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SUBCHAPTER A
GENERAL PROVISIONS

284-43-0110 Purpose.
284-43-0120 Applicability and scope.
284-43-0140 Compliance with state and federal laws.
284-43-0160 Definitions.

SUBCHAPTER B1
PLAN MANAGEMENT

284-43-0200 Deadline for filing individual health plans, small group health plans, and stand-alone 
dental plans.

284-43-0210 Transitional reinsurance program.
284-43-0230 Risk adjustment program.
284-43-0250 Grandfathered health plan status.
284-43-0270 Market conduct requirements related to grandfathered status.
284-43-0290 Small group coverage market transition requirements.
284-43-0350 Individual coverage market transition requirements.

SUBCHAPTER B2
CONFIDENTIALITY OF INSURANCE COMMUNICATIONS

284-43-0400 Purpose and scope.
284-43-0410 Definitions.
284-43-0420 Sensitive health care services.
284-43-0430 Requests regarding confidentiality and to limit disclosure.

SUBCHAPTER C
OPEN AND SPECIAL ENROLLMENT REQUIREMENTS

284-43-1020 Special enrollment requirements for small group plans.
284-43-1040 Special enrollment periods for small group qualified health plans.
284-43-1060 Duration and effective dates of small group special enrollment periods.
284-43-1080 Individual market open enrollment requirements.
284-43-1100 Individual market special enrollment requirements.
284-43-1120 Individual market special enrollment period requirements for qualified health plans.
284-43-1140 Duration, notice requirements and effective dates of coverage for individual market spe-

cial enrollment periods.
SUBCHAPTER D

PRIOR AUTHORIZATION AND UTILIZATION REVIEW
284-43-2000 Health care services utilization review—Generally.
284-43-2020 Drug utilization review—Generally.
284-43-2021 Prescription drug utilization management exception and substitution process.
284-43-2022 Time frame for exception and substitution request determinations.
284-43-2050 Prior authorization processes.
284-43-2060 Extenuating circumstances in prior authorization.

SUBCHAPTER E
ADVERSE BENEFIT DETERMINATION PROCESS REQUIREMENTS FOR NONGRANDFATHERED PLANS

284-43-3000 Scope and intent.
284-43-3010 Definitions.
284-43-3030 Review of adverse benefit determinations—Generally.
284-43-3050 Explanation of right to review.
284-43-3070 Notice and explanation of adverse benefit determination—General requirements.
284-43-3090 Electronic disclosure and communication by carriers.
284-43-3110 Internal review of adverse benefit determinations.
284-43-3130 Exhaustion of internal review remedies.
284-43-3150 Notice of internal review determination.
284-43-3170 Expedited review.
284-43-3190 Concurrent expedited review of adverse benefit determinations.

SUBCHAPTER F
GRANDFATHERED HEALTH PLAN APPEAL PROCEDURES

284-43-4000 Application of subchapter F.
284-43-4020 Grievance and complaint procedures—Generally.
284-43-4040 Procedures for review and appeal of adverse determinations.

SUBCHAPTER G
GRIEVANCES

284-43-4500 Definition.
284-43-4520 Grievance process—Generally.

SUBCHAPTER H
HEALTH PLAN BENEFITS

284-43-5000 Preexisting condition limitations.
284-43-5020 Recognizing the exercise of conscience by purchasers of basic health plan services and 

ensuring access for all enrollees to such services.
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284-43-5060 General prescription drug benefit requirements.
284-43-5080 Prescription drug benefit design.
284-43-5100 Formulary changes.
284-43-5110 Cost-sharing for prescription drugs.
284-43-5130 Health plan disclosure requirements.
284-43-5150 Unfair practice relating to health coverage.
284-43-5151 Unfair practice relating to gender affirming treatment and services.
284-43-5170 Prescription drug benefit disclosures.
284-43-5200 Anticancer medication.
284-43-5400 Purpose and scope.
284-43-5410 Definitions.
284-43-5420 Clinical trials.
284-43-5440 Medical necessity determination.
284-43-5600 Essential health benefits package benchmark reference plan.
284-43-5602 Essential health benefits package benchmark reference plan.
284-43-5620 Plan design.
284-43-5622 Plan design.
284-43-5640 Essential health benefit categories.
284-43-5642 Essential health benefit categories.
284-43-5700 Essential health benefit category—Pediatric oral services.
284-43-5702 Essential health benefit category—Pediatric oral services.
284-43-5720 Purpose and scope—Pediatric dental benefits for health benefit plans sold outside of the 

health benefit exchange.
284-43-5740 Definitions.
284-43-5760 Pediatric dental benefits design—Methods of satisfying requirements.
284-43-5780 Pediatric vision services.
284-43-5782 Pediatric vision services.
284-43-5800 Plan cost-sharing and benefit substitutions and limitations.
284-43-5820 Representations regarding coverage.
284-43-5900 Effective date.
284-43-5910 Prohibition on organ transplant waiting periods.
284-43-5920 Health plan rescission.
284-43-5930 Qualified health plan marketing and benefit design.
284-43-5935 Definitions.
284-43-5940 Nondiscrimination in health plans, short-term limited duration medical plans and student-

only health plans.
284-43-5950 Access for individuals with limited-English proficiency and individuals with disabili-

ties.
284-43-5960 Meaningful access for individuals with limited-English proficiency.
284-43-5965 Effective communication for people with disabilities.
284-43-5970 Equal program access on the basis of sex.
284-43-5975 Designation of responsible employee and adoption of grievance procedures.
284-43-5980 Notice requirement.

SUBCHAPTER I
HEALTH PLAN RATES

284-43-6000 Authority and purpose.
284-43-6010 Applicability and scope.
284-43-6020 Definitions.
284-43-6040 Demonstration that benefits provided are not reasonable in relation to the amount charged 

for a contract per RCW 48.44.020 and 48.46.060.
284-43-6100 Contents of individual and small group filings.

SUBCHAPTER J
HEALTH PLANS, STAND-ALONE DENTAL PLANS AND STAND-ALONE VISION PLANS—FILING REQUIREMENTS

284-43-6500 Applicability and scope.
284-43-6520 Definitions.
284-43-6540 Summary for group contract filings other than small group contract filings.
284-43-6560 When a carrier is required to file.
284-43-6580 General contents of all filings.
284-43-6590 Requirements for mitigating inequity in the health insurance market.
284-43-6600 Issuer filing of attestation form, transparency tools.
284-43-6620 Experience records.
284-43-6640 Evaluating experience data.
284-43-6660 Summary for individual and small group contract filings.
284-43-6680 Geographic rating area factor development.
284-43-6681 Geographic rating area factor development on or after January 1, 2019.
284-43-6700 Geographic rating area designation.
284-43-6701 Geographic rating area designation on or after January 1, 2019.

SUBCHAPTER K
MENTAL HEALTH AND SUBSTANCE USE DISORDER

284-43-7000 Scope and intent—Parity in mental health and substance use disorder benefits.
284-43-7010 Definitions.
284-43-7020 Classification of benefits.
284-43-7040 Measuring plan benefits—Financial requirements and quantitative treatment limitations.
284-43-7060 Measuring plan benefits—Nonquantitative treatment limitations.
284-43-7080 Prohibited exclusions.
284-43-7100 Required disclosures.
284-43-7120 Compliance and reporting of quantitative parity analysis.

SUBCHAPTER L
REPRODUCTIVE HEALTH CARE AND CONTRACEPTION
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284-43-7200 Purpose and scope.
284-43-7210 Definitions.
284-43-7220 Coverage required.
284-43-7230 Services provided without discrimination, prohibited limitations, and confidentiality.
284-43-7240 Access to contraceptive services and supplies.
284-43-7250 Filing requirements.
284-43-7260 Deductibles for over-the-counter contraceptives and voluntary male sterilization in HSA 

qualifying plans.
284-43-7270 Access to prenatal vitamins and breast pumps.

SUBCHAPTER M
SHORT-TERM LIMITED DURATION MEDICAL PLANS

284-43-8000 Definition of short-term limited duration medical plan.
284-43-8010 Standard disclosure form for short-term limited duration medical plans.
284-43-8020 Commissioner's approval required.
284-43-8030 Short-term limited duration medical plan cancellation and rescission.
284-43-8100 Definitions.
284-43-8110 Requirements for Pathway 1 Association Health Plan form filings related to the bona fide 

status of Pathway 1 Associations.
284-43-8120 Requirements for governmental plans.
284-43-8130 Association health plan compliance with statutory or regulatory changes.
284-43-8140 Transition of plans purchased by association members.

DISPOSITION OF SECTIONS FORMERLY CODIFIED IN THIS CHAPTER
284-43-0310 Association health plan compliance with statutory or regulatory changes. [Statutory Au-

thority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 2016-11), § 284-43-0310, filed 
7/6/16, effective 8/6/16. WSR 16-01-081, recodified as § 284-43-0310, filed 12/14/15, ef-
fective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 48.44.050, 
48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter No. R 2013-13), § 284-170-955, 
filed 12/11/13, effective 1/11/14.] Amended and decodified by WSR 19-22-032, filed 
10/30/19, effective 11/30/19. Statutory Authority: RCW 48.02.060 and 48.43.733. Recodi-
fied as § 284-43-8130.

284-43-0330 Transition of plans purchased by association members. [Statutory Authority: RCW 
48.02.060. WSR 16-14-106 (Matter No. R 2016-11), § 284-43-0330, filed 7/6/16, effective 
8/6/16. WSR 16-01-081, recodified as § 284-43-0330, filed 12/14/15, effective 12/14/15. 
Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 48.44.050, 48.46.200, and 45 
C.F.R. 150.101(2). WSR 14-01-039 (Matter No. R 2013-13), § 284-170-958, filed 12/11/13, 
effective 1/11/14.] Amended and decodified by WSR 19-22-032, filed 10/30/19, effective 
11/30/19. Statutory Authority: RCW 48.02.060 and 48.43.733. Recodified as § 284-43-8140.

