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STATE OF WEST VIRGINIA
Offices of the Insurance Commissioner			
								       Allan L. McVey
								Insurance Commissioner


To:	Health Carriers Subject to Mental Health Parity in West Virginia

From: 	Joylynn Fix, Director of Life and Health
Offices of the Insurance Commissioner (OIC) 

Date:	January 5, 2026

Re:	West Virginia 2026 Mental Health Parity Data Call

The West Virginia Legislature, through W.Va. Code §§33-15-4u, 33-16-3ff, 33-24-7u, 33-25-8r, 33-25A-8u, and W.Va. Rule 114-64-7.3 and 8 charges the West Virginia Offices of the Insurance Commissioner (OIC) to annually issue a mandatory data call and provide a detailed report to the Joint Committee on Government and Finance on the status of mental health and substance use disorder (MH/SUD) parity. That detailed report must address adverse benefit determinations, quantitative treatment limitations (QTLs), financial requirements (FRs), and comparative analyses of all nonquantitative treatment limitations (NQTLs). This data call and information and reporting request (Data Call) is designed to collect the information necessary to complete the annual report, and to provide the OIC with information necessary to determine the state of compliance with State and federal mental health parity laws. 

The Instructions for the Carrier’s response to the Data Call are set forth in Attachment A (Instructions). For purposes of the Data Call, the period of review is January 1, 2025 through December 31, 2025, or the 2025 plan year (the Reporting Period) for plan benefit requested information.

The Carrier’s completed response is due to the OIC no later than 5:00 p.m. EDT on March 16, 2026. Responses should be uploaded to the secure ShareFile location established for this project. Copies of the requests may be found here: WV MHPAEA>for Carrier Uploads>(Company Name) >2025>Request Documents. Completed responses should be uploaded to ShareFile here: WV MHPAEA> for Carrier Uploads>(Company Name) >2025>Response Documents 

If you are uncertain where to locate your folder or need more guidance about uploading documents, please contact WVMHPAEA@theinscompanies.com. 

The Carrier’s response to the Data Call will be collected as provided in the Instructions on the forms and worksheets provided for the Reporting Period. The Carrier must provide responses that are clearly labeled and address each and every element of a request with either a comprehensive response, or a statement and explanation that the requested item is not available and/or applicable and why it is not available and/or applicable. The responses provided must contain all necessary information and should not be limited to the items enumerated in the Instructions. Additional information should be provided, if information is necessary to understand all aspects and components of the related matter. Include with your response any applicable definitions, illustrative examples, and copies of supporting documentation. Ensure all of the attached documents are explained and referenced in the comparative analyses, forms or workbooks, including the title of the document and the page number. The specific relevance to an NQTL comparative analysis of any supporting documentation or additional information provided must be indicated in the textual analysis. The face page of any documents provided should be annotated with the response identifier (Ex. A.1.) and the page, paragraph, and sentence containing the actual text, which supports the explanatory response provided.

Based on a review of the Carrier’s response to the Data Call, the OIC may determine that the Carrier is not in compliance with federal or State laws and regulations. If the OIC makes a determination that the Carrier is out of compliance, they will notify you of the determination and any intended enforcement action and/or any corrective action for non-compliance. 

Please direct any questions to me at the email address or phone number listed below. 

Sincerely,

[image: ]
Joylynn Fix, PIR, FHIAS, MCM
Director, Life and Health
(304)414-8035
Joylynn.fix@wv.gov



ATTACHMENT A
INSTRUCTIONS FOR DATA CALL

As part of this Data Call, the Carrier must (1) complete the Carrier Information Worksheet, (2) provide comparative analyses for its NQTLs using the required submission form provided by the OIC and attached hereto as Attachment B, (3) provide information regarding the Carrier’s FRs and QTLs on the worksheets found at the link provided below, and (4) complete the Carrier Attestation attached hereto as Attachment C. The instructions for each of the Data Call requirements are set forth below. 

(1) CARRIER INFORMATION WORKSHEET

The attached document is the Carrier Information Worksheet. In addition, this Carrier Information Worksheet has been loaded to the ShareFile location and is downloadable from there. This worksheet is for the collection of information about the Carrier and its plans sold in the State. The Carrier must complete the Sections in the Worksheet as described in Sections A – F below.




Section A: Carrier Information Worksheet

Section A requests information related to the Carrier, the individuals and/or experts completing the submission related to NQTL comparative analyses and their contact information. For your information, the word “qualifications” means the degree or other educational and/or work experience the plan requires for individuals with the title identified. For example, the Director of Plan Development is required to be a board-certified medical doctor.

Section B: Plans and Claim Expense Data for Medical/Surgical Benefits

Section B requests data related to the plans marketed and sold during the Reporting Period, the number of policies in force as of December 31, 2025, the total number of members, including policyholders, primary insureds, and covered dependents as of December 31, 2025, and the claims experience for the period of review of January 1, 2025, through December 31, 2025. Dollar Amount of Claims should be the amount actually paid out by the Carrier. Any amounts applied to the member’s cost-sharing, coordination of benefits bank, or penalties should not be included.

Total # of Claims Received:

Although each claim may contain multiple lines, each unique claim number (regardless of the number of claim lines for the unique claim number) would only be counted as a single claim. The number of claims should correspond with the number of claim numbers assigned during the Reporting Period.

If a claim was processed more than once, it should be counted only once within the population based upon the final determination. For example, if a claim is denied, but then reprocesses to pay, this claim would be listed once within the approved population.

If a claim is approved, but the entire amount applies to the member’s deductible, include the claim within the approved population. 

For purposes of this Section B, denied claims are those claims where a benefit was denied, regardless of reason, including administrative denials. 

Section C: Vendor/Delegate Information

Section C requires the Carrier to identify any vendors or delegates, whether internal or external to the Carrier, who provide any administrative or utilization management services to the medical/surgical benefits, MH/SUD benefits, or pharmacy benefits. Moreover, Section C requires the Carrier to describe and explain in detail how it monitors and coordinates the vendor’s/delegate’s compliance with MHPAEA. 

Section D: Adverse Benefit Determinations. 

Section D requires the Carrier to provide certain information related to the number of prior authorization and concurrent review requests and the number of prior authorization and concurrent review requests that are approved as initially requested by the provider or member (rows 6 and 17) or not approved as originally requested by the provider or member (rows 7 and 18). It also requires the Carrier to provide information about the number of prior authorization and concurrent review requests that resulted in  administrative denials (rows 8 and 19). Section D.1. requires the Carrier to provide the information with respect to the medical/surgical benefit, Section D.2. requires the Carrier to provide the information with respect to the MH benefit, and Section D.3. requires the Carrier to provide the information with respect to the SUD benefit. The data provided should be plan specific and not include data from other plans. If necessary, the Carrier should provide additional data for each plan identified as being sold in the State as set forth in the Carrier’s Section B response.

For purposes of Sections D.1, D.2, and D.3, the number of requests approved as initially requested should reflect authorization requests that were approved in their entirety with no modifications and the number of requests not approved as initially requested should reflect authorization requests that were not approved in their entirety, which includes approvals of a lower level of care or lower number of days or visits than what was initially requested by the provider or member. All requests must be classified into one of these two outcomes, or as an administrative denial. IMPORTANT NOTE: The sum of rows 6, 7, and 8 MUST equal the number reported in row 5. Similarly, the sum of rows 17, 18, and 19 MUST equal the number reported in row 16.

Section E: Identification of NQTLs

This Section requests a listing of all NQTLs that are applied to MH/SUD benefits or medical and surgical benefits within each classification or permitted sub-classification of benefits. Add additional rows as necessary. Please note that if you subclassify benefits for purposes of the FR/QTL testing, you must also subclassify benefits for purposes of NQTL testing and vice versa.

To the extent that you have eliminated an NQTL or no longer impose an NQTL that was imposed on benefits in the 2024 plan year, please provide an explanation as to why it was eliminated. To the extent that you have added an NQTL that was not imposed in the 2024 plan year, please provide a statement that highlights this addition.

It is important for the Carrier’s plans to identify all NQTLs and be able to demonstrate that the Carrier meets the Required Steps (as described and explained below). For purposes of this Data Call, the OIC expects to receive comparative analyses for all of the NQTLs imposed on MH/SUD and medical/surgical benefits by a Carrier’s plans. The NQTL comparative analyses to be provided should include, at a minimum, the following:  

· Utilization Management Protocols (prior authorization, concurrent review, and post-claim payment retrospective review[footnoteRef:1]); [1:  Post claim payment retrospective review includes: retrospective review performed post-claim payment regarding medical necessity, deficiencies in documentation, etc.; retrospective review performed post-claim payment regarding coding edits; retrospective review performed post-claim payment regarding fraud, waste, abuse, or errors or any other similar protocols, with particular emphasis on waste and abuse; and any form of post-claim audit performed for the reasons listed above, or any other reason (aside from audits related to claims settlement practices, such as interest payments, application of cost-sharing, etc.).] 

