
Checklist Guide: 
Major Medical Coverage in Minnesota 

Last updated: January 24, 2025 

  Grandfathered Health Plan (GF) means a health plan in which an individual was enrolled on March 23, 2010 and maintained  
continuous enrollment since, as long as the carrier maintained the grandfathered status. Grandfathered plan changes can 
be made by the carrier if the change is necessary in order to comply with federal or state law, or the change is necessary in 
order to comply with IRS tax requirements, such as changing minimum deductibles to maintain the tax exempt status of 
Health Savings Accounts. Other, non-required changes to a grandfathered plan's benefit coverage and/or a design 
parameter should be minimal, in accordance with 29 CFR § 2590.715-1251(g). Grandfathered plans could be individual and 
large group health plans (Minn. Stat. 62A.011, Subd. 1b). Small group and student health plans no longer qualify for 
grandfathered status, as no insurer maintained grandfathered status med filings with Minnesota for these types of plans. 
Grandfathered plans are exempt from many changes required under the Affordable Care Act. Any plan that does not meet 
grandfathered requirements is non-grandfathered (Non-GF). 

Small Employer Group means a person, firm, corporation, partnership, association, or other entity actively engaged in 
business in Minnesota, including a political subdivision of the state, that employed an average of at least one, not 
including a sole proprietor, but not more than 50 current employees on business days during the preceding calendar 
year and that employs at least one current employee, not including a sole proprietor, on the first day of the plan year 
(Minn. Stat. 62L.02 Subd. 26, provides more details). 

Large Employer Group means a person, firm, corporation, partnership, association, or other entity actively engaged in 
business in Minnesota, including a political subdivision of the state, that employees more than 50 employees. 

An Association is regulated under Minn. Statutes 62L.045 and 60A.02 Subd. 1a, and is comprised of employers who 
contract with a health carrier to provide coverage to its members. An association plan may be offered through an 
association domiciled in Minnesota to self-employed individuals and small employers who are members of the association, 
even if the self-employed individual or small employer has fewer than two current employees. An association must be an 
organized body of people who have some interest in common and that has at the onset a minimum of 100 persons, is organized 
and maintained in good faith for purposes other than that of obtaining insurance, and has a constitution and bylaws which 
provide that: 

(1) the association or associations hold regular meetings not less frequently than annually to further purposes of the
members;

(2) except for credit unions, the association or associations collect dues or solicit contributions from members;

(3) the members have voting privileges and representation on the governing board and committees, which provide the
members

(4) with control of the association including the purchase and administration of insurance products offered to
members; and

(5) the members are not, within the first 30 days of membership, directly solicited, offered, or sold an insurance policy if
the

(6) policy is available as an association benefit.

Student health insurance. Student major medical insurance coverage is a hybrid of individual and group health insurance 
coverage that is subject to certain federal individual requirements of the PHS Act. The Public Health Service Act, Section 
2791(b)(4), defines individual coverage as coverage other than group coverage. Since Student Health Plans are not employment 
based, they are not subject to ERISA. 

https://www.revisor.mn.gov/statutes/?id=62L.045
eu01118579
Cross-Out
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Student blanket accident and sickness insurance is a form of accident and sickness insurance covering a specific group of 
students for an accident that may occur during an event, tournament, or trip, or an illness or loss that may occur on a school- 
sponsored trip. Federal and state law requires certificates on major medical policies, which is in direct conflict with Minnesota’s 
student blanket requirements (see 62A.11 Subd. 4). Individuals are not required to complete an application for Minnesota’s 
student blanket (see 62A.11 Subd. 4), which  conflicts with state and federal major medical requirements that require an 
application (directly or indirectly). An application process is needed to purport that major medical benefits are reasonable in 
relation to premiums (see 62A.02 Subd. 3), since Commerce must understand how the school knows which students to charge. 
Thus, student major medical plans cannot be purported in Minnesota as a Blanket Accident and Sickness Insurance plan, and must 
not use the word “blanket” in the rate or form submission. This assertion is further supported by 62A.011 Subd. 3 (7). 

Qualified Health Plan means a health plan that meets the definition in section 1301(a) of the Affordable Care Act and 
has been certified by the board of the Minnesota Insurance Marketplace in accordance with 62V to be offered through 
the Minnesota Insurance Marketplace (62A.011, Subd. 7). 

Affordable Care Act (ACA) means the federal Patient Protection and Affordable Care Act, Public Law 111-148, as 
amended, including the federal Health Care and Education Reconciliation Act of 2010, Public Law 111-152, and any 
amendments to, and any federal guidance or regulations issued under, these acts (62A.011, Subd. 1a). Original law: 
https://www.hhs.gov/sites/default/files/ppacacon.pdf and emerging guidance: 
https://www.cms.gov/marketplace/resources/regulations-guidance 

Exchange means the Minnesota Insurance Marketplace (MNsure) established under 62V. 

Self Insurance. Minnesota has authority over certain major medical health plans that are self-insured, such as plans not  
subject to  ERISA and thus not eligible for the “ERISA pre-emption” as well as plans specifically granted joint authority 
under  
ERISA. Plans subject to state laws include agricultural cooperatives, governmental joint risk pools, MEWAs, self- insured 
association health plans, and non-federal governmental health plans (county, cities, municipalities, school districts, 
etc.).  
For more information on requirements for these plans, please visit the Commerce website:  
Rate & Form Filing / Minnesota Department of Commerce - Insurance (mn.gov) 

✓ means applicable
na means not applicable

https://www.hhs.gov/sites/default/files/ppacacon.pdf
https://www.cms.gov/marketplace/resources/regulations-guidance
https://mn.gov/commerce/insurance/industry/filings-examinations/rate-form-filings/
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SELF-INSURED MEWA’S AND ASSOCIATION PLANS (AHPs) AND PEOs. 
Self-insured Multiple Employer Welfare Arrangements (MEWAs) and AHPs (a subset of MEWAs)  are subject to many 
states joint risk pool laws that can be found in Minn. Stat. 62H and Minn. Rules 2765. Commerce reviews federal 
filings (Forms M-1 and 5500s) and will request information of these entities upon periodic review if compliance 
concerns arise or inquiries are   made by the public. New entities should contact the Commerce Department.  

na na na na ✓ ✓ na na 

SELF-INSURED CHURCH PLANS EXEMPT FROM ERISA 
The state if not precluded by the ERISA preemption clause to have law over these plans, but currently there are no 
state laws enforced and no filing requirements for self-insured church major medical plans exempted from ERISA. 

na na na na ✓ ✓ na na 

SELF-INSURED GOVERNMENTAL PLANS 
Cities, counties, school districts and other municipalities that have 100 or more employees are allowed to self-insure 
employee health benefit plans under Minnesota law if the entity meets certain requirements, including providing all 
state benefit mandates applicable in the large group fully insured market. Self-insured political subdivisions plans and 
joint risk pools must  apply for certification from the Department of Commerce, as required under Minnesota 
Statutes §471.617 and Minnesota Rules Chapter 2785. The Department of Commerce will review submitted filings 
and send formal certifications to qualifying entities. After completing the following template, please e-mail the 
document and all related attachments to  healthreform.mn@state.mn.us.  

• Political Subdivision Attestation nongrandfathered (.pdf) 
• Political Subdivision Attestation grandfathered (.pdf)” 

na na na na ✓ ✓ na na 

HIGH DEDUCTIBLE PLANS 
All high deductible health plans compatible with a health savings account must meet the annually  updated parameter 
requirements under Internal Revenue Code section 223. 

✓ ✓ ✓ ✓ ✓ ✓ na na 

62Q.025 PRODUCT APPROVALS                                                                                                                                Informational  
Subd. 1. Qualified plan. A high deductible health plan shall be deemed a qualified plan under sections 62E.06 and 
62E.12. The plan must meet all other requirements of state law except those that are inconsistent with a high 
deductible health plan as defined in sections 220 and 223 of the Internal Revenue Code and supporting regulations. 

✓ ✓ ✓ ✓ ✓ ✓ na na 

62Q.65 ACCESS TO PROVIDER DISCOUNTS                                                                                                             Informational 
Subd. 1. Requirement. A high deductible health plan must, when used in connection with a medical savings account 
or health savings account, provide the enrollee access to any discounted provider fees for services covered by the 
high deductible health plan, regardless of whether the enrollee has satisfied the deductible for the high deductible 
health plan. 

✓ ✓ ✓ ✓ ✓ ✓ na na 

60A.08 CONTRACTS OF INSURANCE                                                                                                             Mandated Language 
Subd. 5. Signatures required. All insurance policies shall be signed by the secretary or an assistant secretary, and by 
the president or vice-president, or in their absence, by two directors of the insurer. The signatures may be facsimile. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.011 DEFINITIONS.                                                                                                                                     Informational 
Subd. 2. Health carrier 
Subd. 3. Health plan 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

60A.02 DEFINITONS                                                                                                                                                     Informational 
Subd. 1a. Association or associations 

✓ ✓ ✓ ✓ ✓ ✓ na na 

62J.805 DEFINITIONS                                                                                                                                                   Informational 
Subd. 2.Billing error 
Subd. 4.Health care provider 
Subd. 5.Health plan 
Subd. 6.Hospital 
Subd. 7.Medically necessary 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

mailto:healthreform.mn@state.mn.us
http://mn.gov/commerce-stat/pdfs/political-subdivision-attestation-nongrandfathered.pdf
http://mn.gov/commerce-stat/pdfs/political-subdivision-attestation.pdf
https://www.revisor.mn.gov/statutes/cite/62Q.025
https://www.revisor.mn.gov/statutes/cite/62Q.65
https://www.revisor.mn.gov/statutes/cite/60A.08
https://www.revisor.mn.gov/statutes/cite/62A.011
https://www.revisor.mn.gov/statutes/cite/60A.02
https://www.revisor.mn.gov/statutes/cite/62j.805


 

                                                                      Market Type:               
 
 

 
State, Rule, Bulletin, or Guidance 

  I
nd

iv
id

ua
l N

on
-G

F 

   
In

di
vi

du
al

 G
F 

  S
tu

de
nt

 

  S
m

al
l G

ro
up

 

  L
ar

ge
 G

ro
up

 N
on

-G
F 

  L
ar

ge
 G

ro
up

 G
F 

  S
ho

rt
-T

er
m

 In
di

vi
du

al
 

  S
ho

rt
-T

er
m

 G
ro

up
 

 
 

4 
 

Subd. 8.Payment 

62Q.01 DEFINITIONS.                                                                                                                                     Informational 
Subd. 1b. Bona fide association 
Subd. 4. Health plan company 
Subd 6a. Nonquantitative treatment limitations or NQTLs 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

12.31 NATIONAL SECURITY OR PEACETIME EMERGENCY; DECLARATION.                                                      Informational 
Subd. 1. Declaration of national security emergency. 
Subd. 2. Declaration of peacetime emergency. 
Subd. 3. Effect of declaration of peacetime emergency. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

148.171 DEFINITIONS; TITLE.                                                                                                                                      Informational 
Subd. 3. Advanced practice registered nurse 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.02 POLICY FORMS.                                                                                                                                               Informational 
Subd. 1. Filing 
Subd. 2. Approval 
Subd. 3. Standards for disapproval 
Subd. 8. Filing by health carriers for purposes of complying with the certification requirements of MNsure 

✓ ✓ ✓ ✓ ✓ ✓ 
 
✓ 
 

✓ 

62A.15 COVERAGE OF CERTAIN LICENSED HEALTH PROFESSIONAL SERVICES.                                             Informational 
Subd. 2. Chiropractic services.  
Subd. 3. Optometric services.  
Subd. 3b. Acupuncture services  
Subd. 4. Denial of benefits 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.18 PROHIBITION AGAINST DISABILITY OFFSETS.                                                                                           Informational 
No individual or group policy of accident and health insurance issued, amended, renewed, or delivered in this state … 
shall contain any provision offsetting, or in any other manner reducing, any benefit under the policy by the amount 
of, or in proportion to, any increase in disability benefits received or receivable under the federal Social Security Act, 
Railroad Retirement Act, any Veteran's Disability Compensation and Survivor Benefits Act, Workers' Compensation, or 
any similar federal or state law, as amended subsequent to the date of commencement of such benefit. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.19 PROHIBITION AGAINST NONDIAGNOSTIC X-RAYS                                               Absence of Language (Prohibited)  
No individual or group policy of dental insurance offered for sale to a Minnesota resident by an insurer regulated 
under this chapter, individual or group service plan or subscriber contract regulated under chapter 62C, health 
maintenance contract regulated under chapter 62D, or fraternal contract benefit regulated under chapter 64B, shall 
subject any policyholder ,subscriber, or enrollee to undue exposure to radiation by requiring a health care provider to 
take or obtain x-rays that are not directly related to patient care. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Minn. R. Part 2605.0400. Provisions Applicable to all Policy Form and Rate Filings.                                    Informational 
(c) Filings made solely to change a company name or officer signature, correct printing errors, or make editorial 

changes are subject to filing fees. 
✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.03 GENERAL PROVISIONS OF POLICY.                                                                                      Mandated Language 
Subd. 1. Conditions. No policy of individual accident and sickness insurance may be delivered or issued for delivery to 
a person in this state unless: 
(1) Premium. 
(2) Time effective. 
(3) One person. 
(4) Appearance. 
(5) Description of policy. 

✓ ✓ ✓ na na na ✓ na 

https://www.revisor.mn.gov/statutes/cite/62Q.01
https://www.revisor.mn.gov/statutes/cite/12.31
https://www.revisor.mn.gov/statutes/cite/148.171
https://www.revisor.mn.gov/statutes/cite/62A.02
https://www.revisor.mn.gov/statutes/cite/62A.15
https://www.revisor.mn.gov/statutes/cite/62A.18
https://www.revisor.mn.gov/statutes/cite/62A.19
https://www.revisor.mn.gov/rules/2605.0400/
https://www.revisor.mn.gov/statutes/cite/62A.03
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(6) Exceptions in policy. 
(7) Form number. 
(8) No incorporation by reference. 62C.14 applies to health service corporations and is similar. 
(9) Medical benefits. 
(10) Osteopathic, optometrist, chiropractor, or registered nurse services. 

62A.04 STANDARD PROVISIONS.                                                                                                        Mandated Language 
Subd. 2. Required Provisions. 
(1) ENTIRE CONTRACT; CHANGES: This policy, including the endorsements and the attached papers, if any, 

constitutes the entire contract of insurance. No change in this policy shall be valid until approved by an executive 
officer of the insurer and unless such approval be endorsed hereon or attached hereto. No agent has authority 
to change this policy or to waive any of its provisions. 

(2) TIME LIMIT ON CERTAIN DEFENSES: (a) After two years from the date of issue of this policy no misstatements, 
except fraudulent misstatements, made by the applicant in the application for such policy shall be used to void 
the policy or to deny a claim for loss incurred or disability (as defined in the policy) commencing after the  

(3) (a) Except as required for qualified health plans sold through MNsure to individuals receiving advance payments 
of the premium tax credit, a provision as follows:  
GRACE PERIOD: A grace period of (insert a number not less than "7" for weekly premium policies, "10" for 
monthly premium policies and "31" for all other policies) days will be granted for the payment of each premium 
falling due after the first premium, during which grace period the policy shall continue in force. 

(4) REINSTATEMENT: If any renewal premium be not paid within the time granted the insured for payment, a 
subsequent acceptance of premium by the insurer or by any agent duly authorized by the insurer to accept such 
premium, without requiring in connection there with an application for reinstatement, shall reinstate the policy. 
If the insurer or such agent requires an application for reinstatement and issues a conditional receipt for the 
premium tendered, the policy will be reinstated upon approval of such application by the insurer or, lacking such 
approval, upon the forty-fifth day following the date of such conditional receipt unless the insurer has previously 
notified the insured in writing of its disapproval of such application. 

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

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.04 STANDARD PROVISIONS.                                                                                                            If included, then… 
Subd. 3. Optional provisions. Except as provided in subdivision 4, no such policy delivered or issued for delivery to 
any person in this state shall contain provisions respecting the matters set forth below unless such provisions are in 
the words in which the same appear in this section. 
(2) MISSTATEMENT OF AGE:  
(9) CONFORMITY WITH STATE STATUTES:  
(10) ILLEGAL OCCUPATION 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

72A.071 REBATES                                                                                                                                     Operational Requirement 
Subd. 1.Prohibition 
Subd. 2.Practices not considered discrimination or rebates        
Subd. 3.Exceptions                                                                                   

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

72A.20 METHODS, ACTS, AND PRACTICES WHICH ARE DEFINED AS UNFAIR OR DECEPTIVE  Operational Requirement                                                                                                                                                       
Subd. 8. Discrimination.  
(c) Refusing to reinstate coverage for the insured or any covered dependents under an individual or group…health 

insurance policy…of a member of a reserve component of the armed forces of the United States or the National 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.04
https://www.revisor.mn.gov/statutes/cite/62A.04
https://www.revisor.mn.gov/statutes/cite/72a.071
https://www.revisor.mn.gov/statutes/cite/72A.20
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Guard whose coverage or dependent coverage was terminated, canceled, or non-renewed while that person 
was on active duty constitutes an unfair method of competition and an unfair and deceptive act or practice… 
 
For purposes of reinstatement of an individual policy, the person shall apply for reinstatement within 90 days 
after removal from active duty.  
 
The reinstated coverage must not contain any new preexisting condition or other exclusion or limitation, except 
a condition determined by the Veterans Administration to be a disability incurred or aggravated in the line of 
duty…Reinstatement is effective upon the payment of any required premiums. 

(d) Refusing to offer, sell, or renew coverage; limiting coverage; or charging a rate different from that normally 
charged for the same coverage under…health plan because the applicant who is also the proposed insured has 
been or is a victim of domestic abuse is an unfair method of competition and an unfair and deceptive act or 
practice… 

Subd. 16. Discrimination based on sex or marital status. Refusing to insure…or limiting the amount of coverage 
available to an individual because of the sex or marital status of the individual… 

62A.048 DEPENDENT COVERAGE.                                 Mandated Language – if dependents are covered, if included then 
(a) A health plan that covers a Minnesota resident must, if it provides dependent coverage, allow dependent 

children who do not reside with the participant to be covered on the same basis as if they reside with the 
participant. Every health plan must provide coverage in accordance with section 518A.41 to dependents covered 
by a qualified court or administrative order meeting the requirements of section 518A.41, and enrollment of a 
child cannot be denied on the basis that the child was born out of wedlock, the child is not claimed as a 
dependent on a parent's federal income tax return, or the child does not reside with the parent or in the health 
carrier's service area. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.27 COVERAGE OF ADOPTED CHILDREN.                                    Mandated Language- if dependents are covered 
(a) A health plan that provides coverage to a Minnesota resident must cover adopted children … on the same basis 

as other dependents. Consequently, the plan shall not contain any provision concerning preexisting condition 
limitations, insurability, eligibility, or health underwriting approval concerning children placed for adoption with 
the participant. 

(b) The coverage required by this section is effective from the date of placement for adoption…  
(d) No policy or contract covered by this section may require notification to a health carrier as a condition for this 

dependent coverage. However, if the policy or contract mandates an additional premium for each dependent, 
the health carrier is entitled to all premiums that would have been collected had the health carrier been aware 
of the additional dependent. The health carrier may withhold payment of any health benefits for the new 
dependent until it has been compensated with the applicable premium which would have been owed if the 
health carrier had been informed of the additional dependent immediately. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.302 COVERAGE OF DEPENDENTS                                                          Mandated Benefit – if dependents are covered 
Subd. 2. Required coverage. Every health plan included in subd. 1 that provides dependent coverage must define 
"dependent" no more restrictively than the definition provided in section 62L.02, subd. 11. 
Subd. 3. No additional restrictions permitted. Any health plan included in Subd. 1 that provides dependent coverage 
of children shall make that coverage available to children until the child attains 26 years of age. A health carrier must 
not place restrictions on this coverage and must comply with the following requirements: 
(1) with respect to a child who has not attained 26 years of age, a health carrier shall not define dependent for 

purposes of eligibility for dependent coverage of children other than the terms of a relationship between a child 
and the enrollee or spouse of the enrollee; 

(2) a health carrier must not deny or restrict coverage for a child who has not attained 26 years of age based on (i) 

✓ na ✓ ✓ ✓ na ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.048
https://www.revisor.mn.gov/statutes/cite/62A.27
https://www.revisor.mn.gov/statutes/cite/62A.302
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the presence or absence of the child's financial dependency upon the participant, primary subscriber, or any 
other person; (ii) residency with the participant and in the individual market the primary subscriber, or with any 
other person; (iii) marital status; (iv) student status; (v) employment; or (vi) any combination of those factors; 
and 

(3) a health carrier must not deny or restrict coverage…except as provided in subd. 5. 
Subd. 4. Grandchildren. Nothing in this section requires a health carrier to make coverage available for a grandchild 
unless the grandparent becomes the legal guardian or adoptive parent of that grandchild or unless the grandchild 
meets the requirements of section 62A.042. For grandchildren included under a grandparent's policy pursuant to 
section 62A.042, coverage for the grandchild may terminate if the grandchild does not continue to reside with the 
covered grandparent continuously from birth, if the grandchild does not remain financially dependent upon the 
covered grandparent, or when the grandchild reaches age 25, except as provided in section 62A.14 or if coverage is 
continued under section 62A.20. 
Subd. 5. Terms of coverage of dependents. The terms of coverage in a health plan…providing dependent coverage of 
children cannot vary based on age except for children who are 26 years of age or older. 
Subd. 6. Opportunity to enroll. A health carrier must comply with all provisions of the Affordable Care Act in regard 
to providing an opportunity to enroll in coverage to any child whose coverage ended or was not eligible for coverage 
under a group health plan or individual health plan because, under the terms of the coverage, the availability of 
dependent coverage of a child ended before age 26. 
Subd. 7. Grandfathered plan coverage. (b) For plan years beginning on or after January 1, 2014, a group health plan 
that is a grandfathered plan must comply with all requirements of this section. 

62Q.52 DIRECT ACCESS TO OBSTETRIC AND GYNECOLOGIC SERVICES.                                Mandated Language 
Subd. 1. Direct access.  
(a) Health plan companies shall allow female enrollees direct access to providers who specialize in obstetrics or the 
following services: 

(1) evaluation and necessary treatment for obstetric conditions or emergencies; 
(2) maternity care; and 
(3) evaluation and necessary treatment for gynecologic conditions or emergencies, including annual preventive 

health examinations. 
(b) For purposes of this section, "direct access" means that a female enrollee may obtain the obstetric and 

gynecologic services specified in paragraph (a) from providers who specialize in obstetrics and gynecology in the 
enrollee's network without a referral from, or prior approval … 

Subd. 2. Notice. A health plan company shall provide notice to enrollees of the provisions of subdivision 1 in 
accordance with the requirements of the Affordable Care Act. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.041 MATERNITY BENEFITS.                                                                                 Absence of Language (Prohibited) 
Subd. 1. Discrimination prohibited against unmarried women  
Subd. 2. Limitation on coverage prohibited 
Subd. 3.  Abortion has been repealed effective 1/1/25 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.0411 MATERNITY CARE.                                                                                                                              Mandated Benefit 
Subd. 1. Minimum inpatient care. Every health plan must provide coverage of a minimum of 48 hours of inpatient 
care following a vaginal delivery and a minimum of 96 hours of inpatient care following a caesarean section for a 
mother and her newborn. …  
Subd. 2.Medical facility transfer:  
(a) If a health care provider acting within the provider's scope of practice recommends that either the mother or 

newborn be transferred to a different medical facility, every health plan must provide the coverage required 
under subdivision 1 for the mother, newborn, and newborn siblings at both medical facilities. The coverage 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.52
https://www.revisor.mn.gov/statutes/cite/62A.041
https://www.revisor.mn.gov/statutes/cite/62A.0411
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required under this subdivision includes but is not limited to expenses related to transferring all individuals from 
one medical facility to a different medical facility. 

(b) The coverage required under this subdivision must be provided without cost sharing, including but not limited to 
deductible, co-pay, or coinsurance. The coverage required under this paragraph must be provided without any 
limitation that is not generally applicable to other coverages under the plan. 

Subd. 3.Minimum postdelivery outpatient care 
(a) The health plan must also provide coverage for post-delivery outpatient care to a mother and her newborn if the 

duration of inpatient care is less than the minimums provided in this section.   
(b) Post-delivery care consists of a minimum of one home visit by a registered nurse. Services provided by the 

registered nurse include, but are not limited to, parent education, assistance and training in breast and bottle 
feeding, and conducting any necessary and appropriate clinical tests. The home visit must be conducted within 
four days following the discharge of the mother and her child. 

62Q.521 POSTNATAL CARE                                                                                                                                 Mandated Benefit  
(a) For purposes of this section, "comprehensive postnatal visit" means a visit with a health care provider that 

includes a full assessment of the mother's and infant's physical, social, and psychological well-being, including 
but not limited to: mood and emotional well-being; infant care and feeding; sexuality, contraception, and birth 
spacing; sleep and fatigue; physical recovery from birth; chronic disease management; and health maintenance. 

(b) A health plan must provide coverage for the following: 
(1) a comprehensive postnatal visit with a health care provider not more than three weeks from the date of 

delivery; 
(2) any postnatal visits recommended by a health care provider between three and 11 weeks from the date of 

delivery; and 
(3) a comprehensive postnatal visit with a health care provider 12 weeks from the date of delivery. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.12 DENIAL OF ACCESS.                                                                                                                                          Operational 
No health plan company may deny access to a covered health care service unless the denial is made by, or under the 
direction of, or subject to the review of a health care professional licensed to provide the service in question. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

72A.20 METHODS, ACTS, & PRACTICES WHICH ARE DEFINED AS UNFAIR OR DECEPTIVE                           Informational 
Subd. 29. HIV tests; crime victims and emergency medical service personnel. No insurer…may: 
(1) use the results of a test to determine the presence of the human immunodeficiency virus (HIV) antibody 

performed on an offender under section 611A.19 or performed on a crime victim who was exposed to or had 
contact with an offender's bodily fluids during commission of a crime that was reported to law enforcement 
officials, in order to make an underwriting decision, cancel, fail to renew, or take any other action with respect 
to a policy, plan, certificate, or contract; 

(2) use the results of a test to determine the presence of a blood-borne pathogen performed on an individual 
according to sections…in order to make an underwriting decision, cancel, fail to renew, or take any other action 
with respect to a policy, plan, certificate, or contract; or 

(3) ask an applicant for coverage or a person already covered whether the person has: (i) had a test performed for 
the reason set forth in clause (1) or (2); or (ii) been the victim of an assault or any other crime which involves 
bodily contact with the offender. 

Subd. 29a. HIV tests; vaccine research. (a) No insurer…may make an underwriting decision, cancel, fail to renew, or 
take any other action… based solely on the fact of a person's participation in a human immunodeficiency virus (HIV) 
vaccine clinical trial… 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.043 DENTAL AND PODIATRIC COVERAGE.                                                                                         Mandated Benefit 
Subd. 2. Services covered. Any policy or contract referred to in subd. 1 which provides coverage for services which 
can be lawfully performed within the scope of the license of a duly licensed dentist or podiatrist, shall provide 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.521
https://www.revisor.mn.gov/statutes/cite/62Q.12
https://www.revisor.mn.gov/statutes/cite/62Q.12
https://www.revisor.mn.gov/statutes/cite/72A.20
https://www.revisor.mn.gov/statutes/cite/62A.043
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benefits for such services whether performed by a duly licensed physician, dentist or podiatrist. 
Subd. 3. Disorders covered. Except for policies which only provide coverage for specified diseases, no policy or  
certificate of health, medical, hospitalization, or accident and sickness insurance regulated under this chapter, or 
subscriber contract provided by a nonprofit health service plan corporation regulated under chapter 62C, or health 
maintenance organization regulated under chapter 62D, shall be issued, renewed, continued, delivered, issued for 
delivery, or executed in this state…unless the policy, plan, or contract specifically provides coverage for surgical and 
nonsurgical treatment of temporomandibular joint disorder and craniomandibular disorder. Coverage shall be the 
same as that for treatment to any other joint in the body and shall apply if the treatment is administered or 
prescribed by a physician or dentist. 
62A.042 FAMILY COVERAGE; COVERAGE OF NEWBORN INFANTS.        Mandated Benefit – if dependents are covered 
Subd. 1. Individual family policies.  
(a) No policy of individual accident and sickness insurance which provides for insurance for more than one person … 

shall be renewed to insure or cover any person in this state or be delivered or issued for delivery to any person 
in this state unless the policy or contract includes as insured or covered members of the family any newborn 
infants immediately from the moment of birth and thereafter which insurance or contract shall provide coverage 
for illness, injury, congenital malformation, or premature birth. For purposes of this paragraph, "newborn 
infants" includes grandchildren who are financially dependent upon a covered grandparent and who reside with 
that covered grandparent continuously from birth. No policy may require notification to a health carrier as a 
condition for this dependent coverage. However, if the policy or contract mandates an additional premium for 
each dependent, the health carrier shall be entitled to all premiums that would have been collected had the 
health carrier been aware of the additional dependent. The health carrier may withhold payment of any health 
benefits for the new dependent until it has been compensated with the applicable premium which would have 
been owed if the health carrier had been informed of the additional dependent immediately. 