284-43-040 Review and approval of certified health plan provider selection, termination, and dispute 
resolution provisions. [Statutory Authority: RCW 48.01.030, 48.02.060 (3)(a), 48.43.140, 
43.72.100(4) and 43.72.100(6). WSR 94-23-056, § 284-43-040, filed 11/14/94, effective 
12/15/94.] Repealed by WSR 98-04-005 (Matter No. R 97-3), filed 1/22/98, effective 
2/22/98. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243.

284-43-100 Health carrier standards for women's right to directly access certain health care practi-
tioners for women's health care services. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.44.020, 48.44.050, 48.44.070, 48.46.200 and 48.46.243. WSR 
96-16-050 (Matter No. R 95-10), § 284-43-100, filed 8/1/96, effective 9/1/96.] Repealed 
by WSR 98-04-005 (Matter No. R 97-3), filed 1/22/98, effective 2/22/98. Statutory Author-
ity: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.060(2), 48.46.200 and 48.46.243.

284-43-110 Purpose. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 
(Matter No. R 97-3), § 284-43-110, filed 1/22/98, effective 2/22/98.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-0110.

284-43-120 Applicability and scope. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), 
§ 284-43-120, filed 1/24/00, effective 2/24/00. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-120, 
filed 1/22/98, effective 2/22/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-0120.

284-43-125 Compliance with state and federal laws. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter 
No. R 99-2), § 284-43-125, filed 1/24/00, effective 2/24/00.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-0140.

284-43-130 Definitions. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.165.0301, 
48.43.525, 48.43.530, 48.44.020, 48.44.050, 48.46.060(2), and 48.46.200. WSR 15-24-074 
(Matter No. R 2014-13), § 284-43-130, filed 11/25/15, effective 7/1/16. Statutory Author-
ity: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 
156.230, 156.235, and 156.245. WSR 14-10-017 (Matter No. R 2013-22), § 284-43-130, filed 
4/25/14, effective 5/26/14. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 111-148, as amended 
(2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-130, filed 11/7/12, effective 
11/20/12. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 
48.44.050, 48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 
48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 284-43-130, filed 1/9/01, 
effective 7/1/01. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 
48.44.050, 48.46.200, 2000 c 79 § 26, and RCW 48.30.040, 48.44.110, 48.46.400. WSR 
01-03-032 (Matter No. R 2000-04), § 284-43-130, filed 1/9/01, effective 2/9/01. Statutory 

Certified on 12/21/2021 Page 3



Authority: RCW 48.02.060, 48.30.010, 48.44.050, 48.46.200, 48.30.040, 48.44.110 and 
48.46.400. WSR 99-19-032 (Matter No. R 98-7), § 284-43-130, filed 9/8/99, effective 
10/9/99. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 
(Matter No. R 97-3), § 284-43-130, filed 1/22/98, effective 2/22/98.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-0160.

284-43-200 Network access—General standards. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 
48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. 
WSR 14-10-017 (Matter No. R 2013-22), § 284-43-200, filed 4/25/14, effective 5/26/14. 
Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 
48.44.050, 48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 
48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 284-43-200, filed 1/9/01, 
effective 7/1/01. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 
48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 
284-43-200, filed 1/24/00, effective 3/1/00. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-200, 
filed 1/22/98, effective 2/22/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-9970.

284-43-201 Alternate access delivery request. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 
48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. 
WSR 14-10-017 (Matter No. R 2013-22), § 284-43-201, filed 4/25/14, effective 5/26/14.] 
Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-9971.

284-43-202 Maintenance of sufficient provider networks. [Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 
16-01-074 (Matter No. R 2014-08), § 284-43-202, filed 12/14/15, effective 1/14/16.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9972.

284-43-203 Use of subcontracted networks. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-203, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9973.

284-43-204 Provider directories. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-204, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9974.

284-43-205 Every category of health care providers. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 
48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. 
WSR 14-10-017 (Matter No. R 2013-22), § 284-43-205, filed 4/25/14, effective 5/26/14. 
Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050 
and 48.46.200. WSR 99-16-036 (Matter No. R 98-20), § 284-43-205, filed 7/28/99, effective 
8/28/99.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-9975.

284-43-210 Access plan. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 
48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 
284-43-210, filed 1/24/00, effective 1/1/01. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-210, 
filed 1/22/98, effective 2/22/98.] Repealed by WSR 08-17-037 (Matter No. R 2008-17), 
filed 8/13/08, effective 9/13/08. Statutory Authority: RCW 48.02.060.

284-43-220 Network reports—Format. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-220, filed 4/25/14, effective 5/26/14. Statu-
tory Authority: RCW 48.02.060, 48.43.510 and 48.43.515. WSR 11-07-015 (Matter No. R 
2011-01), § 284-43-220, filed 3/8/11, effective 4/8/11. Statutory Authority: RCW 
48.02.060. WSR 08-17-037 (Matter No. R 2008-17), § 284-43-220, filed 8/13/08, effective 
9/13/08. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.43.515, 
48.44.050, 48.46.030, 48.46.200, 48.42.100, 48.43.515, 48.46.030. WSR 03-09-142 (Matter 
No. R 2003-01), § 284-43-220, filed 4/23/03, effective 5/24/03. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. 
WSR 00-04-034 (Matter No. R 99-2), § 284-43-220, filed 1/24/00, effective 1/1/01. Statu-
tory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 
97-3), § 284-43-220, filed 1/22/98, effective 2/22/98.] Decodified by WSR 16-01-081, 
filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9976.

284-43-221 Essential community providers for exchange plans—Definition. [Statutory Authority: RCW 
48.02.060, 48.44.050, 48.46.200, 48.20.450, 48.43.515, 48.44.020, 48.44.080, 48.46.030, 
45 C.F.R. 156.230, 156.235, and 156.245. WSR 14-22-007, § 284-43-221, filed 10/23/14, ef-
fective 11/23/14. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-221, filed 4/25/14, effective 5/26/14.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9977.

284-43-222 Essential community providers for exchange plans—Network access. [Statutory Authority: 
RCW 48.02.060, 48.44.050, 48.46.200, 48.20.450, 48.43.515, 48.44.020, 48.44.080, 
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48.46.030, 45 C.F.R. 156.230, 156.235, and 156.245. WSR 14-22-007, § 284-43-222, filed 
10/23/14, effective 11/23/14. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-222, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9978.

284-43-225 Issuer recordkeeping—Provider networks. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter 
No. R 2014-08), § 284-43-225, filed 12/14/15, effective 1/14/16.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9979.

284-43-229 Tiered provider networks. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-229, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9980.

284-43-230 Assessment of access. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-230, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9981.

284-43-250 Issuer standards for women's right to directly access certain health care practitioners 
for women's health care services. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 
48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. 
WSR 14-10-017 (Matter No. R 2013-22), § 284-43-250, filed 4/25/14, effective 5/26/14. 
Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 
48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 284-43-250, filed 
1/24/00, effective 2/24/00. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 
48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-250, filed 1/22/98, effective 
2/22/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-9982.

284-43-251 Enrollee's access to providers. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter 
No. R 2014-08), § 284-43-251, filed 12/14/15, effective 1/14/16. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 
48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-251, filed 1/9/01, effective 7/1/01.] Decodi-
fied by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9983.

284-43-252 Hospital emergency service departments and practice groups. [Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 
156.235, and 156.245. WSR 14-10-017 (Matter No. R 2013-22), § 284-43-252, filed 4/25/14, 
effective 5/26/14.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Re-
codified as § 284-43-9984.

284-43-260 Standards for temporary substitution of contracted network providers—"Locum tenens" pro-
viders. [Statutory Authority: RCW 48.02.060 and 48.43.515. WSR 08-01-025 (Matter No. R 
2005-04), § 284-43-260, filed 12/10/07, effective 1/10/08.] Decodified by WSR 16-01-081, 
filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9985.

284-43-262 Rule concerning contracted network providers called to active duty military service. 
[Statutory Authority: RCW 48.02.060 and 48.43.515. WSR 08-01-025 (Matter No. R 2005-04), 
§ 284-43-262, filed 12/10/07, effective 1/10/08.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-9986.

284-43-300 Provider and facility contracts with issuers—Generally. [Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. 
WSR 16-01-074 (Matter No. R 2014-08), § 284-43-300, filed 12/14/15, effective 1/14/16. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 
(Matter No. R 97-3), § 284-43-300, filed 1/22/98, effective 2/22/98.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9990.

284-43-310 Selection of participating providers—Credentialing and unfair discrimination. [Statutory 
Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 
48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 284-43-310, filed 12/14/15, 
effective 1/14/16. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-310, filed 1/22/98, effective 2/22/98.] Decodi-
fied by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9991.

284-43-320 Provider contracts—Standards—Hold harmless provisions. [Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 
48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. 
WSR 16-01-074 (Matter No. R 2014-08), § 284-43-320, filed 12/14/15, effective 1/14/16. 
Statutory Authority: RCW 48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 
48.46.030, 48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-320, 
filed 10/11/99, effective 11/11/99. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 
and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-320, filed 1/22/98, effective 
2/22/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-9992.
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284-43-321 Provider contracts—Terms and conditions of payment. [Statutory Authority: RCW 48.02.060, 
48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 
99-21-016 (Matter No. R 98-21), § 284-43-321, filed 10/11/99, effective 11/11/99.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9993.

284-43-3210 External review of adverse benefit determinations. [WSR 16-01-081, recodified as § 
284-43-3210, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060 and 
48.43.530. WSR 15-24-072 (Matter No. R 2015-12), § 284-43-550, filed 11/25/15, effective 
12/26/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, and The 
Patient Protection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-550, filed 11/7/12, effective 11/20/12.] Re-
pealed by WSR 16-23-168 (Matter No. R 2016-17), filed 11/23/16, effective 1/1/17. Statu-
tory Authority: RCW 48.02.060, 48.43.535, and 48.43.537.