· Exclusions for failure to complete a course of treatment;
· Experimental/investigational;
· Medical necessity standards;
· Reimbursement rates (in-network and out-of-network professional provider and facility);
· Fraud, Waste, Abuse and Errors programs;
· Restrictions based on geographic region, facility type, or provider specialty;
· Standards for provider admission to a network;
· Categorical or blanket exclusions of a treatment or service type for a covered condition (e.g. exclusion of residential treatment or nutritional counseling for eating disorders);
· Any NQTL imposed on the pharmacy benefit (e.g., prior authorization, step therapy or fail first protocols, quantity limits, formulary tiering, medical necessity criteria, etc.); and
· Any other NQTL that limits the scope or duration of a benefit.

If a Carrier believes an NQTL in the list above to not be applicable, you must provide an explanation that the NQTL is not imposed by the Plan. 

For the 2025 plan year, the OIC will again pay careful attention and focus its review on the concurrent review, reimbursement rates, and post claim payment retrospective review, including the in operation data provided as part of each NQTL comparative analysis.

Section F: Medical Necessity Criteria and Definitions

Section F asks for the plan’s definitions for pertinent terms and responses to discussion questions related to the plan selection of medical necessity criteria used to determine plan benefits for medical/surgical and MH/SUD benefits.
[bookmark: _Toc96174277]
(2) NQTL Comparative Analyses

MHPAEA requires health plans and health insurance issuers that impose NQTLs on MH/SUD benefits to perform and document comparative analyses of the design and application of NQTLs that demonstrate compliance with the law and its regulations. The Consolidated Appropriations Act of 2021 (the “CAA”) was enacted on December 27, 2020, and amended MHPAEA by requiring that group health plans and health insurance issuers, whether offering group or individual health coverage, that provide both medical/surgical and MH/SUD benefits to conduct and document comparative analyses of the design and application of all NQTLs. Under the CAA, plans must “perform and document comparative analyses of the design and application of NQTLs.” The comparative analyses must “demonstrate”:

“that the processes, strategies, evidentiary standards, and other factors used to apply the NQTLs to MH/SUD benefits, as written and in operation, are comparable to, and are applied no more stringently than, the processes, strategies, evidentiary standards, and other factors used to apply the NQTLs to medical or surgical benefits in the benefits classification.”[footnoteRef:2]   [2:  42 U.S.C. 300gg-26(a)(8)(A)(iv)] 


The terms of the statute require that issuers perform the comparative analyses in a manner which demonstrates compliance with MHPAEA’s NQTL rule by using the five required information elements set forth in 42 U.S.C. 300gg-26(a)(8)(A). The required information elements are “Compliance Requirements,” as reflected in the title of 42 U.S.C. section 300gg-26(a)(8). Subsection (a)(8) sets forth the Required information elements as clauses (i) through (v) of subparagraph (A) of subsection (a)(8). Each element is a requirement that is necessary for establishing compliance. A failure to meet any Compliance Requirement is a distinct failure and its own violation of the law.

The Departments of Labor, Health and Human Services, and Treasury (the Departments) issued FAQ 45 (FAQs About Mental Health and Substance Use Disorder Parity Implementation and the Consolidated Appropriations Act, 2021 Part 45) that set forth important guidance related to a plan or issuer’s requirement to demonstrate compliance with MHPAEA.[footnoteRef:3] The stipulations provided in FAQ 45 set forth governing principles respecting the information elements required by the CAA and define whether the elements of a comparative analysis can be deemed sufficient or insufficient.  [3: Other federal guidance that may be helpful to you includes FAQs issued prior to FAQ 45, the Self-Compliance Tool for the Mental Health Parity and Addiction Equity Act (MHPAEA) (“Self-Compliance Tool”) published by the Department of Labor, and the Warning Signs – Plan or Policy Non-Quantitative Treatment Limitations (NQTLs) that Require Additional Analysis to Determine Mental Health Parity Compliance published by the Departments.] 


On September 23, 2024, new final regulations were issued, amending the existing MHPAEA regulations and adding new regulations related to the CAA’s requirement for plans and issuers to demonstrate compliance with the law through comparative analysis. 45 CFR 146.137(c) provides that NQTL comparative analyses include six required steps (the Required Steps), as follows:

1) Description of the NQTL;
2) Identification and definition of the factors and evidentiary standards used to design or apply the NQTL;
3) Description of how factors are used in the design and application of the NQTL;
4) Demonstration of comparability and stringency, as written;
5) Demonstration of comparability and stringency, in operation; and
6) Findings and conclusions.

The OIC will review the comparative analyses and related documentation you provide in response to this request to ensure that the submitted information is sufficient to demonstrate compliance with MHPAEA. The comparative analyses submitted must comply with the requirements of MHPAEA and its regulations and will be evaluated for compliance with 42 U.S.C. section 300gg-26(a)(8), 45 CFR 146.136, 45 CFR 146.137(c), FAQ 45, and any other relevant federal and State guidance. 

The Carrier must provide NQTL comparative analyses using the required NQTL submission form provided in Attachment B which reflects the Required Steps.[footnoteRef:4] If the Carrier does not provide a comparative analysis in the submission form provided, this alone may render the comparative analysis unacceptable for assessment by the OIC. The form explicitly requires a textual analysis and not a presentation of side-by-side plan terms.  [4:  The OIC acknowledges the non-enforcement policy adopted by the Departments for the new regulations. However, 45 CFR 146.136 and 146.137 are currently the regulations on record and the OIC is obligated to enforce the regulations on record. In any event, the OIC’s position is that the requirements of the new regulations do not vary materially from the requirements of the regulations issued in 2013, the provisions of the CAA, and related federal guidance and do not impose any new requirements that the plans and issuers should not already take into consideration when preparing its comparative analyses.] 


The following is important instructional information that should be closely followed when preparing the NQTL comparative analyses:

1) Any supporting documentation provided should be explained and referenced in the comparative analyses and the appropriate page numbers and identifying information provided. 
2) Responses that merely identify or describe processes, strategies, evidentiary standards, or factors without clear explanations of how they were defined and applied in practice do not meet the requirements of MHPAEA or its regulations. 
3) Responses that are merely conclusory or generalized statements, or recitations of the legal standard of 45 CFR 146.136 without supporting evidence and explanation are insufficient. 
4) Responses that merely identify or describe processes, strategies, evidentiary standards, or factors without a clear and detailed comparative analysis do not meet the requirements of MHPAEA or its regulations.
5) Note that the statutory requirements stipulate that the NQTL comparative analyses must succeed in “…demonstrating that the processes, strategies, evidentiary standards, and other factors used to apply the NQTLs to mental health or substance use disorder benefits, as written and in operation, are comparable to, and are applied no more stringently than, the processes, strategies, evidentiary standards, and other factors used to apply the NQTLs to medical or surgical benefits in the benefits classification.” If a response does not demonstrate by clearly showing through proof or evidence, via the Required Steps explained above, that the tests of comparability and no more stringent application have been met, both as written and in operation, the analysis will have failed to meet the statutory and regulatory requirements, and thus, the overall requirements of the law and its regulations. It is the responsibility of the issuer to meet these required elements in an unambiguous manner.

(3) Financial Requirements and Quantitative Treatment Limitations 

A Covered Services Worksheet for FR and QTL calculations has also been attached for your use in submitting FR and QTL test results and a copy is also found in ShareFile (the FR/QTL Worksheet). The FR/QTL Worksheets contain multiple formulas to complete required predominant and substantially all testing and determine the allowable limits that may be applied to MH and SUD benefits for the plan. 

