 $1,000 $500


All Members Large Group Small Group Non-Group
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OUT-OF-POCKET MAXIMUMS 
Many 2013 health benefit plans include out-of-pocket maximums that limit amount of 
cost sharing that the contract holder or member has to pay in a coverage year, while other 
health benefit plans may have unlimited cost sharing (for 2014, non-grandfathered health 
benefit plans have limits on out-of-pocket maximums due to ACA provisions in section 
1302(c)(1)).  Out-of-pocket maximums can take on many forms relating to a single 
person or family and relating to network tiers.  For the purposes of this report, the out-of 
pocket maximums represent the maximum single person out-of-pocket cost sharing 
expenses (including deductibles) for services within network for a single tier type 
product.  For tiered network products, the maximums in this report relate to the most 
utilized tier.  The table below compares 2012 and 2013 membership distributed by out-
of-pocket maximum ranges. 
 


Table 24:  
Out-of-Pocket Maximum by Market Category 


 
Observations: 


• For all markets shown, the percentage of members with unlimited out-of-pocket expenses 
decreased from 2012 to 2013 (from 28% to 20% in aggregate).  This movement may 
reflect benefit designs being marketed in anticipation of the ACA provisions set to take 
effect in 2014. 


• In the Large Group market the percentage of members with $0-$499 out-of-pocket 
maximums increased from 2% in 2012 to 12% in 2013. 


 
 
COVERED BENEFITS 
Coverage for benefits is based on whether the policy provides coverage at the level 
described in the Supplemental Report bulletin dated February 7, 2014.  Definitions are 
provided in Appendix B of this report for all 28 benefit categories included in the 
Supplemental Report filing.  There were two new benefit coverage categories (Pediatric 
Dental and Pediatric Vision), included as essential health benefits under the Affordable 
Care Act, which were added to this and subsequent Supplemental Reports.  A few of 
these categories had none or very few members without coverage, but all categories are 
listed in the table below.   
 
Covered benefits are subject to greater reporting variation.  This variation is due to 
differences in how carriers interpret policy coverage and the definition of the benefits 


Out-of-Pocket Maximum 2012 2013 2012 2013 2012 2013 2012 2013
$0-$499 2% 9% 2% 12% 0% 0% 0% 0%


$500-$999 8% 8% 11% 11% 0% 0% 0% 0%
$1,000 -$1,499 7% 6% 8% 7% 5% 2% 5% 4%
$1,500-$1,999 4% 3% 5% 4% 1% 1% 2% 2%
$2,000-$2,999 30% 31% 14% 16% 23% 21% 11% 14%
$3,000-$3,999 5% 5% 11% 12% 37% 37% 13% 13%
$4,000-$4,999 10% 10% 5% 4% 4% 6% 7% 9%
$5,000-$9,999 5% 7% 9% 9% 16% 21% 41% 46%


$10,000-$14,999 1% 1% 1% 1% 0% 1% 7% 9%
$15,000-$30,000 0% 0% 0% 0% 0% 0% 2% 3%


Unlimited 28% 20% 34% 25% 14% 12% 12% 0%
Total 480,575 470,266 348,177 346,536 91,553 86,740 40,845 36,991


Avg for Mbrs with OOP Max $2,892 $2,724 $2,560 $2,205 $3,123 $3,477 $5,100 $5,422


All Members Large Group Small Group Non-Group
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which is described in the bulletin.  An enhancement was made in the data collection for 
this report to capture situations where a carrier generally covers the benefit, but not to the 
exact specifications in the Supplemental Report bulletin definition.  In previous 
Supplemental Reports, the carrier was instructed to not to report a benefit as being 
covered by the policy if coverage was not to the exact specifications in the definition.  
For this and subsequent Supplemental Reports, the carriers are instructed to distinguish 
between covering the benefit to the exact specifications, general coverage of the benefit 
but not meeting the exact specifications (identified as DM in the table below), and no 
coverage.   It should be noted that members appearing to be without coverage for a 
particular benefit may obtain coverage for that benefit through a mechanism other than 
the primary insurance carrier. Examples of this include mental health benefits and 
prescription drug coverage provided by an organization external to the employer or 
insurance carrier. 
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Table 25:  
Benefit Category by Market Category in Detail  


 
 


Coverage Category Covered*
All 


Members
Self-


Insured
Fully 


Insured
Large 
Group


Small 
Group


Non-
Group


Yes 100% 100% 100% 100% 100% 100%
Yes, DM 0% 0% 0% 0% 0% 0%


No 0% 0% 0% 0% 0% 0%
Yes 99% 100% 98% 100% 100% 91%


Yes, DM 0% 0% 0% 0% 0% 0%
No 1% 0% 2% 0% 0% 9%
Yes 79% 66% 93% 72% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 21% 34% 7% 28% 0% 0%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 92% 100% 85% 99% 99% 14%


Yes, DM 0% 0% 0% 0% 0% 0%
No 8% 0% 15% 1% 1% 86%
Yes 100% 100% 100% 100% 100% 99%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 1%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 88% 81% 97% 87% 99% 81%


Yes, DM 0% 0% 0% 0% 0% 0%
No 12% 19% 3% 13% 1% 19%
Yes 75% 78% 72% 78% 90% 14%


Yes, DM 0% 0% 0% 0% 0% 0%
No 25% 22% 28% 22% 10% 86%
Yes 76% 54% 99% 68% 99% 96%


Yes, DM 1% 3% 0% 2% 0% 0%
No 23% 43% 1% 30% 1% 4%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 79% 65% 93% 72% 99% 95%


Yes, DM 1% 2% 0% 1% 0% 0%
No 20% 33% 7% 27% 1% 5%
Yes 100% 100% 99% 100% 100% 95%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 1% 0% 0% 5%
Yes 39% 35% 43% 37% 61% 0%


Yes, DM 3% 5% 2% 5% 0% 0%
No 58% 60% 55% 58% 39% 100%
Yes 78% 66% 92% 72% 100% 91%


Yes, DM 0% 0% 0% 0% 0% 0%
No 22% 34% 8% 28% 0% 9%
Yes 79% 66% 93% 72% 100% 90%


Yes, DM 20% 33% 6% 27% 0% 0%
No 1% 1% 2% 0% 0% 10%
Yes 77% 63% 90% 70% 99% 84%


Yes, DM 20% 34% 6% 27% 0% 0%
No 3% 3% 4% 2% 1% 16%


Emergency Room Services


Family Planning Services


Habilitative Services


Hearing Aids


Home Health Care


Hospice


Hospitalization


Infertility Services


Medical Food


Mental Health and Substance 
Abuse


Nutritional Services


Durable Medical Equipment


Ambulance Services


Audiology Screening of  
Newborns


Blood and Blood Products


Case Management Programs


Chiropractic Services
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*Yes – indicates that the service is covered and meets the exact specifications of the 
service description characterized in the Supplement Report Bulletin 
Yes, DM – indicates that the service is generally covered but does not meet the exact 
specifications of the service description characterized in the Supplemental Report 
Bulletin 
No – indicates that the service is not covered 
  
Typically fewer fully-insured or Small Group members are without coverage for a 
particular benefit.  This is probably due to NH laws for mandated benefits.  Larger 
employers are more likely to be self-insured and have more flexibility to negotiate which 
benefits will be covered under their policy. 
   
There was a noticeable increase in the percentage of members with coverage for Pediatric 
Dental Services and Pediatric Vision Services in the self-insured market.  In 2012, 55% 
of self-insured business covered Pediatric Dental Services while 58% covered Pediatric 
Vision Services.  In 2013, 62% of self-insured members had Pediatric Dental coverage 
while 68% had Pediatric Vision Coverage.  Pediatric Dental and Pediatric Vision services 
are considered Essential Health Benefits under the Affordable Care Act.  Beginning in 


Coverage Category Covered*
All 


Members
Self-


Insured
Fully 


Insured
Large 
Group


Small 
Group


Non-
Group


Yes 100% 100% 100% 100% 100% 100%
Yes, DM 0% 0% 0% 0% 0% 0%


No 0% 0% 0% 0% 0% 0%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 99% 100% 99% 100% 100% 94%


Yes, DM 0% 0% 0% 0% 0% 0%
No 1% 0% 1% 0% 0% 6%
Yes 62% 59% 64% 56% 74% 89%


Yes, DM 0% 0% 0% 0% 0% 0%
No 38% 41% 36% 44% 26% 11%
Yes 68% 72% 64% 64% 75% 89%


Yes, DM 0% 0% 0% 0% 0% 0%
No 32% 28% 36% 36% 25% 11%
Yes 99% 100% 97% 100% 100% 83%


Yes, DM 0% 0% 0% 0% 0% 0%
No 1% 0% 3% 0% 0% 17%
Yes 87% 83% 91% 85% 90% 95%


Yes, DM 0% 0% 0% 0% 0% 0%
No 13% 17% 9% 15% 10% 5%
Yes 95% 93% 98% 94% 100% 96%


Yes, DM 4% 7% 1% 6% 0% 0%
No 0% 0% 1% 0% 0% 4%
Yes 84% 73% 96% 79% 100% 96%


Yes, DM 15% 27% 3% 21% 0% 0%
No 1% 0% 1% 0% 0% 4%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 81% 67% 94% 74% 100% 96%


Yes, DM 0% 0% 0% 0% 0% 0%
No 19% 33% 6% 26% 0% 4%


Preventive Services


Skilled Nursing Facility


Transplants


Well Child and Immunization 
Benefits


Outpatient Laboratory and 
Diagnostic Services


Outpatient Rehabilitation 
Services


Pediatric Dental Services


Pediatric Vision Services


Pregnancy and Maternity 
Services


Prescription Drugs


Outpatient Hospital Services 
and Surgery
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2014, all non-grandfathered plans must cover Essential Health Benefits.  The increase 
may be due to self insured plans adjusting their plan designs to be compatible with the 
Essential Health benefits requirements to prepare for 2014.   
 
A category with a noticeable decrease in coverage was Prescription Drugs.  In 2012, 
coverage for Presciption drugs was described by carriers as 94% of all New Hampshire 
situs members having coverage.  In 2013, 87% of all New Hampshire situs members had 
coverage for this benefit.  It is likely that this decline is due to more carriers, TPAs and 
self insured groups using a prescription drug vendor to administer the drug benefits for 
their members.  
 
Another category with a noticeable increase in percentage of enrollees with coverage was 
Family Planning Services.  In 2012, carriers reported that 94% of enrollees had Family 
Planning Services covered.  In 2013, the percentage has decreased to 88%.  This decline 
was due to a decline in the number of self-insured members with coverage for Family 
Planning services.     
 
 
CARRIER MEMBERSHIP DISTRIBUTION 
Data submitted for the Supplemental Report is based on policyholder and New 
Hampshire residents.  The data include insured members who reside outside of NH if 
covered under a NH policy as well as insured members employed in a NH branch 
location but covered under an out-of-state health policy.  These data include self-funded 
accounts.  
 
The following companies have been grouped into one “family” company name for the 
tables below: 


• Anthem includes: Anthem Health Plans of NH and Matthew Thornton  
• Assurant includes: Time Life Insurance Company and John Alden Life Insurance 


Company 
• CIGNA includes: CIGNA Health and Life Insurance Company and Connecticut 


General Life Insurance Company 
• Harvard Pilgrim includes: Harvard Pilgrim HealthCare of NE, HPHC Insurance 


Company, Harvard Pilgrim Health Care, and Health Plans, Inc. 
 
Based on the Supplemental Report submission, the distribution of members by carrier, 
coverage type, and market segment is shown in the charts below. 
 
 
 
 
 
 
 
 
 







Page 28 of 56 
 


Table 26:  
Distribution of Members by Carrier (NH Situs and Non-NH Situs) 


 
 
Chart 1:  


Distribution of Members by Carrier 


 
 


 
 
 


Health Insurance Carrier/TPA
Self-Insured 


Members
Fully-Insured 


Members Total Members
Percentage of 


Total
Anthem 106,970               136,671               243,641               38.6%
CIGNA 145,273               21,610                 166,883               26.4%
Harvard 69,622                 78,560                 148,182               23.5%
Aetna 40,978                 6,125                   47,103                 7.5%
MVP 8                          9,336                   9,344                   1.5%
United Healthcare -                       7,734                   7,734                   1.2%
Assurant -                       4,514                   4,514                   0.7%
Chesapeake -                       1,831                   1,831                   0.3%
Celtic -                       707                      707                      0.1%
Usable Mutual 653                      -                       653                      0.1%
Health Partners 441                      -                       441                      0.1%
State Farm -                       175                      175                      0.0%
American Republic -                       -                       -                       0.0%


Total 363,945               267,261               631,206               100.0%


Anthem
39%


CIGNA
26%


Harvard
23%


Aetna
7%


MVP
2%


United Healthcare
1%


Assurant
1%


All Other Carriers
1%


Health Insurance/TPA Market Share
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Chart 2:  
Health Insurance Carrier/TPA Member Distribution by Coverage Type 


 
 


Chart 3:  
Health Insurance Carrier/TPA Member Distribution by Market Category 
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LIMITED COVERAGE AND LIMITED ELIGIBILITY POLICIES  
 
Some heath insurance policies offered in the NH insurance market have limited coverage 
and/or limited eligibility.  Policies of this type include stoploss, student, and high risk 
pool.  Descriptions and comments related to each are below the summary table.     
 
The following table shows Summary Statistics for members enrolled in Limited 
Coverage and Limited Eligibility Policies.      
 


Table 27:  
Limited Coverage Summary Statistics 


 
 
Stoploss insurance is an example of an insurance policy with limited coverage.  It 
protects against catastrophic or unpredictable losses.  Groups with stoploss insurance are 
liable for all claims up to a specific or aggregate prescribed threshold.  The insurance 
company offering stoploss coverage only becomes liable for claims after the prescribed 
threshold has been exceeded.  Specific stoploss caps a member’s claims at a dollar 
threshold for that member, such as $100,000, and the stop loss carrier becomes liable for 
that individual’s claims once they exceed that threshold in the policy year.  A stoploss 
carrier offering aggregate stoploss projects claims in total for the group, and the carrier 
becomes liable when claims exceed the expected claims plus a prescribed corridor or 
margin such as 125% of projected claims.  Stop loss carriers can offer either type of 
stoploss independently, or offer them together. If offered together, the specific stoploss is 
typically accounted for first.  Please note that stoploss coverage data above is for 
employer groups only and excludes any reinsurance coverage that an insurance or stop 
loss carrier may purchase for an additional layer of reinsurance. 
 
Approximately 47% of the total self-insured membership has some type of stoploss 
coverage. Some very large employers with more credible claims experience and the 
ability to absorb a greater amount of risk are more likely to forgo purchasing stoploss 
protection.  
  
The loss ratio for stoploss increased significantly in 2013 and is 83%, which is up from 
69% in 2012. The increase in 2013 is driven by one large stoploss carrier realizing a large 
increase in their loss ratio. 


Limited Coverage Situs Members
Premium 


PMPM Claims PMPM Loss Ratio
Stoploss NH 100,247           28$                31$                      111%
Stoploss non-NH 71,919             98$                70$                      72%
Stoploss Total NH & non-NH 172,165         57$               47$                     83%


Student NH 250                  91$                51$                      56%
Student non-NH 914                  38$                      
Student Total NH & non-NH 1,164              41$                     


High Risk Pool (NHHP) NH 2,785               569$              884$                    155%
High Risk Pool (NHHP-FED) NH 337                  480$              3,683$                 767%
High Risk Pool Total NH 3,122              560$            1,186$               212%
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Stoploss data was collected at a more detailed level of coverage for the 2013 
Supplemental Report as compared to the data collected for the 2012 Supplemental 
Report.  Data was collected for each threshold level of stoploss that was underwritten. 
For example, specific stoploss policies could cover individuals at thresholds of $100,000, 
$150,000, $200,000, etc. depending upon a group’s tolerance for risk.  While in total the 
stoploss data that was collected is reasonable, data reported at the more detailed coverage 
level may not be accurate and so is not included in this report. 
 
Student health insurance is an example of a health insurance product where eligibility is 
limited.  Coverage for student health insurance is offered through participating colleges 
and universities and specific eligibility rules apply.   In 2013 the average membership for 
NH Sitused student insurance is 250, a substantial decrease from the 2012 membership of 
1,566.  The loss ratio also decreased, from 88% to 56%, but given the dramatic change in 
the student insurance population and the minimal enrollment, volatility is not unexpected.   
 
Insurance offered in a High Risk Pool is another example of insurance coverage where 
the eligibility is limited, specifically to high risk members.  For 2013 there are two 
options for high risk members seeking coverage in a High Risk Pool in NH.  The New 
Hampshire Health Plan (NHHP) was established as a high risk pool under state statute to 
provide health insurance to NH residents who are declined coverage through the private 
market, and members who have a pre-qualifying condition or are otherwise not eligible 
for health insurance.  The NHHP-FED is a federal high risk pool established by the 
United States Department of Health and Human Services (HHS) to provide access to 
affordable health insurance coverage for the uninsured regardless of health condition.  
The NHHP administers the federal plan on behalf of HHS. Both of the high risk pools in 
existence for 2013 are impacted by the implementation of the Affordable Care Act 
(ACA). Starting in January of 2014, the ACA provides “guaranteed issue” coverage, 
meaning carriers can no longer deny high risk individuals seeking coverage.  Individuals 
can purchase coverage on or off the insurance exchange (the Marketplace) regardless of 
their health status.  As a result, the federal high risk pool ceased operations on June 30, 
2013. The members were given the opportunity to transition to coverage provided 
through the federally run preexisting coverage insurance plan (PCIP) beginning July 1, 
2013. The New Hampshire high risk pool was scheduled to cease operations on 
December 31, 2013. However due to delays in ACA Marketplace enrollment capabilities 
the New Hampshire High Risk pool remained open until June 30, 2014. At that time the 
New Hampshire high risk pool ceased operations.  All pool members were eligible to 
purchase guarantee issue plans through the insurance Marketplace. As a result of these 
changes, membership data in the federal high risk pool ended in June of 2013, which 
explains the membership decrease from 2012 to 2013. New Hampshire high risk pool 
data will only reflect membership through June 2014 in the 2014 Supplemental Report, 
and this data will no longer be included in Supplemental Reports after 2014.  Please note 
that the premiums shown in the table above for the High Risk Pool reflect what the 
insured member pays and do not include assessments or government subsidies. 
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SUPPLEMENTAL REPORT HISTORY 
 
The first round of Supplemental Report filings occurred on May 1, 2002, and included 
data from calendar year 2001. The first data submission applied only to licensed non-
profit health service corporations and licensed health maintenance organizations. All 
other licensed health carriers filed in 2003.  In 2006, the department substantially revised 
the bulletin that describes how data need to be submitted to the NHID.  For this reason, 
the 2006 report cannot be compared to prior submissions.  The 2007 bulletin had minor 
changes, but included a separate variable for self-insured vs. fully-insured data.  This 
separation allows greater insight into the market dynamics of the differing policy types. 
The 2009 bulletin clarified that out-of-state employer’s branch location in NH shall be 
considered a New Hampshire employer, and the carrier/TPA shall submit data for all 
members who are employed at that branch location.  Beginning in 2012, to ease the 
burden on carriers submitting data for the Supplemental Report, the New Hampshire 
Insurance Department no longer requires carriers to submit benefit option details and 
premium for non-NH situs membership.  Carriers continue to submit membership and 
claims information for non-NH situs enrollment.  For the 2013 Supplemental Report, the 
New Hampshire Insurance Department changed the reporting requirements to better align 
with recent federal reporting requirements related to the implementation of the 
Affordable Care Act.  The most significant change was to modify the definition of 
Actuarial Value (AV) from a New Hampshire specific definition to the Minimum Value 
(MV) measure as outlined in Section 1302 of the Affordable Care Act.  Using the MV 
will result in more consistent comparisons of benefit design richness across product lines 
and market segments.  In 2012 and prior versions of this report, the standard benefit 
designs (denominator) used in the calculation of AV represented small group and differed 
by product (HMO, PPO, POS, Indemnity).  This resulted in AVs that not only reflected 
market segment pricing differences but the AVs also could not be used to compare 
benefit richness across product lines.  Other significant changes for the 2013 
Supplemental Report were to expand the detail collected on both first dollar health 
coverage benefit designs and Stoploss coverage attachment points.  Due to these and 
other changes, the New Hampshire Insurance Department required that carriers re-submit 
2012 data in the new format to use as a baseline for the 2013 report so that the measures 
would be consistent and accurately reflect the year over year change (2013 versus 2012).    
Tables from the 2012 Supplemental Report have been restated in Appendix C of this 
report and will allow for a consistent comparison to the 2013 Supplemental Report.   
 
DATA COLLECTED 
 
The Supplemental Report data collection applies to all health insurance companies and 
health maintenance organizations licensed in New Hampshire.  All third party 
administrators (TPAs) licensed or registered in New Hampshire must submit data.   
 
Data submitted by TPAs must comply with instructions in order to compare self-insured 
costs to what is experienced with underwritten insurance.  To compare self-insured to 
fully-insured, a premium equivalent is calculated, based on the total cost to the employer 
including special programs such as disease management.     
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Data are submitted to the NHID by stop loss companies as a part of the Supplemental 
Report data collection process, but are reported separately to avoid double counting.  The 
membership covered under these polices are tracked through the TPA, as is the overall 
health insurance premium equivalent and the corresponding medical claims.   
 
Carriers meeting the de minimis exemption do not submit data that are tabulated in this 
report.  Carriers that write less than $250,000 in accident and health insurance premiums 
in New Hampshire are no longer required to submit a null report.  TPAs with fewer than 
2,400 covered life months are not required to file a report with the NHID.   
 
Data are collected for New Hampshire policies, including when an organization has 
“bricks and mortar” in New Hampshire.  For example, assume a TPA administers a 
health benefit plan.  This plan covers a New Hampshire employer and there are 250 lives 
associated with this employer’s plan of which 100 of the 250 lives are Massachusetts 
residents, and the remaining 150 lives are New Hampshire residents.  This TPA is 
required to report all lives, regardless of the state of residency, covered through this plan 
as they are all associated with a NH employer’s health benefit plan. 
 
In another example, assume a TPA administers a health benefit plan.  This plan is for a 
Massachusetts employer and there are 500 lives associated with this employer’s plan and 
the employer has no facilities in NH.  Half of these lives are New Hampshire residents 
whose principal place of employment is in Massachusetts.  This TPA would be required 
to report limited data for the NH residents but would not report on the non-NH residents 
since the coverage is not associated with a NH employer’s health benefit plan.  The same 
principles apply to fully-insured policies.  Policies issued to NH employers or that cover 
members who have a work location in New Hampshire should be reported in the New 
Hampshire Supplemental Report.   
 
For an explanation of the data fields used in the Supplemental Report, please see the 
Supplemental Report bulletin on the NHID website that describes how the data must be 
submitted to the NHID:   
http://www.nh.gov/insurance/media/bulletins/documents/ins_14_005_ab.pdf 
 
DATA NOTES 
 
Supplemental Report data are submitted to the NHID by July 15 of each year for 
premium billed and claims with a date of service during the prior calendar year.  The 
length of time after the incurred period is needed in order to adequately capture data on a 
“claims paid” basis, which may take several months for the provider to submit the claim, 
the carrier to process the claim, and the data to be loaded in reporting databases. 
 
Due to the methodology of the Actuarial Value statistic changing in the 2013 
Supplemental Report, it was necessary to have carriers resubmit the 2012 data in the new 
format.  This allowed for consistent comparison between 2012 and 2013.  This special re-
submission of the 2012 data was due on March 15, 2014.    
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Upon receiving data from the carrier, the NHID analyzes the submission and provides a 
summary report back to the carrier.  This quality assurance process takes place to confirm 
that what is submitted by the carrier is reasonable and without major errors that 
occasionally develop during a data submission process.  Additionally, questions are 
presented to the carriers when apparent anomalies are discovered upon examination of 
the submitted data.  As a result, some carriers resubmit data to correct errors, however not 
all anomalies and data errors are eliminated with this process.  No further auditing of the 
data takes place.   
 
Many of the statistics in this report are based on membership.  Membership numbers are 
calculated averages based on member months.  If a member was covered for twelve 
months, that member is reported to the NHID with twelve member months and represents 
one complete member.  If a member was only insured for half the year, six months are 
reported and the membership value is 0.5.  This method of averaging allows the NHID to 
provide comparable numbers of members, when in practice the actual number of 
members fluctuates throughout the year.  Additionally, many individuals may be insured 
for only part of the year due to moving in or out of state, changing employers, or 
becoming uninsured.  The averaging mechanism avoids overestimating the number of 
persons insured by counting membership on a pro-rated basis.  As members can be 
counted on a partial basis, summary totals may differ due to rounding errors. 
 
“Loss ratio” is the term that is used to assess what percentage of the premium is paid out 
for medical claims.  Loss ratio is calculated using the data submitted in the Supplemental 
Report by dividing the total medical and pharmacy claims dollars by the total premium 
dollars.  This calculation also takes place for self-funded insurance using a premium 
equivalent. 
 
Third party administrators (TPAs) calculate an earned premium equivalent based on the 
contribution rates established for the coverage being reported.  These premium 
equivalents include all funds collected by the TPA from the account in relation to the 
TPA's administration of the group's health plan.  The funds include provisions for claims, 
administration, stop-loss insurance, TPA's profit margins, commissions, wellness 
programs, network fees, and disease management programs.   
 
A loss ratio of 0.85 indicates that 85 cents of every premium dollar is used to cover the 
cost of medical claims.  The difference between 0.85 and 1.0 in this example (equal to 15 
cents of every premium dollar) is the amount that covers carrier administrative costs and 
profit, but does not include all factors that affect carrier profitability.     
 
Average premiums are provided in this report.  These averages are calculated by the 
NHID on a per member per month basis.  This allows comparability, but the average 
premiums will not reflect the actual premium paid by any particular enrollee.  This is due 
to several factors related to the way premiums are calculated, including the application of 
rating factors, the employee/employer contributions, and premium tiering for coverage 
types including family, couple, and individual. 
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Actuarial Values (AVs) were calculated in accordance with the reporting requirements by 
using the Minimum Value (MV) calculator tool which was made available by HHS.  In 
some instances, plan designs were not compatible with the MV calculator so other 
methods of estimation were allowed.  As with any model or tool, the MV calculator has 
limitations but should produce an accurate measure most of the time.  With respect to 
health plan designs that are compatible with Health Savings Accounts (HSAs) and Health 
Reimbursement Accounts (HRAs), employer contributions may be used to meet 
deductibles, to meet out of pocket maximums and to pay for benefits that are medically 
necessary but not covered by the health plan.  For the purposes of this report, most 
carriers did not include employer contributions to HSAs or HRAs when calculating the 
Actuarial Value for the plan designs.  Employer contribution totals are not always 
available to carriers and TPAs, especially when an outside vendor is being used to 
administer the HSAs or HRAs.  However, one large carrier assumed a standard employer 
contribution for all HSA and HRA compatible plan designs.   
 
Benefit richness is a ratio of the unadjusted premium to the adjusted premium (premium 
divided by the actuarial values submitted by the carriers).  When aggregating data, the 
benefit richness is the ratio of the sum of the unadjusted premiums divided by the sum of 
the adjusted premiums. 
 
Starting July 1, 2012, children using Healthy Kids Silver through Harvard Pilgrim Health 
Care were moved to Medicaid.  The Supplemental Report does not include data for 
members enrolled in plans administered by Medicaid.  Caution must be used when 
comparing the results from the 2012 Supplemental Report to the 2013 Supplemental 
Report since the 2012 measures include half a year’s worth of Healthy Kids data while 
the 2013 measures do not contain Healthy Kids data.  In the 2012 Supplemental 
Reporting data, Harvard is reporting the Healthy Kids population in the Non-group 
market category.   
 
Typically when insured members visit a primary care provider or a specialist, they are 
responsible for paying a copay amount.  In some plan designs, these visits are subject to 
the medical deductible and coinsurance and there is no copay.  One large carrier did not 
distinguish between plan designs with a $0 copay and plan designs where the medical 
deductible and coinsurance applied.  Caution must be used when reviewing the copay 
data. 
 
Carriers are beginning to become accustomed to the new Stop Loss reporting 
requirements.  In the 2013 Supplemental Reporting process, more detailed stop loss 
information was collected (aggregate versus specific thresholds, etc).  This report does 
not show detailed information because one large carrier was unable to accurately report 
data by threshold level.   
 
The New Hampshire Insurance Department is striving for data consistency across all 
reporting requirements.  The Supplemental Reporting process requires that carriers and 
TPAs compare, at a high level for data elements that are comparable, the Supplemental 







Page 36 of 56 
 


Report data submitted to data reported in the NAIC Supplemental Health Care Exhibit 
(SHCE) and the data submitted to New Hampshire Comprehensive Health Care 
Information System (NHCHIS).  In most instances, carriers/TPAs were able to reconcile 
within a reasonable tolerance against the SHCE after conducting research.  There were 
some carriers that were unable to line up with the data that they submitted to the 
(NHCHIS).  Ongoing research is being conducted and carriers are expected to improve 
data submissions and reconciliations in next year’s Supplemental Report submission.       
 
Carriers not submitting accurate and compliant data to the NHID are subject to 
enforcement actions. 
  
Due to the unique nature of these products and to avoid double counting stop-loss, data 
related to policies for stop-loss, student coverage, blanket insurance, and the high risk 
pool were included only in the table titled ‘LIMITED COVERAGE AND LIMITED 
ELIGIBILITY POLICIES’, and were excluded from the remainder of the report.  The 
stop loss data in the 2013 Supplemental Report is based on only a portion of the stop loss 
market in New Hampshire.        
 
Like any data collection tool, the Supplemental Reporting tool has limitations.  These 
limitations are not unlike any that are to be expected with survey data.  Therefore, while 
the NHID believes this report accurately represents the health insurance marketplace in 
New Hampshire, we believe that the data include a degree of error that cannot be 
eliminated with this type of reporting process.   
 
Comments or questions should be directed to tyler.brannen@ins.nh.gov. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Page 37 of 56 
 


Appendix A – Detailed Distribution of Members by Deductible  
 


 
 


Deductible All Members Self-Insured Fully-Insured Large Group Small Group Non-Group


$0 28% 52% 3% 38% 0% 0%
$100 0% 1% 0% 1% 0% 0%
$125 0% 0% 0% 0% 0% 0%
$135 0% 0% 0% 0% 0% 0%
$147 0% 0% 0% 0% 0% 0%
$150 0% 0% 0% 0% 0% 0%
$200 2% 4% 0% 3% 0% 0%
$250 4% 7% 0% 5% 0% 0%
$300 1% 1% 0% 1% 0% 0%
$400 0% 0% 0% 0% 0% 0%
$500 6% 10% 2% 8% 0% 1%
$600 0% 0% 0% 0% 0% 0%
$750 2% 3% 1% 3% 0% 0%
$900 0% 0% 1% 0% 0% 0%


$1,000 7% 3% 11% 6% 8% 12%
$1,100 0% 0% 0% 0% 0% 0%
$1,200 0% 0% 0% 0% 0% 0%
$1,250 1% 1% 1% 1% 0% 4%
$1,300 2% 4% 0% 3% 0% 0%
$1,350 0% 0% 0% 0% 0% 0%
$1,500 4% 3% 4% 4% 2% 3%
$1,600 0% 0% 0% 0% 0% 0%
$1,700 0% 0% 0% 0% 0% 0%
$1,750 0% 0% 0% 0% 0% 1%
$2,000 10% 1% 19% 6% 27% 5%
$2,100 0% 0% 0% 0% 0% 0%
$2,150 0% 0% 0% 0% 0% 0%
$2,250 0% 0% 0% 0% 0% 0%
$2,400 0% 0% 0% 0% 0% 0%
$2,500 4% 3% 6% 3% 3% 18%
$2,550 0% 0% 0% 0% 0% 0%
$2,600 0% 0% 0% 0% 0% 0%
$2,700 0% 0% 0% 0% 0% 0%
$2,800 0% 0% 0% 0% 0% 0%
$2,850 0% 0% 0% 0% 0% 0%
$3,000 16% 4% 29% 11% 42% 1%
$3,050 0% 0% 0% 0% 0% 0%
$3,500 0% 0% 1% 0% 0% 3%
$3,750 0% 0% 0% 0% 0% 0%
$4,000 3% 1% 5% 2% 6% 4%
$4,500 0% 0% 0% 0% 0% 0%
$4,950 0% 0% 0% 0% 0% 0%
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Deductible All Members Self-Insured Fully-Insured Large Group Small Group Non-Group


$5,000 6% 1% 11% 3% 11% 23%
$5,100 0% 0% 0% 0% 0% 0%
$5,150 0% 0% 0% 0% 0% 0%
$5,500 0% 0% 0% 0% 0% 0%
$5,950 1% 0% 2% 0% 0% 13%
$6,000 0% 0% 1% 1% 0% 0%
$6,500 0% 0% 0% 0% 0% 0%
$7,000 0% 0% 0% 0% 0% 0%
$7,500 0% 0% 0% 0% 0% 2%
$9,500 0% 0% 0% 0% 0% 0%


$10,000 1% 0% 1% 0% 0% 8%
$12,000 0% 0% 0% 0% 0% 1%
$15,000 0% 0% 0% 0% 0% 0%
$25,000 0% 0% 0% 0% 0% 0%
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Appendix B- Benefit Category Descriptions 
 
Ambulance Service Includes:  ambulance transportation. 
Audiology Screening for 
Newborns 


Includes:  covered for one screening and one confirming 
screening. 


Blood and Blood Products Includes:  fees associated with the collection or donation of 
blood or blood products, all cost recovery expenses for 
blood, blood derivatives, components, biologics, and 
serums to include autologous services and albumin. 


Case Management Program Includes:  available for medically complex and costly 
services. 


Chiropractic Services Includes chiropractic services. 
Durable Medical Equipment 
(DME) 


Includes:  nebulizers, peak flow meters, and diabetes 
glucose monitoring equipment. 


Emergency Room Includes:  emergency room treatment. 
Family Planning Services Full range of services including:   


Counseling services and patient education; examination 
and treatment by medical professionals; laboratory 
examinations and tests; medically approved methods, 
procedures, pharmaceutical supplies and devices to 
prevent conception.  This category does not include 
infertility services; these services are covered under a 
separate benefit category. 


 


Habilitative Services Includes:  coverage for children 0-19 years of age for 
treatment of congenital and genetic birth defects. 


Hearing Aids Includes:  coverage and services as defined by NH State 
Law; including hearing aid for each hearing-impaired ear, 
every 60 months. 


Home Health Care Includes:  coverage as an alternative to otherwise covered 
services in a hospital or other related institution. 


Hospice Includes:  coverage same as Medicare, including nursing 
care, medical social services, physicians' services, 
counseling services, short-term inpatient care, medical 
appliances and supplies, home health aide services, 
physical therapy, occupational therapy, speech-language 
pathology, and other items and services. 


Hospitalization Includes:  unlimited (includes detoxification) 
Infertility Services  Includes:  coverage for services obtained after diagnosis of 


infertility including all non-experimental infertility 
procedures including, but not limited to, artificial 
insemination and intrauterine insemination, in vitro 
fertilization and embryo transfer, gamete intrafallopian 
transfer, sperm and/or egg procurement and processing, 
intracytoplasmic sperm injection, zygote intrafallopian 
transfer, assisted hatching, cryopreservation of eggs, and 
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infertility-related drugs.   
 
Does not include any experimental infertility procedure, 
surrogacy, or reversal of voluntary sterilization. 


Medical Food Includes:  for persons with metabolic disorders when 
ordered by a health care practitioner qualified to provide 
diagnosis or treatment in the field of metabolic disorders 


Mental Health and 
Substance Abuse 


Includes:  when delivered through a managed care system 
for 60 inpatient days with partial hospitalization traded on 
a 2 to 1 basis and unlimited outpatient visits 


Nutritional Services  Includes:  six visits per year for cardiovascular disease, 
diabetes, malnutrition, cancer, cerebral vascular disease, or 
kidney disease. 


Outpatient Hospital Services 
& Surgery 


Includes:  outpatient hospital services and surgery. 


Outpatient Laboratory & 
Diagnostic Services 


Includes:  outpatient laboratory and diagnostic services. 


Outpatient Short-Term 
Rehabilitative Services 


Includes:  physical therapy, speech therapy, and 
occupational therapy. 


Pediatric Dental Services Includes:  coverage for diagnostic, preventative services, 
minor and major restorative services, implants, and 
orthodontia.  Minor restorative services include but are not 
limited to filings, crowns, and oral surgery for impacted 
teeth.  Major restorative services include inlays, root canals 
and fixed prosthesis. 


Pediatric Vision Services Includes:  but is not limited to, diagnostic services, frames 
& prescription lenses, or contact lenses. 


Pregnancy and Maternity Includes:  services related to pregnancy and maternity. 
Prescription Drugs (Rx) Includes:  prescriptions available on an open formulary 


with coverage at least the generic drug equivalent amount 
when the brand name drug is prescribed. 


Preventive Services Includes:  preventive services as defined and required in 
the Affordable Care Act as of the reporting year. 


Skilled Nursing Facility Includes:  100 days as an alternative to otherwise covered 
care in a hospital or other related institution.   


Transplants Includes:  for bone marrow, cornea, kidney, liver, lung, 
heart, pancreas, and pancreas/kidney transplants.   


Well Child & Immunization 
Benefits 


Includes:  for children 0 – 13 years of age. 
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Appendix C – 2012 Supplemental Report Restated Tables 
 
Appendix C shows tables from the 2012 Supplemental Report that have been restated and 
will allow for a consistent comparison to the tables in the 2013 Supplemental Report. 
Table numbers in the appendix correspond to the table numbers used in the main portion 
of the report. 
 
SUMMARY STATISTICS 
 
NH SITUS ONLY STATISTICS 


• Total premiums and premium equivalents = $2,506,524,086 
• Total claims = $2,178,430,366 
• Average loss ratio = 86.9% 
• Average number of members insured = 480,575 
• Average member premium per month: 


o Large Group $453 
o Small Group $432 
o Non-group $286 


 
Table 1 (2012): 


All Members, by Market Category and Policy Situs 


 
 


Table 2 (2012): 
Small Group Members 


 
 


Table 3 (2012): 
Membership Distribution by Market Category 


 
 


 
 
 
 
 
 


NH Situs non-NH Situs Total
Large Group 348,177            149,456            497,633          
Small Group 91,553              9,890                101,443          
Non-Group 40,845              44                     40,890             
Total 480,575          159,391          639,966          


NH Situs non-NH Situs Total
Groups of 1 Employee 2,407                691                   3,098               
Groups of 2 to 50 Employees 89,146              9,199                98,345             


NH Situs non-NH Situs Total
Large Group 54% 23% 78%
Small Group 14% 2% 16%
Non-Group 6% 0% 6%
Total 75% 25% 100%
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Table 4 (2012): 
Percentage of Members within each Market/Situs that are Fully Insured 


 
 
 
HIGH DEDUCTIBLE HEALTH PLANS 


• For 2012, the percent of members in an IRS defined High Deductible Health Plan 
(HDHP) for NH situs members is 15%, compared to 18% for non-NH situs 
members.  


 
 
DEDUCTIBLES 
Most common deductible amounts, based on percent of covered members (NH Situs 
only): 


• $0 – 30% 
• $500 –  7%  
• $1,000 –  8% 
• $2,000 – 10% 
• $3,000 –  14% 
• $5,000 –  5% 


 
 
CO-INSURANCE 
Most common co-insurance amounts, based on percent of covered members (NH Situs 
only): 


• 0% co-insurance –   99.3% 
• 10% co-insurance –   0.1% 
• 20%  co-insurance –   0.1%  


 
 
COPAYS 
Most common copay amounts, based on percent of covered members (NH Situs only): 


• $0 – 13%  
• $5 –  7% 
• $10 –  11% 
• $15  –  11%  
• $20  – 19% 
• $25 – 29% 


 
 
 
 


NH Situs non-NH Situs Total
Large Group 30% 16% 26%
Small Group 99% 97% 99%
Non-Group 100% 100% 100%
Total 49% 21% 42%
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DETAILED ANALYSES 
 
AVERAGE PREMIUMS  
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 


 
Table 7 (2012):  


Average Premium PMPM by Market Category and Plan Type 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Market 
Category Plan Type Members


Avg 
Premium Members Avg Premium


HMO 92,613 $471 62,249 $450
POS 40,982 $489 3,489 $483
PPO 105,146 $430 32,506 $429
EPO 5,817 $367
Indemnity 4,607 $549 768 $576
HMO 169 $521 69,533 $427
POS 4 $556 1,318 $431
PPO 363 $484 15,013 $442
EPO 5,091 $457
Indemnity 62 $508
HMO** 4,762 $206
POS
PPO 34,606 $302
EPO** 4 $559
Indemnity** 1,473 $191


243,945 $458 236,630 $411


Self-Insured* Fully Insured


Large Group


Small Group


Non-Group
No Membership Reported


Total


No Membership Reported


No Membership Reported


No Membership Reported


No Membership Reported
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Average Premiums with Benefit Richness  
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 
 


Table 8 (2012):  
Average Premium PMPM and Benefit Richness by Market Category and Plan Type 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Plan Type Market 
Category


Members Avg Premium Benefit 
Richness


Members Avg Premium Benefit 
Richness


Large Group 92,613 $471 0.92 62,249 $450 0.82
Small Group 169 $521 0.90 69,533 $427 0.80
Non-Group** 4,762 $206 0.89


Large Group 40,982 $489 0.94 3,489 $483 0.81
Small Group 4 $556 0.92 1,318 $431 0.72
Non-Group


Large Group 105,146 $430 0.85 32,506 $429 0.81
Small Group 363 $484 0.86 15,013 $442 0.78
Non-Group 34,606 $302 0.72


Large Group 5,817 $367 0.76
Small Group 5,091 $457 0.76
Non-Group** 4 $559 0.70


Large Group 4,607 $549 1.01 768 $576 0.83
Small Group 62 $508 0.90
Non-Group** 1,473 $191 0.62


243,945 $458.05 0.90 236,630 $410.51 0.79


No Membership Reported


No Membership Reported


No Membership Reported


No Membership Reported


No Membership Reported


No Membership Reported


Indemnity


Total Members


No Membership Reported


Self-Insured* Fully Insured


HMO


POS


PPO


EPO
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Average Premium and Adjusted Premium  
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 
 


Table 10 (2012):  
Average Premium and Adjusted Premium by Plan Type, Market Category, and 


Coverage Type  


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Plan Type Market 
Category


Members Avg 
Premium


Adjusted 
Premium


Members Avg 
Premium


Adjusted 
Premium


Large Group 38% $471 $510 26% $450 $551
Small Group 0% $521 $579 29% $427 $534
Non-Group** 2% $206 $231


Large Group 17% $489 $522 1% $483 $595
Small Group 0% $556 $605 1% $431 $599
Non-Group


Large Group 43% $430 $503 14% $429 $531
Small Group 0% $484 $562 6% $442 $568
Non-Group 15% $302 $419


Large Group 2% $367 $484
Small Group 2% $457 $599
Non-Group** 0% $559 $798


Large Group 2% $549 $547 0% $576 $696
Small Group 0% $508 $565
Non-Group** 1% $191 $306


243,945 236,630


PPO
No Membership Reported


EPO No Membership Reported


Indemnity No Membership Reported
No Membership Reported


Total Members


Self-Insured* Fully Insured


HMO
No Membership Reported


POS
No Membership Reported No Membership Reported
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State and Municipal Account Comparison 
 


Table 11 (2012):  
Average Premium and Adjusted Premium by Account Type 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Plan Type Account Type
Percent of 
Members


Avg 
Premium*


Benefit 
Richness


Adjusted 
Premium*


State 5% $440 0.90 $489
Municipal 10% $459 0.94 $490
Healthy Kids 1% $198 0.89 $222
All Other Accounts 32% $451 0.82 $547


State 1% $627 0.90 $696
Municipal 5% $508 0.98 $520
All Other Accounts 3% $406 0.84 $484


State 0% $550 0.90 $611
Municipal 0% $543 0.90 $605
All Other Accounts 39% $406 0.82 $497


State
Municipal 0% $486 0.80 $607
All Other Accounts 2% $409 0.76 $538


State
Municipal 1% $738 1.00 $741
All Other Accounts 1% $291 0.83 $351


480,575 $435 0.85 $514


HMO


POS


PPO


EPO


Indemnity


No Membership Reported


No Membership Reported


Total Members
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MARKET CATEGORY 
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 
 


Table 12 (2012):  
Loss Ratios by Market Category and Coverage Type  


 
 
 
DEDUCTIBLES  
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 
 


Table 14 (2012):  
Deductible by Coverage Type and Market Category 


 
 
 


 


Market Category
All 


Members Loss Ratio
Self-Insured 


Members Loss Ratio
Fully-Insured 


Members Loss Ratio


Total Large Group 66% 0.89 87% 0.92 44% 0.83
Employers with 51-99 Employees 7% 0.83 1% 0.95 14% 0.82
Employers with >=100 Employees 59% 0.90 86% 0.92 30% 0.84


Qualified Association Trust 8% 0.93 13% 0.95 2% 0.85


Total Small Group 18% 0.81 0% 0.84 36% 0.81
Employers with 1 Employee 0% 1.07 1% 1.07
Employers with 2-9 Employees 7% 0.80 0% 0.94 15% 0.79
Employers with 10-25 Employees 7% 0.81 0% 0.95 13% 0.81
Employers with 26-50 Employees 4% 0.77 0% 0.82 7% 0.77


Total Non-Group 8% 0.68 17% 0.68
Non-Group Policy 8% 0.67 17% 0.67
Non-group as Group Conversion 0% 2.06 0% 2.06


Grand Total 480,575 0.87 243,945 0.92 236,630 0.81


No Membership Reported


No Membership Reported


Deductible All 
Members


Self-
Insured


Fully-
Insured


Large 
Group


Small 
Group


Non-
Group


$0 30% 53% 5% 39% 0% 12%
$1-249 2% 4% 0% 3% 0% 0%
$250-499 5% 10% 1% 7% 0% 0%
$500-749 7% 11% 2% 9% 1% 1%
$750-999 3% 3% 2% 4% 0% 0%
$1,000-1,499 11% 6% 15% 9% 15% 19%
$1,500-2,999 20% 7% 33% 14% 37% 27%
$3,000-4,999 17% 5% 29% 12% 40% 4%
$5,000-7,499 6% 1% 11% 3% 7% 30%
$7,500-9,999 0% 0% 0% 0% 0% 1%
$10,000+ 1% 0% 1% 0% 0% 7%
Grand Total 480,575 243,945 236,630 348,177 91,553 40,845
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Table 16 (2012):  
Deductible by Account Type 


 
 
 
CO-INSURANCE  
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 


 
Table 17 (2012):  


Coinsurance by Market Category and Coverage Type 


 
 
 
 
 
 
 
 
 
 
 
 


Deductible
All 


Self_Insured 
Members


State Municipal Other


$0 53% 88% 80% 33%
$1-249 4% 0% 1% 7%
$250-499 10% 0% 8% 13%
$500-749 11% 12% 7% 12%
$750-999 3% 0% 0% 5%
$1,000-1,499 6% 0% 4% 9%
$1,500-2,999 7% 0% 2% 10%
$3,000-4,999 5% 0% 0% 8%
$5,000-7,499 1% 0% 0% 2%
$7,500-9,999 0% 0% 0% 0%
$10,000+ 0% 0% 0% 0%
Grand Total 243,945 29,462 71,261 143,222


Coinsurance
All 


Members Self-Insured
Fully-


Insured
Large 
Group


Small 
Group Non-Group


0% 99.3% 98.7% 100.0% 99.9% 100.0% 93.3%
5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
10% 0.1% 0.1% 0.0% 0.1% 0.0% 0.0%
20% 0.1% 0.3% 0.0% 0.0% 0.0% 1.7%
25% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
30% 0.0% 0.0% 0.0% 0.0% 0.0% 0.3%
50% 0.0% 0.1% 0.0% 0.0% 0.0% 0.3%
100% 0.4% 0.8% 0.0% 0.1% 0.0% 4.4%


Grand Total 480,575      236,630      243,945      348,177      91,553        40,845        
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COPAYS 
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 
 


Table 19 (2012):  
Physician Copay by Market Category and Coverage Type 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


PCP Copay
All 


Members
Self-


Insured
Fully-


Insured
Large 
Group


Small 
Group


Non-
Group


$0 13% 12% 14% 11% 5% 46%
$1 0% 0% 0% 0% 0% 0%
$5 7% 14% 0% 10% 0% 0%
$10 11% 19% 3% 14% 0% 12%
$15 11% 18% 4% 15% 1% 0%
$20 19% 23% 16% 23% 6% 17%
$25 29% 4% 56% 18% 86% 0%
$30 2% 2% 2% 2% 1% 6%
$35 1% 2% 1% 1% 0% 3%
$40 4% 4% 3% 4% 1% 9%
$45 1% 1% 0% 1% 0% 0%
$50 0% 0% 0% 0% 0% 2%
$75 0% 0% 1% 0% 0% 5%
D/C 9% 6% 12% 9% 10% 11%


Total Members 480,575 243,945 236,630 348,177 91,553 40,845
Average PCP Copay $18 $15 $21 $17 $24 $16
Average non-$0 PCP Copay $20 $17 $24 $19 $25 $29
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2012 Restated- Detailed Benefit Category Table 
Table from 2012 Supplemental Report restated using 2012 data that was 
resubmitted according to the 2013 Supplemental Reporting requirements. 


 
Table 25 (2012):  


Benefit Category by Market Category in Detail  


 
 
 
 
 
 
 


Coverage Category Covered*
All 


Members
Self-


Insured
Fully 


Insured
Large 
Group


Small 
Group


Non-
Group


Yes 100% 100% 100% 100% 100% 100%
Yes, DM 0% 0% 0% 0% 0% 0%


No 0% 0% 0% 0% 0% 0%
Yes 98% 100% 97% 100% 100% 85%


Yes, DM 0% 0% 0% 0% 0% 0%
No 2% 0% 3% 0% 0% 15%
Yes 82% 70% 94% 75% 99% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 18% 30% 6% 25% 1% 0%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 93% 100% 85% 99% 99% 24%


Yes, DM 0% 0% 0% 0% 0% 0%
No 7% 0% 15% 1% 1% 76%
Yes 100% 100% 100% 100% 100% 99%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 1%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 94% 91% 97% 94% 100% 82%


Yes, DM 0% 0% 0% 0% 0% 0%
No 6% 9% 3% 6% 0% 18%
Yes 76% 70% 82% 75% 100% 26%


Yes, DM 0% 0% 0% 0% 0% 0%
No 24% 30% 18% 25% 0% 74%
Yes 77% 56% 99% 69% 99% 97%


Yes, DM 0% 0% 0% 0% 0% 0%
No 23% 44% 1% 31% 1% 3%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 82% 71% 94% 76% 100% 96%


Yes, DM 1% 2% 0% 1% 0% 0%
No 17% 28% 6% 23% 0% 4%
Yes 99% 100% 99% 100% 100% 94%


Yes, DM 0% 0% 0% 0% 0% 0%
No 1% 0% 1% 0% 0% 6%


Emergency Room Services


Family Planning Services


Habilitative Services


Hearing Aids


Home Health Care


Hospice


Hospitalization


Durable Medical Equipment


Ambulance Services


Audiology Screening of  
Newborns


Blood and Blood Products


Case Management Programs


Chiropractic Services
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Coverage Category Covered*
All 


Members
Self-


Insured
Fully 


Insured
Large 
Group


Small 
Group


Non-
Group


Yes 39% 31% 46% 36% 66% 0%
Yes, DM 3% 5% 1% 4% 0% 0%


No 58% 64% 52% 60% 34% 100%
Yes 81% 70% 92% 75% 100% 91%


Yes, DM 0% 0% 0% 0% 0% 0%
No 19% 30% 8% 25% 0% 9%
Yes 80% 71% 90% 76% 100% 74%


Yes, DM 17% 29% 6% 24% 0% 0%
No 2% 0% 5% 0% 0% 26%
Yes 79% 67% 91% 73% 99% 85%


Yes, DM 17% 29% 6% 24% 0% 0%
No 4% 5% 3% 3% 0% 15%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 99% 100% 99% 100% 100% 92%


Yes, DM 0% 0% 0% 0% 0% 0%
No 1% 0% 1% 0% 0% 8%
Yes 61% 55% 68% 54% 80% 77%


Yes, DM 0% 0% 0% 0% 0% 0%
No 39% 45% 32% 46% 20% 23%
Yes 63% 58% 68% 57% 80% 77%


Yes, DM 0% 0% 0% 0% 0% 0%
No 37% 42% 32% 43% 20% 23%
Yes 99% 100% 97% 100% 100% 84%


Yes, DM 0% 0% 0% 0% 0% 0%
No 1% 0% 3% 0% 0% 16%
Yes 94% 88% 99% 92% 100% 94%


Yes, DM 0% 0% 0% 0% 0% 0%
No 6% 12% 1% 8% 0% 6%
Yes 97% 95% 98% 96% 100% 97%


Yes, DM 3% 5% 1% 4% 0% 0%
No 0% 0% 1% 0% 0% 3%
Yes 87% 77% 97% 82% 100% 97%


Yes, DM 11% 19% 3% 15% 0% 0%
No 2% 4% 1% 3% 0% 3%
Yes 100% 100% 100% 100% 100% 100%


Yes, DM 0% 0% 0% 0% 0% 0%
No 0% 0% 0% 0% 0% 0%
Yes 85% 76% 95% 80% 100% 97%


Yes, DM 0% 0% 0% 0% 0% 0%
No 15% 24% 5% 20% 0% 3%


Preventive Services


Skilled Nursing Facility


Transplants


Well Child and Immunization 
Benefits


Outpatient Laboratory and 
Diagnostic Services


Outpatient Rehabilitation 
Services


Pediatric Dental Services


Pediatric Vision Services


Pregnancy and Maternity 
Services


Prescription Drugs


Outpatient Hospital Services 
and Surgery


Infertility Services


Medical Food


Mental Health and Substance 
Abuse


Nutritional Services
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2012 Restated – Carrier Membership Distribution 
 


Table 26 (2012):  
Distribution of Members by Carrier 


 
 


Chart 1 (2012):  
Distribution of Members by Carrier 


 
 
 


Health Insurance Carrier/TPA
Self-Insured 


Members
Fully-Insured 


Members Total Members
Percentage of 


Total
Anthem 130,400               144,760               275,160               43.0%
CIGNA 133,833               20,434                 154,267               24.1%
Harvard 58,007                 74,489                 132,496               20.7%
Aetna 41,903                 5,923                   47,826                 7.5%
MVP 358                      13,260                 13,618                 2.1%
Usable Mutual 5,054                   -                       5,054                   0.8%
Assurant -                       3,972                   3,972                   0.6%
United Healthcare -                       3,663                   3,663                   0.6%
Chesapeake -                       2,520                   2,520                   0.4%
Celtic -                       886                      886                      0.1%
Health Partners 265                      -                       265                      0.0%
State Farm -                       184                      184                      0.0%
American Republic -                       55                        55                        0.0%


Total 369,821               270,145               639,966               100.0%


Anthem
43%


CIGNA
24%


Harvard
21%


Aetna
7%


MVP
2%


Usable Mutual
1%


Assurant
1% United 


Healthcare
0%


All Other Carriers
1%


Health Insurance/TPA Market Share
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Chart 2 (2012):  
Health Insurance Carrier/TPA Member Distribution by Coverage Type 


 
 


Chart 3 (2012):  
Health Insurance Carrier/TPA Member Distribution by Market Category 
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Table 27 (2012):  
Limited Coverage Summary Statistics 


  


Limited Coverage Situs Members
Premium 


PMPM Claims PMPM Loss Ratio
Stoploss NH 94,336           26$                 17$                    67%
Stoploss non-NH 46,191           33$                 24$                    71%
Stoploss Total NH & non-NH 140,526       28$                20$                   69%


Student NH 1,566             115$               101$                  88%
Student non-NH 1,414             67$                    
Student Total NH & non-NH 2,979            85$                   


High Risk Pool (NHHP) NH 2,799             491$               834$                  170%
High Risk Pool (NHHP-FED) NH 506                473$               4,874$               1031%
High Risk Pool Total NH 3,305            488$              1,453$             297%
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2012 Restated – Detailed Distribution of Members by Deductible  


 
 
 
 
 


Deductible All Members Self-Insured Fully-Insured Large Group Small Group Non-Group


$0 30% 53% 5% 39% 0% 12%
$100 1% 1% 0% 1% 0% 0%
$125 0% 0% 0% 0% 0% 0%
$135 0% 0% 0% 0% 0% 0%
$147 0% 0% 0% 0% 0% 0%
$150 0% 0% 0% 0% 0% 0%
$200 2% 3% 0% 2% 0% 0%
$250 5% 9% 0% 7% 0% 0%
$300 0% 1% 0% 1% 0% 0%
$400 0% 0% 0% 0% 0% 0%
$500 7% 11% 2% 9% 1% 1%
$600 0% 0% 0% 0% 0% 0%
$750 2% 3% 2% 3% 0% 0%
$900 0% 0% 1% 0% 0% 0%


$1,000 8% 2% 14% 6% 15% 14%
$1,100 0% 0% 0% 0% 0% 0%
$1,200 2% 3% 0% 2% 0% 0%
$1,250 1% 0% 1% 0% 0% 5%
$1,300 0% 0% 0% 0% 0% 0%
$1,350 0% 0% 0% 0% 0% 0%
$1,500 4% 2% 6% 4% 4% 3%
$1,600 0% 0% 0% 0% 0% 0%
$1,700 0% 0% 0% 0% 0% 0%
$1,750 0% 0% 0% 0% 0% 0%
$2,000 10% 2% 19% 6% 27% 6%
$2,100 0% 0% 0% 0% 0% 0%
$2,150 0% 0% 0% 0% 0% 0%
$2,250 0% 0% 0% 0% 0% 0%
$2,400 1% 1% 0% 1% 0% 0%
$2,500 5% 2% 7% 3% 6% 17%
$2,550 0% 0% 0% 0% 0% 0%
$2,600 0% 0% 0% 0% 0% 0%
$2,700 0% 0% 0% 0% 0% 0%
$2,800 0% 0% 0% 0% 0% 0%
$2,850 0% 0% 0% 0% 0% 0%
$3,000 14% 3% 25% 9% 36% 1%
$3,050 0% 0% 0% 0% 0% 0%
$3,500 1% 1% 0% 1% 0% 1%
$3,750 0% 0% 0% 0% 0% 0%
$4,000 2% 1% 3% 2% 4% 2%
$4,500 0% 0% 0% 0% 0% 0%
$4,950 0% 0% 0% 0% 0% 0%
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Deductible All Members Self-Insured Fully-Insured Large Group Small Group Non-Group


$5,000 5% 1% 10% 3% 7% 23%
$5,100 0% 0% 0% 0% 0% 0%
$5,150 0% 0% 0% 0% 0% 0%
$5,500 0% 0% 0% 0% 0% 0%
$5,950 1% 0% 1% 0% 0% 6%
$6,000 0% 0% 0% 0% 0% 0%
$6,500 0% 0% 0% 0% 0% 0%
$7,000 0% 0% 0% 0% 0% 0%
$7,500 0% 0% 0% 0% 0% 1%
$9,500 0% 0% 0% 0% 0% 0%


$10,000 1% 0% 1% 0% 0% 6%
$12,000 0% 0% 0% 0% 0% 1%
$15,000 0% 0% 0% 0% 0% 0%
$25,000 0% 0% 0% 0% 0% 0%
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1.0	  EXECUTIVE	  SUMMARY	  


1.1	  Introduction	  
	  
The	  New	  Hampshire	  Insurance	  Department	  (NHID)	  contracted	  with	  Louis	  Karno	  &	  Company	  and	  
its	  partner,	  Pero	  Consulting	  Group	  LLC,	  under	  RFP-‐RRG-‐308	  to	  provide	  research	  and	  
recommendations	  regarding	  consumer	  engagement	  with	  New	  Hampshire’s	  rate	  review	  process	  
in	  the	  individual	  and	  small	  group	  markets.	  	  	  
	  
The	  core	  aim	  of	  this	  research	  was	  to	  understand	  New	  
Hampshire	  consumers’	  knowledge	  of	  the	  rate	  review	  
process	  and	  to	  review	  best	  practices	  of	  other	  states	  to	  
determine	  a	  set	  of	  recommendations	  for	  NHID.	  	  This	  
was	  done	  to	  support	  NHID’s	  desire	  to	  determine	  
whether	  New	  Hampshire	  can	  better	  support	  
consumers	  during	  the	  rate	  review	  process	  and	  
encourage	  more	  consumer	  input	  into	  the	  process.	  	  	  
	  
For	  this	  report,	  the	  rate	  review	  process	  was	  broadly	  
examined	  from	  a	  variety	  of	  perspectives	  –	  consumer,	  
producer,	  regulatory,	  carrier	  –	  resulting	  in	  findings	  and	  
recommendations	  focused	  not	  only	  on	  rate	  review,	  
but	  also	  opportunities	  for	  broader	  NHID	  consumer	  engagement.	  	  These	  opportunities	  for	  
consumer	  engagement	  became	  the	  foundation	  for	  a	  proposed	  consumer	  transparency	  
framework	  for	  NHID’s	  consideration.	  


1.2	  New	  Hampshire	  Context	  
	  
Unlike	  many	  states,	  New	  Hampshire	  has	  had	  a	  rate	  review	  process	  with	  strong	  regulatory	  
abilities	  in	  place	  for	  nearly	  two	  decades.	  	  This	  process	  has	  been	  strengthened	  in	  recent	  years	  
under	  the	  Patient	  Protection	  and	  Affordable	  Care	  Act	  (PPACA)	  with	  additional	  carrier	  reporting	  
requirements	  and	  the	  ability	  for	  consumers	  to	  comment	  directly	  on	  rate	  filings.	  	  The	  current	  
rate	  review	  process	  is	  discussed	  in	  Section	  3.2	  and	  Appendix	  A-‐7.	  
	  
Since	  2011,	  NHID	  has	  published	  an	  annual	  rate	  review	  report	  with	  a	  detailed	  analysis	  of	  medical	  
cost	  drivers	  and	  released	  its	  findings	  via	  public	  meetings.	  	  Additionally,	  through	  the	  most	  recent	  
rate	  review	  grants,	  NHID	  has	  published	  or	  is	  currently	  leading	  projects	  focused	  on:	  The	  New	  
Hampshire	  insurance	  market,	  network	  adequacy,	  and	  health	  care	  reform	  options.	  
	  
The	  research	  and	  findings	  of	  this	  report	  are	  focused	  on	  New	  Hampshire’s	  individual	  and	  small	  
group	  marketplaces.	  	  The	  opinions	  sought	  from	  NHID	  staff,	  a	  literature	  review,	  producers,	  
consumer	  advocates,	  and	  industry	  organizations	  all	  focus	  on	  these	  two	  markets.	  	  In	  total,	  the	  
individual	  and	  small	  group	  markets	  represent	  a	  relatively	  small	  proportion	  (11%)	  of	  the	  
coverage	  in	  New	  Hampshire	  (Figure	  1).	  	  	  


It	  is	  evident	  from	  this	  research	  that	  “rates	  
versus	  rate	  review”	  is	  what	  consumers	  are	  
focused	  on.	  	  It	  is	  also	  clear	  from	  this	  
research	  that	  there	  are	  opportunities	  both	  
for	  improving	  consumer	  health	  literacy	  
and	  for	  the	  NHID	  to	  develop	  a	  broader	  
consumer	  engagement	  strategy.	  	  This	  
strategy	  should	  be	  inclusive	  of	  both	  how	  
consumers	  purchase	  insurance	  products	  
and	  how	  they	  ultimately	  access	  their	  
benefits.	  
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Figure	  1	  depicts	  the	  current	  estimated	  insurance	  coverage	  distribution	  in	  the	  New	  Hampshire	  
Insurance	  market	  for	  2015.	  	  The	  individual	  (6%),	  small	  group	  (5%),	  mid-‐sized	  (2%),	  large	  group	  
and	  self	  funded	  (28%),	  Medicaid	  (12%),	  and	  uninsured	  (7%)	  figures	  were	  taken	  from	  a	  report	  
released	  by	  the	  Wakely	  Consulting	  Group	  in	  January	  2015	  which	  created	  2015	  projections1.	  	  The	  
Kaiser	  Family	  Foundation	  states	  that	  Medicare	  represents	  18%2	  of	  New	  Hampshire’s	  
population,	  and	  the	  remainder	  is	  represented	  as	  Other	  (23%).	  
	  


Figure	  1:	  Estimated	  Insurance	  Coverage	  Distribution	  of	  NH	  Population	  by	  Coverage	  Type	  -‐	  2015	  


	  
	  
Between	  November	  15,	  2014	  and	  February	  15,	  2015,	  53,005	  people	  in	  New	  Hampshire	  enrolled	  
via	  Healthcare.gov	  according	  to	  a	  March	  2015	  issue	  brief	  authored	  by	  the	  US	  Department	  of	  
Health	  and	  Human	  Services	  (DHHS).3	  	  This	  represents	  only	  four	  (4%)	  percent	  of	  New	  
Hampshire’s	  total	  population	  of	  1,326,813	  as	  of	  2014	  per	  US	  Census	  Bureau4.	  	  	  
	  
Based	  upon	  data	  provided	  by	  NHID5,	  the	  2015	  membership	  on	  the	  Exchange	  is	  growing,	  and	  the	  
majority	  of	  it	  remains	  in	  the	  individual	  versus	  SHOP	  (small	  business)	  market	  (Figure	  2).	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  Wakely	  Consulting	  Group	  Phase	  II	  report:	  New	  Hampshire	  Health	  Insurance	  Market	  Analysis.	  
2	  Kaiser	  Foundation:	  Medicare	  Beneficiaries	  as	  a	  Percent	  of	  Total	  Population.	  	  
3	  DHHS/ASPE	  Issue	  Brief:	  March	  Enrollment	  Report.	  
4	  US	  Census	  Bureau	  New	  Hampshire	  Quick	  Facts.	  
5	  2015	  QHP	  Monthly	  Membership	  Report.	  
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Figure	  2:	  Comparison	  of	  Individual	  and	  SHOP	  Member	  Counts	  


	  
	  
	  
New	  Hampshire’s	  implementation	  of	  the	  health	  insurance	  marketplace	  under	  PPACA	  and	  the	  
way	  consumer	  engagement	  and	  support	  is	  managed	  is	  different	  than	  other	  states.	  	  There	  are	  
three	  primary	  functions	  served	  by	  three	  different	  parties6:	  


1. Federal	  Marketplace	  functions	  are	  performed	  by	  the	  federal	  government	  and	  include:	  
Healthcare.gov,	  toll-‐free	  hotline,	  tax	  credit	  administration,	  cost	  of	  coverage	  calculator,	  
and	  operation	  of	  the	  Navigator	  program.	  	  In	  addition,	  the	  federal	  government	  
developed	  the	  SHOP	  Exchange	  for	  small	  employers	  and	  makes	  final	  Qualified	  Health	  
Plan	  (QHP)	  certification	  decisions.	  
	  


2. Plan	  Management	  functions	  are	  performed	  by	  the	  NHID	  and	  include:	  QHP	  review,	  
collection	  and	  analysis	  of	  plan	  rate	  and	  benefit	  package	  information,	  ongoing	  issuer	  
oversight,	  plan	  monitoring	  and	  data	  analysis	  for	  quality,	  and	  assisting	  consumers	  who	  
have	  carrier	  complaints.	  


	  
3. Consumer	  Assistance	  functions	  are	  performed	  by	  Covering	  New	  Hampshire7	  that	  


manages	  State-‐specific	  outreach	  and	  education	  and	  the	  Marketplace	  Assister	  program,	  
while	  the	  federal	  government	  maintains	  call	  center	  operations,	  website	  management,	  
consumer	  correspondence	  on	  eligibility/enrollment,	  and	  the	  selection	  of	  Navigators.	  


	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
6	  Documentation	  received	  on	  June	  23,	  2015	  from	  NHID	  staff.	  
7	  Covering	  New	  Hampshire,	  a	  project/client	  of	  the	  New	  Hampshire	  Health	  Plan,	  is	  a	  client	  of	  Louis	  Karno	  &	  Company	  
Communications.	  
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In	  addition	  to	  the	  above	  backdrop	  on	  New	  Hampshire’s	  unique	  implementation	  of	  its	  health	  
insurance	  marketplace,	  the	  NHID	  has	  stated	  publicly	  that	  it	  has	  three	  primary	  priorities	  that	  
benefit	  NH’s	  insurance	  consumers8:	  


1. Ensure	  carrier	  financial	  solvency	  
	  


2. Foster	  a	  competitive	  insurance	  marketplace	  
	  


3. Provide	  consumer	  services.	  
	  
Beyond	  the	  consumer	  carrier	  complaint	  management	  functions	  listed	  under	  Plan	  Management	  
functions,	  NHID	  currently	  has	  two	  primary	  ways	  to	  directly	  engage	  with	  and	  support	  New	  
Hampshire	  consumers:	  


1. The	  Consumer	  Services	  Division	  assists	  consumers	  who	  have	  problems	  with	  coverage,	  
including	  issues	  with	  HealthCare.gov.	  


	  
2. NHID	  supports	  multiple	  transparency	  efforts	  including:	  NH	  HealthCost9	  price	  


transparency	  website,	  consumer	  forums,	  and	  an	  annual	  cost	  drivers	  report.	  	  This	  is	  in	  
addition	  to	  consumer-‐focused	  FAQs,	  reports,	  and	  links	  made	  available	  on	  the	  NHID	  
website.	  


1.2	  Methodology	  Summary	  
	  
As	  described	  in	  more	  detail	  in	  Section	  2.0,	  the	  conclusions	  in	  this	  report	  were	  drawn	  from	  a	  
synthesis	  of	  the	  multiple	  data	  sources:	  


• NHID	  staff	  interviews	  
	  


• A	  literature	  review,	  including	  a	  review	  of	  individual	  states’	  consumer-‐focused	  rate	  
review	  websites	  


	  
• Phone	  interviews	  with	  state	  officials,	  producers	  (known	  commonly	  as	  “insurance	  


agents”),	  consumer	  advocates,	  insurers,	  and	  industry	  associations	  
	  


• A	  web-‐based	  survey	  of	  New	  Hampshire	  producers	  
	  


• A	  web-‐based	  survey	  of	  New	  Hampshire	  consumer	  advocates	  
	  


• A	  state-‐wide	  conference	  call	  discussion	  with	  Navigators/Marketplace	  Assisters	  (MPAs)	  
	  


• A	  community	  listening	  session	  
	  


• An	  analysis	  of	  data	  from	  the	  NHID	  Consumer	  Services	  Division’s	  call	  tracking	  platform.	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8	  NHID	  Commissioner	  R.	  Sevigny	  speaking	  at	  a	  NHID-‐sponsored	  consumer	  listening	  session	  held	  May	  7,	  Manchester,	  NH.	  
9	  NH	  HealthCost	  website.	  
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While	  the	  sample	  sizes	  were	  small	  for	  many	  of	  these	  sources,	  the	  patterns	  that	  emerged	  were	  
consistent	  across	  the	  various	  data	  sources.	  