284-43-322 Provider contracts—Dispute resolution process. [Statutory Authority: RCW 48.02.060, 
48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 
99-21-016 (Matter No. R 98-21), § 284-43-322, filed 10/11/99, effective 11/11/99.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9994.

284-43-323 Pharmacy identification cards. [Statutory Authority: RCW 48.02.060, 48.43.023, 48.44.050, 
48.46.200. WSR 03-07-006 (Matter No. R 2002-04), § 284-43-323, filed 3/6/03, effective 
4/6/03.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-9995.

284-43-324 Provider contracts—Audit guidelines. [Statutory Authority: RCW 48.02.060, 48.30.010, 
48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 99-21-016 (Mat-
ter No. R 98-21), § 284-43-324, filed 10/11/99, effective 11/11/99.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-9996.

284-43-325 Pharmacy claims—Rejections, notifications and disclosures. [Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 
48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 284-43-325, filed 
11/25/15, effective 7/1/16.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-9997.

284-43-330 Participating provider—Filing and approval. [Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 
16-01-074 (Matter No. R 2014-08), § 284-43-330, filed 12/14/15, effective 1/14/16. Statu-
tory Authority: RCW 48.02.060, 48.44.050, 48.46.030, 48.46.200, and 2013 c 277 § 1. WSR 
13-16-045 (Matter No. R 2012-24), § 284-43-330, filed 7/31/13, effective 8/31/13. Statu-
tory Authority: RCW 48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 
48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-330, filed 
10/11/99, effective 11/11/99. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 
48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-330, filed 1/22/98, effective 
2/22/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-9998.

284-43-331 Effective date. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-331, filed 4/25/14, effective 5/26/14. Statutory Authority: RCW 
48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 
48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-331, filed 10/11/99, effective 
11/11/99.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-9999.

284-43-340 Effective date. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-340, filed 1/22/98, effective 2/22/98.] Repealed 
by WSR 14-10-017 (Matter No. R 2013-22), filed 4/25/14, effective 5/26/14. Statutory Au-
thority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 
156.230, 156.235, and 156.245.

284-43-4060 Independent review of adverse determinations. [WSR 16-01-081, recodified as § 
284-43-4060, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060 and 
48.43.530. WSR 15-24-072 (Matter No. R 2015-12), § 284-43-630, filed 11/25/15, effective 
12/26/15. Statutory Authority: RCW 48.02.060 and 48.53.535(10). WSR 08-07-101 (Matter R 
2006-11), § 284-43-630, filed 3/19/08, effective 4/19/08. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 
48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-630, filed 1/9/01, effective 7/1/01.] Repealed 
by WSR 16-23-168 (Matter No. R 2016-17), filed 11/23/16, effective 1/1/17. Statutory Au-
thority: RCW 48.02.060, 48.43.535, and 48.43.537.

284-43-410 Health care services utilization review—Generally. [Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 
48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 284-43-410, filed 
11/25/15, effective 7/1/16. Statutory Authority: RCW 48.02.060, 48.43.530, P.L. 111-148 
(2010, as amended) and regulations issued on June 24, 2011, amending 45 C.F.R. Part 147. 
WSR 11-24-004 (Matter No. R 2011-18), § 284-43-410, filed 11/28/11, effective 12/29/11. 
Statutory Authority: RCW 48.02.060 and 48.43.520. WSR 10-23-051 (Matter No. R 2009-19), § 
284-43-410, filed 11/10/10, effective 12/11/10. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 
48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter 
No. R 2000-02), § 284-43-410, filed 1/9/01, effective 7/1/01.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-2000.

284-43-420 Drug utilization review—Generally. [Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 48.46.060(2), and 
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48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 284-43-420, filed 11/25/15, effective 
7/1/16.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-2020.

284-43-500 Scope and intent. [Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, 
and The Patient Protection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-500, filed 11/7/12, effective 11/20/12.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-3000.

284-43-5040 Coverage for pharmacy services. [Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Mat-
ter No. R 2016-11), § 284-43-5040, filed 7/6/16, effective 8/6/16. WSR 16-01-081, recodi-
fied as § 284-43-5040, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.200, 2000 c 79 § 26, and RCW 
48.30.040, 48.44.110, 48.46.400. WSR 01-03-032 (Matter No. R 2000-04), § 284-43-815, 
filed 1/9/01, effective 2/9/01.] Repealed by WSR 17-01-166 (Matter No. R 2016-16), filed 
12/21/16, effective 12/31/17. Statutory Authority: RCW 48.02.060, 48.43.510.

284-43-505 Definitions. [Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, and 
The Patient Protection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-505, filed 11/7/12, effective 11/20/12.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-3010.

284-43-510 Review of adverse benefit determinations—Generally. [Statutory Authority: RCW 48.02.060, 
48.43.525, 48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-510, filed 
11/7/12, effective 11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-3030.

284-43-511 Explanation of right to review. [Statutory Authority: RCW 48.02.060, 48.43.525, 
48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 111-148, 
as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-511, filed 11/7/12, ef-
fective 11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Reco-
dified as § 284-43-3050.

284-43-515 Notice and explanation of adverse benefit determination—General requirements. [Statutory 
Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, and The Patient Protection and 
Affordable Care Act, P.L. 111-148, as amended (2010). WSR 12-23-005 (Matter No. R 
2011-11), § 284-43-515, filed 11/7/12, effective 11/20/12.] Decodified by WSR 16-01-081, 
filed 12/14/15, effective 12/14/15. Recodified as § 284-43-3070.

284-43-520 Electronic disclosure and communication by carriers. [Statutory Authority: RCW 48.02.060, 
48.43.525, 48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-520, filed 
11/7/12, effective 11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-3090.

284-43-525 Internal review of adverse benefit determinations. [Statutory Authority: RCW 48.02.060, 
48.43.525, 48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-525, filed 
11/7/12, effective 11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-3110.

284-43-530 Exhaustion of internal review remedies. [Statutory Authority: RCW 48.02.060, 48.43.525, 
48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 111-148, 
as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-530, filed 11/7/12, ef-
fective 11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Reco-
dified as § 284-43-3130.

284-43-535 Notice of internal review determination. [Statutory Authority: RCW 48.02.060, 48.43.525, 
48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 111-148, 
as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-535, filed 11/7/12, ef-
fective 11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Reco-
dified as § 284-43-3150.

284-43-540 Expedited review. [Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, 
and The Patient Protection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-540, filed 11/7/12, effective 11/20/12.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-3170.

284-43-545 Concurrent expedited review of adverse benefit determinations. [Statutory Authority: RCW 
48.02.060, 48.43.525, 48.43.530, 48.43.535, and The Patient Protection and Affordable 
Care Act, P.L. 111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-545, filed 11/7/12, effective 11/20/12.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-3190.

284-43-550 External review of adverse benefit determinations. [Statutory Authority: RCW 48.02.060 
and 48.43.530. WSR 15-24-072 (Matter No. R 2015-12), § 284-43-550, filed 11/25/15, effec-
tive 12/26/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, and 
The Patient Protection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-550, filed 11/7/12, effective 11/20/12.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-3210.

284-43-6060 General contents of all filings. [WSR 16-01-081, recodified as § 284-43-6060, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.110, 48.44.020, 
48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 2008-08), § 284-43-925, 
filed 9/25/08, effective 10/26/08. Statutory Authority: RCW 48.02.060, 48.44.050, and 
48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-925, filed 3/3/05, effective 
4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 
48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 
(Matter No. R 97-2), § 284-43-925, filed 1/23/98, effective 3/1/98.] Amended and decodi-
fied by WSR 16-23-019 (Matter No. R 2016-06), filed 11/4/16, effective 12/5/16. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 156. Recodified as § 
284-43-6580.

284-43-6080 Issuer filing of attestation form, transparency tools. [WSR 16-01-081, recodified as § 
284-43-6080, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
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48.43.340, and 48.44.050. WSR 15-21-095 (Matter No. R 2015-03), § 284-43-927, filed 
10/21/15, effective 1/1/16.] Decodified by WSR 16-23-019 (Matter No. R 2016-06), filed 
11/4/16, effective 12/5/16. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 
2016 c 156. Recodified as § 284-43-6600.

284-43-610 Definitions. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 
48.30.010, 48.43.055, 48.44.050, 48.46.100 and 48.46.200. WSR 99-24-075 (Matter No. R 
98-17), § 284-43-610, filed 11/29/99, effective 12/30/99.] Repealed by WSR 01-03-033 
(Matter No. R 2000-02), filed 1/9/01, effective 7/1/01. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 
48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535.

284-43-611 Application of subchapter F. [Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 111-148, as amended 
(2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-611, filed 11/7/12, effective 
11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-4000.

284-43-6120 Experience records. [WSR 16-01-081, recodified as § 284-43-6120, filed 12/14/15, effec-
tive 12/14/15. Statutory Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 
05-07-006 (Matter No. R 2004-05), § 284-43-935, filed 3/3/05, effective 4/3/05. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 
284-43-935, filed 1/23/98, effective 3/1/98.] Decodified by WSR 16-23-019 (Matter No. R 
2016-06), filed 11/4/16, effective 12/5/16. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, and 2016 c 156. Recodified as § 284-43-6620.

284-43-6140 Evaluating experience data. [WSR 16-01-081, recodified as § 284-43-6140, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 
05-07-006 (Matter No. R 2004-05), § 284-43-940, filed 3/3/05, effective 4/3/05. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 
284-43-940, filed 1/23/98, effective 3/1/98.] Decodified by WSR 16-23-019 (Matter No. R 
2016-06), filed 11/4/16, effective 12/5/16. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, and 2016 c 156. Recodified as § 284-43-6640.