Below are illustrations for the FR/QTL Worksheets and how best to complete them. As an initial step, identification of all covered services, both medical/surgical and MH/SUD, as well as Reporting Period plan payment data for West Virginia members only is critical to complete both the FR/QTL testing and NQTL comparative analyses. Once you determine the classification and/or subclassification of covered services, you must conduct the FR/QTL and NQTL testing using the classifications established. You cannot change how you classify benefits as between FR/QTL testing and NQTL testing and you cannot subclassify benefits for FR/QTL testing and not NQTL testing or vice versa.
With respect to the FR/QTL Worksheet:
· While QTL testing is not completed for the Pharmacy classification, or for MH/SUD benefits, those benefits and claims dollars are still required to be listed in the FR/QTL Worksheet. 
· The total claims dollars provided in the Carrier Information Worksheet for NQTLs for a plan should reconcile to the claims’ dollars in the Covered Services Worksheet for that plan. Both documents request claims information for the same period. 
· The number of FR/QTL Worksheets completed should reconcile to the total number of plans listed in the Carrier Information Worksheet.
Please note that a separate FR/QTL Worksheet will need to be created for every plan. The only exception to this requirement is if the plans have identical cost-share and QTLs, it is permissible to combine those plans in one Covered Services Worksheet. However, if there is any variation in limitations, then each plan must have a separate FR/QTL Worksheet. For example, if two plans have the same co-pay, co-insurance, and deductible application for all benefits in all classifications, except one plan limits chiropractic visits to 20 and another to 30, then two separate FR/QTL Worksheets must be completed. If a Carrier does combine plans in FR/QTL Worksheets, then this relationship needs to be clearly identified in both Worksheets.
· A corresponding Certificate of Coverage (COC) and Schedule of Benefits (SOB) must be submitted with every plan’s FR/QTL Worksheet. These documents should be plan-specific and not templates with variable language.

What follows are portions of the FR/QTL Worksheets and accompanying instructions:

QTL/Financial Requirement Template Instructions

The information requested in this template will assist in determining a product’s compliance with benefit classification requirements and Quantitative Treatment Limitation and Financial Requirement (QTL) testing outcomes required under the Mental Health Parity and Addiction Equity Act (MHPAEA). As an initial step, identification of all covered services, both medical/surgical and MH/SUD, is critical for complete QTL and NQTL analyses.  Classification of covered services must remain consistent across both types of analysis, thus must be established at the outset.

Covered Services Tab

Step 1.  Provide the requested Company Name, Plan Name/ID, Plan Year, and Coverage Type (i.e., HMO, PPO, EPO, POS, etc.), and select the appropriate dropdown box (large group, small group, or individual) for the Plan Market information.

	Cell
	Notes on Response

	C2
	Provide Company Name

	C3
	Plan Name/ID (e.g., HIOS #)

	C4
	Plan Year

	E4
	Select from Dropdown (Small, Large, Individual)

	F4
	Provide Coverage type



Step 2.  Answer the following questions by selecting either Yes or No in the appropriate dropdown box: 

· “Are outpatient services sub-classified into “office visit” and “other”?” 
· This question must be answered in order to populate the classification cells in column E.
· “Is there a tiered network?” If Yes, continue to the next question. If no, move to Step 3. 
· Tiered network refers to multiple levels of tiering with respect to contracted providers.  Out-of-network is not considered a tier.
· “If yes, please select the number of tiers:” Select the appropriate number of tiers from the dropdown box.
· NOTE: This template does not automatically separate multiple networks for purposes of analysis.  If the company chose to subclassify based on networks (pursuant to 45 C.F.R. §146.136(c)(3)(iii)(B)), the analysis will have to be completed manually.

	Cell
	Notes on Response

	E6
	Select from Dropdown:                                                                  Yes or No regarding outpatient sub-classification

	E7
	Select from Dropdown:                                                             Yes or No regarding tiering

	E8
	If Yes above, select number of tiers (excluding out-of-network)



Step 3.  List all Covered Services in Column B

	Cell
	Notes on Response

	Beginning with B10 
	List all Covered Services 



· All services included in Certificates of Coverage (COCs) and Schedules of Benefits (SOBs) should be identified in the list of covered services. File names for the COCs and SOBs should be identified in Column H and copies of the COCs and SOBs should be uploaded to ShareFile (as described below).
· Covered services should have their own line based on network (in and out, as well as tiering, if applicable), cost-sharing type, applicable visit or day limits, FR or QTL level, and classification.

Network: Include a separate covered service line for services that are covered in-network and out-of-network, e.g., one line for PCP office visit-in network, and a separate line for PCP office visit-out of network. 
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Description automatically generated with medium confidence]

· Services should be separated by tier when there is more than one network tier, e.g., preferred specialist on one line, non-preferred specialist on a separate line.
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Description automatically generated with medium confidence]

Cost-Sharing: Include a separate covered service line for services that have different cost sharing that is dependent upon site of service or diagnostic vs. preventive.  For example, CDC-recommended immunizations are $0 cost-sharing but may be provided in a PCP’s office or at a pharmacy, while other immunizations (e.g., for travel) may be provided by a PCP but may have cost-sharing applied.  Each instance would need to have its own line for reporting covered services. 
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Classification: For purposes of MHPAEA analysis, classification of benefits, and any corresponding limitations, should be based on the underlying diagnosis, regardless of site of service or the system through which claims are processed.  For example, occupational therapy may be appropriate for both medical/surgical and MH/SUD diagnoses and processed through a medical claims system.  For purposes of the analysis, however, the occupational therapy claims processed for underlying medical/surgical diagnoses should be classified as medical/surgical and occupational therapy processed for underlying MH/SUD (e.g., ADHD, Autism, as defined in product information) should be classified as MH/SUD. 
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Step 4. Designate whether each covered service is Medical/Surgical or MH/SUD in Column C, taking the following into consideration:

· Services must be identified as medical/surgical or MH/SUD as defined under the terms of the plan and in accordance with applicable state and federal law.  Any condition defined by the plan as being medical/surgical or MH/SUD must be consistent with generally recognized independent standards of current medical practice (e.g., the most current version of the ICD or State guidelines).  For example, state law defines bipolar disorder, major depressive disorder, and anorexia nervosa as a mental illness, thus covered services used in the treatment of those diagnoses must be identified as MH/SUD in the MHPAEA analysis.
· Once defined as medical/surgical or MH/SUD, the Company’s definition must remain consistent for all MHPAEA analyses within the product being analyzed, i.e., QTL and NQTL analyses.  
· NOTE: MH/SUD benefits must be provided in every classification or subclassification of benefits for which M/S benefits are provided. For example, if inpatient, out-of-network benefits are provided for M/S, inpatient out-of-network benefits must be provided for MH/SUD.
	Cell
	Notes on Response

	Beginning with C10 
	Select from Dropdown:                                                  Medical/surgical or MH/SUD for each Covered Service listed in Column B 



Step 5.  Enter Expected Claim Dollar Amounts in Column D for each listed covered service that is identified as medical/surgical.
  
· All covered medical/surgical services, including those services with zero-dollar cost sharing for members, must have an associated expected plan claim dollar amount listed. Also, expected claim dollar amounts must be based on the dollar amount of all plan payments for medical/surgical benefits in the classification expected to be paid under the plan for the plan year; expected claim dollar amounts do not include cost sharing amounts paid by members. 
	Cell
	Notes on Response

	Beginning with D10 
	List expected claim dollar amount for each Covered Service listed in Column B 



Step 6. Choose the appropriate Classification or Sub-Classification in Column E by selecting the appropriate responses in the dropdown boxes.

· Services should be classified consistently regardless of ACA requirements, e.g., Mammography (preventive/screening) and Mammography (non-screening) should be included in the same classification since the service is the same regardless of whether it is an ACA covered preventive mammogram or a diagnostic mammogram.
· Location of service may be a permissible distinction, e.g., surgery at a hospital may be placed in the inpatient, in-network classification while surgery in an ambulatory surgical facility may be placed in the outpatient, in-network all other subclassification of benefits. 
· Similar services should be classified together unless the location or other distinction can be identified, e.g., breastfeeding supplies and diabetic supplies may be in the same classification unless diabetic supplies are covered under pharmacy benefits and breastfeeding supplies are considered DME.
	Cell
	Notes on Response

	Beginning with E10 
	Select classification or sub-classification from dropdown for each Covered Service listed in Column B 



Step 7.  In Column F and Column G, provide citations in the form of page numbers and sections in both the Certificate of Coverage and Schedule of Benefits where the services included in each line of the listed Covered Services can be found.

· This information will allow examiners to determine the specific services from Certificates of Coverage and Schedules of Benefits that are included in each line of Covered Services.
	[bookmark: _Hlk215651059]Cell
	Notes on Response

	Beginning with F10 
	List COC page number related to each Covered Service listed in Column B 

	Beginning with G10
	List SOB page number related to each Covered Service listed in Column B



	COC Cites:
	SOB Cites:

	Pg. 14, Section III 
	Pg. 3, Section II

	Pg, 25, Section V
	Pg. 4, Section III



Step 8.  In Column H, identify the COC and SOB file name for the particular plan. For any COC/SOB identified, create a folder in ShareFile for each plan and upload a copy of the COC and SOB along with the QTL workbook into the folder. 

· Both the COC and SOB must be submitted for each QTL/FR template. Both the COC and SOB must be plan specific, not templates with brackets or variable language.
	COC and SOB File Name:

	Plan_COC_123

	Plan_SOB_123



Analysis Tabs

Data entered in columns B through E will auto-populate the corresponding tabs for purposes of reporting QTLs and Financial Requirements.  