	  
1.3	  Key	  Findings	  and	  Recommendations	  
	  
The	  findings	  in	  this	  report	  are	  focused	  on	  two	  broad	  areas:	  


1. Rate	  review	  and	  consumer	  interaction	  with	  the	  rate	  review	  process.	  
	  


2. Consumer	  transparency,	  engagement,	  and	  health	  literacy.	  
	  
With	  regards	  to	  rate	  review	  and	  consumer	  interaction	  with	  the	  rate	  review	  process,	  there	  are	  
nine	  findings10:	  


1. The	  research	  of	  producers	  and	  consumer	  advocates	  in	  New	  Hampshire	  revealed	  that	  
most	  stakeholders,	  not	  just	  consumers,	  do	  not	  understand	  the	  New	  Hampshire	  rate	  
review	  process.	  	  “Rates	  versus	  rate	  review”	  was	  a	  common	  sentiment	  among	  those	  
surveyed.	  	  	  


	  
2. Producers	  perceived	  themselves	  to	  be	  more	  educated	  about	  the	  rate	  review	  process	  


than	  consumer	  advocates:	  Seventy-‐five	  percent	  (75%)	  said	  they	  did	  not	  need	  more	  
information	  about	  the	  rate	  review	  process.	  	  By	  contrast,	  30%	  of	  consumer	  advocates	  
said	  they	  were	  “educated”	  about	  the	  rate	  review	  process,	  and	  50%	  stated	  they	  “needed	  
more	  information.”	  11	  	  Eighty-‐five	  percent	  (85%)	  of	  consumer	  advocate	  respondents	  said	  
consumers	  were	  “not	  educated”	  or	  “somewhat	  educated”	  about	  New	  Hampshire’s	  rate	  
review	  process12.	  


	  
3. While	  76%	  of	  producers	  stated	  they	  needed	  no	  more	  information	  about	  New	  


Hampshire’s	  rate	  review	  process,	  many	  indicated	  interest	  in	  cost	  driver	  information.13	  	  
In	  both	  the	  individual	  and	  small	  group	  markets,	  producers	  stated	  that	  benefit	  package	  
price,	  deductible	  and	  out-‐of-‐pocket	  costs,	  and	  provider	  network	  were	  substantially	  
more	  important	  to	  consumers	  than	  participation	  in	  or	  understanding	  the	  rate	  review	  
process.	  	  This	  last	  statement	  also	  correlates	  to	  data	  from	  the	  consumer	  advocate	  survey.	  


	  
4. States	  have	  not	  received	  guidance	  or	  any	  voluntary	  standards	  from	  federal	  agencies	  


regarding	  what	  type	  of	  rate	  review	  information	  should	  be	  made	  available	  to	  consumers	  
and	  in	  what	  format.	  	  Consumers	  Union	  has	  developed	  a	  set	  of	  recommendations	  for	  
advocates	  and	  consumers	  and	  is	  actively	  involved	  in	  working	  with	  states	  to	  improve	  
transparency	  for	  consumers14	  &	  15.	  	  Some	  states,	  such	  as	  Washington,	  Oregon,	  California,	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
10	  The	  findings	  are	  not	  in	  any	  type	  of	  rank	  order.	  	  The	  numbering	  is	  for	  ease	  of	  reference.	  
11	  Appendix	  A-‐3.	  
12	  Appendix	  A-‐5.	  
13	  Ibid.	  
14	  2014	  December	  24,	  Mendelsohn,	  D	  and	  March	  2015	  phone	  conversation	  and	  2014	  May,	  Roberto,	  S,	  et	  al.	  
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New	  York,	  and	  Arkansas,	  have	  independently	  developed	  comprehensive	  web	  portals	  for	  
consumers	  to	  be	  able	  to	  view	  rate	  filings,	  comment	  on	  rate	  filings,	  learn	  about	  public	  
meetings,	  and	  perform	  other	  functions16.	  	  Table	  4	  surveys	  state	  website	  features.	  	  	  


	  
5. Ninety	  percent	  (90%)	  of	  consumer	  advocate	  survey	  respondents	  stated	  that	  having	  a	  


public	  website	  such	  as	  New	  York’s	  or	  Oregon’s	  would	  be	  “useful”	  or	  “very	  useful”,	  
whereas	  in	  contrast	  only	  38%	  of	  producers	  surveyed	  stated	  it	  would	  be	  “useful”	  or	  “very	  
useful.”17	  When	  speaking	  anonymously	  with	  officials	  in	  two	  of	  these	  states	  directly,	  
however,	  concern	  was	  voiced	  that	  rate	  review	  transparency	  was	  utilizing	  scarce	  
resources	  that	  could	  be	  possibly	  re-‐directed	  for	  consumer	  transparency	  efforts,	  one	  
example	  of	  which	  is	  the	  NH	  HealthCost	  website.	  	  


	  
6. While	  the	  NHID	  makes	  provisions	  on	  its	  website18	  for	  numerous	  ways	  for	  consumers	  to	  


interact	  with	  the	  rate	  review	  process	  including	  the	  ability	  to	  comment	  on	  rates,	  view	  
rates	  on	  Healthcare.gov,	  view	  rate	  review	  exceptions	  on	  Healthcare.gov,	  find	  
information	  about	  cost	  drivers,	  link	  to	  the	  NHID’s	  NH	  HealthCost	  website,	  submit	  a	  
complaint,	  and	  other	  functions,	  the	  website	  organization	  appears	  haphazard	  and	  
difficult	  to	  navigate	  from	  a	  consumer	  perspective.	  	  There	  is	  an	  ongoing	  effort	  within	  
NHID	  to	  redesign	  the	  website	  in	  2015.	  


	  
7. As	  of	  June	  3,	  2015,	  no	  rate	  review	  comments	  have	  been	  made	  in	  New	  Hampshire	  using	  


the	  National	  Association	  of	  Insurance	  Commissioner’s	  (NAIC)	  System	  for	  Electronic	  Rate	  
and	  Form	  Filing	  (SERFF)	  web-‐based	  interface	  19.	  	  If	  the	  NHID	  were	  to	  create	  a	  more	  
seamless	  website	  interface	  for	  consumers	  to	  be	  able	  to	  make	  rate	  review	  comments	  
online	  such	  as	  Oregon	  or	  Washington	  have	  done	  (Table	  4),	  the	  cost	  of	  web	  development	  
may	  not	  make	  sense	  given	  low	  consumer	  participation	  in	  the	  rate	  review	  process.	  	  There	  
may	  also	  be	  a	  “chicken	  and	  egg”	  problem	  in	  that	  without	  development	  of	  a	  more	  
consumer-‐friendly	  website,	  consumers	  will	  not	  comment	  on	  rate	  filings.	  	  This	  research	  
was	  not	  able	  to	  assess	  this	  in	  more	  detail.	  


	  
8. Some	  states,	  such	  as	  California	  and	  Colorado,	  have	  been	  able	  to	  quantify	  the	  benefit	  of	  


their	  rate	  review	  programs	  in	  terms	  of	  weighted	  average	  increase/decrease	  by	  product	  
segment,	  geography,	  and	  consumer	  subsidy	  level20	  &	  21.	  	  This	  information	  is	  used	  to	  help	  
market	  and	  justify	  California’s	  rate	  review	  program22.	  	  New	  Hampshire	  currently	  does	  
not	  quantify	  the	  benefits	  of	  its	  rate	  review	  program,	  nor	  does	  it	  compare	  rates	  and	  
increases	  to	  those	  in	  neighboring	  states23.	  	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
15	  Rate	  Review	  -‐	  Resources	  for	  Advocates	  and	  Consumers	  developed	  by	  Consumers	  Union.	  	  
16	  Appendix	  A-‐6.	  
17	  Appendix	  A-‐5.	  
18	  New	  Hampshire	  Insurance	  Department	  website.	  
19	  June	  3,	  2015	  email	  from	  NHID	  actuarial	  staff.	  
20	  Phone	  conversation	  with	  Consumers	  Union	  staff	  March	  2015.	  
21	  Covered	  California	  Health	  Insurance	  Companies	  and	  Plan	  Rates	  for	  2015.	  
22	  2014	  April,	  Weinstein,	  Z	  and	  Rusch,	  E.	  
23	  NHID	  staff	  interview	  comment	  March	  17,	  2015.	  
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9. The	  analysis	  of	  health	  insurance	  inquiries	  via	  the	  NHID’s	  call	  tracking	  system	  dataset	  


validates	  that	  rates	  are	  of	  concern,	  but	  the	  extent	  of	  which	  via	  this	  vehicle	  is	  unknown.	  	  
Based	  upon	  the	  call	  logs	  examined	  between	  October	  2,	  2013	  and	  February	  27,	  2015	  –	  
nine	  percent	  (9%)	  of	  all	  calls	  tracked	  indicate	  a	  rate-‐related	  issue	  of	  some	  type,	  but	  this	  
does	  not	  necessarily	  mean	  rate	  review.	  	  Within	  the	  top	  five	  call	  reasons	  (rates	  being	  the	  
#4	  top	  reason),	  issues	  of	  network	  adequacy	  (reason	  #1),	  the	  Small	  Business	  Health	  
Options	  Program	  (SHOP)	  Exchange	  marketplace	  (reason	  #3),	  and	  deductible	  and	  co-‐
payments	  (reason	  #5)	  directly	  tie	  into	  the	  next	  set	  of	  findings	  regarding	  consumer	  health	  
literacy.	  


	  
With	  regards	  to	  consumer	  transparency,	  engagement,	  and	  health	  literacy,	  there	  are	  nine	  
findings24:	  


1. As	  evidenced	  through	  the	  interviews	  and	  surveys	  conducted	  for	  this	  report,	  consumers	  
in	  the	  individual	  and	  small	  group	  marketplaces	  are	  viewed	  as	  being	  poorly	  educated	  on	  
both	  the	  purchasing	  and	  the	  utilization	  of	  health	  insurance	  products.	  	  Even	  with	  a	  wide	  
variety	  of	  education	  sources	  (i.e.,	  websites,	  producers,	  Navigators/MPAs,	  non-‐profits,	  
Healthcare.gov),	  producers	  believed	  that	  86%	  of	  consumers	  in	  the	  individual	  market	  are	  
not	  educated	  or	  somewhat	  educated	  regarding	  purchasing	  and	  utilizing	  health	  insurance	  
products.	  	  In	  the	  small	  group	  market,	  this	  number	  dropped	  to	  56%.	  	  Neither	  individual	  
nor	  small	  group	  consumers	  were	  considered	  “very	  educated.”	  	  Eighty	  percent	  (80%)	  of	  
respondents	  to	  the	  consumer	  advocate	  survey	  considered	  New	  Hampshire’s	  consumers	  
to	  be	  “not	  educated”	  or	  “somewhat	  educated”	  about	  how	  to	  purchase	  and	  utilize	  health	  
insurance	  products	  in	  the	  individual	  market.	  	  This	  number	  decreased	  to	  50%	  in	  the	  small	  
group	  market.25	  
	  


2. This	  report’s	  research	  with	  producers	  and	  consumer	  advocates	  reveals	  low	  levels	  of	  
awareness	  of	  web	  tools	  to	  help	  consumers	  purchase	  and	  use	  insurance	  products,	  as	  well	  
as	  poor	  understanding	  of	  the	  product	  benefits	  and	  provider	  networks26.	  	  
	  


3. When	  the	  notion	  of	  consumer	  education	  was	  explored	  further,	  consumers	  purchasing	  
health	  insurance	  were	  viewed	  as	  needing	  to	  primarily	  understand	  information	  about:	  
benefit	  package	  price,	  deductibles	  and	  out	  of	  pocket	  costs,	  and	  provider	  networks.	  	  This	  
opinion	  was	  voiced	  both	  by	  the	  producers	  and	  consumer	  advocates,	  who	  were	  
concerned	  that,	  especially	  on	  the	  insurance	  exchange,	  consumers	  are	  buying	  only	  on	  
price,	  with	  little	  understanding	  of	  the	  benefits	  and	  networks	  they	  are	  purchasing.27	  
	  


4. In	  addition	  to	  understanding	  how	  to	  purchase	  health	  insurance,	  consumers	  were	  seen	  
by	  both	  producers	  and	  consumer	  advocates	  as	  needing	  to	  understand:	  	  PPACA,	  the	  open	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
24	  The	  findings	  are	  not	  in	  any	  type	  of	  rank	  order.	  	  The	  numbering	  is	  for	  ease	  of	  reference.	  
25	  Appendix	  A-‐3	  and	  Appendix	  A-‐5.	  
26	  Ibid.	  
27	  Ibid.	  
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enrollment	  period,	  tax	  penalties,	  and	  how	  to	  make	  enrollment	  changes	  on	  
Healthcare.gov.28	  
	  


5. There	  is	  no	  one	  entity	  in	  New	  Hampshire	  that	  is	  responsible	  for	  consumer	  education	  
about	  benefits	  and	  benefit	  utilization.	  	  Producers	  who	  were	  directly	  interviewed	  stated	  
they	  had	  a	  key	  role	  in	  educating	  consumers.	  	  While	  this	  may	  be	  true,	  consumers	  have	  
the	  opportunity	  to	  receive	  education	  via	  a	  wide	  variety	  of	  sources,	  including:	  
Healthcare.gov,	  Navigators/MPAs,	  non-‐profit	  consumer	  organizations,	  insurance	  
carriers,	  and	  producers.	  	  While	  the	  NHID	  provides	  educational	  materials,	  websites,	  
forums,	  news	  releases,	  and	  other	  information,	  it	  is	  not	  designated	  as	  the	  primary	  source	  
for	  consumer	  education	  due	  to	  the	  health	  insurance	  marketplace	  Consumer	  Assistance	  
functions	  provided	  by	  Covering	  New	  Hampshire	  and	  the	  federal	  government.	  
	  


6. In	  both	  the	  individual	  and	  small	  group	  markets,	  consumer	  awareness	  of	  websites	  
designed	  to	  assist	  consumers	  is	  perceived	  as	  low.	  	  The	  consumer	  advocate	  survey	  results	  
found	  that	  only	  20%	  or	  fewer	  (depending	  on	  the	  website)	  of	  consumers	  were	  “very	  
aware”	  or	  “aware”	  of	  such	  websites	  and	  tools	  as:	  the	  NHID	  website,	  NHID’s	  NH	  
HealthCost	  website,	  carrier	  cost	  and	  quality	  websites,	  carrier	  concierge	  services,	  
hospital	  websites,	  and	  Medicare’s	  hospital	  compare	  website.	  	  For	  producers,	  this	  
number	  was	  less	  than	  8%	  or	  fewer,	  depending	  on	  the	  website.	  29	  


	  
7. NHID	  currently	  has	  multiple	  ways	  to	  support	  and	  engage	  consumers,	  including:	  the	  


annual	  cost	  driver	  reports,	  NH	  HealthCost	  website,	  an	  annual	  rate	  hearing,	  links	  to	  
Healthcare.gov,	  links	  to	  NAIC’s	  InsureUonline.org,	  and	  multiple	  ways	  to	  contact	  the	  
NHID’s	  Consumer	  Services	  personnel.	  	  Beyond	  these	  efforts,	  there	  appears	  to	  be	  further	  
opportunity	  for	  the	  NHID	  to	  develop	  a	  more	  comprehensive	  “consumer	  transparency	  
framework”	  (discussed	  in	  detail	  in	  Section	  3.5)	  that	  would	  consolidate	  consumer	  
messaging	  and	  engagement	  regarding	  rate	  review,	  purchasing	  insurance,	  using	  
insurance,	  and	  Healthcare.gov.	  	  


	  
8. Navigators/MPAs,	  rather	  than	  producers,	  are	  often	  the	  point	  of	  contact	  for	  consumers	  


on	  the	  exchange.	  	  While	  the	  Navigators/MPAs	  have	  received	  extensive	  training30	  they	  
do	  not	  have	  the	  same	  state	  licensing	  and	  training	  requirements	  required	  of	  producers31.	  	  
By	  New	  Hampshire	  statute,	  Navigators/MPAs	  may	  not	  facilitate	  the	  sale	  of	  insurance	  
products,	  and	  yet	  there	  is	  also	  no	  specific	  mandate	  for	  Navigators/MPAs	  to	  refer	  
consumers	  to	  a	  licensed	  producer32.	  	  	  


	  
9. There	  are	  an	  increasing	  number	  of	  health	  products	  being	  sold	  on	  the	  insurance	  


Exchange	  (Healthcare.gov)	  –	  a	  five-‐fold	  increase	  in	  carriers	  and	  a	  nearly	  six-‐fold	  increase	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
28	  Ibid.	  
29	  Ibid.	  
30	  Centers	  for	  Medicare	  &	  Medicaid	  training	  for	  navigators,	  agents,	  brokers	  &	  other	  assisters.	  
31	  NHID	  Producer	  Licenses.	  
32	  RSA	  420-‐N:8:II.	  
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in	  plans	  offered	  between	  2014	  and	  201633	  (Table	  5).	  	  This	  is	  likely	  to	  lead	  to	  additional	  
consumer	  confusion	  due	  to	  lack	  of	  comparison	  tools	  within	  Healthcare.gov	  and	  to	  
increasing	  product	  complexity	  (i.e.,	  narrow	  networks).	  	  This	  concern	  was	  expressed	  
multiple	  times	  during	  interviews	  with	  producers	  and	  consumer	  advocates.	  


	  
Based	  upon	  the	  report	  findings,	  there	  are	  five	  recommendations34:	  


1. To	  bolster	  health	  literacy,	  provide	  transparency,	  engage	  consumers,	  and	  to	  further	  
cement	  the	  role	  of	  the	  NHID	  with	  consumers,	  the	  NHID	  should	  consider	  developing	  a	  
broader	  consumer	  transparency	  framework.	  	  This	  framework	  would	  be	  used	  to	  guide	  
NHID	  priorities,	  provide	  a	  communication	  mechanism	  for	  stakeholders,	  and	  leverage	  the	  
NH	  HealthCost	  platform	  by	  expanding	  its	  content	  depth.	  	  Figure	  3	  is	  a	  depiction	  of	  said	  
framework	  and	  includes	  four,	  broad	  components	  which	  are	  discussed	  in	  detail	  in	  Section	  
3.5:	  


a. The	  rate	  review	  process.	  
	  
b. How	  consumers	  enter	  the	  insurance	  system	  when	  making	  purchasing	  decisions.	  
	  
c. How	  consumers	  navigate	  the	  use	  of	  their	  insurance	  (i.e.,	  provider	  networks,	  


price	  and	  quality	  of	  providers,	  formularies,	  co-‐payments,	  deductibles,	  etc.).	  
	  
d. Healthcare.gov.	  


	  
Some	  of	  these	  items	  shown	  in	  Figure	  3	  are	  already	  currently	  being	  provided	  by	  NHID.	  	  The	  
authors	  recommend	  that	  the	  NH	  HealthCost	  website	  and	  brand	  be	  further	  leveraged	  to	  
provide	  the	  vehicle	  to	  deliver	  this	  broader	  consumer	  transparency	  framework	  to	  New	  
Hampshire	  consumers.	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
33	  Information	  retrieved	  from	  NHID	  public	  meeting	  held	  June	  5,	  2015,	  Concord,	  NH.	  
34	  The	  recommendations	  are	  not	  in	  any	  type	  of	  rank	  order.	  	  The	  numbering	  is	  for	  ease	  of	  reference.	  







Opportunities	  for	  Consumer	  Engagement	  Beyond	  NH’s	  Rate	  Review	  Process	  �	  RFP-‐RRG-‐308	  �	  Louis	  Karno	  &	  Company	   12	  


Figure	  3:	  Proposed	  NHID	  Consumer	  Framework	  


	  
	  


2. There	  is	  an	  opportunity	  to	  provide	  more	  consumer-‐facing	  information	  about	  rate	  review	  
to	  consumers,	  and	  to	  allow	  for	  more	  transparency	  into	  the	  rate	  review	  process.	  	  Should	  
NHID	  wish	  to	  imitate	  states	  such	  as	  Oregon	  and	  Washington,	  both	  of	  whom	  have	  
designed	  consumer-‐centric	  rate	  review	  processes	  and	  websites	  (Table	  4),	  then	  the	  
authors	  minimally	  recommend	  that	  that	  the	  NHID	  develop	  a	  public	  website	  with	  the	  
following	  components:	  	  


a. A	  description,	  similar	  to	  Figure	  5,	  of	  New	  Hampshire’s	  rate	  review	  process	  with	  
explanatory,	  supporting	  text.	  
	  


b. Tighter	  systems	  integration	  between	  the	  NHID	  website	  or	  the	  NH	  HealthCost	  
website	  with	  the	  NAIC	  SERFF	  website	  using	  NAIC’s	  application	  program	  interface	  
(API)	  toolkit	  in	  order	  to	  allow	  consumers	  to:	  


i. View	  filings	  
ii. View	  filing	  summaries	  
iii. Comment	  on	  specific	  filings.	  
	  


c. Statistics	  regarding	  New	  Hampshire’s	  rate	  review	  process	  that	  would	  
demonstrate	  the	  value	  of	  the	  NHID	  rate	  review	  process.	  


	  
3. NHID	  should	  consider	  a	  process	  to	  elicit	  feedback	  from	  New	  Hampshire’s	  producer	  


community	  regarding	  Healthcare.gov	  and	  compile	  that	  data	  for	  the	  Centers	  for	  
Medicare	  and	  Medicaid	  Services.	  	  The	  producers	  are	  very	  close	  to	  Healthcare.gov’s	  
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shortcomings	  and	  would	  provide	  a	  “business	  voice”	  that	  could	  augment	  and/or	  be	  a	  
proxy	  for	  the	  “consumer	  voice.”	  	  An	  example	  of	  relevant	  feedback	  is	  the	  producers’	  
current	  inability	  to	  assist	  their	  customers	  directly	  on	  the	  Healthcare.gov	  website	  with	  
client	  services	  such	  as	  address	  changes.	  	  Gaining	  this	  type	  of	  direct	  feedback	  from	  
producers	  would	  optimally	  lead	  to	  the	  development	  of	  a	  more	  formalized,	  NHID	  
producer	  engagement	  program.	  
	  


4. The	  Navigator/MPA	  programming	  and	  the	  Covering	  New	  Hampshire	  website	  have	  filled	  
a	  large	  void	  in	  consumer	  literacy	  over	  the	  past	  24	  months,	  and	  it	  is	  unclear	  how	  these	  
needs	  will	  be	  maintained	  in	  the	  future.	  	  NHID	  should	  encourage	  the	  formal	  development	  
of	  a	  transition	  plan	  for	  Covering	  New	  Hampshire’s	  services.	  	  This	  will	  likely	  include	  
partnerships	  between	  the	  producers	  and	  the	  Navigators/MPAs	  prior	  to	  the	  end	  of	  2015,	  
in	  order	  to	  increase	  the	  likelihood	  that	  remaining	  uninsured	  consumers	  will	  enroll.	  	  It	  
should	  also	  consider	  the	  tools	  and	  information	  components	  of	  the	  Covering	  New	  
Hampshire	  website	  and	  how	  they	  might	  integrate	  with	  NH	  HealthCost	  in	  the	  future.	  


	  
5. NHID’s	  Consumer	  Services	  Division	  call	  tracking	  platform	  was	  lacking	  in	  its	  ability	  to	  


supply	  detailed	  analysis	  to	  inform	  this	  project’s	  research	  questions	  surrounding	  rate	  
review	  inquiries.	  	  The	  authors	  recommend	  that	  the	  NHID	  consider	  reviewing	  the	  current	  
capabilities	  and	  gaps	  of	  the	  call	  tracking	  system	  to	  determine	  whether	  an	  upgraded	  or	  
newer	  technology	  could	  assist	  NHID	  in	  making	  data	  driven	  decisions.	  	  	  


	  
These	  findings	  and	  recommendations	  are	  discussed	  in	  more	  detail	  in	  Section	  3.0.	  


2.0	  Research	  Methodology	  
	  
This	  research	  project	  was	  designed	  to	  synthesize	  information	  from	  a	  wide	  variety	  of	  sources,	  
and	  to	  be	  able	  to	  draw	  conclusions	  based	  upon	  the	  cross-‐verification	  of	  sources.	  	  In	  order	  to	  
accomplish	  this,	  a	  combination	  of	  qualitative	  and	  quantitative	  data	  was	  collected.	  	  These	  data	  
include	  interviews	  and	  discussion,	  surveys,	  and	  other	  methods.	  	  Figure	  4	  depicts	  the	  data	  
sources	  used	  for	  this	  report	  that	  were	  synthesized	  in	  Section	  3.0.	  	  While	  the	  sample	  sizes	  were	  
small	  for	  many	  of	  these	  sources,	  the	  patterns	  that	  emerged	  were	  consistent	  across	  the	  various	  
data	  sources.	  
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Figure	  4:	  Report	  Data	  Sources	  


	  
	  
	  
Each	  of	  the	  data	  sources	  in	  Figure	  4	  is	  described	  below,	  in	  the	  order	  in	  which	  they	  were	  
conducted:	  
	  
NHID	  STAFF	  INTERVIEWS	  
After	  the	  project	  kick	  off	  meeting,	  the	  first	  phase	  of	  the	  project	  included	  a	  series	  of	  NHID	  staff	  
interviews.	  These	  interviews	  were	  designed	  to	  obtain	  a	  variety	  of	  views	  on	  the	  background	  for	  
this	  project,	  ideas	  on	  project	  execution,	  and	  to	  better	  understand	  the	  roles	  of	  various	  
Department	  personnel	  in	  the	  rate	  review	  process.	  	  Several	  of	  the	  interviews	  resulted	  in	  names	  
of	  external	  stakeholders	  to	  be	  interviewed.	  	  
	  
LITERATURE	  REVIEW	  	  
A	  literature	  review	  was	  performed	  at	  the	  start	  of	  the	  project,	  and	  an	  annotated	  bibliography	  
can	  be	  found	  in	  Appendix	  A-‐1.	  	  The	  review	  was	  focused	  on	  how	  states	  were	  approaching	  rate	  
review	  from	  a	  consumer	  perspective,	  and	  generated	  a	  partial	  list	  of	  organizations	  and	  
individuals	  to	  interview	  by	  phone.	  	  	  
	  
INDUSTRY	  /	  STAKEHOLDER	  INTERVIEWS	  
Phone	  interviews	  and	  email	  conversations	  regarding	  consumer	  engagement	  in	  the	  rate	  review	  
process	  and	  the	  consumer-‐focused	  role	  of	  an	  insurance	  department	  were	  held	  with	  state	  
insurance	  departments	  including:	  Arkansas,	  California,	  New	  York,	  Oregon,	  and	  Washington.	  	  
Additional	  phone	  interviews	  and	  email	  conversations	  were	  held	  with	  staff	  from:	  Consumers	  
Union,	  CMS,	  NAIC,	  and	  NCSL.	  	  Finally,	  conversations	  were	  held	  with	  several	  insurance	  carrier	  
representatives	  to	  gain	  their	  perspectives.	  
	  
NAVIGATORS/MPAS	  FACILITATED	  DISCUSSION	  
A	  decision	  was	  made	  to	  facilitate	  a	  discussion	  with	  the	  Navigators/MPA	  community	  as	  well	  as	  to	  
include	  them	  in	  the	  consumer	  advocate	  survey.	  	  The	  discussion	  was	  held	  in	  a	  conference	  call	  
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format	  in	  order	  to	  accommodate	  the	  geographic	  breadth	  of	  the	  Navigators/MPAs.	  	  The	  
conference	  call	  was	  held	  on	  March	  26,	  2015,	  with	  11	  participants,	  and	  was	  designed	  to	  elicit	  
discussion	  regarding	  topics	  including:	  


• Their	  knowledge	  of	  New	  Hampshire’s	  rate	  review	  process	  	  
	  


• The	  degree	  to	  which	  this	  community	  interfaces	  with	  producers	  (insurance	  brokers)	  
	  


• The	  role	  NHID	  has	  in	  terms	  of	  providing	  information	  to	  consumers	  
	  


• Issues	  that	  consumers	  face	  when	  both	  purchasing	  and	  utilizing	  insurance	  
	  


• Healthcare.gov.	  
	  
NHID	  CALL	  TRACKING	  ANALYSIS	  
The	  NHID	  Consumer	  Services	  Division	  maintains	  a	  call	  tracking	  database	  for	  calls	  received.	  	  In	  
order	  to	  attempt	  to	  understand	  the	  volume	  and	  types	  of	  rate	  review	  concerns	  from	  consumers,	  
the	  call	  tracking	  data	  was	  requested	  for	  analysis.	  	  A	  dataset	  from	  October	  1,	  2013	  to	  February	  
27,	  2015	  was	  created	  by	  the	  NHID	  Consumer	  Services	  Division.	  	  A	  key	  word	  analysis	  was	  run	  to	  
group	  the	  call	  log	  records	  by	  topic	  and	  by	  carrier.	  	  There	  were	  limitations	  to	  the	  degree	  of	  
specificity	  available	  from	  the	  call	  tracking	  system	  analysis.	  
	  
PRODUCER	  CALLS	  AND	  PRODUCER	  SURVEY	  METHODOLOGY	  
The	  producer	  survey	  was	  developed	  with	  input	  from	  the	  producer	  interviews,	  data	  collected	  in	  
the	  call	  with	  Navigators/MPAs,	  and	  from	  NHID	  program	  and	  operations	  staff.	  	  The	  survey	  
instrument	  is	  found	  in	  Appendix	  A-‐2	  and	  the	  results	  in	  Appendix	  A-‐3.	  
	  
The	  survey	  was	  put	  into	  the	  field	  via	  email	  on	  April	  6,	  2015.	  	  It	  was	  sent	  to	  206	  producer	  email	  
addresses	  provided	  by	  the	  NHID.	  	  The	  first	  reminder	  notice	  was	  sent	  on	  April	  10,	  2015	  to	  153	  
producers	  who	  had	  not	  responded	  and	  to	  13	  who	  had	  started	  to	  respond	  but	  had	  incomplete	  
responses.	  	  The	  second	  reminder	  was	  sent	  on	  April	  15,	  2015	  to	  141	  producers	  who	  had	  not	  
responded	  and	  to	  12	  who	  had	  started	  to	  respond	  but	  had	  incomplete	  responses.	  	  	  
	  
The	  survey	  was	  closed	  on	  April	  17,	  2015	  with	  69	  responses.	  	  Of	  these	  69	  responses,	  16	  
incomplete	  responses	  were	  deleted	  permanently	  from	  the	  survey	  analysis	  file,	  leaving	  a	  final	  
n=53.	  	  	  
	  
Characteristics	  of	  the	  producers	  who	  responded	  to	  the	  survey	  include:	  


• 85%	  of	  respondents	  have	  been	  producers	  more	  than	  5	  years;	  68%	  more	  than	  10	  years	  
	  
• 51%	  of	  respondents	  are	  independent	  producers,	  with	  the	  remainder	  belonging	  to	  an	  


agency;	  of	  these,	  fewer	  than	  6%	  were	  part	  of	  a	  national	  agency	  
	  


• 53%	  of	  the	  respondents’	  business	  is	  on-‐exchange	  (Healthcare.gov)	  individual	  business	  
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• The	  majority	  of	  respondents	  are	  not	  part	  of	  either	  Anthem’s	  or	  Harvard	  Pilgrim’s	  
producer	  advisory	  councils	  (PACs)	  
	  


• Fewer	  than	  6%	  stated	  that	  they	  had	  ever	  submitted	  a	  rate	  review	  comment.	  
	  
CONSUMER	  ADVOCATE	  SURVEY	  METHODOLOGY	  
The	  consumer	  advocate	  survey	  was	  designed	  as	  a	  proxy	  for	  reaching	  consumers	  directly.	  	  It	  was	  
developed	  with	  input	  from	  stakeholder	  interviews,	  a	  call	  with	  Navigators/MPAs,	  and	  NHID	  
operations	  and	  policy	  staff.	  	  The	  survey	  instrument	  is	  found	  in	  Appendix	  A-‐4	  and	  the	  results	  in	  
Appendix	  A-‐5.	  	  	  
	  
The	  survey	  was	  put	  into	  the	  field	  via	  a	  consumer	  advocacy	  contact	  list	  maintained	  by	  Louis	  
Karno	  &	  Company	  on	  April	  16,	  2015.	  	  Surveys	  were	  not	  tied	  to	  individual	  email	  addresses.	  	  A	  
reminder	  was	  sent	  on	  April	  21,	  2015	  to	  those	  who	  had	  not	  responded.	  	  An	  additional	  survey	  link	  
was	  sent	  to	  a	  contact	  at	  Consumers	  Union	  on	  April	  22,	  2015.	  	  A	  final	  reminder	  was	  sent	  to	  the	  
contact	  list	  on	  May	  4,	  2015.	  	  	  
	  
The	  survey	  closed	  on	  May	  5,	  2015.	  	  Three	  (3)	  incomplete	  surveys	  were	  deleted	  due	  to	  only	  
being	  partially	  completed,	  two	  (2)	  surveys	  were	  considered	  nearly	  complete	  and	  were	  kept	  in	  
the	  data	  set,	  and	  final	  dataset	  had	  n=20.	  	  	  
	  
Characteristics	  of	  the	  consumer	  advocates	  who	  responded	  to	  the	  survey	  include:	  


• 45%	  stated	  that	  they	  have	  been	  consumer	  advocates	  for	  more	  than	  5	  years;	  45%	  have	  
been	  advocates	  for	  3	  years	  or	  less	  
	  


• 80%	  of	  the	  respondents	  worked	  for	  organizations	  which	  have	  been	  advocating	  on	  behalf	  
of	  consumers	  for	  5	  for	  more	  years	  
	  


• 55%	  of	  respondents	  identified	  themselves	  as	  Navigators/MPAs,	  20%	  as	  policy	  advocates,	  
and	  the	  remaining	  25%	  as	  “other”	  
	  


• 85%	  of	  respondents	  stated	  that	  they	  had	  never	  participated	  in	  the	  rate	  review	  process	  
themselves	  or	  on	  behalf	  of	  New	  Hampshire	  consumers.	  


	  
CONSUMER	  LISTENING	  SESSIONS	  
Consumer	  listening	  sessions	  were	  designed	  with	  the	  intention	  of	  both	  gaining	  direct	  consumer	  
input,	  and	  validating	  the	  other	  research	  already	  gathered.	  	  	  
	  
The	  process	  included	  developing	  and	  facilitating	  two,	  consumer	  listening	  sessions,	  with	  one	  
located	  in	  Manchester	  and	  the	  other	  in	  the	  Lakes	  Region.	  	  To	  drive	  consumer	  attendance,	  the	  
following	  steps	  were	  taken	  by	  Louis	  Karno	  and	  Company:	  


• Ads	  were	  developed	  and	  placed	  in	  local,	  regional	  newspapers	  and	  the	  Union	  Leader	  
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• Outreach	  was	  conducted	  via:	  NHID’s	  mailing	  list,	  the	  Manchester	  Public	  Health	  
Department,	  regional	  hospitals,	  public	  health	  advocacy	  groups,	  local	  chambers	  of	  
commerce,	  local	  companies,	  producers	  (100+),	  Facebook	  ads,	  and	  Navigators/MPAs.	  	  


	  
The	  Manchester	  session	  attracted	  four	  people,	  and	  resulted	  in	  a	  90-‐minute	  discussion	  on	  topics	  
such	  as	  the	  health	  care	  marketplace	  and	  the	  Exchange	  plans	  in	  the	  state.	  	  The	  second,	  Lakes	  
Region	  session	  was	  cancelled	  by	  NHID,	  but	  phone	  interviews	  were	  conducted	  with	  multiple	  
individuals	  who	  had	  pre-‐enrolled	  for	  the	  session.	  


3.0	  Discussion	  


3.1	  Introduction	  
	  
The	  New	  Hampshire	  Insurance	  Department	  (NHID)	  contracted	  with	  Louis	  Karno	  &	  Company,	  
and	  its	  partner	  Pero	  Consulting	  Group	  LLC,	  under	  RFP	  RRG-‐308	  to	  provide	  research	  and	  
recommendations	  regarding	  consumer	  engagement	  with	  New	  Hampshire’s	  rate	  review	  process	  
in	  the	  small	  and	  individual	  markets.	  	  	  
	  
The	  core	  aim	  of	  this	  research	  was	  to	  understand	  New	  Hampshire	  consumers’	  knowledge	  of	  the	  
rate	  review	  process,	  and	  to	  review	  best	  practices	  of	  other	  states	  to	  determine	  a	  set	  of	  possible	  
recommendations	  for	  NHID.	  	  This	  was	  done	  to	  support	  NHID’s	  desire	  to	  determine	  if	  New	  
Hampshire	  can	  better	  support	  consumers	  during	  the	  rate	  review	  process,	  and	  achieve	  more	  
consumer	  input	  to	  the	  process.	  	  	  
	  
During	  this	  work,	  the	  rate	  review	  process	  was	  broadly	  examined	  from	  a	  variety	  of	  perspectives	  
–	  consumer,	  producer,	  regulatory,	  carrier	  –	  resulting	  in	  
findings	  and	  recommendations	  focused	  not	  only	  on	  
rate	  review,	  but	  also	  opportunities	  for	  broader	  NHID	  
consumer	  engagement.	  	  It	  is	  clear	  from	  this	  research	  
that	  “rates	  versus	  rate	  review”	  is	  what	  consumers	  are	  
focused	  on.	  	  	  
It	  is	  also	  clear	  from	  this	  research	  that	  there	  are	  
opportunities	  for	  both	  improving	  consumer	  health	  literacy,	  and	  for	  NHID	  to	  develop	  a	  broader	  
consumer	  engagement	  strategy	  both	  in	  how	  consumers	  purchase	  insurance	  products	  and	  how	  
they	  ultimately	  access	  their	  benefits.	  
	  
Unlike	  many	  states,	  New	  Hampshire	  has	  had	  a	  solid	  rate	  review	  process	  for	  nearly	  two	  decades	  
with	  strong	  regulatory	  abilities.	  	  This	  process	  has	  been	  strengthened	  in	  recent	  years	  under	  the	  
PPACA	  with	  additional	  carrier	  reporting	  requirements	  and	  the	  ability	  for	  consumers	  to	  
comment	  directly	  on	  rate	  filings.	  	  Since	  2011,	  NHID	  has	  published	  an	  annual	  rate	  review	  report	  
with	  a	  detailed	  analysis	  of	  medical	  cost	  drivers,	  and	  released	  it	  at	  a	  public	  meeting.	  	  	  
	  
Additionally,	  under	  the	  most	  recent	  rate	  review	  grants,	  NHID	  has	  published	  or	  is	  currently	  


“Consumers	  need	  the	  entire	  
picture,	  not	  just	  the	  rates.”	  	  
–	  Consumer	  advocate	  survey	  
comment	  
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leading	  projects	  focused	  on:	  the	  New	  Hampshire	  insurance	  market,	  network	  adequacy,	  and	  
health	  care	  reform	  options.	  
	  
This	  report’s	  focus	  is	  on	  New	  Hampshire’s	  individual	  and	  small	  group	  marketplace.	  	  The	  
opinions	  sought	  from	  producers,	  consumer	  advocates,	  industry	  organizations,	  NHID,	  and	  a	  
literature	  review	  all	  focus	  on	  these	  two	  markets.	  	  In	  total,	  the	  individual	  and	  small	  group	  
markets	  represent	  a	  relatively	  small	  proportion	  (11%)	  of	  the	  coverage	  in	  New	  Hampshire	  
(Figure	  1).	  	  	  
	  
Figure	  1	  depicts	  the	  current	  estimated	  insurance	  coverage	  distribution	  in	  the	  New	  Hampshire	  
Insurance	  market	  for	  2015.	  	  The	  individual	  (6%),	  small	  group	  (5%),	  mid-‐sized	  (2%),	  large	  group	  
and	  self	  funded	  (28%),	  Medicaid	  (12%),	  and	  uninsured	  (7%)	  figures	  were	  taken	  from	  a	  report	  
released	  by	  the	  Wakely	  Consulting	  Group	  in	  January	  2015	  which	  created	  2015	  projections35.	  	  
The	  Kaiser	  Family	  Foundation	  states	  that	  Medicare	  represents	  18%36	  of	  NH’s	  population,	  and	  
the	  remainder	  is	  distributed	  as	  Other	  (23%).	  
	  
Between	  November	  15,	  2014	  and	  February	  15,	  2015,	  53,005	  people	  in	  New	  Hampshire	  enrolled	  
via	  Healthcare.gov	  according	  to	  a	  March	  2015	  issue	  brief	  authored	  by	  the	  US	  Department	  of	  
Health	  and	  Human	  Services	  (DHHS).37	  	  This	  represents	  four	  percent	  of	  New	  Hampshire’s	  total	  
population	  of	  1,326,813	  as	  of	  2014	  per	  US	  Census	  Bureau38.	  	  	  
	  
Based	  upon	  data	  provided	  by	  the	  NHID39,	  the	  2015	  membership	  on	  the	  Exchange	  is	  growing,	  
and	  the	  majority	  of	  it	  remains	  in	  the	  individual	  versus	  SHOP	  (small	  business)	  market	  as	  shown	  in	  
Figure	  2.	  
	  
For	  the	  surveys	  conducted	  for	  this	  report,	  these	  two	  markets,	  individual	  and	  small	  group	  
(SHOP),	  were	  the	  primary	  areas	  of	  focus.	  


3.2	  Current	  Rate	  Review	  Process	  
	  
New	  Hampshire’s	  current	  rate	  review	  process	  involves	  multiple	  parties	  and	  systems.	  	  NHID,	  
carriers,	  and	  consumers	  (the	  parties)	  interact	  via	  two	  primary	  information	  technology	  portals:	  


1. National	  Association	  of	  Insurance	  Commissioners’	  System	  for	  Electronic	  Rate	  and	  Form	  
Filing	  (NAIC	  SERFF)	  	  
	  


2. Centers	  for	  Medicare	  and	  Medicaid	  Services’	  Health	  Insurance	  Oversight	  System	  (CMS	  
HIOS).	  


	  
Table	  1	  highlights	  each	  entity,	  their	  roles,	  and	  their	  functions.	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
35	  Wakely	  Consulting	  Group	  Phase	  II	  report:	  New	  Hampshire	  Health	  Insurance	  Market	  Analysis.	  
36	  Kaiser	  Foundation:	  Medicare	  Beneficiaries	  as	  a	  Percent	  of	  Total	  Population.	  	  
37	  DHHS/ASPE	  Issue	  Brief:	  March	  Enrollment	  Report.	  
38	  US	  Census	  Bureau	  New	  Hampshire	  Quick	  Facts.	  
39	  2015	  QHP	  Monthly	  Membership	  Report.	  
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Table	  1:	  Entities,	  Roles,	  and	  Functions	  in	  Rate	  Review	  Process	  
Entity	   Roles	  and	  Functions	  in	  New	  Hampshire’s	  Rate	  Review	  Process	  
NH	  Insurance	  
Department	  


The	  NHID	  is	  responsible	  for	  the	  overall	  rate	  review	  process.	  	  This	  includes	  
receiving	  the	  initial	  rate	  review	  requests,	  reviewing	  the	  external	  comments,	  
requesting	  additional	  information	  from	  carriers	  if	  needed,	  conducting	  the	  rate	  
review,	  and	  filing	  the	  final	  decision.	  


Carriers	   Carriers	  are	  responsible	  for	  initiating	  the	  rate	  review	  process,	  responding	  to	  
NHID	  information	  requests,	  and	  providing	  CMS	  with	  information	  if	  rate	  
requests	  are	  greater	  than	  ten	  percent.	  	  	  


Consumers	   Within	  New	  Hampshire’s	  rate	  review	  process,	  consumers	  have	  two	  points	  of	  
access.	  	  First,	  they	  can	  make	  a	  comment	  on	  a	  specific	  rate	  filing	  via	  an	  email	  
link	  from	  the	  NHID	  website40.	  	  Second,	  they	  may	  view	  information	  on	  the	  
Healthcare.gov	  website	  related	  to	  approved	  carrier	  rate	  submissions	  that	  more	  
than	  10%	  as	  well	  as	  final	  rates	  while	  purchasing	  health	  coverage.	  


	  
	  
The	  interaction	  between	  the	  NHID	  and	  the	  carriers	  occurs	  using	  the	  NAIC	  SERFF	  portal.	  	  The	  
SERFF	  portal	  also	  feeds	  the	  CMS	  HIOS	  portal	  so	  that	  consumers	  can	  ultimately	  view	  information	  
on	  Healthcare.gov.	  	  Carriers	  also	  have	  a	  portal	  to	  NAIC	  SERFF	  to	  allow	  them	  to	  view	  NHID’s	  final	  
decisions.	  	  A	  detailed	  flow	  chart	  of	  the	  processes	  and	  interactions	  described	  above	  is	  found	  in	  
Appendix	  A-‐7.	  	  	  
	  
For	  those	  products	  on	  the	  insurance	  Exchange,	  Figure	  5	  summarizes	  the	  New	  Hampshire	  rate	  
review	  process	  in	  five	  steps.	  	  This	  type	  of	  simplistic,	  visual	  summary	  is	  found	  on	  rate	  review	  
websites	  such	  as	  Arkansas	  and	  Oregon,	  and	  is	  intended	  by	  those	  states	  to	  be	  helpful	  to	  
consumers	  in	  understanding	  and	  engaging	  with	  the	  rate	  review	  process41.	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
40	  NHID	  2016	  Proposed	  Rate	  Filings	  Comment	  Email	  Link.	  
41	  Appendix	  A-‐6.	  	  
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Figure	  5:	  New	  Hampshire	  Rate	  Filing	  Review	  Process	  Summary	  Example	  


	  
	  


3.3	  Rate	  Review	  Process	  Engagement	  
	  
As	  described	  in	  Section	  3.2,	  there	  is	  fairly	  limited	  
engagement	  between	  New	  Hampshire	  consumers	  and	  the	  
rate	  review	  process.	  	  This	  notion	  of	  limited	  consumer	  
engagement	  in	  the	  rate	  review	  process	  was	  summarized	  by	  
one	  producer	  with	  the	  quote	  “Consumers	  don’t	  care	  about	  
rate	  review,	  they	  care	  about	  rates.”	  	  As	  shown	  in	  Figure	  6	  
from	  the	  consumer	  advocate	  survey,	  85%	  of	  New	  
Hampshire	  consumers	  were	  “not	  educated”	  or	  “somewhat	  
educated”	  about	  the	  rate	  review	  process	  and	  the	  remaining	  
15%	  were42.	  	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
42	  Appendix	  A-‐5.	  


“This	  [the	  rate	  review	  
process]	  is	  something	  that	  is	  
not	  in	  the	  mind	  of	  people	  on	  a	  
day	  to	  day	  basis.”	  


–	  Consumer	  advocate	  survey	  
comment	  
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Figure	  6:	  Consumer	  Advocates’	  Perception	  of	  Consumers’	  Level	  of	  Education	  of	  the	  Rate	  Review	  Process	  (n=20)	  


	  
	  
Further,	  as	  shown	  in	  Figure	  7,	  only	  30%	  of	  respondents	  to	  the	  consumer	  advocate	  survey	  stated	  
that	  they	  themselves	  were	  “educated”	  about	  the	  New	  Hampshire	  rate	  review	  process,	  20%	  
indicated	  they	  were	  “neutral,”	  and	  the	  remaining	  50%	  were	  “somewhat	  educated”	  or	  “not	  
educated.”43	  	  	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
43	  Appendix	  A-‐5.	  
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Figure	  7:	  	  Consumer	  Advocates’	  Perception	  on	  the	  Level	  of	  Their	  Education	  About	  the	  Rate	  Review	  Process	  
(n=20)	  


	  
	  
	  
As	  shown	  in	  Figure	  8,	  consumer	  advocates	  were	  concerned	  with	  rates	  in	  the	  individual	  and	  
small	  group	  market,	  with	  90%	  being	  “concerned”	  or	  “very	  concerned”	  in	  the	  individual	  market	  
and	  65%	  being	  “concerned”	  or	  “very	  concerned”	  in	  the	  small	  group	  market44.	  	  In	  terms	  of	  what	  


could	  be	  done	  to	  reduce	  rates,	  only	  13%	  of	  producers	  who	  
responded	  said	  that	  to	  “involve	  the	  consumer	  in	  the	  rate	  
review	  process”	  would	  have	  an	  impact45.	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
44	  Appendix	  A-‐5.	  
45	  Appendix	  A-‐3.	  


“Rate	  review	  can	  do	  little	  to	  
impact	  rates.	  Cost	  drivers	  
are	  more	  important.”	  	  
–	  Producer	  survey	  comment	  
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Figure	  8:	  Consumer	  Advocates	  Concern	  About	  Insurance	  Rates	  by	  Market	  Type	  (n=20)	  


	  
	  
To	  reduce	  insurance	  rates	  in	  New	  Hampshire,	  the	  top	  
three	  reasons	  from	  producers	  and	  consumers	  advocates	  
are	  shown	  in	  Table	  246.	  	  There	  are	  similarities	  in	  their	  
respective	  responses	  in	  terms	  of	  educating	  the	  market	  on	  
health	  care	  cost	  drivers	  and	  providing	  cost	  data	  to	  
consumers	  on	  medical	  procedures.	  	  The	  latter	  of	  which	  is	  
the	  primary	  purpose	  of	  NHID’s	  innovative	  NH	  HealthCost	  
website.	  	  


	  
Table	  2:	  Top	  3	  Ranked	  Methods	  to	  Reduce	  Insurance	  Rates	  -‐	  Producers	  and	  Consumer	  Advocates	  
Ranking	   Producers	   Consumer	  Advocates	  
#1	   Educate	  the	  Market	  on	  Health	  Care	  


Cost	  Drivers	  (68%)	  tied	  with	  Provide	  
Cost	  Data	  to	  Consumers	  on	  Medical	  
Procedures	  (68%)	  


Educate	  the	  Market	  on	  Health	  Care	  Cost	  
Drivers	  (60%)	  


#2	   Limit	  Malpractice	  Awards/Tort	  
Reform	  (64%)	  


Involved	  the	  Consumers	  in	  the	  Rate	  Review	  
Process	  (55%)	  


#3	   Allow	  the	  “Free	  Market”	  to	  Control	  
Prices	  (64.2%)	  


Provide	  Cost	  Data	  to	  Consumers	  on	  Medical	  
Procedures	  (50%)	  tied	  with	  Provide	  Quality	  
Data	  to	  Consumers	  on	  Individual	  Health	  
Care	  Providers	  (50%)	  


	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
46	  Appendix	  A-‐3	  and	  Appendix	  A-‐5.	  


“We	  need	  transparency	  of	  cost	  and	  
quality	  of	  all	  services	  offered	  from	  
providers.	  We	  need	  to	  educate	  
consumers	  on	  how	  to	  practice	  
consumerism	  within	  the	  health	  care	  
system.”	  
	  –	  Producer	  survey	  comment	  
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Other	  states	  have	  used	  some	  of	  their	  rate	  review	  grant	  funding	  to	  provide	  dedicated	  websites,	  
or	  augmented	  their	  insurance	  department	  websites	  to	  provide	  more	  information	  about	  the	  
state’s	  rate	  review	  process,	  thus	  allowing	  the	  consumer	  to	  interact	  electronically	  by	  submitting	  
comments,	  signing	  up	  for	  email	  notifications,	  and	  receiving	  notice	  public	  hearings.	  	  This	  report	  
examined	  five	  of	  those	  states	  (Arkansas,	  California,	  New	  York,	  Oregon,	  and	  Washington)	  from	  
two	  perspectives47:	  


1. A	  survey	  of	  general	  consumer	  health	  information	  website	  features	  (Table	  3).	  
	  


2. A	  survey	  of	  consumer	  website	  functions	  related	  to	  rate	  review	  (Table	  4).	  
	  
The	  site	  content	  from	  these	  five	  states	  could	  be	  used	  to	  help	  develop	  new	  website	  content	  for	  
New	  Hampshire.	  	  	  
	  
These	  five	  states	  were	  chosen	  by	  the	  report	  authors	  as	  “best	  practice”	  states	  for	  providing	  
information	  in	  an	  easy	  to	  understand	  format	  for	  consumers	  based	  upon	  literature	  review,	  
conversations	  with	  industry	  leaders,	  and	  by	  functional	  analysis	  of	  their	  website	  capabilities.	  	  
One	  regulator	  in	  a	  state	  with	  an	  active	  rate	  review	  process	  stated:	  “We	  just	  need	  basic	  
consumer	  understanding	  of	  how	  insurance	  works,	  especially	  the	  out	  of	  pocket	  benefits.	  	  We	  
need	  tools	  for	  the	  consumers	  so	  that	  they	  know	  what	  they	  will	  spend	  when	  they	  visit	  a	  
provider.”	  	  
	  
Table	  3’s	  survey	  delineates	  New	  Hampshire	  (green)	  versus	  the	  five	  states	  for	  both	  health	  
insurance	  FAQs	  /	  health	  literacy	  and	  having	  an	  online	  complaint	  system.	  	  It	  should	  be	  noted	  that	  
New	  Hampshire	  does	  have	  plans	  via	  the	  fall	  2015	  release	  of	  NH	  HealthCost	  website	  to	  provide	  
the	  health	  insurance	  FAQs	  and	  health	  literacy	  information.	  	  	  


Table	  3:	  Survey	  of	  General	  Consumer	  Health	  Information	  Website	  Features	  (5/21/15)	  
Website	  
Feature	  


AR	   CA	   NY	   OR	   WA	  
	  


NH	  


Health	  
Insurance	  
FAQs	  /	  
Health	  
Literacy	  


Yes;	  
separate	  
page	  on	  
Medical	  
Loss	  Ratio	  
and	  Rebates	  


Yes;	  
comprehens
ive;	  PPO	  
Quality	  
Report	  Card	  
available	  


Yes	   Yes;	  
consumer	  
guide	  as	  PDF	  
download	  


Yes	   No;	  Planned	  
for	  New	  
Hampshire	  
HealthCost	  
website	  
expansion	  


Online	  
consumer	  
complaint	  
system	  


No;	  toll-‐free	  
number	  to	  
file	  a	  
complaint	  is	  
provided	  


Yes;	  toll-‐free	  
number	  is	  
another	  
option	  


Yes	   Yes;	  mail	  or	  
fax	  are	  also	  
options	  


Yes;	  can	  also	  
check	  status	  
online;	  
complaint	  
comparison	  
tool	  and	  
carrier	  
complaint	  
index	  


Yes;	  mail	  is	  
another	  
option	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
47	  Appendix	  A-‐6	  and	  review	  of	  individual	  state	  websites	  May	  21,	  2015.	  
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Table	  4	  contains	  an	  additional	  survey	  of	  New	  Hampshire	  and	  the	  five	  states.	  	  It	  was	  conducted	  
in	  terms	  of	  the	  consumer	  website	  functions	  related	  specifically	  to	  the	  rate	  review	  process.	  	  
Appendix	  A-‐6	  includes	  detailed	  screen	  shots	  of	  the	  functionality	  from	  each	  of	  these	  five	  states’	  
websites.	  	  Several	  of	  these	  state	  websites	  are	  fairly	  extensive	  in	  the	  way	  that	  they	  have	  
integrated	  the	  NAIC	  SERFF	  system	  interfaces	  so	  that	  the	  NAIC	  SERFF	  system	  is	  transparent	  to	  
the	  consumer.	  	  In	  contrast,	  New	  Hampshire	  has	  links	  from	  its	  site	  to	  various	  aspects	  of	  the	  NAIC	  
SERFF	  platform,	  but	  it	  is	  not	  considered	  by	  the	  report	  authors	  to	  be	  consumer	  friendly.	  	  	  
	  


Table	  4:	  Survey	  of	  Consumer	  Website	  Functions	  Related	  to	  Rate	  Review	  Process	  (5/21/15	  &	  updated	  6/23/15)	  
Website	  
Feature	  


AR	   CA	   NY	   OR	   WA	  
	  


NH	  


Rate	  review	  
process	  is	  
explained	  


Yes;	  four	  
step	  process	  
detailed	  


Yes;	  
dedicated	  
FAQ	  section	  


Yes;	  FAQ	  
page	  


Yes;	  six	  step	  
process	  
detailed	  


Yes;	  
describes	  
factors	  and	  
process	  


No	  


FAQs	  about	  
rates	  and	  
rate	  
increases	  


Yes	   Yes	   Yes	   Yes	   Yes	   Indirectly	  via	  
annual	  cost	  
drivers	  
report	  


Allow	  
consumers	  
to	  look	  up	  
rate	  filings	  


Yes;	  in	  
process	  and	  
approved	  


Yes;	  in	  
progress	  
and	  
complete;	  
by	  company	  
or	  
interactive	  
filing	  search;	  
initial	  filing	  
documents	  


Yes;	  
pending,	  
withdrawn,	  
and	  
approved;	  
EASY	  SERFF	  
link	  to	  filing,	  
rate	  change	  
summary,	  
application,	  
decision	  
summary	  


Yes;	  all	  
filings,	  
pending	  
files,	  
approved	  
filings,	  
Medigap	  
rate	  
histories	  


Yes;	  by	  
company	  or	  
group	  size;	  
can	  view	  the	  
request	  
summary,	  
complete	  
request,	  
decision,	  
comments	  


Indirectly	  via	  
NAIC	  SERFF	  
link	  


Notify	  
consumers	  
of	  rate	  
increases	  


No;	  there	  is	  
a	  general	  AR	  
Insurance	  
Department	  
newsletter	  
sign	  up	  


Email	  sent	  
when	  new	  
filings	  
available	  for	  
viewing	  


No	   Yes;	  via	  
email;	  can	  
select	  which	  
carriers	  to	  
be	  notified	  
of	  changes	  


Yes;	  via	  
email	  
listserv	  


	  


Inform	  
consumers	  
about	  rate	  
hearings	  


No	   No	   No	   Yes;	  via	  
Email	  or	  
Twitter;	  
hearings	  
also	  
streamed	  
via	  web	  


Yes;	  via	  
Email	  


Yes;	  annual	  
hearing	  
occurs	  
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Website	  
Feature	  


AR	   CA	   NY	   OR	   WA	  
	  


NH	  


Allow	  
consumers	  
to	  comment	  
on	  specific	  
rate	  filings	  


No;	  email	  to	  
Insurance	  
Department	  
required	  


Yes;	  online	   Yes;	  online	  
or	  mail	  


Yes;	  online	   Yes;	  online	   Yes;	  via	  
NHID	  
website	  
email	  link	  


Allow	  
consumers	  
to	  view	  
other	  
comments	  


No	   Yes;	  while	  in	  
process	  or	  
after	  
approved	  


Yes;	  after	  
approved	  


Yes;	  after	  
approved	  


Yes;	  while	  in	  
process	  or	  
after	  
approved	  


No	  


Consumer	  
friendly	  rate	  
review	  
summaries	  


No	   No	   Yes	   No	   Yes	   No	  


Other	   Link	  to	  
Arkansas	  All	  
Payer	  Claims	  
Database	  
website;	  
page	  
describes	  
rate	  review	  
grants	  


	   Link	  
provided	  to	  
New	  York’s	  
insurance	  
exchange	  


The	  OSPIRG	  
Foundation	  
sometimes	  
creates	  
citizen	  
petitions	  
and	  analysis	  
of	  specific	  
rate	  reviews	  
and	  they	  are	  
online	  


Consolidates	  
publishing	  
of	  all	  
current	  
rates	  via	  a	  
GIS	  county	  
map;	  
individual	  
carrier	  rates	  
by	  product	  
available	  


	  


	  


Specific	  to	  the	  notion	  of	  New	  Hampshire	  creating	  a	  
public	  website	  where	  consumers	  could	  comment	  
on	  rate	  filings,	  90%	  of	  consumer	  advocate	  survey48	  
respondents	  stated	  that	  having	  a	  public	  website	  
such	  as	  New	  York’s	  or	  Oregon’s	  would	  be	  “useful”	  
or	  “very	  useful”	  whereas	  in	  contrast	  only	  38%	  of	  
producers	  surveyed49	  stated	  it	  would	  be	  “useful”	  
or	  “very	  useful”	  (Figure	  9).	  	  NHID	  is	  not	  currently	  
developing	  plain	  language	  summaries,	  but	  via	  their	  
website,	  the	  SERFF	  database	  can	  be	  queried	  and	  
the	  entire	  rate	  filing	  reviewed.	  	  	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
48	  Appendix	  A-‐5.	  
49	  Appendix	  A-‐3.	  


“I	  think	  transparency	  and	  ability	  to	  
comment	  has	  innate	  value	  for	  
consumers.	  Requiring	  that	  a	  carrier	  
make	  public	  their	  rates	  pushes	  
insurance	  providers	  to	  be	  
accountable.	  Public	  comment	  allows	  
consumers	  to	  submit	  concerns	  about	  
published	  rates,	  which	  fosters	  a	  
sense	  that	  they	  are	  able	  to	  voice	  their	  
concerns	  about	  a	  process	  that	  
impacts	  their	  household	  economics.”	  	  
–	  Consumer	  advocate	  survey	  
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Figure	  9:	  Comparison	  of	  Consumer	  Advocate	  and	  Producer	  Perceptions	  Regarding	  the	  Usefulness	  of	  the	  Public	  
Display	  of	  Carrier	  Rate	  Submissions	  for	  Public	  Comment	  


	  
	  
As	  stated	  previously,	  New	  Hampshire	  does	  allow	  for	  comments	  to	  be	  made,	  via	  a	  link	  to	  the	  
SERFF	  interface	  from	  the	  NHID	  website,	  however,	  to	  date,	  no	  comments	  have	  been	  made	  using	  
this	  interface50.	  	  Even	  if	  the	  NHID	  believes	  that	  these	  comments	  are	  useful	  and	  would	  like	  to	  
make	  the	  web	  experience	  more	  user	  friendly,	  the	  cost	  of	  future	  iterations	  of	  web	  development	  
to	  include	  a	  more	  seamless	  interface	  with	  SERFF	  (such	  as	  Oregon	  or	  Washington	  have	  done),	  
may	  be	  prohibitive	  given	  low	  usage.	  
	  


3.4	  Consumer	  Health	  Literacy	  and	  Engagement	  
	  


What	  is	  clear	  from	  this	  research	  is	  that	  consumers	  in	  the	  
individual	  and	  small	  group	  marketplaces,	  especially	  those	  
using	  Healthcare.gov,	  need	  additional	  knowledge	  in	  order	  to	  
both	  purchase	  an	  appropriate	  product	  as	  well	  as	  to	  navigate	  
the	  system	  and	  use	  the	  product.	  
	  
Figure	  10	  illustrates	  some	  of	  the	  types	  of	  information	  
needed	  by	  consumers	  both	  when	  they	  are	  entering	  the	  
insurance	  system	  and	  when	  they	  navigate	  the	  system	  after	  
purchasing	  insurance.	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
50	  Email	  exchange	  regarding	  SERFF	  report	  results	  with	  NHID	  personnel	  on	  June	  3,	  2015.	  


“I	  do	  not	  think	  there	  is	  
enough	  plan	  information	  on	  
the	  Healthcare.gov	  website.	  
I	  have	  spoken	  to	  many	  
clients	  who	  don't	  even	  know	  
what	  type	  of	  plan	  they	  
purchased.”	  	  
–	  Producer	  survey	  comment	  
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Figure	  10:	  Consumers	  Information	  Requirements	  When	  Entering	  and	  Navigating	  the	  System	  


	  


	  
Based	  upon	  the	  authors’	  conversations	  with	  producers	  and	  analyzing	  the	  two	  surveys,	  even	  
with	  Navigators/MPAs,	  Healthcare.gov,	  consumer	  organizations,	  NHID,	  carrier,	  producer,	  and	  
other	  resources,	  consumers	  are	  still	  having	  difficulty	  making	  sense	  of	  all	  the	  information	  
available	  when	  entering	  the	  system.	  	  Many	  of	  the	  individuals	  interviewed	  for	  this	  project	  stated	  
that	  purchases	  were	  being	  made	  often	  purely	  on	  price	  without	  a	  basic	  understanding	  of	  
network	  coverage,	  quality,	  or	  formularies.	  	  While	  NHID	  has	  devoted	  significant	  resources	  (i.e.,	  
NH	  HealthCost,	  annual	  cost	  drivers	  report,	  etc.)	  to	  help	  those	  in	  the	  market	  understand	  how	  to	  
navigate	  the	  system,	  NHID	  does	  not	  have	  a	  current	  strategy	  to	  help	  consumers	  who	  are	  
entering	  the	  system.	  
	  
More	  than	  60	  percent	  of	  the	  target	  population	  for	  state	  health	  insurance	  exchanges	  does	  not	  
understand	  fundamental	  health	  insurance	  concepts,	  according	  to	  a	  report	  published	  in	  the	  
December	  2013	  issue	  of	  Health	  Affairs.	  	  The	  Health	  Reform	  Monitoring	  Survey	  data	  examined	  in	  
this	  study	  indicates	  that	  only	  about	  40	  percent	  of	  the	  target	  insurance	  marketplace	  population	  
understood	  all	  nine	  key	  concepts	  of	  health	  insurance-‐-‐premiums,	  deductibles,	  copayments,	  
coinsurance,	  maximum	  annual	  out-‐of-‐pocket	  spending	  limits,	  provider	  networks,	  covered	  
services,	  annual	  limits	  on	  services,	  and	  non-‐covered	  or	  excluded	  services.51	  
	  
Another	  study	  –	  published	  in	  the	  Journal	  of	  Health	  Economics	  –	  also	  concluded	  that	  consumers	  
do	  not	  understand	  how	  insurance	  works.	  	  Of	  202	  surveyed	  adults,	  only	  14	  percent	  correctly	  


understood	  deductibles,	  copays,	  co-‐insurance,	  and	  out-‐of-‐
pocket	  maximums.52	  	  The	  lead	  investigator	  of	  this	  study,	  
George	  Loewenstein,	  noted	  that	  even	  when	  consumers	  
were	  given	  a	  relatively	  simple	  hypothetical	  plan	  and	  asked	  
to	  calculate	  their	  cost	  for	  a	  four-‐day	  hospital	  stay,	  only	  11	  
percent	  could.	  "And	  people	  were	  off	  by	  a	  lot,”	  
Loewenstein	  says,	  “by	  thousands	  of	  dollars.”53	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
51	  Long	  et	  al.	  (2013)	  The	  Health	  Reform	  Monitoring	  Survey:	  Addressing	  Data	  Gaps	  To	  Provide	  Timely	  Insights	  Into	  The	  Affordable	  
Care	  Act	  Health	  Aff	  10.1377/hlthaff.2013.0934;	  published	  ahead	  of	  print	  December	  18,	  2013.	  
52	  Loewenstein	  et	  al.	  (2013)	  Consumers’	  misunderstanding	  of	  health	  insurance,	  Journal	  of	  Health	  Economics	  Volume	  32,	  Issue	  5,	  
September	  2013,	  Pages	  850–86.	  
53	  Obamacare	  Hurdle:	  Consumers	  Flunk	  Health	  Insurance	  101,	  August	  06,	  201311:37	  AM	  ET	  	  Julie	  Rovner.	  


“Only	  14%	  of	  adults	  surveyed	  
correctly	  understood	  
deductibles,	  co-‐pays,	  co-‐
insurance	  &	  out	  of	  pocket	  
maximums37”	  
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Similarly,	  a	  Kaiser	  Family	  Foundation	  survey	  found	  that	  more	  than	  four	  in	  10	  uninsured	  people	  
could	  not	  correctly	  identify	  the	  definitions	  of	  critical	  health	  insurance	  terms,	  such	  as	  
“premium,”	  “deductible”	  and	  “provider	  network.”	  	  Even	  more	  of	  the	  uninsured	  could	  not	  


correctly	  answer	  questions	  that	  required	  calculating	  the	  
amount	  an	  insured	  person	  would	  have	  to	  pay	  for	  a	  hospital	  
stay	  (61%)	  or	  an	  out-‐of-‐network	  lab	  test	  (91%)	  based	  on	  the	  
plan’s	  cost-‐sharing	  requirements.	  The	  insurance	  literacy	  quiz	  
used	  in	  this	  study	  identified	  several	  trends	  in	  health	  insurance	  
understanding	  and	  awareness.	  	  Specifically,	  education	  
demonstrated	  a	  strong	  correlation	  with	  health	  care	  insurance	  


literacy,	  as	  did	  consumer	  age.	  Importantly,	  uninsured	  consumers	  expressed	  a	  lack	  of	  familiarity	  
with	  health	  insurance	  terms	  and	  concepts54.	  


	  
Collectively,	  these	  studies	  reveal	  that	  it	  is	  challenging	  for	  consumers	  to	  comprehend	  the	  costs	  
and	  benefits	  of	  various	  health	  insurance	  plans.	  	  As	  a	  result	  of	  not	  fully	  understanding	  the	  terms	  
and	  concepts,	  it	  is	  challenging	  for	  consumers	  to	  choose	  the	  plan	  that	  best	  meets	  their	  needs.	  	  
Lack	  of	  health	  insurance	  literacy	  and	  comprehension	  is	  particularly	  lower	  for	  younger	  adults,	  
those	  who	  haven’t	  attended	  college,	  and	  the	  uninsured.	  	  As	  more	  people	  gain	  insurance	  under	  
the	  ACA,	  these	  individuals	  may	  need	  extra	  help	  navigating	  their	  plans,	  particularly	  if	  they	  are	  
becoming	  insured	  for	  the	  first	  time.	  	  Levels	  of	  health	  insurance	  literacy	  may	  rise	  as	  more	  people	  
have	  access	  to,	  learn	  to	  navigate	  and	  use	  health	  insurance.	  
	  
The	  research	  conducted	  for	  this	  report	  with	  producers	  and	  
consumer	  advocates	  reveals	  low	  levels	  of	  awareness	  of	  web	  
tools	  to	  help	  consumers	  purchase	  and	  use	  insurance	  
products,	  as	  well	  as	  poor	  understanding	  of	  the	  product	  
benefits	  and	  provider	  networks.	  	  The	  surveys	  of	  producers	  
and	  consumer	  advocates	  both	  asked	  questions	  regarding	  
consumers	  understanding	  of	  topics	  impacting	  their	  selection	  
and	  usage	  of	  insurance	  products.	  
	  
As	  shown	  in	  Table	  5,	  it	  is	  clear	  from	  both	  the	  consumer	  
advocate	  and	  producer	  surveys,	  that	  consumer	  level	  of	  
understanding	  is	  limited	  regarding	  a	  number	  of	  topics	  when	  they	  first	  make	  contact	  with	  the	  
insurance	  market55:	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
54	  Mira	  Norton,	  Liz	  Hamel,	  and	  Mollyann	  Brodie,	  Assessing	  Americans'	  Familiarity	  With	  Health	  Insurance	  Terms	  and	  Concepts,	  
Nov	  11,	  2014.	  
55	  Appendix	  A-‐3	  and	  Appendix	  A-‐5.	  