(b) The coverage under paragraph (a) includes benefits for inpatient or outpatient expenses arising from medical 
and dental treatment up to the limiting age for coverage of the dependent, including orthodontic and oral 
surgery treatment, involved in the management of birth defects known as cleft lip and cleft palate. Benefits for 
individuals age 19 up to the limiting age for coverage of the dependent are limited to inpatient or outpatient 
expenses arising from medical and dental treatment that was scheduled or initiated prior to the dependent 
turning age 19. If orthodontic services are eligible for coverage under a dental insurance plan and another policy 
or contract, the dental plan shall be primary and the other policy or contract shall be secondary in regard to the 
coverage required under paragraph (a). Payment for dental or orthodontic treatment not related to the 
management of the congenital condition of cleft lip and cleft palate shall not be covered under this provision. 

Subd. 2. Group policies.  
(a) No group accident and sickness insurance policy and no group [HMO] which provide for coverage of family 

members or other dependents of an employee or other member of the covered group shall be renewed to cover 
members of a group located in this state or delivered or issued for delivery to any person in this state unless the 
policy or contract includes as insured or covered family members or dependents any newborn infants 
immediately from the moment of birth and thereafter which insurance or contract shall provide coverage for 
illness, injury, congenital malformation, or premature birth. For purposes of this paragraph, "newborn infants" 
includes grandchildren who are financially dependent upon a covered grandparent and who reside with that 
covered grandparent continuously from birth. No policy…may require notification to a health carrier as a 
condition for this dependent coverage. However, if the policy or contract mandates an additional premium for 
each dependent, the health carrier shall be entitled to all premiums that would have been collected had the 
health carrier been aware of the additional dependent. The health carrier may reduce the health benefits owed 
to the insured, certificate holder, member, or subscriber by the amount of past due premiums applicable to the 
additional dependent. 

✓ na ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.042
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(b) The coverage under paragraph (a) includes benefits for inpatient or outpatient expenses arising from medical 
and dental treatment up to the limiting age for coverage of the dependent, including orthodontic and oral 
surgery treatment, involved in the management of birth defects known as cleft lip and cleft palate. Benefits for 
individuals age 19 up to the limiting age for coverage of the dependent are limited to inpatient or outpatient 
expenses arising from medical and dental treatment that was scheduled or initiated prior to the dependent 
turning age 19. If orthodontic services are eligible for coverage under a dental insurance plan and another policy 
or contract, the dental plan shall be primary and the other policy or contract shall be secondary in regard to the 
coverage required under paragraph (a). Payment for dental or orthodontic treatment not related to the 
management of the congenital condition of cleft lip and cleft palate shall not be covered under this provision. 

62A.047 CHILDREN'S HEALTH SUPERVISION SERVICES AND PRENATAL CARE SERVICES. 
                                                                                                                                Mandated Benefit- if dependents are covered 

A policy of individual or group health and accident insurance… must provide coverage for child health supervision 
services and prenatal care services. The policy, contract, or certificate must specifically exempt reasonable and 
customary charges for child health supervision services and prenatal care services from a deductible, co-payment, or 
other coinsurance or dollar limitation requirement. 
 
"Child health supervision services" means pediatric preventive services, appropriate immunizations, developmental 
assessments, and laboratory services appropriate to the age of a child from birth to age six, and appropriate 
immunizations from ages six to 18, as defined by Standards of Child Health Care issued by the American Academy of 
Pediatrics. Reimbursement must be made for at least five child health supervision visits from birth to 12 months, 
three child health supervision visits from 12 months to 24 months, once a year from 24 months to 72 months. 
 
"Prenatal care services" means the comprehensive package of medical and psychosocial support provided 
throughout the pregnancy, including risk assessment, serial surveillance, prenatal education… 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.471 EXCLUSION FOR SUICIDE ATTEMPTS PROHIBITED.                                            Absence of Language (Prohibited) 
(a) No health plan may exclude or reduce coverage for health care for an enrollee who is otherwise  covered under 

the health plan on the basis that the need for the health care arose out of a suicide     or suicide attempt by the 
enrollee. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.137 CHEMICAL DEPENDENCY TREATMENT; COVERAGE. 

                                                                                           Mandated Language- if chemical dependency treatment is covered 
(a) Any health plan that provides coverage for chemical dependency treatment must cover chemical dependency 

treatment provided to an enrollee by the Department of Corrections while the enrollee is committed to the 
custody of the commissioner of corrections following a conviction for a first-degree driving while impaired offense 
under section 169A.24 if: (1) a court of competent jurisdiction makes a preliminary determination based on a 
chemical use assessment; and (2) the Department of Corrections makes a determination based on a chemical 
assessment conducted while the individual is in the custody of the department that treatment is appropriate... 

(b) The health plan company must be given a copy of the court's preliminary determination and supporting 
documents and the assessment conducted by the Department of Corrections… 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.1055 CHEMICAL DEPENDENCY                                                                                                                             Operational 
All health plan companies shall use the assessment criteria in section 245G.05 when assessing and treating enrollees 
for chemical dependency treatment. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.451 UNRESTRICTED ACCESS TO SERVICES FOR THE DIAGNOSIS, MONITORING AND TREATMENT OF RARE 
DISEASES                                                                                                                                                                Mandated Benefit 
Subd. 1. Definitions. (a) For purposes of this section, the following terms have the meanings given. 
(b) "Rare disease or condition" means any disease or condition: 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.047
https://www.revisor.mn.gov/statutes/cite/62Q.471
https://www.revisor.mn.gov/statutes/cite/62Q.137
https://www.revisor.mn.gov/statutes/cite/62Q.1055
https://www.revisor.mn.gov/statutes/cite/62Q.451
https://www.revisor.mn.gov/statutes/cite/62Q.451
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(1) that affects fewer than 200,000 persons in the United States and is chronic, serious, life-altering, or life-
threatening; 

(2) that affects more than 200,000 persons in the United States and a drug for treatment has been designated 
as a drug for a rare disease or condition pursuant to United States Code, title 21, section 360bb; 

(3) that is labeled as a rare disease or condition on the Genetic and Rare Diseases Information Center list 
created by the National Institutes of Health; or 

(4) for which an enrollee: 
(i) has received two or more clinical consultations from a primary care provider or specialty provider that 

are specific to the presenting complaint; 
(ii) has documentation in the enrollee's medical record of a developmental delay through standardized 

assessment, developmental regression, failure to thrive, or progressive multisystemic involvement; 
and 

(iii) had laboratory or clinical testing that failed to provide a definitive diagnosis or resulted in conflicting 
diagnoses. 

A rare disease or condition does not include an infectious disease that has widely available and known protocols for 
diagnosis and treatment and that is commonly treated in a primary care setting, even if it affects less than 200,000 
persons in the United States. 
Subd. 2. Unrestricted access 
(b) Any services provided by, referred for, or ordered by an out-of-network provider for an enrollee who, before 

receiving and being notified of a definitive diagnosis, satisfied the requirements in subdivision 1, paragraph (b), 
clause (4), are governed by paragraph (c), even if the subsequent definitive diagnosis does not meet the 
definition of rare disease or condition in subdivision 1, paragraph (b), clause (1), (2), or (3). Once the enrollee is 
definitively diagnosed with a disease or condition that does not meet the definition of rare disease or condition 
in subdivision 1, paragraph (b), clause (1), (2), or (3), and notification of the diagnosis has been provided to both 
the health plan and the enrollee, or a parent or guardian of a minor enrollee, any services provided by, referred 
for, or ordered by an out-of-network provider related to the diagnosis are governed by paragraph (c) for up to 60 
days, providing time for care to be transferred to a qualified in-network provider and to schedule needed in-
network appointments. After this 60-day period, subsequent services provided by, referred for, or ordered by an 
out-of-network provider related to the diagnosis are no longer governed by paragraph (c). 

(c) Cost-sharing requirements and benefit or services limitations for the diagnosis and treatment of a rare disease 
or condition must not place a greater financial burden on the enrollee or be more restrictive than those 
requirements for in-network medical treatment. 

Subd. 3. Coverage; prior authorization 
(c) Any prior authorization requirements for a service that is provided by, referred for, or ordered by an out-of-

network provider must be the same as any prior authorization requirements for a service that is provided by, 
referred for, or ordered by an in-network provider. 

Subd. 4. Payments to out-of-network providers for services provided in this state.  
(a) If a health plan company has an established contractual payment under a health plan in the commercial 

insurance market with an out-of-network provider for a service provided in Minnesota related to the diagnosis, 
monitoring, and treatment of a rare disease or condition, across any of the health plan's networks, then the 
provider shall accept the established contractual payment for that service as payment in full. 

Subd. 5. Payments to out-of-network providers when services are provided outside of the state. 
(a) If a health plan company has an established contractual payment under a health plan in the commercial 

insurance market with an out-of-network provider for a service provided in another state related to the 
diagnosis, monitoring, and treatment of a rare disease or condition, across any of the health plan's networks in 
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the state where the service is provided, then the health plan company shall pay the established contractual 
payment for that service. 

62Q.47 ALCOHOLISM, MENTAL HEALTH, AND CHEMICAL DEPENDENCY SERVICES. 
                                                                                             Mandated Language- when mental health conditions are covered 
(a) All health plans, as defined in section 62Q.01, that provide coverage for alcoholism, mental health, or chemical 

dependency services, must comply with the requirements of this section. 
(b) Cost-sharing requirements and benefit or service limitations for outpatient mental health and outpatient 

chemical dependency and alcoholism services, except for persons seeking chemical dependency services under 
section 245G.05, must not place a greater financial burden on the insured or enrollee, or be more restrictive 
than those requirements and limitations for outpatient medical services. 

(c) Cost-sharing requirements and benefit or service limitations for inpatient hospital mental health services, 
psychiatric residential treatment facility services, and inpatient hospital and residential chemical dependency 
and alcoholism services, except for persons seeking chemical dependency services under section 245G.05, must 
not place a greater financial burden on the insured or enrollee, or be more restrictive than those requirements 
and limitations for inpatient hospital medical services. 

(d) A health plan company must not impose an NQTL with respect to mental health and substance use disorders in 
any classification of benefits unless, under the terms of the health plan as written and in operation, any 
processes, strategies, evidentiary standards, or other factors used in applying the NQTL to mental health and 
substance use disorders in the classification are comparable to, and are applied no more stringently than, the 
processes, strategies, evidentiary standards, or other factors used in applying the NQTL with respect to medical 
and surgical benefits in the same classification. 

(e) All health plans must meet the requirements of the federal Mental Health Parity Act of 1996, Public Law 104-
204; Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008; the Affordable 
Care Act; and any amendments to, and federal guidance or regulations issued under, those acts.         

(f) The commissioner may require information from health plan companies to confirm that mental health parity is 
being implemented by the health plan company. Information required may include comparisons between 
mental health and substance use disorder treatment and other medical conditions, including a comparison of 
prior authorization requirements, drug formulary design, claim denials, rehabilitation services, and other 
information the commissioner deems appropriate. 

(g) Regardless of the health care provider's professional license, if the service provided is consistent with the 
provider's scope of practice and the health plan company's credentialing and contracting provisions, mental 
health therapy visits and medication maintenance visits shall be considered primary care visits for the purpose of 
applying any enrollee cost-sharing requirements imposed under the enrollee's health plan. 

(h) All health plan companies offering health plans that provide coverage for alcoholism, mental health, or chemical 
dependency benefits shall provide reimbursement for the benefits delivered through the psychiatric 
Collaborative Care Model, which must include the following Current Procedural Terminology or Healthcare 
Common Procedure Coding System billing codes… 

(i) The commissioner of commerce shall update the list of codes in paragraph (h) if any alterations or additions to 
the billing codes for the psychiatric Collaborative Care Model are made. 

(j) "Psychiatric Collaborative Care Model" means the evidence-based, integrated behavioral health service delivery 
method described at Federal Register, volume 81, page 80230, which includes a formal collaborative 
arrangement among a primary care team consisting of a primary care provider, a care manager, and a psychiatric 
consultant, and includes but is not limited to the following elements: 
(1) care directed by the primary care team; 
(2) structured care management; 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.47
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(3) regular assessments of clinical status using validated tools; and 
(4) modification of treatment as appropriate. 

(k) By June 1 of each year, beginning June 1, 2021, the commissioner of commerce, in consultation with the 
commissioner of health, shall submit a report on compliance and oversight to the chairs and ranking minority 
members of the legislative committees with jurisdiction over health and commerce. The report must: 
(1) describe the commissioner's process for reviewing health plan company compliance with United States 

Code, title 42, section 18031(j), any federal regulations or guidance relating to compliance and oversight, 
and compliance with this section and section 62Q.53; 

(2) identify any enforcement actions taken by either commissioner during the preceding 12-month period 
regarding compliance with parity for mental health and substance use disorders benefits under state and 
federal law, summarizing the results of any market conduct examinations. The summary must include: (i) 
the number of formal enforcement actions taken; (ii) the benefit classifications examined in each 
enforcement action; and (iii) the subject matter of each enforcement action, including quantitative and 
nonquantitative treatment limitations; 

(3) detail any corrective action taken by either commissioner to ensure health plan company compliance with 
this section, section 62Q.53, and United States Code, title 42, section 18031(j); and 

(4) describe the information provided by either commissioner to the public about alcoholism, mental health, or 
chemical dependency parity protections under state and federal law. 

The report must be written in nontechnical, readily understandable language and must be made available to the 
public by, among other means as the commissioners find appropriate, posting the report on department websites. 
Individually identifiable information must be excluded from the report, consistent with state and federal privacy 
protections.  
62Q.53 MENTAL HEALTH COVERAGE; MEDICALLY NECESSARY CARE. 
                                                                                           Mandated Language- when mental health conditions are covered 

Subd. 1. Requirement. No health plan that covers mental health services may be offered, sold, issued, or renewed in 
this state that requires mental health services to satisfy a definition of "medically necessary care," "medical 
necessity," or similar term that is more restrictive with respect to mental health than the definition provided in 
subdivision 2. 
Subd. 2. Minimum definition. "Medically necessary care" means health care services appropriate, in terms of type, 
frequency, level, setting, and duration, to the enrollee's diagnosis or condition, and diagnostic testing and preventive 
services. Medically necessary care must be consistent with generally accepted practice parameters as determined by 
health care providers in the same or similar general specialty as typically manages the condition, procedure, or 
treatment at issue and must:  

(1) help restore or maintain the enrollee's health; or  
(2) prevent deterioration of the enrollee's condition. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.535 COVERAGE FOR COURT-ORDERED MENTAL HEALTH SERVICES. 
                                                                                            Mandated Language- when mental health conditions are covered 
Subd. 1. Mental health services. For purposes of this section, mental health services means all covered services that 
are intended to treat or ameliorate an emotional, behavioral, or psychiatric condition... 
Subd. 2. Coverage required.  
(a) All health plan companies that provide coverage for mental health services must cover or provide mental health 

services ordered by a court of competent jurisdiction under a court order that is issued on the basis of a 
behavioral care evaluation performed by a licensed psychiatrist or a doctoral level licensed psychologist, which 
includes a diagnosis and an individual treatment plan for care in the most appropriate, least restrictive 
environment. The health plan company must be given a copy of the court order and the behavioral care 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.53
https://www.revisor.mn.gov/statutes/cite/62Q.53
https://www.revisor.mn.gov/statutes/cite/62Q.535
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evaluation. The health plan company shall be financially liable for the evaluation if performed by a participating 
provider of the health plan company and shall be financially liable for the care included in the court- ordered 
individual treatment plan if the care is covered by the health plan and ordered to be provided by a participating 
provider or another provider as required by rule or law. This court- ordered coverage must not be subject to a 
separate medical necessity determination by a health plan company under its utilization procedures. 

(b) A party or interested person, including a health plan company or its designee, may make a  motion for 
modification of the court-ordered plan of care pursuant to the applicable rules of procedure for modification of 
the court's order. The motion may include a request for a new behavioral care evaluation according to this 
section. 

62Q.531 AMINO ACID-BASED FORMULA COVERAGE                                                                                  Mandated Benefit 

Subd. 1.Definition. (a) For purposes of this section, the following term has the meaning given. 

(b) "Formula" means an amino acid-based elemental formula. 
Subd. 2.Required coverage. A health plan company must provide coverage for formula when formula is medically 
necessary. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.151 HEALTH INSURANCE BENEFITS FOR EMOTIONALLY DISABLED CHILDREN. 
                                                                                                                               Mandated Benefit -if dependents are covered 
No policy…shall be …approved for issuance or renewal in this state by the commissioner of commerce…unless the 
policy or plan includes and provides health service benefits to any subscriber or other person covered thereunder, on 
the same basis as other benefits, for the treatment of emotionally disabled children in a residential treatment facility 
licensed by the commissioner of human services. For purposes of this section "emotionally disabled child" shall have 
the meaning set forth by the commissioner of human services in the rules relating to residential treatment facilities… 
245.4871, Subd. 15 Emotional Disturbance 
The mandatory coverage under this section shall be on the same basis as inpatient hospital medical coverage 
provided under the policy or plan.   

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.152 BENEFITS FOR AMBULATORY MENTAL HEALTH SERVICES.                                                          If included, then… 
Subd. 2. Minimum benefits. All group policies and all group subscriber contracts providing benefits for mental or 
nervous disorder treatments in a hospital shall also provide coverage that  complies with the requirements of section 
62Q.47, paragraphs (b) and (c). 
Subd. 3. Provider discrimination prohibited. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

9505.0175 DEFINITIONS                                                                                                                                             Informational  
Subp. 25. Medically necessary” or “medical necessity” means a health service that is consistent with the recipient's 
diagnosis or condition and: 

A. is recognized as the prevailing standard or current practice by the provider's peer group; 
B. is rendered in response to a life-threatening condition or pain; or to treat an injury, illness, or infection; or 

to treat a condition that could result in physical or mental disability; or to care for the mother and child 
through the maternity period; or to achieve a level of physical or mental function consistent with prevailing 
community standards for diagnosis or condition; or  

C. is a preventive health service under part 9505.0355 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.55 EMERGENCY SERVICES.                                                                                                            Mandated Benefit 
Subd. 1. Access to emergency services.  
(a) Enrollees have the right to available and accessible emergency services, 24 hours a day and seven days a week. 

The health plan company shall inform its enrollees how to obtain emergency care for treatment of emergency 
medical conditions. Emergency services shall be covered whether provided by participating or nonparticipating 
providers and whether provided within or outside the health plan company's service area. In reviewing a denial 
for coverage of emergency services, the health plan company shall take the following factors into consideration: 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62q.531
https://www.revisor.mn.gov/statutes/cite/62A.151
https://www.revisor.mn.gov/statutes/cite/62A.151
https://www.revisor.mn.gov/statutes/cite/245.4871
https://www.revisor.mn.gov/statutes/cite/62A.152
https://www.revisor.mn.gov/statutes/cite/62A.152
https://www.revisor.mn.gov/rules/9505.0175/
https://www.revisor.mn.gov/rules/9505.0175/
https://www.revisor.mn.gov/rules/9505.0355
https://www.revisor.mn.gov/statutes/cite/62Q.55
https://www.revisor.mn.gov/statutes/cite/62Q.55


 

                                                                      Market Type:               
 
 

 
State, Rule, Bulletin, or Guidance 

  I
nd

iv
id

ua
l N

on
-G

F 

   
In

di
vi

du
al

 G
F 

  S
tu

de
nt

 

  S
m

al
l G

ro
up

 

  L
ar

ge
 G

ro
up

 N
on

-G
F 

  L
ar

ge
 G

ro
up

 G
F 

  S
ho

rt
-T

er
m

 In
di

vi
du

al
 

  S
ho

rt
-T

er
m

 G
ro

up
 

 
 

15 
 

(1) a reasonable layperson's belief that the circumstances required immediate medical care that could not wait 
until the next working day or next available clinic appointment; 

(2) the time of day and day of the week the care was provided; 
(3) the presenting symptoms, including, but not limited to, severe pain, to ensure that the decision to reimburse 

the emergency care is not made solely on the basis of the actual diagnosis … 
(b) The health plan company may require enrollees to notify the health plan company of non- referred emergency 

care as soon as possible, but not later than 48 hours, after the emergency care is initially provided. However, 
emergency care which would have been covered under the contract had notice been provided within the set time 
frame must be covered… 

Subd. 2. Emergency medical condition. For purposes of this section, "emergency medical condition" means a medical 
condition manifesting itself by acute symptoms of sufficient severity, including severe pain, such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of 
immediate medical attention to result in a condition described in clause (i), (ii), or (iii), of section 1867(e)(1)(A) of the 
Social Security Act.  
Subd. 3. Emergency services. As used in this section, "emergency services" means, with respect to an emergency 
medical condition: 

(1) a medical screening examination, as required under section 1867 of the Social Security Act, that is within 
the capability of the emergency department of a hospital, including ancillary services routinely available to 
the emergency department to evaluate such emergency medical condition; 

(2) within the capabilities of the staff and facilities available at the hospital, such further medical examination 
and treatment as are required under section 1867 of the Social Security Act to stabilize  the patient; and 

(3) emergency services as defined in sections 245.462, subdivision 11, and 245.4871, subd. 14. 
Subd. 4. Stabilize. For purposes of this section, "stabilize," with respect to an emergency medical condition, has the 
meaning given in section 1867(e)(3) of the SSA, United States Code, title 42, section 1395dd(e)(3). 
Subd. 5. Coverage restrictions or limitations. If emergency services are provided by a nonparticipating provider, with 
or without prior authorization, the health plan company shall not impose coverage restrictions or limitations that are 
more restrictive than apply to emergency services received from a participating provider. Cost-sharing requirements 
that apply to emergency services received out-of-network must be the same as the cost-sharing requirements that 
apply to services received in-network and shall count toward the in-network deductible. All coverage and charges for 
emergency services must comply with the No Surprises Act. 
The No Surprise Act requires that patients’ in-network cost-sharing payments for out-of-network surprise bills are 
attributed to a patient’s in-network deductible. In addition, out-of-network facilities and providers are prohibited from 
sending patients surprise bills for more than the in-network cost-sharing amount. 
The No Surprise Act also requires that patients are held harmless from surprise air ambulance medical bills. Patients 
are only required to pay the in-network cost-sharing amount for out-of-network air ambulances, and that cost-sharing 
amount is applied to their in-network deductible. Air ambulances are barred from sending patients surprise bills for 
more than the in-network cost-sharing amount.  
62Q.528 DRUG COVERAGE IN EMERGENCY SITUATIONS.                                                                                       Operational 
A health plan that provides prescription drug coverage must provide coverage for a prescription drug dispensed by a 
pharmacist under section 151.211, subdivision 3, under the terms of coverage that would apply had the prescription 
drug been dispensed according to a prescription. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

S.2554 The Patient Right to Know Drug Prices Act                                                                                                   Operational 
Prohibits "gag clauses" that would prevent pharmacists from informing patients when they would pay less for drugs 
out of their own pocket instead of using their insurance. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.529 COVERAGE FOR DRUGS PRESCRIBED AND DISPENSED BY PHARMACIES.                                           Operational ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/245.462#stat.245.462.11
https://www.revisor.mn.gov/statutes/cite/245.4871
https://www.revisor.mn.gov/statutes/cite/62Q.528
https://www.congress.gov/bill/115th-congress/senate-bill/2554/text?q=%7B%22search%22%3A%5B%22S.%2B2554%22%5D%7D&r=1
https://www.revisor.mn.gov/statutes/cite/62Q.529
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(a) A health plan that provides prescription coverage must provide coverage for self-administered hormonal 
contraceptives, nicotine replacement medications, and opiate antagonists for the treatment of an acute opiate 
overdose prescribed and dispensed by a licensed pharmacist in accordance with section 151.37, subdivision 14, 
15, or 16, under the same terms of coverage that would apply had the prescription drug been prescribed by a 
licensed physician, physician assistant, or advanced practice nurse practitioner. 

(b) A health plan is not required to cover the drug if dispensed by an out-of-network pharmacy, unless the health 
plan covers prescription drugs dispensed by out-of-network pharmacies. 

151.01 DEFINITIONS.                                                                                                                                                    Informational 
Subd. 23. Practitioner.  
"Practitioner" means a licensed doctor of medicine, licensed doctor of osteopathic medicine duly licensed to practice 
medicine, licensed doctor of dentistry, licensed doctor of optometry, licensed podiatrist, licensed veterinarian, 
licensed advanced practice registered nurse, or licensed physician assistant. For purposes of sections 151.15, 
subdivision 4; 151.211, subdivision 3; 151.252, subdivision 3; 151.37, subdivision 2, paragraph (b); and 151.461, 
"practitioner" also means a dental therapist authorized to dispense and administer under chapter 150A. For purposes 
of sections 151.252, subdivision 3, and 151.461, "practitioner" also means a pharmacist authorized to prescribe self-
administered hormonal contraceptives, nicotine replacement medications, or opiate antagonists under section 
151.37, subdivision 14, 15, or 16, or authorized to prescribe drugs to prevent the acquisition of human 
immunodeficiency virus (HIV) under section 151.37, subdivision 17. 
Subd. 27.Practice of pharmacy 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

151.37 LEGEND DRUGS; WHO MAY PRESCRIBE, POSSESS                                                                                   Informational 
Subd. 2. Prescribing and filing. 
(d) A prescription drug order for the following drugs is not valid, unless it can be established that the prescription 

drug order was based on a documented patient evaluation, including an examination, adequate to establish a 
diagnosis and identify underlying conditions and contraindications to treatment:… 

Subd. 17.Drugs for preventing the acquisition of HIV                                                                              Mandated Language 
(a) A pharmacist is authorized to prescribe and administer drugs to prevent the acquisition of human 
immunodeficiency virus (HIV) in accordance with this subdivision. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

147A.185 PRESCRIBING DRUGS AND THERAPEUTIC DEVICES                                                               Mandated Language 
Subd. 1. Diagnosis, prescribing, and ordering.  A physician assistant is authorized to: 
(1) diagnose, prescribe, and institute therapy or referrals of patients to health care agencies and providers; 
(2) prescribe, procure, sign for, record, administer, and dispense over-the-counter drugs, legend drugs, and 

controlled substances, including sample drugs; and 
(3) plan and initiate a therapeutic regimen that includes ordering and prescribing durable medical devices and 

equipment, nutrition, diagnostic services, and supportive services including but not limited to home health care, 
hospice, physical therapy, and occupational therapy. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

151.211 RECORDS OF PRESCRIPTIONS.                                                                                                                   Informational 
Subd. 2. Refill requirements. Except as provided in subdivision 3, a prescription drug order may be refilled only with 
the written, electronic, or verbal consent of the prescriber and in accordance with the requirements of this chapter, 
the rules of the board, and where applicable, section 152.11. The date of such refill must be recorded and initialed 
upon the original prescription drug order, or within the electronically maintained record of the original prescription 
drug order, by the pharmacist, pharmacist intern, or practitioner who refills the prescription. 
Subd. 3. Emergency prescription refills.  
(a) A pharmacist may, using sound professional judgment and in accordance with accepted standards of practice, 

dispense a legend drug without a current prescription drug order from a licensed practitioner if all of the 
following conditions are met: 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/151.01
https://www.revisor.mn.gov/statutes/cite/151.01
https://www.revisor.mn.gov/statutes/cite/151.37
https://www.revisor.mn.gov/statutes/cite/147A.185
https://www.revisor.mn.gov/statutes/cite/151.211
https://www.revisor.mn.gov/statutes/cite/151.211
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(1) the patient has been compliant with taking the medication and has consistently had the drug filled or refilled 
as demonstrated by records maintained by the pharmacy; 

(2) the pharmacy from which the legend drug is dispensed has record of a prescription drug order for the drug 
in the name of the patient who is requesting it, but the prescription drug order does not provide for a refill, 
or the time during which the refills were valid has elapsed; 

(3) the pharmacist has tried but is unable to contact the practitioner who issued the prescription drug order, or 
another practitioner responsible for the patient's care, to obtain authorization to refill the prescription; 

(4) the drug is essential to sustain the life of the patient or to continue therapy for a chronic condition; 
(5) failure to dispense the drug to the patient would result in harm to the health of the patient; and 
(6) the drug is not a controlled substance listed in section 152.02, subdivisions 3 to 6, except for a controlled 

substance that has been specifically prescribed to treat a seizure disorder, in which case the pharmacist 
may dispense up to a 72-hour supply. 