284-43-615 Grievance and complaint procedures—Generally. [Statutory Authority: RCW 48.02.060, 
48.43.525, 48.43.530, 48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-615, filed 
11/7/12, effective 11/20/12. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 
48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 
284-43-615, filed 1/9/01, effective 7/1/01.] Decodified by WSR 16-01-081, filed 12/14/15, 
effective 12/14/15. Recodified as § 284-43-4020.

284-43-6160 Summary for individual and small group contract filings. [WSR 16-01-081, recodified as § 
284-43-6160, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.110, 48.44.020, 48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 
2008-08), § 284-43-945, filed 9/25/08, effective 10/26/08. Statutory Authority: RCW 
48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-945, 
filed 3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 
48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-945, filed 1/23/98, effective 
3/1/98.] Decodified by WSR 16-23-019 (Matter No. R 2016-06), filed 11/4/16, effective 
12/5/16. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 156. Reco-
dified as § 284-43-6660.

284-43-620 Procedures for review and appeal of adverse determinations. [Statutory Authority: RCW 
48.02.060, 48.43.525, 48.43.530, 48.43.535, and The Patient Protection and Affordable 
Care Act, P.L. 111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-620, filed 11/7/12, effective 11/20/12. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 
48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter 
No. R 2000-02), § 284-43-620, filed 1/9/01, effective 7/1/01. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.43.055, 48.44.050, 48.46.100 
and 48.46.200. WSR 99-24-075 (Matter No. R 98-17), § 284-43-620, filed 11/29/99, effec-
tive 12/30/99.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodi-
fied as § 284-43-4040.

284-43-6200 Geographic rating area factor development. [WSR 16-01-081, recodified as § 284-43-6200, 
filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.44.050, 
48.46.200, and 45 C.F.R. 147.102. WSR 13-11-003 (Matter No. R 2013-01), § 284-170-250, 
filed 5/1/13, effective 6/1/13.] Amended and decodified by WSR 16-23-019 (Matter No. R 
2016-06), filed 11/4/16, effective 12/5/16. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, and 2016 c 156. Recodified as § 284-43-6680.

284-43-6220 Geographic rating area designation. [WSR 16-01-081, recodified as § 284-43-6220, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 
and 45 C.F.R. 147.102. WSR 13-11-003 (Matter No. R 2013-01), § 284-170-252, filed 5/1/13, 
effective 6/1/13.] Decodified by WSR 16-23-019 (Matter No. R 2016-06), filed 11/4/16, ef-
fective 12/5/16. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. Recodified as § 284-43-6700.

284-43-630 Independent review of adverse determinations. [Statutory Authority: RCW 48.02.060 and 
48.43.530. WSR 15-24-072 (Matter No. R 2015-12), § 284-43-630, filed 11/25/15, effective 
12/26/15. Statutory Authority: RCW 48.02.060 and 48.53.535(10). WSR 08-07-101 (Matter R 
2006-11), § 284-43-630, filed 3/19/08, effective 4/19/08. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 
48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-630, filed 1/9/01, effective 7/1/01.] Decodi-
fied by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-4060.
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284-43-700 Purpose. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 
(Matter No. R 97-3), § 284-43-700, filed 1/22/98, effective 2/22/98.] Repealed by WSR 
08-09-022 (Matter No. R 2008-01), filed 4/7/08, effective 5/8/08. Statutory Authority: 
RCW 48.02.060, 48.20.450, 48.20.460, 48.44.050, 48.46.030, 48.46.200.

284-43-710 Portability of health insurance benefits. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter 
No. R 99-2), § 284-43-710, filed 1/24/00, effective 2/24/00. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-710, 
filed 1/22/98, effective 2/22/98.] Repealed by WSR 08-09-022 (Matter No. R 2008-01), 
filed 4/7/08, effective 5/8/08. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.44.050, 48.46.030, 48.46.200.

284-43-711 Definition. [Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, and The 
Patient Protection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-711, filed 11/7/12, effective 11/20/12.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-4500.

284-43-720 Guaranteed issue and restrictions on the denial, exclusion, or limitation of health bene-
fits for preexisting conditions. [Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter 
No. R 99-2), § 284-43-720, filed 1/24/00, effective 2/24/00. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-720, 
filed 1/22/98, effective 2/22/98.] Repealed by WSR 08-09-022 (Matter No. R 2008-01), 
filed 4/7/08, effective 5/8/08. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.44.050, 48.46.030, 48.46.200.

284-43-721 Grievance process—Generally. [Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 111-148, as amended 
(2010). WSR 12-23-005 (Matter No. R 2011-11), § 284-43-721, filed 11/7/12, effective 
11/20/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-4520.

284-43-730 Guaranteed renewability—Health insurance. [Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-730, 
filed 1/22/98, effective 2/22/98.] Repealed by WSR 08-09-022 (Matter No. R 2008-01), 
filed 4/7/08, effective 5/8/08. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.44.050, 48.46.030, 48.46.200.

284-43-800 Recognizing the exercise of conscience by purchasers of basic health plan services and 
ensuring access for all enrollees to such services. [Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-800, 
filed 1/22/98, effective 2/22/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-5020.

284-43-810 Coverage for mental health services. [Statutory Authority: RCW 48.02.060, 48.30.010, 
48.44.050, 48.46.200, 48.30.040, 48.44.110 and 48.46.400. WSR 99-19-032 (Matter No. R 
98-7), § 284-43-810, filed 9/8/99, effective 10/9/99.] Repealed by WSR 08-09-021 (Matter 
No. R 2008-02), filed 4/7/08, effective 5/8/08. Statutory Authority: RCW 48.02.060, 
48.18.120(2), 48.20.450, 48.20.460, 48.44.050, 48.46.200. Later promulgation, see RCW 
48.20.580, 48.21.240, 48.44.341 and 48.46.291.

284-43-815 Coverage for pharmacy services. [Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.200, 2000 c 79 § 26, and RCW 48.30.040, 48.44.110, 
48.46.400. WSR 01-03-032 (Matter No. R 2000-04), § 284-43-815, filed 1/9/01, effective 
2/9/01.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-5040.

284-43-816 General prescription drug benefit requirements. [Statutory Authority: RCW 48.02.060, 
48.02.062, 48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 
48.46.510. WSR 12-21-019 (Matter No. R 2012-03), § 284-43-816, filed 10/8/12, effective 
11/8/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-5060.

284-43-817 Prescription drug benefit design. [Statutory Authority: RCW 48.02.060, 48.02.062, 
48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 48.46.510. 
WSR 12-21-019 (Matter No. R 2012-03), § 284-43-817, filed 10/8/12, effective 11/8/12.] 
Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-5080.

284-43-818 Formulary changes. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 48.46.060(2), and 48.46.200. WSR 
15-24-074 (Matter No. R 2014-13), § 284-43-818, filed 11/25/15, effective 7/1/16. Statu-
tory Authority: RCW 48.02.060, 48.02.062, 48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 
48.44.460(2), 48.46.200, and 48.46.510. WSR 12-21-019 (Matter No. R 2012-03), § 
284-43-818, filed 10/8/12, effective 11/8/12.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-5100.

284-43-819 Cost-sharing for prescription drugs. [Statutory Authority: RCW 48.02.060, 48.02.062, 
48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 48.46.510. 
WSR 12-21-019 (Matter No. R 2012-03), § 284-43-819, filed 10/8/12, effective 11/8/12.] 
Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-5110.

284-43-820 Health plan disclosure requirements. [Statutory Authority: RCW 48.02.060 and 48.43.510. 
WSR 10-02-068 (Matter No. R 2008-16), § 284-43-820, filed 1/4/10, effective 2/4/10. Stat-
utory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 
48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 284-43-820, filed 1/9/01, effective 
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7/1/01.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-5130.

284-43-821 Maternity and pregnancy-related exclusions, limitations and conditions in individual 
plans. [Statutory Authority: 2000 c 79 and RCW 48.43.041, 48.44.020, and 48.46.060. WSR 
01-03-035 (Matter No. R 2000-03), § 284-43-821, filed 1/9/01, effective 7/1/01.] Repealed 
by WSR 01-19-001 (Matter No. R 2001-02), filed 9/5/01, effective 10/6/01. Statutory Au-
thority: RCW 48.02.060, 48.18.480, 48.20.450, 48.20.460, 48.21.045, 48.30.010, 48.30.300, 
48.41.110, 48.41.170, 48.42.010, 48.42.040, 48.42.100, 48.43.012, 48.43.025, 48.43.035, 
48.43.041, 48.43.115, 48.43.520, 48.44.020, 48.44.023, 48.44.050, 48.44.220, 48.46.060, 
48.46.066, 48.46.110, 48.46.200, 49.60.010, 49.60.030, 49.60.120, 49.60.178, 49.60.220.

284-43-822 Unfair practice relating to health coverage. [Statutory Authority: RCW 48.02.060, 
48.18.480, 48.20.450, 48.20.460, 48.21.045, 48.30.010, 48.30.300, 48.41.110, 48.41.170, 
48.42.010, 48.42.040, 48.42.100, 48.43.012, 48.43.025, 48.43.035, 48.43.041, 48.43.115, 
48.43.520, 48.44.020, 48.44.023, 48.44.050, 48.44.220, 48.46.060, 48.46.066, 48.46.110, 
48.46.200, 49.60.010, 49.60.030, 49.60.120, 49.60.178, 49.60.220. WSR 01-19-001 (Matter 
No. R 2001-02), § 284-43-822, filed 9/5/01, effective 10/6/01.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5150.