“Consumers	  need	  to	  be	  able	  to	  
compare	  products	  to	  each	  other	  
with	  comparable	  information	  -‐	  
like	  comparing	  ‘apples	  to	  
apples.’	  There	  are	  so	  many	  
variables	  from	  plan	  to	  plan	  
making	  it	  difficult	  to	  do	  a	  
comparison	  that	  is	  meaningful	  
to	  the	  consumer.”	  	  
–	  Consumer	  advocate	  survey	  
	  


“Four	  in	  10	  uninsured	  
people	  could	  not	  correctly	  
identify	  the	  definitions	  of	  
critical	  health	  insurance	  
terms54”	  
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Table	  5:	  Comparison	  of	  Consumer	  Understanding	  of	  Various	  Topics	  When	  First	  Coming	  in	  Contact	  With	  Insurance	  
Market	   	  
	  
	  
	  
	  
	  
Topics	  


Consumer	  Advocate	  Survey	  
Results	  


	  
“Understand	  Extremely	  


Well”	  or	  “Understand	  Well”	  


Producer	  Survey	  Results	  
	  


Understand	  Extremely	  Well”	  
or	  “Understand	  Well”	  


Individual	  
Market	  


Small	  Group	  
Market	  


Individual	  
Market	  


Small	  Group	  
Market	  


PPACA	   11%	   30%	   0%	  	   0%	  
Rate	  Review	  Process	   5%	   30%	   0%	   0%	  
Open	  Enrollment	  Period	   37%	   35%	   15%	   6%	  
Tax	  Penalties	   21%	   30%	   7%	   6%	  
When	  Rates	  Are	  Made	  
Available	  


11%	   30%	   9%	   2%	  


Purchased	  Product’s	  
Provider	  Network	  


26%	   35%	   26%	   10%	  


Purchased	  Product’s	  
Deductible	  and	  Out	  of	  
Pocket	  Costs	  


21%	   30%	   35%	   23%	  


How	  to	  Make	  Enrollment	  
Changes	  on	  Healthcare.gov	  


11%	   30%	   2%	   4%	  


	  
At	  the	  same	  time,	  the	  research	  demonstrated	  that	  provider	  networks	  and	  deductibles	  and	  out	  
of	  pocket	  consumer	  costs	  are	  very	  important	  to	  consumers,	  both	  from	  the	  point	  of	  view	  of	  
producers	  and	  consumer	  advocates:	  


• Provider	  Network	  Importance	  –	  90%	  of	  consumer	  advocates	  and	  98%	  of	  producers	  
stated	  that	  provider	  networks	  were	  “very	  important”	  or	  “important”	  to	  consumers	  in	  
the	  individual	  market,	  whereas	  the	  numbers	  were	  89%	  and	  98%	  in	  the	  group	  market,	  
respectively.	  
	  


• Deductibles	  and	  Out	  of	  Pocket	  Costs	  Importance	  –	  90%	  of	  consumer	  advocates	  and	  98%	  
of	  producers	  stated	  that	  deductibles	  and	  out	  of	  pocket	  costs	  were	  “very	  important”	  or	  
“important”	  to	  consumers	  in	  the	  individual	  market,	  whereas	  the	  numbers	  were	  89%	  and	  
98%	  in	  the	  group	  market,	  respectively.	  


	  
These	  surveys	  and	  national	  research	  demonstrate	  problems	  with	  consumer	  health	  literacy,	  and	  
NHID	  should	  consider	  adopting	  strategies	  that	  boost	  the	  health	  literacy	  of	  consumers.	  
	  
Based	  upon	  information	  from	  a	  NHID	  public	  information	  session	  regarding	  networks	  that	  will	  be	  
on	  the	  insurance	  exchange	  in	  the	  next	  open	  enrollment	  period,	  there	  is	  a	  higher	  likelihood	  of	  
even	  more	  consumer	  confusion	  as	  consumers	  enter	  the	  system.	  Table	  6	  depicts	  a	  five-‐fold	  
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increase	  in	  the	  number	  of	  health	  plans	  on	  the	  Exchange	  since	  its	  inception,	  and	  an	  almost	  six-‐
fold	  increase	  in	  the	  number	  of	  plans	  offered.	  	  	  
	  


Table	  6:	  Number	  of	  On-‐Exchange	  Medical	  Carriers,	  Plans,	  and	  Hospitals	  -‐	  2014-‐201656	  
Medical	   2014	   2015	   2016	  
Carriers	   1	   5	   5	  
Plans	   14	   60	   81	  
Hospitals	   16	   26	   26	  
	  
	  
Healthcare.gov	  has	  been	  continually	  criticized	  
by	  the	  producers	  and	  consumers	  advocates	  
interviewed	  and	  surveyed	  for	  this	  project	  for	  
being	  very	  poor	  at	  helping	  consumers	  to	  
compare	  plans.	  	  The	  plan	  selector	  tool	  offered	  
by	  Covering	  New	  Hampshire	  appears	  to	  have	  
much	  better	  options	  for	  interactive	  plan	  
comparison,	  including:	  


• metal	  level	  
	  


• product	  selectors	  
	  


• member	  responsibility	  selectors.	  
	  
It	  is	  interesting	  to	  note	  in	  Table	  7	  that	  while	  the	  dental	  carriers	  have	  increased	  from	  three	  to	  
four	  over	  the	  past	  three	  years,	  the	  total	  products	  now	  offered	  are	  fewer	  in	  2016	  (15)	  than	  in	  
2014	  (22).	  	  This	  report	  did	  not	  specifically	  examine	  the	  dental	  insurance	  market,	  but	  further	  
research	  into	  understanding	  consumer	  experiences	  with	  dental	  products	  may	  be	  of	  future	  
interest	  to	  the	  NHID.	  
	  


Table	  7:	  Number	  of	  On-‐Exchange	  Dental	  Carriers	  and	  Plans	  -‐	  2014-‐201657	  
Dental	   2014	   2015	   2016	  
Carriers	   3	   3	   4	  
Plans	   22	   13	   15	  


	  
	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
56	  Information	  from	  NHID	  network	  adequacy	  public	  meeting	  held	  June	  5,	  2015,	  Concord,	  NH	  
57	  Information	  from	  NHID	  public	  meeting	  held	  June	  5,	  2015,	  Concord,	  NH	  


“Why	  are	  we	  encouraging	  people	  to	  buy	  their	  
insurance	  online?	  Most	  people	  go	  for	  just	  	  
price	  and	  do	  not	  understand	  what	  they	  are	  
purchasing.	  This	  purchase	  is	  very	  important.	  	  
It	  is	  not	  like	  buying	  jeans.”	  
	  –	  Producer	  survey	  comment	  
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3.5	  NHID	  Consumer	  Framework	  
	  
NHID	  has	  stated	  publicly	  that	  it	  has	  three	  primary	  
priorities	  that	  benefit	  NH’s	  insurance	  consumers58:	  


1. Ensure	  carrier	  financial	  solvency.	  
	  


2. Foster	  a	  competitive	  insurance	  marketplace.	  
	  


3. Provide	  consumer	  services.	  
	  
In	  terms	  of	  providing	  consumer	  services,	  today	  NHID	  
has	  two	  primary	  ways	  to	  engage	  with	  consumers:	  


1. The	  Consumer	  Services	  Division	  assists	  
consumers	  who	  have	  problems	  with	  
coverage,	  including	  issues	  with	  
HealthCare.gov.	  


	  
2. NHID	  has	  multiple	  transparency	  efforts	  


including	  NH	  HealthCost,	  consumer	  forums,	  
and	  an	  annual	  cost	  drivers	  report.	  	  This	  is	  in	  
addition	  to	  information	  available	  on	  the	  NHID	  
website.	  


	  
Based	  upon	  the	  need	  for	  higher	  rates	  of	  health	  
insurance	  literacy,	  the	  authors	  of	  this	  report	  have	  
concluded	  that	  there	  is	  an	  opportunity	  for	  NHID	  to	  
consider	  the	  development	  of	  a	  more	  comprehensive	  consumer	  framework	  to	  guide	  the	  NHID’s	  
future	  work.	  	  This	  framework	  is	  illustrated	  in	  Figure	  3	  in	  the	  Executive	  Summary	  section	  and	  has	  
four	  primary	  components	  which	  are	  summarized	  below:	  


1. Rate	  Review	  Process.	  	  As	  described	  in	  the	  recommendations	  within	  the	  Executive	  
Summary,	  NHID	  has	  an	  opportunity	  to	  take	  existing	  information	  made	  public	  about	  the	  
rate	  review	  process	  and	  actions,	  and	  streamline	  the	  way	  it	  is	  presented	  publicly.	  	  In	  
addition	  to	  the	  posting	  of	  rates,	  allowing	  for	  comments,	  and	  sharing	  filings,	  including	  a	  
consumer-‐oriented	  process	  overview,	  plain	  language	  summaries,	  and	  public	  rate	  
hearings	  would	  be	  additional	  ways	  to	  increase	  transparency.	  
	  


2. Entering	  the	  System.	  	  Consumer	  advocates	  and	  payers	  have	  shown	  that	  consumers	  
need	  more	  information	  via	  increased	  health	  literacy	  efforts	  in	  order	  to	  be	  able	  to	  
confidently	  purchase	  insurance	  from	  the	  Exchange.	  	  Opportunities	  exist	  for	  continued	  
public	  outreach,	  a	  transition	  plan	  developed	  for	  the	  Navigators	  /	  MPAs,	  and	  migration	  of	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
58	  NHID	  Commissioner	  R.	  Sevigny	  speaking	  at	  a	  NHID-‐sponsored	  consumer	  listening	  session	  held	  May	  7,	  Manchester,	  NH.	  


	  What	   is	  the	  role	  of	  an	  insurance	  
department	  from	  a	  consumer	  
perspective	   in	  a	  post-‐PPACA	  


environment?	  
	  


Throughout	  the	  interviews	  conducted	  for	  this	  
report,	  the	  notion	  of	  what	  the	  role	  of	  an	  
insurance	  department	  is	  post-‐PPACA	  relative	  
to	  consumers	  became	  a	  central	  question	  for	  
discussion.	  	  	  
	  
Some	  of	  the	  discussions	  included	  concepts	  
such	  as:	  	  
Perhaps	  it	  is	  a	  “traffic	  cop”	  on	  price?	  	  Or	  is	  
responsible	  for	  transparency	  of	  price	  and	  
quality?	  	  Perhaps	  it	  augments	  Healthcare.gov	  
if	  it	  does	  not	  have	  its	  own	  exchange	  in	  order	  
to	  ease	  the	  purchasing	  process?	  	  Perhaps	  it	  
replaces	  the	  producer?	  	  Perhaps	  it	  creates	  an	  
active	  purchaser	  marketplace?	  	  	  
	  
These	  are	  all	  considerations	  that	  are	  being	  
explored	  by	  consumer	  organizations	  and	  
states	  across	  the	  country.	  
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the	  Covering	  New	  Hampshire	  website	  functions	  that	  help	  consumers	  select	  appropriate	  
benefit	  plans.	  	  
	  


3. Navigating	  the	  System.	  	  Once	  consumers	  are	  insured,	  there	  is	  information	  needed	  to	  
navigate	  the	  health	  care	  system.	  	  One	  consumer	  advocated	  declared	  during	  an	  
interview,	  “We	  need	  transparency	  of	  cost	  and	  quality	  of	  all	  services	  offered	  from	  
providers.”	  	  One	  producer	  commented	  during	  the	  survey	  process,	  “We	  need	  
transparency	  of	  cost	  and	  quality	  of	  all	  services	  offered	  from	  providers.	  “We	  need	  to	  
educate	  consumers	  on	  how	  to	  practice	  consumerism	  within	  the	  healthcare	  system.”	  	  
Practicing	  consumerism	  is	  a	  difficult	  task	  without	  the	  tools	  to	  do	  so.	  	  The	  NH	  HealthCost	  
medical	  price	  estimator	  is	  one	  such	  tool.	  	  Future	  iterations	  will	  also	  include	  quality	  
information.	  	  Some	  health	  plans	  also	  offer	  price	  estimators	  and	  information	  regarding	  
deductibles.	  	  These	  are	  just	  the	  beginning	  of	  a	  wide	  range	  of	  tools	  expected	  in	  future	  
years.	  
	  


4. Healthcare.gov.	  	  While	  Healthcare.gov	  is	  not	  under	  the	  direct	  control	  or	  influence	  of	  
NHID,	  it	  is	  the	  exchange	  platform	  chosen	  by	  the	  State	  of	  New	  Hampshire.	  	  NHID	  needs	  
to	  consider	  how	  to	  educate	  the	  public	  about	  Healthcare.gov’s	  capabilities	  and	  
limitations	  –	  for	  example,	  the	  existing	  plan	  price	  comparisons	  are	  limited	  as	  are	  the	  
provider	  network	  comparisons,	  whereas	  formulary	  comparisons	  are	  required	  to	  be	  
added	  for	  2016	  enrollment	  period59.	  Covering	  New	  Hampshire	  has	  done	  an	  excellent	  job	  
with	  their	  plan/product	  selector	  tool,	  and	  NHID	  should	  consider	  how	  to	  continue	  that	  
service	  after	  the	  Covering	  New	  Hampshire	  contract	  winds	  down,	  and	  how	  it	  can	  be	  
marketed	  alongside	  Healthcare.gov.	  	  	  	  


	  
It	  is	  important	  to	  note	  that	  many	  of	  the	  items	  in	  this	  proposed	  framework	  are	  already	  being	  
done,	  or	  are	  being	  planned	  for	  implementation	  by	  the	  NHID.	  	  What	  this	  framework	  attempts	  to	  
do	  is	  to	  bring	  together	  these	  efforts	  into	  one	  place	  for	  internal	  planning	  and	  external	  
communication	  purposes.	  
	  
To	  tie	  these	  four	  components	  together	  from	  a	  consumer	  on-‐line	  perspective,	  it	  is	  
recommended	  that	  the	  NH	  HealthCost	  website	  be	  the	  platform	  that	  is	  leveraged.	  	  The	  NH	  
HealthCost	  website	  has	  a	  history	  that	  began	  in	  2006.	  	  It	  was	  one	  of	  the	  first	  websites	  of	  its	  kind	  
to	  be	  developed	  by	  any	  state.	  	  It	  has	  been	  used	  by	  consumers,	  policy	  makers,	  employers,	  
providers,	  and	  payers,	  and	  has	  a	  solid	  brand	  identity	  in	  New	  Hampshire,	  which	  is	  why	  it	  is	  
recommended	  that	  it	  be	  expanded	  to	  be	  the	  underlying	  platform	  for	  NHID	  consumer	  
framework.	  	  This	  is	  not	  unlike	  Oregon	  or	  Washington,	  albeit	  their	  sites	  do	  not	  yet	  have	  the	  
medical	  price	  estimator	  and	  quality	  information.	  	  There	  may	  also	  be	  areas	  of	  overlap	  within	  
items	  in	  the	  proposed	  framework.	  	  For	  example,	  future	  access	  to	  the	  rate	  review	  process	  could	  
easily	  occur	  via	  the	  NH	  HealthCost	  website	  if	  it	  were	  to	  be	  expanded.	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
59	  2015,	  March,	  Lerche,	  J;	  Ehrensmann,	  K.	  
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While	  many	  states	  have	  developed	  robust	  websites	  and	  ways	  for	  consumers	  to	  interact	  around	  
the	  rate	  review	  process	  that	  covers	  a	  very	  small	  number	  of	  consumers	  (discussion	  and	  tables	  in	  
Section	  3.3),	  New	  Hampshire	  has	  already	  paved	  the	  way	  towards	  transparency	  with	  NH	  
HealthCost	  and	  the	  analytics	  derived	  from	  the	  NH	  Comprehensive	  Health	  Information	  System	  
(NHCHIS).	  	  Many	  of	  the	  states	  the	  report	  authors	  spoke	  with	  stated	  that	  this	  was	  an	  area	  of	  
deep	  need	  for	  them,	  and	  that	  New	  Hampshire	  may	  have	  in	  fact	  made	  better	  choices	  by	  
investing	  its	  limited	  funds	  in	  helping	  consumers	  to	  navigate	  the	  system.	  	  Nationally,	  there	  
continues	  to	  be	  discussion	  about	  how	  all	  payer	  claims	  databases	  (APCDs)	  can	  be	  used	  to	  
augment	  rate	  review60.	  
	  
A	  final	  area	  of	  opportunity	  warranting	  further	  
discussion	  relates	  to	  the	  extensive	  website	  and	  
consumer	  services	  provided	  by	  Covering	  New	  
Hampshire.	  	  This	  website	  currently	  provides	  detailed	  
information	  to	  consumers	  including:	  
	  


• Eligibility	  calculator	  
	  


• Plan	  comparison	  tool	  
	  


• Educational	  downloads	  and	  videos	  focused	  on	  health	  literacy	  
	  


• Calendar	  of	  key	  dates	  related	  to	  exchange	  enrollment	  
	  


• Glossary.	  
	  
These	  website	  functions,	  combined	  with	  NH	  HealthCost	  current	  and	  planned	  (i.e.,	  quality)	  data	  
could	  form	  the	  solid	  backbone	  of	  a	  consumer-‐centric	  deployment	  of	  the	  framework	  described	  
above.	  


4.0	  Conclusion	  
	  
In	  summary,	  New	  Hampshire’s	  rate	  review	  process	  is	  little	  understood	  by	  consumers,	  
producers,	  or	  consumer	  advocates.	  	  NHID	  has	  made	  sound	  attempts,	  via	  links	  from	  its	  website,	  
to	  provide	  transparency	  and	  to	  allow	  for	  comments.	  	  Future	  integration	  opportunities	  with	  the	  
NAIC	  SERFF	  platform,	  combined	  with	  a	  more	  consumer-‐friendly	  web	  interface,	  could	  provide	  
New	  Hampshire	  with	  the	  opportunity	  for	  more	  consumer	  engagement	  in	  the	  rate	  review	  
process.	  	  As	  described,	  there	  are	  solid	  models	  from	  other	  states	  that	  New	  Hampshire	  can	  
review	  and	  emulate.	  
	  


	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
60	  2014	  January,	  Winkelman,	  R,	  Lerche,	  J.	  


“Currently	  one	  huge	  benefit	  of	  having	  so	  
many	  in-‐person	  Assisters	  is	  that	  they	  are	  
able	  to	  highlight	  areas	  that	  consumers	  may	  
not	  be	  aware	  of.	  	  As	  the	  Assister	  program	  
decreases,	  consumers	  need	  to	  be	  able	  to	  get	  
that	  information	  in	  a	  centralized	  easy	  to	  
access	  location.”	  	  
–	  Consumer	  advocate	  survey	  comment	  
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Beyond	  rate	  review,	  the	  NHID	  has	  an	  opportunity	  to	  develop	  a	  broader	  consumer	  strategy	  
focused	  on	  health	  literacy.	  	  Fundamentally,	  consumers	  need	  information	  when	  entering	  the	  
system	  such	  as	  plan	  premiums,	  benefits,	  provider	  networks,	  and	  formularies.	  	  Once	  they	  have	  
insurance,	  consumers	  need	  information	  to	  navigate	  the	  system	  such	  as	  provider	  pricing	  data,	  
provider	  quality	  comparisons,	  and	  out-‐of-‐pocket	  cost	  information.	  	  There	  is	  no	  one	  place	  today	  
to	  find	  all	  of	  this	  information,	  yet	  there	  are	  excellent	  tools	  such	  as	  NH	  HealthCost	  and	  the	  
Covering	  New	  Hampshire	  website	  that	  maintain	  important	  components,	  and	  could	  be	  
expanded.	  
	  
The	  consumer	  transparency	  framework	  outlined	  in	  this	  report	  is	  meant	  to	  provide	  NHID	  and	  its	  
stakeholders	  with	  a	  way	  bring	  together	  multiple	  efforts	  geared	  towards	  consumer	  transparency	  
and	  engagement	  these	  efforts	  into	  one	  place	  for	  internal	  debate,	  planning	  and	  external	  
communication	  purposes.	  	  	  
	  
As	  New	  Hampshire	  continues	  to	  implement	  PPACA,	  and	  seeks	  opportunities	  beyond	  the	  rate	  
review	  process	  for	  consumer	  engagement,	  there	  is	  an	  opportunity	  to	  reach	  out	  further	  to	  
consumer	  advocates	  and	  producers.	  	  While	  Healthcare.gov	  will	  likely	  continue	  to	  have	  its	  
limitations,	  the	  authors	  of	  this	  paper	  believe	  that	  NHID	  will	  continue	  to	  find	  ways	  to	  innovate	  
on	  the	  behalf	  of	  New	  Hampshire	  consumers.	  
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Appendix	  A-‐1	  Annotated	  Bibliography	  
	  
2010	  December,	  Focus	  on	  Health	  Reform:	  Rate	  Review:	  Spotlight	  on	  State	  Efforts	  to	  Make	  
Health	  Insurance	  More	  Affordable,	  Kaiser	  Family	  Foundation.	  	  The	  aim	  of	  this	  issue	  brief	  was	  
to	  gain	  a	  deeper	  understanding	  of	  how	  rate	  regulation	  works	  in	  practice	  by	  surveying	  state	  
statutes	  and	  conducting	  interviews	  with	  insurance	  regulators.	  	  There	  was	  great	  variety	  in	  state	  
laws	  and	  practices	  for	  reviewing	  health	  insurance	  rates.	  	  States	  with	  prior	  approval	  authority	  
over	  rates	  appear	  to	  be	  better	  positioned	  to	  negotiate	  reductions	  in	  rate	  requests	  filed	  by	  
carriers.	  	  In	  states	  that	  do	  not	  have	  this	  type	  of	  authority,	  it	  generally	  takes	  an	  egregious	  and	  
unjustified	  rate	  increase	  for	  them	  to	  ask	  for	  reductions.	  	  In	  conclusion,	  giving	  states	  the	  explicit	  
authority	  to	  review	  rates	  is	  important,	  but	  regulatory	  resources	  and	  a	  culture	  of	  active	  review	  
may	  be	  equally	  important.	  	  	  
	  
2011	  February	  22,	  Straw,	  S,	  et	  al.,	  Consumer	  Comment	  Letter:	  OCIIO-‐9999-‐P,	  Rate	  Increase	  
Disclosure	  and	  Review,	  to	  Department	  of	  Health	  and	  Human	  Services,	  Center	  for	  Consumer	  
Information	  and	  Insurance	  Oversight,	  Health	  Care	  for	  America	  Now.	  	  Written	  on	  behalf	  of	  
health	  care	  consumers,	  this	  letter	  to	  the	  Secretary	  identifies	  the	  need	  for	  improved	  rate	  review	  
and	  suggests	  the	  national	  threshold	  indicating	  review	  necessary	  should	  be	  lowered	  (ACA	  set	  it	  
at	  10%)	  in	  future	  years	  to	  encourage	  plans	  to	  bend	  the	  cost	  curve.	  	  Second,	  although	  the	  use	  of	  
state-‐specific	  thresholds	  may	  be	  helpful	  to	  account	  for	  differences	  in	  health	  care	  costs	  and	  
utilization	  among	  states,	  there	  is	  concern	  that	  a	  threshold	  based	  only	  on	  the	  cost	  of	  private	  
health	  insurance	  coverage	  in	  a	  state	  could	  be	  circular	  and	  may	  never	  permit	  regulators	  to	  
review	  rates	  in	  many	  states.	  
	  
2011	  May	  23,	  45	  CFR	  Part	  154,	  Rate	  Increase	  and	  Disclosure	  and	  Review;	  Final	  Rule,	  Vol	  76	  No	  
99,	  Federal	  Register.	  	  This	  final	  rule	  with	  comment	  period	  implements	  requirements	  for	  health	  
insurance	  issuers	  regarding	  disclosure	  and	  review	  of	  unreasonable	  premium	  increases	  under	  
section	  2794	  of	  the	  Public	  Health	  Service	  Act.	  The	  final	  rule	  establishes	  a	  rate	  review	  program	  
to	  ensure	  that	  all	  rate	  increases	  that	  meet	  or	  exceed	  a	  specified	  threshold	  are	  reviewed	  by	  a	  
State	  or	  CMS	  to	  determine	  whether	  they	  are	  unreasonable	  and	  that	  certain	  rate	  information	  be	  
made	  public.	  	  
	  
2011	  September,	  Rate	  Review	  Works:	  Early	  Achievements	  of	  Health	  Insurance	  Rate	  Review	  
Grants,	  Centers	  for	  Medicare	  and	  Medicaid	  Services.	  	  This	  document	  identifies	  the	  need	  to	  
strengthen	  rate	  review	  programs	  and	  outlines	  the	  progress	  US	  states	  have	  made	  using	  Health	  
Insurance	  Rate	  Review	  Grants	  from	  HHS.	  
	  
2011	  October,	  Issue	  Brief:	  States	  Making	  Progress	  On	  Rate	  Review,	  Families	  USA.	  	  This	  brief	  
highlights	  examples	  of	  states	  that	  are	  making	  efforts	  to	  improve	  their	  rate	  review	  processes	  and	  
discuss	  how	  the	  ACA	  contributes	  to	  strengthening	  rate	  review.	  	  Issues	  examined	  include:	  
seeking	  greater	  authority	  to	  reject	  unreasonable	  rate	  increases,	  providing	  more	  public	  
information	  on	  rate	  increases,	  creating	  opportunities	  for	  public	  input	  during	  review	  or	  rate	  
increases,	  collecting	  more	  in-‐depth	  information	  and	  better	  analyzing	  data,	  and	  using	  rate	  
review	  as	  a	  tool	  for	  cost	  containment.	  	  
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2012	  June	  27,	  Rate	  Review	  White	  Paper,	  Adopted	  by	  the	  NAIC	  Health	  Insurance	  and	  Managed	  
Care	  (B)	  Committee	  on	  June	  27,	  2012	  Intended	  for	  Use	  by	  the	  States	  as	  Guidance	  Only,	  
National	  Association	  of	  Insurance	  Commissioners.	  	  When	  there	  is	  a	  federally	  facilitated	  
Exchange	  (FFE)	  operating	  in	  a	  particular	  state,	  state	  insurance	  regulators	  should	  be	  aware	  of	  the	  
important	  changes	  that	  impact	  the	  requirements	  of	  form	  review,	  whether	  coverage	  is	  offered	  
inside	  or	  outside	  of	  an	  Exchange.	  	  This	  paper	  discusses	  those	  requirements,	  while	  focusing	  in	  
large	  part	  on	  considerations	  for	  state	  departments	  of	  insurance	  that	  plan	  to	  handle	  or	  
participate	  in	  qualified	  health	  plan	  certification	  for	  either	  a	  state-‐based	  Exchange	  or	  an	  FFE.	  
	  
2012	  September,	  Corlette,	  S,	  et	  al,	  Cross-‐Cutting	  Issues:	  Monitoring	  State	  Implementation	  of	  
the	  Affordable	  Care	  Act	  in	  10	  States:	  Rate	  Review,	  Urban	  Institute	  and	  Robert	  Wood	  Johnson	  
Foundation.	  This	  report	  is	  one	  of	  a	  series	  of	  papers	  focusing	  on	  particular	  implementation	  of	  
Patient	  Protection	  and	  the	  Affordable	  Care	  Act	  in	  10	  case	  study	  states.	  	  A	  few	  state	  officials	  and	  
stakeholders	  saw	  value	  in	  expanding	  rate	  review	  primarily	  because	  it	  would	  keep	  the	  federal	  
government	  out.	  However,	  the	  majority	  of	  respondents	  appear	  to	  view	  the	  ACA’s	  rate	  review	  
provisions	  as	  an	  opportunity	  to	  hold	  insurers	  more	  accountable	  for	  rates,	  educate	  the	  public	  
about	  the	  factors	  underlying	  rate	  increases,	  and	  make	  the	  rate	  review	  process	  more	  
transparent	  and	  inclusive	  for	  consumers.	  
	  
2013	  January,	  Issue	  Brief:	  	  Consumer	  Attitudes	  on	  Health	  Care	  Costs:	  Insights	  from	  Focus	  
Groups	  in	  Four	  U.S.	  Cities,	  Robert	  Wood	  Johnson	  Foundation.	  The	  focus	  group	  participants	  in	  
Philadelphia,	  Charlotte	  NC,	  Chicago,	  and	  Denver	  had	  diverse	  backgrounds.	  	  Consumers	  are	  
aware	  of	  increased	  health	  care	  premiums	  and	  higher	  deductibles	  and	  co-‐pays,	  as	  well	  as	  
elevated	  out-‐of-‐pocket	  expenses,	  but	  because	  the	  consumer	  does	  not	  comprehend	  these	  
escalating	  costs,	  and	  anger	  ensues.	  	  Focus	  group	  participants	  recognized	  that	  rising	  health	  care	  
costs	  have	  a	  negative	  effect	  on	  the	  U.S.	  economy	  and	  job	  market;	  nonetheless,	  their	  primary	  
concern	  was	  their	  own	  family’s	  finances.	  
	  
2013	  May,	  Rate	  Review	  Brief:	  Rate	  review	  –	  What	  is	  it	  and	  why	  does	  it	  matter?	  Community	  
Catalyst.	  	  This	  brief	  defines	  rate	  review	  and	  discusses	  how	  this	  process	  helps	  to	  control	  rapid	  
increases	  in	  health	  insurance	  premiums.	  	  Notably,	  almost	  every	  state	  needs	  to	  increase	  
accountability	  and	  transparencies	  of	  insurance	  premiums	  rates	  to	  make	  sure	  consumers	  are	  
protected.	  	  The	  ACA	  strengthens	  rate	  review	  by	  requiring	  the	  US	  Department	  of	  Health	  and	  
Human	  Services	  to	  work	  in	  collaboration	  with	  state	  insurance	  commissioners	  and	  by	  providing	  
states	  with	  a	  total	  of	  $250	  million	  in	  federal	  grants	  to	  strengthen	  their	  capacity	  to	  conduct	  rate	  
review.	  	  
	   	  
2014,	  Claxton,	  G,	  et	  al,	  Employer	  Health	  Benefits	  Annual	  Survey,	  The	  Kaiser	  Family	  
Foundation	  and	  Health	  Research	  &	  Educational	  Trust.	  	  This	  is	  the	  16th	  Kaiser/HRET	  survey	  and	  
reflects	  employer-‐sponsored	  health	  benefits	  in	  2014.	  	  The	  survey	  documents	  considerable	  
stability	  among	  employer-‐sponsored	  plans.	  	  On	  average,	  covered	  workers	  contribute	  the	  same	  
percentage	  of	  the	  premium	  for	  single	  and	  family	  coverage	  as	  they	  did	  in	  2013.	  	  	  
	  







	   3	  


2014	  January,	  Winkelman,	  R,	  Lerche,	  J,	  Presentation:	  State	  Health	  Reform	  Assistance	  
Network	  Rate	  Review	  Process	  Overview,	  Wakely	  Consulting	  Group,	  Robert	  Wood	  Johnson	  
Foundation’s	  State	  Health	  Reform	  Assistance	  Network	  Program.	  	  Presentation	  covers	  the	  
insurance	  department	  role,	  the	  rate	  review	  process	  and	  timeline,	  and	  opportunities	  to	  leverage	  
All-‐Payer	  Claims	  Databases	  (APCD).	  	  Challenges	  for	  regulators	  include	  the	  limited	  tools	  for	  
performing	  independent	  verifications.	  	  APCD	  provides	  independent	  verification	  and	  analysis	  of	  
claims,	  benchmarking,	  plan	  design	  and	  benefit	  modeling,	  cost	  driver	  /	  trend	  analysis,	  
geographic	  analysis	  and	  outlier	  identification.	  
	  
2014	  February,	  Health	  Insurance	  Rate	  Approval	  /	  Disapproval	  (State	  Implementation	  Report),	  
State	  Approval	  of	  Health	  Insurance	  Rate	  Increases,	  National	  Conference	  of	  State	  Legislators.	  	  
This	  article	  discusses	  federal	  health	  reform	  since	  the	  establishment	  of	  the	  Patient	  Protection	  
and	  Affordable	  Care	  Act	  and	  outlines	  the	  processes	  implemented	  by	  states	  with	  effective	  –as	  
defined	  by	  HHS-‐-‐	  rate	  review	  programs.	  As	  for	  May	  3,	  2013,	  43	  states,	  the	  District	  of	  
Columbia,	  Guam,	  Puerto	  Rico,	  and	  the	  U.S.	  Virgin	  Islands	  have	  effective	  review	  for	  all	  insurance	  
markets	  and	  issuers.	  
	  
2014	  April,	  Weinstein,	  Z	  and	  Rusch,	  E,	  California	  Health	  Insurance	  Rate	  Review:	  An	  analysis	  of	  
implementation	  and	  results	  for	  consumers,	  CALPIRG.	  	  Consumers	  and	  small	  businesses	  have	  
seen	  lower	  health	  insurance	  rate	  hikes	  as	  a	  result	  of	  increased	  scrutiny	  and	  public	  transparency	  
under	  California’s	  new	  rate	  review	  process.	  	  Between	  January	  2011	  and	  April	  2014,	  health	  
insurance	  carriers	  in	  the	  individual	  and	  small	  group	  markets	  filed	  369	  proposed	  rate	  changes;	  
however,	  44	  of	  these	  proposals	  were	  withdrawn	  or	  voluntarily	  reduced	  as	  a	  result	  of	  objections	  
raised	  in	  the	  rate	  review	  process.	  	  In	  14	  instances,	  health	  insurance	  carriers	  moved	  forward	  
with	  rate	  increases	  that	  regulators	  declared	  unreasonable	  (estimated	  to	  affect	  923,237	  
Californians).	  	  Nonetheless,	  state	  regulators	  estimate	  that	  rate	  review	  has	  saved	  California	  
consumers	  and	  small	  businesses	  $349	  million	  in	  health	  insurance	  premiums	  in	  this	  time	  period,	  
with	  roughly	  1.3	  million	  benefiting	  from	  the	  reduced	  or	  withdrawn	  rate	  increases	  on	  average	  in	  
the	  first	  three	  full	  years	  of	  rate	  review.	  	  	  
	  
2014	  May	  12,	  Fact	  Sheet:	  Oregon	  Health	  Insurance	  Rate	  Review,	  Oregon	  Department	  of	  
Consumer	  and	  Business	  Services.	  	  About	  30	  percent	  of	  Oregonians	  get	  coverage	  in	  insurance	  
markets	  regulated	  by	  the	  state	  but	  only	  about	  10	  percent	  are	  covered	  in	  plans	  where	  the	  state	  
regulates	  rates.	  	  Many	  insurance	  companies	  reported	  lower-‐than-‐expected	  medical	  claims	  costs	  
in	  2011	  rate	  requests,	  slowing	  growth	  in	  health	  insurance	  rates	  in	  the	  small	  employer	  and	  
individual	  health	  insurance	  markets.	  	  Nonetheless,	  the	  state’s	  seven	  largest	  health	  insurers	  
remain	  financially	  stable,	  with	  an	  average	  of	  2%	  profit.	  
	  
2014	  May,	  Roberto,	  S,	  et	  al,	  An	  Advocate’s	  Guide	  to	  Health	  Insurance	  Rate	  Hikes:	  What	  You	  
Can	  Do	  To	  Protect	  Individual	  Market	  Consumers,	  Consumers	  Union.	  This	  guide	  aims	  to	  inform	  
consumers	  about	  the	  process	  by	  which	  insurers	  develop	  premiums	  and	  explains	  the	  evaluation	  
of	  insurers’	  rate	  filings.	  	  The	  article	  also	  provides	  recommendations	  for	  improving	  state	  rate	  
review	  and	  suggestions	  for	  effectively	  participating	  in	  a	  rate	  review	  process.	  
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2014,	  June	  27,	  Cusano,	  D,	  Presentation	  Alliance	  for	  Health	  Reform:	  	  Rate	  Review	  Landscape	  
Pre-‐	  and	  Post-‐Affordable	  Care	  Act,	  The	  Center	  on	  Health	  Insurance	  Reforms,	  Georgetown	  
University	  Health	  Policy	  Institute.	  	  Prior	  to	  implementation	  of	  the	  Affordable	  Care	  Act	  (ACA),	  
rate	  review,	  which	  varied	  on	  a	  state-‐by-‐state	  basis,	  entailed	  filing	  the	  rate	  change	  and	  using	  it.	  	  
Rate	  changes	  were	  generally	  not	  published	  and	  there	  was	  no	  mechanism	  for	  consumers	  to	  
provide	  input.	  	  Rate	  review	  requirements	  under	  the	  ACA	  state	  that	  while	  Health	  and	  Human	  
Services	  does	  not	  have	  the	  authority	  to	  disapprove	  rates,	  the	  department	  will	  review	  all	  rate	  
increases	  unless	  it	  has	  determined	  that	  a	  state	  has	  an	  “effective”	  rate	  review	  program	  (45	  
states	  and	  the	  District	  of	  Columbia	  have	  been	  designated	  “effective”).	  	  Under	  the	  ACA,	  HHS	  was	  
also	  allocated	  $250	  million	  to	  provide	  to	  states	  to	  improve	  their	  rate	  review	  programs.	  	  The	  
presentation	  uses	  New	  Mexico	  to	  demonstrate	  how	  one	  state	  has	  utilized	  HHS	  grant	  monies	  to	  
improve	  transparency.	  	  The	  Marketplaces	  create	  premium	  transparency	  across	  insurers,	  driving	  
pricing	  competition	  among	  them.	  	  
	  
2014,	  July	  31	  updated	  2014,	  October	  4,	  Covered	  California:	  Health	  Insurance	  Companies	  and	  
Plan	  Rates	  for	  2015	  Keeping	  the	  Individual	  Market	  in	  California	  Affordable.	  	  This	  booklet	  is	  a	  
brief	  summary	  of	  information	  about	  individual	  health	  insurance	  plans	  for	  Covered	  
California.	  	  The	  document	  includes	  2015	  statewide	  rate	  change	  summaries	  and	  outlines	  the	  
Covered	  California	  Pricing	  Regions.	  Covered	  California	  sets	  minimum	  requirements	  for	  
participating	  health	  insurance	  companies,	  as	  well	  as	  standards	  and	  criteria	  that	  ensure	  selected	  
health	  insurance	  plans	  provide	  health	  care	  coverage	  choices	  that	  offer	  the	  best	  possible	  
combination	  of	  choice,	  value,	  quality	  and	  service.	  	  Based	  on	  a	  competitive	  bidding	  process,	  
Covered	  California	  tentatively	  approved	  10	  health	  insurance	  companies	  to	  offer	  coverage	  
beginning	  this	  fall	  for	  enrollment	  starting	  in	  January	  2015:	  Anthem	  Blue	  Cross	  of	  California,	  Blue	  
Shield	  of	  California,	  Chinese	  Community	  Health	  Plan,	  Health	  Net,	  Kaiser	  Permanente,	  L.A.	  Care	  
Health	  Plan,	  Molina	  Healthcare,	  Sharp	  Health	  Plan,	  Valley	  Health	  Plan,	  and	  Western	  Health	  
Advantage.	  These	  health	  insurance	  companies	  meet	  all	  the	  state	  and	  federal	  requirements	  for	  
plans,	  as	  well	  as	  additional	  standards	  established	  by	  Covered	  California.	  They	  represent	  a	  mix	  of	  
major	  insurers	  and	  smaller	  companies,	  regional	  and	  statewide	  doctor	  and	  hospital	  networks,	  
and	  for-‐profit	  and	  nonprofit	  plans.	  These	  companies	  deliver	  value	  and	  choice	  for	  consumers,	  
with	  affordable	  premiums,	  a	  wide	  selection	  of	  benefit	  levels	  and	  robust	  provider	  networks.	  	  
	  
2014	  December	  24,	  Mendelsohn,	  D,	  Health	  Insurance	  Rate	  Setting:	  Time	  to	  Raise	  the	  Bar	  and	  
Lift	  the	  Veil	  of	  Secrecy,	  Health	  Affairs	  Blog.	  	  This	  article	  reports	  that	  rate	  review	  laws	  in	  many	  
US	  states	  –	  although	  identified	  by	  Health	  and	  Human	  Services	  (HHS)	  as	  “effective”	  	  –	  need	  to	  be	  
strengthened.	  	  A	  set	  of	  recommendations	  designed	  to	  strengthen	  the	  rate	  review	  process	  at	  
both	  the	  state	  and	  federal	  level	  is	  presented.	  	  Specifically,	  the	  number	  of	  health	  insurance	  rate	  
proposals	  reviewed	  by	  the	  states	  and	  by	  HHS	  should	  be	  expanded.	  	  Current	  federal	  regulations	  
indicate	  that	  rate	  increases	  above	  ten	  percent	  must	  be	  reviewed,	  but	  states	  have	  the	  option	  of	  
selecting	  a	  lower	  threshold,	  subject	  to	  HHS	  approval.	  Additionally,	  HHS,	  the	  states,	  and	  NAIC	  
should	  eliminate	  practices	  that	  limit	  the	  public’s	  access	  to	  rate	  review	  information	  and	  inhibit	  
public	  participation	  in	  the	  rate	  review	  process.	  Currently,	  most	  states	  and	  HHS	  allow	  a	  trade	  
secret	  exemption	  by	  carriers	  wishing	  to	  shield	  their	  rate	  filing	  from	  public	  scrutiny.	  	  
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2015	  February	  27,	  45	  CFR	  Parts	  154,	  Rate	  Increase	  and	  Disclosure	  and	  Review;	  Final	  Rule,	  Vol	  
80	  No	  39,	  Federal	  Register.	  	  This	  final	  rule	  sets	  forth	  payment	  parameters	  and	  provisions	  
related	  to	  the	  risk	  adjustment,	  reinsurance,	  and	  risk	  corridors	  programs;	  cost	  sharing	  
parameters	  and	  cost-‐sharing	  reductions;	  and	  user	  fees	  for	  Federally-‐facilitated	  Exchanges.	  It	  
also	  finalizes	  additional	  standards	  for	  the	  individual	  market	  annual	  open	  enrollment	  period	  for	  
the	  2016	  benefit	  year,	  essential	  health	  benefits,	  qualified	  health	  plans,	  network	  adequacy,	  
quality	  improvement	  strategies,	  the	  Small	  Business	  Health	  Options	  Program,	  guaranteed	  
availability,	  guaranteed	  renewability,	  minimum	  essential	  coverage,	  the	  rate	  review	  program,	  
the	  medical	  loss	  ratio	  program,	  and	  other	  related	  topics	  


2015	  January	  27,	  Lerch,	  J,	  Rustagi,	  K,	  Phillips,	  B,	  Market	  Analysis:	  PHASE	  II	  REPORT	  PREPARED	  
FOR	  NEW	  HAMPSHIRE	  INSURANCE	  DEPARTMENT,	  Wakely	  Consulting	  Group.	  	  Wakely’s	  
analysis	  focuses	  on	  the	  impact	  of	  various	  policy	  changes	  under	  the	  ACA	  and	  current	  NH	  
Medicaid	  (for	  2016	  and	  2017)	  legislation	  on	  the	  single	  risk	  pools	  under	  each	  of	  the	  individual	  
and	  small	  group	  health	  insurance	  markets.	  The	  report	  concludes	  the	  following:	  The	  anticipated	  
changes	  to	  the	  health	  insurance	  markets	  over	  the	  next	  few	  years	  are	  expected	  to	  have	  a	  greater	  
impact	  on	  the	  individual	  market	  than	  they	  will	  on	  the	  small	  group	  market.	  Enrolling	  the	  
Medicaid	  expansion	  population	  in	  QHPs	  is	  expected	  to	  have	  a	  positive	  impact	  on	  the	  morbidity	  
of	  the	  individual	  market,	  as	  is	  the	  phase	  out	  of	  grand-‐mothered	  policies.	  In	  the	  small	  group	  
market,	  the	  phase	  out	  of	  the	  grand-‐mothered	  policies	  is	  expected	  to	  have	  minimal	  impact	  on	  
the	  overall	  morbidity	  of	  the	  small	  group	  market	  single	  risk	  pool.	  Expansion	  of	  the	  small	  group	  
market	  to	  groups	  with	  up	  to	  100	  employees	  could	  have	  a	  negative	  impact	  on	  the	  small	  group	  
market	  single	  risk	  pool	  morbidity	  level,	  if	  a	  large	  number	  of	  healthier	  groups	  choose	  to	  self-‐
fund.	  


2015	  March,	  Lerche,	  J;	  Ehrensmann,	  K.,	  White	  Paper:	  Considerations	  for	  2016	  Health	  
Insurance	  Rate	  Development,	  Rate	  Filing,	  and	  Rate	  Review,	  Wakely	  Consulting	  Group.	  	  This	  
paper	  outlines	  considerations	  for	  issuers	  and	  regulators	  with	  respect	  to	  2016	  individual	  and	  
small	  group	  health	  insurance.	  These	  considerations	  draw	  from	  multiple	  sources,	  including	  
regulations	  and	  guidance	  released	  to	  date.	  This	  paper	  is	  a	  reflection	  of	  the	  authors’	  
understanding	  of	  the	  major	  plan-‐design	  and	  rating	  requirements	  outlined	  in	  each	  of	  the	  sources	  
above	  and	  how	  they	  fit	  together.	  	  Of	  particular	  interest,	  with	  regard	  to	  formulary	  drug	  list	  
transparency,	  this	  paper	  notes,	  “Issuers	  are	  required	  to	  maintain	  easily	  accessible,	  up-‐to-‐date,	  
accurate	  and	  complete	  lists	  of	  all	  covered	  drugs.	  The	  lists	  must	  be	  plan	  specific	  and	  available	  on	  
the	  issuer’s	  public	  website.”	  
	  
Health	  Insurance	  Rate	  Setting	  in	  Wisconsin:	  The	  Rate	  Review	  Situation	  in	  Wisconsin,	  ABC	  For	  
Health,	  Inc.	  	  A	  public	  interest	  law	  firm	  in	  Wisconsin	  develops	  the	  case	  for	  rate	  review	  
transparency	  in	  Wisconsin.	  Wisconsin	  statue	  presumes	  that	  if	  price	  competition	  exists	  in	  the	  
market,	  then	  rates	  are	  not	  excessive.	  	  ABC	  for	  Health,	  Inc.	  states	  adverse	  risk	  selection,	  increase	  
in	  medical	  costs,	  lack	  of	  risk	  pools,	  and	  other	  factors	  are	  cause	  for	  rate	  review	  transparency	  
measures.	  
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Presentation Overview


■ Methodology Summary 
■ Key Findings 
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Methodology Summary
■  Developed with input from Producer interviews, a call 


with Navigators/Marketplace Assisters, and NHID 
■  Timeline 


–  Put in field on April 6, 2015; 206 producers on email list provided by 
NHID 


–  Reminder 1 on April 10, 2015; 153 producers who had not 
responded; 13 who had started to respond but had incomplete 
responses 


–  Reminder 2 on April 15, 2015; 141 producers who had not 
responded; 12 who had started to respond but had incomplete 
responses 


–  Closed on 04.17.2015 6pm EST; 68 responses 


■  16 incomplete surveys were deleted, leaving a final 
n=53 







Key Findings
■  85% of respondents have been producers more than 5 years; 


68% more than 10 years 
■  51% of respondents are independent producers, with remainder 


belonging to an agency; fewer than 6% were part of a national 
agency 


■  53% of the producer’s business is on-exchange individual 
business 


■  The majority are not part of either Anthem’s or Harvard’s 
producer councils 


■  Fewer than 6% have submitted a rate review comment 







Key Findings (continued)
■  75% state they do not need any more information on the rate 


review process 
–  One producer stated they had submitted a public comment 


on whether or not NH should have allowed employee choice 
on the SHOP exchange 


■  38% of producers thought that the development of an NHID rate 
review website similar to OR or NY would be of benefit to 
consumers; 32% were neutral and 28% said it would be of little 
benefit 
–  Concern was expressed that consumers are buying only on 


price with little understanding of the benefits and networks 







Key Findings (continued)
■  In terms of what could be done to reduce rates, only 13% of 


producers who responded said that to “involve the consumer in 
the rate review process” would have an impact 


■  While 76% of producers stated they needed no more 
information about NH’s rate review process, there were 
comments indicating interest in cost driver information, 
participating on work groups discussing rates, and to 
understand the rate review process 


■  Producers believe that 86% of consumers in the individual 
market are not educated or somewhat educated regarding 
purchasing and utilizing health insurance products; in the small 
group market, this number dropped to 56%; neither individual or 
small group consumers were considered “very educated” 







Key Findings (continued)
■  Producers stated they had a key role in educating consumers 
■  In both the individual and small group markets, benefit package 


price, deductible and out of pocket costs, and provider network 
were substantially more important to consumers than 
participation in or understanding the rate review process 


■  Producers generally believe that there is little assistance the 
NHID can provide to them when trying to resolve issues 
between consumers and carriers; most issues require 
Healthcare.gov assistance or carrier assistance 


■  Producers refer very few complaints to the NHID; For those 
complaints that are submitted most issues are resolved within 
several weeks and the NHID is generally seen as effective 







Key Findings (continued)
■  74% of producers have had no contact with the Marketplace 


Assisters (MAs) and Navigators; 16% have made a referral to 
an MA or Navigator; 16% have received a referral from an MA or 
Navigator 


■  Producers made many comments about the need/effectiveness 
of the Marketplace Assisters (MAs) and Navigators: 
–  Producers were concerned that MAs and Navigators are not 


licensed nor have E&O insurance 
–  Producers are “losing business” to MAs and Navigators 


 







Key Findings (continued)
■  58% of producers in the individual market state that their 


commissions have remained flat or decreased in the past three 
years, while in the small group market this number is 80% (this 
needs to be adjusted for those who declined to answer) 


■  Producers are very frustrated with the Healthcare.gov website 
and phone service, and see it as a hindrance in their ability to 
serve their customers 


■  92% of producers would like a portal to Healthcare.gov, similar 
to carrier portals, in order to make online changes (address/
phone/eligibility) for their customers   


 







Chart Pack


■  Individual Question Responses 
■ Slide Notes Contain Comment Fields 


§ Comments have also been summarized in 
a separate Word document 


 







Q3: How many years have you 
been a licensed producer?
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Q4: Producer Type
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Q5: Types of on-Exchange (Healthcare.gov) and off-
Exchange health insurance products that YOU sell as a 


producer (not your overall agency statistics). 
n=51 







Q6 and Q7:Are you a member of Anthem or 
Harvard Pilgrim’s Producer Advisory Council 


(PAC)? !
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Unsure 6% 8% 
No 76% 71% 
Yes 19% 21% 


0% 


10% 


20% 


30% 


40% 


50% 


60% 


70% 


80% 


90% 


100% 


Pe
rc


en
t R


es
po


nd
en


ts
 (%


) 


Unsure 


No 


Yes 







Q8: Have you ever participated in the health 
insurance rate review process in New Hampshire 
by submitting a comment or contacting the New 


Hampshire Insurance Department?!
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Q9: In an effort to support health insurance marketplace rate review 
transparency, some states, such as New York and Oregon, display each 
health insurance carrier's rate submission on a public web site for public 
comment as the rates are filed with the state's insurance department. 


How useful do you think this type of information would be to New 
Hampshire's consumers if the NH Insurance Department were to adopt 


a similar practice? 
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Q10: Which of the following ways do you think would be 
effective methods to REDUCE HEALTH INSURANCE 
RATES in New Hampshire?  Multiple answers ARE 


allowed.
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Q11: As a producer, do you have any additional 
need for information on New Hampshire's health 


insurance rate review process?!
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!
Q12 and 13: Regarding purchasing and 
utilizing health insurance products, New 


Hampshire CONSUMERS are: !
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!
Q12 and 13: Regarding purchasing and utilizing 


health insurance products, New Hampshire 
CONSUMERS are: !
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Q16: How important are the following items to your 
INDIVIDUAL market health insurance customers?


n=52/53 
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Deductible and Out of Pocket Costs 0% 2% 0% 15% 83% 
Benefit Package Price 0% 4% 6% 28% 62% 
Understanding the Rate Review Process 37% 19% 19% 21% 4% 
Participation in the Rate Review Process 42% 23% 27% 6% 2% 
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Q17: How important are the following items to your 
SMALL GROUP market health insurance customers?


n=47/48 


Not Important Somewhat 
Important Neutral Important Very Important 


Provider Network 0% 2% 0% 15% 83% 
Deductible and Out of Pocket Costs 0% 2% 0% 15% 83% 
Benefit Package Price 0% 2% 2% 27% 69% 
Understanding the Rate Review Process 29% 23% 15% 25% 8% 
Participation in the Rate Review Process 30% 32% 23% 9% 6% 
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Q18:Consumers have had to learn a lot about the health insurance market 
since the ACA was implemented.  Upon first contact with your INDIVIDUAL 
market health insurance customers, what have you found to be their LEVEL 


OF UNDERSTANDING for each of the following issues:
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Understand Well 4% 0% 13% 7% 7% 22% 28% 2% 
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No Understanding 20% 74% 18% 15% 48% 20% 13% 71% 
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Q19: Consumers have had to learn a lot about the health insurance market 
since the ACA was implemented.  Upon first contact with your SMALL 


GROUP market health insurance customers, what have you found to be 
their LEVEL OF UNDERSTANDING for each of the following issues:
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Q20:Upon first contact with your INDIVIDUAL market health insurance 
customers, what have you found to be their AWARENESS level of the 
following consumer tools designed to help them access cost or quality 


data AFTER they have purchased their insurance:
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Q21:Upon first contact with your SMALL GROUP market health 
insurance customers, what have you found to be their AWARENESS level 


of the following consumer tools designed to help them access cost or 
quality data AFTER they have purchased their insurance:
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Q22:  In your best estimate, what percentage of your 
Individual and Small Group customers' issues have 


required contacting the NH Insurance Department for 
resolution? !
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Q23: If you have referred any of your Individual or Small Group 
customers to the NH Insurance Department, how 


SATISFACTORY was the issue resolution? !
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Q23: If you have referred any of your Individual or Small 
Group customers to the NH Insurance Department, how 


SATISFACTORY was the issue resolution? !
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Q24: How EFFECTIVE has the NH Insurance Department 
been in resolving issues your Individual or Small Group 


health insurance customers have had? !
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Q24: How EFFECTIVE has the NH Insurance Department 
been in resolving issues your Individual or Small Group 


health insurance customers have had? !
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Q25 and Q26: As a producer in New Hampshire in the past 
three years my CARRIER COMMISSION INCOME in the 


INDIVIDUAL and SMALL GROUP health insurance markets: !
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Q27: What level of interaction have you had with the 
Marketplace Assisters and the Navigators in New 


Hampshire?!



n=50 







Q27: What level of interaction have you had with 
the Marketplace Assisters and the Navigators in 


New Hampshire (n/a removed)?!
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Q28: How USEFUL would a producer portal to 
Healthcare.gov be to you as you service your Individual 


and Small Group health insurance customers? !
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Q28: How USEFUL would a producer portal to 
Healthcare.gov be to you as you service your Individual 


and Small Group health insurance customers (n/a 
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Consumer Survey!
Results


NH Insurance Department RRG 308 
June 9, 2015 







Presentation Overview


■ Methodology Summary 
■ Key Findings 
■ Chart Pack 







Methdology
■  Developed with input from interviews, a call with 


Navigators/Marketplace Assisters, and NHID 
■  Timeline 


■  Survey link sent to Louis Karno consumer contact list April 
16, 2015 


■  Reminder sent to Louis Karno consumer contact list April 21, 
2015 


■  Survey link sent to Consumer Union contact April 22, 2015 
■  Reminder sent to Louis Karno consumer contact list May 4, 


2015 
■  Survey closed May 5, 2015 


■  3 incomplete surveys were deleted for being only 
partially completed, 2 surveys nearly complete and 
were kept, leaving a final n=20 







Key Findings
■  55% of respondents identified themselves as Marketplace 


Assisters/Navigators, 20% as policy advocates, and the 
remaining 25% as “other” 


■  45% stated that they have been consumer advocates for more 
than 5 years; 45% have been advocates for 3 years or less 


■  80% of the respondents worked for organizations which have 
been advocating on behalf of consumers for 5 of more years 


■  85% of respondents never participated in the rate review 
process themselves or on behalf of NH consumers 


 







Key Findings (continued)
■  30% of respondents stated that they were “educated” about the 


NH rate review process; 0% said “very educated”; 20% were 
neutral and the remaining 50% were “somewhat educated” or 
“not educated” 


■  50% of respondents said that they need additional information 
on NH’s rate review process; comments included: 


–  “Many times when I have met with a consumer to purchase a QHP, they have 
commented on "how expensive the plans are and that they cannot afford it."  Thus 
many have chosen to go without insurance and pay the fee.” 


–  “Consumers do ask what the process is for determining the rates and the deductibles.  
I would like to be able to answer their question when they ask why the premium and 
the deductible are so high.   


–  “Yes, it would be good to know exactly how it works.” 
–  “I think it would be helpful as "back pocket" information.  It would be useful to 


consumer advocates to have a basic understanding as context for annual plan 
selection, premiums etc. and those issues that directly impact consumers.” 


–  “Only for background information.  Most consumers do not ask about the process.” 







Key Findings (continued)
■  90% of respondents stated that having a public website such as 


New York or Oregon where comments on rate filings could be 
made would be “useful” or “very useful”; in contrast, only 38% of 
producers stated it would be “useful” or “very useful” 


■  85% of respondents stated that consumers were “not educated” 
or “somewhat educated” as to the NH rate review process; 15% 
were “neutral”’ 


■  90% of respondents were “concerned” or “very concerned” 
about rates in the individual market whereas only 65% 
responded accordingly about small group market rates 


 







Key Findings (continued)
■  A variety of methods were considered most effective in terms of 


reducing health insurance rates.  Top issues: educate the 
market on HC cost drivers (60% of respondents), involve 
consumers (55%) and small groups (45%) in the rate review 
process, provide cost and quality data to consumers on medical 
procedures (50%), and increase the number of carriers (45%). 


■  A variety of payment reform methods were considered to be 
worth supporting in NH.  Top methods: P4P (25% of 
respondents), provider shared savings (25%), hospital penalties 
(eg, readmissions) (25%), centers of excellence (25%), and 
ACO shared risk (20%). 


 







Key Findings
■  80% of respondents considered NH’s consumers to be “not educated” 


or “somewhat educated” about how to purchase and utilize health 
insurance products in the individual market; this number decreased to 
50% in the small group market 


■  Improving public information was seen to be important.  90% of 
respondents said that a public website explaining the rate review 
process was “important” or “very important”; 80% said a public website 
showing carrier submission details was “important” or “very important”; 
85% said that a website allowing public comment on rate review 
submissions was “important” or “very important” [note, the NHID 
currently supports this function]; 90% said that notification of public 
hearings for rate review was “important” or “very important” [note, the 
NHID currently supports this function]; 90% said that Healthcare.gov 
should display those carrier’s rates higher than 10% was “important” or 
“very important” [note, Healthcare.gov currently supports this function]. 







Key Findings (continued)
■  Only 30% of respondents felt that it was “important” or “very important” 


for individuals to participate in the rate review process.  In the small 
group market, this number increased to 50%. 


■  Similarly, 50% of respondents felt that it was “important” or “very 
important” for individuals to understand the rate review process, 
whereas in the small group market, this number increased to 61%. 


■  The most important things for individuals and small groups to 
understand were benefit package price (85%, 89%), deductibles and 
out of pocket costs (90%, 86%), and provider network (90%, 89%). 


■  In both the individual and small group markets, consumer awareness of 
websites designed to assist consumers is perceived as low for both the 
individual and small group markets.  These tools include the NHID 
website, the NHHealthcost.org website, carrier cost and quality 
websites, carrier concierge services, hospital websites, and Medicare’s 
hospital compare website. 


 







Key Findings (continued)
■  Consumer understanding of PPACA, the NH rate review process, open 


enrollment period, tax penalties, product networks, product deductibles 
and out of pocket costs, and how to make enrollment changes on 
Healthcare.gov is very low.  There are consumer education 
opportunities to address each of these. 







Chartpack


■  Individual Question Responses 
■ Slide Notes Contain Comment Fields 
■ Comments have also been summarized in 


a separate Word document 
 







Q1: Which of the following best describes you and the 
organization you represent in your consumer advocacy 


efforts?
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Q2: How many years have you been 
working as a consumer advocate?!
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Q3: How many years has your 
organization been working on 


consumer health insurance issues? 
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Q5: How educated are YOU 
regarding New Hampshire’s health 


insurance rate review process?
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Q6: As a consumer advocate, do you have any additional need for 
information on New Hampshire's health insurance rate review 


process?!
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Q7: Have you ever participated in the health insurance rate 
review process yourself or on behalf of consumers in New 


Hampshire (i.e., by submitting a comment, attending the annual 
hearing on premium rate review, contacting the New Hampshire 


Insurance Department on behalf of a consumer, etc.)? !
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Q8: In an effort to support health insurance marketplace rate review 
transparency, some states, such as New York and Oregon, display each health 
insurance carrier's rate submission on a public web site for public comment as 


the rates are filed with the state's insurance department. How useful do you 
think this type of information would be to New Hampshire's consumers if the 


NH Insurance Department were to adopt a similar practice? !
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(Consumers and Producers Comparison): In an effort to support health 
insurance marketplace rate review transparency, some states, such as New 


York and Oregon, display each health insurance carrier's rate submission on a 
public web site for public comment as the rates are filed with the state's 


insurance department. How useful do you think this type of information would 
be to New Hampshire's consumers if the NH Insurance Department were to 


adopt a similar practice? !
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(Consumers and Producers Comparison): In an effort to support health insurance 
marketplace rate review transparency, some states, such as New York and Oregon, 


display each health insurance carrier's rate submission on a public web site for 
public comment as the rates are filed with the state's insurance department. How 


useful do you think this type of information would be to New Hampshire's consumers 
if the NH Insurance Department were to adopt a similar practice? !
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!
Q9: How educated do you believe New 


Hampshire CONSUMERS are regarding the 
rate review process:  !
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Q10: How important to New Hampshire consumers are 
the following enhancements to the rate review process 


in the Individual and Small Group markets? !
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Q11 and Q12: How concerned are you about the 
insurance rates in the INDIVIDUAL and SMALL 


GROUP markets?
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Q13: Which of the following ways do you think would be 
effective methods to REDUCE HEALTH INSURANCE RATES in 


New Hampshire? Multiple answers ARE allowed.!
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Q14:Which of the following PAYMENT REFORM OPTIONS do you 
believe are worth supporting in New Hampshire? Multiple answers 


ARE allowed. !
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Q15 and Q16: Regarding purchasing and utilizing health insurance 
products, New Hampshire CONSUMERS in the INDIVIDUAL and 


SMALL GROUP health insurance markets are: !
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Q19: How important are the following items to consumers in the 
INDIVIDUAL health insurance market? !
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Process 
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Q20:How important are the following items to consumers 
in the SMALL GROUP health insurance market? !
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Q21: Consumers have had to learn a lot about the health 
insurance market since the ACA was implemented. Upon 


first contact with consumers in the INDIVIDUAL health 
insurance market, what have you found to be their LEVEL 


OF UNDERSTANDING for each of the following issues:!
!



n=19 


The 
Patient 


Protection 
and 


Affordable 
Care Act 
(PPACA) 


The New 
Hampshire 


Rate 
Review 
Process 


The Open 
Enrollment 


Period 


Tax 
Penalties 


When 
Rates Are 


Made 
Available 


Their 
Purchased 
Product's 
Provider 
Networks 


Their 
Purchased 
Product's 


Deductible
s and Out 
of Pocket 


Costs 


How to 
Make 


Enrollment 
Changes 


on 
Healthcare


.gov 
Understand Extremely Well 5% 0% 0% 5% 0% 0% 0% 0% 
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Neutral 26% 11% 21% 21% 21% 37% 32% 16% 
Some Understanding 47% 16% 42% 53% 11% 21% 42% 47% 
No Understanding 16% 68% 0% 5% 58% 16% 5% 26% 
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Q22: Consumers have had to learn a lot about the health 
insurance market since the ACA was implemented. Upon 
first contact with consumers in the SMALL GROUP health 
insurance market, what have you found to be their LEVEL 


OF UNDERSTANDING for each of the following issues: !
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Q22: Consumers have had to learn a lot about the health 
insurance market since the ACA was implemented. Upon 
first contact with consumers in the SMALL GROUP health 
insurance market, what have you found to be their LEVEL 


OF UNDERSTANDING for each of the following issues: !
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Q23: Upon first contact with consumers in the INDIVIDUAL health 
insurance market, what have you found to be their AWARENESS 


level of the following consumer tools designed to help them access 
cost or quality data AFTER they have purchased their insurance: !
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Q24: Upon first contact with consumers in the SMALL GROUP health 
insurance market, what have you found to be their AWARENESS level of the 
following consumer tools designed to help them access cost or quality data 


AFTER they have purchased their insurance: !
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Q24: Upon first contact with consumers in the SMALL GROUP health 
insurance market, what have you found to be their AWARENESS level of the 
following consumer tools designed to help them access cost or quality data 


AFTER they have purchased their insurance: !
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Q25:How important are the following items to 
provide to consumers during the purchasing of a 


health insurance product? !
  !
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Q29:If there is anything else you would like to share with the New Hampshire 
Insurance Department that would help its consumer communication, outreach 
and transparency efforts in the Individual and Small Group markets, please do 


so below. !



■  Involve the minority population in decision, meetings, etc when conducted. There is very 
little communication between the insurance carriers and the consumers. The MP and 
Carriers are not on the same page, which makes it even more frustrating and difficult for the 
consumer. 


■  There needs to be some control over these costs and consistency with each plan and its 
descriptions. A way to make it simplified and easy to understand and very informative.  


■  Yes, put the consumer first and the carrier second.  Enforce all rules and regulations.  
■  The insurance department needs to take a much stronger position in allowing insurers to 


sell products that are essentially useless to consumers, such as high deductible plans with 
consumers having to meet high deductibles (eg. $6,300) before a doctor's visit will be paid!!!  


■  The better we can educate our population on all aspects of healthcare, the better our 
society will  be prepared to make good choices and better our system will work.  


■  Major concerns are family affordability glitch, prescription medications falling in the 
deductible in some plans and that the combination of high deductibles and premium costs 
that are proportionately high for their annual income  continues to be a major barrier for 
some individuals in both the individual and group markets.  


■  Currently one huge benefit of having so many in-person assisters is that they are able to 
highlight areas that consumers may not be aware of.  As the Assister program decreases, 
consumers need to be able to get that information in a centralized easy to access location.  







Screen	  Shots	  of	  Consumer	  Rate	  
Review	  Websites:	  


Arkansas	  
California	  
New	  York	  
Oregon	  


Washington	  
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Appendix	  A-‐6	  Screen	  Shots	  of	  Consumer	  Rate	  Review	  Web	  Sites	  
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California	  Department	  of	  Insurance	  
hDps://interacOve.web.insurance.ca.gov/apex/f?p=102:2:0::NO:::	  
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NY	  State	  Department	  of	  Financial	  Services	  
hDp://dfs.ny.gov/consumer/health_ins_prem.htm	  
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Oregon	  Insurance	  Division	  
hDp://oregon.gov/DCBS/insurance/healthrates/Pages/health-‐rates.aspx	  
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hDp://insurance.wa.gov	  
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APPENDIX A-7: Rate Review Detail Process Map – June 6, 2015
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Readopt with amendment Ins 4000, effective 07-06-09 (Doc. 9500), to read as follows: 
 
 
CHAPTER Ins 4000  UNIFORM REPORTING SYSTEM FOR HEALTH CARE CLAIMS 
DATA SETS 
 


Statutory Authority:  RSA 400-A:15 I; RSA 420-G:11; RSA 420-G:11-a; RSA 420-
G:14 


 
PART Ins 4001  PURPOSE AND SCOPE 
 
 Ins 4001.01  Purpose and Scope.  This chapter contains procedures and substantive 
requirements for the submission of health care data under RSA 420-G:11, II to the New 
Hampshire Comprehensive Health Information System by insurance companies, third-party 
payers, third-party administrators, and carriers that provide administrative services for a plan 
sponsor. 
 
 
PART Ins 4002  DEFINITIONS 
 
 Ins 4002.01  Definitions.  Unless the context indicates otherwise, the following words and 
phrases shall have the following meanings: 
 
 (a)  "Address" means street address, post office box numbers, apartment numbers, e-mail 
addresses, web universal resource locator (URL) and internet protocol (IP) address number. 
 
 (b)  “Alternative payment arrangements” means those claims considered paid by the 
carrier or third-party administrator under a capitated services arrangement or a global payment, 
resulting in zero paid amounts on the claim. 
 
 (c)  “Blanket health insurance” means that form of accident and health insurance defined 
under RSA 415:18, I-a that is not “health coverage” under RSA 420-G:2, IX, that does not 
require individual applications from covered persons, and that does not require a carrier or third-
party administrator to furnish each person with a certificate of coverage. 
 
 (d)  "Capitated services" means services rendered by a provider through a contract in 
which payment is based upon a fixed dollar amount for each member on a monthly basis. 
 
 (e)  "Carrier" means any entity subject to the insurance laws and rules of this state, or 
subject to the jurisdiction of the commissioner, that contracts or offers to provide, deliver, 
arrange for, pay for or reimburse any of the costs of health services, or to administer on behalf of 
third-party payer, and includes an insurance company, a health maintenance organization, a 
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nonprofit health services corporation, a dental benefits administrator, a third party administrator 
or any other entity arranging for or providing health coverage, and Medicare Advantage plans. 
 
 (f)  "Commissioner" means the insurance commissioner. 
 
 (g)  “Dental claims file” means a data file composed of service level remittance 
information for all adjudicated claims for each billed dental service provided to members, 
including data for services provided under alternative payment arrangements with zero paid 
amounts. 
 
 (h)  "Department (NHID)" means the New Hampshire insurance department. 


 (i)  "Designee" means an entity with which the department and/or the department of health 
and human services have entered into an arrangement pursuant to which the entity performs data 
management and collecting functions, and under which the entity is strictly prohibited from 
using or releasing the information and data obtained in such a capacity for any purposes other 
than those specified in the agreement. 
 
 (j)  “Department of Health and Human Services (DHHS)” means the New Hampshire 
department of health and human services. 
 
 (k)  "Direct identifier" means any information, other than case or code numbers used to 
create anonymous or encrypted data, that plainly discloses the identity of an individual as 
referenced in 45 CFR Part 164.514 (e)(2).  
 
 (l)  "Encryption" means a method by which the true value of data has been disguised in 
order to prevent the identification of persons or groups, and which does not provide the means 
for recovering the true value of the data. 
 
 (m)  “Exchange” means a governmental agency or non-profit entity that meets the 
applicable standards of 42 U.S.C. section 13031 and makes qualified health plans available to 
qualified individuals and qualified employers in accordance with federal law.   
 
 (n)  "Health care claims data" means the set of data files that are filed by carriers and third-
party administrators under this chapter consisting of, or derived directly from, member 
eligibility, medical claims, pharmacy claims and dental claims files,  including a provider file .  
"Health care claims data" does not include analysis, reports, or studies containing information 
from health care claims data sets, if those analyses, reports, or studies have already been released 
in response to another request for information or as part of a general distribution of public 
information by the department. 
 
 (o)  "Hospital" means a licensed acute or specialty care institution. 
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 (p)  "Insured" means an individual in whose name an insurance policy is carried. 
 
 (q)  "Medical claims file" means a data file composed of service level remittance 
information for all adjudicated claims for each billed medical service provided to members, 
including data for services provided under alternative payment arrangements with zero paid 
amounts.  
 
 (r)  "Members" means all individuals, employees and dependents for which the health 
carrier or third-party administrator has an obligation to adjudicate, pay or disburse claim 
payments.  The term includes covered lives.  For employer-sponsored group coverage, members 
include certificate holders and their dependents.  
 
 (s)  "Member eligibility file" means a data file containing demographic information for 
each individual member eligible for medical, pharmacy, or dental benefits for one or more days 
of coverage at any time during the reporting month as well as any retrospective updates that 
correspond to previously submitted eligibility data.  It should include benefits, attributed and 
associated effective periods. 
 
 (t)  “New Hampshire Comprehensive Health Information System (NHCHIS)” means the 
system established and operated by the department and the department of health and human 
services or their designee to collect, store and analyze health care claims data. 
 
 (u)  "Pharmacy claims file" means a data file composed of service level remittance 
information from all  adjudicated claims for each billed prescription provided to members, 
including data for services provided under alternative payment arrangements with zero paid 
amounts.  
 
 (v)  “Plan ID” means the 14-character HIOS Plan ID, standard component.   The full HIOS 
ID is unique to each fully insured carrier/product/plan. 
 