For each tab, enter the corresponding cost-sharing or visit limit information in the lines with covered services.  Where limits are not applied or the cost-sharing is $0, enter “N.”
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When Columns 2-6 (D-H) are filled out, formulas will auto-calculate the substantially all and predominant level tests. The user will be prompted if the substantially all threshold is not met and which level is the predominant level, if applicable.

MHPAEA FR and QTL Workbook




(4) Attestation of Truth, Accuracy and Completeness

Once the responses described in Sections (1), (2), and (3) above are fully complete and all supporting documents are completed, prior to returning the response to the OIC, an officer of the Carrier must complete and sign attesting to the completeness and accuracy of the response. 



ATTACHMENT B
MHPAEA NQTL Required Response Forms
Instructions: This NQTL reporting submission form includes the required six information elements or Required Steps as specified by the Mental Health Parity Addiction Equity Act (MHPAEA) and its regulations, including 42 USC Section 300gg-26(a)(8)(A) and 45 CFR 146.137. The comparative analyses to be performed must be reported using this submission form and should comply with MHPAEA, its regulations, federal guidance, and the instructions, both separately provided and set forth herein. 
It is important to note, a separate reporting form should be prepared and completed by the Issuer for each of the plan’s NQTLs within each benefits classification/subclassification (e.g., the comparative analysis for prior authorization for the inpatient, in-network benefits classification should be provided on its own reporting submission form, and the comparative analysis for prior authorization for the inpatient, out-of-network benefits classification should be provided in a separate reporting submission form). Similarly, the comparative analyses for prior authorization for outpatient benefits should be reported separately, with a form used for in-network and a form to be used for out-of-network. Comparative analyses should not be combined and the supporting data to be provided in Step 5 (that is, comparative analysis in operation). To the extent that the Issuer has more than one plan, separate reporting forms should be prepared and provided for each plan and in keeping with the law, the regulations, federal guidance and the instructions. If there are questions as to how to properly report using this form, please contact WV Office of the Insurance Commissioner.

[Insert NQTL Name and Appropriate Benefits Classification/Subclassification]

Step 1: Description of the Nonquantitative treatment limitation (NQTL).
See 45 CFR 146.147(c)(1). Step 1 must include the following:
(i) Identification of the NQTL, including the specific terms of the plan or coverage or other relevant terms regarding the NQTL, the policies or guidelines (internal or external) in which the NQTL appears or is described, and the applicable sections of any other relevant documents, such as provider contracts, that describe the NQTL;
(ii) Identification of all mental health (MH) and substance use disorder (SUD) benefits and medical/surgical benefits to which the NQTL applies, including a list of which benefits are considered MH or SUD benefits and which benefits are medical/surgical benefits; and
(iii) A description of which benefits are included in each classification set forth in Section 146.136(c)(2)(ii)(A).
See also FAQ 45 (Q2, #’s 1 and 2) guidance. This guidance stipulates that a sufficient analysis should include:
· A clear description of the specific NQTL, plan terms, and policies at issue; and
· Identification of the specific MH/SUD and medical/surgical benefits to which the NQTL applies within each benefit classification, and a clear statement as to which benefits identified are treated as MH/SUD and which are treated as medical/surgical.
Issuer Response: [Insert Here]
Step 2: Identification and definition of the factors and evidentiary standards used to design or apply the NQTL.
See 45 CFR 146.147(c)(2). Step 2 must include, with respect to every factor considered or relied upon to design or apply the NQTL to MH or SUD benefits and medical/surgical benefits, the following: 
(i) Identification of every factor considered or relied upon, as well as the evidentiary standards considered or relied upon to design or apply each factor and the sources from which each evidentiary standard was derived, in determining which MH or SUD and which medical/surgical benefits are subject to the NQTL; and 
(ii) A definition of each factor, including:
(A) A detailed description of the factor;
(B) A description of each evidentiary standard used to design or apply each factor (and the source of each evidentiary standard) identified under paragraph (i) above; and 
(C) A description of any steps the plan or issuer has taken to correct, cure, or supplement any information, evidence, sources, or standards that would otherwise have been considered biased or not objective.
See also FAQ 45 guidance. This FAQ guidance stipulates that a sufficient analysis includes:
· (Q2, #3) Identification of any factors, evidentiary standards or sources, or strategies or processes considered in the design or application of the NQTL and in determining which benefits, including both MH/SUD benefits and medical/surgical benefits, are subject to the NQTL. Analyses should explain whether any factors were given more weight than others and the reason(s) for doing so, including an evaluation of any specific data used in the determination.
· (Q2, #4) To the extent the plan or issuer defines any of the factors, evidentiary standards, strategies, or processes in a quantitative manner, it must include the precise definitions used and any supporting sources.
This FAQ guidance stipulates what plans and issuers should avoid:
· (Q3, #5) Reference to factors and evidentiary standards that were defined or applied in a quantitative manner, without the precise definitions, data, and information necessary to assess their development or application.
Issuer Response: [Insert here]

Step 3: Description of how factors are used in the design and application of the NQTL.
See 45 CFR 146.147(c)(3). Step 3 must include the following: A description of how each factor identified and defined under Step 2 is used in the design or application of the NQTL to MH and SUD and medical/surgical benefits in a classification, including:
(1) A detailed explanation of how each factor identified and defined in Step 2 is used to determine which MH or SUD benefits and which medical/surgical benefits are subject to the NQTL;
(2) An explanation of the evidentiary standards or other information or sources (if any) considered or relied upon in designing or applying the factors or relied upon in designing and applying the NQTL, including in the determination of whether and how MH or SUD or medical/surgical benefits are subject to the NQTL; 
(3) If the application of the factor depends on specific decisions made in the administration of benefits, the nature of the decisions, the timing of the decisions, and the professional designations and qualification of each decision maker;
(4) If more than one factor is identified and defined in Step 2, an explanation of:
(A) How all of the factors relate to each other;
(B) The order in which all of the factors are applied, including when they are applied;
(C) Whether and how any factors are given more weight than others; and
(D) The reasons for the ordering or weighting of the factors.
(5) Any deviations or variations from a factor, its applicability, or its definition (including the evidentiary standards used to define the factor and the information or sources from which evidentiary standards was derived), such as how the factor is used differently to apply the NQTL to MH or SUD benefits as compared to medical/surgical benefits, and a description of how the plan or issuer establishes such deviations or variations.
See also FAQ 45 guidance. This FAQ guidance stipulates that a sufficient response includes: 
· (Q2, #5) The analyses, as documented, should explain whether there is any variation in the application of a guideline or standard used by the plan or issuer between MH/SUD and medical/surgical benefits and, if so, describe the process and factors used for establishing that variation. 
· (Q2, #6) If the application of the NQTL turns on specific decisions in administration of benefits, the plan or issuer should identify the nature of the decisions, the decision maker(s), the timing of the decisions, and the qualifications of the decision maker(s).
(Q2, #7) If the plan’s or issuer’s analyses rely upon any experts, the analyses, as documented, should include an assessment of each expert’s qualifications and the extent to which the plan or issuer ultimately relied upon each expert’s evaluations in setting recommendations regarding both MH/SUD and medical/surgical benefits.
This FAQ guidance stipulates what plans and issuers should avoid:
· (Q 3, # 5) Reference to factors and evidentiary standards that were defined or applied in a quantitative manner, without the precise definitions, data, and information necessary to assess their development or application.
Issuer Response: [Insert here]