(b) If the conditions in paragraph (a) are met, the amount of the drug dispensed by the pharmacist to the patient 
must not exceed a 30-day supply, or the quantity originally prescribed, whichever is less, except as provided for 
controlled substances in paragraph (a), clause (6). If the standard unit of dispensing for the drug exceeds a 30-day 
supply, the amount of the drug dispensed or sold must not exceed the standard unit of dispensing. 

(c) A pharmacist shall not dispense or sell the same drug to the same patient, as provided in this section, more than 
one time in any 12-month period. 

(d) A pharmacist must notify the practitioner who issued the prescription drug order not later than 72 hours after 
the drug is sold or dispensed. The pharmacist must request and receive authorization before any additional 
refills may be dispensed. If the practitioner declines to provide authorization for additional refills, the pharmacist 
must inform the patient of that fact.  

(e) The record of a drug sold or dispensed under this section shall be maintained in the same manner required for 
prescription drug orders under this section. 

62Q.48 COST-SHARING IN PRESCRIPTION INSULIN DRUGS                                                                         Mandated Benefit 
Subd. 1. Scope of coverage. This section applies to all health plans to a Minnesota resident. 
Subd. 2. Definitions.  
(a) For the purposes of this section, the terms defined in this subdivision have the meanings given them. 
(b) "Cost-sharing" means a deductible payment, co-payment, or coinsurance amount imposed on an enrollee for a 

covered prescription drug in accordance with the terms and conditions of the enrollee's health plan. 
(c) "Legend drug" has the same meaning as in section 151.01, subdivision 17. 
(d) "Prescription insulin drug" means a legend drug that contains insulin and is used to treat diabetes. 
(e) "Net price" means the health plan company's cost for a prescription insulin drug, including any rebates or 

discounts received by or accrued directly or indirectly to the health plan company from a drug manufacturer or 
pharmacy benefit manager. 

Subd. 3. Cost-sharing limits.                                                                                           
(a) A health plan that imposes a cost-sharing requirement on the coverage of a prescription insulin drug shall limit 

the total amount of cost-sharing that an enrollee is required to pay at point of sale, including deductible 
payments and the cost-sharing amounts charged once the deductible is met at an amount that does not exceed 
the net price of the prescription insulin drug. 

(b) Nothing in this section shall prevent a health plan company from imposing a cost-sharing requirement that is less 
than the amount specified in paragraph (a). 

✓ na ✓ ✓ ✓ na ✓ ✓ 

62Q.678 DEPENDENT CHILD NOTICE.                                                                                               Operational Requirement 
Group health plans and health plan companies that offer group or individual health plans with dependent coverage 
must provide written notice to an enrollee with dependent child coverage that the dependent child's coverage ends 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.48
https://www.revisor.mn.gov/statutes/cite/62Q.678
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when the child reaches the age of 26.  Notice must be sent to the enrollee at the enrollee's last known address at 
least 60 days before the dependent child reaches the age of 26. The notice must include the date on which coverage 
ends and information on accessing the MNsure website as applicable. 
62Q.679 RELIGIOUS OBJECTION                                                                                                                                Informational 
Subdivision 1.Definitions 
Subd. 2. Exemption 
Subd. 3. Accommodation for eligible organizations 

na na na ✓ ✓ ✓ na ✓ 

72A.201 REGULATION OF CLAIMS PRACTICES.                                                                                                 Informational 
Subd. 4a. Standards for preauthorization approval. If a policy of accident and sickness insurance or a subscriber 
contract requires preauthorization approval for any nonemergency services or benefits, the decision to approve or 
disapprove the requested services or benefits must be processed in accordance with section 62M.07. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.153 OUTPATIENT MEDICAL AND SURGICAL SERVICES.                                                                   Mandated Language 
No policy or plan of health, medical, hospitalization, or accident and sickness insurance regulated under this chapter… 
that provides coverage for services in a hospital shall be issued, renewed, continued, delivered, issued for delivery or 
executed in this state, or approved for issuance or renewal in this state by the commissioner of commerce unless the 
policy, plan or contract specifically provides coverage for a health care treatment or surgery on an outpatient basis at 
a facility equipped to perform these services, whether or not the facility is part of a hospital. 
Coverage shall be on the same basis as coverage provided for the same health care treatment or service in a hospital. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.154 BENEFITS FOR DES RELATED CONDITIONS.                                             Absence of Language (Prohibited) 
Subd. 2. Required coverage. No policy shall be issued or renewed in this state after August 1, 1981 if it provides an 
exclusion, reduction, or other limitation as to coverage, deductible, coinsurance or co-payment applicable solely to 
conditions attributable to diethylstilbestrol or exposure to diethylstilbestrol… 
Subd. 3. Refusal to issue or renew. No insurer shall refuse to issue or renew a policy, or to provide coverage under a 
policy, in this state after August 1, 1981 solely because of conditions attributable to diethylstilbestrol or exposure to 
diethylstilbestrol, unless the covered person has been diagnosed as having diethylstilbestrol-related cancer prior to 
the date on which an initial premium payment is received by the insurer. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.155 COVERAGE FOR SERVICES PROVIDED TO VENTILATOR-DEPENDENT PERSONS.  Mandated Benefit-if covered 
Subd. 2. Required coverage. If a policy, plan, certificate, or contract referred to in subdivision 1 issued or renewed 
after August 1, 1988, provides coverage for services provided by a home care nurse or personal care assistant to a 
ventilator-dependent person in the person's home, it must provide coverage for up to 120 hours of services provided 
by a home care nurse or personal care assistant to the ventilator-dependent person during the time the ventilator-
dependent person is in a hospital licensed under chapter 144. The personal care assistant or home care nurse shall 
perform only the services of communicator or interpreter for the ventilator-dependent patient during a transition 
period of up to 120 hours to assure adequate training of the hospital staff to communicate with the patient and to 
understand the unique comfort, safety, and personal care needs of the patient. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.25 RECONSTRUCTIVE SURGERY.                                                                                                            Mandated Benefit 
Subd. 2. Required coverage.  
(a) Every policy, plan, certificate or contract to which this section applies shall provide benefits for reconstructive 

surgery when such service is incidental to or follows surgery resulting from injury, sickness or other diseases of 
the involved part or when such service is performed on a covered dependent child because of congenital disease 
or anomaly which has resulted in a functional defect as determined by the attending physician. 

(b) The coverage limitations on reconstructive surgery in paragraph (a) do not apply to reconstructive breast surgery 
following mastectomies. In these cases, coverage for reconstructive surgery must be provided if the mastectomy 
is medically necessary as determined by the attending physician. 

(c) Reconstructive surgery benefits include all stages of reconstruction of the breast on which the mastectomy has 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62q.679
https://www.revisor.mn.gov/statutes/cite/72A.201
https://www.revisor.mn.gov/statutes/cite/62A.153
https://www.revisor.mn.gov/statutes/cite/62A.154
https://www.revisor.mn.gov/statutes/cite/62A.155
https://www.revisor.mn.gov/statutes/cite/62A.25
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been performed, surgery and reconstruction of the other breast to produce a symmetrical appearance, and 
prosthesis and physical complications at all stages of a mastectomy, including lymphedemas, in a manner 
determined in consultation with the attending physician and patient. Coverage may be subject to annual 
deductible, co-payment, and coinsurance provisions as may be deemed appropriate and as are consistent with 
those established for other benefits under the plan or coverage. 

Group health plans can either be “insured” plans that purchase health insurance from a health insurance issuer, or 
“self-funded” plans that pay for coverage directly. 

62A.26 COVERAGE FOR PHENYLKETONURIA TREATMENT                                                                          Mandated Benefit 
Subd. 2. Required coverage. Every policy, plan, certificate, or contract referred to in subdivision 1 issued or renewed 
after August 1, 1985, must provide coverage for special dietary treatment for phenylketonuria when recommended 
by a physician. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.265 COVERAGE FOR LYME DISEASE.                                                                                          Mandated Benefit 
Subd. 1. Required coverage. Every health plan, including a plan providing the coverage specified in section 62A.011, 
subdivision 3, clause (10), must cover treatment for diagnosed Lyme disease. 
Subd. 2. Special restrictions prohibited. No health plan included in subdivision 1 may impose a special deductible, co-
payment, waiting period, or other special restriction on treatment for Lyme disease that the health plan does not 
apply to non-preventive treatment in general. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.28 COVERAGE FOR SCALP HAIR PROSTHESES.                                                                        Mandated Benefit 
Subd. 2. Required coverage.  
(a) Every policy, plan, certificate, or contract referred to in subdivision 1 must provide coverage for scalp hair 

prostheses, including all equipment and accessories necessary for regular use of scalp hair prostheses, worn for 
hair loss suffered as a result of a health condition, including but not limited to alopecia areata or the treatment 
for cancer, unless there is a clinical basis for limitation. 

(b) The coverage required by this section is subject to the co-payment, coinsurance, deductible, and other enrollee 
cost-sharing requirements that apply to similar types of items under the policy, plan, certificate, or contract and 
may be limited to one prosthesis per benefit year. 

(c) The coverage required by this section for scalp hair prostheses is limited to $1,000 per benefit year. 
(d) A scalp hair prosthesis must be prescribed by a doctor to be covered under this section. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.285 PROHIBITED UNDERWRITING; BREAST IMPLANTS.                           Absence of Language (Prohibited) 
Subd. 2. Required coverage. No policy, plan, certificate, or contract referred to in subdivision 1 shall be issued or 
renewed to provide coverage to a Minnesota resident if it provides an exclusion, reduction, or other limitation as to 
coverage, deductible, coinsurance, or co-payment applicable solely to conditions caused by breast implants. 
Subd. 3. Refusal to issue or renew. No issuer of a policy, plan, certificate, or contract referred to in subdivision 1 shall 
refuse to issue or renew at standard premium rates a policy, plan, certificate, or contract referred to in subdivision 1 
solely because the prospective insured or enrollee has breast implants. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.304 COVERAGE FOR PORT-WINE STAIN ELIMINATION.                                                                       Mandated Benefit 
Subd. 2. Required coverage. Every health plan included in subdivision 1 must cover elimination or maximum feasible 
treatment of port-wine stains for any covered person who is a Minnesota resident. No health carrier may reduce or 
eliminate coverage due to this requirement. 
Subd. 3. Rate increases prohibited. The commissioner of commerce shall not approve any rate increases due to 
coverage required under subdivision 2. No health maintenance organization, as defined in chapter 62D, shall increase 
rates due to coverage required under subdivision 2. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.305 FIBROCYSTIC CONDITION; TERMINATION OR REDUCTION OF COVERAGE  Absence of Language (Prohibited)                                                                                                                      
No health plan shall be terminated, canceled, non-renewed, or contain any increased premium rate, or exclusion, 
reduction, or limitation on benefits, nor shall coverage be denied, solely because the covered person has been 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.26
https://www.revisor.mn.gov/statutes/cite/62A.265
https://www.revisor.mn.gov/statutes/cite/62A.28
https://www.revisor.mn.gov/statutes/cite/62A.285
https://www.revisor.mn.gov/statutes/cite/62A.304
https://www.revisor.mn.gov/statutes/cite/62A.305
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diagnosed as having a fibrocystic breast condition. 

62Q.50 PROSTATE CANCER SCREENING.                                                                                           Mandated Benefit 
A health plan must cover prostate cancer screening for men 40 years of age or over who are symptomatic or in a 
high-risk category and for all men 50 years of age or older.  
The screening must consist at a minimum of a prostate-specific antigen blood test and a digital rectal examination. 
This coverage is subject to any deductible, coinsurance, co-payment, or other limitation on coverage applicable to 
other coverages under the plan. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.3075 CANCER CHEMOTHERAPY TREATMENT COVERAGE.                                                        If included, then… 
(a) A health plan company that provides coverage under a health plan for cancer chemotherapy treatment shall not 
require a higher co-payment, deductible, or coinsurance amount for a prescribed, orally administered anticancer 
medication that is used to kill or slow the growth of cancerous cells than what the health plan requires for an 
intravenously administered or injected cancer medication that is provided, regardless of formulation or benefit 
category determination by the health plan company 
(e) A health plan company is in compliance with this section if it does not include orally administered anticancer 
medication in the fourth tier of its pharmacy benefit. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.30 COVERAGE FOR DIAGNOSTIC PROCEDURES FOR CANCER.                                                    Mandated Benefit 
Subd. 2. Required coverage. Every policy, plan, certificate, or contract… that provides coverage to a Minnesota 
resident must provide coverage for routine screening procedures for cancer and the office or facility visit, including 
mammograms, surveillance tests for ovarian cancer for women who are at risk for ovarian cancer as defined in 
subdivision 3, pap smears, and colorectal screening tests for men and women, when ordered or provided by a 
physician in accordance with the standard practice of medicine. 
Subd. 3. Ovarian cancer surveillance tests. For purposes of subdivision 2:  
(a)"At risk for ovarian cancer" means:  

(1) having a family history:  
(i) with one or more first- or second-degree relatives with ovarian cancer;  
(ii) of clusters of women relatives with breast cancer; or  
(iii) of nonpolyposis colorectal cancer; or  

(2) testing positive for BRCA1 or BRCA2 mutations. 
(b) "Surveillance tests for ovarian cancer" means annual screening using:  

(1) CA-125 serum tumor marker testing;  
(2) transvaginal ultrasound;  
(3) pelvic examination; or  
(4) other proven ovarian cancer screening tests currently being evaluated by the federal Food and Drug 

Administration or by the National Cancer Institute. 
Subd. 4. Mammograms. 
(a) For purposes of subdivision 2, coverage for a preventive mammogram screening (1) includes digital breast 
tomosynthesis for enrollees at risk for breast cancer, and (2) is covered as a preventive item or service, as described 
under section 62Q.46. 
(b) For purposes of this subdivision, "digital breast tomosynthesis" means a radiologic procedure that involves the 
acquisition of projection images over the stationary breast to produce cross- sectional digital three-dimensional 
images of the breast. "At risk for breast cancer" means: 

(1) having a family history with one or more first- or second-degree relatives with breast cancer; 
(2) testing positive for BRCA1 or BRCA2 mutations; 
(3) having heterogeneously dense breasts or extremely dense breasts based on the Breast Imaging Reporting 

and Data System established by the American College of Radiology; or 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.50
https://www.revisor.mn.gov/statutes/cite/62A.3075
https://www.revisor.mn.gov/statutes/cite/62A.30
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(4) having a previous diagnosis of breast cancer. 
Subd. 5. Mammogram; diagnostic services and testing. If a health care provider determines an enrollee requires 
additional diagnostic services or testing after a mammogram, a health plan must provide coverage for the additional 
diagnostic services or testing with no cost-sharing, including co-pay, deductible, or coinsurance. 
Subd. 6. Application. 

62A.3098 RAPID WHOLE GENOME SEQUENCING; COVERAGE                                                                   Mandated Benefit 
Subd. 1.Definition. For purposes of this section, "rapid whole genome sequencing" or "rWGS" means an investigation 
of the entire human genome, including coding and noncoding regions and mitochondrial deoxyribonucleic acid, to 
identify disease-causing genetic changes that returns the final results in 14 days. Rapid whole genome sequencing 
includes patient-only whole genome sequencing and duo and trio whole genome sequencing of the patient and the 
patient's biological parent or parents. 
Subd. 2.Required coverage. A health plan that provides coverage to Minnesota residents must cover rWGS testing if 
the enrollee: 

(1) is 21 years of age or younger; 
(2) has a complex or acute illness of unknown etiology that is not confirmed to have been caused by an 

environmental exposure, toxic ingestion, an infection with a normal response to therapy, or trauma; and 
(3) is receiving inpatient hospital services in an intensive care unit or a neonatal or high acuity pediatric care 

unit. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.525 COVERAGE FOR OFF-LABEL DRUG USE.                                                                                          Mandated Benefit 
Subd. 3. Required coverage.  
(a) Every type of coverage included in subdivision 1 that provides coverage for drugs may not exclude coverage of a 

drug for the treatment of cancer on the ground that the drug has not been approved by the federal Food and 
Drug Administration for the treatment of cancer if the drug is recognized for treatment of cancer in one of the 
standard reference compendia or in one article in the medical literature, as defined in subdivision 2. 

(b) Coverage of a drug required by this subdivision includes coverage of medically necessary services directly related 
to and required for appropriate administration of the drug. 

(c) Coverage required by this subdivision does not include coverage of a drug not listed on the formulary of the 
coverage included in subdivision 1. 

(d) Coverage of a drug required under this subdivision must not be subject to any co-payment, coinsurance, 
deductible, or other enrollee cost-sharing greater than the coverage included in subdivision 1 applies to other 
drugs. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.527 NONFORMULARY ANTIPSYCHOTIC DRUGS; REQUIRED COVERAGE.                                        Mandated Benefit 
Subd. 2. Required coverage for antipsychotic drugs.  
(a) A health plan that provides prescription drug coverage must provide coverage for an antipsychotic drug 

prescribed to treat emotional disturbance or mental illness regardless of whether the drug is in the health plan's 
drug formulary, if the health care provider prescribing the drug: 
(1) indicates to the dispensing pharmacist, orally or in writing according to section 151.21, that the prescription 

must be dispensed as communicated; and 
(2) certifies in writing to the health plan company that the health care provider has considered all equivalent 

drugs in the health plan's drug formulary and has determined that the drug prescribed will best treat the 
patient's condition. 

(b) The health plan is not required to provide coverage for a drug if the drug was removed from the health plan's 
drug formulary for safety reasons. 

(c) For drugs covered under this section, no health plan company that has received a certification from the health 
care provider as described in paragraph (a), may:  

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62a.3098
https://www.revisor.mn.gov/statutes/cite/62Q.525
https://www.revisor.mn.gov/statutes/cite/62Q.527
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(1) impose a special deductible, co-payment, coinsurance, or other special payment requirement that the 
health plan does not apply to drugs that are in the health plan's drug formulary; or  

(2) require written certification from the prescribing provider each time a prescription is refilled or renewed 
that the drug prescribed will best treat the patient's condition. 

Subd. 4. Exception to formulary. A health plan company must promptly grant an exception to the health plan's drug 
formulary for an enrollee when the health care provider prescribing the drug indicates to the health plan company 
that:  

(1) the formulary drug causes an adverse reaction in the patient;  
(2) the formulary drug is contraindicated for the patient; or  
(3) the health care provider demonstrates to the health plan that the prescription drug must be dispensed as 

written to provide maximum medical benefit to the patient. 
62A.307 PRESCRIPTION DRUGS; EQUAL TREATMENT OF PRESCRIBERS.                                      If included, then… 
Subd. 2. Requirement. Coverage described in subdivision 1 that covers prescription drugs must provide the same 
coverage for a prescription written by a health care provider authorized to prescribe the particular drug covered by 
the health coverage described in subdivision 1, regardless of the type of health care provider that wrote the 
prescription. This section is intended to prohibit denial of coverage based on the prescription having been written by 
an advanced practice registered nurse under section 148.235, a physician assistant under section 147A.18, or any 
other non-physician health care provider authorized to prescribe the particular drug. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.308 HOSPITALIZATION AND ANESTHESIA FOR DENTAL PROCEDURES.                                     Mandated Benefit 
Subd. 2. Required coverages.  
(a) A health plan included in subdivision 1 must cover anesthesia and hospital charges for dental care provided to a 

covered person who: (1) is a child under age five; or (2) is severely disabled; or (3) has a medical condition and 
who requires hospitalization or general anesthesia for dental care treatment. A health carrier may require prior 
authorization of hospitalization for dental care procedures in the same manner that prior authorization is 
required for hospitalization for other covered diseases or conditions. 

(b)  A health plan included in subdivision 1 must also provide coverage for general anesthesia and treatment 
rendered by a dentist for a medical condition covered by the health plan, regardless of whether the services are 
provided in a hospital or a dental office. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.3093 COVERAGE FOR DIABETES.                                                                                                            Mandated Benefit 
Subd. 1. Required coverage. A health plan, including a plan providing the coverage specified in section 62A.011, 
subdivision 3, clause (10), must provide coverage for:  
(1) all physician prescribed medically appropriate and necessary equipment and supplies used in the management 

and treatment of diabetes; and  
(2) diabetes outpatient self-management training and education, including medical nutrition therapy, that is 

provided by a certified, registered, or licensed health care professional working in a program consistent with the 
national standards of diabetes self-management education as established by the American Diabetes Association. 
Coverage must include persons with gestational, type I or type II diabetes. Coverage required under this 
section is subject to the same deductible or coinsurance provisions applicable to the plan's hospital, medical 
expense, medical equipment, or prescription drug benefits. A health carrier may not reduce or eliminate 
coverage due to this requirement. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.3094 COVERAGE FOR AUTISM SPECTRUM DISORDERS.                                                 Mandated Language 
Subd. 2. Coverage required. 
(a) A health plan issued to a large employer, as defined in section 62Q.18, subdivision 1, must provide coverage for 

the diagnosis, evaluation, multidisciplinary assessment, and medically necessary care of children under 18 with 
autism spectrum disorders, including but not limited to the following: 

na na na na ✓ na na ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.307
https://www.revisor.mn.gov/statutes/cite/62A.308
https://www.revisor.mn.gov/statutes/cite/62A.3093
https://www.revisor.mn.gov/statutes/cite/62A.3094
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(1) early intensive behavioral and developmental therapy based in behavioral and developmental science, 
including, but not limited to, all types of applied behavior analysis, intensive early intervention behavior 
therapy, and intensive behavior intervention; 

(2) neurodevelopmental and behavioral health treatments and management; 
(3) speech therapy; 
(4) occupational therapy; 
(5) physical therapy; and 
(6) medications. 

(b) The diagnosis, evaluation, and assessment must include an assessment of the child's developmental skills, 
functional behavior, needs, and capacities. 

(c) The coverage required under this subdivision must include treatment that is in accordance with an individualized 
treatment plan prescribed by the enrollee's treating physician or mental health professional. 

(d) A health carrier may not refuse to renew or reissue, or otherwise terminate or restrict, coverage of an individual 
solely because the individual is diagnosed with an autism spectrum disorder. 

(e) A health carrier may request an updated treatment plan only once every six months, unless the health carrier 
and the treating physician or mental health professional agree that a more frequent review is necessary due to 
emerging circumstances. 

(f) An independent progress evaluation conducted by a mental health professional with expertise and training in 
autism spectrum disorder and child development must be completed to determine if progress toward function 
and generalizable gains, as determined in the treatment plan, is being made. 

Subd. 3. No effect on other law. Nothing in this section limits the coverage required under section 62Q.47. 

62A.3095 PRESCRIPTION EYE DROPS COVERAGE.                                                                                       If included, then… 
Subd. 2. Required coverage.  
(a) Every health plan included in subdivision 1 that provides coverage for prescription eye drops shall not deny 

coverage for a refill of the prescription eye drops if the refill is requested by the person insured by the health 
plan, pursuant to paragraph (b), and if the prescribing practitioner indicated on the original prescription that 
additional quantities are needed and the refill requested by the insured does not exceed the number of 
additional quantities needed. 

(b) Coverage shall only be provided pursuant to paragraph (a) if the insured makes a refill request for: 
(1) a 30-day refill supply and the request is made between 21 and 30 days from the later of: 

(i) the original date that the prescription was distributed to the insured; or 
(ii) the date the most recent refill was distributed to the insured; or 

(2) a 90-day refill supply and the request is made between 75 and 90 days from the later of: 
(i) the original date that the prescription was distributed to the insured; or  
(ii) the date the most recent refill was distributed to the insured. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.3097 PEDIATRIC AUTOIMMUNE NEUROPSYCHIATRIC DISORDERS ASSOCIATED WITH STREPTOCOCCAL 
INFECTIONS (PANDAS) AND PEDIATRIC ACUTE-ONSET NEUROPSYCHIATRIC SYNDROME (PANS) TREATMENT; 
COVERAGE.                                                                                                                                               Mandated Benefit 
Subd. 1. Definitions. 
(a) The definitions in this subdivision apply to this section. 
(b) "Pediatric acute-onset neuropsychiatric syndrome" means a class of acute-onset obsessive compulsive or tic 

disorders or other behavioral changes presenting in children and adolescents that are not otherwise explained 
by another known neurologic or medical disorder. 

(c) "Pediatric autoimmune neuropsychiatric disorders associated with streptococcal infections" means a condition 
in which a streptococcal infection in a child or adolescent causes the abrupt onset of clinically significant 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.3095
https://www.revisor.mn.gov/statutes/cite/62A.3097
https://www.revisor.mn.gov/statutes/cite/62A.3097
https://www.revisor.mn.gov/statutes/cite/62A.3097
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obsessions, compulsions, tics, or other neuropsychiatric symptoms or behavioral changes, or a relapsing and 
remitting course of symptom severity. 

Subd. 3. Required coverage. Every health plan included in subdivision 2 must provide coverage for treatment for 
pediatric autoimmune neuropsychiatric disorders associated with streptococcal infections (PANDAS) and for 
treatment for pediatric acute-onset neuropsychiatric syndrome (PANS). Treatments that must be covered under this 
section must be recommended by the insured's licensed health care professional and include but are not limited to 
antibiotics, medication and behavioral therapies to manage neuropsychiatric symptoms, plasma exchange, and 
immunoglobulin. 
Subd. 4. Reimbursement. The commissioner of commerce shall reimburse health carriers for coverage under this 
section. Reimbursement is available only for coverage that would not have been provided by the health carrier 
without the requirements of this section. Each fiscal year an amount necessary to make payments to health carriers 
to defray the cost of providing coverage under this section is appropriated to the commissioner of commerce. Health 
carriers shall report to the commissioner quantified costs attributable to the additional benefit under this section in a 
format developed by the commissioner. The commissioner shall evaluate submissions and make payments to health 
carriers as provided in Code of Federal Regulations, title 45, section 155.170. 
62Q.46 PREVENTIVE ITEMS AND SERVICES.                                                                                   ACA Required Benefits 
Subd. 1. Coverage for preventive items and services.  
(a) "Preventive items and services" has the meaning specified in the Affordable Care Act. 
(b) A health plan company must provide coverage for preventive items and services at a participating provider 

without imposing cost-sharing requirements, including a deductible, coinsurance, or co-payment. Nothing in this 
section prohibits a health plan company that has a network of providers from excluding coverage or imposing 
cost-sharing requirements for preventive items or services that are delivered by an out-of-network provider. 

(c) A health plan company is not required to provide coverage for any items or services specified in any 
recommendation or guideline described in paragraph (a) if the recommendation or guideline is no longer 
included as a preventive item or service as defined in paragraph (a). Annually, a health plan company must 
determine whether any additional items or services must be covered without cost-sharing requirements or 
whether any items or services are no longer required to be covered. 

(d) Nothing in this section prevents a health plan company from using reasonable medical management techniques 
to determine the frequency, method, treatment, or setting for a preventive item or service to the extent not 
specified in the recommendation or guideline. 

(e) A health plan shall not require prior authorization or step therapy for preexposure prophylaxis or postexposure 
prophylaxis, except that: if the United States Food and Drug Administration has approved one or more 
therapeutic equivalents of a drug, device, or product for the prevention of HIV, this paragraph does not require a 
health plan to cover all of the therapeutically equivalent versions without prior authorization or step therapy, if 
at least one therapeutically equivalent version is covered without prior authorization or step therapy. 

(f) This section does not apply to grandfathered plans. 
(g) This section does not apply to plans offered by the Minnesota Comprehensive Health Association. 
Subd. 2. Coverage for office visits in conjunction with preventive items and services.  
(a) A health plan company may impose cost-sharing requirements with respect to an office visit if a preventive item 

or service is billed separately or is tracked separately as individual encounter data from the office visit. 
(b) A health plan company must not impose cost-sharing requirements with respect to an office visit if a preventive 

item or service is not billed separately or is not tracked separately as individual encounter data from the office 
visit and the primary purpose of the office visit is the delivery of the preventive item or service. 

(c) A health plan company may impose cost-sharing requirements with respect to an office visit if a preventive item 
or service is not billed separately or is not tracked separately as individual encounter data from the office visit 
and the primary purpose of the office visit is not the delivery of the preventive item or service. 

✓ na ✓ ✓ ✓ na ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.46
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Subd. 3. Additional services not prohibited. Nothing in this section prohibits a health plan company from providing 
coverage for preventive items and services in addition to those specified under subdivision 1, paragraph (a), or from 
denying coverage for preventive items and services that are not recommended as preventive items and services 
specified under subdivision 1, paragraph (a). A health plan company may impose cost-sharing requirements for a 
treatment not described under subdivision 1, paragraph (a), even if the treatment results from a preventive item or 
service described under subdivision 1, paragraph (a). 
USPSTF http://www.uspreventiveservicestaskforce.org/Page/Name/recommendations 
Pediatric https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf 
Women’s Health https://www.hrsa.gov/womens-guidelines 
NOTE: The amendment to subdivision 1 by Laws 2024, chapter 127, article 60, section 1, is effective January 1, 
2026, and applies to health plans offered, issued, or renewed on or after that date. Laws 2024, chapter 127, article 
60, section 1, the effective date. 
62Q.473 BIOMARKER TESTING                                                                                                                          Mandated Benefit 
Subdivision 1.Definitions.  
(a) For the purposes of this section, the terms defined in this subdivision have the meanings given. 
(b) "Biomarker" means a characteristic that is objectively measured and evaluated as an indicator of normal 

biological processes, pathogenic processes, or pharmacologic responses to a specific therapeutic intervention, 
including but not limited to known gene-drug interactions for medications being considered for use or already 
being administered. Biomarkers include but are not limited to gene mutations, characteristics of genes, or 
protein expression. 