 (w)  "Plan sponsor" means any persons, other than an insurer, who establishes or maintains 
a plan covering residents of the state of New Hampshire, including, but not limited to, plans 
established or maintained by employers or jointly by one or more employers and one or more 
employee organizations, committee, joint board of trustees or other similar group of 
representatives of the parties that establish or maintain the plan. 
 
 (x)  "Prepaid amount" means the amount that would have been paid by the health care 
claims processor for a specific service if the service had not been capitated, or otherwise did not 
result in a transfer of funds. 
 
 (y)  "Provider" means a health care facility, medical, dental, or behavioral health care 
practitioner, health product manufacturer, health product vendor or pharmacy. 
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 (z)  “Provider file” means a data file listing information about the service providers 
identified in the medical claims, pharmacy claims, and the dental claims file as servicing billing, 
prescribing, or primary providers. 
 
 (aa)  "Release" means to make data or information available for inspection and copying to 
persons other than the data submitter. 
 
 (ab)  “Subcontractor” means a vendor or contractor who manages carved out categories of 
services, including behavioral health services, pharmacy services or any other subcontractor that 
processes claims on behalf of a carrier. 
 
 (ac)  "Subscriber" means the certificate holder who receives coverage from a carrier or 
third-party administrator as defined in these rules.  For employer-sponsored group coverage, the 
employee or subscriber  is considered the certificate holder.  For individual coverage, the 
policyholder is considered the certificate holder.  For other types of group coverage, the 
certificate holder is considered the person who is the principal insured. 
 
 (ad)  "Third party administrator" means any persons licensed by the department that 
receives or collects charges, contributions or premiums for, or adjusts or settles claims for 
residents of the state, on behalf of a plan sponsor, health care services plan, dental services plan, 
nonprofit hospital or medical service organization, health maintenance organization or insurer. 
 
PART Ins 4003  ANNUAL REGISTRATION REQUIREMENT 
 
 Ins 4003.01  Annual Registration Requirement. 
 


(a)  Each carrier and each third-party administrator shall submit a completed NHCHIS 
registration form to the department or its designee by March 15 of every calendar year.   
 


(b)  Carriers and third-party administrators shall notify the department or its designee 
within 30 days of changes to any of the annual NHCHIS registration information. 
 


(c)  Carriers and third-party administrators shall notify the department or its designee of 
any changes to the individual contact information submitted on the NHCHIS registration form as 
soon as possible, but no later than 30 days after a reassignment occurs. 
 
 Ins 4003.02  Contents of NHCHIS Registration Form.  The NHCHIS registration form for 
carriers and third-party administrators submitting data under RSA 420-G:11, II shall contain the 
fields required under Ins 4009.01.  
 
 Ins 4003.03  Submission of NHCHIS Registration Form.  Carriers and third-party 
administrators shall submit the NHCHIS registration form through the NHCHIS website. 
 
PART Ins 4004  FILING SCHEDULES 
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 Ins 4004.01  Filing Schedules. 
 
 (a)  The deadline for submitting NHCHIS data files shall be determined by the total 
number of members for whom claims are being paid or processed by each carrier or third-party 
administrator. 
 
 (b)  Carriers and third-party administrators that have 10,000 or more New Hampshire 
members shall submit required NHCHIS files monthly, no later than 30 calendar days after the 
close of the reporting month. 
 
 (c)  Carriers and third-party administrators that have fewer than 10,000 New Hampshire 
members, but do not meet the exclusion criteria in Ins 4005.02, shall submit required NHCHIS 
files quarterly, no later than 30 calendar days after the end of the reporting quarter. 
 
 Ins 4004.02  First-time Filers. 
 
 (a)  Carriers and third-party administrators that have not previously submitted files to the 
department or its designee and that have never registered under this rule shall register no later 
than 30 days after the first applicable requirement to submit data, using the NHCHIS registration 
form outlined in Ins 4003.02. 
 
 (b)  First time submitters shall provide test files within 120 days after registration.  The test 
file size shall correspond to the size required for that carrier or third-party administrator as 
specified in Ins 4004.01 (a). 
 
 (c)  No later than 150 days after registration, newly-submitting carriers and third-party 
administrators shall submit files containing the 3 most recent calendar years of data, January 
through December.  Year-to-date information and monthly or quarterly files shall be provided no 
later than 180 days after registration. 
 
 Ins 4004.03  Changes to Data Submitter’s Process, Format or Sources. 
 
 (a)  Carriers and third-party administrators that change health plan identifiers or implement 
new data submission platforms through acquisitions, mergers, or reorganization shall be subject 
to the requirements for first-time submitters. 
 
 (b)  Carriers and third-party administrators filing under new health plan identifiers or 
through new production systems shall provide additional documentation pursuant to instructions 
from the department or its designee to ensure that NHCHIS maintains a continuous record of 
member enrollment and claims history before and after the changes. 
 
PART Ins 4005 REQUIRED FILERS AND EXCLUSIONS 
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 Ins 4005.01  Required Filers and Data Sets.  
 
 (a)  In accordance with the submission schedule set forth in Ins 4004, each carrier and 
third-party administrator shall submit to the department or its designee a complete and accurate 
health care claims data set. 
  
 (b)  Carriers and third-party administrators shall submit health care claims data for all 
residents of New Hampshire and for all members who receive services under a policy issued in 
New Hampshire, as follows: 
 


 (1)  Any policy that provides coverage to the employees of a New Hampshire 
employer that has a business location in New Hampshire shall be considered a policy that 
is issued in New Hampshire; 
 
 (2)  An out-of-state employer’s branch location in New Hampshire shall be 
considered a New Hampshire employer, and the carrier and third-party administrator shall 
submit a claims data set for all members who are employed at that branch location; and 
 
 (3)  Carriers and third-party administrators shall submit health care claims data for 
New Hampshire state and municipal employees. 
 


 (c)  When more than one entity is involved in the administration of a policy, data shall be 
submitted in accordance with the following: 
 


 (1)  A carrier shall be responsible for submitting the claims data on policies that it has 
written; 
 
 (2)  A third-party administrator shall be responsible for submitting claims data on 
self-insured plans that it administers; 
 
 (3)  Each carrier and third-party administrator shall submit all health care claims 
processed by any subcontractor on its behalf, including but not limited to claims related to 
pharmacy services, dental services, and behavioral health, mental health and substance 
abuse treatment services; 
 
 (4)  Each carrier and third-party administrator shall ensure that the subcontractor is 
not submitting duplicate claims to the department or its designee if the subcontractor falls 
under the definition of a carrier, meets the requirements of this section, and is required to 
submit data as a separate entity; and 
 
 (5)  Each carrier and third-party administrator shall ensure that member and 
subscriber identifiers in any files processed by subcontracts are consistent with member 
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and subscriber identifiers in the medical and pharmacy claims files and the member 
eligibility files. 
 


 (d)  Carriers and third-party administrators shall continue to submit claims data for each 
month in which they meet the criteria and for the 180 days after the month in which the carrier or 
third-party administrator withdraws or falls below the exclusion criteria listed in Ins 4005.02. 


  
 Ins 4005.02   Exclusions from Filing Requirements. 
 
 (a)  Carriers and third-party administrators shall not be required to submit health care 
claims data files, HEDIS® data, or CAHPS survey data if they meet the following criteria: 
 


 (1)  For carriers that do not offer any products on the health insurance exchange for 
residents of New Hampshire, and that did not cover more than 9,999 members in New 
Hampshire at any point in any medical, pharmacy or dental coverage class during the prior 
calendar year; or 
 
 (2)  For third-party administrators that did not cover more than 9,999 members in 
New Hampshire at any point in any medical, pharmacy or dental coverage class during the 
prior calendar year. 


   
 (b)  Carriers and third-party administrators shall perform the calculation for (a) above at 
the entity level, meaning, the level at which major governance decisions are made under a senior 
leadership team, regardless of the number of companies operating under separate corporate 
divisions.  Carriers or third-party administrators experiencing a drop in membership below the de 
minimis threshold shall submit claims data and any corrections to membership files for a period 
of 180 days from the point the carrier or third-party administrator meets the de minimis 
exemption. 
 
 (c)  Carriers and third-party administrators shall not be required to submit health care 
claims data about coverage that is not part of a comprehensive medical insurance policy, 
including the following: 
 


 (1)  Specific disease; 
 
 (2)  Accident; 
 
 (3)  Injury; 
 
 (4)  Hospital indemnity; 
  
 (5)  Disability; 
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 (6)  Long-term care; 
 
 (7)  Vision coverage; 
 
 (8)  Durable medical equipment; or 
 
 (9)  Blanket health insurance. 


 
 
PART Ins 4006  HEALTH CARE CLAIMS DATA SET FILING 
 
 Ins 4006.01  General Requirements. 
 
 (a)  Carriers and third-party administrators shall comply with all the technical 
specifications contained in Ins Part 4009 and shall include all data elements contained in Ins Part 
4010, including required formats, definitions and sources. 
 
 (b)  Carriers and third-party administrators shall utilize a data transmission tool provided 
by the department or its designee to assign a unique identification code to each member and 
subscriber’s record in every file, transform direct identifiers, encrypt the files and securely 
transmit the files to the department or its designee. 
 
 (c)  Upon an amendment to this chapter, carriers and third-party administrators shall 
submit data that conform to the updated specifications no later than 180 days after the effective 
date of the new version of the rule. 
 
 (d)  If the department or its designee identifies technical deficiencies in data submitted by 
a carrier or third-party administrator, the carrier or third-party administrator shall respond to the 
department within 10 days with a corrective action plan that the department determines will 
remove the deficiencies. 
 
 Ins 4006.02  Subscriber and Member Identification Data Elements. 
 
 (a)  Carriers and third-party administrators shall: 
 


 (1)  Provide a unique identification number for each member and subscriber included 
in the submitted files; and 
 
 (2)  Maintain that unique identifier for each member and subscriber for the entire 
period of coverage for that individual by that carrier or third-party administrator. 
 


 (b)  Subscriber and member identifiers shall be: 
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 (1)  Consistent across all files that contain information about the subscriber or 
member;  
 
 (2)  Matched across the member eligibility, medical claims, pharmacy and dental 
files, as well as behavioral health claims, as applicable, even where the claims are 
processed by a subcontractor such as a pharmacy benefits manager; and 
 
 (3)  Consistent with the technical specifications in Ins 4009.02. 


 
 Ins 4006.03  Included Records and Data Requirements. 
 
 (a)  Carriers and third-party administrators shall report health care claims data for all 
members meeting the criteria set forth in Ins 4005.01 (b). 
 
 (b)  Records for medical, pharmacy, and dental claims file submissions shall be reported at 
the visit, service, or prescription level. 
 
 (c)  Medical, pharmacy, and dental claims files shall contain all of a claim’s payment and 
adjustment activity during the reporting month regardless of the date of service on the claim. 
 
 (d)  Claims where multiple parties have financial responsibility shall be included with all 
medical and pharmacy claims file submissions. 
 
 (e)  Co-payment or co-insurance amounts shall be reported in 2 separate fields in the 
medical, pharmacy, and dental claims file submissions. 
 
 (f)  Carriers and third-party administrators shall include records for services provided 
under alternative payment arrangements with zero paid amounts. 
 
 (g) Carriers and third-party administrators shall include all service lines associated with 
fully-processed claims that have gone through an accounts payable run and been booked to the 
health plan ledger in all medical, dental and pharmacy claims file submissions. 
 
 Ins 4006.04  Observation Period for Record Selection. 
 
 (a)  Carriers and third-party administrators shall submit a member eligibility file that 
contains data for each member eligible for medical, dental or pharmacy benefits for one or more 
dates of coverage at any time during a reporting month as well as any retrospective updates that 
correspond to previously submitted eligibility data.  It shall include benefits, attributes, and 
associated effective periods. 
 
 (b)  Carriers and third-party administrators shall include all claims adjudicated during the 
reporting month for all members in the member eligibility file for that month. 
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 (c)  Carriers’ and third-party administrators’ data submissions shall contain 180 days 
claims run out for members in all current or previously submitted files. 
 
 Ins 4006.05 Health Care Effectiveness Data and Information Set, HEDIS®, Reporting 
Requirements.  
 
 (a) Each carrier that calculates health care effectiveness data and information set, 
HEDIS®, a system[s] of performance measures maintained by the national committee for quality 
assurance, NCQA, and submits those data to NCQA, shall report those data that pertain to 
members who receive their benefits under a policy or plan issued in New Hampshire.  
 
 (b)  The carrier shall submit HEDIS® data to the DHHS or it designee by July 31st of each 
year as follows:   
 


 (1)  The carrier shall submit the data utilizing the appropriate national committee for 
quality assurance, NCQA, interactive data submission system, IDSS, import template; and   
 
 (2)  The carrier shall also submit the results via a Microsoft Excel workbook 
generated with results for each HEDIS® measure appearing on its own worksheet. 


 
 Ins 4006.06 Consumer Assessment of Health Plans Survey, CAHPS®, Reporting 
Requirements.  
 
 (a)  Each carrier that collects consumer assessment of health plans survey, CAHPS® data, 
a survey overseen by the United States Department of Health and Human Services, agency for 
healthcare research and quality, AHRQ, and used by NCQA as part of HEDIS® reporting shall 
report those data that are collected and that pertain to members who receive their benefits under a 
policy or plan issued in New Hampshire.  
 
 (b)  The carrier shall submit CAHPS® data to the DHHS or its designee by July 31st of 
each year, as follows:   
 


 (1)  The carrier shall submit the NCQA generated survey results reports; and   
 
 (2)  The carrier shall also submit all results generated via the NCQA CAHPS® 
analysis program. 


  
PART Ins 4007  DATA STANDARDS COMPLIANCE 
 
 Ins 4007.01  Data Standards Compliance.   
 
 (a)  Carriers and third-party administrators shall submit files that conform to the formats 
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and standards in these rules, including the technical specifications in Ins Part 4009. 
   
 (b)  Carrier and third-party administrator files shall be evaluated upon receipt by the 
department or its designee to assess compliance with the data quality standards in the submission 
instructions. 
  
 (c)  Carriers and third-party administrators shall: 
 


 (1)  Resubmit nonconforming files at the direction of the department or its designee; 
 
 (2)  Resubmit a corrected and conforming version of the original submission within 
10 business days of the rejection notification from the department or its designee; and 
 
 (3)  Not submit partial replacement files or record specific corrections. 


 
 (d)  Carriers and third-party administrators shall submit tables and descriptions about all 
nonconforming and plan-specific codes appearing in the submission.  Files with nonconforming 
and plan-specific codes without such explanatory information shall be rejected. 
  
PART Ins 4008 WAIVERS  
 
 Ins 4008.01 Waiver of Requirement to Submit Specific Data Element. 
 
 (a) Upon application of  a carrier or third-party administrator, the department shall grant a 
waiver of the requirement to submit a particular data element required under these rules, upon a 
showing by the carrier or third-party administrator that: 
 
  (1) The data element does not exist on the carrier’s or third-party administrator’s 
transaction system; 
 
  (2) The data element cannot be derived reliably from other information available on 
the carrier’s or third-party administrator’s transaction system; and 
 
  (3) The data element does not reflect information necessary to process claims or to 
conduct business operations in accordance with generally accepted industry standards, such that 
it should reasonably be available. 
 
 (b) A carrier or third-party administrator that has been granted a waiver shall populate that 
data field in its claims data submissions in the manner specified in the waiver.   
 
PART Ins 4009  TECHNICAL SPECIFICATIONS 
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  Ins 4009.01 Technical Specifications for Registration Form.  The registration form  used 
under PART Ins 4003 shall contain the following fields: 


(a)  Company Name; 
(b)  Company Name Mailing Address; 
(c)  Company Name City; 
(d)  Company Name State; 
(e)  Company Name Zip; 
(f)   Submitter Last Name, First Name; 
(g)  Submitter Email; 
(h)  Submitter Phone; 
(i)   Date of submission; 
(j)   Compliance/Government Affairs Last Name, First Name; 
(k)  Compliance/Government Affairs Email; 
(l)   Compliance/Government Affairs Phone; 
(m)  Alternate Contact 1 Last Name, First Name; 
(n)  Alternate Contact 1 Office and Title; 
(o)  Alternate Contact 1 Email; 
(p)  Alternate Contact 1 Phone; 
(q)  Alternate Contact 2 Last Name, First Name; 
(r)  Alternate Contact 2 Office and Title; 
(s)  Alternate Contact 2 Email; 
(t)  Alternate Contact 2 Phone; 
(u)  Line of Business: Comprehensive Medical/Medicare Supplemental/Dental 
only/pharmacy;  
(v)  Health Insurance In State (Y/N); 
(w)  Administrator with more than 9,999  NH Covered Lives (Y/N); 
(x)  Month of this report: MMYY; 
(y)  Estimated Number of Covered Lives for month of this report; 
(z)  Estimated Number of Medicare Supplemental Covered Lives in month of this 
report; 
(aa)  Data File Type; 
(ab)  Payer Code; 
(ac)  Sub-Company/Separate Submission Platforms; 
(ad)  Eligibility Payer Code; 
(ae)  Sub-Code; 
(af)  Last Update; 
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(ag)  Submitter Receives: Data Submission Notifications, Data Submission Reports, 
Newsletters, SFTP Account Information, Access to the Report Portal; 
(ah)  Compliance/Government Affairs Receives: Data Submission Notifications, Data 
Submission Reports, Newsletters, SFTP Account Information, Access to the Report 
Portal; 
(ai)  Alternate Contact 1 Receives: Data Submission Notifications, Data Submission 
Reports, Newsletters, SFTP Account Information, Access to the Report Portal; and 
(aj)  Alternate Contact 2 Receives: Data Submission Notifications, Data Submission 
Reports, Newsletters, SFTP Account Information, Access to the Report Portal. 


 
Ins 4009.02 Subscriber and Member Identification Data Elements.  


           (a)  The following table lists the Subscriber and Member identifiers that must be identical 
when reporting information about a Subscriber or a Member: 
 


Table 1: Matching Requirements for Subscriber/Member 
 Identifiers Across Files 


Data Element Name* 
Subscriber and Member Identifiers 


Member 
Eligibility 


Medical 
Claims** 


Dental 
Claims 


Pharmacy 
Claims 


Subscriber Social Security Number ME008 MC007 DC007 PC007 
Plan Specific Contract Number ME009 MC008 DC008 PC008 
Member Suffix or Sequence Number ME010 MC009 DC009 PC009 
Member Identification Code ME011 MC010 DC010 PC010 
Subscriber Last Name ME101 MC101 DC101 PC101 
Subscriber First Name ME102 MC102 DC102 PC102 
Subscriber Middle Initial ME103 MC103 DC103 PC103 
Member Last Name ME104 MC104 DC104 PC104 
Member First Name ME105 MC105 DC105 PC105 
Member Middle Initial ME106 MC106 DC106 PC106 
*The NHCHIS preprocessor hashes these data elements as part of the file encryption and 
transmission process. 
**Also pertains to Behavioral Health. 


 


 (b)  The NH preprocessor application will hash all member and subscriber identification 
codes and names before data are transmitted to NHID’s designee. To ensure consistent hashing, 
subscriber and member identifiers should not be encrypted or hashed on the initial extract 
loaded into the preprocessor.  


 
 (c)  If a third-party administrator does not collect the social security numbers for its 
members, the third-party administrator shall provide the social security number of the 
subscriber and assign a discrete two digit suffix for each member under the subscriber’s 
contract using the following criteria: 
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 (1)  If the subscriber's social security number is not collected by the third-party 
administrator, the subscriber's certificate or contract number shall be used in its place (this 
data element will be de-identified by the NH preprocessor application). 


 
 (2)  The discrete two digit suffix shall also be used with the certificate or contract 
number (this data element will be de-identified by the NH preprocessor application). 


 
 (3)  The certificate or contract number with the two digit suffix shall be at least 11, 
but no more than 30 characters in length (this data element will be de-identified by the NH 
preprocessor application). 
 
Ins 4009.03 Technical Specifications and Format for File Transfer. 


           (a)  Code sources. 
 


 (1)  Carriers and third-party administrators shall use the values in the following data 
tables or the corresponding externally maintained code tables referenced here. 


 
 (2)  Carrier-specific codes.  Carriers and third-party administrators shall submit tables 
and descriptions for all non-conforming and plan-specific codes appearing in the 
submission. The Department and DHHS or its designee shall reject files with non-
conforming and plan-specific codes if explanatory information is not provided in advance 
of the data submission. 


           (b)  Adjustment records.  Report adjustment records with the appropriate positive or 
negative fields with the medical, pharmacy, and dental file submissions. Negative values shall 
contain the negative sign before the value. No sign shall appear before a positive value. 


            (c)  Version Number.  When more than one version of a fully-processed claim service 
line is submitted, each version of a claim service line shall be enumerated sequentially with a 
higher version number (MC005A) so that the latest version of that service line is the record with 
the highest version number (MC005A) and the same claim number + line counter. Where a 
version number is not available, provide the former claim number in data element MC211. 
Similar requirements apply to the Pharmacy claim file. 


            (d)  Fully-Processed Service Lines.  All service l ines associated with fully-
processed claims  that have gone through an accounts payable run and been booked to the 
health plan ledger shall be included on medical, pharmacy, and dental claims data submissions.  
Do not include service lines: 
 


(1)  Rejected due to failed edits; 
 
(2)  That are duplicates; or 


(3)  That are from an inactive member. 


             (e)  Subsequent Incremental Claims.  
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            (f)  Subsequent incremental claims submissions shall include all reversal and 
adjustment/restated versions of previously submitted claim service lines and all new, fully-
processed service lines associated with the claim, provided that they have paid dates in the 
reporting period: 


 
  (1)  Each version of a claim service line shall be enumerated sequentially 
with a higher line version number (MC005A); and 


 
  (2)  Reversal versions of a claim service line shall be indicated by a claim status 
code = '22' (Field MC038). 


            (g)  Capitated services claims.  Capitated service claims (sometimes known as encounter 
claims) for capitated services shall be reported with all medical and pharmacy file submissions. 


 
   (1)  Global Payment Arrangements.  If a claim contains service lines that do not 
contain a payment because their costs are covered on another line of the claim line, 
such as under a global payment arrangement, those line(s) shall be: 


 
  (2)  Included in the data submission; and  
 
  (3)  Clearly indicated by a claim status code = '04' (Field MC038). 
 


            (h)  Provider ID. The Provider ID (MP003) is the unique identifier for a single provider. 
The Provider ID should only occur once in the table. However, in the event the same provider 
delivered, and was reimbursed for, services rendered from two or more different physical 
locations, then the provider data file will contain two separate records for that same provider 
reflecting each of those physical locations. One record should be provided for each unique 
physical location. 


 
            (i)  File Submission Tools. Carriers and third-party administrators must use the File 
Submission “Preprocessor” provided by the DHHS and their designee.  The Preprocessor hashes 
(de-identifies) member and subscriber information before the data leaves the carrier’s and third-
party administrator’s system. 


 
            (j)  Minimum Value Reporting Requirements. Carriers and third party administrators 
must report the Minimum Value for fully insured and self-insured products to support NHID 
Supplemental Reporting reviews. The minimum value is defined as the percentage of the total 
allowed costs of benefits provided under a group health plan or health insurance coverage. 
Minimum Value measure is outlined in Section 1302 (d)(2)(C) of the Affordable Care Act. Plans 
may use the HHS MV calculator available at http://www.cms.gov/cciio/resources/regulations-
and-guidance/index.html; may apply a safe harbor developed by HHS and the IRS; or may, for 
nonstandard plans, provide an actuarial certification from a member of the American 
Academy of Actuaries. 
 



http://www.cms.gov/cciio/resources/regulations-and-guidance/index.html

http://www.cms.gov/cciio/resources/regulations-and-guidance/index.html
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            (k)  Premium Reporting Requirements. Carriers and third party administrators must 
report the funds associated with the administration of the employer’s benefit plan.   
 
            (l)  Header and Trailer Records. Each member eligibility file and each medical, 
pharmacy, and dental claims file submission must contain a header record and a trailer record. 
The header record is the first record of each separate file submission and the trailer record is the 
last. 


 
            (m)  File Submission Methods. All carriers and third-party administrators submitting 
APCD files will be provided with code in the form of a pre-processor, which generates the files 
in the required format and encrypts them prior to submission. The pre-processor code will be 
provided to all carriers and third-party administrators as a down load through a password 
protected portal. 


 
         (n)  Carriers and third-party administrators may submit APCD files using the following 


methods: 
 


  (1)  SFTP. Secure File Transport Protocol is the preferred method for submitting 
files. This method requires logging on to the appropriate FTP site and sending or 
receiving files using the SFTP client server. This protocol assumes that it is run over a 
secure channel (e.g., SSH) that the server has already authenticated the client, and that 
the identity of the client user is available to the protocol. 


 
  (2)  Web Upload. This method allows the sending and receiving of files and 
messages without the installation of additional software. This method requires internet 
access, a username, and password. It is not the preferred method due to limitations on 
the size of the files that can be received, but can be utilized if it is the only method 
available to the healthcare claims processor. 


 
(o)  File Format 


 
  (1)  The member eligibility file, medical claims file, pharmacy claims file, dental 
claims file, and provider file should be submitted as separate ASCII files, with variable 
field lengths and pipe delimited, and should comply with the following standards: 


   a.  Each record must be terminated with a carriage return and line feed 
(ASCII 13, ASCII 10). 


b.  All fields must be filled where applicable. 


   c.  Text and date fields must be left blank when not applicable or if a value 
is not available. 


   d.  “Blank” means do not supply any value at all between consecutive field 
delimiters or last field delimiter and line terminator.  Numeric fields without a 
value must be filled with a single zero. 
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   e.  Always submit one record per row. No single line item of data may 
contain carriage return or line feed characters. 


   f.  TEXT fields should never be padded with leading or trailing spaces or 
tabs. 


g.  NUMBER fields: 


 1.  Should never be padded with leading zeroes. 


 2.  The integer portion of numeric fields must not be padded with 
leading zeros. The decimal portion of numeric fields, if required, must be 
padded with trailing zeros up to the number of decimal places indicated. 


 3.  Positive values are assumed and need not be indicated as such. 
Negative values must be indicated with a minus sign and must appear in 
the left-most position of all numeric fields. 


h.  DATE fields: 


 1.  Should be CCYYMMDD,when a value is provided,  unless 
otherwise indicated. 


 2.  Must not be padded with leading or trialing spaces or tabs 


 3.  Must be left blank when not applicable or if a value is not available. 


       Ins 4009.04 Data Quality Requirements. 


            (a)  Validation and Auditing. A validation process will be employed to ensure that the 
format and content of the submitted files are valid and complete. The validation process is 
primarily composed of three groups of audits: field level audits, quality audits, and post data 
consolidation reasonableness, longitudinal, and relational audits. 


             (b)  Field Level Audits. All transmitted files are first checked to determine if they are in 
the correct form and have been created using the provided pre-processor. Field level audits are 
then employed to evaluate field length and type, code values, and the percentage at which the 
fields are filled. 


             (c)  Quality Audits. Quality audits are employed to determine if the data submitted meet 
a pre-determined level of reasonableness (e.g., % of institutional claims vs. % of professional 
claims). Default thresholds (which can be rates or ranges) have been established for 
approximately 200 quality audits. 


             (d)  Reasonableness, Longitudinal, and Relational Audits. After the files are loaded into 
staging tables, additional audits are run on the consolidated data to identify any global issues that 
would not be evident during the field and quality level audit process. The reasonableness, 
longitudinal, and relational audits confirm whether the appropriate and correct amount of data 
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was received for the corresponding membership volume. Examples of these audits are: frequency 
of individual field values; volume reconciliation; and cost/utilization reasonableness. 


            (e)  Threshold Establishment and Alteration 
 


  (1)  Default thresholds (or rates) will be applied to the field level audits for each 
element in the eligibility, claims files and provider file, and for each quality audit. The 
standard acceptable threshold for field length, field type, and data value audits is 100%. 
However, there are some fields where the acceptable thresholds for data value will be set 
at less than 100%. Individual field completeness thresholds are established for each data 
element in the eligibility, medical, pharmacy, dental and provider files and will vary 
accordingly. 


 
  (2)  All of the pre-determined default thresholds can be individually adjusted if 
extenuating circumstances arise which may impact the data completeness or content. If a 
file is processed and rejected for failing to meet the field level and/or quality audit default 
thresholds, the healthcare claims processor can request an exemption to the default 
threshold through a standardized process. Exemptions or adjustments may be granted for 
data variances that cannot be corrected due to systematic issues. 


           (f)  Testing of Files. At least thirty days prior to the initial submission of the files or 
whenever the data element content of the files is subsequently altered, each healthcare claims 
processor must submit a data set for comparison to the same validation process used for actual 
submissions. Iterative rounds of testing may be necessary until the files conform to the 
submission requirements. A test file should contain data covering a period of one month. 


            (g)  Rejection of Files. Failure to conform to any of the submission requirements will 
result in the rejection and return of the applicable data file(s). All rejected and returned files 
should be resubmitted in the appropriate, corrected form within 10 days, or the healthcare claims 
processor may request an exemption to adjust the threshold for the failing field(s). Due to the 
large amount and complexity of the data processed, it is more efficient to resubmit an entire file 
rather than to correct data within the file. 


      Ins 4009.05 External Code Sources. 


(a) Countries  
American National Standards Institute  
http://webstore.ansi.org/SdoInfo.aspx?sdoid=39&source=iso_member_body  


(b) States, Zip Codes and Other Areas of the US  
U.S. Postal Service  
https://www.usps.com/  


(c) National Provider Identifiers  
National Plan & Provider Enumeration System  
https://nppes.cms.hhs.gov/NPPES/  



http://webstore.ansi.org/SdoInfo.aspx?sdoid=39&source=iso_member_body

https://www.usps.com/

https://nppes.cms.hhs.gov/NPPES/
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(d) Health Care Provider Taxonomy  
National Uniform Claim Committee (NUCC) 
http://www.nucc.org  


(e) International Classification of Diseases 9 & 10  
American Medical Association  
http://www.who.int/classifications/icd/en/  


(f) HCPCS, CPTs and Modifiers  
American Medical Association  
http://www.ama-assn.org/ 


(g) Dental Procedure Codes and Identifiers  
American Dental Association  
http://www.ada.org/  


(h) National Drug Codes and Names  
U.S. Food and Drug Administration  
http://www.fda.gov/drugs/informationondrugs/ucm142438.htm  


(i) Standard Professional Billing Elements  
Centers for Medicare and Medicaid Services (Rev. 10/26/12) 
http://www.cms.gov/Regulations-and-
fGuidance/Guidance/Manuals/downloads/clm104c26.pdf 


(j) Standard Facility Billing Elements 
National Uniform Billing Committee (NUBC) 
http://www.nubc.org/ 


(k) DRGs, APCs and POA Codes  
Centers for Medicare and Medicaid Services 
http://www.cms.gov/ 


(l) Claim Adjustment Reason Codes  
Washington Publishing Company 
http://www.wpc-edi.com/reference/  



http://www.nucc.org/

http://www.who.int/classifications/icd/en/

http://www.ama-assn.org/

http://www.ada.org/

http://www.fda.gov/drugs/informationondrugs/ucm142438.htm

http://www.cms.gov/Regulations-and-fGuidance/Guidance/Manuals/downloads/clm104c26.pdf

http://www.cms.gov/Regulations-and-fGuidance/Guidance/Manuals/downloads/clm104c26.pdf

http://www.nubc.org/

http://www.cms.gov/

http://www.wpc-edi.com/reference/
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PART Ins 4010 DATA TABLES  


Ins 4010.01 Member Eligibility Data Tables. 


        (a)  Member Eligibility File Mapping and Format Information. Use Table 4010.7 (a) to determine member eligibility file 
mapping and formatting. 


 
      (b)  Member File Header Record Layout 


 
Table 4010.01(b) Member File Header Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


HD001 Record Type Text 2 HD 
HD002 Payer  Text 8 Payer submitting payments. NHID Submitter Code 
HD003 National Plan ID Text 30 CMS National Plan ID 
HD004 Type of File Text 2 ME Member Eligibility 


HD005 Period Beginning 
Date Date 8 Beginning of paid period for claims or beginning of month covered for 


eligibility 
HD006 Period Ending Date Date 8 End of paid period for claims or end of month covered for eligibility 


HD007 Comments Text 80 Submitter may use to document this submission by assigning a filename, 
system source, etc. 
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(c)  Member File Trailer Record Layout 
 


Table 4010.01(c) Member File Trailer Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


TR001 Record Type Text 2 TR 
TR002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
TR003 National Plan ID Text 30 CMS National Plan ID 
TR004 Type of File Text 2 ME Member Eligibility 


TR005 Period Beginning 
Date Date 8 Beginning of paid period for claims or beginning of month covered for 


eligibility 


TR006 Period Ending Date Date 8 End of paid period for claims or beginning of month covered for 
eligibility 


TR007 Extraction Date Date 8 Date file was created 
TR008 Record Count Number 10 (0) Total number of records submitted in this file 
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(d)  Member File Detailed Specification 
 


 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


1 ME001 Payer  Text 8 Payer submitting payments NHID Submitter Code 
2 ME002 National Plan ID Text 30 CMS National Plan ID 
3 ME003 Insurance Type 


Code/Product Text 2 See Table 4010.6 (a) Insurance Type/Product Code-
Eligibility File 


4 ME004 Start Year Number 4 (0) Year for which eligibility is reported in this submission. 
CCYY format 


5 
ME005 Start Month Number 2 (0) 


Month for which eligibility is reported in this submission. 
MM format. Leading zero is required for reporting January 
through September files 


6 ME006 Insured Group or 
Policy Number Text 50 Group or policy number (not the number that uniquely 


identifies the subscriber) 
7 ME007 Coverage Level 


Code Text 3 Benefit Coverage Level 


     CHD Children Only 
     DEP Dependents Only 
     ECH Employee and Children 
     EMP Employee Only 
     ESP Employee and Spouse 
     FAM Family 
     IND Individual 
     SPC Spouse and Children 
     SPO Spouse Only 
8 


ME008 
Subscriber 
Social Security 
Number 


Text 9 Subscriber's social security number. Do not include dashes.  
Leave blank if not available.  


9 ME009 Plan Specific Text 50 Plan assigned contract number. Leave blank if Plan 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


Contract 
Number 


Specific Contract Number is subscriber's social security 
number. 
If this is a Medicaid member, provide Medicaid ID 


10 
ME010 


Member Suffix 
or Sequence 
Number 


Text 20 Uniquely identifies the member within the contract 


11 ME011 Member Social 
Security Number Text 9 Member's social security number.  Do not include dashes.  


Leave blank if not available.  
12 


ME012 
Individual 
Relationship 
Code 


Text 2 See Table 4010.6 (b) Relationship Codes 


13 ME013 Member Gender Text 1 M Male 
     F Female 
     U Unknown 
     O Other 


14 ME014 Member Date of 
Birth Date 8 Date of birth of member 


15 ME015 Member City 
Name Text 30 City name of member 


16 ME016 Member State or 
Province Text 2 As defined by the US Postal Service 


17 ME017 Member ZIP 
Code Text 9 ZIP Code of member – may include non- US codes. Do not 


include dash. 
18 ME018 Medical 


Coverage Text 1 Y Yes 


     N No 
19 ME019 Prescription 


Drug Coverage Text 1 Y Yes, member has prescription drug coverage in the 
period defined with this payer 


     N No, member does not have prescription drug coverage in 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


the period defined with this payer 
20 ME020 Dental Coverage Text 1 Y Yes, member has dental coverage in the period defined 


with this payer 
 


    
N No, member does not have dental coverage in the period 
defined with this payer 


21 ME021 Race 1 Text 6 See Table 4010.6 (c) Race 1/Race 2 
22 ME022 Race 2 Text 6 See Table 4010.6 (c) Race 1/Race 2 
23 ME023 Placeholder    24 ME024 Hispanic 


Indicator Text 1 Y Yes, member is Hispanic/Latino/Spanish 


     N No, member is not Hispanic/Latino/Spanish 
     U Unknown 


25 ME025 Ethnicity 1 Text 6 See Table 4010.6 (d): Ethnicity 1/ Ethnicity 2 
26 ME026 Ethnicity 2 Text 6 See Table 4010.6 (d): Ethnicity 1/ Ethnicity 2 
27 ME027 Place holder  20  28 


ME028 
Primary 
Insurance 
Indicator 


Text 1 Y Yes, this is the member’s primary insurance 


     N No, this is not the member’s primary insurance 
29 


ME029 Coverage Type Text 3 
ASW Self-funded plans that are administered by a third 
party administrator, where the employer has purchased 
stop-loss, or group excess insurance coverage 


 


    


ASO Self-funded plans that are administered by a third 
party administrator, where the employer has not purchased 
stop-loss, or group excess insurance coverage 


 
    


STN Short-term non-renewable health insurance, as 
defined pursuant to RSA 415:5 III 


     MCD Medicaid 
     MCR Medicare 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


     UND Plans underwritten by the carrier 
 


    


OTH Any other plan. Carriers and third-party 
administrators using this code shall obtain prior approval 
from the N.H. Insurance Department 


30 


ME030 Market Category Text 4 


Three or four digit character code for identifying market 
category. Employer size is based on the number of eligible 
employees in the group as define in INS 4100, (INS 
4103.03 (g) for the Small Group market, INS 4104.03 (i) 
for the Large Group market) 


 


    


IND Policies sold and issued directly to individuals, other 
than those sold on a franchise basis, as defined pursuant to 
RSA 415:19, or as group conversion Policies as defined 
pursuant to RSA 415:18 VII (a) 


 
    


FCH Policies sold and issued directly to individuals on a 
franchise basis as defined pursuant to RSA 415:19 


 


    


GCV Policies sold and issued directly to individuals as 
group conversion Policies as required pursuant to RSA 
415:18 VII (a) 


 
    


GS1 Policies sold and issued directly to employers having 
exactly one employee 


 
    


GS2 Policies sold and issued directly to employers having 
between 2 and 9 employees 


 
    


GS3 Policies sold and issued directly to employers having 
between 10 and 25 employees 


 
    


GS4 Policies sold and issued directly to employers having 
between 26 and 50 employees 


 
    


GLG1 Policies sold and issued directly to employers 
having between 51 and 99 employees 


     GLG2 Policies sold and issued directly to employers 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


having 100 or more employees 
 


    
GSA Policies sold and issued directly to small employers 
through a qualified association trust 


 


    


OTH Policies sold to other types of entities. Carriers and 
third-party administrators using this market code shall 
obtain prior approval from the NH Insurance Department 


 
    


BLC Policies sold and issued as blanket health insurance 
Policies to a common carrier 


 
    


BLE Policies sold and issued as blanket health insurance 
Policies to an employer 


 


    


BLV Policies sold and issued as blanket health insurance 
Policies to a volunteer fire department, first aid, or other 
such volunteer group 


 
    


BLS Policies sold and issued as blanket health insurance 
Policies to a sports team or a camp 


 


    


BLT Policies sold and issued as blanket health insurance 
Policies to a travel agency, or other organization that 
provides travel-related services 


 
    


BLU Policies sold and issued as blanket health insurance 
Policies to a university or college 


 


    


SLG Policies sold and issued as student major medical 
expense large group coverage to enrolled students at an 
accredited college, university, or other educational 
institution 


 
    


STS Policies sold and issued as group short term student 
health insurance 


 
    


SMG Policies sold and issued as student major medical 
group health insurance 


     SNM Policies sold and issued as student group health 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


insurance that is not major medical coverage 
 


    
SIM Policies sold and issued as student individual major 
medical health insurance 


 
    


SIN Policies sold and issued as student individual health 
insurance that is not major medical coverage 


31 
ME031 Group Name Text 60 


Name of the group which the member is covered by. If the 
member is part of a group of one or non-group then leave 
field blank.  


32 


ME032 
NH Health 
Protection 
Program 


Text 4 


For enrollees in the  New Hampshire Health Protection 
Program (NHHPP), indicate if enrollee is part of the 
Premium Assistance Program (PAP) or Health Insurance 
Premium Payment (HIPP).  Leave blank if enrollee is not a 
member of the NHHPP 


     PAP Premium Assistance Program 
     HIPP Health Insurance Premium Payment 


33 ME101 Subscriber Last 
Name  Text 60  


34 ME102 Subscriber First 
Name  Text 35  


35 ME103 Subscriber 
Middle Initial  Text 1  


36 ME104 Member Last 
Name  Text 60  


37 ME105 Member First 
Name  Text 35  


38 ME106 Member Middle 
Initial  Text 1  


39 ME201 Member Street 
Address Text 50 Street address of member. 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


40 ME203 Member’s 
Assigned PCP Text 20 National Provider ID of the member’s Primary Care 


Physician as designated by healthcare claims processor. 
41 


ME204 HIOS Plan ID Text 16 


The 16 character HIOS Plan ID (Standard  
component). Including a five digit issuer ID, two character 
state ID, three digit product number, four digit standard 
component number and two digit variant component ID. 
This field may not be available for all market segments;  


42 


ME205 Plan Effective 
Date Date 8 


For the plan reported in ME204, report the date eligibility 
started for this member under this plan type. The purpose 
of this data element is to maintain an eligibility span for 
each member. 


43 
ME206 Minimum Value Number 3 (0) 


For the plan reported in ME204, report the Minimum 
Value as described in Part Ins4009.03 (j). This is reported as 
a percentage. 


44 
ME207 Exchange 


Indicator Text 1 
The plan reported in ME204 was available on the 
Exchange Marketplace in the month and year reflected in 
ME004 and ME005 


     Y Yes 
     N No 


45 ME208 High deductible 
health plan Text 1 The plan reported in ME204 meets the IRS definition of a 


HDHP 
     Y Yes 
     N No 
     U Unknown 


46 ME209 Active 
enrollment Text 1 The plan reported in ME204 was open for enrollment in 


the year and month reflected in ME004 and ME005 
     Y Yes 
     N No 
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 Table 4010.01(d) Member File Detailed Specification 
 
Column 
Position 


Data 
Element # Element Type 


Length 
(decimal 
places)  


Description/Codes/Sources 


47 ME210 New Coverage Text 1 The plan reported in ME204 was being offered for the first 
time in the reporting year reflected in ME004 


     Y Yes 
     N No 


48 


ME211 


Monthly 
Premium or 
Premium 
Equivalent 


Number 10 (2) 


Premium or Premium Equivalent is the dollar amount 
defined as “the funds collected from contracted accounts to 
provide for all claims and expenses associated with the 
administration of the employer’s benefit plan”.  Required 
only for carriers and third party administrators with NH 
situs. 


49 ME899 Record Type Text 2 ME 
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Ins 4010.02 Member Claims Data Tables 


      (a)  Medical Eligibility File Mapping and Format Information.  Use Table 4010.7 (b) to determine medical eligibility file 
mapping and formatting. 


 
   (b)  Medical Claims  File Header Record Layout 


 


Table 4010.02 (b) Medical Claims File Header Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


HD001 Record Type Text 2 HD 
HD002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
HD003 National Plan ID Text 30 CMS National Plan ID 
HD004 Type of File Text 2 MC Medical Claims 


HD005 Period Beginning 
Date Date 8 Beginning of paid period for claims or beginning of month covered for 


eligibility 
HD006 Period Ending Date Date 8 End of paid period for claims or end of month covered for eligibility 


HD007 Comments Text 80 Submitter may use to document this submission by assigning a filename, 
system source, etc. 
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(c)  Medical Claims Files Trailer Record Layout 
 


Table 4010.02 (c) Medical Claims File Trailer Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places 


Description/Codes/Sources 


TR001 Record Type Text 2 TR 
TR002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
TR003 National Plan ID Text 30 CMS National Plan ID 
TR004 Type of File Text 2 MC Medical Claims 


TR005 Period Beginning 
Date Date 8 Beginning of paid period for claims or beginning of month covered for 


eligibility 


TR006 Period Ending Date Date 8 End of paid period for claims or beginning of month covered for 
eligibility 


TR007 Extraction Date Date 8 Date file was created 
TR008 Record Count Number 10 (0) Total number of records submitted in this file 
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(d)  Medical Claims File Detailed Specifications 
 


Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


MC001 Payer Text 8 Payer submitting payments NHID Submitter Code 
MC002 National Plan ID Text 30 CMS National Plan ID 


MC003 Insurance 
Type/Product Code  Text 2 See Table 4010.6 (e) Insurance Type/Product Code – Claims Files 


MC004 Payer Claim 
Control Number Text 35 Must apply to the entire claim and be unique within the payer's system 


MC005 Line Counter Text 4 Line number for this service. The line counter begins with 1 and is 
incremented by 1 for each additional service line of a claim 


MC005A Version Number Number 4 (0) 
Version number of this claim service line. The version number begins 
with 0 and is incremented by 1 for each subsequent version of that 
service line 


MC006 Insured Group or 
Policy Number Text 50 Group or policy number (not the number that uniquely identifies the 


subscriber) 


MC007 Subscriber Social 
Security Number Text 9 Subscriber's social security number. Do not include dashes.  Leave blank 


if not available. 


MC008 Plan Specific 
Contract Number Text 50 


Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber’s social security number.   
If this is a Medicaid claim, provide Medicaid ID. 


MC009 Member Suffix or 
Sequence Number Text 20 Uniquely identifies the member within the contract 


MC010 Member Social 
Security Number Text 9 Member’s social security number. Do not include dashes.  Leave blank if 


not available. 


MC011 Individual 
Relationship Code Text 2 See Table 4010.6 (b) Relationship Codes 


MC012 Member Gender Text 1 M Male 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        F Female 
        U Unknown 
    O Other 


MC013 Member Date of 
Birth Date 8 Date of birth of member 


MC014 Member City 
Name Text 30 City name of member 


MC015 Member State or 
Province Text 2 As defined by the US Postal Service 


MC016 Member ZIP Code Text 9 ZIP Code of member – may include non- US codes. Do not include dash. 


MC017 Paid Date (AP 
Date) Date 8  


MC018 Admission Date Date 8 Required for all inpatient claims.  


MC019 Admission Hour Text 2 (0) Required for all inpatient claims. Time is expressed in military time – 
HH 


MC020 Admission Type Text 1  Required for all inpatient claims (SOURCE: National Uniform Billing 
Data Element Specifications): 


    1 = Emergency 
    2 = Urgent 
    3 = Elective 
    4 = Newborn 
    5 = Trauma Center 
    9 = Information not available 
MC021 Admission Source Text 1 See Table 4010.6 (i)  Point of Origin Codes 


MC022 Discharge Hour Text 2 (0) Required for all inpatient claims. Time is expressed in military time – 
HH 


MC023 Discharge Status Text 2 See Table 4010.6 (f): Discharge Status 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


MC024 Service Provider 
Number Text 30 Payer assigned servicing provider number by the payer for internal 


identification purposes 


MC025 Service Provider 
Tax ID Number Text 10 Federal taxpayer's identification number 


MC026 National Service 
Provider ID Text 20 Provider NPI 


MC027 
Service Provider 
Entity Type 
Qualifier 


Text 1 
HIPAA provider taxonomy classifies provider groups (clinicians who bill 
as a group practice or under a corporate name, even if that group is 
composed of one provider) as “Person”. 


        1 Person 
        2 Non-Person Entity 


MC028 Service Provider 
First Name Text 35 Individual first name. Leave blank if provider is a facility or organization 


MC029 Service Provider 
Middle Name Text 25 Individual middle name or initial. Leave blank if provider is a facility or 


organization 


MC030 
Servicing Provider 
Last Name or 
Organization Name 


Text 60 
Report the name of the organization or last name of the individual 
provider. MC027 determines if this is an organization or Individual 
Name reported here. 


MC031 Service Provider 
Suffix Text 10 


Suffix to individual name. Leave blank if provider is a facility or 
organization. Should be used to capture the generation of the individual 
clinician (e.g., Jr. Sr., III), if applicable, rather than the clinician’s degree 
[e.g., ‘MD’, ‘LICSW’]. 


MC032 Service Provider 
Specialty Text 10 


National Uniform Claims Committee (NUCC) standard code that defines 
this provider for this line of service.  Taxonomy values allow for the 
reporting of nurses, assistants and laboratory technicians, where 
applicable, as well as Physicians, Medical Groups, Facilities, etc. 


MC033 Service Provider 
City Name Text 30 City name of rendering provider - practice location 


MC034 Service Provider Text 2 As defined by the US Postal Service 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


State 


MC035 Service Provider 
ZIP Code Text 9 ZIP Code of provider - may include non-US codes.  


MC036 Type of Bill – 
Institutional  Text 3 For facility claims only submitted using UB04 forms 


Type of Facility - First Digit 


        1 Hospital 
        2 Skilled Nursing 
        3 Home Health 
        4 Christian Science Hospital 
        5 Christian Science Extended Care 
        6 Intermediate Care 
        7 Clinic 
        8 Special Facility 


        Bill Classification - Second Digit if First Digit = 1-6 


        1 Inpatient (Including Medicare Part A) 
        2 Inpatient (Medicare Part B Only) 
        3 Outpatient 
        4 Other (for hospital referenced diagnostic services 
        or home health not under a plan of treatment) 
        5 Nursing Facility Level I 
        6 Nursing Facility Level II 
        7 Intermediate Care - Level III Nursing Facility 
        8 Swing Beds 


        Bill Classification - Second Digit if First Digit = 7 


        1 Rural Health 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        2 Hospital Based or Independent Renal Dialysis Center 
        3 Free Standing Outpatient Rehabilitation Facility (ORF) 
        5 Comprehensive Outpatient Rehabilitation Facility (ORF) 
        6 Community Mental Health Center 
        9 Other 
        Bill Classification – Second Digit if First Digit = 8 
        1 Hospice (Non Hospital Based 
        2 Hospice (Hospital-Based) 
        3 Ambulatory Surgery Center 
        4 Free Standing Birthing Center 
        9 Other 
    Frequency – Third Digit 
    0  Non-Payment/Zero 
    1 Admit Through Discharge 
    2 Interim – First Claim 
    3 Interim -  Continuing Claims 
    4 – Interim – Last Claim 
    5 – Late Charge Only  
    7 – Replacement of Prior Claim 
    8 – Void/Cancel of a Prior Claim 
    9 – Final Claim for a Home Health PPS Episode 


MC037 Place of Service – 
Professional) Text 2 


For professional claims only, such as those submitted using CMS1500 
forms 
See Table 4010.6 (g) Place of Service  -- Professional 


MC038 Service Line Status  Text 2 Describes the payment status of the specific service line record 
    01 Processed as primary 
        02 Processed as secondary 
        03 Processed as tertiary 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        04 Denied 
    06 Approved as amended 
        19 Processed as primary, forwarded to additional payer(s) 
        20 Processed as secondary, forwarded to additional payer(s) 
        21 Processed as tertiary, forwarded to additional payer(s) 
        22 Reversal of previous payment 
    26 Documentation Claim – No Payment Associated 
    28 Repriced 


MC039 Admitting 
Diagnosis Text 7 ICD-CM Diagnosis Codes.  Required on all inpatient admission claims 


and encounters.  Do not include decimals. 


MC040 E-Code Text 7 ICD-CM Diagnosis Codes.  Describes an injury, poisoning or adverse 
effect ICD-CM. 


MC041 Principal Diagnosis Text 7 ICD-CM Diagnosis Codes.  Principal Diagnosis should be the principal 
diagnosis given on the claim header.  Do not include decimals. 


MC042 Other Diagnosis -1 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals.  


MC043 Other Diagnosis -2 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC044 Other Diagnosis -3 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC045 Other Diagnosis -4 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC046 Other Diagnosis -5 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC047 Other Diagnosis -6 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC048 Other Diagnosis -7 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


MC049 Other Diagnosis -8 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC050 Other Diagnosis -9 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC051 Other Diagnosis -
10 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC052 Other Diagnosis -
11 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC053 Other Diagnosis -
12 Text 7 ICD-CM Diagnosis Codes.  Do not include decimals. 


MC054 Revenue Code Text 4 National Uniform Billing Committee Codes. Code using leading zeroes, 
left-justified, and four digits. 


MC055 Procedure Code Text 5 Health Care Common Procedural Coding System (HCPCS). This 
includes the CPT codes of the American Medical Association 


MC056 Procedure Modifier 
– 1 Text 2 Procedure modifier required when a modifier clarifies/improves the 


reporting accuracy of the associated procedure code 


MC057 Procedure Modifier 
– 2 Text 2 Procedure modifier required when a modifier clarifies/improves the 


reporting accuracy of the associated procedure code 


MC058 ICD-9-CM 
Procedure Code Text 4 Primary ICD-9/10-CM code given on the claim header.  


MC059 Date of Service – 
From Date 8 First date of service for this service line.  


MC060 Date of Service – 
Thru Date 12 Last date of service for this service line  


MC061 Quantity Number 12 (0) Count of services performed.  


MC062 Charge Amount Number 10 (2) The full, undiscounted total and service-specific charges billed by the 
provider. 


MC063 Paid Amount Number 10 (2) Includes any withhold amounts.  
MC064 Fee for Service Number 10 (2) For capitated services, the fee for service equivalent amount.  
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


Equivalent  


MC065 Copay Amount Number 10 (2) The preset, fixed dollar amount for which the individual is responsible.  


MC066 Coinsurance 
Amount Number 10 (2) Coinsurance , dollar amount 


MC067 Deductible Amount Number 10 (2) Amount in dollars met by the patient/family in a deductible plan 


MC068 
Patient 
Account/Control 
Number 


Text 20   


MC069 Discharge Date Date 8 Required for all inpatient(s) 


MC070 Service Provider 
Country Name Text 30   


MC071 DRG Text 7 


Carriers and third-party administrators shall code using the CMS 
methodology when available. Precedence shall be given to DRGs 
transmitted from the hospital provider. When the CMS methodology for 
DRGs is not available, but the All Payer DRG system is available, then 
that system shall be used. If the All Payer DRG system is used, the 
carrier shall format the DRG and the complexity level within the same 
field with an "A" prefix, and with a hyphen separating the DRG and the 
complexity level (e.g. AXXX-XX) 


MC072 DRG Version Text 2 This element is the version number of the grouper used. 


MC073 APC Text 4 
Carriers and third-party administrators shall code using CMS 
methodology. Precedence shall be given to APCs transmitted from the 
health care provider 


MC074 APC Version Text 2 This element is the version number of the grouper used 


MC075 Drug Code Text 11 NDC Code Used only when a medication is paid for as part of a medical 
claim. 


MC076 Billing Provider 
Number Text 30 Payer assigned billing provider number. This number should be the 


identifier used by the payer for internal identification purposes and does 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


not routinely change 


MC077 
National Billing 
Provider Number 
ID 


Text 30 This is the NPI for the billing provider 


MC078 
Billing Provider 
Organization or 
Last Name 


Text 60   


MC101 Subscriber Last 
Name  Text 60   


MC102 Subscriber First 
Name  Text 35   


MC103 Subscriber Middle 
Initial  Text 1   


MC104 Member Last 
Name  Text 60   


MC105 Member First 
Name Text 35   


MC106 Member Middle 
Initial  Text 1   


MC200 ICD Indicator Text 1 Report the value that defines whether the diagnoses on claim are ICD9 or 
ICD10. 


        0 ICD-9 
        1 ICD-10 


MC202 Other ICD-CM 
Procedure Code - 2 Text 7 ICD Secondary Procedure Code 


MC203 Other ICD-CM 
Procedure Code - 3 Text 7 ICD Secondary Procedure Code 


MC204 Other ICD-CM 
Procedure Code - 4 Text 7 ICD Secondary Procedure Code 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


MC205 Other ICD-CM 
Procedure Code - 5 Text 7 ICD Secondary Procedure Code 


MC206 Other ICD-CM 
Procedure Code - 6 Text 7 ICD Secondary Procedure Code 


MC207 Carrier Associated 
with Claim Text 8 


For each claim, the NAIC code of the carrier when a TPA processes 
claims on behalf of the carrier. Optional if all medical claims processed 
by a TPA under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


MC208 


Carrier Plan 
Specific Contract 
Number or 
Subscriber/Member 
Social Security 
Number 


Text 128 


When a TPA processes claims on behalf of the carrier, for each claim, 
report the carrier specific contract number or subscriber/member social 
security number. Optional if all medical claims processed by a TPA 
under contract to a carrier for carved-out services are submitted by the 
carrier with unified member IDs in all files. 


MC209 Practitioner Group 
Practice Text 60 Name of group practice to which a practitioner is affiliated if different 


from MC078 


MC210 


Coordination of 
Benefits/Third 
Party Liability 
Amount 


Number 10 (2) 
Coordination of Benefits (COB)/Third Party Liability (TPL) is the dollar 
amount paid from a prior payer (e.g. auto claim, workers comp, dual 
medical coverage). Report 0 if there is no COB/TPL amount. 


MC211 Cross Reference 
Claims ID Text 35 


The original Payer Claim Control Number (MC004). Used when a new 
Payer Claim Control Number is assigned to an adjusted claim and a 
Version Number (MC005A) is not used. 


MC212 Allowed Amount Number 10 (2) 


Report the maximum dollar amount contractually allowed, and that a 
carrier will pay to a provider for a particular procedure or service.  This 
will vary by provider contract and most often it is less than or equal to 
the fee charged by the provider.  


MC215 Service Line Type Text 1 Report the code that defines the claim line status in terms of adjudication 
        O Original 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        V Void 
        R Replacement 
       B Back Out 
        A Amendment 


MC216 Payment 
Arrangement Type Text 1 Defines the contracted payment methodology for this claim line 


        1 Capitation 
        2 Fee for service 
        3 Percent of charges 
        4 DRG 
        5 Pay for Performance 
        6 Global Payment 
        7 Other 
        8 Bundled payment 


MC217 Pay for 
Performance Flag Text 1 


Does this provider have pay-for-performance bonuses or year-end 
withhold returns based on performance for at least one service performed 
by this provider within the month?  
Required when MP005 = 1, 2, or 3 


    Y Yes 
    N No 


MC218 Claim Processing 
Level Indicator Text 1 1 Claim Level 


    2 Service Line level 


MC219 Denied Claim 
Indicator Text 1 1 Fully Paid – the entire claim was paid at the allowed amount 


        2 Partially denied – some of the claims lines were paid at the allowed 
amount 
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Table 4010.02 (d) Medical Claims File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        
3 Encounter claim – this claim records a service provided that is paid 
under a non Fee For Service (FFS) payment arrangement such as 
capitation 


        4 No payment – no payment made for reasons other than non FFS 
payment arrangement 


MC220 Denial Reason Text 15 Denial reason code. Required when denied claim indicator = 2 or 4 
http://www.wpc-edi.com/reference/ 


MC221 Procedure Modifier 
– 3 Text 2 Procedure modifier required when a modifier clarifies/improves the 


reporting accuracy of the associated procedure code 


MC222 Procedure Modifier 
– 4  2 Procedure modifier required when a modifier clarifies/improves the 


reporting accuracy of the associated procedure code 


MC899 Record Type Text 2 MC 


 


Ins 4010.03 Pharmacy Claims Data Tables 


       (a)  Pharmacy Claims Mapping and Format Information.  Use Table 4010.7 (c) to determine pharmacy claims file 
mapping and formatting. 


 
                       (b)  Pharmacy Claims  File Header Record Layout 


 


Table 4010.03(b) Pharmacy Claims File Header Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places Description/Codes/Sources 


HD001 Record Type Text 2 HD 
HD002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
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Table 4010.03(b) Pharmacy Claims File Header Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places Description/Codes/Sources 


HD003 National Plan ID Text 30 CMS National Plan ID 
HD004 Type of File Text 2 PC Pharmacy Claims 


HD005 Period Beginning 
Date Date 8 Beginning of paid period for claims or beginning of month covered for 


eligibility 


HD006 Period Ending 
Date Date 8 End of paid period for claims or end of month covered for eligibility 


HD007 Comments Text 80 Submitter may use to document this submission by assigning a 
filename, system source, etc. 


 


            (c)  Pharmacy Claims  File Trailer Record Layout 


 


Table 4010.03 (c) Pharmacy Claims File Trailer Record Layout 
Data 
Element 
# 


Element  Type 
Length 
(decimal 
places) 


Description/Codes/Sources 


TR001 Record Type Text 2 TR 
TR002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
TR003 National Plan ID Text 30 CMS National Plan ID 
TR004 Type of File Text 2 PC Pharmacy Claims 


TR005 
Period Beginning 
Date Date 8 


Beginning of paid period for claims or beginning of month covered for 
eligibility 


TR006 Period Ending 
Date 


Date 8 End of paid period for claims or beginning of month covered for 
eligibility 


TR007 Extraction Date Date 8 Date file was created 
TR008 Record Count Number 10 (0) Total number of records submitted in this file 
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                   (d)  Pharmacy Claims Detailed File Specifications 


 


Table 4010.03 (d) Pharmacy Claims Detailed File Specification 


Data 
Element # Element  Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


PC001 Payer Text 8 Payer submitting payments NHID Submitter Code 
PC002 Plan ID Text 30 CMS National Plan ID 


PC003 Insurance 
Type/Product Code Text 2 See Table 4010.6 (e) Insurance Type/Product Code – Claims Files 


PC004 Payer Claim 
Control Number Text 35 Must apply to the entire claim and be unique within the payer's system 


PC005 Line Counter Text 4 Line number for this service The line counter begins with 1 and is 
incremented by 1 for each additional service line of a claim 


PC006 Insured Group 
Number Text 50 Group or policy number (not the number that uniquely identifies the 


subscriber) 


PC007 Subscriber Social 
Security Number Text 9 Subscriber's social security number. Do not include dashes.  Leave blank 


if not available. 


PC008 Plan Specific 
Contract Number Text 50 


Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber’s social security number.   
If this is a Medicaid claim, provide Medicaid ID. 


PC009 Member Suffix or 
Sequence Number Text 20 Uniquely identifies the member within the contract 


PC010 Member Social 
Security Number Text 9 Member’s social security number. Do not include dashes.  Leave blank if 


not available. 


PC011 Individual 
Relationship Code Text 2 See Table 4010.6 (b) Relationship Codes 


PC012 Member Gender Text 1 M Male 


        F Female 
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Table 4010.03 (d) Pharmacy Claims Detailed File Specification 


Data 
Element # Element  Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        U Unknown 
    O Other 


PC013 Member Date of 
Birth Date 8  


PC014 Member City 
Name of Residence Text 30 City name of member 


PC015 Member State Text 2 As defined by the US Postal Service 
PC016 Member ZIP Code Text 9 ZIP Code of member – may include non- US codes. Do not include dash. 


PC017 Paid Date (AP 
Date) Date 8 Paid date or the Pharmacy Benefits Manager’s billing date 


PC018 Pharmacy Number Text 30 Payer assigned pharmacy number. AHFS number is acceptable 


PC019 Pharmacy Tax ID 
Number Text 10 


Federal taxpayer's identification number (Please provide the pharmacy 
chain’s federal tax identification number, if the individual retail 
pharmacy’s tax ID# is not available.) 


PC020 Pharmacy Name Text 30 Name of pharmacy 


PC021 National Pharmacy 
ID Number Text 20 Required if National Provider ID is mandated for use under HIPAA 


PC022 Pharmacy Location 
City Text 30 City name of pharmacy 


PC023 Pharmacy Location 
State Text 2 As defined by the US Postal Service 


PC024 Pharmacy ZIP 
Code Text 9 ZIP Code of pharmacy - may include non- US codes. Do not include dash 


PC024A Pharmacy Country 
Name Text 30 Code US 


PC025 Service Line Status Text 2 See Table 4010.6 (h) Claim Status 
PC026 Drug Code Text 11 NDC Code in CMS configuration with leading zeros and no hyphens.  
PC027 Drug Name Text 80 Text name of drug 
PC028 New Prescription Number 2 (0) 00 New prescription. 01-99 Number of refill(s) 
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Table 4010.03 (d) Pharmacy Claims Detailed File Specification 


Data 
Element # Element  Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


PC029 Generic Drug 
Indicator Text 2 01 No, branded drug 


        02 Yes, generic drug 


PC030 Dispense as 
Written Code Text 1 0 Not dispensed as written 


        1 Physician dispense as written 
        2 Member dispense as written 
        3 Pharmacy dispense as written 
        4 No generic available 
        5 Brand dispensed as generic 
        6 Override 
        7 Substitution not allowed - brand drug mandated by law 
        8 Substitution allowed - generic drug not available in marketplace 
        9 Other 


PC031 Compound Drug 
Indicator Text 1 N Non-compound drug 


        Y Compound drug 
        U Non-specified drug compound 


PC032 Date Prescription 
Filled Date 8  


PC033 Quantity Dispensed Number 10 Number of metric units of medication dispensed 
PC034 Days’ Supply Number 3 Estimated number of days the prescription will last 


PC035 Charge Amount Number 10 (2) The full, undiscounted total and service-specific charges billed by the 
provider. 


PC036 Paid Amount Number 10 (2) Includes any withhold amounts.  


PC037 Ingredient 
Cost/List Price Number 10 (2) Cost of the drug dispensed. Do not code decimal point 


PC038 Postage Amount 
Claimed Number 10 (2) Postage amount in dollars 
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Table 4010.03 (d) Pharmacy Claims Detailed File Specification 


Data 
Element # Element  Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


PC039 Dispensing Fee Number 10 (2) Dispensing fess in dollars 
PC040 Copay Amount Number 10 (2) The preset, fixed dollar amount for which the individual is responsible.  


PC041 Coinsurance 
Amount Number 10 (2) Coinsurance amount in dollars 


PC042 Deductible Amount Number 10 (2) Deductible amount in dollars 


PC043 Place holder       


PC044 
Prescribing 
Physician First 
Name 


Text 35 Physician first name 


PC045 
Prescribing 
Physician Middle 
Name 


Text 25 Physician middle name 


PC046 
Prescribing 
Physician Last 
Name 


Text 60 Physician last name 


PC047 Prescribing 
Physician Number Text 20 Provider NPI 


PC101 Subscriber Last 
Name  Text 60   


PC102 Subscriber First 
Name  Text 35   


PC103 Subscriber Middle 
Initial  Text 1   


PC104 Member Last 
Name  Text 60   


PC105 Member First 
Name Text 35   


PC106 Member Middle Text 1   
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Table 4010.03 (d) Pharmacy Claims Detailed File Specification 


Data 
Element # Element  Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


Initial  


PC203 Carrier Associated 
with Claim Text 8 


For each claim, the NAIC code of the carrier when a PBM processes 
claims on behalf of the carrier. Optional if all pharmacy claims processed 
by a PBM under contract to a carrier for carved-out services are submitted 
by the carrier with unified member IDs in all files. 


PC204 


Carrier Plan 
Specific Contract 
Number or 
Subscriber/Member 
Social Security 
Number 


Text 128 


For each claim, the carrier specific contract number or subscriber/member 
social security number when a PBM processes claims on behalf of the 
carrier. Optional if all pharmacy claims processed by a PBM under 
contract to a carrier for carved-out services are submitted by the carrier 
with unified member IDs in all files. 


PC211 Cross Reference 
Claims ID Text 35 The original Payer Claim Control Number (PC004). Used when a new 


Payer Claim Control Number is assigned to an adjusted claim.  


PC212 Allowed amount Number 10 (2) 
Report the maximum amount contractually allowed for a particular 
procedure or service.  This will vary by provider contract and most often it 
is less than or equal to the fee charged by the provider. 


PC213 HIOS Plan ID Text 16 


The 16 character HIOS Plan ID (Standard  
component). Including a five digit issuer ID, two character state ID, three 
digit product number, four digit standard component number and two digit 
variant component ID. This field may not be available for all market 
segments; Leave blank if not available 


PC214 Claim Processing 
Level Indicator Text 1 1 Claim Level 


 


    2 Service Line level 
PC215 Service Line Type Text 1 Report the code that defines the claim line status in terms of adjudication 
        O Original 
        V Void 
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Table 4010.03 (d) Pharmacy Claims Detailed File Specification 


Data 
Element # Element  Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        R Replacement 
        B Back Out 
        A Amendment 


PC216 Denied Claim 
Indicator Text 1 1 Fully Paid – the entire claim was paid at the allowed amount 


        2 Partially denied – some of the claims lines were paid at the allowed 
amount 


        3 Encounter claim – this claim records a service provided that is paid 
under a non FFS payment arrangement such as capitation 


        4 No payment – no payment made for reasons other than non FFS 
payment arrangement 


PC217 Denial Reason Text 15 
Denial reason code. Required when denied claim indicator = 2 or 4 
http://www.wpc-edi.com/reference/codelists/healthcare/health-care-
services-decision-reason-codes/ 


PC899 Record Type Text 2 PC 
 


  


 







 Preliminary Objection Response    06/22/15     51 
 


            Ins 4010.04 Dental Claims Data Tables 


            (a)  Dental Claims Mapping and Format Information.  Use Table 4010.7 (d) to determine dental claims file mapping 
and formatting. 


 
(b)  Dental Claims  File Header Record Layout 


 


Table 4010.04 (b) Dental Claims Header File Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


HD001 Record Type Text 2 HD 
HD002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
HD003 National Plan ID Text 30 CMS National Plan ID 
HD004 Type of File Text 2 DC Dental Claims 


HD005 
Period Beginning 
Date Date 8 


Beginning of paid period for claims or beginning of month covered for 
eligibility 


HD006 Period Ending Date Date 8 End of paid period for claims or end of month covered for eligibility 


HD007 Comments Text 80 
Submitter may use to document this submission by assigning a 
filename, system source, etc. 
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(c)  Dental Claims  File Trailer Record Layout 
 


Table 4010.04 (c)  Dental Claims Trailer File Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


TR001 Record Type Text 2 TR 
TR002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
TR003 National Plan ID Text 30 CMS National Plan ID 
TR004 Type of File Text 2 DC Dental Claims 


TR005 
Period Beginning 
Date Date 8 


Beginning of paid period for claims or beginning of month covered for 
eligibility 


TR006 Period Ending Date Date 8 End of paid period for claims or beginning of month covered for 
eligibility 


TR007 Extraction Date Date 8 Date file was created 
TR008 Record Count Number 10 (0) Total number of records submitted in this file 
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(d)  Dental Claims Detailed File Specifications 
 


Table 4010.04 (d) Dental Claims Detailed File Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


DC001 Payer Text 8 Payer submitting payments 
DC002 National Plan ID Text 30 CMS National Plan ID 


DC003 Insurance 
Type/Product Code Text 2 See Table 4010.6 (e) Insurance Type/Product Code – Claims Files 


DC004 Payer Claim Control 
Number Text 35 Must apply to entire claim and be unique within payer's system 


DC005 Line Counter Text 4 Line number for this service. The line counter begins with 1 and is 
incremented by 1 for each additional service line of a claim 


DC006 Insured Group or 
Policy Number Text 50 Group or policy number (not the number that uniquely identifies the 


subscriber) 


DC007 Subscriber Social 
Security Number Text 9 Subscriber's social security number. Do not include dashes.  Leave 


blank if not available. 


DC008 Plan Specific 
Contract Number Text 50 


Plan assigned contract number. Leave blank if Plan Specific Contract 
Number is subscriber’s social security number.   
If this is a Medicaid claim, provide Medicaid ID. 


DC009 Member Suffix or 
Sequence Number Text 20 Uniquely identifies the member within the contract 


DC010 Member Social 
Security Number Text 9 Member’s social security number. Do not include dashes.  Leave blank 


if not available. 


DC011 Individual 
Relationship Code Text 2 See Table 4010.6 (b) Relationship Codes 


DC012 Member Gender Text 1 M Male 
        F Female 
        U Unknown 
        O Other 
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Table 4010.04 (d) Dental Claims Detailed File Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


DC013 Member Date of 
Birth Date 8  


DC014 Member City Name  Text 30 City name of member 


DC015 Member State or 
Province Text 2 As defined by the U.S. Postal Service 


DC016 Member ZIP Code Text 9 ZIP Code of member – may include non- US codes. Do not include 
dash. 