Step 4: Demonstration of comparability and stringency as written.
See 45 CFR 146.147(c)(4). The comparative analysis must evaluate whether, in any classification, under the terms of the plan (or health insurance coverage) as written, any processes, strategies, evidentiary standards, or other factors used in designing and applying the NQTL to MH or SUD are comparable to, and are applied no more stringently than, the processes, strategies, evidentiary standards, or other factors used in designing and applying the NQTL with respect to medical/surgical benefits. The comparative analysis must include, with respect to the NQTL and the factors used in designing and applying the NQTL:
(1) Documentation of each factor identified and defined in Step 2 that was applied to determine whether the NQTL applies to MH or SUD benefits and medical/surgical benefits in a classification, including, as relevant;
(A) Quantitative data, calculations, or other analyses showing whether, in each classification in which the NQTL applies, MH or SUD benefits and medical/surgical benefits met or did not meet any applicable threshold identified in the relevant evidentiary standard to determine that the NQTL would or would not apply; and 
(B) Records maintained by the plan or issuer documenting the consideration and application of all factors and evidentiary standards, as well as the results of their application;
(2) In each classification in which the NQTL applied to MH or SUD benefits,  comparison of how the NQTL, as written, is designed and applied to MH or SUD benefits and to medical/surgical benefits, including the specific provisions of any forms, checklists, procedure manuals, or other documentation used in designing and applying the NQTL or that address the application of the NQTL;
(3) Documentation demonstrating how the factors are comparably applied, as written, to MH or SUD benefits and medical/surgical benefits in each classification to determine which benefits are subject to the NQTL; and
(4) An explanation of the reasons for any deviations or variations in the application of a factor used to apply the NQTL, or the application of the NQTL, to MH or SUD benefits as compared to medical/surgical benefits, and how the plan or issuer establishes such deviations or variations, including:
(A) In the definition of the factors, the evidentiary standards used to define the factors, and the sources from which the evidentiary standards were derived;
(B) In the design of the factors or evidentiary standards; or
(C) In the application or design of the NQTL.
See also FAQ 45 guidance that states that the following is necessary for a sufficient response:
· (Q2, #5) The analyses, as documented, should explain whether there is any variation in the application of a guideline or standard used by the plan or issuer between MH/SUD and medical/surgical benefits and, if so, describe the process and factors used for establishing that variation.
· (Q 2, # 6) If the application of the NQTL turns on specific decisions in administration of the benefits, the plan or issuer should identify the nature of the decisions, the decision maker(s), the timing of the decisions, and the qualifications of the decision maker(s).
· (Q2, #7) If the plan’s or issuer’s analyses rely upon any experts, the analyses, as documented, should include an assessment of each expert’s qualifications and the extent to which the plan or issuer ultimately relied upon each expert’s evaluations in setting recommendations regarding both MH/SUD and medical/surgical benefits.
This FAQ guidance stipulates what plans and issuers should avoid:
· (Q 3, # 1) Production of a large volume of documents without a clear explanation of how and why each document is relevant to the comparative analysis.
· (Q3, # 2) Conclusory or generalized statements, including mere recitations of the legal standard, without specific supporting evidence and detailed explanations.
· (Q 3, # 3) Identification of processes, strategies, sources, and factors without the required or clear and detailed comparative analysis.
· (Q 3, # 4) Identification of factors, evidentiary standards, and strategies without a clear explanation of how they were defined and applied in practice.
Issuer Response: [Insert here]

Step 5: Demonstration of comparability and stringency in operation. 
See 45 CFR 146.147(c)(5). The comparative analysis must evaluate whether, in any classification, in any classification, in operation, the processes, strategies, evidentiary standards, or other factors used in designing and applying the NQTL to MH or SUD are comparable to, and are applied no more stringently than, the processes, strategies, evidentiary standards, or other factors used in designing and applying the NQTL with respect to medical/surgical benefits. The comparative analysis must include, with respect to the NQTL and the factors used in designing and applying the NQTL:
(1) A comprehensive explanation of how the plan or issuer evaluates whether, in operation, the processes, strategies, evidentiary standards, or other factors used in designing and applying the NQTL to MH or SUD benefits in a classification are comparable to, and applied no more stringently than, the processes, strategies, evidentiary standards or other factors used in designing and applying the NQTL with respect to medical/surgical benefits, including:
(A) An explanation of any methodology or underlying data used to demonstrate the application of the NQTL, in operation;
(B) The sample period, inputs used in any calculations, definitions of terms used, and any criteria used to select the MH or SUD benefits and medical/surgical benefits to which the NQTL is applicable;
(C) With respect to an NQTL for which relevant data is temporarily unavailable as described in Section 146.136(c)(4)(iii)(A)(3)(i) a detailed explanation of the lack of relevant data, the basis for the plan’s or issuer’s conclusion that there is a lack of relevant data, and when and how the data will become available and be collected and analyzed; and
(D) With respect to an NQTL for which no data exist that can reasonably assess any relevant impact of the NQTL on relevant outcomes related to access to MH and SUD benefits and medical/surgical benefits as described in Section 146.136(c)(4)(iii)(A)(3)(ii), a reasoned justification as to the basis for the conclusion that there are no data that can reasonably assess the BQTL’s impact, an explanation of why the nature of the NQTL prevents the plan or issuer from reasonably measuring its impact, an explanation of what data was considered and rejected, and documentation of any additional safeguards or protocols used to ensure the NQTL complies with Section 146.136(c)(4)(iii)(A);
(2) Identification of the relevant data collected and evaluated, as required under Section 146.136(c)(4)(iii)(A);
(3) Documentation of the outcomes that resulted from the application of the NQTL to MH or SUD benefits and medical/surgical benefits, including:
(A) The evaluation of relevant data as required by Section 146.136(c)(4)(iii)(A);
(B) A reasoned justification and analysis that explains why the plan or issuer concluded that any differences in the relevant data do or do not suggest the NQTL contributes to material differences in access to MH or SUD benefits as compared to medical/surgical benefits, in accordance with Section 146.136(c)(4)(iii)(B)(2);
(4) A detailed explanation of any material differences in access demonstrated by the outcomes evaluated under paragraph (c)(5)(iii), including:
(A) A reasoned explanation of any material differences in access that are not attributable to differences in the comparability or relative stringency of the NQTL as applied to MH or SUD benefits and medical/surgical benefits (including any considerations beyond a plan’s or issuer’s control that contribute to the existence of material differences) and a detailed explanation of the bases for concluding that material differences are not attributable to differences in the comparability or relative stringency of the NQTL; and
(B) To the extent differences in access to MH or SUD benefits are attributable to generally recognized independent professional medical or clinical standards or carefully circumscribed measures reasonably and appropriately designed to detect or prevent and prove fraud and abuse that minimize the negative impact on access to appropriate MH ad SUD benefits, and such standards or measures are used as the basis for a factor or evidentiary standard used to design or apply an NQTL, documentation explaining how any such differences are attributable to those standards or measures, as required by Section 146.136(c)(4)(iii)(B)(2)(ii); and 
(5) A discussion of the actions that have been or are being taken by the plan or issuer to address any material differences in access to MH or SUD benefits as compared to medical/surgical benefits, including the actions the plan or issuer has taken or is taking under Section 146.136(c)(4)(iii)(B)(1) to address material differences to comply, in operation with Section 146.136(c)(4), including as applicable:
(A) A reasoned explanation of any material differences in access to MH or SUD benefits as compared to medical/surgical benefits that persist despite reasonable actions that have been or are being taken; and
(B) For a plan or issuer designing and applying one or more NQTLs related to network composition, a discussion of the actions that have been or are being taken to address material differences in access to in-network MH and SUD benefits as compared to in-network medical/surgical benefits, including those listed in 146.136(c)(4)(iii)(C).
See also FAQ 45 guidance that states that the following is necessary for a sufficient response:
· (Q2, #5) The analyses, as documented, should explain whether there is any variation in the application of a guideline or standard used by the plan or issuer between MH/SUD and medical/surgical benefits and, if so, describe the process and factors used for establishing that variation.
· (Q 2, # 6) If the application of the NQTL turns on specific decisions in administration of the benefits, the plan or issuer should identify the nature of the decisions, the decision maker(s), the timing of the decisions, and the qualifications of the decision maker(s).
· (Q2, #7) If the plan’s or issuer’s analyses rely upon any experts, the analyses, as documented, should include an assessment of each expert’s qualifications and the extent to which the plan or issuer ultimately relied upon each expert’s evaluations in setting recommendations regarding both MH/SUD and medical/surgical benefits.
This FAQ guidance stipulates what plans and issuers should avoid:
· (Q 3, # 1) Production of a large volume of documents without a clear explanation of how and why each document is relevant to the comparative analysis.
· (Q3, # 2) Conclusory or generalized statements, including mere recitations of the legal standard, without specific supporting evidence and detailed explanations.
· (Q 3, # 3) Identification of processes, strategies, sources, and factors without the required or clear and detailed comparative analysis.
· (Q 3, # 4) Identification of factors, evidentiary standards, and strategies without a clear explanation of how they were defined and applied in practice.
Issuer Response – In Operation: [Insert here] 