(c) "Biomarker testing" means the analysis of an individual's tissue, blood, or other biospecimen for the presence of 
a biomarker. Biomarker testing includes but is not limited to single-analyst tests; multiplex panel tests; protein 
expression; and whole exome, whole genome, and whole transcriptome sequencing. 

(d) "Clinical utility" means a test provides information that is used to formulate a treatment or monitoring strategy 
that informs a patient's outcome and impacts the clinical decision. The most appropriate test may include 
information that is actionable and some information that cannot be immediately used to formulate a clinical 
decision. 

Subd. 2.Biomarker testing; coverage required.  
(a) A health plan must provide coverage for biomarker testing to diagnose, treat, manage, and monitor illness or 

disease if the test provides clinical utility. For purposes of this section, a test's clinical utility may be 
demonstrated by medical and scientific evidence, including but not limited to: 
(1) nationally recognized clinical practice guidelines as defined in this section; 
(2) consensus statements as defined in this section; 
(3) labeled indications for a United States Food and Drug Administration (FDA) approved or FDA-cleared test, 

indicated tests for an FDA-approved drug, or adherence to warnings and precautions on FDA-approved drug 
labels; or 

(4) Centers for Medicare and Medicaid Services national coverage determinations or Medicare Administrative 
Contractor local coverage determinations. 

(b) Coverage under this section must be provided in a manner that limits disruption of care, including the need for 
multiple biopsies or biospecimen samples. 

(c) Nothing in this section prohibits a health plan company from requiring a prior authorization or imposing other 
utilization controls when approving coverage for biomarker testing. 

Subd. 3.Reimbursement 
(a) The commissioner of commerce must reimburse health plan companies for coverage under this section. 

Reimbursement is available only for coverage that would not have been provided by the health plan without the 
requirements of this section. Treatments and services covered by the health plan as of January 1, 2023, are 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

http://www.uspreventiveservicestaskforce.org/Page/Name/recommendations
https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf
https://www.hrsa.gov/womens-guidelines
https://www.revisor.mn.gov/statutes/cite/62q.473
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ineligible for payment under this subdivision by the commissioner of commerce. 
(b) Health plan companies must report to the commissioner of commerce quantified costs attributable to the 

additional benefit under this section in a format developed by the commissioner. A health plan's coverage as of 
January 1, 2023, must be used by the health plan company as the basis for determining whether coverage would 
not have been provided by the health plan for purposes of this subdivision. 

(c) The commissioner of commerce must evaluate submissions and make payments to health plan companies as 
provided in Code of Federal Regulations, title 45, section 155.170. 

Subd. 4.Appropriation. Each fiscal year, an amount necessary to make payments to health plan companies to defray 
the cost of providing coverage under this section is appropriated to the commissioner of commerce. 
62Q.675 HEARING AIDS                                                                                                                                       Mandated Benefit                    
A health plan must cover hearing aids for all individuals for hearing loss that is not correctable by other covered 
procedures. Coverage required under this section is limited to one hearing aid in each ear every three years. No 
special deductible, coinsurance, co- payment, or other limitation on the coverage under this section that is not 
generally applicable to other coverages under the plan may be imposed. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

45 CFR § 2590.715-2713 CONTRACEPTION                                         Mandated Benefit / Process for Religious Exemption 
45 CFR § 2590.715-2713 indicates that all preventive services carrying an A or B rating by United States Preventive 
Services Task Force (USPSTF) must be covered with no cost sharing to the enrollee. For women, preventive services 
are identified by the Health Resources Services Administration (HRSA). The HRSA enlisted the assistance of the 
Institute of Medicine (IOM) in determining that preventive care coverage should be offered for contraception services 
for women. Minnesota 62Q.46 indicates that coverage for preventive care services is as defined in the Affordable 
Care Act (ACA). Pursuant to most recent CMS Guidance, non-grandfathered health plans must provide coverage for at 
least one contraception service/item in each of the 18 categories identified by the IOM. 

✓ na ✓ ✓ ✓ na na na 

62Q.66 DURABLE MEDICAL EQUIPMENT COVERAGE.                                            Absence of Language (Prohibited) 
No health plan company that covers durable medical equipment may utilize medical coverage criteria for durable 
medical equipment that limits coverage solely to equipment used in the home. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.665 COVERAGE FOR ORTHOTIC AND PROSTHETIC DEVICES                                                                       Informational 
Subdivision 1.Definitions 
Subd. 2.Coverage 
Subd. 3.Prior authorization 
Subd. 4.Reimbursement 
Subd. 5.Appropriation 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.6651 MEDICAL NECESSITY AND NONDISCRIMINATION STANDARDS FOR COVERAGE OF PROSTHETICS OR 
ORTHOTICS                                                                                                                                              Operational Requirements 
(a) When performing a utilization review for a request for coverage of prosthetic or orthotic benefits, a health plan 

company shall apply the most recent version of evidence-based treatment and fit criteria as recognized by 
relevant clinical specialists. 

(b) A health plan company shall render utilization review determinations in a nondiscriminatory manner and shall 
not deny coverage for habilitative or rehabilitative benefits, including prosthetics or orthotics, solely on the basis 
of an enrollee's actual or perceived disability. 

(c) A health plan company shall not deny a prosthetic or orthotic benefit for an individual with limb loss or absence 
that would otherwise be covered for a nondisabled person seeking medical or surgical intervention to restore or 
maintain the ability to perform the same physical activity. 

(d) A health plan offered, issued, or renewed in Minnesota that offers coverage for prosthetics and custom orthotic 
devices shall include language describing an enrollee's rights pursuant to paragraphs (b) and (c) in its evidence of 
coverage and any benefit denial letters. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.675
https://www.ecfr.gov/current/title-29/subtitle-B/chapter-XXV/subchapter-L/part-2590/subpart-C/section-2590.715-2713
https://www.revisor.mn.gov/statutes/cite/62Q.66
https://www.revisor.mn.gov/statutes/cite/62q.665
https://www.revisor.mn.gov/statutes/cite/62q.6651
https://www.revisor.mn.gov/statutes/cite/62q.6651
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(e) A health plan that provides coverage for prosthetic or orthotic services shall ensure access to medically 
necessary clinical care and to prosthetic and custom orthotic devices and technology from not less than two 
distinct prosthetic and custom orthotic providers in the plan's provider network located in Minnesota. In the 
event that medically necessary covered orthotics and prosthetics are not available from an in-network provider, 
the health plan company shall provide processes to refer a member to an out-of-network provider and shall fully 
reimburse the out-of-network provider at a mutually agreed upon rate less member cost sharing determined on 
an in-network basis. 

(f) If coverage for prosthetic or custom orthotic devices is provided, payment shall be made for the replacement of 
a prosthetic or custom orthotic device or for the replacement of any part of the devices, without regard to 
continuous use or useful lifetime restrictions, if an ordering health care provider determines that the provision 
of a replacement device, or a replacement part of a device, is necessary because: 
(1) of a change in the physiological condition of the patient; 
(2) of an irreparable change in the condition of the device or in a part of the device; or 
(3) the condition of the device, or the part of the device, requires repairs and the cost of the repairs would be 

more than 60 percent of the cost of a replacement device or of the part being replaced. 
(g) Confirmation from a prescribing health care provider may be required if the prosthetic or custom orthotic device 

or part being replaced is less than three years old. 

62Q.666 INTERMITTENT CATHETERS                                                                                                               Mandated Benefit 
Subdivision 1.Required coverage. A health plan must provide coverage for intermittent urinary catheters and 
insertion supplies if intermittent catheterization is recommended by the enrollee's health care provider. At least 180 
intermittent catheters per month with insertion supplies must be covered unless a lesser amount is prescribed by the 
enrollee's health care provider. A health plan providing coverage under the medical assistance program may be 
required to provide coverage for more than 180 intermittent catheters per month with insertion supplies. 
Subd. 2.Cost-sharing requirements 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.67 DISCLOSURE OF COVERED DURABLE MEDICAL EQUIPMENT. 
                                                                                                    Mandated Language if Durable Medical Equipment is Covered 
Subd. 1. Disclosure. A health plan company that covers durable medical equipment shall provide enrollees, and upon 
request prospective enrollees, written disclosure that includes the information set forth in subdivision 2. The health 
plan company may include the information in the member contract, certificate of coverage, schedule of payments, 
member handbook, or other written enrollee communication. 
Subd. 2. Information to be disclosed. A health plan company that covers durable medical equipment shall disclose 
the following information: 
(1) general descriptions of the coverage for durable medical equipment, level of coverage available, and criteria and 

procedures for any required prior authorizations; and 
(2) the address and telephone number of a health plan representative whom an enrollee may contact to obtain 

specific information verbally, or upon request in writing, about prior authorization including criteria used in 
making coverage decisions and information on limitations or exclusions for durable medical equipment. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.82 BENEFITS AND COVERAGE EXPLANATION.                                                                                               Informational 
Subd. 1. Summary. Health plan companies offering health plans shall provide a summary of benefits and coverage 
explanation as required by the Affordable Care Act to: 
(1) an applicant at the time of application; 
(2) an enrollee prior to the time of enrollment or reenrollment, as applicable; and 
(3) a policyholder at the time of issuance of the policy. 
Subd. 3. Notice of modification. Except in connection with a policy renewal or reissuance, if a health plan company 
makes any material modifications in any of the terms of the coverage, as defined for purposes of section 102 of the 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62q.666
https://www.revisor.mn.gov/statutes/cite/62Q.67
https://www.revisor.mn.gov/statutes/cite/62Q.82
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federal Employee Retirement Income Security Act of 1974, as amended, that is not reflected in the most recently 
provided summary of benefits and coverage explanation, the health plan company shall provide notice of the 
modification to enrollees not later than 60 days prior to the date on which the modification will become effective. 

62A.673 COVERAGE OF SERVICES PROVIDED THROUGH TELEHEALTH.                                       Mandated Benefit 
Subd. 2. Definitions.  
(a) For purposes of this section, the terms defined in this subdivision have the meanings given. 
(b) "Distant site" means a site at which a health care provider is located while providing health care services or 

consultations by means of telehealth. 
(c) "Health care provider" means a health care professional who is licensed or registered by the state to perform 

health care services within the provider's scope of practice and in accordance with state law. A health care 
provider includes a mental health professional as defined under section 245.462, subdivision 18, or 245.4871, 
subdivision 27; a mental health practitioner as defined under section 245.462, subdivision 17, or 245.4871, 
subdivision 26; a treatment coordinator under section 245G.11, subdivision 7; an alcohol and drug counselor 
under section 245G.11, subdivision 5; and a recovery peer under section 245G.11, subdivision 8. 

(d) "Health carrier" has the meaning given in section 62A.011, subdivision 2. 
(e) "Health plan" has the meaning given in section 62A.011, subdivision 3. Health plan includes dental plans as 

defined in section 62Q.76, subdivision 3, but does not include dental plans that provide indemnity-based 
benefits, regardless of expenses incurred, and are designed to pay benefits directly to the policy holder. 

(f) "Originating site" means a site at which a patient is located at the time health care services are provided to the 
patient by means of telehealth. For purposes of store-and-forward technology, the originating site also means 
the location at which a health care provider transfers or transmits information to the distant site. 

(g) "Store-and-forward technology" means the asynchronous electronic transfer or transmission of a patient's 
medical information or data from an originating site to a distant site for the purposes of diagnostic and 
therapeutic assistance in the care of a patient. 

(h) "Telehealth" means the delivery of health care services or consultations through the use of real time two-way 
interactive audio and visual communications to provide or support health care delivery and facilitate the 
assessment, diagnosis, consultation, treatment, education, and care management of a patient's health care. 
Telehealth includes the application of secure video conferencing, store-and-forward technology, and 
synchronous interactions between a patient located at an originating site and a health care provider located at a 
distant site. Until July 1, 2025, telehealth also includes audio-only communication between a health care 
provider and a patient in accordance with subdivision 6, paragraph (b). Telehealth does not include 
communication between health care providers that consists solely of a telephone conversation, e-mail, or 
facsimile transmission. Telehealth does not include communication between a health care provider and a patient 
that consists solely of an e-mail or facsimile transmission. Telehealth does not include telemonitoring services as 
defined in paragraph (i). 

(i) "Telemonitoring services" means the remote monitoring of clinical data related to the enrollee's vital signs or 
biometric data by a monitoring device or equipment that transmits the data electronically to a health care 
provider for analysis. Telemonitoring is intended to collect an enrollee's health-related data for the purpose of 
assisting a health care provider in assessing and monitoring the enrollee's medical condition or status. 

Subd. 3. Coverage of telehealth. 
(a) A health plan sold, issued, or renewed by a health carrier in Minnesota must (1) cover benefits delivered through 

telehealth in the same manner as any other benefits covered under the health plan, and (2) comply with this 
section. 

(b) Coverage for services delivered through telehealth must not be limited on the basis of geography, location, or 
distance for travel subject to the health care provider network available to the enrollee through the enrollee's 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.673
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health plan.  
(c) A health carrier must not create a separate provider network to deliver services through telehealth that does not 

include network providers who provide in-person care to patients for the same service or require an enrollee to 
use a specific provider within the network to receive services through telehealth. 

(d) A health carrier may require a deductible, co-payment, or coinsurance payment for a health care service 
provided through telehealth, provided that the deductible, co-payment, or coinsurance payment is not in 
addition to, and does not exceed, the deductible, co-payment, or coinsurance applicable for the same service 
provided through in-person contact. 

(e) Nothing in this section: 
(1) requires a health carrier to provide coverage for services that are not medically necessary or are not 

covered under the enrollee's health plan; or 
(2) prohibits a health carrier from: 

(i) establishing criteria that a health care provider must meet to demonstrate the safety or efficacy of 
delivering a particular service through telehealth for which the health carrier does not already 
reimburse other health care providers for delivering the service through telehealth; 

(ii) establishing reasonable medical management techniques, provided the criteria or techniques are not 
unduly burdensome or unreasonable for the particular service; or 

(iii) requiring documentation or billing practices designed to protect the health carrier or patient from 
fraudulent claims, provided the practices are not unduly burdensome or unreasonable for the 
particular service. 

(f) Nothing in this section requires the use of telehealth when a health care provider determines that the delivery of 
a health care service through telehealth is not appropriate or when an enrollee chooses not to receive a health 
care service through telehealth. 

Subd. 4. Parity between telehealth and in-person services. 
(a) A health carrier must not restrict or deny coverage of a health care service that is covered under a health plan 

solely: 
(1) because the health care service provided by the health care provider through telehealth is not provided 

through in-person contact; or 
(2) based on the communication technology or application used to deliver the health care service through 

telehealth, provided the technology or application complies with this section and is appropriate for the 
particular service. 

(b) Prior authorization may be required for health care services delivered through telehealth only if prior 
authorization is required before the delivery of the same service through in-person contact. 

(c) A health carrier may require a utilization review for services delivered through telehealth, provided the 
utilization review is conducted in the same manner and uses the same clinical review criteria as a utilization 
review for the same services delivered through in-person contact. 

(d) A health carrier or health care provider shall not require an enrollee to pay a fee to download a specific 
communication technology or application. 

Subd. 5. Reimbursement for services delivered through telehealth 
(a) A health carrier must reimburse the health care provider for services delivered through telehealth on the same 

basis and at the same rate as the health carrier would apply to those services if the services had been delivered 
by the health care provider through in-person contact. 

(b) A health carrier must not deny or limit reimbursement based solely on a health care provider delivering the 
service or consultation through telehealth instead of through in-person contact. 

(c) A health carrier must not deny or limit reimbursement based solely on the technology and equipment used by 
the health care provider to deliver the health care service or consultation through telehealth, provided the 
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technology and equipment used by the provider meets the requirements of this section and is appropriate for 
the particular service. 

(d) Nothing in this subdivision prohibits a health carrier and health care provider from entering into a contract that 
includes a value-based reimbursement arrangement for the delivery of covered services that may include 
services delivered through telehealth, and such an arrangement shall not be considered a violation of this 
subdivision. 

Subd. 7.Telemonitoring services. A health carrier must provide coverage for telemonitoring services if: 
(1) the telemonitoring service is medically appropriate based on the enrollee's medical condition or status; 
(2) the enrollee is cognitively and physically capable of operating the monitoring device or equipment, or the 

enrollee has a caregiver who is willing and able to assist with the monitoring device or equipment; and 
(3) the enrollee resides in a setting that is suitable for telemonitoring and not in a setting that has health care 

staff on site.  
62A.671 and 62A.672 have been Repealed 
62A.049 LIMITATION ON PREAUTHORIZATIONS; EMERGENCIES.                           Absence of Language (Prohibited) 
No policy of accident and sickness… issued or renewed … may contain a provision that makes an insured person 
ineligible to receive full benefits because of the insured's failure to obtain preauthorization if that failure occurs 
because of the need for emergency confinement or emergency treatment. The insured or an authorized 
representative of the insured shall notify the insurer as soon after the beginning of emergency confinement or 
emergency treatment as reasonably possible. However, to the extent that the insurer suffers actual prejudice caused 
by the failure to obtain preauthorization, the insured may be denied all or part of the insured's benefits. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.14 RESTRICTIONS ON ENROLLEE SERVICES.                                                               Absence of Language (Prohibited) 
No health plan company may restrict the choice of an enrollee as to where the enrollee receives services related to: 
(1) the voluntary planning of the conception and bearing of children 
(2) the diagnosis of infertility; 
(3) the testing and treatment of a sexually transmitted disease; and 
(3) the testing for AIDS or other HIV-related conditions. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

72A.139 USE OF GENETIC TESTS.                                                                                           Absence of Language (Prohibited) 
(4) Subd. 3. Prohibited acts; health plan companies 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.522 COVERAGE OF CONTRACEPTIVE METHODS AND SERVICES                                                        Mandated Benefit 
Subd. 2. Required coverage; cost sharing prohibited.  
(a) A health plan must provide coverage for contraceptive methods and services. 
(b) A health plan company must not impose cost-sharing requirements, including co-pays, deductibles, or 

coinsurance, for contraceptive methods or services. 
(c) A health plan company must not impose any referral requirements, restrictions, or delays for contraceptive 

methods or services. 
(d) A health plan must include at least one of each type of Food and Drug Administration approved contraceptive 

method in its formulary. If more than one therapeutic equivalent version of a contraceptive method is approved, 
a health plan must include at least one therapeutic equivalent version in its formulary but is not required to 
include all therapeutic equivalent versions. 

(e) For each health plan, a health plan company must list the contraceptive methods and services that are covered 
without cost-sharing in a manner that is easily accessible to enrollees, health care providers, and representatives 
of health care providers. The list for each health plan must be promptly updated to reflect changes to the 
coverage. 

(f) If an enrollee's attending provider recommends a particular contraceptive method or service based on a 
determination of medical necessity for that enrollee, the health plan must cover that contraceptive method or 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.049
https://www.revisor.mn.gov/statutes/cite/62Q.14
https://www.revisor.mn.gov/statutes/cite/72A.139
https://www.revisor.mn.gov/statutes/cite/62Q.522
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service without cost-sharing. The health plan company issuing the health plan must defer to the attending 
provider's determination that the particular contraceptive method or service is medically necessary for the 
enrollee. 

62Q.523 COVERAGE FOR PRESCRIPTION CONTRACEPTIVES; SUPPLY REQUIREMENTS.                     Mandated Benefit 
Subd. 3. Required coverage.  
Health plan coverage for a prescription contraceptive must provide a 12-month supply for any prescription 
contraceptive if a 12-month supply is prescribed by the prescribing health care provider. The prescribing health care 
provider must determine the appropriate duration to prescribe the prescription contraceptives for up to 12 months. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.524 COVERAGE OF ABORTIONS AND ABORTION-RELATED SERVICES                                             Mandated Benefit 
Subd. 1.Definition. For purposes of this section, "abortion" means any medical treatment intended to induce the 
termination of a pregnancy with a purpose other than producing a live birth. 
Subd. 2.Required coverage.  
(a) A health plan must provide coverage for abortions and abortion-related services, including pre-abortion services 

and follow-up services. 
(b) A health plan must not impose on the coverage under this section any co-payment, coinsurance, deductible, or 

other enrollee cost-sharing that is greater than the cost-sharing that applies to similar services covered under 
the health plan. 

(c) A health plan must not impose any limitation on the coverage under this section, including but not limited to any 
utilization review, prior authorization, referral requirements, restrictions, or delays, that is not generally 
applicable to other coverages under the plan. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.526 COVERAGE FOR PARTICIPATION IN APPROVED CLINICAL TRIALS.                                             If included, then… 
Subd. 1. Definitions.  
(a) As used in this section, the following definitions apply: 
(b) "Approved clinical trial" means a phase I, phase II, phase III, or phase IV clinical trial that is conducted in relation 

to the prevention, detection, or treatment of cancer or a life-threatening condition and is not designed 
exclusively to test toxicity or disease pathophysiology and must be: 
(1) conducted under an investigational new drug application reviewed by the United States Food and Drug 

Administration (FDA); 
(2) exempt from obtaining an investigational new drug application; or 
(3) approved or funded by: 

(i) the National Institutes of Health (NIH), the Centers for Disease Control and Prevention, the Agency for 
Health Care Research and Quality, the Centers for Medicare and Medicaid Services, or a cooperating  

(ii) a cooperative group or center of the United States Department of Defense or the United States 
Department of Veterans Affairs; 

(iii) a qualified nongovernmental research entity identified in the guidelines issued by the NIH for center 
support grants; or 

(iv) the United States Departments of Veterans Affairs, Defense, or Energy if the trial has been reviewed or 
approved through a system of peer review determined by the secretary… 

Subd. 2. Prohibited acts. A health plan company that offers a health plan to a Minnesota resident may not:  
(1) deny participation by a qualified individual in an approved clinical trial;  
(2) deny, limit, or impose additional conditions on the coverage of routine patient costs for items or services 

furnished in connection with participation in the trial; or  
(3) discriminate against an individual on the basis of an individual's participation in an approved clinical trial. 

Subd. 3. Network plan conditions. 
Subd. 4. Application to clinical trials outside of the state.  

✓ na ✓ ✓ ✓ na ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.523
https://www.revisor.mn.gov/statutes/cite/62q.524
https://www.revisor.mn.gov/statutes/cite/62Q.526
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Subd. 5. Construction. 
62A.14 DISABLED CHILDREN.                                                                        Mandated Language- if dependents are covered 
Subd. 1. Individual family policies. An individual hospital or medical expense insurance policy delivered or issued for 
delivery in this state more than 120 days after May 16, 1969, or an individual health maintenance contract delivered 
or issued for delivery in this state after August 1, 1984, which provides that coverage of a dependent child shall 
terminate upon attainment of the limiting age for dependent children specified in the policy or contract shall also 
provide in substance that attainment of such limiting age shall not operate to terminate the coverage of such child 
while the child is and continues to be both (a) incapable of self-sustaining employment by reason of developmental 
disability, mental illness or disorder, or physical disability and (b) chiefly dependent upon the policyholder for support 
and maintenance, provided proof of such incapacity and dependency is furnished to the insurer or health 
maintenance organization by the policyholder or enrollee within 31 days of the child's attainment of the limiting age 
and subsequently as may be required by the insurer or organization but not more frequently than annually after the 
two-year period following the child's attainment of the limiting age. Any notice regarding termination of coverage 
due to attainment of the limiting age must include all the information in this section. 
Subd. 2.Group policies. A group hospital or medical expense insurance policy delivered or issued for delivery in this 
state more than 120 days after May 16, 1969, or a group health maintenance contract delivered or issued for delivery 
in this state after August 1, 1984, which provides that coverage of a dependent child of an employee or other 
member of the covered group shall terminate upon attainment of the limiting age for dependent children specified in 
the policy or contract shall also provide in substance that attainment of such limiting age shall not operate to 
terminate the coverage of such child while the child is and continues to be both (a) incapable of self-sustaining 
employment by reason of developmental disability, mental illness or disorder, or physical disability and (b) chiefly 
dependent upon the employee or member for support and maintenance, provided proof of such incapacity and 
dependency is furnished to the insurer or organization by the employee or member within 31 days of the child's 
attainment of the limiting age and subsequently as may be required by the insurer or organization but not more 
frequently than annually after the two-year period following the child's attainment of the limiting age. Any notice 
regarding termination of coverage due to attainment of the limiting age must include information about this 
provision. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.081 PAYMENTS TO FACILITIES OPERATED BY STATE OR LOCAL GOVERNMENT  Absence of Language (Prohibited) 
(f) Every group or individual policy … shall provide payments for services rendered by a hospital or medical facility 

owned or operated by, or on behalf of, the state or any unit of local government, or practitioners therein, on the 
same basis as are made for like care in other facilities. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.556 CONSUMER PROTECTIONS AGAINST BALANCE BILLING                                                         Mandated Language 
Subd. 1. Nonparticipating provider balance billing prohibition.  
(a) Except as provided in paragraph (b), balance billing is prohibited when an enrollee receives services from: 

(1) a nonparticipating provider at a participating hospital or ambulatory surgical center, as described by the No 
Surprises Act, including any federal regulations adopted under that act; 

(2) a participating provider that sends a specimen taken from the enrollee in the participating provider's 
practice setting to a nonparticipating laboratory, pathologist, or other medical testing facility or 

(3) a nonparticipating provider or facility providing emergency services as defined in section 62Q.55, 
subdivision 3, and other services as described in the requirements of the No Surprises Act. 

(b) The services described in paragraph (a), clauses (1), (2), and (3), as defined in the No Surprises Act, and any 
federal regulations adopted under that act, are subject to balance billing if the enrollee provides informed 
consent prior to receiving services from the nonparticipating provider acknowledging that the use of a provider, 
or the services to be rendered, may result in costs not covered by the health plan. The informed consent must 
comply with all requirements of the No Surprises Act, including any federal regulations adopted under that act. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.14
https://www.revisor.mn.gov/statutes/cite/62A.081
https://www.revisor.mn.gov/statutes/cite/62Q.556
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Subd. 2. Cost-sharing requirements and independent dispute resolution.  
(a) An enrollee's financial responsibility for nonparticipating provider services described in subdivision 1, paragraph 

(a), shall be the same cost-sharing requirements, including co-payments, deductibles, coinsurance, coverage 
restrictions, and coverage limitations, as those applicable to services received by the enrollee from a 
participating provider. A health plan company must apply any enrollee cost sharing requirements, including co-
payments, deductibles, and coinsurance, for nonparticipating provider services to the enrollee's annual out-of-
pocket limit to the same extent payments to a participating provider would be applied. 

(b) A health plan company must attempt to negotiate the reimbursement, less any applicable enrollee cost sharing 
under paragraph (a), for the nonparticipating provider services with the nonparticipating provider. If the attempt 
to negotiate reimbursement for the nonparticipating provider services does not result in a resolution, either 
party may initiate the federal independent dispute resolution process pursuant to the No Surprises Act, including 
any federal regulations adopted under that act. 