DC017 Paid Date/AP Date  Date 8  
DC018 Service Provider 


Number Text 30 Payer assigned provider number 


DC019 Service Provider 
Tax ID Number Text 10 Federal Taxpayer's identification number 


DC020 National Service 
Provider ID Text 20 Required if National Provider ID is mandated for use under HIPAA 


DC021 
Service Provider 
Entity Type 
Qualifier 


Text 1 
HIPAA provider taxonomy classifies provider groups (clinicians who 
bill as a group practice or under a corporate name, even if that group is 
composed of one provider) as “Person”. 


    1 Person 
        2 Non-Person Entity 


DC022 Service Provider 
First Name Text 35 Individual first name. Leave blank if provider is a facility or 


organization 


DC023 Service Provider 
Middle Name Text 25 Individual middle name or initial. Leave blank if provider is a facility or 


organization 


DC024 
Servicing Provider 
Last Name or 
Organization Name 


Text 60 
Report the name of the organization or last name of the individual 
provider.  DC021 determines if this is an Organization or Individual 
Name reported here. 


DC025 Service Provider 
Suffix Text 10 Suffix to individual name. Leave blank if provider is a facility or 


organization 
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Table 4010.04 (d) Dental Claims Detailed File Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


DC026 Service Provider 
Specialty Text 10 


National Uniform Claims Committee (NUCC) standard code that 
defines this provider for this line of service. Dictionary for specialty 
code values must be supplied during testing. 


DC027 Service Provider 
City Name Text 30 City name of provider - practice location 


DC028 Service Provider 
State or Province Text 2 As defined by the U.S. Postal Service 


DC029 Service Provider ZIP 
Code Text 9 ZIP Code of provider - may include non-US codes.  


DC030 Place of Service - 
Professional Text 2  See Table 4010.6 (g) Place of Service  -- Professional 


DC031 Claim Status Text 2  See Table 4010.6 (h) Claim Status 


DC032 CDT Code Text 5 Common Dental Terminology code 


DC033 Procedure Modifier - 
1 Text 2 Procedure modifier required when a modifier clarifies/improves the 


reporting accuracy of the associated procedure code 


DC034 Procedure Modifier - 
2 Text 2 Procedure modifier required when a modifier clarifies/improves the 


reporting accuracy of the associated procedure code 


DC035 Date of Service - 
From Date 8 First date of service for this service line.  


DC036 Date of Service - 
Thru Date 8 Last date of service for this service line.  


DC037 Charge Amount Number 10 (2) The full, undiscounted total and service-specific charges billed by the 
provider. 


DC038 Paid Amount Number 10 (2) Includes any withhold amounts.  


DC039 Copay Amount Number 10 (2) The present, fixed dollar amount for which the individual is responsible.  
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Table 4010.04 (d) Dental Claims Detailed File Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


DC040 Coinsurance 
Amount Number 10 (2) The dollar amount an individual is responsible for - not the percentage.  


DC041 Deductible Amount Number 10 (2) Deductible amount in dollars 


DC042 Billing Provider 
Number Text 30 


Carriers, third-party administrators, and dental claims processors shall 
code using the payer assigned billing provider number. This number 
should be the identifier used by the payer for internal identification 
purposes, and does not routinely change 


DC043 National Billing 
Provider Number ID Text 30 This is the NPI for the billing provider 


DC044 Billing Provider Last 
Name Text 60  Full name of provider billing organization or last name of individual 


billing provider.  


DC101 Subscriber Last 
Name  Text 60   


DC102 Subscriber First 
Name  Text 35   


 


DC103 Subscriber Middle 
Initial  Text 1   


DC104 Member Last Name  Text 60   
DC105 Member First Name  Text 35   


DC106 Member Middle 
Initial  Text 1   


DC201 Carrier Associated 
with Claim Text 8 


For each claim, the NAIC code of the carrier when a TPA processes 
claims on behalf of the carrier. Optional if all dental claims processed 
by a TPA under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


DC202 
Carrier Plan Specific 
Contract Number or 
Subscriber/Member 


Text 128 
For each claim, the carrier specific contract number or 
subscriber/member social security number when a TPA processes 
claims on behalf of the carrier. Optional if all medical claims processed 
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Table 4010.04 (d) Dental Claims Detailed File Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


Social Security 
Number 


by a TPA under contract to a carrier for carved-out services are 
submitted by the carrier with unified member IDs in all files. 


DC203 Practitioner Group 
Practice Text 60 Name of group practice to which a practitioner is affiliated if different 


from DC044. 


DC204 Tooth 
Number/Letter Text 20 Report the tooth identifier(s) when DC032 is within the given range. 


Required when DC032 = D2000 thru D2999 


DC205 Dental Quadrant Text 2 
Standard quadrant identifier from the External Code Source referenced 
in Ins 4009.05.  Provides further detail on procedure(s) 


DC206 Tooth Surface Text 2 Tooth surface(s) that this service relates to.  Provides further detail on 
procedure 


DC207 Claim Version Text 4 
Version number of this claim service line. The version number begins 
with 0 and is incremented by 1 for each subsequent version of that 
service line.  No alpha or special characters. 


DC208 Diagnosis Code Text 7 ICD CM Diagnosis Code when applicable 


DC209 ICD Indicator Text 1 Report the value that defines whether the diagnoses on claim are ICD9 
or ICD10. 


        0 ICD-9 
        1 ICD-10 


DC211 Cross Reference 
Claims ID Text 35 The original Payer Claim Control Number (DC004). Used when a new Payer 


Claim Control Number is assigned to an adjusted claim.  


DC212 Allowed amount Number 10 (0) 


Report the maximum amount contractually allowed, and that a carrier 
will pay to a provider for a particular procedure or service.  This will 
vary by provider contract and most often it is less than or equal to the 
fee charged by the provider.  Report 0 when the claim line is denied. Do 
not code decimal or round up / down to whole dollars, code zero cents 
(00) when applicable.  EXAMPLE:  150.00 is reported as 15000; 150.70 
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Table 4010.04 (d) Dental Claims Detailed File Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


is reported as 15070 


DC213 HIOS Plan ID Text 16 


The 16 character HIOS Plan ID (Standard  
component). Including a five digit issuer ID, two character state ID, 
three digit product number, four digit standard component number and 
two digit variant component ID. This field may not be available for all 
market segments; Leave blank where not available 


DC215 Service Line Type Text 1 Report the code that defines the claim line status in terms of 
adjudication 


        O Original 
        V Void 
        R Replacement 
        B Back Out 
        A Amendment 


DC218 Claim Processing 
Level Indicator Text 1 1 Claim Level 


 
    2 Service Line level 


DC219 Denied Claim 
Indicator Text 1 1 Fully Paid – the entire claim was paid at the allowed amount 


        2 Partially denied – some of the claims lines were paid at the allowed 
amount 


        3 Encounter claim – this claim records a service provided that is paid 
under a non FFS payment arrangement such as capitation 


        4 No payment – no payment made for reasons other than non FFS 
payment arrangement 


DC220 Denial Reason Text 15 Denial reason code. Required when denied claim indicator = 2 or 4 
http://www.wpc-edi.com/reference/ 


DC899 Record Type Text 2 DC 
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        Ins 4010.05 Provider File Data Tables 


    (a)  Provider  File Header Record Layout 


 


Table 4010.05 (a) Provider File Header Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


HD001 Record Type Text 2 HD 
HD002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
HD003 National Plan ID Text 30 CMS National Plan ID 
HD004 Type of File Text 2 MP Provider File 


HD005 
Period Beginning 
Date Date 8 Beginning of span of coverage period  


HD006 Period Ending Date date 8 End of span of coverage period 


HD008 Comments Text 80 
Submitter may use to document this submission by assigning a 
filename, system source, etc. 
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(b)  Provider  File Trailer Record Layout 
 


Table 4010.05 (b) Provider File Trailer Record Layout 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


TR001 Record Type Text 2 TR 
TR002 Payer Text 8 Payer submitting payments. NHID Submitter Code 
TR003 National Plan ID Text 30 CMS National Plan ID 
TR004 Type of File Text 2 MP Provider File 


TR005 Period Beginning 
Date Date 8 Beginning of span of coverage period  


TR006 Period Ending Date Date 8 End of span of coverage period  
TR007 Extraction Date Date 8 Date file was created 
TR008 Record Count Number 10 (0) Total number of records submitted in this file 
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(c)  Provider  File Detailed Specifications 
 


Table 4010.05 (c)  Provider File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


MP001 Payer Text 8 Payer submitting payments. NHID Submitter Code 
MP002 Plan ID Text 30 CMS National Plan ID or NAIC code. 
MP003 Provider ID Text 30 Unique identified for the provider as assigned by the reporting entity 
MP004 Provider Tax ID Text 10 Tax ID of the provider.  Do not code punctuation. 
MP005 Provider Entity Text 1 Specify the value that defines the type of entity 


        
1 Person; physician, clinician, orthodontist, and any individual that is 
licensed/certified to perform health care services. 


        
2 Facility; hospital, health center, long term care, rehabilitation and any 
building that is licensed to transact health care services. 


        


3 Professional Group; collection of licensed/certified health care 
professionals that are practicing health care services under the same entity 
name and Federal Tax Identification Number. 


        


4 Retail Site; brick-and-mortar licensed/certified place of transaction that is 
not solely a health care entity, i.e., pharmacies, independent laboratories, 
vision services. 


        


5 E-Site; internet-based order/logistic system of health care services, 
typically in the form of durable medical equipment, pharmacy or vision 
services.  Address assigned should be the address of the company delivering 
services or order fulfillment. 


        


6 Financial Parent; financial governing body that does not perform health 
care services itself but directs and finances health care service entities, 
usually through a Board of Directors. 


        
7 Transportation; any form of transport that conveys a patient to/from a 
healthcare provider. 


        
8 Other; any type of entity not otherwise defined that performs health care 
services. 
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Table 4010.05 (c)  Provider File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


MP006 
Provider First 
Name Text 35 Individual first name.  Leave blank if provider is a facility or organization 


MP007 
Provider Middle 
Name or Initial Text 25   


MP008 


Provider Last 
Name or 
Organization 
Name Text 60 Full name of provider organization or last name of individual provider 


MP009 Provider Suffix Text 10 
Example: Jr; Set as leave blank if provider is an organization.  Do not use 
credentials such as MD or PhD 


MP010 
Provider 
Specialty Text 10 


Report the HIPAA-compliant health care provider taxonomy code.  Code 
set is available at the National Uniform Claims Committee’s web site  at 
http://www.nucc.org/  


MP011 
Provider Office 
Street Address Text 50 Physical address – address where provider delivers health care services 


MP012 
Provider Office 
City Text 30 Physical address – address where provider delivers health care services 


MP013 
Provider Office 
State Text 2 


Physical address – address where provider delivers health care services.  
Use postal service standard 2 letter abbreviations 


MP014 
Provider Office 
Zip Text 9 


Physical address – address where provider delivers health care services.  
Minimum 5 digit code. Do not include dashes 


MP015 
Provider DEA 
Number Text 12   


MP016 Provider NPI Text 20   


MP017 
Provider State 
License Number Text 30   


MP018 Entity Code Text 2 
Enter the value that defines the entity provider type. Required when MP005 
does not = 1 


        1 Academic Institution 


 



http://www.nucc.org/
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Table 4010.05 (c)  Provider File Detailed Specifications 


Data 
Element # Element Type 


Length 
(decimal 
places) 


Description/Codes/Sources 


        2 Adult Foster Care 
        3 Ambulance Services 
        4 Hospital Based Clinic 
        5 Stand-Alone, Walk-In/Urgent Care Clinic 
        6 Other Clinic 
        7 Community Health Center - General 
        8 Community Health Center - Urgent Care 
        9 Government Agency 
        10 Health Care Corporation 
        11 Home Health Agency 
        12 Acute Hospital 
        13 Chronic Hospital 
        14 Rehabilitation Hospital 
        15 Psychiatric Hospital 
        16 DPH Hospital 
        17 State Hospital 
        21 Licensed Hospital Satellite Emergency Facility 
        22 Hospital Emergency Center 
        23 Nursing Home 
    24 Pharmacy 
MP899 Record Type Text 2 MP 
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Ins 4010.06 Data Submission Manual Code Tables 


            (a)  Insurance Type/Product Code – Eligibility File 


 


Table 4010.06 (a) Insurance Type/Product Code-Eligibility File 
Code Description 


12 Medicare Secondary Working Aged Beneficiary or Spouse with Employer Group 
Health Plan 


13 Medicare Secondary End-Stage Renal Disease Beneficiary in the Mandated 
Coordination Period with an Employer’s Group Health Plan 


14 Medicare Secondary, No-Fault Insurance including Insurance in which Auto Is 
Primary 


15 Medicare Secondary Workers' Compensation 


16 Medicare Secondary Public Health Service (PHS) or Other Federal Agency 


17 Dental 


18 Vision 


19 Prescription Drugs 


41 Medicare Secondary Black Lung 


42 Medicare Secondary Veterans' Administration 


43 Medicare Secondary Disabled Beneficiary Under Age 65 with Large Group Health 
Plan (LGHP) 


AP Auto Insurance Policy 


C1 Commercial 
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Table 4010.06 (a) Insurance Type/Product Code-Eligibility File 
Code Description 


CO Consolidated Omnibus Reconciliation Act (COBRA) 


CP Medicare Conditionally Primary 


D Disability 


DB Disability Benefits 


E Medicare – Point of Service (POS) 


EP Exclusive Provider Organization 


FI Federal Employees Health Benefits Program 


FF Family or Friends 


HM Health Maintenance Organization (HMO) 


HN Health Maintenance Organization (HMO) Medicare Advantage/Risk 


HS Special Low Income Medicare Beneficiary 


IN Indemnity 


IP Individual Policy 


LC Long Term Care 


LD Long Term Policy 


LI Life Insurance 


LT Litigation 


MA Medicare Part A 


MB Medicare Part B 


MC Medicaid 


 







 Preliminary Objection Response    06/22/15     66 
 


Table 4010.06 (a) Insurance Type/Product Code-Eligibility File 
Code Description 


MD Medicare Part D 


MH Medigap Part A 


MI Medigap Part B 


MP Medicare Primary 


OT Other 


PE Property Insurance – Personal 


PR Preferred Provider Organization (PPO) 


PS Point of Service (POS) 


QM Qualified Medicare Beneficiary 


RP Property Insurance – Real 


SP Supplemental Policy 


TF Tax Equity Fiscal Responsibility Act (TEFRA) 


TR Tricare 


U Multiple Options Health Plan 


VA Veterans Administration Plan 


WU Wrap Up Policy 
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(b)  Relationship Codes 
 


Table 4010.06 (b) Relationship Codes 


Code Description 


01 Spouse 


02 Son or daughter 


03 Father or Mother 


04 Grandfather or Grandmother 


05 Grandson or Granddaughter 


06 Uncle or Aunt 


07 Nephew or Niece 


08 Cousin 


09 Adopted Child 


10 Foster Child 


11 Son-in-Law or Daughter-in-Law 


12 Brother-in-Law or Sister-in-Law 


13 Mother-in-Law or Sister-in-Law 


14 Brother or Sister 


15 Ward 


16 Stepparent 


17 Stepson or Stepdaughter 


18 Self 
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Table 4010.06 (b) Relationship Codes 


Code Description 


19 Child 


20 Employee/Self 


21 Unknown 


22 Handicapped Dependent 


23 Sponsored Dependent 


24 Dependent of a Minor Dependent 


25 Ex-spouse 


26 Guardian 


27 Student 


28 Friend 


29 Significant Other 


30 Both Parents 


31 Court Appointed Guardian 


32 Mother 


33 Father 


34 Other Adult 


36 Emancipated Minor 


37 Agency Representative 


38 Collateral Dependent 


39 Organ Donor 


40 Cadaver Donor 
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Table 4010.06 (b) Relationship Codes 


Code Description 


41 Injured Plaintiff 


43 Child Where Insured Has No Financial Responsibility 


53 Life Partner 


76 Dependent 
 


(c)  Race 1/Race 2 
 


Table 4010.06 (c) Race 1/Race 2 


Code Description 


R1 American Indian/Alaska Native  


R2 Asian 


R3 Black/African American 


R4 Native Hawaiian or Other Pacific Islander 


R5 White 


R9 Other Race 


UNKOW Unknown/Not Specified 
 


(d)  Ethnicity 1/ Ethnicity 2 
 


Table 4010.06 (d) Ethnicity 1/Ethnicity 2 


Code Description 


2182-4 Cuban 
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Table 4010.06 (d) Ethnicity 1/Ethnicity 2 


Code Description 


2184-0 Dominican 


2148-5 Mexican, Mexican American, Chicano 


2180-8 Puerto Rican 


2161-8 Salvadoran 


2155-0 Central American (not otherwise specified) 


2165-9 South American (not otherwise specified) 


2060-2 African 


2058-6 African American 


AMERCN American 


2028-9 Asian 


2029-7 Asian Indian 


BRAZIL Brazilian 


2033-9 Cambodian 


CVERDN Cape Verdean 


CARIBI Caribbean Island 


2034-7 Chinese 


2169-1 Columbian 


2108-9 European 


2036-2 Filipino 


2157-6 Guatemalan 


2071-9 Haitian 
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Table 4010.06 (d) Ethnicity 1/Ethnicity 2 


Code Description 


2158-4 Honduran 


2039-6 Japanese 


2040-4 Korean 


2041-2 Laotian 


2118-8 Middle Eastern 


PORTUG Portuguese 


RUSSIA Russian 


EASTEU Eastern European 


2047-9 Vietnamese 


OTHER Other Ethnicity 


UNKNOW Unknown/Not Specified 
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(e)  Insurance Type/Product Code – Claims Files 
 


Table 4010.06 (e) Insurance Type/Product Code – Claims Files 


Code Description 


11 Other Non-Federal Programs 


12 Preferred Provider Organization (PPO) 


13 Point of Service (POS) 


14 Exclusive Provider Organization (EPO) 


15 Indemnity Insurance 


16 Health Maintenance Organization (HMO) Medicare Advantage/Risk 


17 Dental Maintenance Organization 


AM Automobile Medical 


CH Champus 


DS Disability 


FI Federal Employees Health Benefits Program 


HM Health Maintenance Organization 


LI Liability 


LM Liability Medical 


MA Medicare Part A 


MB Medicare Part B 


MC Medicaid 


MD Medicare Part D 


OF Other Federal Program (e.g., Black Lung) 
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SP Supplemental Policy 


TR Tricare 


TV Title V 


VA Veterans Administration Plan 


WC Workers’ Comp 


ZZ Mutually Defined (Use code ZZ when Type of Insurance is Unknown) 
 


(f)  Discharge Status 
 


Table 4010.06 (f) Discharge Status 


Code Description 


01 Discharged to home or self-care 


02 Discharged/transferred to another short term general hospital for inpatient care 


03 Discharged/transferred to skilled nursing facility (SNF) 


04 Discharged/transferred to a facility that provides custodial or supportive care 


05 Discharged/transferred to a designated cancer center of children’s hospital 


06 Discharged/transferred to home under care of organized home health service 
organization 


07 Left against medical advice or discontinued care 


08 Reserved for assignment by the NUBC 


09 Admitted as an inpatient to this hospital 


20 Expired 


21 Discharged/transferred to court/law enforcement 
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Table 4010.06 (f) Discharge Status 


Code Description 


30 Still patient or expected to return for outpatient services 


40 Expired at home 


41 Expired in a medical facility 


42 Expired, place unknown 


43 Discharged/ transferred to a Federal Hospital 


50 Hospice – home 


51 Hospice – medical facility 


61 Discharged/transferred within this institution to a hospital-based Medicare-approved 
swing bed 


62 Discharged/transferred to an inpatient rehabilitation facility including distinct parts of 
a hospital 


63 Discharged/transferred to a long-term care hospital 


64 Discharged/transferred to a nursing facility certified under Medicaid but not certified 
under Medicare 


65 Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of a 
hospital 


66 Discharged/transferred to a critical access hospital (CAH) 


69 Discharged/transferred to a designated disaster alternative care site (effective 10/1/13) 


70 Discharged/transferred to another type of healthcare institution not defined elsewhere 
in this code list 


81 Discharged to home or self-care with a planned acute care hospital inpatient 
readmission (effective 10/1/13) 
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Table 4010.06 (f) Discharge Status 


Code Description 


82 Discharged/transferred to a short term general hospital for inpatient care with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


83 Discharged/transferred to a skilled nursing facility (SNF) with Medicare certification 
with a planned acute care hospital inpatient readmission (effective 10/1/13) 


84 Discharged/transferred to a facility that provides custodial or supportive care with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


85 Discharged/transferred to designated cancer center of children’s hospital with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


86 
Discharged/transferred to home under care of organized home health service 
organization with a planned acute care hospital inpatient readmission (effective 
10/1/13) 


87 Discharged/transferred to court / law enforcement with a planned acute care hospital 
inpatient readmission (effective 10/1/13) 


88 Discharged/transferred to a federal healthcare facility with a planned acute care 
hospital inpatient readmission (effective 10/1/13) 


89 Discharged/transferred to a hospital‐based Medicare approved swing bed with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


90 
Discharged/transferred to an inpatient rehabilitation facility (IRF) including 
rehabilitation distinct part units of a hospital with a planned acute care hospital 
inpatient readmission (effective 10/1/13) 


91 Discharged/transferred to a Medicare certified long term care hospital (LTCH) with a 
planned acute care hospital inpatient readmission (effective 10/1/13) 


92 
Discharged/transferred to a nursing facility certified under Medicaid but not certified 
under Medicare with a planned acute care hospital inpatient readmission (effective 
10/1/13) 
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Table 4010.06 (f) Discharge Status 


Code Description 


93 Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of a 
hospital with a planned acute care hospital inpatient readmission (effective 10/1/13) 


94 Discharged/transferred to a critical access hospital (CAH) with a planned acute care 
hospital inpatient readmission (effective 10/1/13) 


95 
Discharged/transferred to a nursing facility certified under Medicaid but not certified 
under Medicare with a planned acute care hospital inpatient readmission (effective 
10/1/13) 


 


(g)  Place of Service – Professional 
 


Table 4010.06 (g) Place of Service  -- Professional 


Code Description 


01 Pharmacy 


02 Unassigned 


03 School 


04 Homeless Shelter  


05 Indian Health Service Free-Standing Facility 


06 Indian Health Service Provider-Based Facility 


07 Tribal 638 Free-Standing Facility 


08 Tribal 638 Provider-Based Facility 


09 Prison/Correctional Facility 


10 Unassigned 
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Table 4010.06 (g) Place of Service  -- Professional 


Code Description 


11 Office 


12 Home 


13 Assisted Living Facility Congregate 


14 Group Home 


15 Mobile Unit 


16 Temporary Lodging 


17 Walk-in Retail Health Clinic 


18 Place of Employment-Worksite 


19 Unassigned 


20 Urgent Care Facility 


21 Inpatient Hospital 


22 Outpatient Hospital 


23 Emergency Room – Hospital 


24 Ambulatory Surgery Center 


25 Birthing Center 


26 Military Treatment Facility 


27-30 Unassigned 


31 Skilled Nursing Facility 


32 Nursing Facility 


33 Custodial Care Facility 


34 Hospice 
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Table 4010.06 (g) Place of Service  -- Professional 


Code Description 


35-40 Unassigned 


41 Ambulance – Land 


42 Ambulance – Air or Water 


43-48 Unassigned 


50 Federally Qualified Center 


51 Inpatient Psychiatric Facility 


52 Psychiatric Facility Partial Hospitalization  


53 Community Mental Health Center 


54 Intermediate Care Facility/Mentally Retarded 


55 Residential Substance Abuse Treatment Facility 


56 Psychiatric Residential Treatment Center 


57 Non-Residential Substance Abuse Treatment Facility 


58-59 Unassigned 


60 Mass Immunization Center 


61 Comprehensive Inpatient Rehabilitation Facility 


62 Comprehensive Outpatient Rehabilitation Facility 


63-64 Unassigned 


65 End Stage Renal Disease Treatment Facility 


66-70 Unassigned 


71 State or Local Public Health Clinic 


72 Rural Health Clinic 
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Table 4010.06 (g) Place of Service  -- Professional 


Code Description 


73-80 Unassigned 


81 Independent Laboratory 


82-98 Unassigned 


99 Other Unlisted Facility 
 


(h)  Claim Status 
 


Table 4010.06 (h) Claim Status 


Code Description 


01 Processed as primary 


02 Processed as secondary 


03 Processed as tertiary 


04 Denied 


06 Approved as amended 


19 Processed as primary, forwarded to additional payer(s) 


21 Processed as tertiary, forwarded to additional payer(s) 


22 Reversal of previous payment 


26 Documentation Claim - No Payment Associated 


28 Repriced 
 


(i)  MC021 Point of Origin Codes 
     (1)  If MC020 = 4 (Newborn), then use the following values at MC021: 
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Table 4010.06 (i) (1) MC021 Point of Origin Codes 


Code Description 


5 Born Inside the Hospital 


6 Born Outside the Hospital 


 
 


     (2)  For all other values at MC020, use the following table for MC021: 
 


Table 4010.06 (i) (2) Point of Origin Codes 


Code Description 


1 Non-Healthcare Facility Point of Origin (Physician Referral) 


2 Clinic Referral 


3 HMO Referral 


4 Transfer from a Hospital (Different Facility) 


5 Transfer from a Skilled Nursing Facility (SNF) or Intermediate Care Facility (ICF) 


6 Transfer from Another Health Care Facility 


7 Emergency Room 


8 Court/Law Enforcement 


9 Information Not Available 


A Reserved for National Assignment 


B Transfer from Another Home Health Agency(Discontinued July 1,2010) 
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Table 4010.06 (i) (2) Point of Origin Codes 


Code Description 


C Readmission to Same Home Health Agency (Discontinued July 1,2010) 


D Transfer from Hospital Inpatient in the Same Facility Resulting in a Separate Claim to 
the Payer 


E Transfer from Ambulatory Surgical Center 


F Transfer from Hospice and is Under a Hospice Plan of Care or Enrolled in Hospice 
Program 


 


Ins 4010.7 Mapping and Format Information Tables 


            (a)  Member Eligibility File Mapping and Format Information 


 
 
Table 4010.07 (a) Member Eligibility File Mapping and Format Information 


Data 
Element 


# 
Element 


HIPAA Reference 
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


ME001 Payer N/A 
ME002 National Plan ID 271/2100A/NM1/XV/09 
ME003 Insurance Type Code/Product 271/2110C/EB/ /04, 271/2110D/EB/ /04 
ME004 Year N/A 
ME005 Month N/A 
ME006 Insured Group or Policy Number 271/2100C/REF/1L/02, 271/2100C/REF/IG/02, 271/2100C/REF/6P/02, 


271/2100D/REF/1L/02, 271/2100D/REF/IG/02, 271/2100D/REF/6P/02 
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Table 4010.07 (a) Member Eligibility File Mapping and Format Information 


Data 
Element 


# 
Element 


HIPAA Reference 
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


ME007 Coverage Level Code 271/2110C/EB/ /03, 271/2100D/EB/ /03 
ME008 Subscriber Social Security Number 271/2100C/NM1/MI/09 
ME009 Plan Specific Contract Number 271/2100C/NM1/MI/09 
ME010 Member Suffix or Sequence Number N/A 
ME011 Member Social Security Number 271/2100C/MN1/MI/09, 271/2100D/NM1/MI/09 
ME012 Individual Relationship Code 271/2100C/INS/Y/02, 271/2100D/INS/N/02 
ME013 Member Gender 271/2100C/DMG/ /03,      271/2100D/DMG/ /03 
ME014 Member Date of Birth 271/2100C/DMG/D8/02, 271/2100D/DMG/D8/02 
ME015 Member City Name 271/2100C/N4/ /01, 271/2100D/N4/ /01 
ME016 Member State or Province 217/2100C/N4/ /02, 271/2100D/N4/ /02 
ME017 Member ZIP Code 271/2100C/N4/ /03, 271/2100D/N4/ /03 
ME018 Medical Coverage N/A 
ME019 Prescription Drug Coverage N/A 
ME020 Dental Coverage  N/A 
ME021 Race 1 N/A 
ME022 Race 2 N/A 
ME023 Place holder N/A 
ME024 Hispanic Indicator N/A 
ME025 Ethnicity 1 N/A 
ME026 Ethnicity 2 N/A 
ME027 Place holder N/A 
ME028 Primary Insurance Indicator N/A 
ME029 Coverage Type N/A 
ME030 Market Category N/A 
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Table 4010.07 (a) Member Eligibility File Mapping and Format Information 


Data 
Element 


# 
Element 


HIPAA Reference 
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


ME031 Group Name N/A 
ME032 NH Health Protection Program N/A 
ME101 Subscriber Last Name 270/2100C/NM1/IL/1/3 
ME102 Subscriber First Name 270/2100C/NM1/IL/1/4 
ME103 Subscriber Middle Initial 270/2100C/NM1/IL/1/5 
ME104 Member Last Name 270/2100D/NM1/QC/1/3 
ME105 Member First Name 270/2100D/NM1/QC/1/4 
ME106 Member Middle Initial 270/2100D/NM1/QC/1/5 
ME201 Member Street Address 271/2100/N3//01, 02  


271/2100D/N3/ /01, 02 
ME203 Member’s Assigned PCP Loop 2000B SBR02 = 18 - ELSE - Loop 
ME204 HIOS Plan ID N/A 
ME205 Plan Effective Date N/A 
ME206 Minimum Value 2010CA Segment N301 
ME207 Exchange Indicator N/A 
ME208 High Deductible Health Plan N/A 
ME209 Active Enrollment N/A 
ME210 New Coverage N/A 
ME211 Monthly Premium or Premium 


Equivalent 
N/A 


ME899 Record Type N/A 
 


(b)  Medical Claims File Mapping and Format Information 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


MC001 Payer N/A N/A N/A N/A   N/A 
MC002 National Plan ID N/A N/A N/A N/A    835/1000A/N1/XV/04 


MC003 
Product/Claim 
Filing Indicator 
Code 


N/A 30/4 N/A N/A    835/2100/CLP/ /06 


MC004 Payer Claim 
Control Number N/A N/A N/A 


FA0-02.0, 
FB0-02.0, 
FB1-02.0, 
GA0-02.0, 
GC0-02.0, 
GX0-02.0, 
GX2-02.0, 
HA0-02.0, 
FB2-02.0, 
GU0-02.0 


  835/2100/CLP/ /07 


MC005 Line Counter N/A N/A N/A N/A   837/2400/LX/ /01 
MC005A Version Number N/A N/A N/A N/A N/A 


MC006 Insured Group or 
Policy Number 62 (A-C) 30/10 11C DA0-10.0   837/2000B/SBR/ /03 


MC007 Subscriber Social 
Security Number N/A N/A N/A N/A   835/2100/NM1/34/08 


MC008 Plan Specific 
Contract Number N/A N/A N/A N/A   835/2100/NM1/HN/08 


MC009 Member Suffix or 
Sequence Number N/A N/A N/A N/A    N/A 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


MC010 Member Social 
Security Number N/A N/A N/A N/A   835/2100/NM1/34/08 


MC011 Individual 
Relationship Code 59 (A-C) 30/18 6 DA0-17.0 8 37/2000B/SBR/ /02, 


837/2000C/PAT/ /01 
MC012 Member Gender 15 20/7 3 CA0-09.0  837/2010CA/DMG/03 


MC013 Member Date of 
Birth 14 20/8 3 CA0-08.0  


837/2010CA/DMG/D8/02 


MC014 Member City 
Name 13 20/14 5 CA0-13.0  837/2010CA/N4/ /01 


MC015 Member State or 
Province 13 20/15 5 CA0-14.0  837/2010CA/N4/ /02 


MC016 Member ZIP Code 13 20/16 5 CA0-15.0  837/2010CA/N4/ /03 


MC017 Paid Date (AP 
Date) N/A N/A N/A N/A    N/A 


MC018 Admission Date 17 20/17 N/A N/A  837/2300/DTP/435/03 
MC019 Admission Hour 18 20/18 N/A N/A  837/2300/DTP/435/03 
MC020 Admission Type 19 20/10 N/A N/A  837/2300/CL1/ /01 
MC021 Admission Source 20 20/11   N/A  837/2300/CL1/ /02 
MC022 Discharge Hour 21 20/22   N/A  837/2300/DTP/096/03 
MC023 Discharge Status 22 20/21 N/A N/A  837/2300/CL1/ /03 


MC024 Service Provider 
Number N/A N/A N/A N/A  N/A 


MC025 Service Provider 
Tax ID Number 5 10/4-5 25 


BA0-09.0, 
CA0-28.0, 
BA0-02.0, 
BA1-02.0, 
YA0-


 835/2100/NM1/FI/09 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


02.0,BA0-
06.0, BA0-
10.0, BA0-
12.0, BA0-
13.0, BA0-
14.0,BA0-
15.0, BA0-
16.0, BA0-
17.0, BA0-
24.0, YA0-
06.0 


MC026 National Service 
Provider ID N/A 10/6 N/A N/A  835/2100/NM1/XX/09 


MC027 
Service Provider 
Entity Type 
Qualifier 


N/A N/A N/A N/A  835/2100/NM1/82/02 


MC028 Service Provider 
First Name 1 10/12 33 BA0-20.0  835/2100/NM1/82/04 


MC029 Service Provider 
Middle Name 1 10/12 33 BA0-21.0  835/2100/NM1/82/05 


MC030 
Service Provider 
Last Name or 
Organization Name 


1 10/12 33 BA0-18.0, 
BA0-19.0  835/2100/NM1/82/03 


MC031 Service Provider 
Suffix 1 10/12 33 BA0-22.0  835/2100/NM1/82/07 


MC032 Service Provider 
Specialty N/A N/A N/A N/A  837/2000A/PRV/ZZ/03 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


MC033 Service Provider 
City Name 1 10/14 N/A BA1-09.0, 


15.0  837/2010A/N4/ /01 


MC034 Service Provider 
State or Province 1 10/15 N/A BA1-10.0, 


16.0  837/2010A/N4/ /02 


MC035 Service Provider 
ZIP Code 1 10/16 N/A BA1-11.0, 


17.0  837/2010A/N4/ /03 


MC036 Type of Bill – 
Institutional 4 Positions 1-2: 


40/4 N/A N/A  837/2300/CLM/ /05-1 


MC037 Facility Type - 
Professional N/A N/A N/A FA0-07.0, 


GU0-0.50  835/2100/CLP/ /08 


MC038 Service Line Status N/A N/A N/A N/A  835/2100/CLP/ /02 


MC039 Admitting 
Diagnosis 76 70/25 N/A N/A  837/2300/HI/BJ/02-2 


MC040 E-Code 77 70/26 N/A N/A  837/2300/HI/BN/03-2 


MC041 Principal Diagnosis 67 70/4 21.1 
EA0-32.0, 
GX0-31.0, 
GU0-12.0 


 837/2300/HI/BK/01-2 


MC042 Other Diagnosis – 
1 68 70/5 21.2 


EA0-33.0, 
GX0-32.0, 
GU0-13.0 


 837/2300/HI/BF/02-1 


MC043 Other Diagnosis – 
2 69 70/6 21.3 


EA0-33.0, 
GX0-32.0, 
GU0-13.0 


 837/2300/HI/BF/02-2 


MC044 Other Diagnosis – 
3 70 70/7 21.4 


EA0-33.0, 
GX0-32.0, 
GU0-13.0 


 837/2300/HI/BF/02-3 


MC045 Other Diagnosis – 71 70/8 N/A EA0-35.0,  837/2300/HI/BF/02-4 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


4 GX0-34.0, 
GU0-15.0 


MC046 Other Diagnosis – 
5 72 70/9 N/A N/A  837/2300/HI/BF/02-5 


MC047 Other Diagnosis – 
6 73 70/10 N/A N/A  837/2300/HI/BF/02-6 


MC048 Other Diagnosis – 
7 74 70/11 N/A N/A  837/2300/HI/BF/02-7 


MC049 Other Diagnosis – 
8 75 70/12 N/A N/A  837/2300/HI/BF/02-8 


MC050 Other Diagnosis – 
9 N/A N/A N/A N/A  837/2300/HI/BF/02-9 


MC051 Other Diagnosis –
10 N/A N/A N/A N/A  837/2300/HI/BF/02-10 


MC052 Other Diagnosis –
11 N/A N/A N/A N/A  837/2300/HI/BF/02-11 


MC053 Other Diagnosis –
12 N/A N/A N/A N/A  837/2300/HI/BF/02-12 


MC054 Revenue Code 42 
50/5,11-13, 
60/5,15-16, 
61/5,15-16 


N/A N/A  835/2110/SVC/RB/01-2, 
 835/2110/SVC/NU/01-2 


MC055 Procedure Code 44 60/6,15-16, 
61/6,15-16 24.1-6 D 


FA0-09.0, 
FB0-15.0, 
GU0-07.0 


 835/2110/SVC/HC/01-2 


MC056 Procedure Modifier 
– 1 44 60/7,15-16, 


61/7, 15-16 24.1-6 D FA0-10.0, 
GU0-08.0   835/2110/SVC/HC/01-3 


MC057 Procedure Modifier 44 60/8,15-16, 24.1-6 D FA0-11.0   835/2110/SVC/HC/01-3 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


– 2 61/8,15-16 


MC058 ICD-9-CM 
Procedure Code 


80, 
81(A-E) 


70/13, 15, 17, 
19, 21, 23 N/A N/A   835/2110/SVC/ID/01-2 


MC059 Date of Service – 
From 45 61/13, 15-16, 


61/13, 15-16 24.1-6 A N/A   835/2110/DTM/150/02 


MC060 Date of Service – 
Thru N/A N/A 24.1-6 A FA0-05.0, 


FA0-06.0    835/2110/DTM/151/02 


MC061 Quantity 46 
50/7, 11-13, 
60/9,15-16, 
61/9,15-16 


24.1-6 G FA0-19.0, 
FB0-16.0    835/2110/SVC/ /05 


MC062 Charge Amount 47 
50/8, 11-13, 
60/10, 16-16, 
61/11, 15-16 


24.1-6F FA0-13.0 835/2110/SVC/ /02 


MC063 Paid Amount 48 N/A N/A N/A 835/2110/SVC/ /03 


MC064 Fee for Service 
Equivalent N/A N/A N/A N/A N/A 


MC065 Co-pay Amount N/A N/A N/A N/A N/A 


MC066 Coinsurance 
Amount N/A N/A N/A N/A N/A 


MC067 Deductible Amount N/A N/A N/A N/A N/A 


MC068 
Patient 
Account/Control 
Number 


3 N/A N/A   837/2300/CLM/1 


MC069 Discharge Date           


MC070 Service Provider 
Country Name N/A N/A N/A N/A N/A 


MC071 DRG N/A N/A N/A N/A 837/2300/HI/DR/2 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


MC072 DRG Version N/A N/A N/A N/A N/A 
MC073 APC N/A N/A N/A N/A N/A 
MC074 APC Version N/A N/A N/A N/A N/A 


MC075 Drug Code N/A       


837/2400/SV2/N1/2 
837/2400/SV2/N2/2 
837/2400/SV2/N3/2 
837/2400/SV2/N4/2 


837/2400/SV2/ND/2 


MC076 Billing Provider 
Number N/A N/A N/A N/A N/A 


MC077 
National Billing 
Provider Number 
ID 


N/A N/A N/A N/A N/A 


MC078 
Billing Provider 
Organization or 
Last Name 


N/A N/A N/A N/A N/A 


MC101 
Encrypted 
Subscriber Last 
Name 


N/A N/A N/A N/A 837/2110BA/NM1/IL/1/3 


MC102 
Encrypted 
Subscriber First 
Name 


N/A N/A N/A N/A 837/2110BA/NM1/IL/1/4 


MC103 
Encrypted 
Subscriber Middle 
Initial 


N/A N/A N/A N/A 837/2110BA/NM1/IL/1/5 


MC104 Encrypted Member 
Last Name N/A N/A N/A N/A 837/2110CA/NM1/QC/1/3 


 







 Preliminary Objection Response    06/22/15     91 
 


Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


MC105 Encrypted Member 
First Name N/A N/A N/A N/A 837/2110CA/NM1/QC/1/4 


MC106 Encrypted Member 
Middle Initial N/A N/A N/A N/A 837/2110CA/NM1/QC/1/5 


MC200 ICD Indicator N/A N/A N/A N/A 


Set value here based upon 
Loop 2300 Segment 
H101-01 starting with the 
letter A 


MC202 Other ICD-CM 
Procedure code - 2 N/A N/A N/A N/A 


837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC203 Other ICD-CM 
Procedure code - 3 N/A N/A N/A N/A 


837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC204 Other ICD-CM 
Procedure code - 4 N/A N/A N/A N/A 


837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC205 Other ICD-CM 
Procedure code - 5 N/A N/A N/A N/A 


837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC206 Other ICD-CM 
Procedure code - 6 N/A N/A N/A N/A 


837/2300 H102-1=BQ 
(ICD-9) or = BBQ (ICD-
10) 


MC207 Carrier Associated 
with Claim N/A N/A N/A N/A N/A 


MC208 Carrier Plan 
Specific contract N/A N/A N/A N/A N/A 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


Number or 
Subscriber/Member 
Social Security 
Number 


MC209 Practitioner Group 
Practice N/A N/A N/A N/A N/A 


MC210 


Coordination of 
Benefits/Third 
Party Liability 
Amount 


N/A N/A N/A N/A 835/2320 AMT02 


MC211 Cross Reference 
Claims ID N/A N/A N/A N/A N/A 


MC212 Allowed Amount N/A N/A N/A N/A 837/2300 HCP02 
MC215 Service Line Type N/A N/A N/A N/A N/A 


MC216 Payment 
Arrangement Type N/A N/A N/A N/A Loop 2400 Segment 


HCP01 


MC217 Pay for 
Performance Flag N/A N/A N/A N/A N/A 


MC218 Claim Processing 
Level Indicator N/A N/A N/A N/A N/A 


MC219 Denied Claim 
Indicator N/A N/A N/A N/A Loop 2430 CAS 


identification 


MC220 Denial Reason N/A N/A N/A N/A Loop 2430 CAS 
identification 


MC221 Procedure Modifier 
– 3 N/A N/A N/A N/A 837/2430 SVD03-05 


MC222 Procedure Modifier N/A N/A N/A N/A 837/2430 SVD03-06 
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Table 4010.07 (b) Medical Claims File Mapping and Format Information 


 
Data Element 


# 


 
Data Element 


Name 


UB-92 
Form 


Locator 


UB-92 
(Version 6.0) 
Record Type/ 


Field # 


HCFA 
1500 


# 


NSF 
(National 
Standard 
Format) 
Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 
Data Element 


– 4 
MC899 Record Type N/A N/A N/A N/A N/A 
 
 


(c)  Pharmacy Claims File Mapping and Format Information 
 


Table 4010.07 (c) Pharmacy Claims File Mapping and Format Information 


Data 
Element 


  
Element  


National Council for Prescription 
Drug Programs Field # 


PC001 Payer 879 
PC002 Plan ID 879 
PC003 Insurance Type/Product Code N/A 
PC004 Payer Claim Control Number 993-A7 
PC005 Line Counter N/A 
PC006 Insured Group Number 301-C1 
PC007 Subscriber Social Security Number 302-C2 
PC008 Plan Specific Contract Number N/A 
PC009 Member Suffix or Sequence Number N/A 
PC010 Member Identification Code 302-CY 
PC011 Individual Relationship Code 306-C6 
PC012 Member Gender 305-C5 
PC013 Member Date of Birth 304-C4 
PC014 Member City Name of Residence 323-CN 
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Table 4010.07 (c) Pharmacy Claims File Mapping and Format Information 


Data 
Element 


  
Element  


National Council for Prescription 
Drug Programs Field # 


PC015 Member State or Province 324-CO 
PC016 Member ZIP Code 325-CP 
PC017 Paid Date (AP Date) N/A 
PC018 Pharmacy Number 202-B2 
PC019 Pharmacy Tax ID Number N/A 
PC020 Pharmacy Name 833-5P 
PC021 National Pharmacy ID Number N/A 
PC022 Pharmacy Location City 831-5N 
PC023 Pharmacy Location State 832-6F 
PC024 Pharmacy ZIP Code 835-5R 


PC024A Pharmacy Country Name N/A 
PC025 Service Line Status N/A 
PC026 Drug Code 407-D7 
PC027 Drug Name 516-FG 
PV028 New Prescription 403-D3 
PC029 Generic Drug Indicator N/A 
PC030 Dispense as Written Code 408-D8 
PC031 Compound Drug Indicator 406-D6 
PC032 Date Prescription Filled 401-D1 
PC033 Quantity Dispensed 442-E7 
PC034 Days Supply 405-D5 
PC035 Charge Amount 804-5B 
PC036 Paid Amount 509-F9 
PC037 Ingredient Cost/List Price 506-F6 
PC038 Postage Amount Claimed 428-DS 
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Data 
Element 


  
Element  


National Council for Prescription 
Drug Programs Field # 


PC039 Dispensing Fee 507-F7 
PC040 Copay Amount 518-FI 
PC041 Coinsurance Amount 518-FI 
PC042 Deductible Amount 505-F5 
PC043 Placeholder N/A 
PC044 Prescribing Physician First Name 717 
PC045 Prescribing Physician Middle Name N/A 
PC046 Prescribing Physician Last Name 716 
PC047 Prescribing Physician Number 411-DB 
PC101 Subscriber Last Name 716 
PC102 Subscriber First Name 717 
PC103 Subscriber Middle Initial 718 
PC104 Member Last Name 716 
PC105 Member First Name 717 
PC106 Member Middle Initial 718 
PC203 Carrier Associated with Claim N/A 
PC204 Carrier Plan Specific Contract Number or 


Subscriber/Member Social Security Number 
N/A 


PC211 Cross Reference Claims ID N/A 
PC212 Allowed Amount N/A 
PC213 HIOS Plan ID N/A 
PC214 Claim Processing Level Indicator N/A 
PC215 Service Line Type N/A 
PC216 Denied Claim Indicator N/A 
PC217 Denial Reason N/A 
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Table 4010.07 (c) Pharmacy Claims File Mapping and Format Information 


Data 
Element 


  
Element  


National Council for Prescription 
Drug Programs Field # 


PC899 Record Type N/A 
 
 


(d)  Dental Claims File Mapping and Format Information 
 


Table 4010.07 (d) Dental Claims File Mapping and Format Information 


Data 
Element 


# 
Data Element Name 


NSF 
(National Standard Format) 


Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 


Data Element 
DC001 Payer N/A N/A 
DC002 National Plan Id N/A N/A 
DC003 Insurance Type/Product Code N/A  835/2100/CLP/ /06 
DC004 Payer Claim Control Number N/A  835/2100/CLP/ /07 
DC005 Line Counter FA0-02.0, FB0-02.0, FB1-


02.0, GA0-02.0, GC0-02.0, 
GX0-02.0, GX2-02.0, HA0-


02.0, FB2-02.0GU0-02.0 


 837/2400/LX/ /01 


DC006 Insured Group or Policy Number DA0-10.0  837/2000B/SBR/ /03 
DC007 Subscriber Social Security Number N/A  837/2010BA/REF/SY/02 
DC008 Plan Specific Contract Number N/A  835/2100/NM1/MI/08 
DC009 Member Suffix or Sequence Number N/A N/A 
DC010 Member Social Security Number N/A  835/2100/NM1/34/09 
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Table 4010.07 (d) Dental Claims File Mapping and Format Information 


Data 
Element 


# 
Data Element Name 


NSF 
(National Standard Format) 


Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 


Data Element 
DC011 Individual Relationship Code DA0-17.0 837/2000B/SBR/ /02, 


837/20000C/PAT/ /01 
DC012 Member Gender CA0-09.0  837/2010BA/DMB/ /03, 


837/2010CA/DMB/ /03 
DC013 Member Date of Birth CA0-08.0  


837/2010BA/DMB/D8/02, 
837/2010CA/DMB/D8/02 


DC014 Member City Name of Residence CA0-13.0  837/2010BA/N4/ /01, 
837/2010CA/N4/ /01 


DC015 Member State or Province CA0-14.0  837/2010BA/N4/ /02, 
837/2010CA/N4/ /02 


DC016 Member ZIP Code of Residence CA0-15.0  837/2010BA/N4/ /03, 
837/2010CA/N4/ /03 


DC017 Date Service Approved N/A  835/Header Financial 
Information/BPR/ /16 


DC018 Service Provider Number N/A 835/21000/REF/1A/02, 
835/2100/REF/1B/02, 
835/2100/REF/1C/02, 
835/2100/REF/1D/02, 
835/2100/REF/G2/02, 
835/2100/NM1/BD/09, 
835/2100/NM1/BS/09, 
835/2100/NM1/MC/09, 


 







 Preliminary Objection Response    06/22/15     98 
 


Table 4010.07 (d) Dental Claims File Mapping and Format Information 


Data 
Element 


# 
Data Element Name 


NSF 
(National Standard Format) 


Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 


Data Element 
835/2100/NM1/PC/09 


DC019 Service Provider Tax ID Number BA0-09.0, CA0-28.0, BA0-
02.0,BA1-02.0, YA0-02.0, BA0-
06.0, BA0-10.0, BA0-12.0, 
BA0-13.0, BA0-14.0, BA0-15.0, 
BA0-16.0,BA0-17.0, BA0-24.0, 
YA0-06.0 


 835/2100/NM1/FI/09 


DC020 National Service Provider ID N/A  837/2310B/NM1/XX/09 
DC021 Service Provider Entity Type Qualifier N/A  837/2310B/NM1/82/02 
DC022 Service Provider First Name BA0-20.0  837/2310B/NM1/82/04 
DC023 Service Provider Middle Name BA0-21.0  837/2310B/NM1/82/05 
DC024 Service Provider Last Name or Organization 


Name 
BA0-18.0, BA0-19.0  837/2310B/NM1/82/03 


DC025 Service Provider Suffix BA0-22.0 837/2310B/NM1/82/07 
DC026 Service Provider Specialty N/A 837/2310B/PRV/PXC/03 
DC027 Service Provider City name BA1-09.0, 15.0 837/2310C/N4/ /01 
DC028 Service Provider State or Province BA1-10.0, 16.0 837/2310C /N4/ /02 
DC029 Service Provider ZIP Code BA1-11.0, 17.0 837/2310C /N4/ /03 
DC030 Facility Type - Professional FA0-07.0, GU0-0.50 837/2300/CLM/05-1 
DC031 Claim Status   835/2100/CLP/ /02 
DC032 CDT Code FA0-09.0, FB0-15.0, GU0-


07.0 
837/2400/SV3/AD/01-2 


DC033 Procedure Modifier - 1 FA0-10.0, GU0-08.0 837/2400/SV3/AD/01-3 
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Table 4010.07 (d) Dental Claims File Mapping and Format Information 


Data 
Element 


# 
Data Element Name 


NSF 
(National Standard Format) 


Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 


Data Element 
DC034 Procedure Modifier - 2 FA0-11.0 837/2400/SV3/AD/01-4 
DC035 Date of Service - From N/A 837/2400/DTP/472/D8/03, 


837/2300/DTP/472/D8/03 
DC036 Date of Service - Thru FA0-05.0, FA0-06.0 837/2400/DTP/472/D8/03, 


837/2300/DTP/472/D8/03  
DC037 Charge Amount FA0-13.0 837/2400/SV3/ /02 
DC038 Paid Amount N/A 835/2110/SVC/ /03 
DC039 Copay Amount N/A 835/2110/CAS/PR/3-03 
DC040 Coinsurance Amount N/A 835/2110/CAS/PR/2-03 
DC041 Deductible Amount N/A 835/2110/CAS/PR/1-03 
DC042 Billing Provider Number N/A 837/2010BB/REF/G2/02 
DC044 National Billing Provider ID N/A 837/2010AA/NM1/XX/09 
DC044 Billing Provider Last Name N/A 837/2010AA/NM1/ /03 
DC101 Subscriber Last Name N/A 837/2010BA/NM1/ /03 
DC102 Subscriber First Name N/A 837/2010BA/NM1/ /04 
DC103 Subscriber Middle Initial N/A 837/2010BA/NM1/ /05 
DC104 Member Last Name N/A 837/2010BA/NM1/ /03, 


837/2010CA/NM1/ /03 
DC105 Member First Name N/A 837/2010BA/NM1/ /04, 


837/2010CA/NM1/ /04 
DC106 Member Middle Initial N/A 837/2010BA/NM1/ /05, 


837/2010CA/NM1/ /05 
DC201 Carrier Associated with Claim N/A N/A 
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Table 4010.07 (d) Dental Claims File Mapping and Format Information 


Data 
Element 


# 
Data Element Name 


NSF 
(National Standard Format) 


Locator 


HIPAA Reference  
Transaction Set/Loop/ 


Segment/Qualifier/ 


Data Element 
DC202 Carrier Plan Specific Contract Number or 


Subscriber/Member Social Security Number 
N/A N/A 


DC203 Practitioner Group Practice N/A N/A 
DC204 Tooth Number/Letter N/A 837/2400 TOO02 
DC205 Dental Quadrant N/A N/A 
DC206 Tooth Surface  837/2400 TOO03 
DC207 Claim Version N/A N/A 
DC208 Diagnosis Code N/A 837/2300 H101-2 
DC209 ICD Indicator N/A N/A 
DC211 Cross Reference Claims ID N/A N/A 
DC212 Allowed Amount N/A 837/2300 HCP02 
DC213 HIOS Plan ID N/A N/A 
DC215 Service Line Type N/A N/A 
DC218 Claim Processing Level Indicator N/A N/A 
DC219 Denied Claim Indicator N/A N/A 
DC220 Denial Reason N/A N/A 
DC899 Record Type N/A N/A 
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Appendix 


 
 
RULE STATUTE 
  
Ins 4001.01 RSA 400-A:15 I.; 420-G:14 
Ins 4002.01 RSA 400-A:15 I.;  420-G:14 
Ins 4003.01 RSA 400-A:15 I.; 420-G:14 
Ins 4003.02 RSA 400-A:15 I.; 420-G:14 
Ins 4003.03 RSA 400-A:15 I.; 420-G:14 
Ins 4004.01 RSA 400-A:15 I.; 420-G:14 
Ins 4004.02 RSA 400-A:15 I.; 420-G:14 
Ins 4004.03 RSA 400-A:15 I.; 420-G:14 
Ins 4005.01 RSA 400-A:15 I.; 420-G:14 
Ins 4005.02 RSA 400-A:15 I.; 420-G:14 
Ins 4006.01 RSA 400-A:15 I.; 420-G:14 
Ins 4006.02 RSA 400-A:15 I.; 420-G:14 
Ins 4006.03 RSA 400-A:15 I.; 420-G:14 
Ins 4006.04 RSA 400-A:15 I.; 420-G:14 
Ins 4006.05 RSA 400-A:15 I.; 420-G:14 
Ins 4006.06 RSA 400-A:15 I.; 420-G:14 
Ins 4007.01 RSA 400-A:15 I.; 420-G:14 
Ins 4008.01 RSA 400-A:15 I.; 420-G:14 
Ins 4009.01 RSA 400-A:15, I.; 420-G:14; 541-A:21 VI.(a)(2) 
Ins 4009.02 RSA 400-A:15, I.; 420-G:14; 541-A:21 VI.(a)(2) 
Ins 4009.03 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4009.04 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4009.05 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.01 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.02 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.03 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.04 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.05 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.06 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 
Ins 4010.07 RSA 400-A:15, I.; 420-G:14; 541-A:21, VI.(a)(2) 


 







 Preliminary Objection Response    06/22/15     102 
 


  
  
 


 





		Readopt with amendment Ins 4000, effective 07-06-09 (Doc. 9500), to read as follows:

		CHAPTER Ins 4000  UNIFORM REPORTING SYSTEM FOR HEALTH CARE CLAIMS DATA SETS

		(a)  The following table lists the Subscriber and Member identifiers that must be identical when reporting information about a Subscriber or a Member:

		(a)  Code sources.

		(b)  Adjustment records.  Report adjustment records with the appropriate positive or negative fields with the medical, pharmacy, and dental file submissions. Negative values shall contain the negative sign before the value. No sign shall ap...

		(c)  Version Number.  When more than one version of a fully-processed claim service line is submitted, each version of a claim service line shall be enumerated sequentially with a higher version number (MC005A) so that the latest version o...

		(d)  Fully-Processed Service Lines.  All service lines associated with fully-processed claims  that have gone through an accounts payable run and been booked to the health plan ledger shall be included on medical, pharmacy, and dental clai...

		(e)  Subsequent Incremental Claims.

		(1)  Each version of a claim service line shall be enumerated sequentially with a higher line version number (MC005A); and

		(2)  Reversal versions of a claim service line shall be indicated by a claim status code = '22' (Field MC038).



		(g)  Capitated services claims.  Capitated service claims (sometimes known as encounter claims) for capitated services shall be reported with all medical and pharmacy file submissions.

		(1)  Global Payment Arrangements.  If a claim contains service lines that do not contain a payment because their costs are covered on another line of the claim line, such as under a global payment arrangement, those line(s) shall be:

		(h)  Provider ID. The Provider ID (MP003) is the unique identifier for a single provider. The Provider ID should only occur once in the table. However, in the event the same provider delivered, and was reimbursed for, services rendered fro...

		(i)  File Submission Tools. Carriers and third-party administrators must use the File Submission “Preprocessor” provided by the DHHS and their designee.  The Preprocessor hashes (de-identifies) member and subscriber information before the ...

		a.  Each record must be terminated with a carriage return and line feed (ASCII 13, ASCII 10).

		b.  All fields must be filled where applicable.

		c.  Text and date fields must be left blank when not applicable or if a value is not available.

		d.  “Blank” means do not supply any value at all between consecutive field delimiters or last field delimiter and line terminator.  Numeric fields without a value must be filled with a single zero.

		e.  Always submit one record per row. No single line item of data may contain carriage return or line feed characters.

		f.  TEXT fields should never be padded with leading or trailing spaces or tabs.

		g.  NUMBER fields:

		1.  Should never be padded with leading zeroes.

		2.  The integer portion of numeric fields must not be padded with leading zeros. The decimal portion of numeric fields, if required, must be padded with trailing zeros up to the number of decimal places indicated.

		3.  Positive values are assumed and need not be indicated as such. Negative values must be indicated with a minus sign and must appear in the left-most position of all numeric fields.



		h.  DATE fields:

		1.  Should be CCYYMMDD,when a value is provided,  unless otherwise indicated.

		2.  Must not be padded with leading or trialing spaces or tabs

		3.  Must be left blank when not applicable or if a value is not available.



		Ins 4009.04 Data Quality Requirements.



		(a)  Validation and Auditing. A validation process will be employed to ensure that the format and content of the submitted files are valid and complete. The validation process is primarily composed of three groups of audits: field level au...

		(b)  Field Level Audits. All transmitted files are first checked to determine if they are in the correct form and have been created using the provided pre-processor. Field level audits are then employed to evaluate field length and type, ...

		(c)  Quality Audits. Quality audits are employed to determine if the data submitted meet a pre-determined level of reasonableness (e.g., % of institutional claims vs. % of professional claims). Default thresholds (which can be rates or ra...

		(d)  Reasonableness, Longitudinal, and Relational Audits. After the files are loaded into staging tables, additional audits are run on the consolidated data to identify any global issues that would not be evident during the field and qual...

		(e)  Threshold Establishment and Alteration

		(f)  Testing of Files. At least thirty days prior to the initial submission of the files or whenever the data element content of the files is subsequently altered, each healthcare claims processor must submit a data set for comparison to th...

		(g)  Rejection of Files. Failure to conform to any of the submission requirements will result in the rejection and return of the applicable data file(s). All rejected and returned files should be resubmitted in the appropriate, corrected f...



		Ins 4009.05 External Code Sources.

		(a) Countries

		(b) States, Zip Codes and Other Areas of the US

		(c) National Provider Identifiers

		(d) Health Care Provider Taxonomy

		(e) International Classification of Diseases 9 & 10

		(f) HCPCS, CPTs and Modifiers

		(g) Dental Procedure Codes and Identifiers

		(h) National Drug Codes and Names

		(i) Standard Professional Billing Elements

		(j) Standard Facility Billing Elements

		(k) DRGs, APCs and POA Codes

		(l) Claim Adjustment Reason Codes



		Ins 4010.02 Member Claims Data Tables

		Ins 4010.03 Pharmacy Claims Data Tables

		Ins 4010.04 Dental Claims Data Tables

		Standard quadrant identifier from the External Code Source referenced in Ins 4009.05.  Provides further detail on procedure(s)

		Ins 4010.05 Provider File Data Tables

		Ins 4010.06 Data Submission Manual Code Tables

		Table 4010.06 (a) Insurance Type/Product Code-Eligibility File

		Ins 4010.7 Mapping and Format Information Tables
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CHAPTER Ins 4100  REQUIREMENTS FOR ACCIDENT AND HEALTH INSURANCE RATE 
SUBMISSIONS 


 
Statutory Authority: RSA 400-A:15, I.; RSA 404-G:6, IV.; RSA 415:16; RSA 415:18, I.; RSA 415:24 II. 


(h); RSA 415-A:6; RSA 420-A:31; RSA 420-B:21; RSA 420-G:14 
 
Amend Ins 4101.05 (h), effective 11-01-12 (Doc.#10212), cited and to read as follows: 
 
PART Ins 4101  REQUIREMENTS GOVERNING ALL ACCIDENT AND HEALTH INSURANCE 
RATE SUBMISSIONS 
 
 Ins 4101.05  Rate Filing, Review and Inventory Procedures. 
 
 (h)  All submissions shall specify the date that the rates are intended to be effective.  Unless 
specified otherwise in this chapter, rate submissions shall remain confidential until approved and 
effective.  Effective dates shall not precede the approval date.  All approved submissions shall be 
available for public review upon the effective date of the rates.  Filings for individual and small group 
market plans, including stand-alone dental plans, shall be available for public review no later than the 
start of the annual open enrollment period set by the U.S. Department of Health and Human Services 
pursuant to 42 U.S.C. 1803 l (c)(6)(B). 
 
 
Amend Ins 4102.07 (n), effective 11/01/12 (Doc. #10212), by amending (n), inserting (o) and (p) and 
readopting and renumbering (o) as (q), cited and to read as follows: 
 
PART Ins 4102  REQUIREMENTS FOR INDIVIDUAL HEALTH INSURANCE SUBJECT TO RSA 
420-G 
 
 Ins 4102.07  Rate Filing Standards. 
 
 (n)  Carriers shall use the calendar year as the rate effective period, such that: 
 
 (1)  Rates quoted and established for new issues and renewals shall not vary within the rate 
effective period; and 
 
 (2)  Rates shall be guaranteed to the policyholder, and shall not change, for 12 months from issue 
or renewal.  
 
 (o)  Carriers shall file rates each year on or before the uniform filing date established by the 
department, consistent with annual guidance from the Center for Medicare and Medicaid Services 
(“CMS”), for the coming calendar year.  For rates subject to 45 CFR Part 154, carriers shall, in addition to 
filing with the department, make all filings required with CMS under federal regulations. 
 
 (p) Final approved rates for all individual market filings shall be available for public review 
no later than the start of the annual open enrollment period set by the U.S. Department of Health and 
Human Services pursuant to 42 U.S.C. 1803 l(c)(6)(B). 
 
 (q) In accordance with RSA 91-A:5, IV, the department shall maintain the confidentiality of the 
commercial and proprietary trend assumptions and supporting documentation that is required to be 
submitted under Ins 4102.07 (g) and (h). 
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Amend Ins 4103.07 (n), effective 11/01/12 (Doc. #10212), by amending (n), inserting (o) and (p) and 
readopting and renumbering (o) as (q), cited and to read as follows: 
  
PART Ins 4103  REQUIREMENTS FOR SMALL EMPLOYER GROUP HEALTH INSURANCE 
SUBJECT TO RSA 420-G 
 
 Ins 4103.07  Rate Filing Standards. 
  
 (n)  Carriers shall make an annual filing for rates.  Carriers shall file rates each year on or before 
the uniform filing date established by the department, consistent with annual guidance from the Center for 
Medicare and Medicaid Services (“CMS”), for the coming calendar year.  For rates subject to 45 CFR 
Part 154, carriers shall, in addition to filing with the department, make all filings required with CMS 
under federal regulations.  Final approved rates for all small group market filings shall be available for 
public review no later than the start of the annual open enrollment period set by the U.S. Department of 
Health and Human Services pursuant to 42 U.S.C. 1803 l(c)(6)(B).   
 
 (o)  In addition to the required annual rate filing, carriers may make interim filings no more than 
quarterly.  Rate effective dates shall begin on the first day of each quarter.  Rates for interim quarterly 
filings shall be available for public review on the rate effective date.  
 
 (p)  Upon issuance or renewal of a policy, the rates for that policy shall be guaranteed to the 
policyholder, and may not change, for 12 months from issue or renewal. 
 
 (q) In accordance with RSA 91-A:5, IV, the department shall maintain the confidentiality of the 
commercial and proprietary trend assumptions and supporting documentation that is required to be 
submitted under Ins 4102.07 (g) and (h).  
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APPENDIX 
 


RULE STATUTE 
  
Ins 4101.05 (h)  RSA 400-A:15, I.; 415:1; 420-A:2 420-A:8; 420-B:20; 420-G:1; 420-G:4; 420-G:11; 420-


G:12; 420-G:13 
Ins 4102.07 
(n), (o), (p), (q) 


RSA 400-A:15, I.; 415:1; 420-A:2 420-A:8; 420-B:20; 420-G:1; 420-G:4, 420-G:11; 420-
G:12; 420-G:13 


Ins 4103.07 
(n), (o), (p), (q)  


RSA 400-A:15, I.; 415:1; 420-A:2 420-A:8; 420-B:20; 420-G:1; 420-G:4, 420-G:11; 420-
G:12; 420-G:13 
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INTRODUCTION 
 
In July and August 2015, Gorman Actuarial conducted a series of stakeholder interviews on 
behalf of the New Hampshire Insurance Department (NHID). The purpose of these interviews 
was to inform the Department’s Strategic Plan for data collection and help streamline its efforts 
to collect data that informs health policy. In particular, the discussions focused on stakeholders’ 
perceptions of the NHID’s Supplemental Report, Annual Hearing Report or the NH HealthCost 
website; the experience of commercial carriers who provide data to the NHID through the 
Supplemental Report, Annual Hearing Report, and the New Hampshire Comprehensive Health 
Care Information System (CHIS) data requests; as well as other data sources that stakeholders 
use to inform their health cost and health policy work. 
 
GA engaged staff members from New Hampshire state agencies (“internal stakeholders”) as 
well as representatives from commercial insurance carriers and the University of New 
Hampshire’s Institute of Health Policy and Practice (“external stakeholders”). GA interviewed 
stakeholders individually or in small groups (see Appendix 1 for a complete list of participants), 
with each discussion lasting thirty minutes on average. GA prepared interview guides and 
shared them with stakeholders prior to the interview (see Appendix 2).  
 


KEY FINDINGS 
 


How Stakeholders Use the Annual Hearing and Supplemental Reports 
In general, internal stakeholders (that is, State agency staff) use the Annual Hearing Report and 
Supplemental Report primarily as a reference for general information on the health insurance 
industry – specifically, information on cost sharing, benefit design, market share, types of 
coverage, and average premium rates and trends. These reports provide State staff with high-
level information on the NH marketplace that they can use in conversations with interested 
parties, such as legislators and policymakers, the media, and the general public. For example, 
some staff noted that they reference the information in the reports when crafting direct 
responses to media inquiries while other staff reported that they do not typically reference the 
Annual Hearing or Supplemental Reports in their work and rather turn to the experts in the 
department to collect the needed information. 
  
External (non-State) stakeholders also varied in their use of these reports. Like the State 
agency users, some stakeholders found the reports to be helpful tools for understanding the 
health insurance market. One interviewee perceived the Annual Hearing Report to be more 
relevant, timely, and analytical then the Supplemental Report, and therefore used it more 
frequently.  Conversely, other external stakeholders (in particular, some commercial carriers) 
found the data in the reports to be too outdated and preferred to reference their own internal 
data systems for similar information.  
 
Internal and external stakeholders made the following observations on the Annual Hearing and 
Supplemental Reports: 
 


Annual Hearing Report 
 Is data-driven, robust, and impartial 
 Helpful for discussions with policymakers and the general public  
 Continues to improve year by year 
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 Demonstrates where the market is headed in terms of payment reform and the types of 
payment models being implemented across the state 


 Helps identify where progressive change is happening 
 Assesses variation in price structure, costs, and payments 
 Provides statewide analytics, claims and premium trend 
 Provides competitive information for payers 


 


Supplemental Report 
 Useful in understanding the health insurance market, including trends and market 


differences 
 Assesses how premiums, market share, and cost-sharing change over time 
 Helps understand what products are currently in the market 
 Provides key statistics to reference when speaking with interested parties and/or fielding 


questions 
 


How Stakeholders Use CHIS and NH HealthCost 
Among the internal stakeholders interviewed, the NH HealthCost website is widely valued and 
recognized as a tremendous resource for transparency and consumer decision-making. State 
staff refer policymakers and the general public to the website, as it is the only resource for New 
Hampshire citizens to access data from the NH CHIS; however, most State staff do not use the 
website for their own work other than occasionally looking up price information. One stakeholder 
mentioned that the website has been useful for situations in which the NHID has presided over 
contract disputes between payers and hospitals; in these cases, the Department has referenced 
procedure prices on the website to help determine if the reimbursement rates that a payer 
offered to a hospital were commercially reasonable. State staff usually do not use NH CHIS 
directly; rather, they will either work with someone on the CHIS team to run a custom report, or 
reference the reports that the NHID has produced with CHIS data and posted to the website.  
 
Like the State staff, external stakeholders reported referring others to HealthCost as a tool for 
consumer price transparency and decision-making. Commercial payers varied in their use of the 
HealthCost website. One company felt that the data was too outdated, and preferred to rely on 
their own internal data systems. Another carrier reported using HealthCost to check the cost of 
common procedures across providers. A third carrier reporting that the NHID provides them with 
HealthCost data in a pivot table format, which they use as a “reality check” against the data in 
their own system. This carrier also reported using HealthCost to determine provider efficiency 
across payers in order to determine Accountable Care Organization (ACO) strategies and 
redirect care to certain providers.  
 


Perceived Limitations 
While stakeholders generally looked favorably on the Annual Hearing Report, Supplemental 
Report, and NH HealthCost website, there were a few elements that respondents identified as 
either unnecessary or unhelpful. One user noted that the Annual Hearing’s discussion of profit 
margins was unnecessary and detracted from the real issue of health cost. Other stakeholders 
commented on the lag time between data reporting and publication, making the information 
outdated and, for some, unhelpful. One carrier felt that the HealthCost website had too high a 
volume of procedures, making it difficult to find meaningful information. 
 
Other stakeholders felt that the Supplemental Report presented certain information in a way that 
could potentially skew the findings – for example, grouping the small and large group markets 
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together in the Supplemental Report, or combining state employee health plan data with the 
commercial large group market. These stakeholders felt that grouping the data might not always 
reflect key differences and nuances in some of the market segments. 
 
Finally, one internal stakeholder felt that the Annual Hearing Report has primarily focused on 
reporting the market characteristics from the previous year, but lacks clear recommendations for 
cost containment measures and payment reform initiatives. While acknowledging the 
boundaries between the NHID’s role and that of state legislators, this stakeholder recommended 
exploring ways to make the report more usable for policymakers.  
 