284-43-823 Maternity and pregnancy-related exclusions, limitations and conditions in group plans. 
[Statutory Authority: 2000 c 79 and RCW 48.43.041, 48.44.020, and 48.46.060. WSR 
01-03-035 (Matter No. R 2000-03), § 284-43-823, filed 1/9/01, effective 7/1/01.] Repealed 
by WSR 01-19-001 (Matter No. R 2001-02), filed 9/5/01, effective 10/6/01. Statutory Au-
thority: RCW 48.02.060, 48.18.480, 48.20.450, 48.20.460, 48.21.045, 48.30.010, 48.30.300, 
48.41.110, 48.41.170, 48.42.010, 48.42.040, 48.42.100, 48.43.012, 48.43.025, 48.43.035, 
48.43.041, 48.43.115, 48.43.520, 48.44.020, 48.44.023, 48.44.050, 48.44.220, 48.46.060, 
48.46.066, 48.46.110, 48.46.200, 49.60.010, 49.60.030, 49.60.120, 49.60.178, 49.60.220.

284-43-824 Effective date. [Statutory Authority: 2000 c 79 and RCW 48.43.041, 48.44.020, and 
48.46.060. WSR 01-03-035 (Matter No. R 2000-03), § 284-43-824, filed 1/9/01, effective 
2/9/01.] Repealed by WSR 01-19-001 (Matter No. R 2001-02), filed 9/5/01, effective 
10/6/01. Statutory Authority: RCW 48.02.060, 48.18.480, 48.20.450, 48.20.460, 48.21.045, 
48.30.010, 48.30.300, 48.41.110, 48.41.170, 48.42.010, 48.42.040, 48.42.100, 48.43.012, 
48.43.025, 48.43.035, 48.43.041, 48.43.115, 48.43.520, 48.44.020, 48.44.023, 48.44.050, 
48.44.220, 48.46.060, 48.46.066, 48.46.110, 48.46.200, 49.60.010, 49.60.030, 49.60.120, 
49.60.178, 49.60.220.

284-43-825 Prescription drug benefit disclosures. [Statutory Authority: RCW 48.02.060, 48.02.062, 
48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 48.46.510. 
WSR 12-21-019 (Matter No. R 2012-03), § 284-43-825, filed 10/8/12, effective 11/8/12.] 
Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-5170.

284-43-840 Anticancer medication. [Statutory Authority: RCW 48.02.060, 48.02.062, 48.18.140, 
48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 48.46.510. WSR 12-21-019 
(Matter No. R 2012-03), § 284-43-840, filed 10/8/12, effective 11/8/12.] Decodified by 
WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5200.

284-43-849 Purpose and scope. [Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 48.44.050, 
48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 
111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the Health Care and Educa-
tion Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 2012-17), 
§ 284-43-849, filed 7/9/13, effective 7/10/13.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-5400.

284-43-850 Clinical trials. [Statutory Authority: RCW 48.02.060. WSR 13-03-038 (Matter No. R 
2012-25), § 284-43-850, filed 1/9/13, effective 2/9/13. Statutory Authority: RCW 
48.02.060, 48.02.062, 48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 
48.46.200, and 48.46.510. WSR 12-21-019 (Matter No. R 2012-03), § 284-43-850, filed 
10/8/12, effective 11/8/12.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-5420.

284-43-852 Definitions. [Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 48.44.050, 
48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 
111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the Health Care and Educa-
tion Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 2012-17), 
§ 284-43-852, filed 7/9/13, effective 7/10/13.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-5410.

284-43-860 Medical necessity determination. [Statutory Authority: RCW 48.02.060, 48.21.241, 
48.21.320, 48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, 
and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the Health 
Care and Education Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 
30, 2010), in particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter 
No. R 2012-17), § 284-43-860, filed 7/9/13, effective 7/10/13.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5440.

284-43-865 Essential health benefits package benchmark reference plan. [Statutory Authority: RCW 
48.21.241, 48.21.320, 48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 
15-20-042 (Matter No. R 2015-02), § 284-43-865, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: 2012 c 87 and RCW 48.02.060. WSR 12-19-099 (Matter No. R 2012-19), § 
284-43-865, filed 9/19/12, effective 10/20/12.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-5600.

284-43-8651 Essential health benefits package benchmark reference plan. [Statutory Authority: RCW 
48.21.241, 48.21.320, 48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 
15-20-042 (Matter No. R 2015-02), § 284-43-8651, filed 9/29/15, effective 9/29/15.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5602.

284-43-877 Plan design. [Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 48.44.341, 
48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 2015-02), § 284-43-877, 
filed 9/29/15, effective 9/29/15. Statutory Authority: RCW 48.02.060 and 48.43.715. WSR 
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14-06-069 (Matter No. R 2013-28), § 284-43-877, filed 3/3/14, effective 4/3/14. Statutory 
Authority: RCW 48.02.060, 48.21.241, 48.21.320, 48.44.050, 48.44.341, 48.44.460, 
48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 
23, 2010) (PPACA), as amended by the Health Care and Education Reconciliation Act 
(HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in particular § 1302 of 
PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 2012-17), § 284-43-877, filed 
7/9/13, effective 7/10/13.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-5620.

284-43-8771 Plan design. [Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 48.44.341, 
48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 2015-02), § 284-43-8771, 
filed 9/29/15, effective 9/29/15.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-5622.

284-43-878 Essential health benefit categories. [Statutory Authority: RCW 48.21.241, 48.21.320, 
48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 
2015-02), § 284-43-878, filed 9/29/15, effective 9/29/15. Statutory Authority: RCW 
48.02.060 and 48.43.715. WSR 14-15-012 (Matter No. R 2014-03), § 284-43-878, filed 
7/3/14, effective 7/3/14. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. 
No. 111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the Health Care and Ed-
ucation Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), 
in particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 
2012-17), § 284-43-878, filed 7/9/13, effective 7/10/13.] Decodified by WSR 16-01-081, 
filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5640.

284-43-8781 Essential health benefit categories. [Statutory Authority: RCW 48.21.241, 48.21.320, 
48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 
2015-02), § 284-43-8781, filed 9/29/15, effective 9/29/15.] Decodified by WSR 16-01-081, 
filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5642.

284-43-879 Essential health benefit category—Pediatric oral services. [Statutory Authority: RCW 
48.21.241, 48.21.320, 48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 
15-20-042 (Matter No. R 2015-02), § 284-43-879, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: RCW 48.02.060 and 48.43.715. WSR 14-09-080 (Matter No. R 2013-19), § 
284-43-879, filed 4/18/14, effective 5/19/14. Statutory Authority: RCW 48.02.060, 
48.21.241, 48.21.320, 48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 
48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by 
the Health Care and Education Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 
1029 (Mar. 30, 2010), in particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 
13-15-025 (Matter No. R 2012-17), § 284-43-879, filed 7/9/13, effective 7/10/13.] Decodi-
fied by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5700.

284-43-8791 Essential health benefit category—Pediatric oral services. [Statutory Authority: RCW 
48.21.241, 48.21.320, 48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 
15-20-042 (Matter No. R 2015-02), § 284-43-8791, filed 9/29/15, effective 9/29/15.] Deco-
dified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5702.

284-43-880 Pediatric vision services. [Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 2015-02), § 
284-43-880, filed 9/29/15, effective 9/29/15. Statutory Authority: RCW 48.02.060, 
48.44.050, and 48.46.200. WSR 14-23-092 (Matter No. R 2014-04), § 284-43-880, filed 
11/19/14, effective 12/20/14. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. 
No. 111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the Health Care and Ed-
ucation Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), 
in particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 
2012-17), § 284-43-880, filed 7/9/13, effective 7/10/13.] Decodified by WSR 16-01-081, 
filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5780.

284-43-8801 Pediatric vision services. [Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 2015-02), § 
284-43-8801, filed 9/29/15, effective 9/29/15.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-5782.

284-43-882 Plan cost-sharing and benefit substitutions and limitations. [Statutory Authority: RCW 
48.02.060, 48.21.241, 48.21.320, 48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 
48.46.530, 48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as 
amended by the Health Care and Education Reconciliation Act (HCERA), Pub. L. No. 111-152, 
124 Stat. 1029 (Mar. 30, 2010), in particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). 
WSR 13-15-025 (Matter No. R 2012-17), § 284-43-882, filed 7/9/13, effective 7/10/13.] De-
codified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-5800.

284-43-885 Representations regarding coverage. [Statutory Authority: RCW 48.02.060, 48.21.241, 
48.21.320, 48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, 
and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the Health 
Care and Education Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 
30, 2010), in particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter 
No. R 2012-17), § 284-43-885, filed 7/9/13, effective 7/10/13.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-5820.

284-43-899 Effective date. [Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 
48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 
48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 284-43-899, 
filed 1/9/01, effective 2/9/01.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-5900.

284-43-900 Authority and purpose. [Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 
48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-900, filed 1/23/98, effective 
3/1/98.] Repealed by WSR 05-07-006 (Matter No. R 2004-05), filed 3/3/05, effective 
4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, and 48.46.200.
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284-43-901 Authority and purpose. [Statutory Authority: RCW 48.02.060, 48.18.110, 48.44.020, 
48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 2008-08), § 284-43-901, 
filed 9/25/08, effective 10/26/08.] Decodified by WSR 16-01-081, filed 12/14/15, effec-
tive 12/14/15. Recodified as § 284-43-6000.

284-43-905 Applicability and scope. [Statutory Authority: RCW 48.02.060, 48.44.050, and 48.46.200. 
WSR 05-07-006 (Matter No. R 2004-05), § 284-43-905, filed 3/3/05, effective 4/3/05. Stat-
utory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 
48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 
97-2), § 284-43-905, filed 1/23/98, effective 3/1/98.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-6010.

284-43-910 Definitions. [Statutory Authority: RCW 48.02.060, 48.18.110, 48.44.020, 48.44.050, 
48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 2008-08), § 284-43-910, filed 9/25/08, 
effective 10/26/08. Statutory Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 
05-07-006 (Matter No. R 2004-05), § 284-43-910, filed 3/3/05, effective 4/3/05. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 
284-43-910, filed 1/23/98, effective 3/1/98.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-6020.

284-43-915 Demonstration that benefits provided are not reasonable in relation to the amount charged 
for a contract per RCW 48.44.020 and 48.46.060. [Statutory Authority: RCW 48.02.060, 
48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-915, filed 
3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 
48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-915, filed 1/23/98, effective 
3/1/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-6040.