Step 6: Findings and conclusions.
See 45 CFR 146.147(c)(6). The comparative analysis must address the findings and conclusions as to the comparability of the processes, strategies, evidentiary standards, and other factors used in designing and applying the NQTL to MH or SUD benefits and medical/surgical benefits within each classification, and the relative stringency of their application, both as written and in operation, and include:
(1) Any findings or conclusions indicating that the plan or coverage is or is not (or might or might not be) in compliance with the requirements of Section 146.136(c)(4), including any additional actions the plan or issuer has taken or intends to take to address any potential areas of concern or noncompliance;
(2) A reasoned and detailed discussion of the findings and conclusions described in (1) above;
(3) Citations to any additional specific information not otherwise included in the comparative analysis that supports the findings and conclusions in (1) above not otherwise discussed in the comparative analysis;
(4) The date the analysis is completed and the title and credentials of all relevant persons who participated in the performance and documentation of the comparative analysis; and 
(5) If the comparative analysis relies upon an evaluation by a reviewer or consultant considered by the plan or issuer to be an expert, an assessment of each expert’s qualifications and the extent to which the plan or issuer ultimately relied upon each expert’s evaluation in performing and documenting the comparative analysis of the design and application of the NQTL applicable to both MH or SUD benefits and medical/surgical benefits.
See also the FAQ 45 guidance, which states that a sufficient response should include:  
· (Q 2, # 8) A reasoned discussion of the plan’s or issuer’s findings and conclusions as to the comparability of the processes, strategies, evidentiary standards, factors, and sources identified above within each affected classification, and their relative stringency, both as applied and as written. This discussion should include citations to any specific evidence considered and any results of analyses indicating that the plan or coverage is or is not in compliance with MHPAEA.  
This FAQ guidance stipulates what plans and issuers should avoid:
· (Q 3, # 2) Conclusory or generalized statements, including mere recitations of the legal standard, without specific supporting evidence and detailed explanations. 
Issuer Conclusions and Findings: [Insert here] 



ATTACHMENT C
Attestation of Truth, Accuracy and Completeness

	Carrier Name: 

	HIOS#: 

	
Responsible Officer

Name: (Last) _____________________________ (First) ___________________________ (MI) ________

Title:  _________________________________________________________________________

Street or P.O. Box:  _________________________________________________________________________

City/State/Zip Code:  _________________________________________________________________________




	I certify under penalty of law, based upon the information and belief formed after reasonable inquiry and review, that the completed data call response, including both the NQTL Workbook and the FR and QTL Workbook and any attachments, and statements and information contained in these documents are true, accurate and complete to the best of my knowledge and belief.

Name: (Signed) ________________________________________________

Name: (Typed) ________________________________________________    

Date: _______________





	Life and Health Division
	
	                                Telephone (304) 720-8584

	Post Office Box 50540
Charleston, West Virginia 25305-0540
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	                                 Facsimile (304) 558-0412 
                       OICHealthPolicy@wv.gov
                                      www.wvinsurance.gov
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WV Carrier Information Worksheet.xlsx
Dropdowns

		Med/Surg				Inpatient-In-network (INN)				Individual				Exclusive Provider Organization (EPO)

		MH/SUD				Inpatient-Out-of-network (OON)				Small Group				Health Maintence Organization (HMO)

		Both				Outpatient-Office Visit INN				Large Group				Indemnity (Fee-for-Service)

						Outpatient-Office Visit OON								Point of Service (POS)

						Outpatient-All Other INN								Preferred Provider Organization (PPO)

						Outpatient-All Other OON

						Outpatient-INN

						Outpatient-OON

						Emergency

						Pharmacy

						All





Section A Carrier Information



				Section A: Carrier and Preparer Information

				Carrier Name: 

				Plan Year:

				Date of Completion:

				Completed by:

				Telephone:

				Email Address:



				Staff Information

				Provide a listing of the staff responsible for developing the plans policies and benefit designs, including their titles and qualifications.

				Name		Title		Qualifications











































				Please respond to the following questions:

				1. Identify the organizational entity responsible for MHPAEA oversight and provide meeting minutes, audits, or other internal reports regarding parity compliance assessments.                                                                               



				2. Provide the name(s), title(s), and qualification(s) of the individual(s) responsible for MCO parity compliance and oversight.



				3. Provide the policies and proedures which govern MCO parity compliance and oversight, including delegation agreements, if applicable, for MCO MH/SUD benefits.



				4. Provide a list identifying the individual(s) responsible for the preparation of the NQTL compliance analysis. If more than one individual is involved, indicate and provide their information. For example, if one individual is responsible for prior authorization analysis and another is responsible for reimbursement rate, specify.



				5. Provide a list identifying any external entities or experts which are utilized or relied upon for the parity compliance function and/or NQTL compliance analyses.



				6. Provide any staff training materials utilized pertaining to MCO MHPAEA compliance; inclusive of when they were created, which staff receive the training and when (i.e., upon hire, annually, etc.).



				7. Describe the Carrier's methodology or protocols for reviewing plan features to determine whether or not they are NQTLs as defined in the MHPAEA regulations.







Section B Plans - Expense Data



						Section B: PLANS AND CLAIMS DATA



						Instructions

						Complete the table below listing all unique health plans marketed and sold in West Virginia. For each plan provide the claims information requested in columns I through Y and the utilization management requests in columns Z through AG, received by the plan for the period of review defined in the Data Call Letter. Note: if any portion of the claim was approved, include the entire claim in Approved (columns N through U). 

																																																				Utilization management includes prior authorization, retrospective reviews, concurrent reviews, experimental/investigational exception requests, and step therapy. 





						Plans								Members				Claims Universe										Approved Claims (including zero paid)																Denied Claims 								Utilization Management

						Plan Name		Plan #		Market Segment		Plan Type		Number of New and Renewal Policies in Force During the Period		Number of Lives Covered During the Period		Total # of Claims Received 
(excluding Pharmacy)				All Pharmacy claims received				Number of Adverse Determinations During the Period Related to Claims
(As defined in W.Va. Code §33-16H)		Medical/Surgical (M/S) Claims 
(excluding Pharmacy)				Mental Health and Substance Use Disorder (MH/SUD) Claims 
(excluding Pharmacy)				M/S Pharmacy Claims 				MH/SUD Pharmacy Claims 				M/S Claims 
(excluding Pharmacy)		MH/SUD Claims 
(excluding Pharmacy)		M/S Pharmacy Claims 		MH/SUD Pharmacy Claims 		Requests Related to M/S Benefits								Requests Related to MH/SUD Benefits

																		Total # of Claims		Dollar Amount of Claims		Total # of Claims		Dollar Amount of Claims				Total # of Claims		Dollar Amount of Claims		Total # of Claims		Dollar Amount of Claims		Total # of Claims		Dollar Amount of Claims		Total # of Claims		Dollar Amount of Claims		Total # of Claims		Total # of Claims		Total # of Claims		Total # of Claims		Total # of Non-Pharmacy Requests		# of Denied Non-Pharmacy Requests		Total # of Pharmacy Requests		# of Denied Pharmacy Requests		Total # of Non-Pharmacy Requests		# of Denied Non-Pharmacy Requests		Total # of Pharmacy Requests		# of Denied Pharmacy Requests

				1																$0				$0						$0				$0				$0				$0

				2																$0				$0						$0				$0				$0				$0

				3																$0				$0						$0				$0				$0				$0

				4																$0				$0						$0				$0				$0				$0

				5																$0				$0						$0				$0				$0				$0

				6																$0				$0						$0				$0				$0				$0

				7																$0				$0						$0				$0				$0				$0

				8																$0				$0						$0				$0				$0				$0

				9																$0				$0						$0				$0				$0				$0

				10																$0				$0						$0				$0				$0				$0

				11																$0				$0						$0				$0				$0				$0

				12																$0				$0						$0				$0				$0				$0

				13																$0				$0						$0				$0				$0				$0

				14																$0				$0						$0				$0				$0				$0

				15																$0				$0						$0				$0				$0				$0

				16																$0				$0						$0				$0				$0				$0

				17																$0				$0						$0				$0				$0				$0

				18																$0				$0						$0				$0				$0				$0

				19																$0				$0						$0				$0				$0				$0

				20																$0				$0						$0				$0				$0				$0

				21																$0				$0						$0				$0				$0				$0

				22																$0				$0						$0				$0				$0				$0

				23																$0				$0						$0				$0				$0				$0

				24																$0				$0						$0				$0				$0				$0

				25																$0				$0						$0				$0				$0				$0

				26																$0				$0						$0				$0				$0				$0

				27																$0				$0						$0				$0				$0				$0

				28																$0				$0						$0				$0				$0				$0

				29																$0				$0						$0				$0				$0				$0

				30																$0				$0						$0				$0				$0				$0

				31																$0				$0						$0				$0				$0				$0

				32																$0				$0						$0				$0				$0				$0

				33																$0				$0						$0				$0				$0				$0

				34																$0				$0						$0				$0				$0				$0

				35																$0				$0						$0				$0				$0				$0

				36																$0				$0						$0				$0				$0				$0

				37																$0				$0						$0				$0				$0				$0

				38																$0				$0						$0				$0				$0				$0

				39																$0				$0						$0				$0				$0				$0

				40																$0				$0						$0				$0				$0				$0

				41																$0				$0						$0				$0				$0				$0

				42																$0				$0						$0				$0				$0				$0

				43																$0				$0						$0				$0				$0				$0

				44																$0				$0						$0				$0				$0				$0

				45																$0				$0						$0				$0				$0				$0

				46																$0				$0						$0				$0				$0				$0

				47																$0				$0						$0				$0				$0				$0

				48																$0				$0						$0				$0				$0				$0

				49																$0				$0						$0				$0				$0				$0

				50																$0				$0						$0				$0				$0				$0





Section C Vendor Information

				Vendor and Delegate Information

				Provide the name of any vendor/delgate, whether internal or external, that provides administrative or utilization management services to the Carrier with respect to medical/surgical, MH/SUD or pharmacy benefits.