Areas of Overlap in Reporting 
Carriers were asked to identify any particular areas of overlap that they have observed in the 
reporting requirements for the Supplemental Report, Annual Hearing Report, and NH CHIS. In 
general, carriers noted that the three data requests overlap in the types of information they 
include, but differ in the level of detail and granularity required so that no single report could 
produce the other reports. Carriers saw more overlap between the Supplemental Report and 
CHIS submissions, both of which are large, aggregated data files that include information on 
membership, market category and claims. However, carriers acknowledged key differences that 
prevent the two reports from tying together, such as group size definitions and dates. One 
carrier noted that the reporting requirements for membership data differ between the 
Supplemental Report and CHIS, so that each report requests data for different sub-populations 
that the other report does not include. While the carrier uses an internal process to carve out the 
sub-populations and report the correct membership numbers for each report, the membership 
numbers will not tie between CHIS and the Supplemental Report. While the reports cannot 
automatically tie together due to these types of differences, stakeholders questioned whether 
the State could eventually collect Supplemental Report data from, or integrate it into, the 
carriers’ monthly CHIS submissions to reduce their reporting burden.    
 


Resource-Intensive Reporting Elements 
Similarly, carriers were asked to identify any components of the Supplemental Report, Annual 
Hearing Report, or CHIS data submissions that were particularly intensive for their teams to 
produce. All carriers considered the Supplemental Report to be particularly resource-intensive, 
specifically because there is no one place that the carriers can pull all the necessary data for the 
report. Typically the benefit and cost sharing information come from a separate data source 
within the company. Submissions require pulling data from various systems, gathering some 
data manually, and engaging multiple departments and teams across the company.  
 
Two carriers mentioned that the Reconciliation tab in the Supplemental Report was very labor-
intensive, and that it was very difficult to tie the data to other reports with different submission 
dates and reporting requirements. Carriers questioned why it was necessary to reconcile the 
Supplemental Report data to financial data from the Supplemental Health Care Exhibit. 
 
In addition, one carrier commented that self-funded data is difficult to collect and tie out to other 
reports because they must pull the information from multiple sources and systems. The 
stakeholder noted that it was difficult for carriers who have business in multiple states to report 
stop-loss data at the resident level, and that the allocation methodology is not always reliable.  
 


Recommended Improvements and Additions 
Both internal and external stakeholders offered suggestions for ways to improve or expand the 
Annual Hearing and Supplemental Reports: 
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 Break down Supplemental Report data by small group and large group 
 Account for differences between the State Employee Benefits Plan and the rest of the 


market  
 Provide summarized cost and utilization data by service category across the market  
 Provide more comparisons between New Hampshire and regional and national 


benchmarks 
 Expand focus of cost trends reports to also include utilization trends across providers  
 Include information on utilization patterns and claims levels for ACOs, to determine the 


impact and effectiveness of ACO arrangements 
 Include more detailed information on non-claims payments (e.g. Pay-for-Performance 


payments between payers and providers) to inform understanding of total costs that are 
passing through NH’s health care system  


 More real-time market information (e.g. a monthly Supplemental Report) would be 
helpful in understanding the health insurance companies that are operating in the state 
and changes to the market. 


 NH CHIS could potentially include an expanded list of quality measures for different 
types of facilities. 


 Consider ways to pull the necessary Supplemental Report data from the existing CHIS 
submissions, or integrate the two submissions, to reduce the reporting burden for 
carriers 


 The State could potentially use the Supplemental Report/Annual Hearing Report data as 
a high-level reconciliation tool for NH CHIS, to check reasonability and validity of the 
payer size/membership volume data that carriers report to CHIS.  


 
In addition, more than one internal stakeholder commented that they would like to see the 
Annual Hearing and Supplemental Reports extended to a broader audience and simplified to be 
more accessible to the general public. These stakeholders agreed with the concept of 
integrating the two reports into a concise Executive Summary and more detailed Appendices. 
Stakeholders suggested the following additional strategies:  


 Prepare an additional one-page summary that presents the most important findings in 
plain language for the average reader. 


 Provide topic-focused literature for consumers to become familiar with new topics (e.g. 
“Five Things You Need to Know about What Drives Rate Increases”). 


 Make information more accessible on the NHID website by providing simplified, easy-to-
read information in different places and different formats for a wide variety of audiences. 


 


Other Reports and Data Sources 
Internal and external stakeholders identified a broad range of data sources and reports that they 
use or reference for their work in health cost and health policy. These sources include reports 
published by New Hampshire state agencies (including the NHID and DHHS), as well as 
external entities in NH, New England, and nationally. 
 
Reports and Data Sources Description of Use 


NH State Agency Reports/Data Sources 
Line of Business (LOB) Report Market conduct tool to determine business 


volume, changes in product offerings, market 
share, and companies that are actively marketing 
health insurance products. 
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NH Health Insurance Market Analysis  Wakely report commissioned by the NHID. Helpful 
analytic tool for carriers to understand the 
individual market and exchange population in NH. 


NHID Monthly HMO Reports Focused on HMO profitability and gave a monthly 
look at HMO market share. NHID based the 
reports off of quarterly financial statements and 
monthly HMO reports. NHID no longer produces 
these reports. 


NH DHHS Hospital Discharge Data Public use file was previously available through 
NH DHHS but has not been available recently due 
to data issues. 


Behavioral Risk Factor Surveillance System 
(BRFSS) 


Available through DHHS and provides public 
health information. Also includes prevalence of 
risky behavior in relation to type of insurance 
coverage. 


Youth Risk Behavior System (YRBS) Available through DHHS and provides public 
health information. 


Cancer Registry Available through DHHS and provides public 
health information. 


External (Non-State) Reports/Data Sources 


NAIC Supplemental Health Care Exhibit (SHCE) Helpful as a reasonability check for LOB reports.  
ASPE federal exchange reports Monthly federal report that gives state-by-state 


breakdown of exchange purchasers by age, 
income level, race, and county. Used to help 
understand market trends and which products are 
being purchased. 


Monthly enrollment reports and detailed benefit 
designs from carriers on the exchange 


Provides State with early indications of movement 
across plans and purchasing trends on the 
exchange. 


American Hospital Directory Provides data and statistics on more than 6,000 
public and private hospitals statewide.  


Accountable Care Project Population reports showing disease burden, 
PMPM, co-morbidities, geography, and top 
demographics. Includes reports for commercial, 
Medicare, and Medicaid markets in NH. Produced 
by the Citizen’s Health Initiative at the UNH 
Institute of Health Policy and Practice.  


Articles from Health Affairs, Kaiser Health News Provides information on current events related to 
health care cost and policy. 


Kaiser Family Foundation website Health policy resource. 
Current Population Survey Published by U.S. Census Bureau. 
New Hampshire Hospital Association reports Resource for carriers. 
“Tri-State Variation in Health Services Utilization 
and Expenditures in Northern New England” 
(June 2010) 


Report from Onpoint that assesses health care 
utilization measures in Vermont, New Hampshire, 
and Maine using the states’ All-Payer Claims 
Databases.  


 


Insights from Other States 
Stakeholders offered the following helpful insights from their experience with other states’ efforts 
around health cost and policy:  
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 One carrier noted the importance of state APCDs maintaining an ongoing dialogue with 
carriers to communicate reporting standards, clarify expectations, and address questions 
or concerns. The stakeholder commented that they have enjoyed a helpful relationship 
with the APCD team from Massachusetts through regular one-on-one meetings as well 
as all-carrier sessions. This has resulted in increased confidence and trust in the quality 
of APCD data and how it is used.   


 Another carrier noted that a continuing challenge for carriers is the lack of 
standardization in APCD reporting requirements across states. Carriers experience a 
heavier reporting burden when reporting requirements differ state by state. 


 Internal and external stakeholders noted that NH is ahead of other states in terms of 
preparing annual health cost reports; this may make comparisons between NH and other 
states difficult. 
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Appendix 1: Stakeholders Interviewed 
 
The New Hampshire Insurance Department and Gorman Actuarial wish to thank the following 
individuals for participating in the stakeholder interviews and sharing their helpful insights. 
 
Internal Stakeholders: NH State Staff 


Interview Group Participants 


NHID Group 1 David Sky 
Sally MacFadden 


NHID Group 2 Alain Couture 
Karen McCallister 


NHID Group 3 Jenny Patterson 
Michael Wilkey 


NHID Group 4 Danielle Barrick 


NHID Group 5 Alex Feldvebel 


DHHS Andrew Chalsma 


External Stakeholders: Non-State Staff 


Interview Group Participants 


CIGNA Judit Rozenberszky Dobai 
Deb Hutton 


Harvard Pilgrim Health Care Beth Roberts 
Allison Page 
Barbara Goldman 
Rosemary Teegarden 


Anthem Stephen Buchanan 
Paula Rogers 
Judy Ureda 
Robert Noonan 
Cheryl Masiliunas 
Hannah Deutsch 


University of New Hampshire – Institute of Health Policy and 
Practice 


Josephine Porter 
Amy Costello 
Chris White 
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Appendix 2: Stakeholder Interview Guides 
 


1. NHID Staff 
Danielle Barrick – Director of Communications 
Alain Couture – Insurance Company Examiner 
Alex Feldvebel – Deputy Commissioner 
Sally MacFadden – Property/Casualty (PC) Actuary 
Karen McCallister – Report Compliance Coordinator 
Jenny Patterson – Legal Counsel 
David Sky – Life/Accident/Health (LAH) Actuary 
Michael Wilkey – Director, Compliance and Consumer Services 
 


Discussion Questions* 
1. Thinking back to the most recent Supplemental Report and the Annual Hearing 


Presentation and Report, are there pieces of information that you think of as being most 
helpful to your role in the Department and/or to the health policy information needs of the 
Department?  Are there pieces that are not helpful at all to both you and the Department 
(in your opinion)? 


2. Are there areas of focus or pieces of information that are missing from either the 
Supplemental Report or the Annual Hearing Report that would be helpful to your role in 
the Department and/or to the health policy information needs of the Department? 


3. Please share any feedback you have related to the level of information that is shared 
with the public from the Supplemental Report and Annual Hearing Report.  Would you 
recommend sharing more or less information publically?  Should the format or 
presentation of the information be changed? 


4. Have you used information that was derived from NH CHIS (e.g. analyses or reports that 
NHID has produced)? If so, what information, and how do you use it?  Is there any 
feedback you would like to provide related to the usefulness of that information? 


5. When thinking about the Supplemental Report, Annual Hearing Report, and the NH 
CHIS data, are there any significant areas of overlap that you think could be eliminated 
through a more integrated report or data submission process? 


6. Have you referenced the NH HealthCost website to help in your role in the Department?  
If yes - can you describe what you have used it for and any feedback you have? 


7. Are there reports or data sources produced by the NHID (outside of the Supplemental 
Report, Annual Hearing Report and NH CHIS) that you use or reference to address 
health policy questions to support your role in the Department?  If yes - please describe. 


8. Are there reports or data sources produced by other state agencies and/or external 
(non-state) entities (e.g. NHDHHS, New Hampshire Hospital Association, UNH Institute 
of Health Policy and Practice) that you use or reference to analyze health care cost or 
policy questions?  If yes - please describe. 


 
*Note: Some of these questions were excluded from certain interviews because they were not 
relevant to that particular interviewee. 
 


2. Commercial Carriers 
Cigna 
Harvard Pilgrim Health Care 
Anthem 
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Discussion Questions 
1. Do you or your department use information from the Supplemental Report, Annual 


Hearing Report or the NH HealthCost website to support the work of your organization?  
If yes - which reports and which pieces of information do you use, and how are they 
used? 


2. When thinking about the Supplemental Report, Annual Hearing Report, and the NH 
CHIS data, are there any significant areas of overlap that you think could be eliminated 
through a more integrated report or data submission process? 


3. Are there any areas of the Supplemental Report, Annual Hearing and the NH CHIS data 
that are particularly resource intensive to complete and do not provide significant value 
to health policy discussions (in your opinion)? 


4. Are there areas of focus or pieces of information that are missing from either the 
Supplemental Report or the Annual Hearing Report that would be helpful to your 
organization in addressing health care cost or policy questions? 


5. Are there other reports or data sources produced by the NHID (outside of the 
Supplemental Report, Annual Hearing Report and NH CHIS) that your organization uses 
or references to analyze health care cost or policy questions in NH?  If yes- please 
describe. 


6. Are there reports or data sources produced by other state agencies and/or external 
(non-state) entities (e.g. NHDHHS, New Hampshire Hospital Association, UNH Institute 
of Health Policy and Practice) that you use or reference to analyze health care cost or 
policy questions?  If yes - please describe. 


7. Are there examples of data submission requests or reports produced by other states in 
which you do business that you would point to as being particularly efficient in their 
process and/or produce useful and actionable information?  Are there any key insights or 
lessons learned from these state data submission requests or reports that would be 
helpful for the NHID? 


 
 


3. Other Stakeholders 
NH Department of Health and Human Services 
University of New Hampshire Institute of Health Policy and Practice 
 


Discussion Questions 
1. Do you or your organization use information from the Supplemental Report, Annual 


Hearing Report or the NH HealthCost website to support the work of your organization?  
If yes - which reports and which pieces of information do you use, and how are they 
used? 


2. Are there areas of focus or pieces of information that are missing from either the 
Supplemental Report or the Annual Hearing Report that would be helpful to your 
organization in addressing health care cost or policy questions? 


3. Are there other reports or data sources produced by the NHID (outside of the 
Supplemental Report, Annual Hearing Report and NH CHIS) that your organization uses 
or references to analyze health care cost or policy questions in NH? 


4. Are there reports or data sources produced by other state agencies and/or external 
(non-state) entities (e.g. New Hampshire Hospital Association) that you use or reference 
to analyze health care cost or policy questions?  If yes - please describe. 


5. Are there reports or data sources produced by your organization that the NHID may be 
not be aware of that would be useful to the NHID in addressing health care cost or policy 
questions?  If yes- please describe. 
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INTRODUCTION 
 
As part of its efforts to support the New Hampshire Insurance Department (NHID) in developing 
a Strategic Plan for Data Collection, Gorman Actuarial (GA) has explored the strategies that the 
NHID uses to enforce data submissions among New Hampshire health insurers. In summer 
2015, GA gathered information on carrier enforcement practices in other states, to inform its 
recommendations to the NHID for an improved carrier enforcement strategy. 
 
GA engaged seven representatives from four state agencies in Massachusetts, Rhode Island, 
and New York that collect data from commercial insurance companies (see Table 1). GA 
shared a list of questions with each representative (see Appendix 1) and gathered their 
feedback through either informal conversations and/or written responses. The following section 
presents key findings from these four state agencies. 
 


Table 1: Agencies Interviewed 
State Agency 
New York Department of Financial Services (DFS) 
Rhode Island Office of the Health Insurance Commissioner 


(OHIC) 


Massachusetts 
Division of Insurance (DOI) 
Center for Health Information and Analysis 
(CHIA) 


 


FINDINGS 
 
All four state agencies have legislative authority to request information or data from insurance 
companies, and are authorized to levy fines against carriers who are non-compliant. However, 
none of the state agency representatives recalled ever issuing fines to carriers, and have 
instead focused on working with carriers to overcome any hurdles to data submission. None of 
the states reported using a standardized enforcement approach, instead choosing to take action 
as needed on a case-by-case basis. States focus on keeping a cooperative dynamic with 
carriers, rather than an adversarial one, and prefer to communicate informally by email or phone 
as much as possible. In addition, the state agency representatives emphasized the need to 
build good relationships with carriers, maintain clear and frequent communication about data 
requests, and prioritize data quality over compliance with submission deadlines. The following 
section provides additional insights on key themes from the four state agencies:  
 
LEGEND: 
In the following section, the number of asterisks represents how many state agencies made the same, or 
similar, comment. 
**** Four agencies 
***  Three agencies 
**  Two agencies 
*  One agency  
 


State Agency Authority for Data Collection and Enforcement 
 State agencies have legislative authority to request information or data from insurance 


companies, as well as to penalize carriers for non-compliance by levying fines.**** 
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 If needed, the State agency could also perform a market conduct examination on the 
carrier.* 


 


Enforcement Experience 
 Enforcement action is rarely necessary or implemented,*** and State agencies have 


never fined a carrier for noncompliance with data submissions.**** 
 One State agency noted that it purposely avoids fining carriers, focusing instead on 


collaborating with carriers to address issues.*  
 Agencies value building strong relationships with carriers and maintaining an open 


dialogue. This allows them to clearly explain how the State plans to use the data, as well 
as to ensure that the carriers fully understand all elements of the data request. States 
find this especially critical when working with new carriers or adding new data elements 
to existing requests. ** 


 One State agency noted that, while it has never fined a carrier for noncompliance with 
data submissions, it is still helpful to have regulations in place as well as have someone 
on staff with the title of Director of Compliance. When enforcement action is needed (e.g. 
the carrier has not yet submitted the requested data), the agency uses various strategies 
for dealing with noncompliance; these have included sending a letter from the Director of 
Compliance stating the carrier is out of compliance with a particular regulation,* or 
moving forward in releasing the public report with a note that it was unable to include 
data from that carrier. ** 


 When carriers do not provide the requested data in a timely manner, one agency uses 
leverage where possible, recognizing that carriers typically need information from the 
agency just as the agency needs information from the carriers.* 


 Agencies make enforcement decisions (such as granting extensions) on a case-by-case 
basis. **  


 Requests for extensions and other enforcement issues are more common with new or 
ad-hoc data requests, rather than the ongoing submissions that carriers are used to 
completing.* 


 Some agencies highlighted the importance of providing as much context and explanation 
as possible for data submitters as a way to ensure timely and complete data 
submissions. Agencies work to keep carriers informed as to what data they need, why 
they need it, and how they will use it. ** One agency noted that it focuses on explaining 
to carriers why it is in their best interest to submit complete and accurate data, rather 
than discussing the issue in terms of compliance vs. non-compliance.*  Another makes 
sure that carriers understand the deadlines that the agency itself is facing, so that the 
carriers recognize the urgency of the requests.* These agencies felt that if carriers 
understand the purpose, value, and intended use of the data request as well as why they 
should care about data quality, they may be more responsive and attentive to detail.  


 
Importance of Data Quality 


 States value high quality data, and will work with carriers to address issues and/or allow 
extensions if it means the resulting data will be good quality.*** One state commented 
that its approach has always been to maintain good relationships with carriers, and 
prefers to give carriers more time to submit the data wherever possible because it 
increases data quality.* At times, ensuring good data may require negotiation between 
the agency and the carrier to determine a timeframe that is satisfactory to both parties.** 
Some agencies emphasized that their top priority is getting good data, not meeting the 
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set deadlines.** One state noted that it will delay releasing a report, if needed, to 
thoroughly validate the data and ensure good quality.*  


 Sometimes, carriers will submit data that needs revision or resubmission; in these cases, 
the carriers will work with the agency to resubmit and provide the information 
requested.** 


 


Communication with carriers 
 State agencies typically communicate with carriers via email to initially relay data 


requests or follow up on submission status.*** In some cases, agencies follow up with a 
more formal letter or phone call. Agencies often use phone calls for more informal 
communications such as discussing logistical details. Two agencies noted that they only 
grant extensions over the phone.**  


 State agencies usually communicate with carrier staff such as the government affairs 
liaison, programmers, or data analysts, and pull in the higher-level executive staff as 
needed. ** One state noted that it usually sends the initial data request to the carrier’s 
CEO, who then delegates down to the government relations representative or the 
actuary/analyst for response and further communication with the state agencies.* 


 Two agencies noted that they often invite comment from the carrier community before 
finalizing new data requests. They will email data specifications to the carrier community 
for comment and feedback, and follow that with a bulletin or more formal data request.**  


 One state agency holds bi-weekly calls with all carriers to discuss an ongoing data 
request, and holds one-on-one calls with individual carriers as needed.* 


 One state agency noted that it’s helpful to maintain full transparency with carriers – for 
example, they share all questions and answers with all the carriers to keep everyone on 
the same page. This same agency also works to ensure that the carriers fully 
understand the data requests, by outlining all the definitions and providing examples of 
how to report data where applicable. If there are new data elements, the agency works 
with carriers to make sure they understand the new requirements.* 


 


NEXT STEPS 
 
Gorman Actuarial will take these findings under consideration when preparing its final 
enforcement approach recommendations to the NHID as part of the Strategic Plan Report.
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APPENDIX 1: DISCUSSION QUESTIONS 
 
1. Does the Department have any formal process in place regarding carrier compliance to 


providing requested data? 
2. Are there legislative rules in place to address carrier “non-compliance”? Are there 


department “desk drawer” rules – that is, some less formal rules that the Department 
follows? 


3. How does the Department handle cases where carriers are unresponsive to providing 
requested data? 


4. How does the Department handle case s where data is provided, but the quality of data is 
poor? 


5. Is the communication between the Department and the carrier (with regard to enforcement) 
via email, phone call, or written letter? What is the level/title of the carrier point of contact 
(Government liaison, actuary/data analyst, department head, vice president)? 


6. Are fines levied against the carrier for late or deficient data submissions? 
7. How often are enforcement techniques used in a typical year? 








NH Insurance Department’s Network Adequacy Working Group 
 


Draft Services Model 
Presented at Working Group Meeting June 5, 2015 


 
NHID is working to define provider network adequacy in terms of the services that must be available to 
members at 4 levels of proximity:  Core services must be available in the community in which the 
member lives;  Common services must be available in either the community in which the members lives 
or an adjacent community; Specialized services must be available within the state of New Hampshire; 
Highly Specialized services must be available in New England.  The following grid displays the current 
services by category.  It is organized into rows to help viewers understand the requirements as they 
affect a particular condition or type of service. 
 
The tables below the grid show the proximity of the services delivered in 2013 to the patient’s 
community of residence, according to the NH CHIS database.  Patients received 60% of the services in 
the Core category in their own community.  Services in the Common category occurred less often in the 
patient’s community, but still 81% of the time in the same or an adjacent community.  Specialized and 
Highly Specialized services required more travel.  Patients can always choose to visit a different 
community, even for Core services, and some patients happen to live in communities where Specialized 
services are located, so we would not expect these measures to reach either 100% or 0% local. 
 
Please email comments to Danielle.Barrick@ins.nh.gov by June 30 in order to be considered prior to the 
next work group meeting on July 10. 
 
 



mailto:Danielle.Barrick@ins.nh.gov





CORE COMMON SPECIALIZED HIGHLY SPECIALIZED
Nature of Service within community in same or adjacent community within NH New England


Wellness
Preventive Visits, 
routine immunizations, and injections; 
Chiropractic


Osteopathic manipulation; 
Specialized injections; 
Vision care


Rare conditions; 
Treatments requiring extraordinary equipment or 
facilities (e.g., Burn Centers)


Reproductive care Contraceptive services;
Routine pre‐natal care


Routine delivery, including routine C‐sections
Complicated delivery; 
Non‐routine conditions of pregnancy


Complex neonates


Pediatrics
Well child visits;
Routine immunizations, and injections


Developmental testing; 
Hearing and vision testing


Complex overnight care
Rare conditions; 
Treatments requiring extraordinary equipment or 
facilities (e.g., Burn Centers)


Behavioral Health Diagnostic and therapeutic outpatient services Routine overnight care Complex overnight care TBD


Acute care Routine acute care 
Office visits with specialists;
Routine overnight care. 


Complex overnight care; 
Radiation therapy; 
Office visits with subspecialists.


Rare conditions; 
Treatments requiring extraordinary equipment or 
facilities (e.g., Burn Centers)


Chronic care
Patient education/self management; 
Routine checks


Office visits with specialists; 
Asthma/bronchial care;
Specialized injections


Office visits with subspecialists; 
Complex overnight care


Rare conditions; 
Treatments requiring extraordinary equipment or 
facilities.


PT/OT/ST Diagnostic PT evaluation; 
PT not requiring specialized equipment


Speech and occupational therapy; 
PT requiring specialized equipment


Home Health Services best provided in the patient's home


Cardiac Health Routine EKG Cardiac monitoring and stress testing Complex overnight care
Rare conditions; 
Treatments requiring extraordinary equipment or 
facilities.


Urgent Care1,3
Urgent care;
suture of non‐life‐threatening wounds


Ambulance2 Non‐emergency transport


Procedures
Ambulatory/minor procedures; 
Surgical consultations; 
Eye procedures


Uncomplicated major procedures
Complicated or unusual major procedures (e.g., 
transplants)


Tests Routine lab tests and venipuncture
OP endoscopy; 
Standard imaging (X‐rays and ultrasound)


Advanced Imaging (CT/CAT, MRI); 
Complex endoscopy; 
Neurologic tests; 
allergy tests


NHID Network Adequacy Services Model:  DRAFT # 1


1According to healthcare.gov, insurance plans can’t require higher copayments or coinsurance if you get emergency care from an out‐of‐network hospital. They also can’t require you to get prior approval before getting emergency room services from a provider or hospital outside your plan’s 
network.  This applies to all plans that have networks, except for Grandfathered plans.


 2Emergency transport to nearest ER should be covered with Emergency Room.
3Non‐emergency walk‐in care center (NEWCC) means a medical facility where a patient can receive medical care which is not of an emergency life‐threatening nature, without making an appointment and without the intention of developing an ongoing care relationship with the licensed 
practitioner.  Per http://www.dhhs.nh.gov/oos/bhfa/documents/he‐p806.pdf







SERVICE GRID:  CORE 
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Service Description # of Events w Known 
Provider Location 


% Same 
Community 


% Same or 
Adjacent 


Total 5,241,892 60% 84% 
Home Health   35,809 100% 100% 
Diagnostic PT evaluation 57,550 66% 89% 
Chiropractic 442,096 65% 90% 
Suture of non-life-threatening wound 3,916 65% 85% 
Routine acute care 1,009,140 64% 88% 
Preventive visits 307,930 64% 90% 
Routine immunizations and injections 626,293 63% 87% 
PT procedures not requiring specialized equipment 1,271,267 61% 85% 
Routine EKG 99,216 57% 80% 
Contraceptive services 7,868 56% 86% 
Routine pre-natal care 22,117 56% 87% 
Taking sample for routine lab test 794,704 55% 75% 
Patient education/self-management 26,670 53% 86% 
Urgent Care 9,406 52% 84% 
Diagnostic and Therapeutic services for Mental 
Health 450,328 51% 82% 
Ambulance 59,974 42% 55% 
OP Therapy for Substance Use disorder 17,608 32% 52% 







SERVICE GRID:  COMMON 


2 


Service Description 
# of Events w Known 


Provider Location 
% Same 


Community 
% Same or 
Adjacent 


Total 1,513,835 52% 81% 
Routine overnight care 11,586 65% 85% 
Routine delivery of newborns 7,907 59% 91% 
Asthma and bronchial care 43,422 57% 84% 
Cardiac monitoring and stress testing 41,064 57% 83% 
Standard imaging (X ray and ultrasound) 189,507 55% 86% 
Speech/Occupational Therapy 36,738 55% 88% 
Vision care 340,796 55% 80% 
OP endoscopy 56,951 54% 83% 
Hearing and vision services 55,121 54% 85% 
Osteopathic manipulation 3,550 53% 90% 
Ambulatory/minor procedures 218,325 50% 78% 
Surgical consultation 12,019 49% 80% 
Developmental Testing 11,954 48% 77% 
Specialized injections 65,616 47% 82% 
Office visit w specialist 419,279 47% 77% 







SERVICE GRID: SPECIALIZED 
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Service Description 


# of Events w 
Known Provider 


Location % Same Community 
% Same or 
Adjacent 


Total 88,316 44% 74% 
Advanced imaging (MRI, CAT/CT) 8,326 49% 82% 
Radiation therapy 45,297 46% 77% 
Complex overnight care 10,874 43% 67% 
Allergy testing 5,834 41% 78% 
Neurologic Testing 3,786 40% 72% 
Uncomplicated Major procedures 13,280 36% 64% 
Complex endoscopy 919 35% 62% 







SERVICE GRID: HIGHLY SPECIALIZED 
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Service Description 


# of Events w 
Known Provider 


Location % Same Community 
% Same or 
Adjacent 


Total 2,889 35% 60% 
Complex or preterm neonates 1,025 53% 85% 


Rare conditions or extraordinary facilities 1,558 29% 49% 


Complicated Major procedure 306 12% 31% 
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1. Executive Summary 
 
In May 2010, New Hampshire passed RSA 420-G:14-a, V-VII (Chapter 240 of the laws 
of 2010, an act requiring public hearings concerning health insurance cost increases).  
This law requires the New Hampshire Insurance Commissioner to “hold an annual public 
hearing concerning premium rates in the health insurance market and the factors, 
including health care costs and cost trends, that have contributed to rate increases during 
the prior year.”  This year’s hearing is scheduled to be held on October 31, 2014.  The 
law also requires the Commissioner to “prepare an annual report concerning premium 
rates in the health insurance market and the factors that have contributed to rate increases 
during the prior year.”  The Commissioner and the New Hampshire Insurance 
Department (NHID) have engaged Gorman Actuarial, Inc. (GA) to assist them in 
preparing this fourth Annual Report.  Following the hearing, this report may be revised to 
reflect new information or recommendations discussed at the hearing. 
 
The preliminary key findings from this year’s report are: 


  
 In 2013, average premiums in New Hampshire’s fully-
insured private markets increased 3%.  The continued 
movement towards plans with increased member cost sharing 
prevented additional premium increases of approximately 2% 
to 4%. 
The average 2013 premium increase was up from the 1.1% 
premium increase experienced in 2012. 


 
 Actual healthcare claims increased 1.3% from 2012 to 2013.  
Overall claim trends decreased for the third straight year, from 
3.3% in 2011 to 2.7% in 2012 to 1.3% in 2013.  Utilization trends 
were negative for three straight years, although utilization 
increased from -3.5% in 2012 to -2.6% in 2013.  Overall cost 
trends have decreased, from 6.4% in 2012 to 4.1% in 2013.  
 
 The overall combined inpatient and outpatient hospital rate 
change is 3.2% in 2013.   
Inpatient and outpatient hospital spending represents 40% to 50% 
of total medical and pharmacy expenditures.  While the overall 
hospital rate change has decreased from prior years, the majority of 
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hospital-specific rate changes continue to be higher than the 2013 
Northeast Medical Consumer Price Index (CPI) of 1.6%.1 
 
 In addition to premium costs, members paid $966 on 
average in out-of-pocket cost sharing in 2013. 
The share of claims paid by members represents approximately 
19% of total medical claims. 
 
 Pricing trends in 2014 and 2015 reflect the more favorable 
observed claim trends in recent years. 
2014 to 2015 pricing trends are approximately 8% and are 
generally lower than historic pricing trends and are consistent with 
national trend survey results.  These trends differ from observed 
trends for several reasons.  For example, there is a time lag 
between when premiums are set and emerging experience.2 
 
 Average deductible levels and member out-of-pocket 
maximums have increased in all market segments. 
The Individual and Small Group Markets saw the largest increases 
in deductibles and member out-of-pocket maximums, followed by 
the Large Group Market. 
 
 Carriers priced their 2013 plans such that 81.8% of 
premiums would go towards coverage of medical claims.  
Actual claims consumed only 78.6% of premiums. 
2013 pricing trends did not typically reflect negative utilization 
trends, which contributed to the variance between the target and 
actual medical loss ratio.  Medical loss ratios for five carriers were 
below the minimum thresholds set by the ACA, resulting in those 


                                                 
1 http://www.bls.gov/cpi/cpid1312.pdf  The Northeast is defined as Connecticut, Maine, Massachusetts, 
New Hampshire, New York, New Jersey, Pennsylvania, Rhode Island and Vermont.  The CPI for Medical 
Care is based on both medical care services (professional services, hospital and related services and health 
insurance) and medical care commodities (medicinal drugs, medical equipment and supplies.)  For more 
information on how Medical CPI is calculated, see http://www.bls.gov/cpi/cpifact4.htm. 
2 For additional discussion regarding differences between pricing trend and observed trend, please see 
Section 7.5. 
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carriers paying nearly $5.5 million in premium rebates to New 
Hampshire policyholders for 2013. 
 
 Carrier-reported actual expenses, including taxes and 
assessments, increased 8.9% in 2013.3   
The percentage of premium going towards expenses has increased 
from 15.5% to 16.4% from 2012 to 2013.  The increase in 
expenses is driven by a combination taxes and assessments along 
with other carrier administrative costs.  While overall expenses are 
a much smaller percentage of total premium compared to claims, 
given this increase, it is recommended that future reports continue 
to further analyze the increase in expenses. 
 


  


                                                 
3 Expenses reported by the carrier generally tie to information reported in the Supplemental Health Care 
Exhibits (SHCE) except in the case of Anthem where the information is adjusted to exclude the Federal 
Employees Program (FEP.) 
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2. Data Sources and Definitions 
 
A number of data sources were utilized in preparing the report.  GA utilized existing data 
and information collected by the NHID along with publicly available information.  GA 
and the NHID also asked the major carriers in the New Hampshire fully-insured market 
to complete a questionnaire providing details not readily available from other data 
sources.  This report uses only de-identified or aggregated responses to the questionnaires 
except where noted.  Gorman Actuarial has not audited this information for accuracy.  
We have performed a limited review of the data for reasonableness and consistency.  If 
the underlying data is inaccurate or incomplete, the results of this analysis may likewise 
be inaccurate or incomplete.  Additional details on key data sources and a glossary of key 
terms can be found in the Appendix at the end of this report.  The report contains 
statements that attempt to provide some context to current or past trends.  These 
statements are based on the understanding of the existing and proposed regulatory 
environment as of October 2014.  If subsequent changes are made, these statements may 
not appropriately represent the expected future state. 
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3. Overview of New Hampshire Insurance Market 
 
Many different types of health insurance plans are available in New Hampshire.  To put 
the markets in some context, Figure 1 shows the estimated distribution by type of health 
insurance coverage for all New Hampshire residents during 2011 - 20124, the most recent 
years for which the data were available.  It was estimated that 12% of New Hampshire 
residents were uninsured in 2012.  This is below the national average of 15% and placed 
New Hampshire as the 14th lowest out of the 50 states that year.5  In 2012, 23% of the 
population received health coverage through public sources including Medicare and 
Medicaid.  The Medicaid rate of 8% was the lowest of any state, and significantly below 
the national average of 16%.  Slightly less than two-thirds of the market received health 
coverage in the private market, either through individual insurance or employer-
sponsored group insurance coverage.  The 59% receiving employer-sponsored coverage 
was the highest of any state in the country and was well above the national average of 
48%. 
 


 


Figure 1 – Distribution of New Hampshire Health Insurance Coverage (2011 - 2012) 


 


                                                 
4 Kaiser Family Foundation: http://www.statehealthfacts.org/profileind.jsp?cat=3&sub=39&rgn=31 
The data is based on an analysis of the Census Bureau’s March 2012 and 2013 Current Population Surveys 
(CPS; Annual Social and Economic Supplements) and are restricted to the civilian (not active duty 
military) population.  The state data represent 2-year averages.  In certain segments, the survey data may 
not be consistent with New Hampshire state reporting. 
5 For residents under age 65 (unlikely to be covered by Medicare), 14% of New Hampshire residents and 
18% of residents nationally are estimated to be uninsured. 
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New Hampshire’s private health insurance market membership can be further divided 
between self-insured coverage and fully-insured coverage.  Self-insurance is a type of 
funding arrangement in which an employer does not actually pay insurance premiums to 
a carrier to accept the claims risk.  The employer pays only a service fee to a carrier to 
administer the plan, and covers the cost of claims directly.  These arrangements are 
common among larger employers.  Approximately 55% of privately insured members in 
New Hampshire are covered under a self-insured arrangement.  Because these employers 
pay claims directly, rather than paying premiums for their coverage, the primary focus of 
this report will be on the remaining 45% of privately insured members in the Individual, 
Small Group, and Large Group fully-insured segments. 
 
Figure 2 shows each carrier’s share of members in the combined fully-insured markets.  
Anthem, which includes Matthew Thornton, has 60% of the overall share of members 
and is the largest carrier in each market segment.  Harvard Pilgrim is the second-largest 
carrier, with a 27% overall share.  Cigna has just a 6% share of the fully-insured markets 
but maintains a substantial market presence in New Hampshire with approximately a 
third of the self-insured market.  MVP’s member share continued to decline and was only 
3% of the fully-insured marketplace in 2013, as it had previously announced plans to 
withdraw from the New Hampshire market.6  All other carriers combined have 
approximately 4% of the fully-insured market in New Hampshire. 
 


 


Figure 2 – Fully-Insured Market Share by Year7 


  


                                                 
6 https://swp.mvphealthcare.com/wps/portal/mvp/shared/aboutus/pressreleases - October 15, 2013 press 
release - MVP Announces Intention to Concentrate Resources in VT and NY 
7 2011 - 2013 Supplemental Health Care Exhibit filings, excluding Federal Employee Program members.  
This chart represents New Hampshire situs based members while Figure 1 represents New Hampshire 
residents. 
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4. Premium Trends - Unadjusted 
 
Similar to previous reports, fully insured premium trends were analyzed on both an 
unadjusted and benefit-adjusted basis.  The unadjusted basis examines earned premium8 
PMPM trends based on information provided by each carrier as displayed in Table 1.  
These premiums reflect actual average premium rates paid in each market and can be 
influenced by factors such as the demographic mix of the membership and the changing 
level of benefits covered under each plan.  For example, if an employer group increases 
its deductible, its relative premium would decrease which would be reflected in the 
unadjusted premium.  Therefore, the unadjusted premium trends do not fully reflect the 
increased cost of insurance borne by the average member, including changes in out-of-
pocket cost sharing. 
 


 


Table 1 – Unadjusted Earned Premium by Market Segment and Year9 
 
The Individual Market premium PMPM’s remain well below the Group Market PMPM’s.  
The Individual Market plans have higher average levels of member cost sharing, and the 
use of health underwriting (which is no longer permitted for ACA-compliant plans 
beginning in 2014) leads to a generally healthier risk pool.  In 2013, the Small Group and 
Large Group Markets experienced the highest trends of 3.7% and 3.3%, respectively, 
while the Individual Market experienced the lowest trends, at 1.7%.  In last year’s report, 
the pattern of increases was opposite by market, with the highest premium trends in the 
Individual Market.  The overall 2013 premium trend across all of the fully-insured 
markets is 3.0%, up from 1.1% in the prior year. 
  


                                                 
8 Earned premium is defined per the instruction to the federal medical loss ratio annual reporting form:  
Earned premium means all monies paid by a policyholder or subscriber as a condition of receiving 
coverage from the issuer, including any fees or other contributions associated with the health plan and 
reported on a direct basis. Any amounts for ACA fees collected in advance of the MLR reporting year in 
which the fee is payable must not be reported as unearned premium. 
9 Source: 2013 and 2014 NHID Carrier Questionnaires 


Unadjusted Earned Premium PMPM


2012 2013 % Change


Individual $304.50 $309.74 1.7%


Small Group $431.34 $447.13 3.7%


Large Group $435.47 $449.89 3.3%


Total Fully‐Insured $417.10 $429.76 3.0%
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5. Member Cost Sharing and Benefit Buy-Down 


5.1. Member Cost Sharing 
 
Using data provided by carriers for the 2012 and 2013 New Hampshire Supplemental 
Reports data submissions, Gorman Actuarial was able to analyze the change in cost 
sharing between these two time periods.  Health insurance plan designs can have many 
different member cost sharing attributes.  The Supplemental Report captures data for 
several key cost sharing attributes, including deductibles, coinsurance, office visit copays, 
and member out-of-pocket maximums.  Table 2 displays a distribution of membership by 
deductible level for each of the three fully-insured market segments in CY 2012 and CY 
2013.  Similar to last year’s analysis, there continues to be movement in each of the 
market segments towards health plans with higher deductibles.  The Small Group markets 
appear to have experienced the greatest amount of shift towards higher deductibles: 61% 
of the Small Group Market had deductibles of $3,000 or more in 2013, compared to 48% 
in 2012. 
 


 


Table 2 – Member Distribution of Deductible by Market Segment and Year10,11,12 
 
Table 3 shows the average deductible, member coinsurance percentage, and member out-
of-pocket limit for 2012 and 2013.  The average deductible in the Individual Market 
increased the most at $488, while the Small Group Market increased $308, followed by a 
smaller increase in the Large Group Market, of $169.  The Individual Market continues to 
have the largest average deductible levels and average out-of-pocket maximums 
compared to the other market segments along with having a significantly higher 
percentage of members in high-deductible health plans, or HDHP’s.  The determination 


                                                 
10 Source:  NH Supplemental Report Data.  Excludes plans with no cost sharing.   
11 The data from the NH Supplemental Report was limited to a subset of carriers in 2012 and 2013 
consistent with the subset of carriers surveyed in the 2014 NHID Carrier Questionnaires. 
12 One carrier restated their 2012 Large Group data submission and therefore this data will not match to the 
2012 information reported in last year’s annual hearing report. 


Deductible 2012 2013 2012 2013 2012 2013


$0 0% 0% 0% 0% 6% 5%


$1 - $499 0% 0% 0% 0% 1% 1%


$500 - $999 1% 2% 0% 0% 9% 7%


$1,000 - $1,499 26% 19% 15% 7% 14% 14%


$1,500 - $2,999 31% 29% 37% 32% 33% 30%


$3,000 - $4,999 5% 9% 40% 49% 30% 33%


greater than or equal to $5,000 36% 41% 8% 12% 7% 9%


Total 100% 100% 100% 100% 100% 100%


Individual Small Group Large Group
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of HDHP is defined by the Internal Revenue Service (IRS) where, in 2013, a health 
policy had to have a deductible of at least $1,250 for individual coverage and an out-of-
pocket maximum that did not exceed $6,250.13 
 


 


Table 3 – Cost Sharing Attributes by Market Segment and Year14,15 
 
Based on the information submitted in the 2014 NHID Annual Hearing Carrier 
Questionnaire, approximately 13% of the Individual Market members are in 
grandfathered plans as of April 2014, compared to 1% in the Small Group Market.  An 
additional 31% of Individual Market members and 85% of Small Group Market members 
were in ACA transitional policies as of April 2014.16  ACA transitional policies that 
renew on or before October 2016 are not considered out of compliance with certain 
provisions of the ACA.17  It is assumed that members in the ACA transitional polices 
eventually will migrate to ACA-compliant policies.  In 2014, the highest deductible 
levels in the New Hampshire Insurance Marketplace (the state healthcare Exchange) are 
$5,750.18,19  Non-grandfathered Individual Market members who were in plans with 
deductibles greater than $5,750 in 2013, may need to choose plans with lower deductibles 
in 2014. 
 
In addition to examining specific cost-sharing attributes, we can also look at the overall 
average member out-of-pocket spending.  The average member out-of-pocket spending 
on an annual basis was $966 in 2013.  This is in addition to annual premium costs.  On a 
percentage of total claims, this level of cost sharing equates to 19% of total allowed 
claims for the entire fully-insured market and 18% for Group Markets only.  As a 
comparison, The Health Care Cost Institute (HCCI), which is based on employer group 
business only, reported national average annual cost sharing in 2012 of $768 per member, 


                                                 
13 http://www.irs.gov/pub/irs-drop/rp-12-26.pdf  
14 Source:  NH Supplemental Report Data.  Excludes plans with no cost sharing.  Average out-of-pocket 
maximum also excludes plans with no out-of-pocket maximum.   
15 One carrier restated their 2012 Large Group data submission and therefore this data will not match to the 
2012 information reported in last year’s annual hearing report 
16 Note that the information in this report is based on April 2014 and therefore may differ from the 
information presented in the report “New Hampshire Health Insurance Market Analysis”, August 18, 2014, 
Wakely Consulting Group which is based on data as of May 2014. 
17 http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/transition-to-compliant-
policies-03-06-2015.pdf, http://www.nh.gov/insurance/media/bulletins/2014/documents/ins_14_009_ab.pdf  
18 http://www.nh.gov/insurance/consumers/documents/nh_mktplc_indvplns.pdf   
19 This is based on the Bronze metal level and does not include catastrophic plans. 


2012 2013 2012 2013 2012 2013
Average Deductible $3,192 $3,679 $2,540 $2,847 $2,162 $2,331


Average Member Coinsurance 9% 8% 2% 2% 3% 3%
Average OOP Maximum $4,159 $4,506 $3,130 $3,489 $3,252 $3,410
% of Members in High Deductible 
Health Plans (HDHP) 52% 53% 15% 15% 20% 19%


Individual Small Group Large Group
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which was 16% of allowed claims.20  The New Hampshire Individual Market has the 
highest cost sharing percentage at 28% of allowed claims which is the result of their 
lower overall allowed claims and higher cost sharing amounts. 
 


 


Table 4 – Member Cost Sharing as a Percentage of Total Allowed Claims by Market 
Segment in 201321, 22 


 


5.2. Benefit Buy Down 
 
When analyzing premium changes and medical trends, it is helpful to understand what 
portion of the change is due to cost changes from the carrier and what portion of the 
change is due to a change in benefits purchased.  For example, a policyholder could 
receive a premium increase of 10%.  However, this 10% increase could reflect a 15% 
increase from the carrier and a 5% decrease because the policyholder purchased benefits 
that reflect higher cost sharing.  “Benefit buy-down” is the process of selecting a plan 
with reduced benefits or higher member cost-sharing as a way to mitigate premium 
increases. 
 
There are different ways to calculate benefit buy-down.  One method is to calculate the 
change in actuarial value between two time periods.  Actuarial value is defined in simple 
terms as the share of total medical costs covered by the health plan for a standard 
population.  The higher the actuarial value, the more comprehensive or richer the benefit 
plan design.  The lower the actuarial value, the more the average member generally pays 
for benefits through member cost sharing.  For the same benefit plan design, there can be 


                                                 
20 http://www.healthcostinstitute.org/files/2012report.pdf - HCCI 2012 Health Care Cost and Utilization 
Report.  Their report analyzed employer-sponsored insurance and members under age 65 only. 
21 NH Supplemental Report Data.  Analysis excludes records with no member months and negative 
member responsibility amounts. 
22 The source for last year’s member cost sharing amounts was the 2013 Carrier Questionnaire, but since 
the NH Supplemental Report started capturing this information with the 2014 submissions, the data is now 
based on the NH Supplemental Report. 


Average Member Cost 
Sharing as % of 


Allowed


Individual 28%


Small Group 20%


Large Group 17%


Total Fully-Insured 19%


Total Group Only 18%


2013







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 15     


significant variation in estimated actuarial value due to differences in the assumptions 
used. 
 
Gorman Actuarial relied on several methodologies to review benefit buy-down in this 
year’s report.  Beginning with the March 2014 Supplemental Report data submissions, 
insurance carriers in New Hampshire were required to submit the Minimum Value with 
each plan design.  Minimum Value is measured as stated in Section 1302 (d)(2)(C) of the 
ACA, and more details are provided in the 2014 NHID Supplemental Report Bulletin.23 
GA reviewed the change in the Minimum Value reported in the 2012 and 2013 
Supplemental Report submissions.  In addition, GA reviewed the reported cost sharing 
information from the Supplemental Report and estimated actuarial values using GA’s 
internal actuarial value pricing model.  The results of these analyses generated a range of 
benefit buy-down estimates for each market segment from 2012 to 2013.24  Table 5 
displays a range of estimated premium reductions due to benefit buy-down for each fully-
insured market segment based on the results of these methodologies.  Across the entire 
fully-insured market in 2013, the estimated range of premium reductions due to benefit 
buy-down is 2 to 4%.  In 2013, the Individual Market and Small Group Markets 
experienced benefit buy-down in the range of 2% to 4%, while the Large Group Markets 
experienced less benefit buy-down, estimated at 1% to 3%. 
 


 


Table 5 – Benefit Buy-Down by Market Segment 


 


5.3. Product 
 
While benefit buy-down has continued to impact premium trends in New Hampshire, the 
product selections in New Hampshire remained fairly stable through 2013, with some 
changes in 2014.  Figure 3 displays the percentage of New Hampshire private market 
membership by product and insured status for years ending December 2011, 2012 and 
2013 in addition to membership as of April 2014.  This includes all market segments and 


                                                 
23 http://www.nh.gov/insurance/media/bulletins/documents/ins_14_005_ab.pdf 
24 There are limitations in each of the methodologies employed to calculate benefit buy-down, thus a range 
of benefit buy-down is shown for 2012 to 2013.  Minimum Values were not reported in Supplemental 
Report data submissions prior to 2012 and therefore actuarial values reported in prior data submissions may 
not be comparable. 


Individual
Small Group
Large Group
Total 2% to 4%


2013 Benefit Buy-
Down Range


2% to 4%


2% to 4%


1%  to 3%
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both fully insured and self-insured membership, as reported by the carriers surveyed.25  
The overall proportion of self-insured membership has remained fairly stable, at around 
52% to 53% when combined across all products.  Within the self-insured membership, 
the product distribution has also remained fairly stable between HMO/POS/EPO products 
and PPO/Indemnity products.  Some have suggested that there will be shifts to the self-
insured market as a way for employers to avoid some of the requirements of the ACA.  
The data indicate that this expected trend has not yet impacted New Hampshire.  It will 
be interesting to continue to track this information in the future, especially when the 51-
to-100 Market is defined as the Small Group market in 2016 and beyond. 
 


 


Figure 3 – Commercial Membership by Product, Insured Status and Year26 


 
Figure 4 shows the membership distribution by product for only the fully insured market 
segments.  The distribution of members by products remained fairly stable through 
December 2013, but in April 2014 there was a shift to HMO/POS/EPO products.  This 
was primarily a result of an influx of members to the New Hampshire Health Insurance 
Marketplace and the introduction of an HMO product offering to these members.  
 


                                                 
25 Data in this section is based on information from the 2014 Carrier Questionnaire which only includes 
four carriers.  This is different from the information in Section 3 which is based on the Supplemental 
Health Care Exhibits from all reporting carriers. 
26 Source:  2014 Carrier Questionnaire 
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Figure 4 – Fully-Insured Membership by Product and Year27 


 


6. Premium Trends - Adjusted 
 
There are several key drivers of the unadjusted premium trend.  One is the impact of 
benefit changes on premium trends.  As consumers buy down to benefit plans with higher 
out-of-pocket cost sharing, the premiums do not increase as rapidly as they would have if 
the benefits had not been reduced.  Using the benefit buy-down ranges calculated in 
Section 5, we can recalculate each market’s estimated premium trends to demonstrate the 
trends after adjusting for benefit changes.  This is referred to as benefit-adjusted premium 
trends.  Table 6 shows the unadjusted and benefit-adjusted premium trends for each 
market segment in 2013.  In each market, because of the impact of benefit buy-down, the 
adjusted trends are higher than the unadjusted trends.  For example, if small employers 
did not change their current benefit levels, in 2013 the Small Group Market would have 
experienced average premium increases in the range of 6% to 8% (benefit-adjusted 
premium trend).  However, since small employers did “buy-down” in 2013, the actual 
premium increase experienced in 2013 was 3.7% (unadjusted premium trend).  On a 
benefit-adjusted basis, overall premiums in the fully-insured market increased 5% to 7% 
in 2013 compared to an unadjusted premium trend of 3.0%.  In 2012, the unadjusted 
overall premium trend in the fully-insured market was 1.1% and the adjusted premium 
trend was 5% to 7%.  Therefore, in both 2013 and 2012, the benefit-adjusted premium 
trend is estimated at 5% to 7%, but because there was less benefit buy-down in 2013 
compared to 2012, the overall unadjusted premium trend was higher in 2013 compared to 
2012 (3.0% compared to 1.1%.) 
 


                                                 
27 Source:  2014 Carrier Questionnaire 
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Table 6 – 2013 Impact of Benefit Buy Down on Premium Trends by Market 
Segment28 


 


7. Components of Premium 


7.1. Introduction 
 
This section explores the trends and drivers of each component of premium – claims, 
expenses, and profits – in terms of how they impacted 2013 premium rate levels and 
actual 2013 results.  It is important to remember that carriers must file premium rates 
several months in advance of the beginning of the period for which the rates are effective.  
This can lead to some lag between pricing assumptions, which are heavily influenced by 
past experience, and actual results seen in the projected period for which the premium 
rates are effective. 
 


7.2. Medical Claims 
 
Medical expenses, or claims, are the largest contributor to health insurance premiums, 
and the increase in claim costs has been the largest driver of the increase in premiums 
over time.  Figure 5 shows the annual allowed claim trends by market segment.  Allowed 
claims are the sum of the claim amounts paid by the carriers and the payments paid by 
the members through cost-sharing, such as deductibles and copayments.  Across all fully-
insured markets the average allowed claim trends have been declining over the past three 
years, and was 1.3% in 2013.  The Individual and Large Group Markets saw significant 
decreases, while the Small Group Market increased slightly, compared to 2012.  
Consistent with prior years, these overall New Hampshire trends are below trends seen 
nationally in the Segal Health Plan Cost Trend Survey.29  However, the year-over-year 
pattern of the results in New Hampshire are consistent with those seen on a national 
basis, where 2013 national medical trends were down 0.6% to 1.7%,  and are at the 
                                                 
28 Unadjusted premium trends represent actual premium trends as reported by the carrier.  Benefit-adjusted 
premium trends are estimated to reflect the premium trends assuming no benefit changes. 
29 http://www.segalco.com/publications/surveysandstudies/2015trendsurvey.pdf, Table 2:  Selected 
Medical, Rx Carve Out and Dental Trends:  2003 – 2013 Actual and 2014-2015 Projected 


Unadjusted 
Premium 


Trends


Estimated 
Benefit Buy 
Down Range


Adjusted 
Premium 


Trends


Individual 1.7% 2% to 4% 4% to 6%


Small Group 3.7% 2% to 4% 6% to 8%


Large Group 3.3% 1% to 3% 4% to 6%


Total Fully-Insured 3.0% 2% to 4% 5% to 7%


2013 Impact of Benefit Buy Down on Premium Trends
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lowest levels seen in the history of the survey, which dates back to 2002.  Section 8 of 
this report has additional regional and national trend comparisons. 
 


 


Figure 5 – Observed Allowed Claim Trends30
 


 
Claim trends can be separated into two distinct categories: utilization and cost.  
Utilization is simply the number of services provided (e.g. admissions to a hospital, visits 
to a specialist, prescriptions filled).  Cost trends are a combination of the change in unit 
price of specific services, the change in claim severity of the total basket of services 
provided, and the change in mix of providers being used.  Claim severity is often driven 
by the availability of new treatments or technology that contributes to an overall change 
in claim costs.  A typical example of an increase in claim severity is when a patient 
receives an MRI rather than an X-ray to diagnose an injury.  The utilization of services 
may still be one service, and the unit price of an X-ray and the unit price of an MRI may 
not have changed.  However, the overall cost of claims has increased because the patient 
received a more expensive service. 


 
Figure 6 and Figure 7 isolate the utilization and the cost components of the allowed 
trends.  Utilization trend has been the major driver of the overall deceleration in claim 
trends in recent years, with negative trends for the past three years.  Across all markets, 
2013 utilization trends were -2.6%.  Leading the way is the Individual Market which 
experienced a claim trend of -4.5%.  Within the Individual Market, the Inpatient and 
Outpatient Facility service categories experienced trends of -7% and -8% respectively.  
The Small Group Market utilization trend in 2013 increased compared to 2012 but was 
still negative at -2%.  The Large Group Market utilization trend increased slightly from 
2012 to 2013. 


 


                                                 
30 2014 Carrier Questionnaire – weighted average by allowed claim amounts in the corresponding year. 
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Figure 6 – Observed Utilization Trends31
 


 
While utilization trends remain favorable, the offsetting increase in provider 
reimbursement levels continued to drive premium increases overall.  Figure 7 shows the 
2013 cost trends across all fully-insured markets at 4.1%.  This is a decrease compared to 
5.6% in 2011 and 6.4% in 2012.  Each of the three market segments saw a decrease in 
cost trends, and the trend in 2013 was lower than in 2011 and 2012.  Similar to 2012, the 
cost trends by market segment were fairly consistent and range from 4.0% to 4.3% in 
2013.  As stated above, these cost trends include the portion attributable to mix.  As 
reported by the carriers surveyed, estimated mix trends for the past two years ranged 
from -1% to +1%. 


 
 


                                                 
31 2014 Carrier Questionnaire – weighted average by allowed claim amounts in the corresponding year. 
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Figure 7 – Observed Cost Trends32
 


 
Claim payments can also be segmented by the type of service that is being covered.  
Figure 8 shows the distribution of 2013 allowed claim payments across all fully-insured 
markets by the various types of service.  43% of all claims were paid to a facility such as 
a hospital or ambulatory surgical center to cover inpatient or outpatient care.  
Professional care, such as office visits to a physician or therapist, accounted for 28% of 
total claims, while prescription drugs represented 18% of payments.  The remaining 11% 
of claims consisted of other payments that don’t easily fit into the four primary 
categories, such as durable medical equipment, such as wheelchairs and non-fee-for-
service payments, such as capitation payments and quality incentives. 
 
 


                                                 
32 2014 Carrier Questionnaire – weighted average by allowed claim amounts in the corresponding year 
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Figure 8 – 2013 Claims by Type of Service33
 


 
Figure 9 presents the observed allowed claim trends by the four major types of service 
categories across all fully-insured markets for the years 2011, 2012, and 2013.  All 
service categories experienced a decrease in trends in 2013 compared to 2013 except 
Professional, which saw an increase from 2.3% in 2012 to 2.8% in 2013.  Outpatient 
Facility, which is one of the largest segments of medical expenditures, saw a decrease in 
each of the market segments.  The decrease in outpatient facility is driven by decreases in 
utilization, and the decrease in utilization for this segment is due in part to a shift of 
services (such as lab services) from outpatient facilities to independent labs, which is part 
of the professional service category. 
 


                                                 
33 2013 Carrier Questionnaire 







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 23     


 


Figure 9 – Observed Trends by Service Category34
 


 


7.3. Provider Costs 
 
As hospital spending generally comprises nearly half of total health care spending, and 
trends in hospital spending have been driven by increases in costs rather than utilization, 
carriers provided their 2013 and 2014 projected inpatient and outpatient hospital unit cost 
changes by facility so that we could further analyze these costs.  Figure 10 displays the 
combined inpatient and outpatient unit cost changes by facility across all reporting 
carriers for both 2013 (in red) and 2014 (in blue).  The single dark black line represents 
the 2013 Northeast Medical Consumer Price Index (CPI) of 1.6%.35  Similar to what was 
observed last year, the vast majority of hospitals (22 out of 26) have unit price changes 
above the Northeast medical CPI.  The hospitals are grouped into three geographic 
regions: Southeastern, Central/Western, and Northern.36  The figure shows variation in 
the rate changes both across the state and also within each region.  The Northern region 
continues to have lower rate changes than the rest of the state. 


 


                                                 
34 2014 Carrier Questionnaire – weighted average by allowed claim amounts.  The total Fully-Insured trend 
for the “Other” service category was -0.9%. 
35 http://www.bls.gov/cpi/cpid1312.pdf   
The Northeast is defined as Connecticut, Maine, Massachusetts, New Hampshire, New York, New Jersey, 
Pennsylvania, Rhode Island and Vermont.  The CPI for Medical Care is based on both medical care 
services (professional services, hospital and related services and health insurance) and medical care 
commodities (medicinal drugs, medical equipment and supplies.)  For more information on how Medical 
CPI is calculated, see http://www.bls.gov/cpi/cpifact4.htm. 
36 Regions defined based on definition from the report “Analysis of Price Variations in New Hampshire’s 
Hospitals” by the University of Massachusetts Medical School (UMMS). 
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Figure 10 – Hospital Inpatient and Outpatient Combined Average Rate Changes 
2013 and 201437 


 
While the rate changes for many hospitals are above the Northeast medical CPI, there is a 
general decrease in the rate changes when we look at the trends for the past several years.  
Figure 11 shows that the blended Inpatient and Outpatient unit cost rate change decreased 
from 2011 through 2013, with a slight increase projected for 2014. 
 


 


Figure 11 – Inpatient and Outpatient Facility Combined Average Rate Changes38 


 


                                                 
37 2014 Carrier Questionnaire – weighted average across all reporting carriers. 
38 Ibid. 
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In addition to variation in rate changes to hospitals in New Hampshire, there continued to 
be significant variation in the level of payments across carriers.  As cited in the reports 
for the previous two years, several studies were commissioned by the NHID related to 
understanding the variation in prices paid to hospitals, including “Analysis of Price 
Variations in New Hampshire’s Hospitals,” by the University of Massachusetts Medical 
School (UMMS)39, and “The Costs of NH’s Health Care System: Hospital Prices, Market 
Structure, and Cost Shifting,” by the New Hampshire Center for Public Policy Studies 
(NHCPPS)40. The study by UMMS concluded that there was wide variation in 
commercial prices paid to New Hampshire hospitals even after adjusting for case mix, 
while the NHCPPS report stated that New Hampshire’s hospital prices demonstrate 
significant variation that is not necessarily explained by patient morbidity, quality of care, 
or payer mix. In addition, the analysis generated by the UMMS report demonstrated that 
on a case-mix adjusted basis, the most expensive hospital was paid more than twice as 
much for inpatient services and outpatient services than the least expensive hospital, 
based on data from 2009. The NHCPPS report also demonstrated that based on hospital 
price data from 2005 to 2009, high-cost hospitals generally tend to hold their position as 
high-cost hospitals over time, while low-cost hospitals tended to remain low-cost 
hospitals over time. 
 
In order to understand whether the variation in price observed in these previous studies 
was still in existence, we asked each carrier surveyed to provide 2012, 2013, and 2014 
price index data for inpatient and outpatient hospitals based on their contracted rates with 
each facility.  Recognizing that each carrier had different methodologies for calculating a 
hospital’s price index, our goal was not to duplicate the analyses from the UMMS and 
NHCPPS but rather to understand at a high level if price disparity continued in the New 
Hampshire market.  Figure 12 provides an example of the results of one carrier’s price 
indices, or relative price, by hospital.  In this case, the most expensive hospital was paid 
more than twice as much as the least expensive hospital.  While the rank or order of 
hospitals varied by carrier, the variation across hospitals and the difference between the 
most expensive and least expensive hospital was consistent among carriers.  The fact that 
the most expensive hospital was more than twice as much as the least expensive hospital 
was also consistent with the earlier UMMS study. 
 


                                                 
39 http://www.nh.gov/insurance/lah/documents/umms.pdf 
40 http://www.nh.gov/insurance/reports/documents/nhcpps.pdf 
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Figure 12 – Example of Relative Price by Acute Care Hospitals41,42
 


 
Professional services spending is generally the next largest service category after 
hospital spending.  Analyzing physician prices is typically more difficult than 
analyzing hospital prices because of the way a physician group is structured as a 
contracting entity, which can vary significantly by carrier.  The carriers surveyed 
were asked to provide the payment rate changes for their 10 largest provider groups 
for 2012, 2013, and projected 2014.  The percent rate change for each of the carrier’s 
top provider groups varied by provider group and by year.  As shown in Figure 13, 
annual rate changes ranged from 0% up to 9%.  This variation by provider group was 
on par with the variation seen in rate changes by hospital, shown in Figure 10. 
 


                                                 
41 2014 Carrier Questionnaire 
42 When carriers did not provide a combined Inpatient and Outpatient relative price, they were blended 
using the Inpatient and Outpatient dollar amounts for the time period. 
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Figure 13 – Three Year Average Physician Group Payment Rate Changes 


 
When analyzing the weighted average percent rate change for provider groups for each of 
the three years, Table 7 shows that the combined rate change varied slightly from year to 
year, from a low of 2.1% to a high of 3.1%.  This was generally lower than the weighted 
average payment rate changes for hospitals shown in Figure 11. 


 


 


Table 7 – Weighted Average Percent Change for Top 10 Physician Groups 


 


7.4. Market Demographics 
 
Age is an important factor used in the rating process, so isolating age demographics can 
be insightful in understanding claim trends over time.  Figure 15 shows average member 
age across each market segment as of December 2011, 2012, and 2013 and April 2014.  
Through December 2013, the average age of each of the market segments was in a rather 
tight range of 36.8 to 37.0.  The average age of the Small and Large Group Markets 
remained stable over the previous several years.  It is interesting to see that the average 
age in the Individual Market increased significantly after the January 1, 2014 effective 
date of the Affordable Care Act and the subsequent enrollment of members through the 
Exchange43.  The average age in the Individual Market rose from 37.0 in December 2013 
to 41.3 in April 2014.  Given the large increase in the average age of the Individual 
Market segment, we anticipate that average claim costs would also increase in 2014. 
                                                 
43 The health insurance Exchange is implemented by the federal government in New Hampshire 


Total Weighted Average 3.1% 2.1% 2.4%


Percentage Change


2012 over 2011


Percentage Change


2013 over 2012


Percentage Change


2014 over 2013
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Figure 14 – Average Member Age by Market Segment44
 


 
Figure 14 further breaks out the Individual Market into those members who obtain their 
policy outside of the Exchange (black bar) and those who obtain their policy through the 
Exchange (grey bar).  The Exchange population is much older on average (44.9) 
compared to the non-Exchange population (38.7).  This may be attributed to the changes 
from the ACA that have made insurance coverage more attractive to an older 
demographic that was previously uninsured45, higher subsidies for the older demographic, 
and a relatively smaller percentage of children enrolled in policies through the 
Exchange.46 


  


                                                 
44 2014 Carrier Questionnaire.  Note that the information for 2014 is based on April 2014 which differs 
from the information from the report “New Hampshire Health Insurance Market Analysis”, August 18, 
2014, Wakely Consulting Group which is based on data as of May 2014. 
45 ACA restricts the age factor to 3:1. That is, rates charged to older adults can be no more than three times 
those charged to younger adults, 
46 A recently published analysis speculates this may be a result of the fact that New Hampshire’s Children’s 
Health Insurance Plan (CHIP) covers children up to 323% of the federal poverty level (FPL), and children 
eligible for CHIP are not eligible for subsidized coverage through the Exchange.  “New Hampshire Health 
Insurance Market Analysis”, August 18, 2014, Wakely Consulting Group. 
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Figure 15 – Average Member Age by Individual Market Segment47
 


 


7.5. Pricing Trends 
 
Section 7 has thus far focused on observed historical trends.  Section 7.5 focuses on 
pricing trends.  Observed trends represent a retrospective view of the change in claim 
experience from one year compared to the prior year.  These are calculated metrics from 
known outcomes.  However, health insurance premiums are established well in advance 
of their effective period which requires insurance carriers to develop projected trend 
assumptions called pricing trends.  Pricing trends are a prospective view, and represent a 
point estimate based on actuarial analysis of the expected increase in claim costs.  Pricing 
trends are generally developed from a combination of historical experience adjusted for 
expected future differences, such as a new medical technology which may increase future 
costs or a new utilization management policy with may decrease future utilization.  In 
addition to the timing differences between observed trends and pricing trends, there are 
several other differences.  Pricing trends are based on a static level of benefits while 
observed trends will reflect the impact of benefit changes to utilization levels.  Also, 
given the significant lag between observed historical data and the projection period for a 
pricing trend it may take time to see the same deceleration in pricing trends as what is 
occurring in observed historical trends.  Section 7.3 of the “2011 Medical Cost Drivers”48 
report provides further context around the differences between observed and pricing 
trends. 
 


                                                 
47 2014 Carrier Questionnaire 
48 2011 Medical Cost Drivers, Gorman Actuarial, LLC, March 7, 2013 
http://www.nh.gov/insurance/consumers/documents/nhid_ann_rrhrng_2012rpt.pdf 
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Figure 16 shows average pricing trends in New Hampshire across all fully-insured 
markets from 2011 through 2015.  Figure 5 showed that observed claims trend decreased 
from 3.3% in 2011 to 2.7% in 2012 and 1.3% for 2013.  As this experience emerged, 
pricing trends declined in each of the most recent pricing periods, although there was a 
slight increase from 2014 to 2015.  When analyzing the pricing trends by service type, we 
noted that in each of the market segments, prescription drugs had the highest trend and 
had been increasing over previous years.  Reasons cited by the carriers for this included 
the declining volume of brand drugs with patent expirations and the availability of drugs 
like Sovaldi to treat Hepatitis C.  Medical trends were generally lower than prescription 
drug trends and had mostly been decreasing over the same time period.   


 
Observed utilization trends emerged at negative levels over the past few years.  While 
carriers in New Hampshire have not assumed negative utilization trends in their pricing, 
they have continued to lower the utilization trend assumed in their overall pricing trend.  
The 2015 Segal Health Plan Cost Trend Survey49 reported average projected 2014 trends 
of 6.2% to 7.9% in total.  Overall, the average 2015 pricing trend in New Hampshire of 
8.1% is slightly outside the upper end of this national trend survey. 
 


 


Figure 16 – Average Pricing Trends50
 


 


  


                                                 
49 http://www.segalco.com/publications/surveysandstudies/2015trendsurvey.pdf, Graph 1 - 2014 Projected 
Medical (Actives and Retirees < age 65) with Pharmacy excluding FFS / Indemnity plan 
50 Average pricing trends are based on Carrier Questionnaire responses in 2012, 2013 and 2014.  Carrier 
responses by market segment were weighted by paid claim amounts in 2013.  2014 trend assumptions were 
restated in the latest questionnaire (now 7.8% compared to 8.1% in last year’s report). 
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7.6. Medical Loss Ratios 
 
In health insurance, the medical loss ratio is a measure of the percentage of each premium 
dollar used to pay for medical expenses.  The remainder of each premium dollar is 
available to cover administrative expenses, taxes and fees and contribute to profit 
margins or surplus.  Carriers establish target loss ratio assumptions during their pricing 
process.  Given the rates filed, this is the expected portion of premium dollars needed to 
pay projected claims.  Table 8 shows the average target loss ratios by market segment for 
the three year period of 2011 through 2013.  The 2013 target medical loss ratio was 
81.8%.  Therefore, on average, carriers expected 18.2% of the premium rate to cover 
expenses and to contribute to profits.  The Large Group segment showed relatively minor 
decreases in its target loss ratios. The Individual Market target loss ratio increased to 
about the level it was in 2011.  The Small Group Market target loss ratio dropped from 
82.8% to 80.8%, driving the overall average fully-insured target down by 0.8 percentage 
points compared to 2012.  In subsequent sections, we will explore expenses and margin 
in more detail. 


 


 


Table 8 – Average Target Medical Loss Ratios, Carrier Rate Filings51
 


 
Table 9 shows the average actual medical loss ratios by market segment.  These ratios 
represent a simple calculation of claims divided by premium, consistent with the targets 
shown in Table 8.  The average experienced loss ratio across all fully-insured markets 
declined from 79.5% to 78.6% and represented the third straight year with a decrease.  
From 2011 to 2013, the average loss ratio across all fully-insured markets decreased by 
3.6 percentage points.  The average medical loss ratios in the Individual Market 
increased slightly to about the 2011 level.  The average medical loss ratio in the Group 
markets continued to decrease, with each of the markets very close to 80%.  2013 
pricing trends did not typically reflect negative utilization trends, which contributed to 
the variance between the target and actual medical loss ratio. 


 


                                                 
51 2012 & 2013 Carrier Questionnaire: weighted average by market membership 


Medical Loss Ratios in Rating Assumptions by Market Segment 


2011 2012 2013


Individual 70.0% 68.0% 69.8%


Small Group 82.9% 82.8% 80.8%


Large Group 84.9% 84.5% 84.6%


Total Fully‐Insured 83.1% 82.6% 81.8%
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Table 9 – Average Medical Loss Ratios, Actual Experience52
 


 
The Affordable Care Act (ACA) established Minimum Medical Loss Ratio (MLR) 
standards on a nationwide basis, starting in 2011.  The national minimum medical loss 
ratios are 80% in the Individual and Small Group (2 – 50 eligible lives) markets, and 85% 
in the Large Group (greater than 50 eligible lives) market.  The medical loss ratio formula 
used in determining whether a carrier satisfied the minimum requirements is a more 
complex calculation process than those shown above in Table 8 and Table 9.  The ACA 
allows for a number of technical adjustments to both the premium revenue (i.e. 
subtracting state and federal taxes, assessments and fees) and claim costs (i.e. adding 
administrative expenses used to improve health care quality) and also for credibility 
where carriers have low market membership. 