284-43-920 When a carrier is required to file. [Statutory Authority: RCW 48.02.060, 48.44.050, and 
48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-920, filed 3/3/05, effective 
4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 
48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 
(Matter No. R 97-2), § 284-43-920, filed 1/23/98, effective 3/1/98.] Repealed by WSR 
16-03-018 (Matter No. R2015-04), filed 1/8/16, effective 1/8/16. Statutory Authority: RCW 
48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) 
and (5), 48.46.064, 48.46.066, and 2015 c 19.

284-43-925 General contents of all filings. [Statutory Authority: RCW 48.02.060, 48.18.110, 
48.44.020, 48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 2008-08), § 
284-43-925, filed 9/25/08, effective 10/26/08. Statutory Authority: RCW 48.02.060, 
48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-925, filed 
3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 
48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-925, filed 1/23/98, effective 
3/1/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-6060.

284-43-927 Issuer filing of attestation form, transparency tools. [Statutory Authority: RCW 
48.02.060, 48.43.340, and 48.44.050. WSR 15-21-095 (Matter No. R 2015-03), § 284-43-927, 
filed 10/21/15, effective 1/1/16.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-6080.

284-43-930 Contents of individual and small group filings. [Statutory Authority: RCW 48.02.060, 
48.18.110, 48.44.020, 48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 
2008-08), § 284-43-930, filed 9/25/08, effective 10/26/08. Statutory Authority: RCW 
48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-930, 
filed 3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060 and 48.92.140. WSR 
98-11-089 (Matter No. R 98-8), § 284-43-930, filed 5/20/98, effective 6/20/98. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 
284-43-930, filed 1/23/98, effective 3/1/98.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-6100.

284-43-935 Experience records. [Statutory Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 
05-07-006 (Matter No. R 2004-05), § 284-43-935, filed 3/3/05, effective 4/3/05. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 
284-43-935, filed 1/23/98, effective 3/1/98.] Decodified by WSR 16-01-081, filed 
12/14/15, effective 12/14/15. Recodified as § 284-43-6120.

284-43-940 Evaluating experience data. [Statutory Authority: RCW 48.02.060, 48.44.050, and 
48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-940, filed 3/3/05, effective 
4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 
48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 
(Matter No. R 97-2), § 284-43-940, filed 1/23/98, effective 3/1/98.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-6140.

284-43-945 Summary for individual and small group contract filings. [Statutory Authority: RCW 
48.02.060, 48.18.110, 48.44.020, 48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter 
No. R 2008-08), § 284-43-945, filed 9/25/08, effective 10/26/08. Statutory Authority: RCW 
48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-945, 
filed 3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 
48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-945, filed 1/23/98, effective 
3/1/98.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-6160.

284-43-950 Summary for group contract filings other than small group contract filings. [Statutory 
Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), 
§ 284-43-950, filed 3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 
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48.46.064 and 48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-950, filed 1/23/98, 
effective 3/1/98.] Repealed by WSR 16-03-018 (Matter No. R2015-04), filed 1/8/16, effec-
tive 1/8/16. Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 
48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064, 48.46.066, and 2015 c 19.

284-43-955 Effective date. [Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 
(2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 
98-04-011 (Matter No. R 97-2), § 284-43-955, filed 1/23/98, effective 3/1/98.] Repealed 
by WSR 05-07-006 (Matter No. R 2004-05), filed 3/3/05, effective 4/3/05. Statutory Au-
thority: RCW 48.02.060, 48.44.050, and 48.46.200.

284-43-970 Purpose and scope. [Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.44.050, 48.46.200, and P.L. 111-148 and the interim final regulations issued June 28, 
2010, found at Vol. 75 F.R. 37187-37241, and codified in 45 C.F.R. Parts 144, 146 and 
147. WSR 11-13-068 (Matter No. R 2010-16), § 284-43-970, filed 6/15/11, effective 
7/16/11.] Repealed by WSR 14-08-036 (Matter No. R 2014-01), filed 3/26/14, effective 
4/26/14. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.44.050, 48.46.200 and 45 
C.F.R. Parts 144, 146 and 147.

284-43-975 Definitions. [Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 48.44.050, 
48.46.200, and P.L. 111-148 and the interim final regulations issued June 28, 2010, found 
at Vol. 75 F.R. 37187-37241, and codified in 45 C.F.R. Parts 144, 146 and 147. WSR 
11-13-068 (Matter No. R 2010-16), § 284-43-975, filed 6/15/11, effective 7/16/11.] Re-
pealed by WSR 14-08-036 (Matter No. R 2014-01), filed 3/26/14, effective 4/26/14. Statu-
tory Authority: RCW 48.02.060, 48.18.120(2), 48.44.050, 48.46.200 and 45 C.F.R. Parts 
144, 146 and 147.

284-43-980 Preexisting conditions. [Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.44.050, 48.46.200, and P.L. 111-148 and the interim final regulations issued June 28, 
2010, found at Vol. 75 F.R. 37187-37241, and codified in 45 C.F.R. Parts 144, 146 and 
147. WSR 11-13-068 (Matter No. R 2010-16), § 284-43-980, filed 6/15/11, effective 
7/16/11.] Repealed by WSR 14-08-036 (Matter No. R 2014-01), filed 3/26/14, effective 
4/26/14. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.44.050, 48.46.200 and 45 
C.F.R. Parts 144, 146 and 147.

284-43-985 Enrollment of persons under age nineteen. [Statutory Authority: RCW 48.02.060, 
48.18.120(2), 48.20.450, 48.44.050, 48.46.200, and P.L. 111-148 and the interim final 
regulations issued June 28, 2010, found at Vol. 75 F.R. 37187-37241, and codified in 45 
C.F.R. Parts 144, 146 and 147. WSR 11-13-068 (Matter No. R 2010-16), § 284-43-985, filed 
6/15/11, effective 7/16/11.] Repealed by WSR 14-08-036 (Matter No. R 2014-01), filed 
3/26/14, effective 4/26/14. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.44.050, 
48.46.200 and 45 C.F.R. Parts 144, 146 and 147.

284-43-990 Scope and intent—Parity in mental health and substance use disorder benefits. [Statutory 
Authority: RCW 48.02.060, 48.43.715, 48.44.050, 48.46.200 and Paul Wellstone and Pete Do-
menici Mental Health Parity and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 
14-23-057 (Matter No. R 2012-29), § 284-43-990, filed 11/17/14, effective 12/18/14.] De-
codified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 
284-43-7000.

284-43-991 Definitions. [Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 48.46.200 and 
Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008, 
Pub. L. 110-343. WSR 14-23-057 (Matter No. R 2012-29), § 284-43-991, filed 11/17/14, ef-
fective 12/18/14.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Reco-
dified as § 284-43-7010.

284-43-992 Classification of benefits. [Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity 
Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Matter No. R 2012-29), § 284-43-992, filed 
11/17/14, effective 12/18/14.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-7020.

284-43-993 Measuring health plan benefits—Financial requirements and quantitative treatment limita-
tions. [Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 48.46.200 and Paul 
Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008, Pub. 
L. 110-343. WSR 14-23-057 (Matter No. R 2012-29), § 284-43-993, filed 11/17/14, effective 
12/18/14.] Decodified by WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as 
§ 284-43-7040.

284-43-994 Measuring health plan benefits—Nonquantitative treatment limitations. [Statutory Author-
ity: RCW 48.02.060, 48.43.715, 48.44.050, 48.46.200 and Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 14-23-057 
(Matter No. R 2012-29), § 284-43-994, filed 11/17/14, effective 12/18/14.] Decodified by 
WSR 16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-7060.

284-43-995 Prohibited exclusions. [Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity 
Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Matter No. R 2012-29), § 284-43-995, filed 
11/17/14, effective 12/18/14.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-7080.

284-43-996 Required disclosures. [Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity 
Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Matter No. R 2012-29), § 284-43-996, filed 
11/17/14, effective 12/18/14.] Decodified by WSR 16-01-081, filed 12/14/15, effective 
12/14/15. Recodified as § 284-43-7100.

284-43-997 Compliance and reporting of quantitative parity analysis. [Statutory Authority: RCW 
48.02.060, 48.43.715, 48.44.050, 48.46.200 and Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Matter 
No. R 2012-29), § 284-43-997, filed 11/17/14, effective 12/18/14.] Decodified by WSR 
16-01-081, filed 12/14/15, effective 12/14/15. Recodified as § 284-43-7120.

284-43-9970 Network access—General standards. [WSR 16-01-081, recodified as § 284-43-9970, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
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48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-200, filed 4/25/14, effective 5/26/14. Statu-
tory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 
48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 284-43-200, filed 1/9/01, effective 
7/1/01. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 
48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 284-43-200, filed 
1/24/00, effective 3/1/00. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 
48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-200, filed 1/22/98, effective 
2/22/98.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 
4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 284-170-200.

284-43-9971 Alternate access delivery request. [WSR 16-01-081, recodified as § 284-43-9971, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-201, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statu-
tory Authority: RCW 48.02.060. Recodified as § 284-170-210.

284-43-9972 Maintenance of sufficient provider networks. [WSR 16-01-074, recodified as § 284-43-9972, 
filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter 
No. R 2014-08), § 284-43-202, filed 12/14/15, effective 1/14/16.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-230.

284-43-9973 Use of subcontracted networks. [WSR 16-01-081, recodified as § 284-43-9973, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-203, filed 4/25/14, effective 5/26/14.] Deco-
dified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statu-
tory Authority: RCW 48.02.060. Recodified as § 284-170-240.

284-43-9974 Provider directories. [WSR 16-01-081, recodified as § 284-43-9974, filed 12/14/15, effec-
tive 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-204, filed 4/25/14, effective 5/26/14.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-260.