				Name		Relationship to Carrier		Benefits Impacted		Describe Responsibilities











































				Describe in detail how the Carrier coordinates and monitors compliance with the vendors/delegates with respect to MHPAEA's rules and regulations.







Section D.1. Data for MS

		MEDICAL-SURGICAL AUTHORIZATION INFORMATION REQUEST

				INPATIENT								OUTPATIENT

		NQTL ANALYZED		General Hospital		Skilled Nursing 		Specialty Hosptial				Office Visits (All CPT Codes)		Other		Other		Other

		Prior Authorization (PA) by Classification

		Number of Authorizations Requested

		Number of Requests Approved as initially requested by provider/member (e.g. level of care and number of days/visits requested are approved in full with no modifications)

		Number of Requests not approved as initially requested by provider/member (e.g. outright denial based on medical necessity or approval at a lower level of care and/or fewer days/visits than initially requested)

		Number of administrative denials

		Total Number of first level  PA reviews that resulted in approval

		Total Number of first level PA reviews that are sent to second level review

		Percentage of PA claims that auto-adjudicate for payment

		Percentage of PA claims subject to post payment recoupment





		Concurrent Review (CR)

		Number of CR Authorizations Requested

		Number of Requests Approved as initially requested by provider/member (e.g. level of care and number of days/visits requested are approved in full with no modifications)

		Number of Requests not approved as initially requested by provider/member (e.g. outright denial based on medical necessity or approval at a lower level of care and/or fewer days/visits than initially requested)

		Number of administrative denials

		Total Number of first level reviews that resulted in approval

		Total Number of first level reviews that are sent to second level review

		Percentage of CR Claims that auto-adjudicate

		Percentage of CR Claims subject to post payment recoupment







Section D.2. Data for MH

		MENTAL HEALTH PRIOR AUTHORIZATION INFORMATION REQUEST

				INPATIENT								OUTPATIENT

		NQTL ANALYZED		General Hospital		Psychiatric Hospital		Residential				Office Visits (All CPT Codes)		Partial Hospital		Intensive OP

		Prior Authorization (PA) by Classification

		Number of Authorizations Requested

		Number of Requests Approved as initially requested by provider/member (e.g. level of care and number of days/visits requested are approved in full with no modifications)

		Number of Requests not approved as initially requested by provider/member (e.g. outright denial based on medical necessity or approval at a lower level of care and/or fewer days/visits than initially requested)

		Number of administrative denials

		Total Number of first level  PA reviews that resulted in approval

		Total Number of first level PA reviews that are sent to second level review

		Percentage of PA claims that auto-adjudicate for payment

		Percentage of PA claims subject to post payment recoupment





		Concurrent Review (CR)

		Number of CR Authorizations Requested

		Number of Requests Approved as initially requested by provider/member (e.g. level of care and number of days/visits requested are approved in full with no modifications)

		Number of Requests not approved as initially requested by provider/member (e.g. outright denial based on medical necessity or approval at a lower level of care and/or fewer days/visits than initially requested)

		Number of administrative denials

		Total Number of first level reviews that resulted in approval

		Total Number of first level reviews that are sent to second level review

		Percentage of CR Claims that auto-adjudicate

		Percentage of CR Claims subject to post payment recoupment





Section D.3. Data for SUD

		SUBSTANCE USE PRIOR AUTHORIZATION INFORMATION REQUEST

				INPATIENT								OUTPATIENT

		NQTL ANALYZED		General Hospital		Psychiatric Hospital		Residential				Office Visits (All CPT Codes)		Partial Hospital		Intensive OP		MAT

		Prior Authorization (PA) by Classification

		Number of Authorizations Requested

		Number of Requests Approved as initially requested by provider/member (e.g. level of care and number of days/visits requested are approved in full with no modifications)

		Number of Requests not approved as initially requested by provider/member (e.g. outright denial based on medical necessity or approval at a lower level of care and/or fewer days/visits than initially requested)

		Number of administrative denials

		Total Number of first level  PA reviews that resulted in approval

		Total Number of first level PA reviews that are sent to second level review

		Percentage of PA claims that auto-adjudicate for payment

		Percentage of PA claims subject to post payment recoupment





		Concurrent Review (CR)

		Number of CR Authorizations Requested

		Number of Requests Approved as initially requested by provider/member (e.g. level of care and number of days/visits requested are approved in full with no modifications)

		Number of Requests not approved as initially requested by provider/member (e.g. outright denial based on medical necessity or approval at a lower level of care and/or fewer days/visits than initially requested)

		Number of administrative denials

		Total Number of first level reviews that resulted in approval

		Total Number of first level reviews that are sent to second level review

		Percentage of CR Claims that auto-adjudicate

		Percentage of CR Claims subject to post payment recoupment





Section E NQTLs

		NQTLs Imposed by Carrier/Vendor/Delegate

		Provide the NQTL imposed by the the Carrier/vendor/delgate, the benefits classification to which the NQTL applies, and the applicable plan.

		NQTL		Imposed by		Benefits Classification/Subclass-ifcation		Applicable Plan













































Section F Medical Necessity



				Section F:  Definitions & Medical Necessity Criteria

				Complete the following charts for the corresponding benefits.





				Medical/Surgical Benefit

				Provide the Name of the Administrator:



				Provide the Name and Description of Criteria Used. If the criteria is internally developed, describe any external criteria that it the basis for the internal criteria and attach a copy.



				Provide the definition of medical necessity. 





				MH Medical Necessity Criteria 

				Provide the Name of the Administrator:



				Provide the Name and Description of Criteria Used. If the criteria is internally developed, describe any external criteria that it the basis for the internal criteria and attach a copy.



				Provide the definition of medical necessity. 





				SUD Medical Necessity Criteria

				Provide the Name of the Administrator:



				Provide the Name and Description of Criteria Used. If the criteria is internally developed, describe any external criteria that it the basis for the internal criteria and attach a copy.



				Provide the definition of medical necessity. 
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Medical/Surgical

or Expected Claim Dollar

Covered services MH/SUD Amount Classification
PCP Office Visit, In-network Med/surg $XX XXX, XXX|OutPt, IN-Office
Specialist Office Visit, In-network Med/surg SXX, XXX, XXX|OutPt, IN-Office
PCP Office Visit, Out-of-network Med/surg SXX, XXX, XXX|OutPt, OON-Office
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Medical/Surgical

or Expected Claim Dollar
Covered services MH/SUD Amount Classification
PCP Office Visit, Preferred Tier Med/surg $XX XXX, XXX|OutPt, IN-Office
PCP Office Visit, Non-preferred Tier Med/surg SXX, XXX, XXX|OutPt, IN-Office
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Medical/sus

List the Expected Claim

or Dollar Amount for Each
Covered services MH/SUD Medical/surgical Benefit Classification
Immunizations - ACA preventive - PCP office Med/surg [$x 000,00 outt, IN-Office
Immunizations - non-ACA preventive - PCP office Med/surg [Sx 000,00 outpt, IN-Office
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Medical/sus

List the Expected Claim

or Dollar Amount for Each
Covered services MH/SUD Medical/surgical Benefit Classification
Occupational Therapy - office Med/surg [$0xx 0, x0c outt, IN-Office
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or Expected Claim Dollar
Covered services MH/SUD Amount Classification
'speech therapy, ASD MH/5UD outt, IN-Office
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INSTRUCTIONS:
[All MEDICAL/SURGICAL service categories provided within
this sub-classification are listed below.

COLUMN 1

COLUMN 2

COLUMN 3

COLUMN 4

COLUMN 5

[EXPECTED CLAIM DOLLAR AMOUNT

INSTRUCTIONS:
List Claim Expected Allowed Dollar
[Amounts (Annual) for each service
category listed.

[copay AppLICATION

INSTRUCTIONS: Is a copay applied to this|
service category? If yes, list the copay
dollar amount applied to the Service
category. If no, puta "N" for every
service Category where there is no
copay application.

[comnsurRANCE APPLICATION

INSTRUCTIONS: Is a coinsurance applied to
this service category? If yes, list coinsurance.
percentage Amount Applied to the Service
category. If no, puta "N" for every service
category where there is no coinsurance
application.