 
Carriers that experience medical loss ratios below the standards are required to provide 
premium rebates to policyholders for the amounts below the minimum threshold.  To 
prevent significant disruptions in the Individual Market, at the request of the New 
Hampshire Insurance Department, the Department of Health and Human Services (HHS) 
granted a waiver for the New Hampshire Individual Market allowing the loss ratio 
standard to grade up from 72% in 2011 to 75% in 2012 to 80% for 2013 and beyond.53   


 
Based on 2013 experience, five New Hampshire carriers were required to pay refunds 
due to the minimum loss ratio standards, as shown in Table 10. 
  


                                                 
52 2013 Carrier Questionnaire 
53 http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-
Reforms/Downloads/nh_mlr_adj_decletter.pdf 


Actual Medical Loss Ratios by Market Segment 


2011 2012 2013


Individual 66.0% 65.0% 65.8%


Small Group 82.0% 80.3% 79.8%


Large Group 84.8% 81.5% 80.1%


Total Fully‐Insured 82.2% 79.5% 78.6%
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Table 10 – Summary of 2013 MLR Refunds in New Hampshire54
 


 
Of the $332 million in rebates payable nationwide, $5.5 million was payable based on 
carrier experience in New Hampshire.55  This represented 1.6% of national rebates and an 
increase from the $1.2 million in rebates paid based on 2012 experience.  New 
Hampshire represented 0.54% of national premium in 2013.56  In the Large Group 
Market, Cigna paid total premium rebates of $1,422,766, which represents an average 
annual refund per family of approximately $279.  In the Individual Market, Anthem and 
Time Insurance Company (a subsidiary of Assurant) paid premium rebates of $3,006,863 
and $950,354, respectively.  This represented an average annual refund per family of 
$140.57 
 


7.7. Expenses 
 
As indicated above, carriers filed premium rates in 2013 expecting 18.2% of the premium 
to pay for expenses and to contribute to profit margins.  The expense premium charge is 
generally developed by analyzing actual carrier administrative expenses in additional to 
any known future changes to taxes or assessments.  Carriers incur administrative costs 
from a variety of sources such as employee compensation, vendor costs for health 
management programs, broker commissions and other marketing costs, maintenance of 
real estate and technology assets, and federal and state assessments and taxes.  Just as 
claims are viewed relative to premium in the medical loss ratio, the expense ratio is 
defined as expenses divided by premium.  While the expenses reported do include 
assessments and taxes which are generally outside of a carrier’s control, expense ratios 
are generally viewed as one measure of how efficient a carrier is at providing their 
services. 


 
                                                 
54 "Issuers Owing Refunds for 2013", as of June 30, 2014.  
http://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/Issuers_Owing_Refunds_for_2013.pdf 
55 "MLR Refunds by State and Market for 2013", as of June 30, 2014. 
http://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/2013_MLR_Refunds_by_State.pdf  
56 NAIC Statistical Compilation of Annual Statement Information for Health Insurance Companies in 2013 
57 "Issuers Owing Refunds for 2013", as of June 30, 2014.  
http://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/Issuers_Owing_Refunds_for_2013.pdf  
 


2013


Refunds in 


the 


Individual 


Market


Refunds in 


the Small 


Group 


Market


Refunds in 


the Large 


Group 


Market


Anthem Health Plans of New Hampshire, Inc. 3,006,863$    ‐$                 ‐$                


Celtic Insurance Company 53,510$          ‐$                 ‐$                


Connecticut General Life Insurance Company ‐$                 ‐$                 1,422,766$   


Time Insurance Company 950,354$        ‐$                 ‐$                


UnitedHealthcare Insurance Company ‐$                 ‐$                 35,218$         


Total 4,010,727$    ‐$                 1,457,984$   
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Table 11 shows the average expense ratios assumed in rate filings by market segment.  
These expense ratios reflect the assumed charge that is included in premium rates for 
expenses including taxes and assessments.  The overall expense ratio across the fully-
insured markets continued to increase modestly, from 14.1% in 2011 to 14.4% in 2012 to 
14.6% in 2013.  Therefore, on average, carriers charged 14.6% of the premium rate for 
expenses in 2013.  The modest overall increase was driven by the Small Group Market, 
which increased a percentage point from 2011 to 2013.  The Individual Market expense 
target declined by about a percentage point, and the Large Group expense target remained 
flat over the same period. 


 
It is typical to see lower expense ratios in the Large Group Market relative to the 
Individual Market.  With relatively lower premiums in the Individual Market, allocated 
fixed expenses may be a higher percentage of costs.  In addition, some variable expenses 
tend to be more efficient in the Group Markets than the Individual Market.  This is one 
reason why the ACA Minimum Loss Ratio standard is higher in the Large Group Market 
(85%) than in the Small Group and Individual Markets (80%). 


 


 


Table 11 – Average Target Expense Ratios, Carrier Rate Filings58
 


 
Table 12 shows the actual expense ratios and expense PMPM costs experienced by 
market segment in 2012 and 2013.  The actual expense ratios reflect the carrier’s true 
expenses including taxes and assessments and will not always line up with the expense 
charge that is reflected in premiums. Across all fully-insured markets, the actual total 
expense PMPM as reported by carriers increased by 8.9% to $70.46.  Approximately 
50% to 60% of this increase is attributable to increases in state and federal taxes and 
assessments, while the remaining 40% to 50% of the increase is attributable to carrier 
administrative expenses.  Even after accounting for the portion of the increase 
attributable to taxes and assessments, the carrier administrative portion of the expense 
trend is higher than the 2013 Northeast Medical Consumer Price Index (CPI) of 1.6%.59,60  


                                                 
58 2011, 2012 & 2013 Carrier Questionnaire: weighted average by market membership 
59 http://www.bls.gov/cpi/cpid1312.pdf   
The Northeast is defined as Connecticut, Maine, Massachusetts, New Hampshire, New York, New Jersey, 
Pennsylvania, Rhode Island and Vermont.  The CPI for Medical Care is based on both medical care 
services (professional services, hospital and related services and health insurance) and medical care 
commodities (medicinal drugs, medical equipment and supplies.)  For more information on how Medical 
CPI is calculated, see http://www.bls.gov/cpi/cpifact4.htm. 


Expense Ratios in Rating Assumptions by Market Segment


2011 2012 2013


Individual 20.4% 19.8% 19.4%


Small Group 14.9% 15.1% 15.9%


Large Group 12.7% 13.1% 12.7%


Total Fully‐Insured 14.1% 14.4% 14.6%







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 35     


It is recommended that future reports continue to analyze the increase in expenses to 
better understand the drivers of the expenses and to provide additional transparency. 


 


 


Table 12 – Average Expense Ratios and PMPM’s, Actual Experience61
 


 
In 2014, there were several ACA-driven fees and assessments that were expected to 
continue to increase expenses in all markets.  Two of the more impactful assessments 
include the Health Insurance Providers Fee62 and the Transitional Reinsurance 
Assessment.63  The Health Insurance Providers (HIP) Fee is an excise tax starting in 2014 
that will assess $8 billion industry-wide and will increase each year after that.  The cost 
to each carrier will vary based on their size and tax status.  Based on studies from Oliver 
Wyman and Milliman, estimates of the HIP Fee range from 1.7% to 2.3% of premium in 
2014 increasing to 2.0% to 3.7% in later years.64, 65  Using the 2013 average premium 
PMPM from Table 1, 1.7% of premium represents $7.30 PMPM and 3.7% of premium 
represents $15.90 PMPM.  The Transitional Reinsurance program will help offset the 
expected increase in costs due to higher morbidity of new entrants moving into the 
Individual Market from 2014 to 2016.  The program will be funded with an industry-wide 
assessment starting at $5.25 PMPM in 2014, changing to $3.67 PMPM in 201566 and it is 
expected to decline further in 2016 before being eliminated in 2017. 
 


                                                                                                                                                 
60The rate review process in some states examines the carrier administrative expense.  For example, in 
Massachusetts the merged market premium rates will be presumptively disapproved if the filing’s projected 
administrative expense load, not including taxes and assessments, increases by more than the most recent 
calendar year’s increase in the New England medical CPI, per 211 CMR 66.09 (4)(c)(1). 
61 2012,  2013 and 2014 Carrier Questionnaires 
62 https://www.federalregister.gov/articles/2013/03/04/2013-04836/health-insurance-providers-fee 
63 http://www.gpo.gov/fdsys/pkg/FR-2013-03-11/pdf/2013-04902.pdf 
64 http://www.ahipcoverage.com/wp-content/uploads/2011/11/Insurer-Fees-report-final.pdf 
65 http://us.milliman.com/uploadedFiles/insight/healthreform/pdfs/ACA-health-insurer-fee.pdf 
66 http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/proposed-2015-payment-notice.html 


Actual Expense Ratios and PMPM's by Market Segment


Expense Ratio 2012 2013 Change


Individual 22.3% 23.7% 1.4%


Small Group 15.5% 15.9% 0.5%


Large Group 14.3% 15.4% 1.0%


Total Fully‐Insured 15.5% 16.4% 0.9%


Expense PMPM 2012 2013 % Change


Individual $67.84 $73.41 8.2%


Small Group $66.67 $71.17 6.8%


Large Group $62.34 $69.08 10.8%


Total Fully‐Insured $64.73 $70.46 8.9%
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7.8. Profit Margins 
 
In the 2011 Medical Cost Drivers report67, we briefly discussed that carriers put margin 
into their pricing to cover explicit profit expectations but also as a margin against adverse 
risk.  The risk margin tends to increase in smaller blocks of business due to higher 
volatility of results and lower credibility of the experience on which pricing assumptions 
are based. 


 
Table 13 shows the average pricing margins by market segment in rate filings for 2011, 
2012, and 2013.  Consistent with the smaller market size, the Individual Market in New 
Hampshire has much higher pricing margins than the Group Markets.  Pricing margins 
decreased to 10.8% in the Individual Market and increased to 3.3% and 2.7% in the Small 
and Large Group markets, respectively.  On average, across all fully-insured markets, 
carriers charged 3.7% of premiums for profit and risk margin in 2012. 
 


 


Table 13 – Average Target Pricing Margins, Carrier Rate Filings68
 


 
Table 14 shows the actual profit margins by market segment experienced in 2011, 2012, 
and 2013.  Profit margin, in this exhibit, is defined as the percentage of premium 
remaining when you subtract out claims and expenses (100% minus Medical Loss Ratio 
minus Expense Ratio).  Overall profit margins in the fully-insured market remained the 
same from 2012 to 2013, at 5.0%, which is 1.3% above the assumed charge.  The actual 
profit margins reported in Table 14 for 2013 do not reflect rebate payments for 2013. 
 


                                                 
67 2011 Medical Cost Drivers, Gorman Actuarial, LLC, March 7, 2013 
http://www.nh.gov/insurance/consumers/documents/nhid_ann_rrhrng_2012rpt.pdf  
68 2011, 2012 and 2013 Carrier Questionnaire – weighted average by market membership 


Pricing Margin in Rating Assumptions by Market Segment


2011 2012 2013


Individual 9.6% 12.2% 10.8%


Small Group 2.2% 2.1% 3.3%


Large Group 2.4% 2.4% 2.7%


Total Fully‐Insured 2.8% 3.1% 3.7%
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Table 14 – Average Profit Margin and PMPM, Actual Experience69
 


 
Beginning in 2010, the National Association of Insurance Commissioners (NAIC) began 
requiring carriers to file Supplemental Health Care Exhibits with their annual statements.  
These new filings provided a greater level of detail at the state and market level than had 
previously been available from public filings.  These exhibits can provide another view of 
margins in the private New Hampshire market in total and by carrier.   


 
Figure 17 shows the underwriting gain percentage (the operating profit margin) by carrier 
and in aggregate for the combined Individual, Small Group and Large Group Markets 
from the 2012 and 2013 Supplemental Health Care Exhibits.  The total underwriting gain 
percentage decreased modestly, from 3.4% in 2012 to 3.1% in 2013 (which is the same 
percentage as 2011).  In total dollars, the 2013 underwriting gain was $44 million on 
premiums of $1.4 billion.  Anthem’s gain percentage decreased slightly, and Harvard 
Pilgrim’s increased slightly from 2012 to 2013.  Cigna’s underwriting gain percentage 
decreased from 7.3% to 5.4%, and for the third year in a row, MVP experienced an 
underwriting loss. 


 


                                                 
69 2011, 2012 and 2013 Carrier Questionnaire 


Actual Profit Margins by Market Segment


Profit Margin % 2011 2012 2013


Individual 12.2% 12.7% 10.5%


Small Group 2.6% 4.2% 4.2%


Large Group 1.7% 4.2% 4.5%


Total Fully‐Insured 2.9% 5.0% 5.0%


Profit PMPM 2011 2012 2013


Individual $35.29 $38.73 $32.39


Small Group $11.12 $18.11 $18.99


Large Group $7.39 $18.38 $20.41


Total Fully‐Insured $11.96 $20.88 $21.51







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 38     


  


Figure 17 – Underwriting Gain Percentage by Carrier70,71,72 


 


  


                                                 
70 2012 & 2013 Supplemental Health Care Exhibits.  Underwriting Gain/Loss (Part 1, Line 11) divided by 
Health Premiums Earned (Part 1, Line 1.1).   
71 2013 Underwriting Gain and Premium by Carrier:   


Anthem:  $34.2M gain on $913M premium 
Harvard Pilgrim:  $6.6M gain on $328M premium 
Cigna:  $4.5M gain on $83M premium 
MVP:  $1.5M loss on $41M premium  
Others:  $0.3M gain on $35M premium.  Others include Assurant, Aetna, HealthMarkets, United,  
Celtic and several other carriers with less than $1 million of health premiums in New Hampshire. 


72 The data requirements in the carrier questionnaires and the Supplemental Health Care Exhibits were not 
identical and therefore the total underwriting gain percentage in Figure 17 shows a lower gain in 2013 than 
the aggregated carrier questionnaire results shown in Table 14.  The largest variance is the inclusion of the 
experience of the Federal Employees Program (FEP) in the Supplemental Health Care Exhibits.  FEP 
business was specifically excluded from the carrier questionnaire because it functions quite differently than 
a typical fully-insured account.  In an effort to reconcile this difference, GA has calculated an estimated 
total underwriting gain percentage excluding the impact of FEP.  With this adjustment, the total 
underwriting gain percentage for 2013 increased to 4.6% compared to 3.1% without the adjustment.  The 
4.6% UW gain is more in line with the 5% profit margin shown in Table 14. 
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8. Regional and National Comparisons 
 


Along with the deeper dive into New Hampshire trends, it is useful to examine how 
insurance costs and trends in the state compare to regional and national levels.  The 
NAIC requires detailed financial statements to be filed annually by all insurance 
carriers.73  From these filings, the NAIC produces a summary of all health insurance 
carrier filings aggregated at the state and national level.  Table 15 shows a comparison of 
New Hampshire results to the New England region and national results. 
 


 


Table 15 – Comparison of National, Regional and State Costs and Trends74 
 
New Hampshire premium PMPM in 2013 was 30.8% higher than the national level yet 
1.2% below the regional PMPM.  The New Hampshire claims PMPM was 24.1% above 
the national level but 8.4% below the regional mark.  Although the variances are worth 
noting, it is difficult to assess relative affordability without understanding more about 
contributing factors, such as the relative differences in the demographic profile or health 
status of the insured populations and the relative actuarial value of medical benefits 
provided. 
 
Table 16 presents the 2013 NAIC data in a more detailed form.  In this table, the 
premium PMPM and medical loss ratio are shown for the Individual and Group Markets 
separately for each state in New England along with the total regional and national 
averages.  New Hampshire average premium PMPM was 38% and 28% above the 
national averages in the Individual and Group Markets, respectively.  However, in the 
Individual Market, the average New Hampshire premium PMPM of $302.89 was below 


                                                 
73 The results from the aggregated NAIC filings do not fully reconcile to the data provided in the carrier 
questionnaires used earlier in the report.  The NAIC filings include all New Hampshire carriers, including 
those that were not asked to respond to the 2013 Carrier Questionnaire.  In addition, there may be minor 
differences in certain definitions or exclusions of certain types of business between the NAIC filing and the 
Carrier Questionnaire. 
74 The loss ratio calculation is claims divided by premium.  They do not include any of the adjustments 
allowed in the ACA loss ratio formula used for rebate purposes, which can increase the result by several 
percentage points.  See Section 7.4 for more discussion of loss ratios. 


National New England New Hampshire


2012 Premium PMPM $318.19 $423.42 $408.16


2012 Claims PMPM $271.60 $364.13 $331.18


2012 Medical Loss Ratio 85.4% 86.0% 81.1%


2013 Premium PMPM $325.46 $430.70 $425.57


2013 Claims PMPM $276.23 $374.12 $342.85


2013 Medical Loss Ratio 84.9% 86.9% 80.6%


% Change in Premium PMPM 2.3% 1.7% 4.3%


% Change in Claims PMPM 1.7% 2.7% 3.5%
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all the other New England states and 22% below the regional average.  Figure 18 shows 
New Hampshire premium PMPM compared to the National and New England averages, 
for the Individual and Group Markets. 
 


 


Table 16 – 2013 Premium PMPM’s and Loss Ratios by Market Segment – New 
England States and National75 


 


 
 


Figure 18 – Comparison of New Hampshire to National and Regional Premium 


 
These results are similar to the patterns seen in prior years.  New Hampshire is the only 
New England state that allowed health underwriting in the Individual Market in 2013, so 
this lower premium is likely reflective of a relatively healthier risk pool.  However, the 
New Hampshire loss ratio, the best indicator of relative value for each premium dollar, 
was only 66.2%, roughly 28 percentage points below the average Individual Market loss 
ratio in New England (94.3%) and 22 percentage points below the next lowest state loss 
                                                 
75 The loss ratio calculation is claims divided by premium.  They do not include any of the adjustments 
allowed in the ACA loss ratio formula used for rebate purposes, which can increase the result by several 
percentage points.  See Section 0 for more discussion of loss ratios. 


Individual Market Group Markets


Premium PMPM Loss Ratio Premium PMPM Loss Ratio


NH $302.89 66.2% $446.33 82.2%


CT $330.23 88.0% $489.82 80.0%


ME $382.80 96.9% $425.21 84.9%


MA $407.74 97.1% $430.03 87.7%


RI $343.07 93.8% $418.78 84.6%


VT $401.47 94.7% $392.46 91.7%


New England $387.22 94.3% $437.81 85.8%


National $220.09 86.4% $349.46 84.7%







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 41     


ratio (88.0% in Connecticut).  It is reasonable to conclude that at least a portion of the 
loss ratio differential between the Individual Market in New Hampshire and the other 
New England states is due to more aggressive regulation in states outside of New 
Hampshire as well as market differences such as the merged Individual and Small Group 
Market for rating in Massachusetts.  As was discussed in Section 7.6, the ACA Minimum 
Loss Ratio requirements require carriers in the New Hampshire Individual Market to 
achieve the specified loss ratio or pay additional premium rebates back to policyholders.  
In 2013, three carriers in the Individual Market paid rebates totaling approximately $4 
million as a result of the ACA MLR requirements.  By comparison, there was much more 
consistency in the premiums and loss ratios in the Group Markets across the New 
England states.  The average New Hampshire premium PMPM of $446.33 for the Group 
Markets was just 2% above the regional average of $437.81, and the New Hampshire loss 
ratio for the Group Markets of 82.2% was much more in line with the regional average of 
85.8%. 
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9. Product Innovation: Provider Differentiation & 
Network Design 
 
Although there had been a deceleration in the increase of health insurance premiums in 
New Hampshire and across the country, affordability of health insurance was still a major 
concern in 2013.  As discussed in previous sections, there are several factors that drive 
the cost of insurance, including administrative costs and margins.  However, the main 
cost component of health insurance in all markets is the cost of claims or medical 
expenditures.  With ACA MLR regulations limiting the level of administrative costs and 
margins, it is clear that managing the cost of claims is tantamount to controlling 
premiums.  As the trend analysis in Section 7 shows, the claims cost is driven by two 
primary factors: utilization and cost of services.  Utilization is driven primarily by a 
member’s health and treatment decisions made with his or her health care providers.  The 
cost component is primarily controlled by the negotiation that occurs between insurance 
carriers and providers. 


 
Insurance carriers have four basic levers to differentiate their plans and address cost 
drivers through product design:  


 
(1) Benefits: Medical expenditures increase as new benefits are included 
within the insurance product.  For example, the ACA requires everyone to have a 
pediatric dental benefit.  Many carriers have included this benefit in health 
insurance products.  This added benefit increases the cost of health insurance.  
 
(2) Network: The cost of which providers are included in a carrier’s network 
impacts medical expenditures.  The more expensive the hospital or physician, the 
higher the medical expenditures and resulting health insurance premiums.   
 
(3) Provider Payment Models: The way providers are reimbursed by carriers 
can impact medical expenditures.  A fee-for-service reimbursement methodology 
may encourage volume and increase medical expenditures and resulting health 
insurance premiums.  
 
(4) Cost Sharing: The amount a member is required to pay through member 
cost sharing (e.g., copayments, deductibles, and coinsurance) impacts a health 
carrier’s medical expenditures.  The more the member pays as a percent of total 
medical expenditures, the lower the health insurance premiums.  


 
Given constraints in place due to the ACA and other market dynamics, it is evident that 
carriers in New Hampshire and many other states across the country are continuing to 
explore multiple options to impact premiums through provider differentiation and 
network design. 
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9.1. Description of Tiered Network and Site of 
Service Plan Offerings 


 
In the last two years’ reports, both Tiered Network options and Site of Service76 benefit 
designs were discussed.  Tiered network plans typically separate a broad network of 
providers into one, two, or three tiers, or groupings of providers.  The first tier, or Tier 1, 
is generally the smallest group of providers and is considered the most efficient, based on 
cost and quality metrics.  The next level, or Tier 2, would generally include a larger 
grouping of providers and would be considered not as efficient as Tier 1.  These products 
offer member cost sharing incentives when members choose services from the Tier 1 
group of providers.  These products are designed to encourage members to utilize 
services of more efficient providers, which results in lower costs and improved quality of 
care. 
 
In a tiered network product, hospital A is considered Tier 1 and hospital B is Tier 2.  If a 
member chooses to use hospital A for a certain service, the deductible is $1,250 and the 
coinsurance is 10% up to the member’s out-of-pocket limit.  If the member chooses to 
use hospital B for that same service, the deductible is $2,500 and the coinsurance is 25% 
up to the member’s out-of-pocket limit.  Therefore, when a member chooses hospital A 
over hospital B, his or her out-of-pocket costs will be significantly less.   
 
Site of service benefit designs, or low-cost provider benefit designs, offered in New 
Hampshire provide financial incentives to members to choose lower cost facilities 
specifically for outpatient surgery or laboratory services.  An example of how this benefit 
design works is as follows:  If a member has an outpatient surgery at a hospital, the 
deductible will first apply, and that deductible may be anywhere from $1,000 to $5,000.  
If the member has the same outpatient surgery at an ambulatory surgical center (ASC), 
the cost sharing is a fixed copayment amount of $100 to $125.  In the case of a laboratory 
service, if the laboratory service takes place at an outpatient hospital, the deductible will 
first apply.  If the member has the same laboratory service at an independent lab, the 
member pays no cost sharing.  
 


9.2. New Hampshire Tiered Network and Site of 
Service Market Share 


 
While neither tiered network plans nor site of service benefit designs prohibit a member 
from choosing his or her preferred provider, they introduce some cost transparency by 
exposing the member to a financial decision.  Insurance carriers expect collective 
member behavior to change, which ultimately will reduce claims costs, therefore 
allowing carriers to reduce premiums.  These types of plans continue to gain popularity in 


                                                 
76 In the New Hampshire Market “Site of Service” benefit options are also referred to as “Low-Cost 
Provider” options. 
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New Hampshire. As shown in Figure 19, as of December 2013, 52% of the fully-insured 
market was in either site of service benefit designs or tiered network products.  As of 
April 2014, this percentage decreased to 46%.  This was due in part to a decrease in 
percentage uptake in the Small Group Market but also due to an increase in the overall 
Individual Market where these types of products are not offered.  The growth has been in 
the site of service benefit options, while membership in tiered network products has been 
decreasing. 
 
In the Small Group Market, the percentage of members in the site of service benefit 
designs and tiered network products increased from 21% as of December 2010 to 77% as 
of April 2014.  Site of service benefit designs had become the standard option in the 
Small Group Market for some carriers.  Their prevalence has also increased in the Large 
Group Market, where the percentage of members in site of service benefit designs and 
tiered network products increased from 11% as of December 2010 to 42% in April 2014.  
As referenced in the hearing from 2012, the premium for the site of service benefit option 
was 6% to 9% lower than a plan offering without the site of service benefit option for at 
least one carrier.77  While not shown, it is also of interest that the portion of self-insured 
membership in both site of service benefit options and tiered network products increased, 
from around 5% as of December 2010 to more than 20% as of April 2014. 
  


                                                 
77 http://www.nh.gov/insurance/consumers/documents/2012_rate_hearing.pdf 
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Figure 19 – Percentage of Members in Site of Service Benefit Designs and Tiered 
Network Products by Market Segment and Year78 


 


9.3. New Hampshire Site of Service Analysis 
 


To continue to understand the value proposition of the site of service benefit designs, data 
were collected for the top outpatient surgeries and laboratory services by total spend over 
a two- or three-year time period.  These data were separated into two categories: 
members in plans with the site of service benefit option and members in plans without the 
site of service benefit option.79  We looked at both the utilization differences between 
members with a site of service benefit option versus members not in a site of service 
benefit option and the average cost differences by site of care for these specific surgeries 
and labs.  We focused our analysis on three outpatient surgeries (GI endoscopies, 


                                                 
78 Source:  2014 NHID Carrier Questionnaire 
79 The information in this section is based on data provided by one carrier with the most experience with 
this type of benefit option.  Data based on members in group markets only.  Data excludes experience for 
members in the public sector and non-HMO and non-PPO, as site of service benefit options are not offered 
to these members. 
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colonoscopies, and knee arthroscopies) that represented approximately 23% of total 
outpatient surgery spending in 2013.80 


Table 17 shows the average allowed costs for GI endoscopies at a hospital outpatient 
setting and at an ambulatory surgical center (ASC).  In addition, the table includes 
member cost sharing and the net costs for these surgeries.  Allowed costs include member 
cost sharing, while net costs are the true costs to the insurance carrier.  As shown, the 
average allowed cost for this specific surgery was significantly lower at ASCs compared 
to hospital outpatient settings.  The average allowed cost in 2013 was $2,746 at a hospital 
outpatient site compared to $1,395 at an ambulatory surgical center.  For this surgery, 
costs at an ASC were $1,350 or 49% lower than costs at a hospital outpatient setting.  
The average net costs were also significantly lower at an ASC compared to a hospital 
outpatient site; $1,305 versus $1,862 in 2013. 


 


 


Table 17 – 2013 Costs for GI Endoscopy by Site of Procedure81 
 


Figure 20 shows the difference in percentage of services at ASCs for three years and for 
members in a site of service benefit option versus those who were not in a site of service 
benefit option for GI endoscopies.  Members in site of service benefit options continued 
to use ambulatory surgical centers at a higher rate for these types of surgeries, 45% 
compared to 38% in 2013.  Over the three years studied, both members with and without 
a site of service benefit option continued to shift their usage towards the lower cost 
ASCs, and members without a site of service benefit option were actually shifting their 
usage to ASCs at a higher rate than members with a site of service option.  Members with 
a site of service benefit option increased their usage from 41% to 45%, a 4 percentage 
point increase over the three years studied, while members without a site of service 
benefit option increased their usage from 25% to 38%, a 13 percentage point increase. 


 


                                                 
80 GI Endoscopy is CPT 43239.  Colonoscopy is CPT codes 45380, 45385 and 45378.  Knee Arthroscopy is 
CPT code 29881.   
81 Source:  2014 NHID Carrier Questionnaire 
 


Outpatient 
Hospital


Ambulatory 
Surgical Centers $ Difference % Reduction


Allowed Cost per Surgery $2,746 $1,395 -$1,350 49%
Member Cost Sharing per Surgery $883 $91 -$793 90%
Net Cost per Surgery $1,862 $1,305 -$558 30%


CY 2013 GI Endoscopy Costs- Members in Site of Service Option
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Figure 20 – GI Endoscopy Percentage Usage of Ambulatory Surgical Centers82
 


 


Results are similar when examining colonoscopies.  As shown in Figure 21, members 
with a site of service benefit option continued to use ASCs at a higher rate than members 
without a site of service benefit option (48% versus 42% in 2013) and like GI 
endoscopies, there was a significant allowed cost differential between ASCs and 
outpatient hospital settings ($1,881 versus $2,779 in 2013.)  Also very similar to GI 
endoscopies, both members with and without a site of service benefit option continued to 
shift their colonoscopy usage towards the lower cost ASCs, and members without a site 
of service benefit option actually shifted their usage to ASCs at a higher rate than 
members with a site of service option.  Members with a site of service benefit option 
increased their usage slightly from 47% to 48%, a 1 percentage point increase over the 
three years studied, while members without a site of service benefit option increased their 
usage from 33% to 42%, a 9 percentage point increase.  Similar results were also found 
when examining results for knee arthroscopies. 


 


                                                 
82 Source:  2014 NHID Carrier Questionnaire 
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Figure 21 – Colonoscopy Percentage Usage of Ambulatory Surgical Centers83
 


 
In this year’s report, we also examined data for the top laboratory services by spend.  
Laboratory services are generally much less expensive than outpatient surgeries but are 
more prevalent.  Figure 22 shows the results for a common laboratory service, a lipid 
profile and cholesterol test.  In the case of the lipid profile and cholesterol tests, the 
allowed cost was $16 per test at an independent lab versus $64 at an outpatient facility.  
Members in site of service benefit options used independent labs at a higher rate than 
members not in a site of service benefit option for this laboratory service, 70% compared 
to 53% in 2013.  Also similar to the outpatient surgeries studied, both members with and 
without a site of service benefit option continued to shift their lipid profile and 
cholesterol test usage towards the lower-costing independent labs.  Members with a site 
of service benefit option increased their usage from 65% to 70%, a 5 percentage point 
increase over the two years studied, while members without a site of service benefit 
option increased their usage from 41% to 53%, a 12 percentage point increase. 
 


                                                 
83 Source:  2014 NHID Carrier Questionnaire 
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Figure 22 – Lipid Profile and Cholesterol Test Usage of Independent Labs84,85
 


 
Members with a site of service benefit design are specifically incented to use ASCs and 
independent labs, as the cost sharing at these locations is significantly lower than the cost 
sharing at an outpatient hospital facility for the same service.  The shift for members not 
in a site of service option could be due to several factors, including increasing 
deductibles, so that even members not in site of service options also benefit from use of 
lower costing facilities, in addition to the increased availability and ease of use of lower 
cost facilities.   
 
Outpatient surgery and laboratory services comprise approximately 15% of a carrier’s 
total allowed spending.  Therefore, the site of service benefit designs alone are not 
enough to address the entire affordability issue, but they have proven to gain traction in 
the market and they are impacting member behavior by shifting care to lower cost 
providers.  In addition, carriers stated at the 2012 hearing that site of service benefit 
designs are having a favorable impact when it comes to contract negotiations with 
hospitals, as hospitals are concerned about losing volume to ambulatory surgical centers 
and therefore are willing to renegotiate outpatient hospital rates. 
 


                                                 
84 Source:  2014 NHID Carrier Questionnaire 
85 Lipid Profile and Cholesterol Test is CPT Code 80061. 
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While the site of service products have increased in market popularity, hospitals have 
cited the fact that shifting care outside of hospitals leads to less coordinated care and 
fragmentation of the health care system.  It is difficult to find data to quantify this 
concern.  In addition, hospitals have expressed concern that the site of service benefit 
designs specifically target certain higher-margin services such as certain outpatient 
surgeries, and if the volume of these higher-margin services decreases, then hospitals will 
need to make up that margin on other services.  
 


9.4. New Hampshire Limited Network Products 
 
Another type of product innovation is the idea of contracting with a more limited network 
of providers.  By not contracting with all of the providers in a region, the carrier is 
typically able to negotiate more favorable terms in return for offering greater volume of 
its members to the provider.  In late 2013 into early 2014, both Anthem and Harvard 
Pilgrim launched products with less than their full commercial network.  In the Individual 
Market Health Exchange in 2014, Anthem is only offering plans with a limited network 
(referred to as Pathway X Enhanced.)  Anthem stated that its 2015 Individual Exchange 
network product will include 17 hospitals, including one in Massachusetts and one in 
Maine, and 73% of the state’s primary care providers.  By contracting with a more 
limited group of providers, Anthem stated that 2015 premiums in the Individual 
Exchange would be approximately 30% lower, compared to plans with a broad 
network.86  Harvard Pilgrim was offering plans with a limited network in the Small and 
Large Group Markets on its Elevate Health network.  As of October 2014, there were 13 
New Hampshire hospitals in the Elevate Health network and more than 575 primary care 
providers.  Harvard Pilgrim stated that the Elevate Health plans reflect double-digit 
premium savings relative to comparable full network plans.87  56% of the Individual 
Market, 7% of the Small Group Market, and less than 1% of the Large Group Market 
were enrolled in a limited network product in April 2014.  This equated to approximately 
7% of the total fully-insured New Hampshire Market. 
 
Limited, or narrow, networks are very prevalent in Exchanges across the country.  A 
national study released in December 2013 showed 70% of hospitals networks on 
Exchanges had narrow or “ultra-narrow” networks.  The study also found that for similar 
product offerings, products with broad networks had a median premium increase of 26% 
compared to narrow network products.88   
 


                                                 
86 https://www.anthem.com/health-insurance/about-us/pressreleasedetails/NH/2014/1644/anthem-releases-
hospital-list-for-aca-in-2015 
87https://www.harvardpilgrim.org/portal/page?_pageid=849,2919992&_dad=portal&_schema=PORTAL&
p_print=PRINT 
88 “Hospital Networks:  Configuration on the Exchanges and their Impact on Premiums,” McKinsey Center 
for U.S. Health Care Reform.  
http://www.mckinsey.com/~/media/mckinsey/dotcom/client_service/healthcare%20systems%20and%20ser
vices/pdfs/hospital_networks_configurations_on_the_exchanges_and_their_impact_on_premiums.ashx 
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9.5. Provider Payment Methodologies 
 
Provider payment reform continues to be an area of great discussion in New Hampshire 
and across the country.  Both insurance carriers and providers are engaged in evaluating 
opportunities to migrate away from typical fee-for-service models to pay-for-
performance or risk sharing models. The aim of these payment reform efforts is to better 
align financial incentives between the insurance carriers and the providers, to reduce 
unnecessary utilization, improve overall quality of care to patients, and to ultimately 
reduce costs to the overall health care system.   
 
The variations of alternative payment strategies continue to grow in New Hampshire.  
Some models include only upside risk, which involves potential incentive rewards but no 
potential financial penalties.  Other models include both upside and downside financial 
risk, in which the provider shares in both potential gains and losses depending on its 
performance, often relative to a benchmark or a network of peers.  Examples of these 
arrangements currently employed in New Hampshire include: 
 


 Pay for Performance Programs:  At least one carrier in New Hampshire 
participates in pay for performance type programs with hospitals, in which a 
portion of the hospital’s payment is tied to performance on a defined set of 
quality metrics. 


 Patient Centered Primary Care Homes:  At least two carriers in New 
Hampshire are working with primary care physicians to improve care 
coordination and outcomes by providing data, tools, and financial incentives 
to the provider groups for meeting certain cost and quality metrics.  These 
arrangements generally represent upside risk only to the provider.  


 Capitation:  Provider groups are fully at risk for the majority of services 
incurred by members.  Historically, these arrangements are for HMO/POS 
members who choose a PCP, but at least one carrier has initiated a pilot 
program attributing PPO members to a primary care doctor. 


 Accountable Care Organizations:  At least two carriers have established 
accountable care type models with larger provider systems in New 
Hampshire.  In one case, this arrangement was centered around sharing 
information with providers related to gaps in care and pharmacy compliance 
and does not represent any financial risk sharing.  In another case, the 
arrangement represented more of a true risk-sharing arrangement in which 
the provider shares in both upside and downside risk. 
 


Figure 23 shows the percentage of members in New Hampshire associated with providers 
in risk-sharing arrangements from December 2010 to December 2013 for both members 
in upside-only risk contracts and members in upside and downside risk, or full risk, 
contracts.  Through December 2012, the penetration of these arrangements was level, at 
around 11%.  As of December 2013, New Hampshire experienced a significant increase 
in both for members in full risk arrangements (from 11% to 19%) and for members in 
upside-only risk contracts (from 1% to 13%.)  While upside-only payment models 
represent progress towards greater provider-carrier alignment and can be a starting point 
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for full risk sharing, upside-only arrangements may not create enough financial incentive 
to drive lasting behavior change and provider engagement.  The relatively small size of 
some of the providers in New Hampshire may prohibit their ability to accept significant 
risk on their contracts and their ability to negotiate these arrangements on their own.   
 


 


Figure 23 – New Hampshire Insured Membership in Risk Arrangements89 


 
It is also worth noting that, of the carriers surveyed, the percentage of self-insured 
members in both upside only and full risk sharing arrangements also increased 
significantly from December 2012 to December 2013.  In 2012, less than 2% of the self-
insured members were in either upside-only or full risk sharing arrangements. As of 
December 2013, approximately 10% of members were in upside-only risk arrangements, 
and approximately 20% of members were in full risk sharing arrangements. 
 


10. Conclusion 
 
The primary directive for this report is to discuss and analyze the health insurance 
premium rate increases and the factors driving the increases in the previous year.  In 
summary, 2013 was a year in which New Hampshire premium trends on a market-wide 
basis were 3.0%, an increase compared to the prior year but still low compared to recent 
history.  While this is certainly a favorable outcome, driven by reductions in utilization, 
there continue to be areas that call for additional focus in order to keep the cost of 
insurance from increasing if favorable utilization does not continue.  In particular, 


                                                 
89 Source:  2014 NHID Carrier Questionnaire 
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provider unit cost trends continue to outpace inflation, as they have for several years.  
And beyond the premium cost, benefit designs continue to shift additional out-of-pocket 
cost sharing to the members. 
 


11. Appendix 
 


11.1. Data Sources 
 


A brief summary of the key data sources used in the development of this report is 
included below.  While GA reviewed the data for reasonableness and used care in 
evaluating and analyzing the data from each source, GA does not provide any warranties 
as to the accuracy of the data as reported by the carriers or as aggregated by the NHID or 
the NAIC.90 


 
 Carrier Questionnaire:  The NHID and Gorman Actuarial developed a 
survey that required quantitative and other explanatory details on carrier 
experience in New Hampshire.  The questionnaire asked carriers to provide 
details on historical financial results, trends, pricing assumptions, 
membership, benefit plans, and strategic initiatives to address premium cost 
drivers.  Only aggregated or de-identified information from the carrier 
questionnaires was used within this report except where noted and the carrier 
has approved.  Some results shown in prior year reports may have been 
revised based on updated results from this year’s responses to the carrier 
questionnaire. 
 
 Supplemental Report Data:  This data submitted by carriers to the NHID 
to support the development of the annual “Supplemental Report of the Health 
Insurance Market in New Hampshire”91.  Carriers and Third-Party 
Administrators must submit this data to NHID by July 15 for the previous 
calendar year (2013.)  In addition, carriers were also required to resubmit CY 
2012 data on March 15 given revised and additional new reporting 
requirements.  While the 2013 Supplemental Report has not yet been 
released, a subset of the preliminary data that has been collected was used in 
the development of this report.  Some results shown in prior year reports may 


                                                 
90 Note that different data sources, such as the NAIC Supplemental Health Care Exhibits and the Carrier 
Questionnaire, may define Small Group differently.  The federal definition of small group is based on 
number of employees while the New Hampshire Small Group rating definition is based on number of 
eligible employees. GA considered these differences for the analyses in this report. 
91 The 2012 Supplemental Report (http://www.nh.gov/insurance/lah/documents/supp_rpt_2012.pdf) 
includes a more detailed description of the data in its Appendix. 
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have been revised based on updated results from this year’s responses to 
Supplement Report Data request. 
 


 NAIC Supplemental Health Care Exhibits (SHCE):  Beginning in 
2010, this was a new annual filing requirement used to assist state and federal 
regulators in tracking and comparing financial results, particularly elements 
that make up the medical loss ratio, of healthcare businesses as reported in 
the annual financial statements.  A separate exhibit is required annually in 
each state in which a carrier has written any premium or has any claims or 
reserves in the Individual, Small Group or Large Group fully-insured 
Comprehensive Major Medical Markets. 
 
 NAIC Statistical Compilation of Annual Statement Information for 
Health Insurance Companies:  This report includes aggregated data from 
annual statements of the individual companies filing the health annual 
statement blank.  Certain data is provided only at the total national level.  
Other data is also presented by state.  New England regional calculations 
were based on the aggregated results reported for Connecticut, Maine, 
Massachusetts, New Hampshire, Rhode Island, and Vermont. 


 


11.2. Glossary of Terms  
 


 ACA:  Affordable Care Act of 2010 


 Actuarial Value:  For purposes of this report, “actuarial value” is defined 
as the share of medical costs covered by the health plan for a standard 
population. 


 Benefit-Adjusted Premium Trend:  The premium trend recalculated to 
assume no changes in benefits from year to year. 


 Benefit Buy-Down:  The process of selecting a plan with reduced benefits 
or higher member cost-sharing as a way to mitigate premium increases.   


 Cost Trend: For purposes of this report, “cost trend” represents the 
combination of the change in the unit price of specific services, the change in 
the claim severity of the total basket of services provided, and the change in 
mix of providers being used.   


 EPO: Exclusive Provider Organization; a type of health plan with a 
defined network of providers, but unlike an HMO, the member may not be 
required to select a Primary Care Physician or receive referrals to Specialists 
within the network. 







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 55     


 Fully-Insured Plan:  A health plan in which an insurance carrier receives 
a premium payment in return for covering all claims risk associated with the 
enrollees. 


 HMO:  Health Maintenance Organization; a type of health plan that 
employs medical management techniques such as a defined provider 
network, Primary Care Physician selection and Specialist referral 
requirements. 


 NAIC:  National Association of Insurance Commissioners 


 NHID:  New Hampshire Insurance Department 


 Per Member Per Month (PMPM):  A common method of expressing 
healthcare financial data that normalizes for the size of the membership pool.  
Dollars are divided by member months to calculate the PMPM value. 


 POS:  Point-of-Service plan; a type of health plan similar to an HMO, but 
with the option to self-refer to providers outside of the HMO network, 
typically with increased levels of member cost sharing 


 PPO: Preferred Provider Organization; a type of health plan that employs 
a network of preferred providers, but does not limit a member from seeking 
care at any provider.  Typically the member cost sharing will be lower when 
care is provided within the preferred network.  


 Pricing Trend:  An assumption used in setting premium rates that 
represents the expected increase in future claims costs.   


 Self-Insured Plan:  A health plan in which an employer does not actually 
pay insurance premiums to a carrier to accept the claims risk.  The employer 
pays only a service fee to a carrier to administer the plan, but then the 
employer covers the cost of claims for their enrollees directly.   


 Unadjusted Premium Trend:  The actual percentage increase in premium 
PMPM’s as reported by carriers.   


 Utilization Trend:  The change in the number of services provided.  
Examples of the types of metrics used to calculate utilization includes the 
number of admissions to a hospital, the number of visits to a specialist 
physician of the number of pharmacy prescriptions filled. 


  


11.3. Limitations and Data Reliance 
 


Gorman Actuarial prepared this report for the use of the New Hampshire Insurance 
Department.  While we understand that this report may be distributed to third parties, 
Gorman Actuarial assumes no duty or liability to any third parties who receive the 
information herein.  This report should only be distributed in its entirety. 


Users of this report must possess a reasonable level of expertise and understanding of 
healthcare, health insurance markets and financial modeling so as not to misinterpret the 
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information presented.  The report addresses certain provisions of the Affordable Care 
Act, but is not intended to act as an official or comprehensive interpretation of the 
legislation itself. 


Analysis in this report was based on data provided by the New Hampshire Insurance 
Department, carriers in the New Hampshire health insurance markets, the NAIC and 
other public sources.  Gorman Actuarial has not audited this information for accuracy.  
We have performed a limited review of the data for reasonableness and consistency.  If 
the underlying data is inaccurate or incomplete, the results of this analysis may likewise 
be inaccurate or incomplete. 


The report contains statements that attempt to provide some prospective context to 
current or past trends.  These statements are based on the understanding of the existing 
and proposed regulatory environment as of September 2014.  If subsequent changes are 
made, these statements may not appropriately represent the expected future state. 


 


11.4. Qualifications 
 


This study includes results based on actuarial analyses conducted by Bela Gorman and 
Jennifer Smagula, who are members of the American Academy of Actuaries and Fellows 
of the Society of Actuaries, and meet the qualification standards for performing the 
actuarial analyses presented in this report. 
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1. Executive Summary 
 
In May 2010, New Hampshire passed RSA 420-G:14-a, V-VII (Chapter 240 of the laws 
of 2010, an act requiring public hearings concerning health insurance cost increases).  
This law requires the New Hampshire Insurance Commissioner to “hold an annual public 
hearing concerning premium rates in the health insurance market and the factors, 
including health care costs and cost trends, that have contributed to rate increases during 
the prior year.”  This year’s hearing was held on October 31, 2014.  The law also requires 
the Commissioner to “prepare an annual report concerning premium rates in the health 
insurance market and the factors that have contributed to rate increases during the prior 
year.”  The Commissioner and the New Hampshire Insurance Department (NHID) have 
engaged Gorman Actuarial, Inc. (GA) to assist them in preparing this fourth Annual 
Report.   
 
The key findings from this year’s report are: 


  
 In 2013, average premiums in New Hampshire’s fully-
insured private markets increased 3%.  The continued 
movement towards plans with increased member cost sharing 
prevented additional premium increases of approximately 2% 
to 4%. 
The average 2013 premium increase was up from the 1.1% 
premium increase experienced in 2012. 


 
 Actual healthcare claims increased 1.3% from 2012 to 2013.  
Overall claim trends decreased for the third straight year, from 
3.3% in 2011 to 2.7% in 2012 to 1.3% in 2013.  Utilization trends 
were negative for three straight years, although utilization trends 
increased from -3.5% in 2012 to -2.6% in 2013.  Overall cost 
trends have decreased, from 6.4% in 2012 to 4.1% in 2013.  
 
 The overall combined inpatient and outpatient hospital rate 
change is 3.2% in 2013.   
Inpatient and outpatient hospital spending represents 40% to 50% 
of total medical and pharmacy expenditures.  While the overall 
hospital rate change has decreased from prior years, the majority of 
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hospital-specific rate changes continue to be higher than the 2013 
Northeast Medical Consumer Price Index (CPI) of 1.6%.1 
 
 In addition to premium costs, members paid $966 on 
average in out-of-pocket cost sharing in 2013. 
The share of claims paid by members represents approximately 
19% of total medical claims. 
 
 Pricing trends in 2014 and 2015 reflect the more favorable 
observed claim trends in recent years. 
2014 to 2015 pricing trends are approximately 8% and are 
generally lower than historic pricing trends and are consistent with 
national trend survey results.  These trends differ from observed 
trends for several reasons.  For example, there is a time lag 
between when premiums are set and emerging experience.2 
 
 Average deductible levels and member out-of-pocket 
maximums have increased in all market segments. 
The Individual and Small Group Markets saw the largest increases 
in deductibles and member out-of-pocket maximums, followed by 
the Large Group Market. 
 
 Carriers priced their 2013 plans such that 81.8% of 
premiums would go towards coverage of medical claims.  
Actual claims consumed only 78.6% of premiums. 
2013 pricing trends did not typically reflect negative utilization 
trends, which contributed to the variance between the target and 
actual medical loss ratio.  Medical loss ratios for five carriers were 
below the minimum thresholds set by the ACA, resulting in those 


                                                 
1 http://www.bls.gov/cpi/cpid1312.pdf  The Northeast is defined as Connecticut, Maine, Massachusetts, 
New Hampshire, New York, New Jersey, Pennsylvania, Rhode Island and Vermont.  The CPI for Medical 
Care is based on both medical care services (professional services, hospital and related services and health 
insurance) and medical care commodities (medicinal drugs, medical equipment and supplies.)  For more 
information on how Medical CPI is calculated, see http://www.bls.gov/cpi/cpifact4.htm. 
2 For additional discussion regarding differences between pricing trend and observed trend, please see 
Section 7.5. 
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carriers paying nearly $5.5 million in premium rebates, or 0.4% of 
premium to New Hampshire policyholders for 2013. 
 
 Carrier-reported actual expenses, including taxes and 
assessments, increased 8.9% in 2013.3   
The percentage of premium going towards expenses has increased 
from 15.5% to 16.4% from 2012 to 2013.  The increase in 
expenses is driven by a combination taxes and assessments along 
with other carrier administrative costs.  While overall expenses are 
a much smaller percentage of total premium compared to claims, 
given this increase, it is recommended that future reports continue 
to further analyze the increase in expenses. 
 


  


                                                 
3 Expenses reported by the carrier generally tie to information reported in the Supplemental Health Care 
Exhibits (SHCE) except in the case of Anthem where the information is adjusted to exclude the Federal 
Employees Program (FEP.) 
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2. Data Sources and Definitions 
 
A number of data sources were utilized in preparing the report.  GA utilized existing data 
and information collected by the NHID along with publicly available information.  GA 
and the NHID also asked the major carriers in the New Hampshire fully-insured market 
to complete a questionnaire providing details not readily available from other data 
sources.  This report uses only de-identified or aggregated responses to the questionnaires 
except where noted.  Gorman Actuarial has not audited this information for accuracy.  
We have performed a limited review of the data for reasonableness and consistency.  If 
the underlying data is inaccurate or incomplete, the results of this analysis may likewise 
be inaccurate or incomplete.  Additional details on key data sources and a glossary of key 
terms can be found in the Appendix at the end of this report.  The report contains 
statements that attempt to provide some context to current or past trends.  These 
statements are based on the understanding of the existing and proposed regulatory 
environment as of November 2014.  If subsequent changes are made, these statements 
may not appropriately represent the expected future state. 
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3. Overview of New Hampshire Insurance Market 
 
Many different types of health insurance plans are available in New Hampshire.  To put 
the markets in some context, Figure 1 shows the estimated distribution by type of health 
insurance coverage for all New Hampshire residents during 2011 - 20124, the most recent 
years for which the data were available.  It was estimated that 12% of New Hampshire 
residents were uninsured in 2012.  This is below the national average of 15% and placed 
New Hampshire as the 14th lowest out of the 50 states that year.5  In 2012, 23% of the 
population received health coverage through public sources including Medicare and 
Medicaid.  The Medicaid rate of 8% was the lowest of any state, and significantly below 
the national average of 16%.  Slightly less than two-thirds of the market received health 
coverage in the private market, either through individual insurance or employer-
sponsored group insurance coverage.  The 59% receiving employer-sponsored coverage 
was the highest of any state in the country and was well above the national average of 
48%. 
 


 


Figure 1 – Distribution of New Hampshire Health Insurance Coverage (2011 - 2012) 


 


                                                 
4 Kaiser Family Foundation: http://www.statehealthfacts.org/profileind.jsp?cat=3&sub=39&rgn=31 
The data is based on an analysis of the Census Bureau’s March 2012 and 2013 Current Population Surveys 
(CPS; Annual Social and Economic Supplements) and are restricted to the civilian (not active duty 
military) population.  The state data represent 2-year averages.  In certain segments, the survey data may 
not be consistent with New Hampshire state reporting. 
5 For residents under age 65 (unlikely to be covered by Medicare), 14% of New Hampshire residents and 
18% of residents nationally are estimated to be uninsured. 
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New Hampshire’s private health insurance market membership can be further divided 
between self-insured coverage and fully-insured coverage.  Self-insurance is a type of 
funding arrangement in which an employer does not actually pay insurance premiums to 
a carrier to accept the claims risk.  The employer pays only a service fee to a carrier to 
administer the plan, and covers the cost of claims directly.  These arrangements are 
common among larger employers.  Approximately 55% of privately insured members in 
New Hampshire are covered under a self-insured arrangement.  Because these employers 
pay claims directly, rather than paying premiums for their coverage, the primary focus of 
this report will be on the remaining 45% of privately insured members in the Individual, 
Small Group, and Large Group fully-insured segments. 
 
Figure 2 shows each carrier’s share of members in the combined fully-insured markets.  
Anthem, which includes Matthew Thornton, has 60% of the overall share of members 
and is the largest carrier in each market segment.  Harvard Pilgrim is the second-largest 
carrier, with a 27% overall share.  Cigna has just a 6% share of the fully-insured markets 
but maintains a substantial market presence in New Hampshire with approximately a 
third of the self-insured market.  MVP’s member share continued to decline and was only 
3% of the fully-insured marketplace in 2013, as it had previously announced plans to 
withdraw from the New Hampshire market.6  All other carriers combined have 
approximately 4% of the fully-insured market in New Hampshire. 
 


 


Figure 2 – Fully-Insured Market Share by Year7 


  


                                                 
6 https://swp.mvphealthcare.com/wps/portal/mvp/shared/aboutus/pressreleases - October 15, 2013 press 
release - MVP Announces Intention to Concentrate Resources in VT and NY 
7 2011 - 2013 Supplemental Health Care Exhibit filings, excluding Federal Employee Program members.  
This chart represents New Hampshire situs based members while Figure 1 represents New Hampshire 
residents. 
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4. Premium Trends - Unadjusted 
 
Similar to previous reports, fully insured premium trends were analyzed on both an 
unadjusted and benefit-adjusted basis.  The unadjusted basis examines earned premium8 
PMPM trends based on information provided by each carrier as shown in Table 1.  In the 
case of the Group Markets, the premium PMPM includes both the employer and 
employee contribution.  These premiums reflect actual average premium rates paid in 
each market and can be influenced by factors such as the demographic mix of the 
membership and the changing level of benefits covered under each plan.  For example, if 
an employer group increases its deductible, its relative premium would decrease which 
would be reflected in the unadjusted premium.  Therefore, the unadjusted premium trends 
do not fully reflect the increased cost of insurance borne by the average member, 
including changes in out-of-pocket cost sharing. 
 


 


Table 1 – Unadjusted Earned Premium by Market Segment and Year9 
 
The Individual Market premium PMPM’s remain well below the Group Market PMPM’s.  
The Individual Market plans have higher average levels of member cost sharing, and the 
use of health underwriting (which is no longer permitted for ACA-compliant plans 
beginning in 2014) leads to a generally healthier risk pool.  In 2013, the Small Group and 
Large Group Markets experienced the highest trends of 3.7% and 3.3%, respectively, 
while the Individual Market experienced the lowest trends, at 1.7%.  In last year’s report, 
the pattern of increases was opposite by market, with the highest premium trends in the 
Individual Market.  The overall 2013 premium trend across all of the fully-insured 
markets is 3.0%, up from 1.1% in the prior year. 
  


                                                 
8 Earned premium is defined per the instruction to the federal medical loss ratio annual reporting form:  
Earned premium means all monies paid by a policyholder or subscriber as a condition of receiving 
coverage from the issuer, including any fees or other contributions associated with the health plan and 
reported on a direct basis. Any amounts for ACA fees collected in advance of the MLR reporting year in 
which the fee is payable must not be reported as unearned premium. 
9 Source: 2013 and 2014 NHID Carrier Questionnaires 


Unadjusted Earned Premium PMPM


2012 2013 % Change


Individual $304.50 $309.74 1.7%


Small Group $431.34 $447.13 3.7%


Large Group $435.47 $449.89 3.3%


Total Fully‐Insured $417.10 $429.76 3.0%
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5. Member Cost Sharing and Benefit Buy-Down 


5.1. Member Cost Sharing 
 
Using data provided by carriers for the 2012 and 2013 New Hampshire Supplemental 
Reports data submissions, Gorman Actuarial was able to analyze the change in cost 
sharing between these two time periods.  Health insurance plan designs can have many 
different member cost sharing attributes.  The Supplemental Report captures data for 
several key cost sharing attributes, including deductibles, coinsurance, office visit copays, 
and member out-of-pocket maximums.  Table 2 displays a distribution of membership by 
deductible level for each of the three fully-insured market segments in CY 2012 and CY 
2013.  Similar to last year’s analysis, there continues to be movement in each of the 
market segments towards health plans with higher deductibles.  The Small Group markets 
appear to have experienced the greatest amount of shift towards higher deductibles: 61% 
of the Small Group Market had deductibles of $3,000 or more in 2013, compared to 48% 
in 2012.  The Individual Market has also experienced significant shift, with 50% of 
members with deductibles of $3,000 or more in 2013, compared to 37% in 2012. 
 


 


Table 2 – Member Distribution of Deductible by Market Segment and Year10,11,12 
 
Figure 3 examines the membership distribution for the Individual and Small Group 
Markets combined from 2011 to 2013.  In 2011, 37% of Individual and Small Group 
Market members were in plans with deductibles of $3,000 or higher.  In 2013, the 
percentage of members in plans with deductibles of $3,000 or higher increased to 58%. 


                                                 
10 Source:  NH Supplemental Report Data.  Excludes plans with no cost sharing.   
11 The data from the NH Supplemental Report was limited to a subset of carriers in 2012 and 2013 
consistent with the subset of carriers surveyed in the 2014 NHID Carrier Questionnaires. 
12 One carrier restated their 2012 Large Group data submission and therefore this data will not match to the 
2012 information reported in last year’s annual hearing report. 


Deductible 2012 2013 2012 2013 2012 2013


$0 0% 0% 0% 0% 6% 5%


$1 - $499 0% 0% 0% 0% 1% 1%


$500 - $999 1% 2% 0% 0% 9% 7%


$1,000 - $1,499 26% 19% 15% 7% 14% 15%


$1,500 - $2,999 31% 29% 37% 32% 33% 30%


$3,000 - $4,999 5% 9% 40% 49% 30% 32%


greater than or equal to $5,000 36% 41% 8% 12% 7% 9%


Total 100% 100% 100% 100% 100% 100%


Individual Small Group Large Group
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Figure 3 – Individual and Small Group Distribution by Deductible Level13 


 
Table 3 shows the average deductible, member coinsurance percentage, and member out-
of-pocket limit for 2012 and 2013.  The average deductible in the Individual Market 
increased the most at $488, while the Small Group Market increased $308, followed by a 
smaller increase in the Large Group Market, of $154.  The Individual Market continues to 
have the largest average deductible levels and average out-of-pocket maximums 
compared to the other market segments along with having a significantly higher 
percentage of members in high-deductible health plans, or HDHP’s.  The determination 
of HDHP is defined by the Internal Revenue Service (IRS) where, in 2013, a health 
policy had to have a deductible of at least $1,250 for individual coverage and an out-of-
pocket maximum that did not exceed $6,250.14 
 


 


Table 3 – Cost Sharing Attributes by Market Segment and Year15,16 
 
 
 


                                                 
13 Source: NH Supplemental Report Data, reporting years 2011 and 2013.  Individual and Small Group 
Markets combined. 
14 http://www.irs.gov/pub/irs-drop/rp-12-26.pdf  
15 Source:  NH Supplemental Report Data.  Excludes plans with no cost sharing.  Average out-of-pocket 
maximum also excludes plans with no out-of-pocket maximum.   
16 One carrier restated their 2012 Large Group data submission and therefore this data will not match to the 
2012 information reported in last year’s annual hearing report 


2012 2013 2012 2013 2012 2013
Average Deductible $3,192 $3,679 $2,540 $2,847 $2,162 $2,315


Average Member Coinsurance 9% 8% 2% 2% 3% 3%
Average OOP Maximum $4,159 $4,506 $3,130 $3,489 $3,252 $3,382
% of Members in High Deductible 
Health Plans (HDHP) 52% 53% 15% 15% 20% 19%


Individual Small Group Large Group
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Based on the information submitted in the 2014 NHID Annual Hearing Carrier 
Questionnaire, approximately 13% of the Individual Market members are in 
grandfathered plans as of April 2014, compared to 1% in the Small Group Market.  An 
additional 31% of Individual Market members and 85% of Small Group Market members 
were in ACA transitional policies as of April 2014.17  ACA transitional policies that 
renew on or before October 2016 are not considered out of compliance with certain 
provisions of the ACA.18  It is assumed that members in the ACA transitional polices 
eventually will migrate to ACA-compliant policies.  In 2014, the highest deductible 
levels in the New Hampshire Insurance Marketplace (the state healthcare Exchange) are 
$5,750.19,20  Non-grandfathered Individual Market members who were in plans with 
deductibles greater than $5,750 in 2013, may need to choose plans with lower deductibles 
in 2014. 
 
In addition to examining specific cost sharing attributes, we can also look at the overall 
average member out-of-pocket spending.  The average member out-of-pocket spending 
on an annual basis was $966 in 2013.  This is in addition to annual premium costs.  On a 
percentage of total claims, this level of cost sharing equates to 19% of total allowed 
claims for the entire fully-insured market and 18% for Group Markets only.  This 
percentage is higher when compared with a recent study by the Health Care Cost Institute 
(HCCI), which is based on employer group business only.  HCCI reported the 2013 
Northeast average annual cost sharing of $737 per member, which was 15% of their 
reported allowed claims.21  The New Hampshire Individual Market has the highest cost 
sharing percentage at 28% of allowed claims which is the result of their lower overall 
allowed claims and higher cost sharing amounts. 
 
 


                                                 
17 Note that the information in this report is based on April 2014 and therefore may differ from the 
information presented in the report “New Hampshire Health Insurance Market Analysis”, August 18, 2014, 
Wakely Consulting Group which is based on data as of May 2014. 
18 http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/transition-to-compliant-
policies-03-06-2015.pdf, http://www.nh.gov/insurance/media/bulletins/2014/documents/ins_14_009_ab.pdf  
19 http://www.nh.gov/insurance/consumers/documents/nh_mktplc_indvplns.pdf   
20 This is based on the Bronze metal level and does not include catastrophic plans. 
21 http://www.healthcostinstitute.org/issue-brief-out-pocket-spending-trends-2013 - HCCI 2013 Issue Brief: 
Out-of-Pocket Spending Trends 2013.  Their report analyzed employer-sponsored insurance and members 
under age 65 only. 
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Table 4 – Member Cost Sharing as a Percentage of Total Allowed Claims by Market 
Segment in 201322, 23 


 


5.2. Benefit Buy Down 
 
When analyzing premium changes and medical trends, it is helpful to understand what 
portion of the change is due to cost changes from the carrier and what portion of the 
change is due to a change in benefits purchased.  For example, a policyholder could 
receive a premium increase of 10%.  However, this 10% increase could reflect a 15% 
increase from the carrier and a 5% decrease because the policyholder purchased benefits 
that reflect higher cost sharing.  “Benefit buy-down” is the process of selecting a plan 
with reduced benefits or higher member cost sharing as a way to mitigate premium 
increases. 
 
There are different ways to calculate benefit buy-down.  One method is to calculate the 
change in actuarial value between two time periods.  Actuarial value is defined in simple 
terms as the share of total medical costs covered by the health plan for a standard 
population.  The higher the actuarial value, the more comprehensive or richer the benefit 
plan design.  The lower the actuarial value, the more the average member generally pays 
for benefits through member cost sharing.  For the same benefit plan design, there can be 
significant variation in estimated actuarial value due to differences in the assumptions 
used. 
 
Gorman Actuarial relied on several methodologies to review benefit buy-down in this 
year’s report.  Beginning with the March 2014 Supplemental Report data submissions, 
insurance carriers in New Hampshire were required to submit the Minimum Value with 


                                                 
22 NH Supplemental Report Data.  Analysis excludes records with no member months and negative 
member responsibility amounts. 
23 The source for last year’s member cost sharing amounts was the 2013 Carrier Questionnaire, but since 
the NH Supplemental Report started capturing this information with the 2014 submissions, the data is now 
based on the NH Supplemental Report. 


Average Member Cost 
Sharing as % of 


Allowed


Individual 28%


Small Group 20%


Large Group 17%


Total Fully-Insured 19%


Total Group Only 18%


2013
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each plan design.  Minimum Value is measured as stated in Section 1302 (d)(2)(C) of the 
ACA, and more details are provided in the 2014 NHID Supplemental Report Bulletin.24 
GA reviewed the change in the Minimum Value reported in the 2012 and 2013 
Supplemental Report submissions.  In addition, GA reviewed the reported cost sharing 
information from the Supplemental Report and estimated actuarial values using GA’s 
internal actuarial value pricing model.  The results of these analyses generated a range of 
benefit buy-down estimates for each market segment from 2012 to 2013.25  Table 5 
displays a range of estimated premium reductions due to benefit buy-down for each fully-
insured market segment based on the results of these methodologies.  Across the entire 
fully-insured market in 2013, the estimated range of premium reductions due to benefit 
buy-down is 2 to 4%.  In 2013, the Individual Market and Small Group Markets 
experienced benefit buy-down in the range of 2% to 4%, while the Large Group Markets 
experienced less benefit buy-down, estimated at 1% to 3%. 
 


 


Table 5 – Benefit Buy-Down by Market Segment 


 


5.3. Product 
 
While benefit buy-down has continued to impact premium trends in New Hampshire, the 
product selections in New Hampshire remained fairly stable through 2013, with some 
changes in 2014.  Figure 4 displays the percentage of New Hampshire private market 
membership by product and insured status for years ending December 2011, 2012 and 
2013 in addition to membership as of April 2014.  This includes all market segments and 
both fully insured and self-insured membership, as reported by the carriers surveyed.26  
The overall proportion of self-insured membership has remained fairly stable, at around 
52% to 53% when combined across all products.  Within the self-insured membership, 
the product distribution has also remained fairly stable between HMO/POS/EPO products 
and PPO/Indemnity products.  Some have suggested that there will be shifts to the self-
insured market as a way for employers to avoid some of the requirements of the ACA.  


                                                 
24 http://www.nh.gov/insurance/media/bulletins/documents/ins_14_005_ab.pdf 
25 There are limitations in each of the methodologies employed to calculate benefit buy-down, thus a range 
of benefit buy-down is shown for 2012 to 2013.  Minimum Values were not reported in Supplemental 
Report data submissions prior to 2012 and therefore actuarial values reported in prior data submissions may 
not be comparable. 
26 Data in this section is based on information from the 2014 Carrier Questionnaire which only includes 
four carriers.  This is different from the information in Section 3 which is based on the Supplemental 
Health Care Exhibits from all reporting carriers. 


Individual
Small Group
Large Group
Total 2% to 4%


2013 Benefit Buy-
Down Range


2% to 4%


2% to 4%


1%  to 3%
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The data indicate that this expected trend has not yet impacted New Hampshire.  It will 
be interesting to continue to track this information in the future, especially when the 51-
to-100 Market is defined as the Small Group market in 2016 and beyond. 
 


 


Figure 4 – Commercial Membership by Product, Insured Status and Year27 


 
Figure 5 shows the membership distribution by product for only the fully insured market 
segments.  The distribution of members by products remained fairly stable through 
December 2013, but in April 2014 there was a shift to HMO/POS/EPO products.  This 
was primarily a result of an influx of members to the New Hampshire Health Insurance 
Marketplace and the introduction of an HMO product offering to these members.  
 


                                                 
27 Source:  2014 Carrier Questionnaire 
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Figure 5 – Fully-Insured Membership by Product and Year28 


 


6. Premium Trends - Adjusted 
 
There are several key drivers of the unadjusted premium trend.  One is the impact of 
benefit changes on premium trends.  As consumers buy down to benefit plans with higher 
out-of-pocket cost sharing, the premiums do not increase as rapidly as they would have if 
the benefits had not been reduced.  Using the benefit buy-down ranges calculated in 
Section 5, we can recalculate each market’s estimated premium trends to demonstrate the 
trends after adjusting for benefit changes.  This is referred to as benefit-adjusted premium 
trends.  Table 6 shows the unadjusted and benefit-adjusted premium trends for each 
market segment in 2013.  In each market, because of the impact of benefit buy-down, the 
adjusted trends are higher than the unadjusted trends.  For example, if small employers 
did not change their current benefit levels, in 2013 the Small Group Market would have 
experienced average premium increases in the range of 6% to 8% (benefit-adjusted 
premium trend).  However, since small employers did “buy-down” in 2013, the actual 
premium increase experienced in 2013 was 3.7% (unadjusted premium trend).  On a 
benefit-adjusted basis, overall premiums in the fully-insured market increased 5% to 7% 
in 2013 compared to an unadjusted premium trend of 3.0%.  In 2012, the unadjusted 
overall premium trend in the fully-insured market was 1.1% and the adjusted premium 
trend was 5% to 7%.  Therefore, in both 2013 and 2012, the benefit-adjusted premium 
trend is estimated at 5% to 7%, but because there was less benefit buy-down in 2013 
compared to 2012, the overall unadjusted premium trend was higher in 2013 compared to 
2012 (3.0% compared to 1.1%.) 
 


                                                 
28 Source:  2014 Carrier Questionnaire 
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Table 6 – 2013 Impact of Benefit Buy Down on Premium Trends by Market 
Segment29 


 


7. Components of Premium 


7.1. Introduction 
 
This section explores the trends and drivers of each component of premium – claims, 
expenses, and profits – in terms of how they impacted 2013 premium rate levels and 
actual 2013 results.  It is important to remember that carriers must file premium rates 
several months in advance of the beginning of the period for which the rates are effective.  
This can lead to some lag between pricing assumptions, which are heavily influenced by 
past experience, and actual results seen in the projected period for which the premium 
rates are effective. 
 


7.2. Medical Claims 
 
Medical expenses, or claims, are the largest contributor to health insurance premiums, 
and the increase in claim costs has been the largest driver of the increase in premiums 
over time.  Figure 6 shows the annual allowed claim trends by market segment.  Allowed 
claims are the sum of the claim amounts paid by the carriers and the payments paid by 
the members through cost sharing, such as deductibles and copayments.  Across all fully-
insured markets the average allowed claim trends have been declining over the past three 
years, and was 1.3% in 2013.  The Individual and Large Group Markets saw significant 
decreases, while the Small Group Market increased slightly, compared to 2012.  
Consistent with prior years, these overall New Hampshire trends are below trends seen 
nationally in the Segal Health Plan Cost Trend Survey.30  However, the year-over-year 
pattern of the results in New Hampshire are consistent with those seen on a national 
basis, where 2013 national medical trends were down 0.6% to 1.7%,  and are at the 
                                                 
29 Unadjusted premium trends represent actual premium trends as reported by the carrier.  Benefit-adjusted 
premium trends are estimated to reflect the premium trends assuming no benefit changes. 
30 http://www.segalco.com/publications/surveysandstudies/2015trendsurvey.pdf, Table 2:  Selected 
Medical, Rx Carve Out and Dental Trends:  2003 – 2013 Actual and 2014-2015 Projected 


Unadjusted 
Premium 


Trends


Estimated 
Benefit Buy 
Down Range


Adjusted 
Premium 


Trends


Individual 1.7% 2% to 4% 4% to 6%


Small Group 3.7% 2% to 4% 6% to 8%


Large Group 3.3% 1% to 3% 4% to 6%


Total Fully-Insured 3.0% 2% to 4% 5% to 7%


2013 Impact of Benefit Buy Down on Premium Trends
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lowest levels seen in the history of the survey, which dates back to 2002.  Section 8 of 
this report has additional regional and national trend comparisons. 
 