284-43-9975 Every category of health care providers. [WSR 16-01-081, recodified as § 284-43-9975, 
filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 
48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. 
WSR 14-10-017 (Matter No. R 2013-22), § 284-43-205, filed 4/25/14, effective 5/26/14. 
Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050 
and 48.46.200. WSR 99-16-036 (Matter No. R 98-20), § 284-43-205, filed 7/28/99, effective 
8/28/99.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 
4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 284-170-270.

284-43-9976 Network reports—Format. [WSR 16-01-081, recodified as § 284-43-9976, filed 12/14/15, ef-
fective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-220, filed 4/25/14, effective 5/26/14. Statutory Authority: RCW 
48.02.060, 48.43.510 and 48.43.515. WSR 11-07-015 (Matter No. R 2011-01), § 284-43-220, 
filed 3/8/11, effective 4/8/11. Statutory Authority: RCW 48.02.060. WSR 08-17-037 (Matter 
No. R 2008-17), § 284-43-220, filed 8/13/08, effective 9/13/08. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.43.515, 48.44.050, 48.46.030, 48.46.200, 
48.42.100, 48.43.515, 48.46.030. WSR 03-09-142 (Matter No. R 2003-01), § 284-43-220, 
filed 4/23/03, effective 5/24/03. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 (Matter 
No. R 99-2), § 284-43-220, filed 1/24/00, effective 1/1/01. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-220, 
filed 1/22/98, effective 2/22/98.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), 
filed 3/23/16, effective 4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 
284-170-280.

284-43-9977 Essential community providers for exchange plans—Definition. [WSR 16-01-081, recodified 
as § 284-43-9977, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.20.450, 48.43.515, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. 
156.230, 156.235, and 156.245. WSR 14-22-007, § 284-43-221, filed 10/23/14, effective 
11/23/14. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 
48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter No. R 
2013-22), § 284-43-221, filed 4/25/14, effective 5/26/14.] Decodified by WSR 16-07-144 
(Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: RCW 
48.02.060. Recodified as § 284-170-300.

284-43-9978 Essential community providers for exchange plans—Network access. [WSR 16-01-081, recodi-
fied as § 284-43-9978, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 
48.02.060, 48.44.050, 48.46.200, 48.20.450, 48.43.515, 48.44.020, 48.44.080, 48.46.030, 
45 C.F.R. 156.230, 156.235, and 156.245. WSR 14-22-007, § 284-43-222, filed 10/23/14, ef-
fective 11/23/14. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
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48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-222, filed 4/25/14, effective 5/26/14.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-310.

284-43-9979 Issuer recordkeeping—Provider networks. [WSR 16-01-074, recodified as § 284-43-9979, 
filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter 
No. R 2014-08), § 284-43-225, filed 12/14/15, effective 1/14/16.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-320.

284-43-9980 Tiered provider networks. [WSR 16-01-081, recodified as § 284-43-9980, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-229, filed 4/25/14, effective 5/26/14.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-330.

284-43-9981 Assessment of access. [WSR 16-01-081, recodified as § 284-43-9981, filed 12/14/15, effec-
tive 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 
48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 
48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter 
No. R 2013-22), § 284-43-230, filed 4/25/14, effective 5/26/14.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-340.

284-43-9982 Issuer standards for women's right to directly access certain health care practitioners 
for women's health care services. [WSR 16-01-081, recodified as § 284-43-9982, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 
48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 
48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 
14-10-017 (Matter No. R 2013-22), § 284-43-250, filed 4/25/14, effective 5/26/14. Statu-
tory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.030, 48.46.200. WSR 00-04-034 (Matter No. R 99-2), § 284-43-250, filed 1/24/00, ef-
fective 2/24/00. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-250, filed 1/22/98, effective 2/22/98.] Decodi-
fied by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory 
Authority: RCW 48.02.060. Recodified as § 284-170-350.

284-43-9983 Enrollee's access to providers. [WSR 16-01-074, recodified as § 284-43-9983, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.43.730, 
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter No. R 
2014-08), § 284-43-251, filed 12/14/15, effective 1/14/16. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 
48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-251, filed 1/9/01, effective 7/1/01.] Decodi-
fied by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory 
Authority: RCW 48.02.060. Recodified as § 284-170-360.

284-43-9984 Hospital emergency service departments and practice groups. [WSR 16-01-081, recodified as 
§ 284-43-9984, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 48.44.050, 
48.46.200, 48.20.450, 48.44.020, 48.44.080, 48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 
156.245. WSR 14-10-017 (Matter No. R 2013-22), § 284-43-252, filed 4/25/14, effective 
5/26/14.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 
4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 284-170-370.

284-43-9985 Standards for temporary substitution of contracted network providers—"Locum tenens" pro-
viders. [WSR 16-01-081, recodified as § 284-43-9985, filed 12/14/15, effective 12/14/15. 
Statutory Authority: RCW 48.02.060 and 48.43.515. WSR 08-01-025 (Matter No. R 2005-04), § 
284-43-260, filed 12/10/07, effective 1/10/08.] Decodified by WSR 16-07-144 (Matter No. R 
2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: RCW 48.02.060. Recodi-
fied as § 284-170-380.

284-43-9986 Rule concerning contracted network providers called to active duty military service. [WSR 
16-01-081, recodified as § 284-43-9986, filed 12/14/15, effective 12/14/15. Statutory Au-
thority: RCW 48.02.060 and 48.43.515. WSR 08-01-025 (Matter No. R 2005-04), § 284-43-262, 
filed 12/10/07, effective 1/10/08.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), 
filed 3/23/16, effective 4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 
284-170-390.

284-43-9990 Provider and facility contracts with issuers—Generally. [WSR 16-01-074, recodified as § 
284-43-9990, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 
16-01-074 (Matter No. R 2014-08), § 284-43-300, filed 12/14/15, effective 1/14/16. Statu-
tory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 
97-3), § 284-43-300, filed 1/22/98, effective 2/22/98.] Decodified by WSR 16-07-144 (Mat-
ter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: RCW 48.02.060. 
Recodified as § 284-170-401.

284-43-9991 Selection of participating providers—Credentialing and unfair discrimination. [WSR 
16-01-074, recodified as § 284-43-9991, filed 12/14/15, effective 12/14/15. Statutory Au-
thority: RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 
48.43.515, 48.43.530, 48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 
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48.46.200. WSR 16-01-074 (Matter No. R 2014-08), § 284-43-310, filed 12/14/15, effective 
1/14/16. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 
(Matter No. R 97-3), § 284-43-310, filed 1/22/98, effective 2/22/98.] Decodified by WSR 
16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-411.

284-43-9992 Provider contracts—Standards—Hold harmless provisions. [WSR 16-01-074, recodified as § 
284-43-9992, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 
16-01-074 (Matter No. R 2014-08), § 284-43-320, filed 12/14/15, effective 1/14/16. Statu-
tory Authority: RCW 48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 
48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-320, filed 
10/11/99, effective 11/11/99. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 
48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-320, filed 1/22/98, effective 
2/22/98.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 
4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 284-170-421.

284-43-9993 Provider contracts—Terms and conditions of payment. [WSR 16-01-081, recodified as § 
284-43-9993, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 
99-21-016 (Matter No. R 98-21), § 284-43-321, filed 10/11/99, effective 11/11/99.] Deco-
dified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statu-
tory Authority: RCW 48.02.060.n Recodified as § 284-170-431.

284-43-9994 Provider contracts—Dispute resolution process. [WSR 16-01-081, recodified as § 
284-43-9994, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 
99-21-016 (Matter No. R 98-21), § 284-43-322, filed 10/11/99, effective 11/11/99.] Deco-
dified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statu-
tory Authority: RCW 48.02.060. Recodified as § 284-170-440.

284-43-9995 Pharmacy identification cards. [WSR 16-01-081, recodified as § 284-43-9995, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.023, 48.44.050, 
48.46.200. WSR 03-07-006 (Matter No. R 2002-04), § 284-43-323, filed 3/6/03, effective 
4/6/03.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 
4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 284-170-450.

284-43-9996 Provider contracts—Audit guidelines. [WSR 16-01-081, recodified as § 284-43-9996, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.30.010, 48.43.055, 
48.44.050, 48.44.070, 48.46.030, 48.46.200 and 48.46.243. WSR 99-21-016 (Matter No. R 
98-21), § 284-43-324, filed 10/11/99, effective 11/11/99.] Decodified by WSR 16-07-144 
(Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: RCW 
48.02.060. Recodified as § 284-170-460.

284-43-9997 Pharmacy claims—Rejections, notifications and disclosures. [WSR 16-01-081, recodified as 
§ 284-43-9997, filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 
48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 284-43-325, filed 
11/25/15, effective 7/1/16.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 
3/23/16, effective 4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 
284-170-470.

284-43-9998 Participating provider—Filing and approval. [WSR 16-01-074, recodified as § 284-43-9998, 
filed 12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.43.055, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 48.43.535, 
48.43.730, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.200. WSR 16-01-074 (Matter 
No. R 2014-08), § 284-43-330, filed 12/14/15, effective 1/14/16. Statutory Authority: RCW 
48.02.060, 48.44.050, 48.46.030, 48.46.200, and 2013 c 277 § 1. WSR 13-16-045 (Matter No. 
R 2012-24), § 284-43-330, filed 7/31/13, effective 8/31/13. Statutory Authority: RCW 
48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 
48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-330, filed 10/11/99, effective 
11/11/99. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 
48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 98-04-005 
(Matter No. R 97-3), § 284-43-330, filed 1/22/98, effective 2/22/98.] Decodified by WSR 
16-07-144(Matter No. R 2016-01), filed 3/23/16, effective 4/23/16. Statutory Authority: 
RCW 48.02.060. Recodified as § 284-170-480.