DEDUCTIBLE APPLICATION

INSTRUCTIONS: Is a deductible applied
o this service category? If yes, puta"v"
or every service Category with a
deductible application. If no, puta "N"
for every service Category where there
is no deductible application.

[SESSION LIMITS APPLICATION

INSTRUCTIONS: Is a session limit
applied to this service category? If
yes, put the session limit for every
service Category. If no, puta "N" for
every service Category where there
is no session limit application.

(Occupational Therapy - office $45,545,522.00| $40.00 N N N
[speech Therapy - office $48,552,679.00| $40.00 N N N
Immunization- ACA - PCP office $1,525,588.00) N N N N
Immunization - Travel - PCP office $544,899.00) 525.00 N N N
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Covered Services



				Company:						Small, Large or Individual Market?		Coverage type?
(HMO, PPO, EPO, POS, etc)

				Plan Name/ID:

				Plan Year:						Select

										*Select Option From Drop Down Boxes Below*

								Are outpatient services sub-classified into "office visit" and "other"?		Select

								Is this a tiered network?		Select

								If "yes", please select the number of tiers:		Select (If Applicable)		Please provide the page numbers and sections where each covered service may be found within both of these documents.

				Covered Services		Medical/Surgical
or 
MH/SUD

Callihan, Frank: 
Benefit type		List the Expected Claim Dollar Amount for Each Medical/Surgical Benefit

Callihan, Frank: For QTL testing, only the expected claim dollar amounts for covered services identified as medical/surgical benefit types are needed.		Classification		COC Cites:		SOB Cites:		COC/SOB File Name												Sub-Classification

																				Sub-Classify								Yes		No				_

																				Select								InPt, IN		InPt, IN				_

																				Yes 								InPt, OON		InPt, OON				_

																				No								OutPt, IN-Office		OutPt, IN				_

																												OutPt, IN-Other		OutPt, OON				_

																				Network Tier								OutPt, OON-Office		Emergency				_

																				Select								OutPt, OON-Other		Rx				_

																				Yes 								Emergency						_

																				No								Rx						_

																																		_

																																		_

																												Number of Tiers						_

																												Select (If Applicable)						_

																												2						_

																												3						_

																												4						_

																																		_

																				Service Type														_

																																		_

																				Med/Surg														_

																				MH/SUD														_
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INPATIENT, IN-NETWORK

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























INPATIENT, OUT-OF-NETWORK

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























OUTPATIENT, OUT-OF-NETWORK

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























OUTPATIENT, IN-NETWORK

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























OPTION-OUTPATIENT, IN, OFFICE

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Sub-Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this sub-classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS SUB-CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























OPTION-OUTPT, IN, ALL OTHER

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Sub-Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this sub-classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS SUB-CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				
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OPTION-OUTPATIENT, OON, OFFICE

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Sub-Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this sub-classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS SUB-CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























OPTION-OUTPT, OON, ALL OTHER

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Sub-Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this sub-classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS SUB-CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										























EMERGENCY

				SUBSTANTIALLY ALL TEST- 45 CFR 146.136 (c)(3)(i)(A): Substantially all. For purposes of this paragraph (c), a type of financial requirement or quantitative treatment limitation is considered to apply to substantially all medical/surgical benefits in a classification of benefits if it applies to at least two-thirds of all medical/surgical benefits in that classification. (For this purpose, benefits expressed as subject to a zero level of a type of financial requirement are treated as benefits not subject to that type of financial requirement, and benefits expressed as subject to a quantitative treatment limitation that is unlimited are treated as benefits not subject to that type of quantitative treatment limitation.) If a type of financial requirement or quantitative treatment limitation does not apply to at least two-thirds of all medical/surgical benefits in a classification, then that type cannot be applied to mental health or substance use disorder benefits in that classification. 

				Plan: 		Note: If using PMPM data, the Company must provide the expected claim dollar amounts, the annual membership totals and the methodology used to calculate the PMPM data.						Plan Year: 

				Service Categories within the Classification of:		COLUMN 1		COLUMN 2		COLUMN 3		COLUMN 4		COLUMN 5		COLUMN 6

				ERROR:#VALUE!		EXPECTED CLAIM DOLLAR AMOUNT		COPAY APPLICATION		COINSURANCE APPLICATION		DEDUCTIBLE APPLICATION		SESSION LIMITS APPLICATION		DAY LIMITS APPLICATION

				INSTRUCTIONS:
All MEDICAL/SURGICAL service categories provided within this classification are listed below.		INSTRUCTIONS:
List Claim Expected Allowed Dollar Amounts (Annual) for each service category listed.		INSTRUCTIONS: Is a copay applied to this service category? If yes, list the copay dollar amount applied to the Service Category. If no, put a "N" for every Service Category where there is no copay application.		INSTRUCTIONS: Is a coinsurance applied to this service category? If yes, list coinsurance Percentage Amount Applied to the Service Category. If no, put a "N" for every Service Category where there is no coinsurance application.		INSTRUCTIONS: Is a deductible applied to this service category? If yes, put a "Y" for every Service Category with a deductible application. If no, put a "N" for every Service Category where there is no deductible application.		INSTRUCTIONS: Is a session limit applied to this service category? If yes, put the session limit for every Service Category. If no, put a "N" for every Service Category where there is no session limit application.		INSTRUCTIONS: Is a day limit applied to this service category? If yes, put the day limit for every Service Category. If no, put a "N" for every Service Category where there is no day limit application.				Retrieval from Covered Services tab				Sort for placement on QTL sheet

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

																										

				AGGREGATE TOTAL OF MEDICAL AND SURGICAL BENEFITS EXPECTED CLAIM DOLLAR AMOUNT WITHIN THIS CLASSIFICATION		$0.00		For every row in COLUMN 2 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1) for the service category listed within that row. 		For every row in COLUMN 3 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 4 with a Y, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 5 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 		For every row in COLUMN 6 with an amount listed, ADD the expected claim dollar amounts (COLUMN 1)  for the service category listed within that row. 										

						AGGREGATE TOTALS		$0.00		$0.00		$0.00		$0.00		$0.00										

								DIVIDE the AGGREGATE TOTAL of all rows with COPAY listed (COLUMN 2), indicating copay is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with COINSURANCE listed (COLUMN 3), indicating coinsurance is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with a Y (COLUMN 4), indicating deductible is applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with SESSION LIMITS listed (COLUMN 5), indicating session limits are applied, by the AGGREGATE TOTAL of COLUMN 1.		DIVIDE the AGGREGATE TOTAL of all rows with DAY LIMITS listed (COLUMN 6), indicating day limits are applied, by the AGGREGATE TOTAL of COLUMN 1.										

						If the amount listed within this row is not greater than  or equal to 2/3, or 66.67%, the QTL cannot be applied for this plan design.		0.00%		0.00%		0.00%		0.00%		0.00%										

								_		_		_		_		_										

				PREDOMINANT TEST-  45 CFR 146.136 (c)(3)(i)(B): Predominant - If a type of financial requirement or quantitative treatment limitation applies to at least two-thirds of all medical/surgical benefits in a classification as determined under paragraph (c)(3)(i)(A) of this section, the level of the financial requirement or quantitative treatment limitation that is considered the predominant level of that type in a classification of benefits is the level that applies to more than one-half of medical/surgical benefits in that classification subject to the financial requirement or quantitative treatment limitation. 
																						

				LEVELS OF COPAYS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COPAY LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL A $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL A:		$   - 0																				

																										

				LEVELS OF COINSURANCE, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS COINSURANCE LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL B $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE HIGHEST LEVEL THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL B:		$   - 0																				

																										

				LEVELS OF SESSION LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS SESSION LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL C $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF SESSIONS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL C:		$   - 0																				

																										

				LEVELS OF DAY LIMITS, 
LOWEST TO HIGHEST		TOTAL EXPECTED CLAIM DOLLARS APPLIED AT THIS DAY LIMIT LEVEL		PERCENT (%) OF CLASSIFICATION APPLIED AT THIS LEVEL
[LEVEL $ AMOUNT DIVIDED BY TOTAL D $]		START HERE, MOVE DOWNWARD ONE LEVEL UNTIL AGGREGATE TOTAL OF LEVELS REACH OVER 50.01%; STOP. THAT IS THE PREDOMINANT LEVEL, AND THE MINIMUM NUMBER OF DAYS THAT CAN BE APPLIED TO MH/SUD BENEFITS.		NOTE: If any of the levels individually reach over 50.01%, that level may be applied to MH/SUD benefits. Otherwise, use chart to determine appropriate level.														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				ERROR:#NUM!						0.00%		_														

				TOTAL D:		$   - 0																				
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