62Q.57 DESIGNATION OF PRIMARY CARE PROVIDER.                                                                         If included, then… 
Subd. 1. Choice of primary care provider.  
(a) If a health plan company offering a group health plan, or an individual health plan that is not a grandfathered 

plan, requires or provides for the designation by an enrollee of a participating primary care provider, the health 
plan company shall permit each enrollee to: 
(1) designate any participating primary care provider available to accept the enrollee; and 
(2) for a child, designate any participating physician who specializes in pediatrics as the child's primary care 

provider and is available to accept the child. 
(b) This section does not waive any exclusions of coverage under the terms and conditions of the health plan with 

respect to coverage of pediatric care. 
Subd. 2. Notice. A health plan company shall provide notice to enrollees of the provisions of Subd. 1 in accordance 
with the requirements of the Affordable Care Act. 
29 CFR § 2590.715-2719A - Patient protections 
(1) Designation of primary care provider - (i)In general. If a group health plan, or a health insurance issuer offering 
group health insurance coverage, requires or provides for designation by a participant or beneficiary of a participating 
primary care provider, then the plan or issuer must permit each participant or beneficiary to designate any 
participating primary care provider who is available to accept the participant or beneficiary. In such a case, the plan 
or issuer must comply with the rules of paragraph (a)(4) of this section by informing each participant of the terms of 
the plan or health insurance coverage regarding designation of a primary care provider. 
(ii)Construction. Nothing in paragraph (a)(1)(i) of this section is to be construed to prohibit the application of 
reasonable and appropriate geographic limitations with respect to the selection of primary care providers, in 
accordance with the terms of the plan or coverage, the underlying provider contracts, and applicable State law. 
The No Surprise Act requires health plans to have up-to-date directories of their in-network providers available online, 
or within one business day of an inquiry. If a patient received incorrect information (documented) about a provider’s 
network status prior to a visit, the patient will only be responsible for the in-network cost-sharing 

✓ na ✓ ✓ ✓ na ✓ ✓ 

62A.22 REFUSAL TO PROVIDE COVERAGE BECAUSE OF OPTION UNDER WORKERS' COMPENSATION.                                                                         
                                                                                                                                                      Absence of Language (Prohibited)    
No insurer offering an individual or group policy of accident or health coverage in this state shall refuse to provide or 
renew accident or health coverage because the insured has an option to elect workers' compensation coverage 
pursuant to section 176.041, subdivision 1a. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.044 PAYMENTS TO GOVERNMENTAL INSTITUTIONS.                                             Absence of Language (Prohibited) 
No group or individual policy of accident and sickness insurance issued or renewed… shall contain any provision 
excluding, denying, or prohibiting payments for covered and authorized services rendered or paid by a hospital or 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.57
https://www.ecfr.gov/current/title-29/subtitle-B/chapter-XXV/subchapter-L/part-2590/subpart-C/section-2590.715-2719A
https://www.revisor.mn.gov/statutes/cite/62A.22
https://www.revisor.mn.gov/statutes/cite/62A.044
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medical institution owned or operated by the federal, state, or local government, including correctional facilities, or 
practitioners therein in any instance wherein charges for such services are imposed against the policyholder, 
subscriber, or enrollee. The unit of government operating the institution may maintain an action for recovery of such 
charges. 
62A.045 PAYMENTS ON BEHALF OF ENROLLEES IN GOVERNMENT HEALTH PROGRAMS. 
                                                                                                                                                      Absence of Language (Prohibited) 
(b) No plan offered by a health insurer issued or renewed to provide coverage to a Minnesota resident shall contain 

any provision denying or reducing benefits because services are rendered to a person who is eligible for or 
receiving medical benefits pursuant to title XIX of the Social Security Act (Medicaid) in this or any other state…No 
health insurer providing benefits under plans covered by this section shall use eligibility for medical programs 
named in this section as an underwriting guideline or reason for non-acceptance of the risk. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.58 ACCESS TO SPECIALTY CARE                                                                                                     Mandated Language 
Subd. 1. Standing referral. 
A health plan company shall establish a procedure by which an enrollee may apply for and, if appropriate, receive a 
standing referral to a health care provider who is a specialist if a referral to a specialist is required for coverage. This 
procedure for a standing referral must specify the necessary managed care review and approval an enrollee must 
obtain before such a standing referral is permitted. 
Subd. 1a. Mandatory standing referral. 
(a) An enrollee who requests a standing referral to a specialist qualified to treat the specific condition described in 

clauses (1) to (5) must be given a standing referral for visits to such a specialist if benefits for such treatment are 
provided under the health plan and the enrollee has any of the following conditions: 
(1) a chronic health condition; 
(2) a life-threatening mental or physical illness; 
(3) pregnancy beyond the first trimmest of pregnancy: 
(4) a degenerative disease or disability; or 
(5) any other condition or disease of sufficient seriousness and complexity to require treatment by a specialist. 

(b) Nothing in this section limits the application of section 62Q.52 specifying direct access to obstetricians and 
gynecologists. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.585 GENDER-AFFIRMING CARE COVERAGE; MEDICALLY NECESSARY CARE                                   Mandated Benefit 
Subdivision 1.Requirement. No health plan that covers physical or mental health services may be offered, sold, 
issued, or renewed in this state that: 

(1) excludes coverage for medically necessary gender-affirming care; or 
(2) requires gender-affirming treatments to satisfy a definition of "medically necessary care," "medical 

necessity," or any similar term that is more restrictive than the definition provided in subdivision 2. 
Subd. 2.Minimum definition. "Medically necessary care" means health care services appropriate in terms of type, 
frequency, level, setting, and duration to the enrollee's diagnosis or condition and diagnostic testing and preventive 
services. Medically necessary care must be consistent with generally accepted practice parameters as determined by 
health care providers in the same or similar general specialty as typically manages the condition, procedure, or 
treatment at issue and must: 

(1) help restore or maintain the enrollee's health; or 
(2) prevent deterioration of the enrollee's condition. 

Subd. 3.Definitions.  
(b) "Gender-affirming care" means all medical, surgical, counseling, or referral services, including telehealth 

services, that an individual may receive to support and affirm the individual's gender identity or gender 
expression and that are legal under the laws of this state. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.045
https://www.revisor.mn.gov/statutes/cite/62Q.58
https://www.revisor.mn.gov/statutes/cite/62q.585
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62A.095 SUBROGATION CLAUSES REGULATED.                                                                                          If included, then… 
Subd. 2. Subrogation clause; limits. No health plan described in subdivision 1 shall contain a subrogation, 
reimbursement, or similar clause that provides subrogation, reimbursement, or similar rights to the health carrier 
issuing the health plan, unless: 
(1) the clause provides that it applies only after the covered person has received a full recovery from another 

source; and 
(2) the clause provides that the health carrier's subrogation right is subject to subtraction for actual monies paid to 

account for the pro rata share of the covered person's costs, disbursements, and reasonable attorney fees, and 
other expenses incurred in obtaining the recovery from another source unless the health carrier is separately 
represented by an attorney. 

If the health carrier is separately represented by an attorney, the health carrier and the covered person, by their 
attorneys, may enter into an agreement regarding allocation of the covered person's costs, disbursements, and 
reasonable attorney fees and other expenses. If the health carrier and covered person cannot reach agreement on 
allocation, the health carrier and covered person shall submit the matter to binding arbitration. 
Nothing in this section shall limit a health carrier's right to recovery from another source which may otherwise exist 
at law.  
For the purposes of this section, full recovery does not include payments made by a health plan to or for the benefit 
of a covered person. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.096 NOTICE TO INSURER OF SUBROGATION CLAIM REQUIRED.                                                      If included, then… 
A person covered by a health carrier who makes a claim against a collateral source for damages that include 
repayment for medical and medically related expenses incurred for the covered person's benefit shall provide timely 
notice, in writing, to the health carrier of the pending or potential claim. Notwithstanding any other law to the 
contrary, the statute of limitations applicable to the rights with respect to reimbursement or subrogation by the 
health carrier against the covered person does not commence to run until the notice has been given. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.3091 NONDISCRIMINATE COVERAGE OF TESTS.                                                                                        Informational  
Subd. 2.Requirement. Coverage described in subdivision 1 that covers laboratory tests, diagnostic tests, and x-rays 
must provide the same coverage, without requiring additional signatures, for all such tests ordered by an advanced 
practice nurse operating pursuant to chapter 148. Nothing in this section shall be construed to interfere with any 
written agreement between a physician and an advanced practice nurse. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.3092 EQUAL TREATMENT OF SURGICAL FIRST ASSISTING SERVICES.                                     If included, then… 
Subd. 2. Requirement. Coverage described in subdivision 1 that provides for payment for surgical first assisting 
benefits or services shall be construed as providing for payment for a registered nurse who performs first assistant 
functions and services that are within the scope of practice of a registered nurse. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

61B.28 MISCELLANEOUS PROVISIONS.                                                                                                                   Informational 
(b) Subd. 7. Notice concerning limitations and exclusions. (a) No person, including an insurer, agent, or affiliate of 

an insurer or agent, shall offer for sale in this state a covered life insurance, annuity, or health insurance policy 
or contract without delivering, either at the time of application for that policy or contract or at the time of 
delivery of the policy or contract, a notice in the form specified in subdivision 8, or in a form approved by the 
commissioner under paragraph (b), relating to coverage provided by the Minnesota Life and Health Insurance 
Guaranty Association. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.146 CONTINUATION OF BENEFITS TO SURVIVORS.                                                                    Mandated Language 
No policy… shall… terminate, suspend, or otherwise restrict … benefits otherwise payable under the policy, 
contract…until the earlier of the following dates: 
(a) the date the surviving spouse becomes covered under another group health plan; or 
(b) the date coverage would have terminated under the policy, contract, or plan had the insured, subscriber, or 

✓ ✓ ✓ ✓ ✓ ✓ na na 

https://www.revisor.mn.gov/statutes/cite/62A.095
https://www.revisor.mn.gov/statutes/cite/62A.096
https://www.revisor.mn.gov/statutes/cite/62A.3091
https://www.revisor.mn.gov/statutes/cite/62A.3092
https://www.revisor.mn.gov/statutes/cite/61B.28
https://www.revisor.mn.gov/statutes/cite/62A.146
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enrollee lived. 
… In no event shall the amount of premium or fee contributions charged exceed 102 percent of the cost to the plan 
for such period of coverage for other similarly situated spouses and dependent children who are not the survivors of 
a deceased insured, without regard to whether such cost is paid by the employer or employee. Failure of the survivor 
to make premium or fee payments within 90 days after notice of the requirement to pay the premiums or fees shall 
be a basis for the termination of the coverage without written consent. In event of termination by reason of the 
survivor's failure to make required premium or fee contributions, written notice of cancellation must be mailed to the 
survivor's last known address at least 30 days before the cancellation. If the coverage is provided under a group 
policy, contract, or plan, any required premium or fee contributions for the coverage shall be paid by the survivor to 
the group policyholder or contract holder for remittance to the insurer, nonprofit health service plan corporation, or 
health maintenance organization. 
62A.20 CONTINUATION COVERAGE OF CURRENT SPOUSE AND CHILDREN.                                       Mandated language 
Subd. 1. Requirement. Every policy …which … provides coverage to the spouse and dependent children of the insured 
shall contain: 
(1) a provision which allows the spouse and dependent children to elect to continue coverage when the insured 

becomes enrolled for benefits under Title XVIII of the Social Security Act (Medicare); and 
(2) a provision which allows the dependent children to continue coverage when they cease to be dependent 

children under the generally applicable requirement of the plan. 
Upon request by the insured or the insured's spouse or dependent child, a health carrier must provide the 
instructions necessary to enable the spouse or child to elect continuation of coverage. 
Subd. 2. Continuation privilege. The coverage described in subdivision 1 may be continued until the earlier of the 
following dates: 
(1) the date coverage would otherwise terminate under the policy; 
(2) 36 months after continuation by the spouse or dependent was elected; or 
(3) the spouse or dependent children become covered under another group health plan. 
If coverage is provided under a group policy, any required premium contributions for the coverage shall be paid by 
the insured on a monthly basis to the group policyholder for remittance to the insurer. In no event shall the amount 
of premium charged exceed 102 percent of the cost to the plan for such period of coverage for other similarly 
situated spouse and dependent children to whom subdivision 1 is not applicable, without regard to whether such cost 
is paid by the employer or employee. 

✓ ✓ ✓ ✓ ✓ ✓ na na 

62A.21 CONTINUATION AND CONVERSION PRIVILEGES FOR INSURED FORMER SPOUSES and CHILDREN                                                                                                                                                                        
Subd. 1. Break in marital relationship, termination of coverage prohibited.                                     Mandated Language   
Subd. 2a. Continuation privilege. Every policy described in subdivision 1 shall contain a provision which permits 
continuation of coverage under the policy for the insured's dependent children, which is defined as required by 
section 62A.302, and former spouse, who was covered on the day before the entry of a valid decree of dissolution of 
marriage. The coverage shall be continued until the earlier of the following dates: 
(a) the date the insured's former spouse becomes covered under any other group health plan; or 
(b) the date coverage would otherwise terminate under the policy. 
If the coverage is provided under a group policy, any required premium contributions for the coverage shall be paid 
by the insured on a monthly basis to the group policyholder for remittance to the insurer. The policy must require the 
group policyholder to, upon request, provide the insured with written verification from the insurer of the cost of this 
coverage promptly at the time of eligibility for this coverage and at any time during the continuation period. In no 
event shall the amount of premium charged exceed 102 percent of the cost to the plan for such period of coverage 
for other similarly situated spouses and dependent children with respect to whom the marital relationship has not 
dissolved, without regard to whether such cost is paid by the employer or employee. 

✓ ✓ ✓ ✓ ✓ ✓ na na 

https://www.revisor.mn.gov/statutes/cite/62A.20
https://www.revisor.mn.gov/statutes/cite/62A.21
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Upon request by the insured's former spouse, who was covered on the day before the entry of a valid decree of 
dissolution, or dependent child, a health carrier must provide the instructions necessary to enable the child or former 
spouse to elect continuation of coverage. 
Subd. 2b. Conversion privilege. An individual policy or contract issued as a conversion policy… shall be renewable at 
the option of the covered person… 

62A.59 COVERAGE OF SERVICE; PRIOR AUTHORIZATION Effective January 1, 2026                       Mandated Language 
Subdivision 1. Service for which prior authorization not required. A health carrier must not retrospectively deny or 
limit coverage of a health care service for which prior authorization was not required by the health carrier, unless 
there is evidence that the health care service was provided based on fraud or misinformation. 
Subd. 2. Service for which prior authorization required but not obtained. A health carrier must not deny or limit 
coverage of a health care service which the enrollee has already received solely on the basis of lack of prior 
authorization if the service would otherwise have been covered had the prior authorization been obtained. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.65 INDIVIDUAL MARKET REGULATION.                                                                                     Mandated Language 
Subd. 2. Guaranteed renewal. 
No individual health plan may be offered, sold, issued, or renewed to a Minnesota resident unless the health plan 
provides that the plan is guaranteed renewable at a premium rate that does not take into account the claims 
experience or any change in the health status of any covered person that occurred after the initial issuance of the 
health plan to the person. The premium rate upon renewal must also otherwise comply with this section. A health 
carrier must not refuse to renew an individual health plan, except for nonpayment of premiums, fraud, or 
misrepresentation. 

na ✓ ✓ na na na na na 

62A.65 INDIVIDUAL MARKET REGULATION.                                                                                     Mandated language 
Subd.7. Short-Term Coverage. (a) For purposes of this section, “short-term coverage” means an individual health 
plan that: 

(1) is issued to provide coverage for a period of 185 days or less, except that the health plan may permit 
coverage to continue until the end of a period of hospitalization for a condition for which the covered 
person was hospitalized on the day that coverage would otherwise have ended; 

(2) is nonrenewable, provided that the health carrier may provide coverage for one or more subsequent 
periods that satisfy clause (1), if the total of the periods of coverage do not exceed a total of 365 days out of 
any 555-day period, plus any additional days covered as a result of hospitalization on the day that a period 
of coverage would otherwise have ended; 

(3) does not cover any preexisting conditions, including ones that originated during a previous identical policy 
or contract with the same health carrier where coverage was continuous between the previous and the 
current policy or contract; and 

(4) is available with an immediate effective date without underwriting upon receipt of a completed application 
indicating eligibility under the health carrier’s eligibility requirements, provided that coverage that includes 
optional benefits may be offered on a basis that does not meet this requirement. 

(b) Short-term coverage may exclude as a preexisting condition any injury, illness, or condition for which the 
covered person had medical treatment, symptoms, or any manifestations before the effective date of the 
coverage, but dependent children born or placed for adoption during the policy period must not be subject to 
this provision. 

na na na na na na ✓ ✓ 

45 CFR § 144.103 Definitions.                                                                                                                                   Informational 
Short-term, limited-duration insurance means health insurance coverage provided pursuant to a contract with an 
issuer that: 
(2)… displays prominently in the contract and in any application, material provided in connection with enrollment in 
such coverage in at least 14 point type the language in the following: 

na na na na na na ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62a.59
https://www.revisor.mn.gov/statutes/cite/62A.65
https://www.revisor.mn.gov/statutes/cite/62A.65
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-144/subpart-A/section-144.103
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This coverage is not required to comply with certain federal market requirements for health insurance, principally 
those contained in the Affordable Care Act. Be sure to check your policy carefully to make sure you are aware of any 
exclusions or limitations regarding coverage of preexisting conditions or health benefits (such as hospitalization, 
emergency services, maternity care, preventive care, prescription drugs, and mental health and substance use 
disorder services). Your policy might also have lifetime and/or annual dollar limits on health benefits. If this coverage 
expires or you lose eligibility for this coverage, you might have to wait until an open enrollment period to get other 
health insurance coverage. 
62Q.75 PROMPT PAYMENT REQUIRED.                                                                           Operational Requirements 
(b) "Clean claim" means a claim that has no defect or impropriety, including any lack of any required substantiating 

documentation, including, but not limited to, coordination of benefits information, or particular circumstance 
requiring special treatment that prevents timely payment from being made on a claim under this section. A 
special circumstance includes, but is not limited to, a claim held pending payment of an overdue premium for 
the time period during which the expense was incurred as allowed by the Affordable Care Act. Nothing in this 
section alters an enrollee's obligation to disclose information as required by law. 

(c) "Third-party administrator" means a third-party administrator or other entity subject to section 60A.23, 
subdivision 8, and Minnesota Rules, chapter 2767. 

Subd. 2. Claims payments…All health plan companies and third-party administrators must pay or deny claims that are 
clean claims within 30 calendar days after the date upon which the health plan company or third-party administrator 
received the claim 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.751 COLLECTING DEDUCTIBLES AND COINSURANCE.                                                                                  Informational 
A health plan company shall not prohibit providers from collecting deductibles and coinsurance from patients at or 
prior to the time of service. Providers may not withhold a service to a health plan company enrollee based on a 
patient's failure to pay a deductible or coinsurance at or prior to the time of service. Overpayments by patients to 
providers must be returned to the patient by the provider by check or electronic payment within 30 days of the date 
in which the claim adjudication is received by the provider. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.56 CONTINUITY OF CARE.                                                                                                                      Mandated Language 
Subd. 1. Change in health care provider; general notification. (a) If enrollees are required to access services through 
selected primary care providers for coverage, the health plan company shall prepare a written plan that provides for 
continuity of care in the event of contract termination between the health plan company and any of the contracted 
primary care providers, specialists, or general hospital providers. 
Subd. 2. Change in health plans. (a) If an enrollee is subject to a change in health plans, the enrollee's new health 
plan company must provide, upon request, authorization to receive services that are otherwise covered under the 
terms of the new health plan through the enrollee's current provider: 
(1) for up to 120 days if the enrollee is engaged in a current course of treatment for one or more of the following 

conditions: 
(i) an acute condition; 
(ii) a life-threatening mental or physical illness; 
(iii) pregnancy 
(iv) a physical or mental disability defined as an inability to engage in one or more major life activities, provided 

that the disability has lasted or can be expected to last for at least one year, or can be expected to result in 
death; or 

(v) a disabling or chronic condition that is in an acute phase; or 
(2) for the rest of the enrollee's life if a physician certifies that the enrollee has an expected lifetime of 180 days or 

less. 

✓ ✓ ✓ ✓ ✓ ✓ na na 

62M.17 CONTINUITY OF CARE; PRIOR AUTHORIZATIONS.                                             Absence of Language (Prohibited) ✓ ✓ ✓ ✓ ✓ ✓ na na 

https://www.revisor.mn.gov/statutes/cite/62Q.75
https://www.revisor.mn.gov/statutes/cite/62Q.751
https://www.revisor.mn.gov/statutes/cite/62Q.56
https://www.revisor.mn.gov/statutes/cite/62M.17
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Subd. 1. Compliance with prior authorization approved by previous utilization review organization; change in 
health plan company. 
Subd. 2. Effect of change in prior authorization clinical criteria… 
62Q.184 STEP THERAPY OVERRIDE.                                                                                                         If included, then… 
Subd. 2. Establishment of a step therapy protocol. A health plan company shall consider available recognized 
evidence-based and peer-reviewed clinical practice guidelines when establishing a step therapy protocol. Upon 
written request of an enrollee, a health plan company shall provide any clinical review criteria applicable to a specific 
prescription drug covered by the health plan. 
Subd. 3. Step therapy override process; transparency. (a) When coverage of a prescription drug for the treatment of 
a medical condition is restricted for use by a health plan company through the use of a step therapy protocol, 
enrollees and prescribing health care providers shall have access to a clear, readily accessible, and convenient process 
to request a step therapy override. The process shall be made easily accessible on the health plan company's 
website…. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.1841 PROHIBITION ON USE OF STEP THERAPY FOR METASTATIC CANCER.        Absence of Language (Prohibited)                                                                                                                              
Subd. 2. Prohibition on use of step therapy protocols. 
A health plan that provides coverage for the treatment of stage four advanced metastatic cancer or associated 
conditions must not limit or exclude coverage for a drug approved by the United States Food and Drug Administration 
that is on the health plan's prescription drug formulary by mandating that an enrollee with stage four advanced 
metastatic cancer or associated conditions follow a step therapy protocol if the use of the approved drug is consistent 
with: 
(1) a United States Food and Drug Administration-approved indication; and 
(2) a clinical practice guideline published by the National Comprehensive Care Network. 

✓ na ✓ ✓ ✓ na ✓ ✓ 

62Q.16 MIDMONTH TERMINATION PROHIBITED.                                                             Absence of Language (Prohibited)                                                                                                                              
The termination of a person's coverage under any health plan as defined in section 62A.011, subdivision 3, with the 
exception of individual health plans, issued or renewed on or after January 1, 1995, must provide coverage until the 
end of the month in which coverage was terminated. 
* Applies to policies per ACA 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.186 PROHIBITION ON RESCISSIONS OF HEALTH PLANS.                                          Absence of Language (Prohibited)  
Subd. 2. Prohibition on rescissions. (a) A health plan company shall not rescind coverage under a health plan with 
respect to an individual, including a group to which the individual belongs or family coverage in which the individual is 
included, after the individual is covered under the health plan, unless: 
(a) the individual, or a person seeking coverage on behalf of the individual, performs an act, practice, or omission 

that constitutes fraud; or 
(3) the individual makes an intentional misrepresentation or omission of material fact, as prohibited by the terms of 

the health plan. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.107 PROHIBITED PROVISION; JUDICIAL REVIEW.                                             Absence of Language (Prohibited) 
Beginning January 1, 1999, no health plan, including the coverages described in section 62A.011, subdivision 3, 
clauses (7) and (10), may specify a standard of review upon which a court may review denial of a claim or of any other 
decision made by a health plan company with respect to an enrollee. This section prohibits limiting court review to a 
determination of whether the health plan company's decision is arbitrary and capricious, an abuse of discretion, or 
any other standard less favorable to the enrollee than a preponderance of the evidence. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.677 LIFETIME AND ANNUAL LIMITS.                                                                           Operational Requirements 
Subd. 2. Grandfathered plan limits. (a) The prohibition on lifetime limits applies to grandfathered plans providing 
individual health plan coverage or group health plan coverage. (b) The prohibition and limits on annual limits apply to 
grandfathered plans providing group health plan coverage, but do not apply to grandfathered plans providing 

✓ 
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✓ ✓ ✓ ✓ na na 

https://www.revisor.mn.gov/statutes/cite/62Q.184
https://www.revisor.mn.gov/statutes/cite/62Q.1841
https://www.revisor.mn.gov/statutes/cite/62Q.16
https://www.revisor.mn.gov/statutes/cite/62Q.186
https://www.revisor.mn.gov/statutes/cite/62Q.107
https://www.revisor.mn.gov/statutes/cite/62Q.677
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individual health plan coverage. 
Subd. 3. Prohibition on lifetime and annual limits. (a) Except as provided in subdivisions 4 and 5, a health plan 
company offering coverage under an individual or group health plan shall not establish a lifetime limit on the dollar 
amount of essential health benefits for any individual. (b) Except as provided in subdivisions 4, 5, and 6, a health plan 
company shall not establish any annual limit on the dollar amount of essential health benefits for any individual. 
Subd. 4. Nonessential benefits; out-of-network providers. (a) Subdivision 3 does not prevent a health plan company 
from placing annual or lifetime dollar limits for any individual on specific covered benefits that are not essential 
health benefits as defined in section 62Q.81, subdivision 4, to the extent that the limits are otherwise permitted 
under applicable federal or state law. (b) Subdivision 3 does not prevent a health plan company from placing an 
annual or lifetime limit for services provided by out-of-network providers. 
Subd. 9. Reinstatement. A health plan company shall comply with all provisions of the Affordable Care Act with 
regard to reinstatement of coverage for individuals whose coverage or benefits under a health plan ended by reason 
of reaching a lifetime dollar limit on the dollar value of all benefits for the individual. 
For federal law Section 2711 of the Affordable Care Act, 29 CFR 2590.715-2711 
62Q.49 ENROLLEE COST SHARING; NEGOTIATED PROVIDER PAYMENTS.                              Mandated Language 
Subd. 1. Applicability. This section applies to all health plans, as defined in section 62Q.01, subdivision 3, that provide 
coverage for health care to be provided entirely or partially: 
(1) through contracts in which health care providers agree to accept discounted charges, negotiated charges, or 

other limits on health care provider charges; 
(2) by employees of, or facilities or entities owned by, the issuer of the health plan; or 
(3) through contracts with health care providers that provide for payment to the providers on a fully or partially 

capitated basis or on any other non-fee-for-service basis. 
Subd. 2. Disclosure required. (a) All health plans included in subdivision 1 must clearly specify how the cost of health 
care used to calculate any co-payments, coinsurance, or lifetime benefits will be affected by the arrangements 
described in subdivision 1. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62C.14 SUBSCRIBER CONTRACTS.                                                                                            Operational Requirements 
Subd. 3. Free choice preserved. Nothing in a subscriber's contract shall deny the subscriber free choice of the 
provider within a particular class of providers who is to treat the subscriber, and there shall be no interference with a 
provider-subscriber relationship. 
Subd. 7. Limitation on payment of death, illness, or injury benefits. No subscriber's contract shall provide for the 
payment of any cash or other material benefit to the subscriber or the subscriber's estate on account of death, illness 
or injury, provided that a subscriber's contract may provide for the payment for services rendered by a 
nonparticipating provider to the extent such services are covered by the contract. In the event that the subscriber 
compensates the provider for services received the subscriber is subrogated to the provider's right against the service 
plan. 
Subd. 8. Limitation on subscriber contract liability. Every subscriber's contract or certificate shall provide in 
substance that the subscriber has no personal liability to the participating provider rendering health services, except 
for those services or parts of service not covered by the subscriber's contract. 
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62Q.69 COMPLAINT RESOLUTION.                                                                                                    Mandated Language 
Subd. 2. Procedures for filing a complaint.  
(a) A complainant may submit a complaint to a health plan company either by telephone or in writing. If a complaint 

is submitted orally and the resolution of the complaint, as determined by the complainant, is partially or wholly 
adverse to the complainant, or the oral complaint is not resolved to the satisfaction of the complainant, by the 
health plan company within ten days of receiving the complaint, the health plan company must inform the 
complainant that the complaint may be submitted in writing. The health plan company must also offer to 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.49
https://www.revisor.mn.gov/statutes/cite/62C.14
https://www.revisor.mn.gov/statutes/cite/62Q.69
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provide the complainant with any assistance needed to submit a written complaint, including an offer to 
complete the complaint form for a complaint that was previously submitted orally and promptly mail the 
completed form to the complainant for the complainant's the complainant's request, the health plan company 
must provide the assistance requested by the complainant. The complaint form must include the following 
information: 
(1) the telephone number of the health plan company member services or other departments or persons 

equipped to advise complainants on complaint resolution; 
(2) the address to which the form must be sent; 
(3) a description of the health plan company's internal complaint procedure and the applicable time limits; and  
(4) the toll-free telephone number of either the commissioner of health or commerce and notification that the 

complainant has the right to submit the complaint at any time to the appropriate commissioner for 
investigation. 

(b) Upon receipt of a written complaint, the health plan company must notify the complainant within ten business 
days that the complaint was received, unless the complaint is resolved to the satisfaction of the complainant 
within the ten business days. 

(c) Each health plan company must provide, in the member handbook, subscriber contract, or certification of 
coverage, a clear and concise description of how to submit a complaint and a statement that, upon request, 
assistance in submitting a written complaint is available from the health plan company. 

Subd. 3. Notification of complaint decisions.  
(a) The health plan company must notify the complainant in writing of its decision and the reasons for it as soon as 

practical but in no case later than 30 days after receipt of a written complaint. If the health plan company cannot 
make a decision within 30 days due to circumstances outside the control of the health plan company, the health 
plan company may take up to 14 additional days to notify the complainant of its decision. If the health plan 
company takes any additional days beyond the initial 30-day period to make its decision, it must inform the 
complainant, in advance, of the extension and the reasons for the extension. 