 


Figure 6 – Observed Allowed Claim Trends31
 


 
Claim trends can be separated into two distinct categories: utilization and cost.  
Utilization is simply the number of services provided (e.g. admissions to a hospital, visits 
to a specialist, prescriptions filled).  Cost trends are a combination of the change in unit 
price of specific services, the change in claim severity of the total basket of services 
provided, and the change in mix of providers being used.  Claim severity is often driven 
by the availability of new treatments or technology that contributes to an overall change 
in claim costs.  A typical example of an increase in claim severity is when a patient 
receives an MRI rather than an X-ray to diagnose an injury.  The utilization of services 
may still be one service, and the unit price of an X-ray and the unit price of an MRI may 
not have changed.  However, the overall cost of claims has increased because the patient 
received a more expensive service. 


 
Figure 7 and Figure 8 isolate the utilization and the cost components of the allowed 
trends.  Utilization trend has been the major driver of the overall deceleration in claim 
trends in recent years, with negative trends for the past three years.  Across all markets, 
2013 utilization trends were -2.6%.  Leading the way is the Individual Market which 
experienced a claim trend of -4.5%.  Within the Individual Market, the Inpatient and 
Outpatient Facility service categories experienced trends of -7% and -8% respectively.  
The Small Group Market utilization trend in 2013 increased compared to 2012 but was 
still negative at -2%.  The Large Group Market utilization trend increased slightly from 
2012 to 2013. 


 


                                                 
31 2014 Carrier Questionnaire – weighted average by allowed claim amounts in the corresponding year. 
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Figure 7 – Observed Utilization Trends32
 


 
While utilization trends remain favorable, the offsetting increase in provider 
reimbursement levels continued to drive allowed claim increases overall.  Figure 8 shows 
the 2013 cost trends across all fully-insured markets at 4.1%.  This is a decrease 
compared to 5.6% in 2011 and 6.4% in 2012.  Each of the three market segments saw a 
decrease in cost trends, and the trend in 2013 was lower than in 2011 and 2012.  Similar 
to 2012, the cost trends by market segment were fairly consistent and range from 4.0% to 
4.3% in 2013.  As stated above, these cost trends include the portion attributable to mix.  
As reported by the carriers surveyed, estimated mix trends for the past two years ranged 
from -1% to +1%. 


 
 


                                                 
32 2014 Carrier Questionnaire – weighted average by allowed claim amounts in the corresponding year. 
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Figure 8 – Observed Cost Trends33
 


 
The finding that provider reimbursement, or price, is driving overall health care costs is 
not unique to New Hampshire.  It is consistent with national experience.  The 2013 
Health Care Cost and Utilization Report from the Health Care Cost Institute (HCCI) 
found that “rising prices, rather than utilization, were the primary drivers of spending 
growth for all medical service categories and brand prescriptions.”34 
 
Claim payments can also be segmented by the type of service that is being covered.  
Figure 9 shows the distribution of 2013 allowed claim payments across all fully-insured 
markets by the various types of service.  43% of all claims were paid to a facility such as 
a hospital or ambulatory surgical center to cover inpatient or outpatient care.  
Professional care, such as office visits to a physician or therapist, accounted for 28% of 
total claims, while prescription drugs represented 18% of payments.  The remaining 11% 
of claims consisted of other payments that don’t easily fit into the four primary 
categories, such as durable medical equipment, such as wheelchairs and non-fee-for-
service payments, such as capitation payments and quality incentives. 
 


                                                 
33 2014 Carrier Questionnaire – weighted average by allowed claim amounts in the corresponding year 
34 http://www.healthcostinstitute.org/2013-health-care-cost-and-utilization-report 
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Figure 9 – 2013 Claims by Type of Service35
 


 
Figure 10 presents the observed allowed claim trends by the four major types of service 
categories across all fully-insured markets for the years 2011, 2012, and 2013.  All 
service categories experienced a decrease in trends in 2013 compared to 2013 except 
Professional, which saw an increase from 2.3% in 2012 to 2.8% in 2013.  Outpatient 
Facility, which is one of the largest segments of medical expenditures, saw a decrease in 
each of the market segments.  The decrease in outpatient facility is driven by decreases in 
utilization, and the decrease in utilization for this segment is due in part to a shift of 
services (such as lab services) from outpatient facilities to independent labs, which is part 
of the professional service category. 
 


                                                 
35 2013 Carrier Questionnaire 
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Figure 10 – Observed Trends by Service Category36
 


 


7.3. Provider Costs 
 
As hospital spending generally comprises nearly half of total health care spending, and 
trends in hospital spending have been driven by increases in costs rather than utilization, 
carriers provided their 2013 and 2014 projected inpatient and outpatient hospital unit cost 
changes by facility so that we could further analyze these costs.  Figure 11 displays the 
combined inpatient and outpatient unit cost changes by facility across all reporting 
carriers for both 2013 (in red) and 2014 (in blue).  The single dark black line represents 
the 2013 Northeast Medical Consumer Price Index (CPI) of 1.6%.37  Similar to what was 
observed last year, the vast majority of hospitals (22 out of 26) have unit price changes 
above the Northeast medical CPI.  The hospitals are grouped into three geographic 
regions: Southeastern, Central/Western, and Northern.38  The figure shows variation in 
the rate changes both across the state and also within each region.  The Northern region 
continues to have lower rate changes than the rest of the state. 


 


                                                 
36 2014 Carrier Questionnaire – weighted average by allowed claim amounts.  The total Fully-Insured trend 
for the “Other” service category was -0.9%. 
37 http://www.bls.gov/cpi/cpid1312.pdf   
The Northeast is defined as Connecticut, Maine, Massachusetts, New Hampshire, New York, New Jersey, 
Pennsylvania, Rhode Island and Vermont.  The CPI for Medical Care is based on both medical care 
services (professional services, hospital and related services and health insurance) and medical care 
commodities (medicinal drugs, medical equipment and supplies.)  For more information on how Medical 
CPI is calculated, see http://www.bls.gov/cpi/cpifact4.htm. 
38 Regions defined based on definition from the report “Analysis of Price Variations in New Hampshire’s 
Hospitals” by the University of Massachusetts Medical School (UMMS). 
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Figure 11 – Hospital Inpatient and Outpatient Combined Average Rate Changes 
2013 and 201439 


 
While the rate changes for many hospitals are above the Northeast medical CPI, there is a 
general decrease in the rate changes when we look at the trends for the past several years.  
Figure 12 shows that the blended Inpatient and Outpatient unit cost rate change decreased 
from 2011 through 2013, with a slight increase projected for 2014. 
 


 


Figure 12 – Inpatient and Outpatient Facility Combined Average Rate Changes40 


 


                                                 
39 2014 Carrier Questionnaire – weighted average across all reporting carriers. 
40 Ibid. 







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 26     


In addition to variation in rate changes to hospitals in New Hampshire, there continued to 
be significant variation in the level of payments across carriers.  As cited in the reports 
for the previous two years, several studies were commissioned by the NHID related to 
understanding the variation in prices paid to hospitals, including “Analysis of Price 
Variations in New Hampshire’s Hospitals,” by the University of Massachusetts Medical 
School (UMMS)41, and “The Costs of NH’s Health Care System: Hospital Prices, Market 
Structure, and Cost Shifting,” by the New Hampshire Center for Public Policy Studies 
(NHCPPS)42. The study by UMMS concluded that there was wide variation in 
commercial prices paid to New Hampshire hospitals even after adjusting for case mix, 
while the NHCPPS report stated that New Hampshire’s hospital prices demonstrate 
significant variation that is not necessarily explained by patient morbidity, quality of care, 
or payer mix. In addition, the analysis generated by the UMMS report demonstrated that 
on a case-mix adjusted basis, the most expensive hospital was paid more than twice as 
much for inpatient services and outpatient services than the least expensive hospital, 
based on data from 2009. The NHCPPS report also demonstrated that based on hospital 
price data from 2005 to 2009, high-cost hospitals generally tend to hold their position as 
high-cost hospitals over time, while low-cost hospitals tended to remain low-cost 
hospitals over time. 
 
In order to understand whether the variation in price observed in these previous studies 
was still in existence, we asked each carrier surveyed to provide 2012, 2013, and 2014 
price index data for inpatient and outpatient hospitals based on their contracted rates with 
each facility.  Recognizing that each carrier had different methodologies for calculating a 
hospital’s price index, our goal was not to duplicate the analyses from the UMMS and 
NHCPPS but rather to understand at a high level if price disparity continued in the New 
Hampshire market.  Figure 13 provides an example of the results of one carrier’s price 
indices, or relative price, by hospital.  In this case, the most expensive hospital was paid 
more than twice as much as the least expensive hospital.  While the rank or order of 
hospitals varied by carrier, the variation across hospitals and the difference between the 
most expensive and least expensive hospital was consistent among carriers.  The fact that 
the most expensive hospital was more than twice as much as the least expensive hospital 
was also consistent with the earlier UMMS study. 
 


                                                 
41 http://www.nh.gov/insurance/lah/documents/umms.pdf 
42 http://www.nh.gov/insurance/reports/documents/nhcpps.pdf 
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Figure 13 – Example of Relative Price by Acute Care Hospitals43,44
 


 
Professional services spending is generally the next largest service category after 
hospital spending.  Analyzing physician prices is typically more difficult than 
analyzing hospital prices because of the way a physician group is structured as a 
contracting entity, which can vary significantly by carrier.  The carriers surveyed 
were asked to provide the payment rate changes for their 10 largest provider groups 
for 2012, 2013, and projected 2014.  The percent rate change for each of the carrier’s 
top provider groups varied by provider group and by year.  As shown in Figure 14, 
annual rate changes ranged from 0% up to 9%.  This variation by provider group was 
on par with the variation seen in rate changes by hospital, shown in Figure 11. 
 


                                                 
43 2014 Carrier Questionnaire 
44 When carriers did not provide a combined Inpatient and Outpatient relative price, they were blended 
using the Inpatient and Outpatient dollar amounts for the time period. 
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Figure 14 – Three Year Average Physician Group Payment Rate Changes 


 
When analyzing the weighted average percent rate change for provider groups for each of 
the three years, Table 7 shows that the combined rate change varied slightly from year to 
year, from a low of 2.1% to a high of 3.1%.  This was generally lower than the weighted 
average payment rate changes for hospitals shown in Figure 12. 


 


 


Table 7 – Weighted Average Percent Change for Top 10 Physician Groups 


 


7.4. Market Demographics 
 
Age is an important factor used in the rating process, so isolating age demographics can 
be insightful in understanding claim trends over time.  Figure 16 shows average member 
age across each market segment as of December 2011, 2012, and 2013 and April 2014.  
Through December 2013, the average age of each of the market segments was in a rather 
tight range of 36.8 to 37.0.  The average age of the Small and Large Group Markets 
remained stable over the previous several years.  It is interesting to see that the average 
age in the Individual Market increased significantly after the January 1, 2014 effective 
date of the Affordable Care Act and the subsequent enrollment of members through the 
Exchange45.  The average age in the Individual Market rose from 37.0 in December 2013 
to 41.3 in April 2014.  Given the large increase in the average age of the Individual 
Market segment, we anticipate that average claim costs would also increase in 2014. 
                                                 
45 The health insurance Exchange is implemented by the federal government in New Hampshire 


Total Weighted Average 3.1% 2.1% 2.4%


Percentage Change


2012 over 2011


Percentage Change


2013 over 2012


Percentage Change


2014 over 2013
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Figure 15 – Average Member Age by Market Segment46
 


 
Figure 14 further breaks out the Individual Market into those members who obtain their 
policy outside of the Exchange (black bar) and those who obtain their policy through the 
Exchange (grey bar).  The Exchange population is much older on average (44.9) 
compared to the non-Exchange population (38.7).  This may be attributed to the changes 
from the ACA that have made insurance coverage more attractive to an older 
demographic that was previously uninsured47, higher subsidies for the older demographic, 
and a relatively smaller percentage of children enrolled in policies through the 
Exchange.48 


  


                                                 
46 2014 Carrier Questionnaire.  Note that the information for 2014 is based on April 2014 which differs 
from the information from the report “New Hampshire Health Insurance Market Analysis”, August 18, 
2014, Wakely Consulting Group which is based on data as of May 2014. 
47 ACA restricts the age factor to 3:1. That is, rates charged to older adults can be no more than three times 
those charged to younger adults, 
48 A recently published analysis speculates this may be a result of the fact that New Hampshire’s Children’s 
Health Insurance Plan (CHIP) covers children up to 323% of the federal poverty level (FPL), and children 
eligible for CHIP are not eligible for subsidized coverage through the Exchange.  “New Hampshire Health 
Insurance Market Analysis”, August 18, 2014, Wakely Consulting Group. 
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Figure 16 – Average Member Age by Individual Market Segment49
 


 


7.5. Pricing Trends 
 
Section 7 has thus far focused on observed historical trends.  Section 7.5 focuses on 
pricing trends.  Observed trends represent a retrospective view of the change in claim 
experience from one year compared to the prior year.  These are calculated metrics from 
known outcomes.  However, health insurance premiums are established well in advance 
of their effective period which requires insurance carriers to develop projected trend 
assumptions called pricing trends.  Pricing trends are a prospective view, and represent a 
point estimate based on actuarial analysis of the expected increase in claim costs.  Pricing 
trends are generally developed from a combination of historical experience adjusted for 
expected future differences, such as a new medical technology which may increase future 
costs or a new utilization management policy with may decrease future utilization.  In 
addition to the timing differences between observed trends and pricing trends, there are 
several other differences.  Pricing trends are based on a static level of benefits while 
observed trends will reflect the impact of benefit changes to utilization levels.  Also, 
given the significant lag between observed historical data and the projection period for a 
pricing trend it may take time to see the same deceleration in pricing trends as what is 
occurring in observed historical trends.  Section 7.3 of the “2011 Medical Cost Drivers”50 
report provides further context around the differences between observed and pricing 
trends. 
 


                                                 
49 2014 Carrier Questionnaire 
50 2011 Medical Cost Drivers, Gorman Actuarial, LLC, March 7, 2013 
http://www.nh.gov/insurance/consumers/documents/nhid_ann_rrhrng_2012rpt.pdf 
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Figure 17 shows average pricing trends in New Hampshire across all fully-insured 
markets from 2011 through 2015.  Figure 6 showed that observed claims trend decreased 
from 3.3% in 2011 to 2.7% in 2012 and 1.3% for 2013.  As this experience emerged, 
pricing trends declined in each of the most recent pricing periods, although there was a 
slight increase from 2014 to 2015.  When analyzing the pricing trends by service type, we 
noted that in each of the market segments, prescription drugs had the highest trend and 
had been increasing over previous years.  Reasons cited by the carriers for this included 
the declining volume of brand drugs with patent expirations and the availability of drugs 
like Sovaldi to treat Hepatitis C.  Medical trends were generally lower than prescription 
drug trends and had mostly been decreasing over the same time period.   


 
Observed utilization trends emerged at negative levels over the past few years.  While 
carriers in New Hampshire have not assumed negative utilization trends in their pricing, 
they have continued to lower the utilization trend assumed in their overall pricing trend.  
The 2015 Segal Health Plan Cost Trend Survey51 reported average projected 2014 trends 
of 6.2% to 7.9% in total.  Overall, the average 2015 pricing trend in New Hampshire of 
8.1% is slightly outside the upper end of this national trend survey. 
 


 


Figure 17 – Average Pricing Trends52
 


 


  


                                                 
51 http://www.segalco.com/publications/surveysandstudies/2015trendsurvey.pdf, Graph 1 - 2014 Projected 
Medical (Actives and Retirees < age 65) with Pharmacy excluding FFS / Indemnity plan 
52 Average pricing trends are based on Carrier Questionnaire responses in 2012, 2013 and 2014.  Carrier 
responses by market segment were weighted by paid claim amounts in 2013.  2014 trend assumptions were 
restated in the latest questionnaire (now 7.8% compared to 8.1% in last year’s report). 
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7.6. Medical Loss Ratios 
 
In health insurance, the medical loss ratio is a measure of the percentage of each premium 
dollar used to pay for medical expenses.  The remainder of each premium dollar is 
available to cover administrative expenses, taxes and fees and contribute to profit 
margins or surplus.  Carriers establish target loss ratio assumptions during their pricing 
process.  Given the rates filed, this is the expected portion of premium dollars needed to 
pay projected claims.  Table 8 shows the average target loss ratios by market segment for 
the three year period of 2011 through 2013.  The 2013 target medical loss ratio was 
81.8%.  Therefore, on average, carriers expected 18.2% of the premium rate to cover 
expenses and to contribute to profits.  The Large Group segment showed relatively minor 
decreases in its target loss ratios. The Individual Market target loss ratio increased to 
about the level it was in 2011.  The Small Group Market target loss ratio dropped from 
82.8% to 80.8%, driving the overall average fully-insured target down by 0.8 percentage 
points compared to 2012.  In subsequent sections, we will explore expenses and margin 
in more detail. 


 


 


Table 8 – Average Target Medical Loss Ratios, Carrier Rate Filings53
 


 
Table 9 shows the average actual medical loss ratios by market segment.  These ratios 
represent a simple calculation of claims divided by premium, consistent with the targets 
shown in Table 8.  The average experienced loss ratio across all fully-insured markets 
declined from 79.5% to 78.6% and represented the third straight year with a decrease.  
From 2011 to 2013, the average loss ratio across all fully-insured markets decreased by 
3.6 percentage points.  The average medical loss ratios in the Individual Market 
increased slightly to about the 2011 level.  The average medical loss ratio in the Group 
markets continued to decrease, with each of the markets very close to 80%.  2013 
pricing trends did not typically reflect negative utilization trends, which contributed to 
the variance between the target and actual medical loss ratio. 


 


                                                 
53 2012 & 2013 Carrier Questionnaire: weighted average by market membership 


Medical Loss Ratios in Rating Assumptions by Market Segment 


2011 2012 2013


Individual 70.0% 68.0% 69.8%


Small Group 82.9% 82.8% 80.8%


Large Group 84.9% 84.5% 84.6%


Total Fully‐Insured 83.1% 82.6% 81.8%
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Table 9 – Average Medical Loss Ratios, Actual Experience54
 


 
The Affordable Care Act (ACA) established Minimum Medical Loss Ratio (MLR) 
standards on a nationwide basis, starting in 2011.  The national minimum medical loss 
ratios are 80% in the Individual and Small Group (2 – 50 eligible lives) markets, and 85% 
in the Large Group (greater than 50 eligible lives) market.  The medical loss ratio formula 
used in determining whether a carrier satisfied the minimum requirements is a more 
complex calculation process than those shown above in Table 8 and Table 9.  The ACA 
allows for a number of technical adjustments to both the premium revenue (i.e. 
subtracting state and federal taxes, assessments and fees) and claim costs (i.e. adding 
administrative expenses used to improve health care quality) and also for credibility 
where carriers have low market membership. 


 
Carriers that experience medical loss ratios below the standards are required to provide 
premium rebates to policyholders for the amounts below the minimum threshold.  To 
prevent significant disruptions in the Individual Market, at the request of the New 
Hampshire Insurance Department, the Department of Health and Human Services (HHS) 
granted a waiver for the New Hampshire Individual Market allowing the loss ratio 
standard to grade up from 72% in 2011 to 75% in 2012 to 80% for 2013 and beyond.55   


 
Based on 2013 experience, five New Hampshire carriers were required to pay refunds 
due to the minimum loss ratio standards, as shown in Table 10. 
  


                                                 
54 2013 Carrier Questionnaire 
55 http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-
Reforms/Downloads/nh_mlr_adj_decletter.pdf 


Actual Medical Loss Ratios by Market Segment 


2011 2012 2013


Individual 66.0% 65.0% 65.8%


Small Group 82.0% 80.3% 79.8%


Large Group 84.8% 81.5% 80.1%


Total Fully‐Insured 82.2% 79.5% 78.6%
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Table 10 – Summary of 2013 MLR Refunds in New Hampshire56
 


 
Of the $332 million in rebates payable nationwide, $5.5 million or 0.4% of premium was 
payable based on carrier experience in New Hampshire.57  This represented 1.6% of 
national rebates and an increase from the $1.2 million in rebates paid based on 2012 
experience.  New Hampshire represented 0.54% of national premium in 2013.58  In the 
Large Group Market, Cigna paid total premium rebates of $1,422,766 or 0.2% of 
premium, which represents an average annual refund per family of approximately $279.  
In the Individual Market, Anthem and Time Insurance Company (a subsidiary of 
Assurant) paid premium rebates of $3,006,863 and $950,354 or 3.1% of premium, 
respectively.  This represented an average annual refund per family of $140.59 
 


7.7. Expenses 
 
As indicated above, carriers filed premium rates in 2013 expecting 18.2% of the premium 
to pay for expenses and to contribute to profit margins.  The expense premium charge is 
generally developed by analyzing actual carrier administrative expenses in additional to 
any known future changes to taxes or assessments.  Carriers incur administrative costs 
from a variety of sources such as employee compensation, vendor costs for health 
management programs, broker commissions and other marketing costs, maintenance of 
real estate and technology assets, and federal and state assessments and taxes.  Just as 
claims are viewed relative to premium in the medical loss ratio, the expense ratio is 
defined as expenses divided by premium.  While the expenses reported do include 
assessments and taxes which are generally outside of a carrier’s control, expense ratios 
are generally viewed as one measure of how efficient a carrier is at providing their 
services. 


 
                                                 
56 "Issuers Owing Refunds for 2013", as of June 30, 2014.  
http://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/Issuers_Owing_Refunds_for_2013.pdf 
57 "MLR Refunds by State and Market for 2013", as of June 30, 2014. 
http://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/2013_MLR_Refunds_by_State.pdf  
58 NAIC Statistical Compilation of Annual Statement Information for Health Insurance Companies in 2013 
59 "Issuers Owing Refunds for 2013", as of June 30, 2014.  
http://www.cms.gov/CCIIO/Resources/Data-Resources/Downloads/Issuers_Owing_Refunds_for_2013.pdf  
 


2013


Refunds in 


the 


Individual 


Market


Refunds in 


the Small 


Group 


Market


Refunds in 


the Large 


Group 


Market


Anthem Health Plans of New Hampshire, Inc. 3,006,863$    ‐$                 ‐$                


Celtic Insurance Company 53,510$          ‐$                 ‐$                


Connecticut General Life Insurance Company ‐$                 ‐$                 1,422,766$   


Time Insurance Company 950,354$        ‐$                 ‐$                


UnitedHealthcare Insurance Company ‐$                 ‐$                 35,218$         


Total 4,010,727$    ‐$                 1,457,984$   
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Table 11 shows the average expense ratios assumed in rate filings by market segment.  
These expense ratios reflect the assumed charge that is included in premium rates for 
expenses including taxes and assessments.  The overall expense ratio across the fully-
insured markets continued to increase modestly, from 14.1% in 2011 to 14.4% in 2012 to 
14.6% in 2013.  Therefore, on average, carriers charged 14.6% of the premium rate for 
expenses in 2013.  The modest overall increase was driven by the Small Group Market, 
which increased a percentage point from 2011 to 2013.  The Individual Market expense 
target declined by about a percentage point, and the Large Group expense target remained 
flat over the same period. 


 
It is typical to see lower expense ratios in the Large Group Market relative to the 
Individual Market.  With relatively lower premiums in the Individual Market, allocated 
fixed expenses may be a higher percentage of costs.  In addition, some variable expenses 
tend to be more efficient in the Group Markets than the Individual Market.  This is one 
reason why the ACA Minimum Loss Ratio standard is higher in the Large Group Market 
(85%) than in the Small Group and Individual Markets (80%). 


 


 


Table 11 – Average Target Expense Ratios, Carrier Rate Filings60
 


 
Table 12 shows the actual expense ratios and expense PMPM costs experienced by 
market segment in 2012 and 2013.  The actual expense ratios reflect the carrier’s true 
expenses including taxes and assessments and will not always line up with the expense 
charge that is reflected in premiums. Across all fully-insured markets, the actual total 
expense PMPM as reported by carriers increased by 8.9% to $70.46.  Approximately 
50% to 60% of this increase is attributable to increases in state and federal taxes and 
assessments, while the remaining 40% to 50% of the increase is attributable to carrier 
administrative expenses.  Even after accounting for the portion of the increase 
attributable to taxes and assessments, the carrier administrative portion of the expense 
trend is higher than the 2013 Northeast Medical Consumer Price Index (CPI) of 1.6%.61,62  


                                                 
60 2011, 2012 & 2013 Carrier Questionnaire: weighted average by market membership 
61 http://www.bls.gov/cpi/cpid1312.pdf   
The Northeast is defined as Connecticut, Maine, Massachusetts, New Hampshire, New York, New Jersey, 
Pennsylvania, Rhode Island and Vermont.  The CPI for Medical Care is based on both medical care 
services (professional services, hospital and related services and health insurance) and medical care 
commodities (medicinal drugs, medical equipment and supplies.)  For more information on how Medical 
CPI is calculated, see http://www.bls.gov/cpi/cpifact4.htm. 


Expense Ratios in Rating Assumptions by Market Segment


2011 2012 2013


Individual 20.4% 19.8% 19.4%


Small Group 14.9% 15.1% 15.9%


Large Group 12.7% 13.1% 12.7%


Total Fully‐Insured 14.1% 14.4% 14.6%
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It is recommended that future reports continue to analyze the increase in expenses to 
better understand the drivers of the expenses and to provide additional transparency. 


 


 


Table 12 – Average Expense Ratios and PMPM’s, Actual Experience63
 


 
In 2014, there were several ACA-driven fees and assessments that were expected to 
continue to increase expenses in all markets.  Two of the more impactful assessments 
include the Health Insurance Providers Fee64 and the Transitional Reinsurance 
Assessment.65  The Health Insurance Providers (HIP) Fee is an excise tax starting in 2014 
that will assess $8 billion industry-wide and will increase each year after that.  The cost 
to each carrier will vary based on their size and tax status.  Based on studies from Oliver 
Wyman and Milliman, estimates of the HIP Fee range from 1.7% to 2.3% of premium in 
2014 increasing to 2.0% to 3.7% in later years.66, 67  Using the 2013 average premium 
PMPM from Table 1, 1.7% of premium represents $7.30 PMPM and 3.7% of premium 
represents $15.90 PMPM.  The Transitional Reinsurance program will help offset the 
expected increase in costs due to higher morbidity of new entrants moving into the 
Individual Market from 2014 to 2016.  The program will be funded with an industry-wide 
assessment starting at $5.25 PMPM in 2014, changing to $3.67 PMPM in 201568 and it is 
expected to decline further in 2016 before being eliminated in 2017. 
 


                                                                                                                                                 
62The rate review process in some states examines the carrier administrative expense.  For example, in 
Massachusetts the merged market premium rates will be presumptively disapproved if the filing’s projected 
administrative expense load, not including taxes and assessments, increases by more than the most recent 
calendar year’s increase in the New England medical CPI, per 211 CMR 66.09 (4)(c)(1). 
63 2012,  2013 and 2014 Carrier Questionnaires 
64 https://www.federalregister.gov/articles/2013/03/04/2013-04836/health-insurance-providers-fee 
65 http://www.gpo.gov/fdsys/pkg/FR-2013-03-11/pdf/2013-04902.pdf 
66 http://www.ahipcoverage.com/wp-content/uploads/2011/11/Insurer-Fees-report-final.pdf 
67 http://us.milliman.com/uploadedFiles/insight/healthreform/pdfs/ACA-health-insurer-fee.pdf 
68 http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/proposed-2015-payment-notice.html 


Actual Expense Ratios and PMPM's by Market Segment


Expense Ratio 2012 2013 Change


Individual 22.3% 23.7% 1.4%


Small Group 15.5% 15.9% 0.5%


Large Group 14.3% 15.4% 1.0%


Total Fully‐Insured 15.5% 16.4% 0.9%


Expense PMPM 2012 2013 % Change


Individual $67.84 $73.41 8.2%


Small Group $66.67 $71.17 6.8%


Large Group $62.34 $69.08 10.8%


Total Fully‐Insured $64.73 $70.46 8.9%
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7.8. Profit Margins 
 
In the 2011 Medical Cost Drivers report69, we briefly discussed that carriers put margin 
into their pricing to cover explicit profit expectations but also as a margin against adverse 
risk.  The risk margin tends to increase in smaller blocks of business due to higher 
volatility of results and lower credibility of the experience on which pricing assumptions 
are based. 


 
Table 13 shows the average pricing margins by market segment in rate filings for 2011, 
2012, and 2013.  Consistent with the smaller market size, the Individual Market in New 
Hampshire has much higher pricing margins than the Group Markets.  Pricing margins 
decreased to 10.8% in the Individual Market and increased to 3.3% and 2.7% in the Small 
and Large Group markets, respectively.  On average, across all fully-insured markets, 
carriers charged 3.7% of premiums for profit and risk margin in 2012. 
 


 


Table 13 – Average Target Pricing Margins, Carrier Rate Filings70
 


 
Table 14 shows the actual profit margins by market segment experienced in 2011, 2012, 
and 2013.  Profit margin, in this exhibit, is defined as the percentage of premium 
remaining when you subtract out claims and expenses (100% minus Medical Loss Ratio 
minus Expense Ratio).  Overall profit margins in the fully-insured market remained the 
same from 2012 to 2013, at 5.0%, which is 1.3% above the assumed charge.  The actual 
profit margins reported in Table 14 for 2013 do not reflect rebate payments for 2013. 
 


                                                 
69 2011 Medical Cost Drivers, Gorman Actuarial, LLC, March 7, 2013 
http://www.nh.gov/insurance/consumers/documents/nhid_ann_rrhrng_2012rpt.pdf  
70 2011, 2012 and 2013 Carrier Questionnaire – weighted average by market membership 


Pricing Margin in Rating Assumptions by Market Segment


2011 2012 2013


Individual 9.6% 12.2% 10.8%


Small Group 2.2% 2.1% 3.3%


Large Group 2.4% 2.4% 2.7%


Total Fully‐Insured 2.8% 3.1% 3.7%
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Table 14 – Average Profit Margin and PMPM, Actual Experience71
 


 
Beginning in 2010, the National Association of Insurance Commissioners (NAIC) began 
requiring carriers to file Supplemental Health Care Exhibits with their annual statements.  
These new filings provided a greater level of detail at the state and market level than had 
previously been available from public filings.  These exhibits can provide another view of 
margins in the private New Hampshire market in total and by carrier.   


 
Figure 18 shows the underwriting gain percentage (the operating profit margin) by carrier 
and in aggregate for the combined Individual, Small Group and Large Group Markets 
from the 2012 and 2013 Supplemental Health Care Exhibits.  The total underwriting gain 
percentage decreased modestly, from 3.4% in 2012 to 3.1% in 2013 (which is the same 
percentage as 2011).  In total dollars, the 2013 underwriting gain was $44 million on 
premiums of $1.4 billion.  Anthem’s gain percentage decreased slightly, and Harvard 
Pilgrim’s increased slightly from 2012 to 2013.  Cigna’s underwriting gain percentage 
decreased from 7.3% to 5.4%, and for the third year in a row, MVP experienced an 
underwriting loss. 


 


                                                 
71 2011, 2012 and 2013 Carrier Questionnaire 


Actual Profit Margins by Market Segment


Profit Margin % 2011 2012 2013


Individual 12.2% 12.7% 10.5%


Small Group 2.6% 4.2% 4.2%


Large Group 1.7% 4.2% 4.5%


Total Fully‐Insured 2.9% 5.0% 5.0%


Profit PMPM 2011 2012 2013


Individual $35.29 $38.73 $32.39


Small Group $11.12 $18.11 $18.99


Large Group $7.39 $18.38 $20.41


Total Fully‐Insured $11.96 $20.88 $21.51
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Figure 18 – Underwriting Gain Percentage by Carrier72,73,74 


 


  


                                                 
72 2012 & 2013 Supplemental Health Care Exhibits.  Underwriting Gain/Loss (Part 1, Line 11) divided by 
Health Premiums Earned (Part 1, Line 1.1).   
73 2013 Underwriting Gain and Premium by Carrier:   


Anthem:  $34.2M gain on $913M premium 
Harvard Pilgrim:  $6.6M gain on $328M premium 
Cigna:  $4.5M gain on $83M premium 
MVP:  $1.5M loss on $41M premium  
Others:  $0.3M gain on $35M premium.  Others include Assurant, Aetna, HealthMarkets, United,  
Celtic and several other carriers with less than $1 million of health premiums in New Hampshire. 


74 The data requirements in the carrier questionnaires and the Supplemental Health Care Exhibits were not 
identical and therefore the total underwriting gain percentage in Figure 18 shows a lower gain in 2013 than 
the aggregated carrier questionnaire results shown in Table 14.  The largest variance is the inclusion of the 
experience of the Federal Employees Program (FEP) in the Supplemental Health Care Exhibits.  FEP 
business was specifically excluded from the carrier questionnaire because it functions quite differently than 
a typical fully-insured account.  In an effort to reconcile this difference, GA has calculated an estimated 
total underwriting gain percentage excluding the impact of FEP.  With this adjustment, the total 
underwriting gain percentage for 2013 increased to 4.6% compared to 3.1% without the adjustment.  The 
4.6% UW gain is more in line with the 5% profit margin shown in Table 14. 
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8. Regional and National Comparisons 
 


Along with the deeper dive into New Hampshire trends, it is useful to examine how 
insurance costs and trends in the state compare to regional and national levels.  The 
NAIC requires detailed financial statements to be filed annually by all insurance 
carriers.75  From these filings, the NAIC produces a summary of all health insurance 
carrier filings aggregated at the state and national level.  Table 15 shows a comparison of 
New Hampshire results to the New England region and national results. 
 


 


Table 15 – Comparison of National, Regional and State Costs and Trends76 
 
New Hampshire premium PMPM in 2013 was 30.8% higher than the national level yet 
1.2% below the regional PMPM.  The New Hampshire claims PMPM was 24.1% above 
the national level but 8.4% below the regional mark.  Although the variances are worth 
noting, it is difficult to assess relative affordability without understanding more about 
contributing factors, such as the relative differences in the demographic profile or health 
status of the insured populations and the relative actuarial value of medical benefits 
provided. 
 
Table 16 presents the 2013 NAIC data in a more detailed form.  In this table, the 
premium PMPM and medical loss ratio are shown for the Individual and Group Markets 
separately for each state in New England along with the total regional and national 
averages.  New Hampshire average premium PMPM was 38% and 28% above the 
national averages in the Individual and Group Markets, respectively.  However, in the 
Individual Market, the average New Hampshire premium PMPM of $302.89 was below 


                                                 
75 The results from the aggregated NAIC filings do not fully reconcile to the data provided in the carrier 
questionnaires used earlier in the report.  The NAIC filings include all New Hampshire carriers, including 
those that were not asked to respond to the 2013 Carrier Questionnaire.  In addition, there may be minor 
differences in certain definitions or exclusions of certain types of business between the NAIC filing and the 
Carrier Questionnaire. 
76 The loss ratio calculation is claims divided by premium.  They do not include any of the adjustments 
allowed in the ACA loss ratio formula used for rebate purposes, which can increase the result by several 
percentage points.  See Section 7.6 for more discussion of loss ratios. 


National New England New Hampshire


2012 Premium PMPM $318.19 $423.42 $408.16


2012 Claims PMPM $271.60 $364.13 $331.18


2012 Medical Loss Ratio 85.4% 86.0% 81.1%


2013 Premium PMPM $325.46 $430.70 $425.57


2013 Claims PMPM $276.23 $374.12 $342.85


2013 Medical Loss Ratio 84.9% 86.9% 80.6%


% Change in Premium PMPM 2.3% 1.7% 4.3%


% Change in Claims PMPM 1.7% 2.7% 3.5%
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all the other New England states and 22% below the regional average.  Figure 19 shows 
New Hampshire premium PMPM compared to the National and New England averages, 
for the Individual and Group Markets. 
 


 


Table 16 – 2013 Premium PMPM’s and Loss Ratios by Market Segment – New 
England States and National77 


 


 
 


Figure 19 – Comparison of New Hampshire to National and Regional Premium 


 
These results are similar to the patterns seen in prior years.  New Hampshire is the only 
New England state that allowed health underwriting in the Individual Market in 2013, so 
this lower premium is likely reflective of a relatively healthier risk pool.  However, the 
New Hampshire loss ratio, the best indicator of relative value for each premium dollar, 
was only 66.2%, roughly 28 percentage points below the average Individual Market loss 
ratio in New England (94.3%) and 22 percentage points below the next lowest state loss 
                                                 
77 The loss ratio calculation is claims divided by premium.  They do not include any of the adjustments 
allowed in the ACA loss ratio formula used for rebate purposes, which can increase the result by several 
percentage points.  See Section 7.6 for more discussion of loss ratios. 


Individual Market Group Markets


Premium PMPM Loss Ratio Premium PMPM Loss Ratio


NH $302.89 66.2% $446.33 82.2%


CT $330.23 88.0% $489.82 80.0%


ME $382.80 96.9% $425.21 84.9%


MA $407.74 97.1% $430.03 87.7%


RI $343.07 93.8% $418.78 84.6%


VT $401.47 94.7% $392.46 91.7%


New England $387.22 94.3% $437.81 85.8%


National $220.09 86.4% $349.46 84.7%
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ratio (88.0% in Connecticut).  It is reasonable to conclude that at least a portion of the 
loss ratio differential between the Individual Market in New Hampshire and the other 
New England states is due to more aggressive regulation in states outside of New 
Hampshire as well as market differences such as the merged Individual and Small Group 
Market for rating in Massachusetts.  As was discussed in Section 7.6, the ACA Minimum 
Loss Ratio requirements require carriers in the New Hampshire Individual Market to 
achieve the specified loss ratio or pay additional premium rebates back to policyholders.  
In 2013, three carriers in the Individual Market paid rebates totaling approximately $4 
million as a result of the ACA MLR requirements.  By comparison, there was much more 
consistency in the premiums and loss ratios in the Group Markets across the New 
England states.  The average New Hampshire premium PMPM of $446.33 for the Group 
Markets was just 2% above the regional average of $437.81, and the New Hampshire loss 
ratio for the Group Markets of 82.2% was much more in line with the regional average of 
85.8%. 
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9. Product Innovation: Provider Differentiation & 
Network Design 
 
Although there had been a deceleration in the increase of health insurance premiums in 
New Hampshire and across the country, affordability of health insurance was still a major 
concern in 2013.  As discussed in previous sections, there are several factors that drive 
the cost of insurance, including administrative costs and margins.  However, the main 
cost component of health insurance in all markets is the cost of claims or medical 
expenditures.  With ACA MLR regulations limiting the level of administrative costs and 
margins, it is clear that managing the cost of claims is tantamount to controlling 
premiums.  As the trend analysis in Section 7 shows, the claims cost is driven by two 
primary factors: utilization and cost of services.  Utilization is driven primarily by a 
member’s health and treatment decisions made with his or her health care providers.  The 
cost component is primarily controlled by the negotiation that occurs between insurance 
carriers and providers. 


 
Insurance carriers have four basic levers to differentiate their plans and address cost 
drivers through product design:  


 
(1) Benefits: Medical expenditures increase as new benefits are included 
within the insurance product.  For example, the ACA generally requires 
Individual and Small Group members to have a pediatric dental benefit.  Many 
carriers have included this benefit in health insurance products.  This added 
benefit increases the cost of health insurance.  
 
(2) Network: The cost of which providers are included in a carrier’s network 
impacts medical expenditures.  The more expensive the hospital or physician, the 
higher the medical expenditures and resulting health insurance premiums.   
 
(3) Provider Payment Models: The way providers are reimbursed by carriers 
can impact medical expenditures.  A fee-for-service reimbursement methodology 
may encourage volume and increase medical expenditures and resulting health 
insurance premiums.  
 
(4) Cost Sharing: The amount a member is required to pay through member 
cost sharing (e.g., copayments, deductibles, and coinsurance) impacts a health 
carrier’s medical expenditures.  The more the member pays as a percent of total 
medical expenditures, the lower the health insurance premiums.  


 
Given constraints in place due to the ACA and other market dynamics, it is evident that 
carriers in New Hampshire and many other states across the country are continuing to 







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 44     


explore multiple options to impact premiums through provider differentiation and 
network design. 


 


9.1. Description of Tiered Network and Site of 
Service Plan Offerings 


 
In the last two years’ reports, both Tiered Network options and Site of Service78 benefit 
designs were discussed.  Tiered network plans typically separate a broad network of 
providers into one, two, or three tiers, or groupings of providers.  The first tier, or Tier 1, 
is generally the smallest group of providers and is considered the most efficient, based on 
cost and quality metrics.  The next level, or Tier 2, would generally include a larger 
grouping of providers and would be considered not as efficient as Tier 1.  These products 
offer member cost sharing incentives when members choose services from the Tier 1 
group of providers.  These products are designed to encourage members to utilize 
services of more efficient providers, which results in lower costs and improved quality of 
care. 
 
In a tiered network product, hospital A is considered Tier 1 and hospital B is Tier 2.  If a 
member chooses to use hospital A for a certain service, the deductible is $1,250 and the 
coinsurance is 10% up to the member’s out-of-pocket limit.  If the member chooses to 
use hospital B for that same service, the deductible is $2,500 and the coinsurance is 25% 
up to the member’s out-of-pocket limit.  Therefore, when a member chooses hospital A 
over hospital B, his or her out-of-pocket costs will be significantly less.   
 
Site of service benefit designs, or low-cost provider benefit designs, offered in New 
Hampshire provide financial incentives to members to choose lower cost facilities 
specifically for outpatient surgery or laboratory services.  An example of how this benefit 
design works is as follows:  If a member has an outpatient surgery at a hospital, the 
deductible will first apply, and that deductible may be anywhere from $1,000 to $5,000.  
If the member has the same outpatient surgery at an ambulatory surgical center (ASC), 
the cost sharing is a fixed copayment amount of $100 to $125.  In the case of a laboratory 
service, if the laboratory service takes place at an outpatient hospital, the deductible will 
first apply.  If the member has the same laboratory service at an independent lab, the 
member pays no cost sharing.  
 


9.2. New Hampshire Tiered Network and Site of 
Service Market Share 


 
While neither tiered network plans nor site of service benefit designs prohibit a member 
from choosing his or her preferred provider, they introduce some cost transparency by 
exposing the member to a financial decision.  Insurance carriers expect collective 


                                                 
78 In the New Hampshire Market “Site of Service” benefit options are also referred to as “Low-Cost 
Provider” options. 







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 45     


member behavior to change, which ultimately will reduce claims costs, therefore 
allowing carriers to reduce premiums.  These types of plans continue to gain popularity in 
New Hampshire. As shown in Figure 20, as of December 2013, 52% of the fully-insured 
market was in either site of service benefit designs or tiered network products.  As of 
April 2014, this percentage decreased to 46%.  This was due in part to a decrease in 
percentage uptake in the Small Group Market but also due to an increase in the overall 
Individual Market where these types of products are not offered.  The growth has been in 
the site of service benefit options, while membership in tiered network products has been 
decreasing. 
 
In the Small Group Market, the percentage of members in the site of service benefit 
designs and tiered network products increased from 21% as of December 2010 to 77% as 
of April 2014.  Site of service benefit designs had become the standard option in the 
Small Group Market for some carriers.  Their prevalence has also increased in the Large 
Group Market, where the percentage of members in site of service benefit designs and 
tiered network products increased from 11% as of December 2010 to 42% in April 2014.  
As referenced in the hearing from 2012, the premium for the site of service benefit option 
was 6% to 9% lower than a plan offering without the site of service benefit option for at 
least one carrier.79  While not shown, it is also of interest that the portion of self-insured 
membership in both site of service benefit options and tiered network products increased, 
from around 5% as of December 2010 to more than 20% as of April 2014. 
  


                                                 
79 http://www.nh.gov/insurance/consumers/documents/2012_rate_hearing.pdf 
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Figure 20 – Percentage of Members in Site of Service Benefit Designs and Tiered 
Network Products by Market Segment and Year80 


 


9.3. New Hampshire Site of Service Analysis 
 


To continue to understand the value proposition of the site of service benefit designs, data 
were collected for the top outpatient surgeries and laboratory services by total spend over 
a two- or three-year time period.  These data were separated into two categories: 
members in plans with the site of service benefit option and members in plans without the 
site of service benefit option.81  We looked at both the utilization differences between 
members with a site of service benefit option versus members not in a site of service 
benefit option and the average cost differences by site of care for these specific surgeries 
and labs.  We focused our analysis on three outpatient surgeries (GI endoscopies, 


                                                 
80 Source:  2014 NHID Carrier Questionnaire 
81 The information in this section is based on data provided by one carrier with the most experience with 
this type of benefit option.  Data based on members in group markets only.  Data excludes experience for 
members in the public sector and non-HMO and non-PPO, as site of service benefit options are not offered 
to these members. 
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colonoscopies, and knee arthroscopies) that represented approximately 23% of total 
outpatient surgery spending in 2013.82 


Table 17 shows the average allowed costs for GI endoscopies at a hospital outpatient 
setting and at an ambulatory surgical center (ASC).  In addition, the table includes 
member cost sharing and the net costs for these surgeries.  Allowed costs include member 
cost sharing, while net costs are the true costs to the insurance carrier.  As shown, the 
average allowed cost for this specific surgery was significantly lower at ASCs compared 
to hospital outpatient settings.  The average allowed cost in 2013 was $2,746 at a hospital 
outpatient site compared to $1,395 at an ambulatory surgical center.  For this surgery, 
costs at an ASC were $1,350 or 49% lower than costs at a hospital outpatient setting.  
The average net costs were also significantly lower at an ASC compared to a hospital 
outpatient site; $1,305 versus $1,862 in 2013. 


 


 


Table 17 – 2013 Costs for GI Endoscopy by Site of Procedure83 
 


Figure 21 shows the difference in percentage of services at ASCs for three years and for 
members in a site of service benefit option versus those who were not in a site of service 
benefit option for GI endoscopies.  Members in site of service benefit options continued 
to use ambulatory surgical centers at a higher rate for these types of surgeries, 45% 
compared to 38% in 2013.  Over the three years studied, both members with and without 
a site of service benefit option continued to shift their usage towards the lower cost 
ASCs, and members without a site of service benefit option were actually shifting their 
usage to ASCs at a higher rate than members with a site of service option.  Members with 
a site of service benefit option increased their usage from 41% to 45%, a 4 percentage 
point increase over the three years studied, while members without a site of service 
benefit option increased their usage from 25% to 38%, a 13 percentage point increase. 


 


                                                 
82 GI Endoscopy is CPT 43239.  Colonoscopy is CPT codes 45380, 45385 and 45378.  Knee Arthroscopy is 
CPT code 29881.   
83 Source:  2014 NHID Carrier Questionnaire 
 


Outpatient 
Hospital


Ambulatory 
Surgical Centers $ Difference % Reduction


Allowed Cost per Surgery $2,746 $1,395 -$1,350 49%
Member Cost Sharing per Surgery $883 $91 -$793 90%
Net Cost per Surgery $1,862 $1,305 -$558 30%


CY 2013 GI Endoscopy Costs- Members in Site of Service Option
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Figure 21 – GI Endoscopy Percentage Usage of Ambulatory Surgical Centers84
 


 


Results are similar when examining colonoscopies.  As shown in Figure 22, members 
with a site of service benefit option continued to use ASCs at a higher rate than members 
without a site of service benefit option (48% versus 42% in 2013) and like GI 
endoscopies, there was a significant allowed cost differential between ASCs and 
outpatient hospital settings ($1,881 versus $2,779 in 2013.)  Also very similar to GI 
endoscopies, both members with and without a site of service benefit option continued to 
shift their colonoscopy usage towards the lower cost ASCs, and members without a site 
of service benefit option actually shifted their usage to ASCs at a higher rate than 
members with a site of service option.  Members with a site of service benefit option 
increased their usage slightly from 47% to 48%, a 1 percentage point increase over the 
three years studied, while members without a site of service benefit option increased their 
usage from 33% to 42%, a 9 percentage point increase.  Similar results were also found 
when examining results for knee arthroscopies. 


 


                                                 
84 Source:  2014 NHID Carrier Questionnaire 
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Figure 22 – Colonoscopy Percentage Usage of Ambulatory Surgical Centers85
 


 
In this year’s report, we also examined data for the top laboratory services by spend.  
Laboratory services are generally much less expensive than outpatient surgeries but are 
more prevalent.  Figure 23 shows the results for a common laboratory service, a lipid 
profile and cholesterol test.  In the case of the lipid profile and cholesterol tests, the 
allowed cost was $16 per test at an independent lab versus $64 at an outpatient facility.  
Members in site of service benefit options used independent labs at a higher rate than 
members not in a site of service benefit option for this laboratory service, 70% compared 
to 53% in 2013.  Also similar to the outpatient surgeries studied, both members with and 
without a site of service benefit option continued to shift their lipid profile and 
cholesterol test usage towards the lower-costing independent labs.  Members with a site 
of service benefit option increased their usage from 65% to 70%, a 5 percentage point 
increase over the two years studied, while members without a site of service benefit 
option increased their usage from 41% to 53%, a 12 percentage point increase. 
 


                                                 
85 Source:  2014 NHID Carrier Questionnaire 
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Figure 23 – Lipid Profile and Cholesterol Test Usage of Independent Labs86,87
 


 
Members with a site of service benefit design are specifically incented to use ASCs and 
independent labs, as the cost sharing at these locations is significantly lower than the cost 
sharing at an outpatient hospital facility for the same service.  The shift for members not 
in a site of service option could be due to several factors, including increasing 
deductibles, so that even members not in site of service options also benefit from use of 
lower costing facilities, in addition to the increased availability and ease of use of lower 
cost facilities.   
 
Outpatient surgery and laboratory services comprise approximately 15% of a carrier’s 
total allowed spending.  Therefore, the site of service benefit designs alone are not 
enough to address the entire affordability issue, but they have proven to gain traction in 
the market and they are impacting member behavior by shifting care to lower cost 
providers.  Carriers stated at the 2013 hearing that site of service benefit designs are 
having a favorable impact when it comes to contract negotiations with hospitals, as 
hospitals are concerned about losing volume to ambulatory surgical centers and therefore 
are willing to renegotiate outpatient hospital rates.  At this most recent hearing, employer 
representatives stated that, from their perspective, site of service benefit options are 
generally perceived as positive. 


                                                 
86 Source:  2014 NHID Carrier Questionnaire 
87 Lipid Profile and Cholesterol Test is CPT Code 80061. 
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While the site of service products have increased in market popularity, hospitals have 
cited the fact that shifting care outside of hospitals leads to less coordinated care and 
fragmentation of the health care system.  It is difficult to find data to quantify this 
concern.  In addition, hospitals have expressed concern that the site of service benefit 
designs specifically target certain higher-margin services such as certain outpatient 
surgeries, and if the volume of these higher-margin services decreases, then hospitals will 
need to make up that margin on other services.  
 


9.4. New Hampshire Limited Network Products 
 
Another type of product innovation is the idea of contracting with a more limited network 
of providers.  By not contracting with all of the providers in a region, the carrier is 
typically able to negotiate more favorable terms in return for offering greater volume of 
its members to the provider.  In late 2013 into early 2014, both Anthem and Harvard 
Pilgrim launched products with less than their full commercial network.  In the Individual 
Market Health Exchange in 2014, Anthem is only offering plans with a limited network 
(referred to as Pathway X Enhanced.)  Anthem stated that its 2015 Individual Exchange 
network product will include 17 hospitals, including one in Massachusetts and one in 
Maine, and 73% of the state’s primary care providers.  By contracting with a more 
limited group of providers, Anthem stated that 2015 premiums in the Individual 
Exchange would be approximately 30% lower, compared to plans with a broad 
network.88  Harvard Pilgrim was offering plans with a limited network in the Small and 
Large Group Markets on its Elevate Health network.  As of October 2014, there were 13 
New Hampshire hospitals in the Elevate Health network and more than 575 primary care 
providers.  Harvard Pilgrim stated that the Elevate Health plans reflect double-digit 
premium savings relative to comparable full network plans.89  56% of the Individual 
Market, 7% of the Small Group Market, and less than 1% of the Large Group Market 
were enrolled in a limited network product in April 2014.  This equated to approximately 
7% of the total fully-insured New Hampshire Market.  There was general concern 
expressed at the hearing that consumers may not fully be aware of the limitations 
associated with these types of products and that more education and outreach needs to be 
provided.  In the Individual Market Health Exchange, where limited network products are 
the only offering, Anthem representatives at the hearing stated that they have generally 
received positive feedback on these products.  In addition, these representatives indicated 
that in-network usage is very high, once members have been in the product for a few 
months. 
 
Limited, or narrow, networks are very prevalent in Exchanges across the country.  A 
national study released in December 2013 showed 70% of hospitals networks on 
Exchanges had narrow or “ultra-narrow” networks.  The study also found that for similar 


                                                 
88 https://www.anthem.com/health-insurance/about-us/pressreleasedetails/NH/2014/1644/anthem-releases-
hospital-list-for-aca-in-2015 
89https://www.harvardpilgrim.org/portal/page?_pageid=849,2919992&_dad=portal&_schema=PORTAL&
p_print=PRINT 
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product offerings, products with broad networks had a median premium increase of 26% 
compared to narrow network products.90   
 


9.5. Provider Payment Methodologies 
 
Provider payment reform continues to be an area of great discussion in New Hampshire 
and across the country.  Both insurance carriers and providers are engaged in evaluating 
opportunities to migrate away from typical fee-for-service models to pay-for-
performance or risk sharing models. The aim of these payment reform efforts is to better 
align financial incentives between the insurance carriers and the providers, to reduce 
unnecessary utilization, improve overall quality of care to patients, and to ultimately 
reduce costs to the overall health care system.   
 
The variations of alternative payment strategies continue to grow in New Hampshire.  
Some models include only upside risk, which involves potential incentive rewards but no 
potential financial penalties.  Other models include both upside and downside financial 
risk, in which the provider shares in both potential gains and losses depending on its 
performance, often relative to a benchmark or a network of peers.  Examples of these 
arrangements currently employed in New Hampshire include: 
 


 Pay for Performance Programs:  At least one carrier in New Hampshire 
participates in pay for performance type programs with hospitals, in which a 
portion of the hospital’s payment is tied to performance on a defined set of 
quality metrics. 


 Patient Centered Primary Care Homes:  At least two carriers in New 
Hampshire are working with primary care physicians to improve care 
coordination and outcomes by providing data, tools, and financial incentives 
to the provider groups for meeting certain cost and quality metrics.  These 
arrangements generally represent upside risk only to the provider.  


 Capitation:  Provider groups are fully at risk for the majority of services 
incurred by members.  Historically, these arrangements are for HMO/POS 
members who choose a PCP, but at least one carrier has initiated a pilot 
program attributing PPO members to a primary care doctor. 


 Accountable Care Organizations:  At least two carriers have established 
accountable care type models with larger provider systems in New 
Hampshire.  In one case, this arrangement was centered around sharing 
information with providers related to gaps in care and pharmacy compliance 
and does not represent any financial risk sharing.  In another case, the 
arrangement represented more of a true risk-sharing arrangement in which 
the provider shares in both upside and downside risk. 
 


                                                 
90 “Hospital Networks:  Configuration on the Exchanges and their Impact on Premiums,” McKinsey Center 
for U.S. Health Care Reform.  
http://www.mckinsey.com/~/media/mckinsey/dotcom/client_service/healthcare%20systems%20and%20ser
vices/pdfs/hospital_networks_configurations_on_the_exchanges_and_their_impact_on_premiums.ashx 
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Figure 24 shows the percentage of members in New Hampshire associated with providers 
in risk-sharing arrangements from December 2010 to December 2013 for both members 
in upside-only risk contracts and members in upside and downside risk, or full risk, 
contracts.  Through December 2012, the penetration of these arrangements was level, at 
around 11%.  As of December 2013, New Hampshire experienced a significant increase 
in both for members in full risk arrangements (from 11% to 19%) and for members in 
upside-only risk contracts (from 1% to 13%.)  While upside-only payment models 
represent progress towards greater provider-carrier alignment and can be a starting point 
for full risk sharing, upside-only arrangements may not create enough financial incentive 
to drive lasting behavior change and provider engagement.  The relatively small size of 
some of the providers in New Hampshire may prohibit their ability to accept significant 
risk on their contracts and their ability to negotiate these arrangements on their own.   
 


 


Figure 24 – New Hampshire Insured Membership in Risk Arrangements91 


 
It is also worth noting that, of the carriers surveyed, the percentage of self-insured 
members in both upside only and full risk sharing arrangements also increased 
significantly from December 2012 to December 2013.  In 2012, less than 2% of the self-
insured members were in either upside-only or full risk sharing arrangements. As of 
December 2013, approximately 10% of members were in upside-only risk arrangements, 
and approximately 20% of members were in full risk sharing arrangements. 
 


                                                 
91 Source:  2014 NHID Carrier Questionnaire 
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10. Conclusion 
 
The primary directive for this report is to discuss and analyze the health insurance 
premium rate increases and the factors driving the increases in the previous year.  New 
Hampshire premium trends averaged 3.0% in 2013, an increase compared to the prior 
year but still low compared to recent history.  Over the past few years, New Hampshire 
has experienced lower premium trends mostly driven by reductions in utilization. 
However, there continue to be areas that call for additional focus in order to keep the cost 
of insurance from increasing if favorable utilization does not continue.  In particular, 
provider unit cost trends continue to outpace inflation, as they have for several years.  In 
addition to a focus on total premium costs, there continues to be a focus on increasing 
member out- of-pocket costs in the form of cost sharing and employee contributions.  
This was highlighted at the most recent public hearing on health care costs, where several 
constituents pointed out that while premium trends have stayed relatively low, each year 
employees and members bear an increasing portion of healthcare costs through higher 
employee contributions and higher cost sharing.  Another area of focus includes member 
transparency.  To ensure the success of new and innovative products in ultimately 
bending the cost trend curve, members will need to first understand these products.  At 
the hearing, concerns were raised that even consumers that try to be well informed are 
oftentimes unable to understand what they will have to pay for a medical service.  This is 
due many reasons, such as the wide variability in how prices are set, the lack of consumer 
price information and how the cost is affected by the member’s benefit design attributes 
(copay, coinsurance, deductible, out-of-pocket maximum, and network design, to name a 
few).  The New Hampshire Insurance Department has made great strides in recent years 
in the promotion of health care cost transparency, including creating tools like the 
NHHealthCost.org, conducting the annual hearing on health care costs, and issuing 
annual reports on the state of the market.  However, as confirmed at the hearing, more 
collaboration is needed from key stakeholders to further engage and educate consumers. 
 


11. Appendix 
 


11.1. Data Sources 
 


A brief summary of the key data sources used in the development of this report is 
included below.  While GA reviewed the data for reasonableness and used care in 
evaluating and analyzing the data from each source, GA does not provide any warranties 
as to the accuracy of the data as reported by the carriers or as aggregated by the NHID or 
the NAIC.92 


 


                                                 
92 Note that different data sources, such as the NAIC Supplemental Health Care Exhibits and the Carrier 
Questionnaire, may define Small Group differently.  The federal definition of small group is based on 
number of employees while the New Hampshire Small Group rating definition is based on number of 
eligible employees. GA considered these differences for the analyses in this report. 







2013 Medical Cost Drivers – New Hampshire Insurance Department 


Gorman Actuarial, Inc. 55     


 Carrier Questionnaire:  The NHID and Gorman Actuarial developed a 
survey that required quantitative and other explanatory details on carrier 
experience in New Hampshire.  The questionnaire asked carriers to provide 
details on historical financial results, trends, pricing assumptions, 
membership, benefit plans, and strategic initiatives to address premium cost 
drivers.  Only aggregated or de-identified information from the carrier 
questionnaires was used within this report except where noted and the carrier 
has approved.  Some results shown in prior year reports may have been 
revised based on updated results from this year’s responses to the carrier 
questionnaire. 
 
 Supplemental Report Data:  This data submitted by carriers to the NHID 
to support the development of the annual “Supplemental Report of the Health 
Insurance Market in New Hampshire”93.  Carriers and Third-Party 
Administrators must submit this data to NHID by July 15 for the previous 
calendar year (2013.)  In addition, carriers were also required to resubmit CY 
2012 data on March 15 given revised and additional new reporting 
requirements.  While the 2013 Supplemental Report has not yet been 
released, a subset of the preliminary data that has been collected was used in 
the development of this report.  Some results shown in prior year reports may 
have been revised based on updated results from this year’s responses to 
Supplement Report Data request. 
 


 NAIC Supplemental Health Care Exhibits (SHCE):  Beginning in 
2010, this was a new annual filing requirement used to assist state and federal 
regulators in tracking and comparing financial results, particularly elements 
that make up the medical loss ratio, of healthcare businesses as reported in 
the annual financial statements.  A separate exhibit is required annually in 
each state in which a carrier has written any premium or has any claims or 
reserves in the Individual, Small Group or Large Group fully-insured 
Comprehensive Major Medical Markets. 
 
 NAIC Statistical Compilation of Annual Statement Information for 
Health Insurance Companies:  This report includes aggregated data from 
annual statements of the individual companies filing the health annual 
statement blank.  Certain data is provided only at the total national level.  
Other data is also presented by state.  New England regional calculations 


                                                 
93 The 2012 Supplemental Report (http://www.nh.gov/insurance/lah/documents/supp_rpt_2012.pdf) 
includes a more detailed description of the data in its Appendix. 
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were based on the aggregated results reported for Connecticut, Maine, 
Massachusetts, New Hampshire, Rhode Island, and Vermont. 


 


11.2. Glossary of Terms  
 


 ACA:  Affordable Care Act of 2010 


 Actuarial Value:  For purposes of this report, “actuarial value” is defined 
as the share of medical costs covered by the health plan for a standard 
population. 


 Allowed Costs:  These costs include both the amount paid by the insurance 
carrier and the amount paid by the member through cost sharing such as 
deductibles, copayments and coinsurance. 


 Benefit-Adjusted Premium Trend:  The premium trend recalculated to 
assume no changes in benefits from year to year. 


 Benefit Buy-Down:  The process of selecting a plan with reduced benefits 
or higher member cost sharing as a way to mitigate premium increases.   


 Cost Trend: For purposes of this report, “cost trend” represents the 
combination of the change in the unit price of specific services, the change in 
the claim severity of the total basket of services provided, and the change in 
mix of providers being used.   


 EPO: Exclusive Provider Organization; a type of health plan with a 
defined network of providers, but unlike an HMO, the member may not be 
required to select a Primary Care Physician or receive referrals to Specialists 
within the network. 


 Fully Insured Plan:  A health plan in which an insurance carrier receives 
a premium payment in return for covering all claims risk associated with the 
enrollees. 


 HMO:  Health Maintenance Organization; a type of health plan that 
employs medical management techniques such as a defined provider 
network, Primary Care Physician selection and Specialist referral 
requirements. 


 NAIC:  National Association of Insurance Commissioners 


 NHID:  New Hampshire Insurance Department 


 Per Member Per Month (PMPM):  A common method of expressing 
healthcare financial data that normalizes for the size of the membership pool.  
Dollars are divided by member months to calculate the PMPM value. 


 POS:  Point-of-Service plan; a type of health plan similar to an HMO, but 
with the option to self-refer to providers outside of the HMO network, 
typically with increased levels of member cost sharing 
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 PPO: Preferred Provider Organization; a type of health plan that employs 
a network of preferred providers, but does not limit a member from seeking 
care at any provider.  Typically the member cost sharing will be lower when 
care is provided within the preferred network.  


 Pricing Trend:  An assumption used in setting premium rates that 
represents the expected increase in future claims costs.   


 Self-Insured Plan:  A health plan in which an employer does not actually 
pay insurance premiums to a carrier to accept the claims risk.  The employer 
pays only a service fee to a carrier to administer the plan, but then the 
employer covers the cost of claims for their enrollees directly.   


 Unadjusted Premium Trend:  The actual percentage increase in premium 
PMPM’s as reported by carriers.   


 Utilization Trend:  The change in the number of services provided.  
Examples of the types of metrics used to calculate utilization includes the 
number of admissions to a hospital, the number of visits to a specialist 
physician of the number of pharmacy prescriptions filled. 


 


11.3. Limitations and Data Reliance 
 


Gorman Actuarial prepared this report for the use of the New Hampshire Insurance 
Department.  While we understand that this report may be distributed to third parties, 
Gorman Actuarial assumes no duty or liability to any third parties who receive the 
information herein.  This report should only be distributed in its entirety. 


Users of this report must possess a reasonable level of expertise and understanding of 
healthcare, health insurance markets and financial modeling so as not to misinterpret the 
information presented.  The report addresses certain provisions of the Affordable Care 
Act, but is not intended to act as an official or comprehensive interpretation of the 
legislation itself. 


Analysis in this report was based on data provided by the New Hampshire Insurance 
Department, carriers in the New Hampshire health insurance markets, the NAIC and 
other public sources.  Gorman Actuarial has not audited this information for accuracy.  
We have performed a limited review of the data for reasonableness and consistency.  If 
the underlying data is inaccurate or incomplete, the results of this analysis may likewise 
be inaccurate or incomplete. 


The report contains statements that attempt to provide some prospective context to 
current or past trends.  These statements are based on the understanding of the existing 
and proposed regulatory environment as of November 2014.  If subsequent changes are 
made, these statements may not appropriately represent the expected future state. 
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11.4. Qualifications 
 


This study includes results based on actuarial analyses conducted by Bela Gorman and 
Jennifer Smagula, who are members of the American Academy of Actuaries and Fellows 
of the Society of Actuaries, and meet the qualification standards for performing the 
actuarial analyses presented in this report. 
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In May 2010, New Hampshire passed RSA 420‐G:14‐a, V‐VII 
(Chapter 240 of the laws of 2010, an act requiring public 
hearings concerning health insurance cost increases).  This law 
requires the New Hampshire Insurance Commissioner to 
“hold an annual public hearing concerning premium rates in 
the health insurance market and the factors, including 
health care costs and cost trends that have contributed to rate 
increases during the prior year.” 







Distribution of New Hampshire 
Fully‐Insured Membership
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Data Source:  2013  Supplemental Health Care Exhibits (SHCE) adjusted to the carrier survey where 
appropriate; NH Situs Based Members







2013 Premium Trends
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Data Source:  2013 and 2014 NHID Carrier Questionnaires (reconciled to SHCE)







Distribution by Deductible Level 
Individual & Small Group Combined


Gorman Actuarial, Inc. 5


$0 to $999


$1,000 to $1,499


$1,500 to $2,999


Greater than or 
equal to $3,000


2011 2013


Data Source:  New Hampshire Supplemental Report







2013 Premium Trends 
Adjusted for Benefit Buy Down
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Components of Premium
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*Information shown prior to any federal MLR rebate payments


Data Source:  2014 NHID Carrier Questionnaires (reconciled to SHCE)







Rebates from Federal MLR 
Program ‐ 2013
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Data Sources:   http://www.cms.gov/CCIIO/Resources/Data Resources/Downloads/Issuers_Owing_Refunds_for_2013.pdf ,
2013 SHCE


Five carriers in New Hampshire paid rebates 
for 2013 MLR program
Individual Market:      $4.0M (3.1% of 
Premium)
Large Group Market:  $1.5M (0.2% of 
Premium)
Total rebates in NH:    $5.5M (0.4% of 
Premium)







Claims Trends
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Data Source:  2012, 2013, and 2014  NHID Carrier Questionnaires







Expense Ratios
Includes Taxes, Fees and Assessments
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Data Source:  2013 & 2014 NHID Carrier Questionnaires (reconciled to SHCE)


Actual Expense Ratios by Market Segment


Expense Ratio 2012 2013 Change
Individual 22.3% 23.7% 1.4%
Small Group 15.5% 15.9% 0.5%
Large Group 14.3% 15.4% 1.0%
Total Fully‐Insured 15.5% 16.4% 0.9%







Profit Margin
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*Information shown prior to any federal MLR rebate payments


Data Source:  2013 & 2014 NHID Carrier Questionnaires (reconciled to SHCE)


Actual Profit Margins by Market Segment


Profit Margin % 2012 2013 Change
Individual 12.7% 10.5% ‐2.3%
Small Group 4.2% 4.2% 0.0%
Large Group 4.2% 4.5% 0.3%
Total Fully‐Insured 5.0% 5.0% 0.0%







Product Design 
Site of Service and Tiered Networks
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Data Source:  2012, 2013 & 2014 NHID Carrier Questionnaires







Site of Service Analysis 
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Data Source:  2014 NHID 
Carrier Questionnaire


Outpatient 
Hospital


Ambulatory 
Surgical Centers $ Difference


Allowed Cost per Surgery $2,746 $1,395 -$1,350
Member Cost Sharing per Surgery $883 $91 -$793


CY 2013 GI Endoscopy Costs- Members in Site of Service Option







Product Design 
Limited Networks
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Data Source:  2014 NHID Carrier Questionnaires


Two carriers offering Limited Network Products in 2014
As of April 2014, 7% of the fully insured market  is 
enrolled in limited network products
56% of Individual Market (Exchange & Non‐Exchange 
members)
7% of Small Group Market
Less than 1% of Large Group Market


Carriers report premium savings between 10% and 30% 
compared to similar products with broad networks







Provider Payment Reform
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Data Source:  2012, 2013 & 2014 NHID Carrier Questionnaires







Key Takeaways
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Overall premium trends have increased compared to last 
year but remain low
Consumers continue to shift towards products with 
higher cost sharing, such as higher deductibles
Medical claim trends are driven by increases in provider 
reimbursement
Membership in site of service benefit options have 
significantly increased over the past couple years
While stable through the end of 2012, membership in 
risk sharing contracts has increased in 2013








New Hampshire Insurance Department (NHID) 
Public Hearing Concerning Premium Rates in the Health Insurance Market 


Friday, November 6th, 2015 
9:00 am‐3:00 pm 


University of New Hampshire School of Law 
2 White Street, Concord, NH 


 
Agenda 


 
9:00  Registration, Bagels, Coffee, and Juice      
 
9:30  Introduction & Opening Statement 


Roger Sevigny, Commissioner, New Hampshire Insurance Department   
 
9:40  Preliminary Report on Health Care Cost Trend Drivers 


Jenn Smagula and Don Gorman, Gorman Actuarial 
 


10:40  Break 
 
10:50  Panel:  A Result of High Cost Sharing:  The Patient as a Decision Maker  


Moderator: Kathy Crompton, Health Care Consumer Advocate 


Panelists:  Tom Sherman, NH Representative and gastroenterologist;  
Michele Merritt, Policy Director, New Futures; 
Gareth Dickens, Co‐CEO, ConvienentMD; 
Henry Lipman, LRGHealthCare 


 
12:00  Lunch Break and Presentation on NH HealthCost 
 
12:50  Panel:  Cost Sharing, Benefit Design, and Carrier Expectations of Insured Members 


Moderator: Tyler Brannen, Health Policy Analyst, NH Insurance Department 


Panelists:    Kevin Lewis, CEO, Community Health Options 
Margee Dresing, Product Director, Minuteman Health 
Tim Bulat, Actuarial Senior Director, CIGNA  
Beth Roberts, Senior Vice President, Regional Markets, Harvard Pilgrim Health Care 
Maria Proulx, Staff VP of Strategy, East Region and National Provider Solutions, 
Anthem 


 
2:20  Public Comment 
 
2:55  Closing statement 


Roger Sevigny, Commissioner, New Hampshire Insurance Department   
 
 