(b) For group health plans, if the decision is partially or wholly adverse to the complainant, the notification must 
inform the complainant of the right to appeal the decision to the health plan company's internal appeal process 
described in section 62Q.70 and the procedure for initiating an appeal. 

(c) For individual health plans, if the decision is partially or wholly adverse to the complainant, the notification must 
inform the complainant of the right to submit the complaint decision to the external review process described in 
section 62Q.73 and the procedure for initiating the external review process. Notwithstanding the provisions in 
this subdivision, a health plan company offering individual coverage may instead follow the process for group 
health plans outlined in paragraph (b). 

(d) The notification must also inform the complainant of the right to submit the complaint at any time to either the 
commissioner of health or commerce for investigation, and the toll-free telephone number of the appropriate 
commissioner. 

62Q.70 APPEAL OF THE COMPLAINT DECISION.                                                                                    Mandated Language 
Subd. 1. Establishment.  
(a) Each health plan company shall establish an internal appeal process for reviewing a health plan company's 

decision regarding a complaint filed in accordance with section 62Q.69. The appeal process must meet the 
requirements of this section. This section applies only to group health plans. However, a health plan company 
offering individual coverage may, pursuant to section 62Q.69, subdivision 3, paragraph (c), follow the process 
outlined in this section. 

(b) The person or persons with authority to resolve or recommend the resolution of the internal appeal must not be 
solely the same person or persons who made the complaint decision under section 62Q.69. 

(c) The internal appeal process must permit the enrollee to review the information relied upon in the course of the 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.70
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appeal and the receipt of testimony, correspondence, explanations, or other information from the complainant, 
staff persons, administrators, providers, or other persons as deemed necessary by the person or persons 
investigating or presiding over the appeal. 

(d) The enrollee must be allowed to receive continued coverage pending the outcome of the appeals process. 
Subd. 2. Procedures for filing an appeal. The health plan company must provide notice to enrollees of its internal 
appeals process in a culturally and linguistically appropriate manner consistent with the provisions of the Affordable 
Care Act. If a complainant notifies the health plan company of the complainant's desire to appeal the health plan 
company's decision regarding the complaint through the internal appeal process, the health plan company must 
provide the complainant the option for the appeal to occur either in writing or by hearing. 
Subd. 3. Notification of appeal decisions.  
(a) If a complainant appeals in writing, the health plan company must give the complainant written notice of the 

appeal decision and all key findings within 30 days of the health plan company's receipt of the complainant's 
written notice of appeal. If a complainant appeals by hearing, the health plan company must give the 
complainant written notice of the appeal decision and all key findings within 45 days of the health plan 
company's receipt of the complainant's written notice of appeal. 

(b) If the appeal decision is partially or wholly adverse to the complainant, the notice must advise the complainant 
of the right to submit the appeal decision to the external review process described in section 62Q.73 and the 
procedure for initiating the external process. 

(c) Upon the request of the complainant, the health plan company must provide the complainant with a complete 
summary of the appeal decision.   

62Q.71 NOTICE TO ENROLLEES.                                                                                                    Mandated Language 
Each health plan company shall provide to enrollees a clear and concise description of its complaint resolution 
procedure... If the health plan company does not issue a member handbook, the health plan company may provide 
the description in another written document. The description must specifically inform enrollees: 
(1) how to submit a complaint to the health plan company; 
(2) if the health plan includes utilization review requirements, how to notify the utilization review organization in a 

timely manner and how to obtain authorization for health care services; 
(3) how to request an appeal either through the procedures described in section 62Q.70, if applicable, or through 

the procedures described in chapter 62M; 
(4) of the right to file a complaint with either the commissioner of health or commerce at any time during the 

complaint and appeal process; 
(5) of the toll-free telephone number of the appropriate commissioner; and 
(6) of the right, for individual and group coverage, to obtain an external review under section 62Q.73 and a 

description of when and how that right may be exercised, including that under most circumstances an enrollee 
must exhaust the internal complaint or appeal process prior to external review. However, an enrollee may 
proceed to external review without exhausting the internal complaint or appeal process under the following 
circumstances: 
(i) the health plan company waives the exhaustion requirement; 
(ii) the health plan company is considered to have waived the exhaustion requirement by failing to 

substantially comply with any requirements including, but not limited to, time limits for internal complaints 
or appeals; or 

(iii) the enrollee has applied for an expedited external review at the same time the enrollee has applied for 
internal review under chapter 62M. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62M.02 DEFINITIONS                                                                                                                                      Mandated Language 
Subd. 1a.Adverse determination. "Adverse determination" means a decision by a utilization review organization ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62Q.71
https://www.revisor.mn.gov/statutes/cite/62m.02
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relating to an admission, extension of stay, or health care service that is partially or wholly adverse to the enrollee, 
including: 
(1) a decision to deny an admission, extension of stay, or health care service on the basis that it is not medically 

necessary; or 
(2) an authorization for a health care service that is less intensive than the health care service specified in the 

original request for authorization. 
62M.05 PROCEDURES FOR REVIEW DETERMINATION.                                                        Operational Requirements 
Subd. 1. Written procedures. A utilization review organization must have written procedures to ensure that reviews 
are conducted in accordance with the requirements of this chapter. 
Subd. 2. Concurrent review. A utilization review organization may review ongoing inpatient stays based on the 
severity or complexity of the enrollee's condition or on necessary treatment or discharge planning activities. Such 
review must not be consistently conducted on a daily basis. 
Subd. 3. Notification of adverse determinations and authorizations. A utilization review organization must have 
written procedures for providing notification of its determinations on all certifications in accordance with this section. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62Q.73 EXTERNAL REVIEW OF ADVERSE DETERMINATIONS                                                                  Mandated Language 
Subd. 3. Right to external review. 
(a) Any enrollee or anyone acting on behalf of an enrollee who has received an adverse determination may submit a 

written request for an external review of the adverse determination, if applicable under section 62Q.68, 
subdivision 1, or 62M.06, to the commissioner of health if the request involves a health plan company regulated 
by that commissioner or to the commissioner of commerce if the request involves a health plan company 
regulated by that commissioner. Notification of the enrollee's right to external review must accompany the 
denial issued by the insurer.   

(b) Nothing in this section requires the commissioner of health or commerce to independently investigate an 
adverse determination referred for independent external review. 

(c) If an enrollee requests an external review, the health plan company must participate in the external review. The 
cost of the external review must be borne by the health plan company. 

(d) The enrollee must request external review within six months from the date of the adverse determination. 
Subd. 7. Standards of review.  
(a) For an external review of any issue in an adverse determination that does not require a medical necessity 

determination, the external review must be based on whether the adverse determination was in compliance 
with the enrollee's health benefit plan or section 62Q.556, subdivision 1, paragraph (a). 

The No Surprise Act allows an external review to determine if surprise billing is applicable upon receipt of an adverse 
determination, this includes out-of-network cost sharing. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62M.05 PROCEDURES FOR REVIEW DETERMINATION.                                                                                  If included, then 
Subd. 3a. Standard review determination.  
(a) A standard review determination on all requests for utilization review must be communicated to the provider 

and enrollee in accordance with this subdivision within five business days after receiving the request, regardless 
of how the request was received, provided that all information reasonably necessary to make a determination 
on the request has been made available to the utilization review organization. 

(b) When a determination is made to authorize, notification must be provided promptly by telephone to the 
provider. The utilization review organization shall send written notification to the provider or shall maintain an 
audit trail of the determination and telephone notification. … notification satisfy the "audit trail" requirement of 
this paragraph. 

(c) When an adverse determination is made, notification must be provided within the time periods specified in 
paragraph (a) by telephone, by facsimile to a verified number, or by electronic mail to a secure electronic 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62M.05
https://www.revisor.mn.gov/statutes/cite/62q.73
https://www.revisor.mn.gov/statutes/cite/62M.05
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mailbox to the attending health care professional and hospital or physician office as applicable. Written 
notification must also be sent to the hospital or physician office as applicable and attending health care 
professional if notification occurred by telephone...Written notification must be sent to the enrollee and may be 
sent by United States mail, facsimile to a verified number, or by electronic mail to a secure mailbox. The written 
notification must include all reasons relied on by the utilization review organization for the determination and 
the process for initiating an appeal of the determination. Upon request, the utilization review organization shall 
provide the provider or enrollee with the criteria used to determine the necessity, appropriateness, and efficacy 
of the health care service and identify the database, professional treatment parameter, or other basis for the 
criteria. Reasons for an adverse determination may include, among other things, the lack of adequate 
information to authorize after a reasonable attempt has been made to contact the provider or enrollee. 

(d) When an adverse determination is made, the written notification must inform the enrollee and the attending 
health care professional of the right to submit an appeal to the internal appeal process described in section 
62M.06 and the procedure for initiating the internal appeal. The written notice shall be provided in a culturally 
and linguistically appropriate manner consistent with the provisions of the Affordable Care Act as defined under 
section 62A.011, subdivision 1a. 

Subd. 3b. Expedited review determination.   
(a) An expedited determination must be utilized if the attending health care professional believes that an expedited 

determination is warranted. 
(b) Notification of an expedited determination to authorize or an expedited adverse determination must be 

provided to the hospital, the attending health care professional, and the enrollee as expeditiously as the 
enrollee's medical condition requires, but no later than 48 hours and must include at least one business day 
after the initial request. When an expedited adverse determination is made, the utilization review organization 
must also notify the enrollee and the attending health care professional of the right to submit an appeal to the 
expedited internal appeal as described in section 62M.06 and the procedure for initiating an expedited internal 
appeal. 

Subd. 4. Failure to provide necessary information. 
A utilization review organization must have written procedures to address the failure of a provider or enrollee to 
provide the information necessary to make a determination on the request. If the enrollee or provider will not release 
the necessary information to the utilization review organization, the utilization review organization may make an 
adverse determination in accordance with its own policy or the policy described in the health benefit plan. 
Subd. 5.Notification to claims administrator. If the utilization review organization and the claims administrator are 
separate entities, the utilization review organization must forward, electronically or in writing, a notification of an 
authorization or adverse determination to the appropriate claims administrator for the health benefit plan. If it is 
determined by the claims administrator that the authorized health care service is not covered by the health benefit 
plan, the claims administrator must promptly notify the claimant and provider of this information. 
62M.06 APPEALS OF DETERMINATIONS NOT TO CERTIFY.                                                         Operational Requirements 
Subd. 1. Procedures for appeal.  
(a) A utilization review organization must have written procedures for appeals of determinations not to certify. The 

right to appeal must be available to the enrollee and to the attending health care professional.  
(b) The enrollee shall be allowed to review the information relied upon in the course of the appeal, present 

evidence and testimony as part of the appeals process, and receive continued coverage pending the outcome of 
the appeals process… 

Subd. 2. Expedited appeal.  
(a) When an adverse determination for a health care service is made prior to or during an ongoing service requiring 

review and the attending health care professional believes that the determination warrants an expedited appeal, 
the utilization review organization must ensure that the enrollee and the attending health care professional have 

✓ na ✓ ✓ ✓ na ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62M.06
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an opportunity to appeal the determination over the telephone on an expedited basis. In such an appeal, the 
utilization review organization must ensure reasonable access to its consulting physician or health care provider. 

(b) The utilization review organization shall notify the enrollee and attending health care professional by telephone 
of its determination on the expedited appeal as expeditiously as the enrollee's medical condition requires, but 
no later than 72 hours after receiving the expedited appeal. 

(c) If the adverse determination is not reversed through the expedited appeal, the utilization review organization 
must include in its notification the right to submit the appeal to the external appeal process described in section 
62Q.73 and the procedure for initiating the process. This information must be provided in writing to the enrollee 
and the attending health care professional as soon as practical. 

Subd. 3. Standard appeal. 
(a) The utilization review organization must establish procedures for appeals to be made either in writing or by 

telephone.  
(b) A utilization review organization shall notify in writing the enrollee, attending health care professional, and 

claims administrator of its determination on the appeal within 30 days upon receipt of the notice of appeal. If 
the utilization review organization cannot make a determination within 30 days due to circumstances outside 
the control of the utilization review organization, the utilization review organization may take up to 14 additional 
days to notify the enrollee, attending health care professional, and claims administrator of its determination. If 
the utilization review organization takes any additional days beyond the initial 30-day period to make its 
determination, it must inform the enrollee, attending health care professional, and claims administrator, in 
advance, of the extension and the reasons for the extension… 

62M.07 PRIOR AUTHORIZATION OF SERVICES.                                                                                          If included, then… 
Subd. 1. Written Standards. Utilization review organizations conducting prior authorization of services must have 
written standards that meet at a minimum the following requirements: 
(1) written procedures and criteria used to determine whether care is appropriate, reasonable, or medically 

necessary; 
(2) a system for providing prompt notification of its determinations to enrollees and providers and for notifying the 

provider, enrollee, or enrollee's designee of appeal procedures under clause (4); 
(3) compliance with section 62M.05, subdivisions 3a and 3b, regarding time frames for approving and disapproving 

prior authorization requests; 
(4) written procedures for appeals of denials of prior authorization which specify the responsibilities of the enrollee 

and provider, and which meet the requirements of sections 62M.06 and 72A.285, regarding release of summary 
review findings; and 

(5) procedures to ensure confidentiality of patient-specific information, consistent with applicable law. 
Subd. 2. Prior authorization of emergency services prohibited. No utilization review organization, health plan 
company, or claims administrator may conduct or require prior authorization of: 
(1) emergency confinement or an emergency service. The enrollee or the enrollee's authorized representative may 

be required to notify the health plan company, claims administrator, or utilization review organization as soon as 
reasonably possible after the beginning of the emergency confinement or emergency service; 

(2) outpatient mental health treatment or outpatient substance use disorder treatment, except for treatment 
which is a medication. Prior authorizations required for medications used for outpatient mental health 
treatment or outpatient substance use disorder treatment must be processed according to section 62M.05, 
subdivision 3b, for initial determinations, and according to section 62M.06, subdivision 2, for appeals; 

(3) antineoplastic cancer treatment that is consistent with guidelines of the National Comprehensive Cancer 
Network, except for treatment which is a medication. Prior authorizations required for medications used for 
antineoplastic cancer treatment must be processed according to section 62M.05, subdivision 3b, for initial 
determinations, and according to section 62M.06, subdivision 2, for appeals; 

✓ ✓ ✓ ✓ ✓ ✓ 
 
✓ 
 

✓ 

https://www.revisor.mn.gov/statutes/cite/62M.07
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(4) services that currently have a rating of A or B from the United States Preventive Services Task Force, 
immunizations recommended by the Advisory Committee on Immunization Practices of the Centers for Disease 
Control and Prevention, or preventive services and screenings provided to women as described in Code of 
Federal Regulations, title 45, section 147.130; 

(5) pediatric hospice services provided by a hospice provider licensed under sections 144A.75 to 144A.755; and 
(6) treatment delivered through a neonatal abstinence program operated by pediatric pain or palliative care 

subspecialists. 
Clauses (2) to (6) are effective January 1, 2026, and apply to health benefit plans offered, sold, issued, or renewed 
on or after that date. 

                                                                                                                                                                                         Operational    
Subd. 4. Submission of prior authorization requests.  
(a) If prior authorization for a health care service is required, the utilization review organization, health plan 

company, or claim administrator must allow providers to submit requests for prior authorization of the health 
care services without unreasonable delay by telephone, facsimile, or voice mail or through an electronic 
mechanism 24 hours a day, seven days a week. This subdivision does not apply to dental service covered under 
MinnesotaCare or medical assistance. 

(b) Effective January 1, 2027, for health benefit plans offered, sold, issued, or renewed on or after that date, 
utilization review organizations, health plan companies, and claims administrators must have and maintain a 
prior authorization application programming interface (API) that automates the prior authorization process for 
health care services, excluding prescription drugs and medications. The API must allow providers to determine 
whether a prior authorization is required for health care services, identify prior authorization information and 
documentation requirements, and facilitate the exchange of prior authorization requests and determinations 
from provider electronic health records or practice management systems. The API must use the Health Level 
Seven (HL7) Fast Healthcare Interoperability Resources (FHIR) standard in accordance with Code of Federal 
Regulations, title 45, section 170.215 (a)(1), and the most recent standards and guidance adopted by the United 
States Department of Health and Human Services to implement that section. Prior authorization submission 
requests for prescription drugs and medications must comply with the requirements of section 62J.497. 

Subd. 5.Treatment of a chronic condition This subdivision is effective January 1, 2026, and applies to health benefit 
plans offered, sold, issued, or renewed on or after that date. An authorization for treatment of a chronic health 
condition does not expire unless the standard of treatment for that health condition changes. A chronic health 
condition is a condition that is expected to last one year or more and: 
(1) requires ongoing medical attention to effectively manage the condition or prevent an adverse health event; or 

(iv) limits one or more activities of daily living. 

INDIVIDUAL AND GROUP ACA MARKET REQUIREMENTS         

Catastrophic plans’ parameters must comply with the current plan year’s requirements under Section 1302(e) of the 
Affordable Care Act and 45 CFR 156.155. Issuer not required to offer catastrophic plans. Q

HP
 

Is
su

er
s 

na na na na na na na 

Silver cost sharing reduction variants must be submitted and must have an in-network out of pocket maximum that 
does not exceed what is allowable for the plan year under the Reduced Maximum Annual Limitations under CFR 
156.420(a) and the design requirements under CFR 156.420(e)&(f). 

Q
HP

 
Is

su
er

s 

na na 

Q
HP

 
Is

su
er

s 

na na na na 

The in-network out of pocket maximum cannot exceed what is allowable in the plan year under 45 CFR 156.130. Self-
only limits exist for family coverage since plan year 2016. Pharmacy cost sharing accumulates towards the in-network 
out of pocket maximum. 

✓ na ✓ ✓ ✓ na na na 

Minnesota’s EHB Benchmark Plan:                                                 
(2) https://www.cms.gov/cciio/resources/data-resources/ehb.html#ehb 

 
✓ 

 
na 

 
✓ 

 
✓ 

 
na 

 
na 

 
na 

 
na 

https://www.cms.gov/marketplace/resources/data/essential-health-benefits#ehb
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62K.14 LIMITED-SCOPE PEDIATRIC DENTAL PLANS.                                                                                    Mandated Benefit 
(a) Limited-scope pediatric dental plans must be offered to the extent permitted under the Affordable Care Act: (1) 
on a guaranteed issue and guaranteed renewable basis; (2) with premiums rated on allowable rating factors used for 
health plans; and (3) without any exclusions or limitations based on preexisting conditions... 

✓ na ✓ ✓ na na na na 

62Q.81 ESSENTIAL HEALTH BENEFIT PACKAGE REQUIREMENTS.                                                  Mandated Language 
Subd. 1. Essential health benefits package.  
(a) Health plan companies offering individual and small group health plans must include the essential health 

benefits package required under section 1302(a) of the Affordable Care Act and as described in this subdivision. 
(b) The essential health benefits package means coverage that:  

(1) provides essential health benefits as outlined in the Affordable Care Act;  
(2) limits cost-sharing for such coverage in accordance with the Affordable Care Act, as described in subdivision 

2; and  
(3) subject to subdivision 3, provides bronze, silver, gold, or platinum level of coverage in accordance with the 

Affordable Care Act. 
Subd. 2. Coverage for enrollees under the age of 21. If a health plan company offers health plans in any level of 
coverage specified under section 1302(d) of the Affordable Care Act, as described in Subdivision 1, paragraph (b), 
clause (3), the health plan company shall also offer coverage in that level to individuals who have not attained 21 
years of age as of the beginning of a policy year. 
Subd. 3. Alternative compliance for catastrophic plans. A health plan company that does not provide an individual or 
small group health plan in the bronze, silver, gold, or platinum level of coverage, as described in subdivision 1, 
paragraph (b), clause (3), shall be treated as meeting the requirements of section 1302(d) of the Affordable Care Act 
with respect to any policy year if the health plan company provides a catastrophic plan that meets the requirements 
of section 1302(e) of the Affordable Care Act. 
Subd. 4. Essential health benefits; definition. For purposes of this section, "essential health benefits" has the 
meaning given under section 1302(b) of the Affordable Care Act and includes:  
(1) ambulatory patient services;  
(2) emergency services;  
(3) hospitalization;  
(4) laboratory services;  
(5) maternity and newborn care;  
(6) mental health and substance use disorder services, including behavioral health treatment;  
(7) pediatric services, including oral and vision care;  
(8) prescription drugs;  
(9) preventive and wellness services and chronic disease management;  
(10) rehabilitative and habilitative services and devices; and  
(11) additional essential health benefits included in the EHB-benchmark plan, as defined under the ACA. 
Subd. 5. Exception. This section does not apply to a dental plan described in section 1311(d)(2)(B)(ii) of the 
Affordable Care Act. 
Subd. 6. Prescription drug benefits. Predeductible, flat- dollar amount co-pay…                      Effective January 1, 2024 

✓ na ✓ ✓ na na na na 

62K.05 FEDERAL ACT; COMPLIANCE REQUIRED.                                                                                                 Informational  
A health carrier shall comply with all provisions of the Affordable Care Act to the extent that it imposes a requirement 
that applies in this state. Compliance with any provision of the Affordable Care Act is required as of the effective date 
established for that provision in the federal act, except as otherwise specifically stated earlier in state law. 

✓ na ✓ ✓ na na na 
 

a 

https://www.revisor.mn.gov/statutes/cite/62K.14
https://www.revisor.mn.gov/statutes/cite/62Q.81
https://www.revisor.mn.gov/statutes/cite/62K.05
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62K.06 METAL LEVEL MANDATORY OFFERINGS.                                                                                 Actuarial Requirement 
Subd. 1. Identification. A health carrier that offers individual or small group health plans in Minnesota must provide 
documentation to the commissioner of commerce to justify actuarial value levels as specified in section 1302(d) of 
the Affordable Care Act for all individual and small group health plans offered inside and outside of MNsure. 
Subd. 2. Minimum levels. (a) A health carrier that offers a catastrophic plan or a bronze level health plan within a 
service area in either the individual or small group market must also offer a silver level and a gold level health plan in 
that market and within that service area. 
 
Metal Levels Required See Section 1402 of the Affordable Care Act using Actuarial Value Calculator 
https://www.cms.gov/cciio/resources/regulations-and-guidance/index.html 
Minimum Value using Minimum Value Calculator, see 45 CFR 156.145. 
https://www.cms.gov/cciio/resources/regulations-and-guidance/index.html 

✓ na na ✓ na na na na 

62K.15 ANNUAL OPEN ENROLLMENT PERIODS; SPECIAL ENROLLMENT PERIODS.                                      Informational 
(a) Health carriers offering individual health plans must limit annual enrollment in the individual market to the 

annual open enrollment periods for MNsure. Nothing in this section limits the application of special or limited 
open enrollment periods as defined under the Affordable Care Act. 

(b) Health carriers offering individual health plans must inform all applicants at the time of application and enrollees 
at least annually of the open and special enrollment periods as defined under the Affordable Care Act. 

(c) Health carriers offering individual health plans must provide a special enrollment period for enrollment in the 
individual market by employees of a small employer that offers a qualified small employer health 
reimbursement arrangement in accordance with United States Code, title 26, section 9831 (d) The special 
enrollment period shall be available only to employees newly hired by a small employer offering a qualified small 
employer health reimbursement arrangement, and to employees employed by the small employer at the time 
the small employer initially offers a qualified small employer health reimbursement arrangement. For employees 
newly hired by the small employer, the special enrollment period shall last for 30 days after the employee's first 
day of employment. For employees employed by the small employer at the time the small employer initially 
offers a qualified small employer health reimbursement arrangement, the special enrollment period shall last for 
30 days after the date the arrangement is initially offered to employees. 

✓ na na ✓ na na na na 

62K.13 SERVICE AREA REQUIREMENTS.                                                                           Operational Requirements 
(a) Any health carrier that offers an individual or small group health plan, must offer the health plan in a service 

area that is at least the entire geographic area of a county unless serving a small geographic area is necessary, 
nondiscriminatory, and in the best interest of enrollees. The service area for any individual or small group health 
plan must be established without regard to racial, ethnic, language, concentrated poverty, or health status-
related factors, or other factors that exclude specific high-utilizing, high-cost, or medically underserved 
populations. 

(b) If a health carrier that offers an individual or small group health plan requests to serve less than the entire 
county, the request must be made to the commissioner of health on a form and manner determined by the 
commissioner and must provide specific data demonstrating that the service area is not discriminatory, is 
necessary, and is in the best interest of enrollees. 

(c) The commissioner of health shall enforce this section. 

✓ na na ✓ na na na na 

 
INDIVIDUAL MARKET REQUIREMENTS 
 

        

72C.10 FILING REQUIREMENTS; DUTIES OF COMMISSIONER.                                                              Informational 
Subd. 2. Contract or policy disapproval. The commissioner shall disapprove any contract or policy covered by 

✓ ✓ na na na na na na 

https://www.revisor.mn.gov/statutes/cite/62K.06
https://www.cms.gov/marketplace/resources/regulations-guidance
https://www.cms.gov/marketplace/resources/regulations-guidance
https://www.revisor.mn.gov/statutes/cite/62K.15
https://www.revisor.mn.gov/statutes/cite/62K.13
https://www.revisor.mn.gov/statutes/cite/72C.10
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subdivision 1 if the commissioner finds that: 
(a) it is not accompanied by a certified Flesch scale analysis readability score of more than 40; 
(b) it is not accompanied by the insurer's certification that the policy or contract is in its judgment readable under 

the standards of sections 72C.01 to 72C.13; 
(c) it does not comply with the readability standards established by section 72C.06; 
(d) it does not comply with the legibility standards established by section 72C.07; or 
(e) it does not comply with the format requirements established by section 72C.08. 
60A.06 KINDS OF INSURANCE PERMITTED.                                                                                                 Informational 
Subd. 3. Limitation on combination policies.  
(a) unless specifically authorized by subdivision 1, clause (4), it is unlawful to combine in one policy coverage 

permitted by subdivision 1, clauses (4) and (5)(a)… 

✓ ✓ ✓ na na na ✓ ✓ 

62A.65 INDIVIDUAL MARKET REGULATION.                                                                                     Mandated Language 
Subd. 2. Guaranteed renewal. 
Also see 45 CFR 148.122(a). 
Subd. 3a. Disclosure. 
(1) the provisions of the coverage concerning the health carrier's right to change premium rates and the factors that 

may affect changes in premium rates; and 
(2) a listing of and descriptive information, including benefits and premiums, about all individual health plans 

actively marketed by the health carrier and the availability of the individual health plans for which the individual 
is qualified. 

Subd. 5. Portability and Conversion of Coverage … no individual health plan may be offered, sold, issued, or 
renewed, to a Minnesota resident that contains a preexisting condition limitation, preexisting condition exclusion, or 
exclusionary rider…[outdated content]… The prohibition on preexisting condition … does not apply to 
individual…grandfathered plans.                                                                  Language updated per the ACA Conformity Act. 

✓ ✓ 
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na na na na na 

72A.20 METHODS, ACTS, AND PRACTICES WHICH ARE DEFINED AS UNFAIR OR DECEPTIVE. 
                                                                                                                                                     Absence of Language (Prohibited) 
(d) Subd. 28. Conversion fees prohibited. An issuer providing health coverage through conversion policies, plans, or 

contracts shall not impose a fee or charge, other than the premium, for issuing these policies, plans, or 
contracts. 

✓ ✓ 
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na na na na na 

72A.52 NOTICE REQUIREMENTS.                                                                                                                  Mandated Language 
Subd. 1. Contents. In addition to all other legal requirements a policy or contract of insurance described in section 
72A.51 shall show the name and address of the insurer and the seller of the policy or contract and shall include a 
notice, clearly and conspicuously in boldface type of a minimum size of ten points, which shall include the following 
elements: 
(1) a minimum of ten days to cancel the policy beginning on the date the policy is received by the owner; 
(2) if the policy is a replacement policy, a minimum of 30 days beginning on the date the policy is received by the 

owner. Pursuant to section 61A.57, this requirement may also be provided in a separate written notice that is 
delivered with the policy or contract; 

(3) a requirement for the return of the policy to the company or an agent of the company; 
(4) a statement that the policy is considered void from the beginning; 
(5) for policies or contracts other than a variable annuity or a variable life policy, a statement that the insurer will 

refund all premiums paid, including any fees or charges, if the policy is returned; and 
(6) a statement describing when the cancellation becomes effective. 
The insurer must return all payments made for this policy within ten days after it receives notice of cancellation and 
the returned policy. 

✓ ✓ ✓ na na na na na 

https://www.revisor.mn.gov/statutes/cite/60A.06
https://www.revisor.mn.gov/statutes/cite/62A.65
https://www.revisor.mn.gov/statutes/cite/72A.20
https://www.revisor.mn.gov/statutes/cite/72A.52
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GROUP MARKET REQUIREMENTS         

62L.03 AVAILABILITY OF COVERAGE.                                                                                                             If included, then…. 
Subd. 1. Guaranteed issue and reissue. 
Subd. 3. Minimum participation and contribution. (a) A small employer that has at least 75 percent of its eligible 
employees who have not waived coverage participating in a health benefit plan and that contributes at least 50 
percent toward the cost of coverage of each eligible employee must be guaranteed coverage on a guaranteed issue 
basis from any health carrier participating in the small employer market. The participation level of eligible employees 
must be determined at the initial offering of coverage and at the renewal date of coverage. A health carrier must not 
increase the participation requirements applicable to a small employer at any time after the small employer has been 
accepted for coverage. For the purposes of this subdivision, waiver of coverage includes only waivers due to: (1) 
coverage under another group health plan; (2) coverage under Medicare Parts A and B; or (3) coverage under medical 
assistance under chapter 256B… 
Subd. 4. Underwriting restrictions Health carriers may collect information relating to the case characteristics and 
demographic composition of small employers, as well as health status and health history information about 
employees, and dependents of employees, of small employers. 
 
Minimum participation and minimum contribution rules can be applied to small employer groups outside of the Nov. 
15 to Dec. 15 window, if uniformly applied. 45 CFR § 147.104 does not offer a large group exception to guarantee 
availability, even for large groups that do not meet minimum contribution and participation. However, contribution 
and participation are allowable rating factors in the large group market. 
Minn. Stat. § 62L.03 and §62L.12 must be reconciled with the following laws: 

• Federal guidance allows issuers to set more lenient standards, but only if applied uniformly; 
• Section 1557, 45 CFR § 147.104(e) 
• Minn. Stat. 62K.08, Minn. Stat. 62K.02, 62C.19 60K.46 Subd. 4, § 62K.05 
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na na 

60A.02 DEFINITIONS.                                                                                                                                                  Informational 
Subd. 1a. Association or associations. 
(a) "Association" or "associations" means an organized body of people who have some interest in common and that 

has at the onset a minimum of 100 persons; is organized and maintained in good faith for purposes other than 
that of obtaining insurance; and has a constitution and bylaws which provide that:  
(1) the association or associations hold regular meetings not less frequently than annually to further purposes 

of the members;  
(2) except for credit unions, the association or associations collect dues or solicit contributions from members; 
(3) the members have voting privileges and representation on the governing board and committees, which 

provide the members with control of the association including the purchase and administration of 
insurance products offered to members; and  

(4) the members are not, within the first 30 days of membership, directly solicited, offered, or sold an 
insurance policy if the policy is available as an association benefit. 

(b) An association may apply to the commissioner for a waiver of the 30-day waiting period to that association. The 
commissioner may grant the waiver upon a finding of at least three of the following:  
(1) the association is in full compliance with this subdivision;  
(2) sanctions have not been imposed against the association as a result of significant disciplinary action by the 

commissioner;  
(3) at least 80 percent of the association's income comes from dues, contributions, or sources other than 

income from the sale of insurance; or  

na na na ✓ ✓ ✓ na ✓ 

https://www.revisor.mn.gov/statutes/cite/62L.03
https://www.revisor.mn.gov/statutes/cite/60A.02
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(4) the association has been organized and maintained for at least ten years. 
62A.01 REQUIREMENTS; CERTIFICATES OF COVERAGE UNDER POLICY OF ACCIDENT AND SICKNESS 
INSURANCE                                                                                                                                                                  Informational 
Subd. 2. Equal protection  
Subd. 3. Exclusions. 

na na na ✓ ✓ ✓ na ✓ 

62L.02 DEFINITIONS.                                                                                                                                     Informational 
Subd. 11. Dependent - Mandated Benefit- if dependents are covered.             
Subd. 13. Eligible employee 
Subd. 13a. Employee 
Subd. 26. Small employer          

na na na na ✓ ✓ na ✓ 

62Q.185 GUARANTEED RENEWABILITY; LARGE EMPLOYER GROUP.                                                   Mandated Language 
(a) No health plan company, as defined in section 62Q.01, subd. 4, shall refuse to renew a health benefit plan, as 
defined in section 62L.02, subdivision 15, but issued to a large employer, as defined in section 62Q.18, subdivision 1. 

na na na na ✓ ✓ na na 

62A.10 GROUP INSURANCE.                                                                                                                        Mandated Language 
Subd. 1. Requirements. Group accident and health insurance may be issued to cover groups of not less than two 
employees nor less than ten members, and which may include the employee's or member's dependents, consisting of 
husband, wife, children, and actual dependents residing in the household. 
Subd. 4. Policy forms. No policy or certificate of group accident and health insurance may be issued or delivered in 
this state unless the same has been approved by the commissioner … These forms shall contain the standard 
provisions relating and applicable to health and accident insurance and shall conform with the other requirements of 
law relating to the contents and terms of policies of accident and sickness insurance insofar as they may be applicable 
to group accident and health insurance, and also the following provisions: 
(1) Entire contract 
(2) Master policy‐certificates 
(3) New insured  
(4) Conversion privilege 

na na ✓ 

se
e 

62
L 

✓ ✓ na ✓ 

62A.105 COVERAGES; TRANSFERS TO SUBSTANTIALLY SIMILAR PRODUCTS.                                                Informational 
Subd. 2. Requirement. If an issuer of policies or plans referred to in subdivision 1 ceases to offer a particular policy or 
subscriber contract to the general public or otherwise stops adding new insureds to the group of covered persons, 
the issuer shall allow any covered person to transfer to another substantially similar policy or contract currently being 
sold by the issuer. The issuer shall permit the transfer without any preexisting condition limitation, waiting period, or 
other restriction of any type other than those which applied to the insured under the prior policy or contract. This 
section does not apply to persons who were covered under an individual policy or contract prior to July 1, 1994 

✓ ✓ ✓ na na na na na 

62A.141 COVERAGE FOR DISABLED DEPENDENTS                                  Mandated Language- if dependents are covered 
No group policy or group plan of health and accident insurance regulated under this chapter, chapter 62C, or 62D, 
which provides for dependent coverage may be issued or renewed in this state…unless it covers the disabled 
dependents of the insured, subscriber, or enrollee of the policy or plan. For purposes of this section, a disabled 
dependent is a person that is and continues to be both: 
(1) incapable of self-sustaining employment by reason of developmental disability, mental illness or disorder, or 

physical disability; and  
(2) chiefly dependent upon the policyholder for support and maintenance. Consequently, the policy or plan shall not 

contain any provision concerning preexisting condition limitations, insurability, eligibility, or health underwriting 
approval concerning disabled dependents. 

na na ✓ ✓ ✓ ✓ na ✓ 

62A.147 DISABLED EMPLOYEES' BENEFITS; DEFINITIONS.                                                                    Mandated Language 
Subd. 2. Covered employee. "Covered employee" means any person who, at the time that person suffered an injury 

na na na ✓ ✓ ✓ na ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.01
https://www.revisor.mn.gov/statutes/cite/62A.01
https://www.revisor.mn.gov/statutes/cite/62L.02
https://www.revisor.mn.gov/statutes/cite/62Q.185
https://www.revisor.mn.gov/statutes/cite/62A.10
https://www.revisor.mn.gov/statutes/cite/62A.105
https://www.revisor.mn.gov/statutes/cite/62A.141
https://www.revisor.mn.gov/statutes/cite/62A.147
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resulting in total disability or became totally disabled by reason of illness, was employed by and receiving a salary, 
commission, hourly wage, or other remuneration for services… 
Subd. 3. Total disability. means (a) the inability of an injured or ill employee to engage in or perform the duties of the 
employee's regular occupation or employment within the first two years of such disability and (b) after the first two 
years of such disability, the inability of the employee to engage in any paid employment or work for which the 
employee may, by education and training, including rehabilitative training, be or reasonably become qualified. 
62A.148 GROUP INSURANCE; PROVISION OF BENEFITS FOR DISABLED EMPLOYEES.              Operational Requirement 
No employer or insurer of that employer shall terminate, suspend or otherwise restrict the participation in or the 
receipt of benefits otherwise payable under any program or policy of group insurance to any covered employee who 
becomes totally disabled while employed by the employer solely on account of absence caused by such total 
disability. This includes coverage of dependents of the employee. If the employee is required to pay all or any part of 
the premium for the extension of coverage, payment shall be made to the employer, by the employee. 

na na na ✓ ✓ ✓ na ✓ 

60A.082 GROUP INSURANCE; BENEFITS CONTINUED IF INSURER CHANGED.                            Operational Requirement 
A person covered under group life, group accidental death and dismemberment, group disability income or group 
medical expense insurance, shall not be denied benefits to which the person is otherwise entitled solely because of a 
change in the insurance company writing the coverage or in the group contract applicable to the person. In the case 
of one or more carriers replacing or remaining in place after one or more plans have been discontinued, each carrier 
shall accept any person who was covered under the discontinued plan or plans without denial of benefits to which 
other persons in the group covered by that carrier are entitled. "Insurance company" shall include a service plan 
corporation under chapter 62C or 62D. 
For purposes of satisfying any preexisting condition limitation, the insurance company shall credit the period of time 
the person was covered by the prior plan, if the person has maintained continuous coverage. 

na na na ✓ ✓ ✓ na ✓ 

60A.084 NOTIFICATION ON GROUP POLICIES.                                                                                  Operational Requirement 
(5) An employer providing life or health benefits may not change benefits, limit coverage, or otherwise restrict 

participation until the certificate holder or enrollee has been notified of any changes, limitations, or restrictions. 
Notice in a format which meets the requirements of the United States Department of Labor is satisfactory for 
compliance with this section. 

na na na ✓ ✓ ✓ na ✓ 

60A.085 CANCELLATION OF GROUP COVERAGE; NOTIFICATION TO COVERED PERSONS.              Mandated Language 
(a) No cancellation of any group life, group accidental death and dismemberment, group disability income, or group 

medical expense policy, plan, or contract regulated under chapter 62A or 62C is effective unless the insurer has 
made a good faith effort to notify all covered persons of the cancellation at least 30 days before the effective 
cancellation date. For purposes of this section, an insurer has made a good faith effort to notify all covered 
persons if the insurer has notified all the persons included on the list required by paragraph (b) at the home 
address given and only if the list has been updated within the last 12 months. 

(b) At the time of the application for coverage subject to paragraph (a), the insurer shall obtain an accurate list of 
the names and home addresses of all persons to be covered. 

(c) Paragraph (a) does not apply if the group policy, plan, or contract is replaced, or if the insurer has reasonable 
evidence to indicate that it will be replaced, by a substantially similar policy, plan, or contract. 

(d) In no event shall this section extend coverage under a group policy, plan, or contract more than 120 days beyond 
the date coverage would otherwise cancel based on the terms of the group policy, plan, or contract. 

(e) If coverage under the group policy, plan, or contract is extended by this section, then the time period during 
which affected members may exercise any conversion privilege provided for in the group policy, plan, or 
contract is extended for the same length of time, plus 30 days. 

na na na ✓ ✓ ✓ na ✓ 

60A.086 RETROACTIVE TERMINATION OF COVERAGE UNDER GROUP POLICIES PROHIBITED.  
Subd. 2. Requirement.                                                                                                             Absence of Language (Prohibited) na na na ✓ ✓ ✓ na ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.148
https://www.revisor.mn.gov/statutes/cite/60A.082
https://www.revisor.mn.gov/statutes/cite/60A.084
https://www.revisor.mn.gov/statutes/cite/60A.085
https://www.revisor.mn.gov/statutes/cite/60A.086
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(3) No plan of coverage described in subdivision 1 shall permit the issuer to retroactively cancel, retroactively 
rescind, or otherwise retroactively terminate the coverage of an employee, dependent, or other covered person 
under the group coverage, without the written consent of that employee, dependent, or other covered person. 
For purposes of this subdivision, "covered person" includes a person on continuation coverage or eligible for 
continuation coverage. 

62A.15 COVERAGE OF CERTAIN LICENSED HEALTH PROFESSIONAL SERVICES.                                      If included, then… 
Subd. 1. Applicability. The provisions of this section apply to all group policies… 
Subd. 2. Chiropractic services. All benefits … relating to expenses incurred for medical treatment or services of a 
physician must also include chiropractic treatment and services of a chiropractor to the extent that the chiropractic 
services and treatment are within the scope of chiropractic licensure… 
Subd. 3. Optometric services. All benefits … relating to expenses incurred for medical treatment or services of a 
physician must also include optometric treatment and services of an optometrist to the extent that the optometric 
services and treatment are within the scope of optometric licensure. 
Subd. 3a. Nursing services. All benefits … relating to expenses incurred for medical treatment or services of a duly 
licensed physician must include services provided by a registered nurse … who is certified as an advanced practice 
registered nurse… 
Subd. 3b. Acupuncture services. (b) All benefits … relating to expenses for acupuncture services that are provided by 
a physician must also include acupuncture treatment and services of a licensed acupuncture practitioner to the 
extent that the acupuncture services and treatment are within the scope of acupuncture practitioner licensure. 
Subd. 3d.Pharmacist. All benefits provided by a policy or contract referred to in subdivision 1 relating to expenses 
incurred for medical treatment or services provided by a licensed physician must include services provided by a 
licensed pharmacist, according to the requirements of section 151.01, to the extent a licensed pharmacist's services 
are within the pharmacist's scope of practice. 

na na ✓ ✓ ✓ ✓ na ✓ 

62A.17 TERMINATION OF OR LAYOFF FROM EMPLOYMENT; CONTINUATION AND CONVERSION RIGHTS.                                                                                                                                                  
Subd. 1. Continuation of coverage.                                                                                                            Mandated Language 
Subd. 2. Responsibility of employee. 
Subd. 4. Responsibility of employer.  
Subd. 5. Notice of options. 

na na na ✓ ✓ ✓ na ✓ 

62Q.16 MIDMONTH TERMINATION PROHIBITED.                                                            Absence of Language (Prohibited) 
The termination of a person's coverage under any health plan as defined in section 62A.011, subdivision 3, with the 
exception of individual health plans, issued or renewed on or after January 1, 1995, must provide coverage until the 
end of the month in which coverage was terminated. 

na na na ✓ ✓ ✓ na ✓ 

62Q.18 PORTABILITY OF COVERAGE.                                                                                                          Mandated Language 
Subd. 7. Portability of coverage. Effective July 1, 1994, no health plan company shall offer, sell, issue, or renew any 
group health plan that does not, with respect to individuals who maintain continuous coverage and who qualify 
under the group's eligibility requirements: 
(1) make coverage available on a guaranteed issue basis; 
(2) give full credit for previous continuous coverage against any applicable preexisting condition limitation or 

preexisting condition exclusion; and 
(3) with respect to a group health plan offered, sold, issued, or renewed to a large employer, impose preexisting 

condition limitations or preexisting condition exclusions except to the extent that would be permitted under 
chapter 62L if the group sponsor were a small employer as defined in section 62L.02, subdivision 26. 

Subd. 10. Guaranteed issue. No health plan company shall offer, sell, or issue any health plan that does not make 
coverage available on a guaranteed issue basis in accordance with the Affordable Care Act.                                                                               

na na na ✓ ✓ ✓ na na 

§ 2708 ON 90-DAY WAITING PERIOD LIMITATION UNDER PUBLIC HEALTH SERVICE ACT  na na na ✓ ✓ ✓ na na 

https://www.revisor.mn.gov/statutes/cite/62A.15
https://www.revisor.mn.gov/statutes/cite/62A.17
https://www.revisor.mn.gov/statutes/cite/62Q.16
https://www.revisor.mn.gov/statutes/cite/62Q.18
https://www.irs.gov/pub/irs-drop/n-12-59.pdf
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A. WAITING PERIOD DEFINED.                                                                                                                          If included, then… 
A group health plan and a health insurance issuer offering group coverage may not use a waiting period that exceeds 
90 days. A waiting period is the period of time that must pass before coverage for an employee or dependent who is 
otherwise eligible to enroll under the terms of the plan can become effective. For this purpose, being eligible for 
coverage means having met the plan’s substantive eligibility conditions (such as being in an eligible job classification 
or achieving job-related licensure requirements specified in the plan’s terms) 
62A.046 COORDINATION OF BENEFITS.                                                                                         If included, then… 
Subd. 1. Limitation on denial of coverage; payment. No group contract…which is responsible for secondary coverage 
for services provided, may deny coverage or payment of the amount it owes as a secondary payor solely on the basis 
of the failure of another group contract, which is responsible for primary coverage, to pay for those services. 
Subd. 2. Dependent coverage. A group contract which provides coverage of a claimant as a dependent of a parent 
who has legal responsibility for the dependent's medical care pursuant to a court order under section 518A.41 must 
make payments directly to the provider of care, the custodial parent, or the Department of Human Services pursuant 
to section 62A.045. In such cases, liability to the insured is satisfied to the extent of benefit payments made under 
this section 
Subd. 6. Coordination of benefits. Insurers, vendors of risk management services, nonprofit health service plan 
corporations, fraternals, and health maintenance organizations may coordinate benefits to prohibit greater than 100 
percent coverage when an insured, subscriber, or enrollee is covered by both an individual and a group contract 
providing coverage for hospital and medical treatment or expenses. Benefits coordinated under this paragraph must 
provide for 100 percent coverage of an insured, subscriber, or enrollee. To the extent appropriate, all coordination of 
benefits provisions currently applicable by law or rule to insurers, vendors of risk management services, nonprofit 
health service plan corporations, fraternals, and health maintenance organizations, shall apply to coordination of 
benefits between individual and group contracts. Notwithstanding the definition of "plan" in Minnesota Rules, parts 
2742.0200, subpart 2, and 4685.0910, subpart 7, an individual contract must coordinate benefits with a group 
contract under this subdivision consistent with applicable coordination of benefit rules. When a covered person's 
other coverage is Medicare or TRICARE, a health plan company must determine primacy and coordinate benefits in 
accordance with the Medicare Secondary Payor or TRICARE provisions of federal law…. 
Subd. 7. High-deductible health plans. If a health carrier is advised by a covered person that all health plans covering 
the person are high-deductible health plans and the person intends to contribute to a health savings account 
established in accordance with section 223 of the Internal Revenue Code of 1986, the primary high-deductible health 
plan's deductible is not an allowable expense, except for any health care expense incurred that may not be subject to 
the deductible as described in section 223(c)(2)(C) of the Internal Revenue Code of 1986. 

Pr
im
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y 

Pr
im

ar
y 

Pr
im
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✓ ✓ ✓ 

Pr
im

ar
y 

✓ 

CHAPTER 2742, COORDINATION OF HEALTH INSURANCE BENEFITS.                                                      If included, then… 
2742.0100 PURPOSE AND SCOPE. 
2742.0200 DEFINITIONS. 
2742.0300 MODEL COORDINATION OF BENEFITS CONTRACT PROVISION. 

Subp. 3. Prohibited coordination and benefit design.  
Subp. 4. Text of model coordination of benefits provision. 

2742.0400 RULES FOR COORDINATION OF BENEFITS. 
Subp. 2. Dependent child/parents not separated or divorced.  
Subp. 3. Longer/shorter length of coverage. 

Subp. 4. Reduction in plan's benefits when it is secondary. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.046
https://www.revisor.mn.gov/rules/2742/
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62Q.54 REFERRALS FOR RESIDENTS OF HEALTH CARE FACILITIES.                                                       If included, then… 
If an enrollee is a resident of a health care facility licensed under chapter 144A or a housing with services 
establishment registered under chapter 144D, the enrollee's primary care physician must refer the enrollee to that 
facility's skilled nursing unit or that facility's appropriate care setting, provided that the health plan company and the 
provider can best meet the patient's needs in that setting, if the following conditions are met: 
(1) The facility agrees to be reimbursed at that health plan company's contract rate negotiated with similar 

providers for the same services and supplies; and  
(2) the facility meets all guidelines established by the health plan company related to quality of care, utilization, 

referral authorization, risk assumption, use of health plan company network, and other criteria applicable to 
providers under contract for the same services and supplies. 

✓ na ✓ ✓ ✓ na ✓ ✓ 

62L.06 DISCLOSURE OF UNDERWRITING RATING PRACTICES.                                                                          Informational 
When offering or renewing a health benefit plan, health carriers shall disclose in all solicitation and sales materials: 
(1) provisions concerning the health carrier's right to change premium rates; 
(2) provisions relating to renewability of coverage; 
(3) the application of any provider network limitations and their effect on eligibility for benefits; and 
the ability of small employers to insure eligible employees and dependents currently receiving coverage from the 
Comprehensive Health Association. 

na na na ✓ ✓ na ✓ ✓ 

62L.07 SMALL EMPLOYER REQUIREMENTS.                                                                                                           Informational  
 Subd. 1. Verification of eligibility 
 Subd. 2. Waivers. 

na na na ✓ ✓ na ✓ ✓ 

62L.09 CESSATION OF SMALL EMPLOYER BUSINESS                                                                                           Informational 
Subd. 1. Notice to commissioner 
Subd. 3. Reentry prohibition 
Subd. 4. Continuing assessment liability 

na na na ✓ ✓ na ✓ ✓ 

62L.12 PROHIBITED PRACTICES.                                                                                                                              Informational 
Subd. 1. Prohibition on issuance of individual policies. 
Subd. 2. Exceptions. 
Subd. 4. Employer prohibition. 
Subd. 5. Sale of other products. 

na na na ✓ ✓ na ✓ ✓ 

62Q.545 COVERAGE OF HOME CARE NURSING.                                                                                           If included, then… 
(a) Home care nursing services…shall be covered under a health plan for persons who are concurrently covered by 

both the health plan and enrolled in medical assistance under chapter 256B. 
(b) For purposes of this section, a period of home care nursing services may be subject to the co- payment, 

coinsurance, deductible, or other enrollee cost-sharing requirements that apply under the health plan. Cost-
sharing requirements for home care nursing services must not place a greater financial burden on the insured or 
enrollee than those requirements applied by the health plan to other similar services or benefits. Nothing in this 
section is intended to prevent a health plan company from requiring prior authorization by the health plan 
company for such services as required by section 256B.0625, subdivision 7, or use of contracted providers under 
the applicable provisions of the health plan. 

✓ na ✓ ✓ ✓ na ✓ ✓ 

62K.11 BALANCE BILLING PROHIBITED.                                                                                Absence of Language (Prohibited) 
(a) A network provider is prohibited from billing an enrollee for any amount in excess of the allowable amount the 

health carrier has contracted for with the provider as total payment for the health care service. A network 
provider is permitted to bill an enrollee the approved co-payment, deductible, or coinsurance. 

(b) A network provider is permitted to bill an enrollee for services not covered by the enrollee's health plan as long 
as the enrollee agrees in writing in advance before the service is performed to pay for the non-covered service. 

✓ na na ✓ na na na na 

https://www.revisor.mn.gov/statutes/cite/62Q.54
https://www.revisor.mn.gov/statutes/cite/62L.06
https://www.revisor.mn.gov/statutes/cite/62L.07
https://www.revisor.mn.gov/statutes/cite/62L.09
https://www.revisor.mn.gov/statutes/cite/62L.12
https://www.revisor.mn.gov/statutes/cite/62Q.545
https://www.revisor.mn.gov/statutes/cite/62K.11
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62J.23 PROVIDER CONFLICTS OF INTEREST.                                                                                                          Informational  
Subd. 1. Rules prohibiting conflicts of interest.  
Subd.  2. Restrictions. 
Subd. 3. Penalty. 
Subd. 4. Chapter 62N networks.                                             
Subd. 5.  Audits of exempt providers. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62J.60 MINNESOTA UNIFORM HEALTH CARE IDENTIFICATION CARD.                                       Operational Requirement 
Subd. 1. Requirements for identification card. 
Subd. 2. General characteristics   
Subd. 2a. Issuance. A new Minnesota uniform health care identification card must be issued to individuals upon 
enrollment. 
No Surprise Act requires insurance ID cards that list both the in-network and out-of-network deductibles & maximum 
out of pocket maximum limits. Please verify contact information only includes the Department of Commerce  

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62J.807 DENIAL OF HEALTH TREATMENT OR SERVICES DUE TO OUTSTANDING MEDICAL DEBT  
Operational Requirement 

(a) A health care provider must not deny medically necessary health treatment or services to a patient or any 
member of the patient's family or household because of current or previous outstanding medical debt owed by 
the patient or any member of the patient's family or household to the health care provider, regardless of 
whether the health treatment or service may be available from another health care provider. 

(b) As a condition of providing medically necessary health treatment or services in the circumstances described in 
paragraph (a), a health care provider may require the patient to enroll in a payment plan for the outstanding 
medical debt owed to the health care provider. The payment plan must be reasonable and must take into 
account any information disclosed by the patient regarding the patient's ability to pay. Before entering into the 
payment plan, a health care provider must notify the patient that if the patient is unable to make all or part of 
the agreed-upon installment payments, the patient must communicate the patient's situation to the health care 
provider and must pay an amount the patient can afford. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62J.808 BILLING ERRORS; HEALTH TREATMENT OR SERVICES                              .                        Operational Requirement 
Subdivision 1.Billing and acceptance of payment 
Subd. 2.Notice to patient of potential billing error 
Subd. 3.Notice to patient of completed review 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62J.81 DISCLOSURE OF PAYMENTS FOR HEALTH CARE SERVICES.                                                  Mandated Language 
Subd. 1a. Required disclosure by health plan company. 
(a) A health plan company, as defined in section 62J.03, subdivision 10, shall, at the request of an enrollee intending 

to receive specific health care services or the enrollee's designee, provide that enrollee with a good faith 
estimate of the allowable amount the health plan company has contracted for with a specified provider within 
the network as total payment for a health care service specified by the enrollee and the portion of the allowable 
amount due from the enrollee and the enrollee's out-of-pocket costs. An estimate provided to an enrollee under 
this paragraph is not a legally binding estimate of the allowable amount or enrollee's out-of-pocket cost. 

(b) The information required under this subdivision must be provided by the health plan company to an enrollee 
within ten business days from the day a complete request was received by the health plan company…   

✓ na ✓ ✓ ✓ na ✓ ✓ 

62J.81 DISCLOSURE OF PAYMENTS FOR HEALTH CARE SERVICES.                                                  Mandated Language 
Subd. 6. Prescription drug benefits.   
A health plan company that offers individual or small group health plans must ensure that, in each geographic area 
the health plan company services, no fewer than one silver plan and one gold plan the health plan company offers 
apply a pre-deductible, flat-dollar amount co-payment structure to the entire drug benefit, including all tiers.                                                                               

✓ na ✓ ✓ na na na na 

https://www.revisor.mn.gov/statutes/cite/62J.23
https://www.revisor.mn.gov/statutes/cite/62J.60
https://www.revisor.mn.gov/statutes/cite/62j.807
https://www.revisor.mn.gov/statutes/cite/62j.808
https://www.revisor.mn.gov/statutes/cite/62J.81
https://www.revisor.mn.gov/statutes/cite/62J.81
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62J.84 PRESCRIPTION DRUG PRICE TRANSPARENCY                                                                                         Informational 
Subd. 2.Definitions 
Subd. 3.Prescription drug price increases reporting 
Subd. 4.New prescription drug price reporting 
Subd. 5.Newly acquired prescription drug price reporting [Repealed, 2023 c 70 art 2 s 43] 
Subd. 8.Enforcement and penalties 
The No Surprise Act requires health plans to offer a price comparison tool for consumers. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62J.76 NON-PREEMPTION.                                                                                                                                       Informational  
(c) Nothing in the Patient Protection Act preempts or replaces requirements related to patient protections that are 

more protective of patient rights than the requirements established by the Patient Protection Act. 
✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62K.07 INFORMATION DISCLOSURES.                                                                                                    Rate Filing Requirement 
Subd. 2. Prescription drug costs. *    
(a) Each health carrier that offers a prescription drug benefit in its individual health plans or small group health 

plans shall include in the applicable rate filing required under section 62A.02 the following information about 
covered prescription drugs: 
(1) the 25 most frequently prescribed drugs in the previous plan year; 
(2) the 25 most costly prescription drugs as a portion of the individual health plan's or small group health plan's 

total annual expenditures in the previous plan year; 
(3) the 25 prescription drugs that have caused the greatest increase in total individual health plan or small 

group health plan spending in the previous plan year; 
(4) the projected impact of the cost of prescription drugs on premium rates; 
(5) if any health plan offered by the health carrier requires enrollees to pay cost-sharing on any covered 

prescription drugs including deductibles, co-payments, or coinsurance in an amount that is greater than the 
amount the enrollee's health plan would pay for the drug absent the applicable enrollee cost-sharing and 
after accounting for any rebate amount; and 

(6) if the health carrier prohibits third-party payments including manufacturer drug discounts or coupons that 
cover all or a portion of an enrollee's cost-sharing requirements including deductibles, co-payments, or 
coinsurance from applying toward the enrollee's cost-sharing obligations under the enrollee's health plan. 

(b) The commissioner of commerce, in consultation with the commissioner of health, shall release a summary of the 
information reported in paragraph (a) at the same time as the information required under section 62A.02, 
subdivision 2, paragraph (c). 

Subd. 3. Enforcement. The commissioner of commerce shall enforce this section. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62K.075 PROVIDER NETWORK NOTIFICATIONS.                                                                           Operational Requirements 
(a) A health carrier must provide on the carrier's website the provider network for each product offered by the 

carrier and must update the carrier's website at least once a month with any changes to the carrier's provider 
network, including provider changes from in-network status to out-of-network status. A health carrier must also 
provide on the carrier's website, for each product offered by the carrier, a list of the current waivers of the 
requirements in section 62K.10, subdivision 2 or 3, in a format that is easily accessed and searchable by enrollees 
and prospective enrollees. 

(b) Upon notification from an enrollee, a health carrier must reprocess any claim for services provided by a provider 
whose status has changed from in-network to out-of-network as an in- network claim if the service was provided 
after the network change went into effect but before the change was posted as required under paragraph (a) 
unless the health carrier notified the enrollee of the network change prior to the service being provided. This 
paragraph does not apply if the health carrier is able to verify that the health carrier's website displayed the 
correct provider network status on the health carrier's website at the time the service was provided. 

✓ na na ✓ na na na na 

https://www.revisor.mn.gov/statutes/cite/62J.84
https://www.revisor.mn.gov/statutes/cite/62J.76
https://www.revisor.mn.gov/statutes/cite/62K.07
https://www.revisor.mn.gov/statutes/cite/62K.075
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(c) The limitations of section 62Q.56, subd. 2a, shall apply to payments required by paragraph (b).      
62K.08 MARKETING STANDARDS.                                                                                             Operational Requirements 
Subd. 1. Marketing. 
(a) A health carrier offering individual or small group health plans must comply with all applicable provisions of the 

Affordable Care Act, including, but not limited to, the following: 
(1) compliance with all state laws pertaining to the marketing of individual or small group health plans; and 
(2) establishing marketing practices and benefit designs that will not have the effect of discouraging the 

enrollment of individuals with significant health needs in the health plan. 
(c) No marketing materials may lead consumers to believe that all health care needs will be covered 

✓ na na ✓ na na na na 

62K.09 ACCREDITATION STANDARDS.                                                                                                                   Informational 
Subd. 1. Accreditation; general.  
(a) A health carrier that offers any individual or small group health plans in Minnesota outside of MNsure must be 

accredited in accordance with this subdivision. A health carrier must obtain accreditation through URACT, the 
National Committee for Quality Assurance (NCQA), or any entity recognized by the United States Department of 
Health and Human Services for accreditation of health insurance issuers or health plans by January 1, 2018. 
Proof of accreditation must be submitted to the commissioner of health in a form prescribed by the 
commissioner of health. 

(b) A health carrier that rents a provider network is exempt from this subdivision, unless it is part of a holding 
company as defined in section 60D.15 that in aggregate exceeds ten percent market share in either the 
individual or small group market in Minnesota. 

Subd.2. Accreditation; MNsure.  
(a) MNsure shall require all health carriers offering a qualified health plan through MNsure to obtain the 

appropriate level of accreditation… A health carrier must take the first step of accreditation process during the 
first year in which it offers a qualified health plan. A health carrier that offers a qualified health plan on January 
1, 2014, must obtain accreditation by the end of the 2016 plan year. 

Subd. 3. Oversight. A health carrier shall comply with a request from the commissioner of health to confirm 
accreditation or progress toward accreditation. 

✓ na na ✓ na na na na 

62K.10 GEOGRAPHIC ACCESSIBILITY; PROVIDER NETWORK ADEQUACY.                                             Informational 
Subd. 1. Applicability.  
(a) This section applies to all health carriers that either require an enrollee to use or that create incentives, including 

financial incentives, for an enrollee to use, health care providers that are managed, owned, under contract with, 
or employed by the health carrier. A health carrier that does not manage, own, or contract directly with 
providers in Minnesota is exempt from this section, unless it is part of a holding company as defined in section 
60D.15 that in aggregate exceeds ten percent in either the individual or small group market in Minnesota. 

(b) Health carriers renting provider networks from other entities must submit the rental agreement or contract to 
the commissioner of health for approval. In reviewing the agreements or contracts, the commissioner shall 
review the agreement or contract to ensure that the entity contracting with health care providers accepts 
responsibility to meet the requirements in this section. 

Subd. 1a. Health care provider system access. 
Subd. 2. Primary care; mental health services; general hospital services. Subd. 3. Other health services. 
Subd. 4. Network Adequacy   
Subd. 5. Waiver. 
Subd. 6. Referral centers. 
Subd. 7. Essential community providers. Each health carrier must comply with section 62Q.19. 
Subd. 8. Enforcement. The commissioner of health shall enforce this section. 

✓ na na ✓ na na na na 

https://www.revisor.mn.gov/statutes/cite/62K.08
https://www.revisor.mn.gov/statutes/cite/62K.08
https://www.revisor.mn.gov/statutes/cite/62K.10
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62K.12 QUALITY ASSURANCE AND IMPROVEMENT.                                           Operational Requirement  
Subd. 1. General.  
(a) All health carriers offering an individual health plan or small group health plan must have a written internal 

quality assurance and improvement program that, at a minimum:  
(1) provides for ongoing evaluation of the quality of health care provided to its enrollees; 
(2) periodically reports the evaluation of the quality of health care to the health carrier's governing body; 
(3) follows policies and procedures for the selection and credentialing of network providers that is consistent 

with community standards;  
(4) conducts focused studies directed at problems, potential problems, or areas with potential for 

improvements in care;  
(5) conducts enrollee satisfaction surveys and monitors oral and written complaints submitted by enrollees or 

members; and  
(6) collects and reports Health Effectiveness Data and Information Set (HEDIS) measures and conducts other 

quality assessment and improvement activities as directed by the commissioner of health. 
Subd. 2. Exemption.                                                                                                                                        
Subd. 3. Waiver.                                                                                                                                         
Subd. 4. Enforcement 

✓ na na ✓ na na na na 

https://www.revisor.mn.gov/statutes/cite/62K.12
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Gender rating is prohibited (see 62A.65 Subd.4 and 62A.306) 
Some policies combine a mix of fixed and expense-based reimbursements. Whether a plan does or does not qualify as 
“fixed indemnity” (and thus certain loss ratio requirements and exemptions from many of the state benefit mandates 
listed above) depends on the demonstration and justification of compliance with the 50 percent rule found in 
62A.135(a). Actuaries should supply justification where hybrid benefit design exists. Note that caps on expense 
reimbursements are considered fixed to the extent they are triggered. 
The anticipated loss ratio must be shown in the Actuarial Memorandum (xx.x%) 
• Any additional costs to consumers, such as application and/or periodic filing fee, must be explicitly called out in 

the Actuarial Memorandum and the form filing in order to be allowed, and further incorporated into the 
denominator of anticipated loss ratio. 

• Lifetime loss ratio justifications are not considered reasonable. 
The actuary is expected to document data sources and rating methods in the Actuarial Memorandum. 
The actuary is expected to document the forms numbers to which the Actuarial Memorandum applies. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

To expedite the review process, actuaries are encouraged to review their previous rate filing objections and 
communications. Reflection of past objections, conclusions, or information requests will help to reduce the amount 
of review time and repetitive errors. 
Provide separate identification and justification of how each of the following items developed the final proposed rate: 
• State premium tax, state assessments, and state fees (2% premium tax for insurers, 1% for health service 

corporations) 
• State and federal income taxes 
• Administrative costs 
• Commissions 
• Profit/risk margins 
• Health insurer Fee: note that the moratorium status of this federal tax is expected to be reflected reasonable as 

applicable to the time frame for the rate filing. 
• If the actuary is using national claims data to justify the rate request via credibility, then this data must be 

adjusted in order to take into account that Minnesota is different from other states in terms of coverage and 
provider cost/practice patterns. Short term plans also must take into account state differences in non-
renewability and duration. 

Additional rating guidance regarding non-grandfathered Individual and Small Group plans can be found in the Annual 
Instructions Guide. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.02 POLICY FORMS. 
Subd.3. Standards for disapproval. (a) The commissioner shall, within 60 days after filing of any form or rate, 
disapprove the form or rate: 
(1) if the benefits provided are not reasonable in relation to the premium charged; 
(2) if it contains a provision or provisions which are unjust, unfair, inequitable, misleading, deceptive or encouraging 

misrepresentation of the health plan form, or otherwise does not comply with this chapter, chapter 62L, or 
chapter 72A; 

(3) if the proposed premium rate is excessive or not adequate; or 
(4) the actuarial reasons and data submitted do not justify the rate. 
The party proposing a rate has the burden of providing by a preponderance of the evidence that it does not violate 
this subdivision. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.021 HEALTH CARE POLICY RATES. ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.02
https://www.revisor.mn.gov/statutes/cite/62A.021
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Subd. 1. Loss ratio standards. 
(1) Subd. 3. Loss ratio disclosure. 
62A.023 NOTICE OF RATE CHANGE. 
A health insurer or service plan corporation must send written notice to its policyholders and contract holders at their 
last known address at least 30 days in advance of the effective date of a proposed rate change. This notice 
requirement does not apply to individual certificate holders covered by group insurance policies or group subscriber 
contracts. 

✓ ✓ na na na na ✓ ✓ 

RATE/RULE SCHEDULE 
The elements on the rate/rule schedule of the rate filing must be completed. Actual rates for all Minnesotans must be 
specifically shown in the Rate/Rule Schedule. This item will be approved. Future rate inflation schedules will not be 
approved. A new rate filing is required in order to revise rates or rate manual trends past a one-year period. If any 
rate information changes from its initial values, the issuer must make a “post submission” request. If you need help in 
submitting the “post submission” request; review the SERFF User Manual, or contact SERFF at 816-783-8990 or 
serffhelp@naic.org 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

RATING ADJUSTMENT JUSTIFICATION 
Actuaries are generally encouraged to increase the documentation and actuarial justification of the following topics: 
• The Actuarial Memorandum with more than one network should have network factors explicitly shown and 

actuarially justified, using emerging experience as the data’s credibility improves. 
• The Actuarial Memorandum should incorporate emerging area cost differences based on recent risk-adjusted 

rating area experience. 
• The Actuarial Memorandum with smoking factors should evaluate emerging experience and consider this data’s 

statistical credibility. 
For grandfathered and short-term plans that may use industry, group size, or other rating factors, it is expected that 
these rating factors were developed so as not to double-count the effect of gender, geography and aging. These are 
highly covariant factors, and basing these factors on single regression modeling will be unacceptable. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

FIVE YEAR EXHIBIT 
• Incurred Claims, Earned Premiums, Member Months 
• Loss Ratio Experienced (State and Federal) 
• Rate Increase History 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

TRADE SECRET REQUIREMENTS 
Trade secret requests are reviewed by the Departments and are denied, approved, or marked as “under review” for 
later legal determination as needed. The Departments generally post the non- trade secret data contained on Rate 
and Form Filings via SERFF. This occurs after the rates and forms have been approved and certified, and upon the 
implementation date of the Rate/Form Filings. Trade secret status may change at a future date if the Departments 
find that the information has not continued to meet Minnesota’s law. If the issuer makes information known to 
enough people it will not qualify as closely held data. An example of lost trade secret status includes when such data 
matches what is publicly released on another state’s insurance filing website, a media story, or the issuer’s own 
website. 
When requesting filing materials be designated as trade secret information, issuers must address the Requirements 
set out in the Minnesota Government Data Practices Act, Minnesota Statutes, Chapter 13. Minn. Stat. §13.03 Subd. 1, 
which states that all government data collected, created, received, maintained or disseminated by a state agency 
shall be public unless otherwise classified by state or Federal law as nonpublic data. 

✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

62A.024 EXPLANATIONS OF RATE INCREASES; ATTRIBUTION TO STATUTORY CHANGES. ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

https://www.revisor.mn.gov/statutes/cite/62A.023
mailto:serffhelp@naic.org
https://www.revisor.mn.gov/statutes/cite/62A.024
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If any health carrier, as defined in section 62A.011, informs a policyholder or contract holder that a rate increase is 
due to a statutory change, the health carrier must disclose the specific amount of the rate increase directly due to the 
statutory change and must identify the specific statutory change. This disclosure must also separate any rate increase 
due to medical inflation or other reasons from the rate increase directly due to statutory changes in this chapter, 
chapter 62C, 62D, 62E, 62H, 62J, 62L, or 64B. 
62K.07 INFORMATION DISCLOSURES. 
Subdivision 1 Generally 
(a) A health carrier offering individual or small group health plans must submit the following information in a format 

determined by the commissioner of commerce: 
(1) claims payment policies and practices; 
(2) periodic financial disclosures; 
(3) data on enrollment; 
(4) data on disenrollment; 
(5) data on the number of claims that are denied; 
(6) data on rating practices; 
(7) information on cost-sharing and payments with respect to out-of-network coverage; and 
(8) other information required by the secretary of the United States Department of Health and Human Services 

under the Affordable Care Act. 
(a) A health carrier offering an individual or small group health plan must comply with all information disclosure 

requirements of all applicable state and federal law, including the Affordable Care Act.  
(b) Except for qualified health plans sold on MNsure, information reported under paragraph (a), clauses (3) and (4), 

is nonpublic data as defined under section 13.02, subdivision 9. 

✓ na na ✓ na na na na 

https://www.revisor.mn.gov/statutes/cite/62K.07
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Basic Disclosure Requirements for Welfare Benefit Plans Under ERISA Title I 
(1) Summary Plan Description 
(2) Summary of Material Modification 
(3) Summary Annual Report 
(4) Notification of Benefit Determination 
(5) Summary of Material Reduction in Covered Services or Benefits 
(6) Plan Documents 
(7) COBRA Notices 
(8) Medical Child Support Order 
(9) Special Enrollment Rights 
(10) Wellness Program Disclosures 
(11) Newborns’ Act and Description of Rights 
(12) Women’s Health and Cancer Rights Act Notices 
(13) Mental Health Parity and Addiction Equity Act 
(14) MHPAEA Claims Denial Notice & Increase Cost Exemption 
(15) Grandfathered Plan Disclosure/Notice 
(16) Summary of Benefits and Coverage and Uniform Glossary 
(17) Notice Regarding Designation of a Primary Care Provider 
(18) EBSA Form 700 
(19) Internal Claims and Appeals and External Review Notices 
(20) External Review Process Disclosure 
Federal Employer Compliance Assistance Guides 
The Affordable Care Act (ACA), Health Insurance Portability and Accountability Act (HIPAA), Genetic Information Nondiscrimination Act, Mental Health Parity 
Provisions, Newborns’ and Mothers’ Health Protection Act, Women’s Health and Cancer Rights Act 
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource- center/publications/compliance-assistance-guide.pdf 

Medical Loss Ratio (MLR) Insurance Rebate - http://cciio.cms.gov/programs/marketreforms/mlr/index.html and 
http://cciio.cms.gov/resources/factsheets/mlrfinalrule.html and potential tax consequences of the rebate at https://www.irs.gov/newsroom/medical-
loss-ratio-mlr-faqs and contact info MLRQuestions@cms.hhs.gov 

Incentives for Nondiscriminatory Wellness Programs in Group Health Plans at https://www.federalregister.gov/documents/2013/06/03/2013-
12916/incentives-for- nondiscriminatory-wellness-programs-in-group-health-plans 
Incentives for Nondiscriminatory Wellness Programs in Group Health Plans at https://www.federalregister.gov/documents/2013/06/03/2013-
12916/incentives-for- nondiscriminatory-wellness-programs-in-group-health-plans 

Understanding Your Fiduciary Responsibilities Under a Group Health Plan, available at www.dol.gov/sites/default/files/ebsa/about-ebsa/our-
activities/resource- center/publications/understanding-your-fiduciary-responsibilities-under-a-group-health-plan.pdf 

An Employer’s Guide to Group Health Plan Continuation Coverage Under COBRA, available at www.dol.gov/sites/default/files/ebsa/about-ebsa/our-
activities/resource-center/publications/an- employers-guide-to-group-health-continuation-coverage-under-cobra.pdf. 

Multiple Employer Welfare Arrangements Under the Employee Retirement Income Security Act (ERISA): A Guide to Federal and State Regulation, 
available at www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource- center/publications/mewa-under-erisa-a-guide-to-federal-and-
state-regulation.pdf 

Association Health Plans: ERISA Compliance Assistance, available at https://www.dol.gov/sites/dolgov/files/ebsa/about-ebsa/our-
activities/resource-center/publications/mewa-under-erisa-a-guide-to-federal-and-state-regulation.pdf 

The Form M-1 instructions and self-compliance tool, available at www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan-
administration-and- compliance/reporting-and-filing/forms/m1-2017.pdf 

10 Tips for Filing Form M-1 for Association Health Plans and Other MEWAs that Provide Medical Benefits, available at 
https://www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan- administration-and-compliance/reporting-and-filing/forms/m1-filing-tips.pdf 

Personal Health Information (PHI) Protections - HIPAA Privacy Rule 
https://www.hhs.gov/hipaa/for-professionals/privacy/index.html 
HIPPA Business Associate Agreements 
https://www.hipaajournal.com/hipaa-business-associate-agreement/ https://www.hhs.gov/hipaa/for-professionals/covered-entities/sample-business-

https://www.dol.gov/sites/dolgov/files/ebsa/about-ebsa/our-activities/resource-center/publications/reporting-and-disclosure-guide-for-employee-benefit-plans.pdf
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/compliance-assistance-guide.pdf
http://cciio.cms.gov/programs/marketreforms/mlr/index.html
http://cciio.cms.gov/resources/factsheets/mlrfinalrule.html
https://www.irs.gov/newsroom/medical-loss-ratio-mlr-faqs
https://www.irs.gov/newsroom/medical-loss-ratio-mlr-faqs
mailto:MLRQuestions@cms.hhs.gov
https://www.federalregister.gov/documents/2013/06/03/2013-12916/incentives-for-nondiscriminatory-wellness-programs-in-group-health-plans
https://www.federalregister.gov/documents/2013/06/03/2013-12916/incentives-for-nondiscriminatory-wellness-programs-in-group-health-plans
https://www.federalregister.gov/documents/2013/06/03/2013-12916/incentives-for-nondiscriminatory-wellness-programs-in-group-health-plans
https://www.federalregister.gov/documents/2013/06/03/2013-12916/incentives-for-nondiscriminatory-wellness-programs-in-group-health-plans
https://www.federalregister.gov/documents/2013/06/03/2013-12916/incentives-for-nondiscriminatory-wellness-programs-in-group-health-plans
https://www.federalregister.gov/documents/2013/06/03/2013-12916/incentives-for-nondiscriminatory-wellness-programs-in-group-health-plans
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/understanding-your-fiduciary-responsibilities-under-a-group-health-plan.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/understanding-your-fiduciary-responsibilities-under-a-group-health-plan.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/understanding-your-fiduciary-responsibilities-under-a-group-health-plan.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/an-employers-guide-to-group-health-continuation-coverage-under-cobra.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/an-employers-guide-to-group-health-continuation-coverage-under-cobra.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/an-employers-guide-to-group-health-continuation-coverage-under-cobra.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/mewa-under-erisa-a-guide-to-federal-and-state-regulation.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/mewa-under-erisa-a-guide-to-federal-and-state-regulation.pdf
http://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/mewa-under-erisa-a-guide-to-federal-and-state-regulation.pdf
https://www.dol.gov/sites/dolgov/files/ebsa/about-ebsa/our-activities/resource-center/publications/mewa-under-erisa-a-guide-to-federal-and-state-regulation.pdf
https://www.dol.gov/sites/dolgov/files/ebsa/about-ebsa/our-activities/resource-center/publications/mewa-under-erisa-a-guide-to-federal-and-state-regulation.pdf
http://www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan-administration-and-compliance/reporting-and-filing/forms/m1-2017.pdf
http://www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan-administration-and-compliance/reporting-and-filing/forms/m1-2017.pdf
http://www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan-administration-and-compliance/reporting-and-filing/forms/m1-2017.pdf
https://www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan-administration-and-compliance/reporting-and-filing/forms/m1-filing-tips.pdf
https://www.dol.gov/sites/default/files/ebsa/employers-and-advisers/plan-administration-and-compliance/reporting-and-filing/forms/m1-filing-tips.pdf
https://www.hhs.gov/hipaa/for-professionals/privacy/index.html
https://www.hipaajournal.com/hipaa-business-associate-agreement/
https://www.hhs.gov/hipaa/for-professionals/covered-entities/sample-business-associate-agreement-provisions/index.html
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associate- agreement-provisions/index.html 
Health Information Technology for Economic and Clinical Health Act  
https://www.asha.org/practice/reimbursement/hipaa/ 
Tobacco Use: A tobacco use surcharge (limited to 50% of the Consumer Adjusted Premium Rate) may be applied to individuals who may legally use tobacco 
under federal and state law. 
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/2021-URR-Instructions.pdf 

https://www.hhs.gov/hipaa/for-professionals/covered-entities/sample-business-associate-agreement-provisions/index.html
https://www.hhs.gov/hipaa/for-professionals/covered-entities/sample-business-associate-agreement-provisions/index.html
https://www.asha.org/practice/reimbursement/hipaa/
https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/2021-URR-Instructions.pdf
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	62A.3095 PRESCRIPTION EYE DROPS COVERAGE.                                                                                       If included, then…
	62A.3097 PEDIATRIC AUTOIMMUNE NEUROPSYCHIATRIC DISORDERS ASSOCIATED WITH STREPTOCOCCAL INFECTIONS (PANDAS) AND PEDIATRIC ACUTE-ONSET NEUROPSYCHIATRIC SYNDROME (PANS) TREATMENT; COVERAGE.                                                                                                                                               Mandated Benefit
	62Q.46 PREVENTIVE ITEMS AND SERVICES.                                                                                   ACA Required Benefits
	62Q.473 BIOMARKER TESTING                                                                                                                          Mandated Benefit
	62Q.675 HEARING AIDS                                                                                                                                       Mandated Benefit                   
	45 CFR § 2590.715-2713 CONTRACEPTION                                         Mandated Benefit / Process for Religious Exemption
	62Q.66 DURABLE MEDICAL EQUIPMENT COVERAGE.                                            Absence of Language (Prohibited)
	62Q.665 COVERAGE FOR ORTHOTIC AND PROSTHETIC DEVICES                                                                       Informational
	62Q.6651 MEDICAL NECESSITY AND NONDISCRIMINATION STANDARDS FOR COVERAGE OF PROSTHETICS OR ORTHOTICS                                                                                                                                              Operational Requirements
	62Q.666 INTERMITTENT CATHETERS                                                                                                               Mandated Benefit
	62Q.67 DISCLOSURE OF COVERED DURABLE MEDICAL EQUIPMENT.
	62Q.82 BENEFITS AND COVERAGE EXPLANATION.                                                                                               Informational
	62A.673 COVERAGE OF SERVICES PROVIDED THROUGH TELEHEALTH.                                       Mandated Benefit
	62A.049 LIMITATION ON PREAUTHORIZATIONS; EMERGENCIES.                           Absence of Language (Prohibited)
	62Q.14 RESTRICTIONS ON ENROLLEE SERVICES.                                                               Absence of Language (Prohibited)
	72A.139 USE OF GENETIC TESTS.                                                                                           Absence of Language (Prohibited)
	62Q.522 COVERAGE OF CONTRACEPTIVE METHODS AND SERVICES                                                        Mandated Benefit
	62Q.523 COVERAGE FOR PRESCRIPTION CONTRACEPTIVES; SUPPLY REQUIREMENTS.                     Mandated Benefit
	62Q.524 COVERAGE OF ABORTIONS AND ABORTION-RELATED SERVICES                                             Mandated Benefit
	62Q.526 COVERAGE FOR PARTICIPATION IN APPROVED CLINICAL TRIALS.                                             If included, then…
	62A.14 DISABLED CHILDREN.                                                                        Mandated Language- if dependents are covered
	62A.081 PAYMENTS TO FACILITIES OPERATED BY STATE OR LOCAL GOVERNMENT  Absence of Language (Prohibited)
	62Q.556 CONSUMER PROTECTIONS AGAINST BALANCE BILLING                                                         Mandated Language
	62Q.57 DESIGNATION OF PRIMARY CARE PROVIDER.                                                                         If included, then…
	62A.22 REFUSAL TO PROVIDE COVERAGE BECAUSE OF OPTION UNDER WORKERS' COMPENSATION.                                                                        
	                                                                                                                                                      Absence of Language (Prohibited)   
	62A.044 PAYMENTS TO GOVERNMENTAL INSTITUTIONS.                                             Absence of Language (Prohibited)
	62A.045 PAYMENTS ON BEHALF OF ENROLLEES IN GOVERNMENT HEALTH PROGRAMS.
	62Q.58 ACCESS TO SPECIALTY CARE                                                                                                     Mandated Language

	62Q.585 GENDER-AFFIRMING CARE COVERAGE; MEDICALLY NECESSARY CARE                                   Mandated Benefit
	62A.095 SUBROGATION CLAUSES REGULATED.                                                                                          If included, then…
	62A.096 NOTICE TO INSURER OF SUBROGATION CLAIM REQUIRED.                                                      If included, then…
	62A.3091 NONDISCRIMINATE COVERAGE OF TESTS.                                                                                        Informational 
	62A.3092 EQUAL TREATMENT OF SURGICAL FIRST ASSISTING SERVICES.                                     If included, then…
	61B.28 MISCELLANEOUS PROVISIONS.                                                                                                                   Informational
	62A.146 CONTINUATION OF BENEFITS TO SURVIVORS.                                                                    Mandated Language
	62A.20 CONTINUATION COVERAGE OF CURRENT SPOUSE AND CHILDREN.                                       Mandated language
	62A.21 CONTINUATION AND CONVERSION PRIVILEGES FOR INSURED FORMER SPOUSES and CHILDREN                                                                                                                                                                       

	62A.59 COVERAGE OF SERVICE; PRIOR AUTHORIZATION Effective January 1, 2026                       Mandated Language
	62A.65 INDIVIDUAL MARKET REGULATION.                                                                                     Mandated Language
	62A.65 INDIVIDUAL MARKET REGULATION.                                                                                     Mandated language
	45 CFR § 144.103 Definitions.                                                                                                                                   Informational
	62Q.75 PROMPT PAYMENT REQUIRED.                                                                           Operational Requirements
	62Q.751 COLLECTING DEDUCTIBLES AND COINSURANCE.                                                                                  Informational
	62Q.56 CONTINUITY OF CARE.                                                                                                                      Mandated Language
	62M.17 CONTINUITY OF CARE; PRIOR AUTHORIZATIONS.                                             Absence of Language (Prohibited)
	62Q.184 STEP THERAPY OVERRIDE.                                                                                                         If included, then…
	62Q.1841 PROHIBITION ON USE OF STEP THERAPY FOR METASTATIC CANCER.        Absence of Language (Prohibited)                                                                                                                             
	62Q.16 MIDMONTH TERMINATION PROHIBITED.                                                             Absence of Language (Prohibited)                                                                                                                             
	62Q.186 PROHIBITION ON RESCISSIONS OF HEALTH PLANS.                                          Absence of Language (Prohibited) 
	62Q.107 PROHIBITED PROVISION; JUDICIAL REVIEW.                                             Absence of Language (Prohibited)
	62Q.677 LIFETIME AND ANNUAL LIMITS.                                                                           Operational Requirements
	62Q.49 ENROLLEE COST SHARING; NEGOTIATED PROVIDER PAYMENTS.                              Mandated Language
	62C.14 SUBSCRIBER CONTRACTS.                                                                                            Operational Requirements
	62Q.69 COMPLAINT RESOLUTION.                                                                                                    Mandated Language
	62Q.70 APPEAL OF THE COMPLAINT DECISION.                                                                                    Mandated Language
	62Q.71 NOTICE TO ENROLLEES.                                                                                                    Mandated Language
	62M.02 DEFINITIONS                                                                                                                                      Mandated Language
	62M.05 PROCEDURES FOR REVIEW DETERMINATION.                                                        Operational Requirements
	62Q.73 EXTERNAL REVIEW OF ADVERSE DETERMINATIONS                                                                  Mandated Language
	62M.05 PROCEDURES FOR REVIEW DETERMINATION.                                                                                  If included, then
	62M.06 APPEALS OF DETERMINATIONS NOT TO CERTIFY.                                                         Operational Requirements
	62M.07 PRIOR AUTHORIZATION OF SERVICES.                                                                                          If included, then…
	                                                                                                                                                                                         Operational   
	60A.084 NOTIFICATION ON GROUP POLICIES.                                                                                  Operational Requirement
	Subd. 2. Requirement.                                                                                                             Absence of Language (Prohibited)
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