284-43-9999 Effective date. [WSR 16-01-081, recodified as § 284-43-9999, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.460, 48.43.505, 48.43.510, 
48.43.515, 48.43.530, 48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 (Matter No. R 
2013-22), § 284-43-331, filed 4/25/14, effective 5/26/14. Statutory Authority: RCW 
48.02.060, 48.30.010, 48.43.055, 48.44.050, 48.44.070, 48.46.030, 48.46.200 and 
48.46.243. WSR 99-21-016 (Matter No. R 98-21), § 284-43-331, filed 10/11/99, effective 
11/11/99.] Decodified by WSR 16-07-144 (Matter No. R 2016-01), filed 3/23/16, effective 
4/23/16. Statutory Authority: RCW 48.02.060. Recodified as § 284-170-490.

SUBCHAPTER A
GENERAL PROVISIONS

WAC 284-43-0110  Purpose.  The purpose of this chapter is to es-
tablish uniform regulatory standards for health carriers and to create 
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minimum standards for health plans that ensure consumer access to the 
health care services promised in these health plans.
[WSR 16-01-081, recodified as § 284-43-0110, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 
48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 
284-43-110, filed 1/22/98, effective 2/22/98.]

WAC 284-43-0120  Applicability and scope.  This chapter shall ap-
ply to all health plans and all health carriers subject to the juris-
diction of the state of Washington except as otherwise expressly pro-
vided in this chapter. Health carriers are responsible for compliance 
with the provisions of this chapter and are responsible for the com-
pliance of any person or organization acting on behalf of or at the 
direction of the carrier, or acting pursuant to carrier standards or 
requirements concerning the coverage of, payment for, or provision of 
health care services. A carrier may not offer as a defense to a viola-
tion of any provision of this chapter that the violation arose from 
the act or omission of a participating provider or facility, network 
administrator, claims administrator, or other person acting on behalf 
of or at the direction of the carrier, or acting pursuant to carrier 
standards or requirements under a contract with the carrier rather 
than from the direct act or omission of the carrier. Nothing in this 
chapter shall be construed to permit the direct regulation of health 
care providers or facilities by the office of the insurance commis-
sioner.
[WSR 16-01-081, recodified as § 284-43-0120, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 
(Matter No. R 99-2), § 284-43-120, filed 1/24/00, effective 2/24/00. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 
48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 48.46.200 
and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 284-43-120, filed 
1/22/98, effective 2/22/98.]

WAC 284-43-0140  Compliance with state and federal laws.  Health 
carriers shall comply with all Washington state and federal laws re-
lating to the acts and practices of carriers and laws relating to 
health plan benefits.
[WSR 16-01-081, recodified as § 284-43-0140, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.030, 48.46.200. WSR 00-04-034 
(Matter No. R 99-2), § 284-43-125, filed 1/24/00, effective 2/24/00.]

WAC 284-43-0160  Definitions.  Except as defined in other sub-
chapters and unless the context requires otherwise, the following def-
initions shall apply throughout this chapter.

(1) "Adverse determination" has the same meaning as the defini-
tion of adverse benefit determination in RCW 48.43.005, and includes:

(a) The determination includes any decision by a health carrier's 
designee utilization review organization that a request for a benefit 
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under the health carrier's health benefit plan does not meet the 
health carrier's requirements for medical necessity, appropriateness, 
health care setting, level of care, or effectiveness or is determined 
to be experimental or investigational and the requested benefit is 
therefore denied, reduced, or terminated or payment is not provided or 
made, in whole or in part for the benefit;

(b) The denial, reduction, termination, or failure to provide or 
make payment, in whole or in part, for a benefit based on a determina-
tion by a health carrier or its designee utilization review organiza-
tion of a covered person's eligibility to participate in the health 
carrier's health benefit plan;

(c) Any prospective review or retrospective review determination 
that denies, reduces, or terminates or fails to provide or make pay-
ment in whole or in part for a benefit;

(d) A rescission of coverage determination; or
(e) A carrier's denial of an application for coverage.
(2) "Authorization" or "certification" means a determination by 

the carrier that an admission, extension of stay, or other health care 
service has been reviewed and, based on the information provided, 
meets the clinical requirements for medical necessity, appropriate-
ness, level of care, or effectiveness in relation to the applicable 
health plan.

(3) "Behavioral health agency" means an agency licensed or certi-
fied under RCW 71.24.037.

(4) "Clinical review criteria" means the written screens or 
screening procedures, decision rules, medical protocols, or clinical 
practice guidelines used by the carrier as an element in the evalua-
tion of medical necessity and appropriateness of requested admissions, 
procedures, and services, including prescription drug benefits, under 
the auspices of the applicable plan. Clinical approval criteria has 
the same meaning as clinical review criteria.

(5) "Covered health condition" means any disease, illness, injury 
or condition of health risk covered according to the terms of any 
health plan.

(6) "Covered person" or "enrollee" means an individual covered by 
a health plan including a subscriber, policyholder, or beneficiary of 
a group plan.

(7) "Emergency fill" means a limited dispensed amount of medica-
tion that allows time for the processing of a preauthorization re-
quest. Emergency fill only applies to those circumstances where a pa-
tient presents at a contracted pharmacy with an immediate therapeutic 
need for a prescribed medication that requires a prior authorization.

(8) "Emergency medical condition" means the emergent and acute 
onset of a symptom or symptoms, including severe pain or emotional 
distress, that would lead a prudent layperson acting reasonably to be-
lieve that a health condition exists that requires immediate medical, 
mental health or substance use disorder treatment attention, if fail-
ure to provide medical, mental health or substance use disorder treat-
ment attention would result in serious impairment to bodily functions 
or serious dysfunction of a bodily organ or part, or would place the 
person's health in serious jeopardy.

(9) "Emergency services" has the meaning set forth in RCW 
48.43.005.

(10) "Enrollee point-of-service cost-sharing" or "cost-sharing" 
means amounts paid to health carriers directly providing services, 
health care providers, or health care facilities by enrollees and may 
include copayments, coinsurance, or deductibles.
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(11) "Expedited prior authorization request" means any request by 
a provider or facility for approval of a service where the passage of 
time could seriously jeopardize the life or health of the enrollee, 
seriously jeopardize the enrollee's ability to regain maximum func-
tion, or, in the opinion of a provider or facility with knowledge of 
the enrollee's medical condition, would subject the enrollee to severe 
pain that cannot be adequately managed without the service that is the 
subject of the request.

(12) "Facility" means an institution providing health care serv-
ices including, but not limited to, hospitals and other licensed inpa-
tient centers, ambulatory surgical or treatment centers, skilled nurs-
ing centers, residential treatment centers, diagnostic, laboratory, 
and imaging centers, and rehabilitation and other therapeutic set-
tings, and as defined in RCW 48.43.005.

(13) "Formulary" means a listing of drugs used within a health 
plan. A formulary must include drugs covered under an enrollee's medi-
cal benefit.

(14) "Grievance" has the meaning set forth in RCW 48.43.005.
(15) "Health care provider" or "provider" means:
(a) A person regulated under Title 18 RCW or chapter 70.127 RCW, 

to practice health or health-related services or otherwise practicing 
health care services in this state consistent with state law; or

(b) An employee or agent of a person described in (a) of this 
subsection, acting in the course and scope of his or her employment.

(16) "Health care service" or "health service" means that service 
offered or provided by health care facilities and health care provid-
ers relating to the prevention, cure, or treatment of illness, injury, 
or disease.

(17) "Health carrier" or "carrier" means a disability insurance 
company regulated under chapter 48.20 or 48.21 RCW, a health care 
service contractor as defined in RCW 48.44.010, and a health mainte-
nance organization as defined in RCW 48.46.020, and includes "issuers" 
as that term is used in the Patient Protection and Affordable Care Act 
(P.L. 111-148, as amended (2010)).

(18) "Health plan" or "plan" means any individual or group poli-
cy, contract, or agreement offered by a health carrier to provide, ar-
range, reimburse, or pay for health care service except the following:

(a) Long-term care insurance governed by chapter 48.84 RCW;
(b) Medicare supplemental health insurance governed by chapter 

48.66 RCW;
(c) Limited health care service offered by limited health care 

service contractors in accordance with RCW 48.44.035;
(d) Disability income;
(e) Coverage incidental to a property/casualty liability insur-

ance policy such as automobile personal injury protection coverage and 
homeowner guest medical;

(f) Workers' compensation coverage;
(g) Accident only coverage;
(h) Specified disease and hospital confinement indemnity when 

marketed solely as a supplement to a health plan;
(i) Employer-sponsored self-funded health plans;
(j) Dental only and vision only coverage; and
(k) Plans deemed by the insurance commissioner to have a short-

term limited purpose or duration, or to be a student-only plan that is 
guaranteed renewable while the covered person is enrolled as a regular 
full-time undergraduate or graduate student at an accredited higher 
education institution, after a written request for such classification 
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by the carrier and subsequent written approval by the insurance com-
missioner.

(19) "Immediate therapeutic needs" means those needs where pas-
sage of time without treatment would result in imminent emergency 
care, hospital admission or might seriously jeopardize the life or 
health of the patient or others in contact with the patient.

(20) "Indian health care provider" means:
(a) The Indian Health Service, an agency operated by the U.S. De-

partment of Health and Human Services established by the Indian Health 
Care Improvement Act, Section 601, 25 U.S.C. §1661;

(b) An Indian tribe, as defined in the Indian Health Care Im-
provement Act, Section 4(14), 25 U.S.C. §1603(14), that operates a 
health program under a contract or compact to carry out programs of 
the Indian Health Service pursuant to the Indian Self-Determination 
and Education Assistance Act (ISDEAA), 25 U.S.C. §450 et seq.;

(c) A tribal organization, as defined in the Indian Health Care 
Improvement Act, Section 4(26), 25 U.S.C. §1603(26), that operates a 
health program under a contract or compact to carry out programs of 
the Indian Health Service pursuant to the ISDEAA, 25 U.S.C. §450 et 
seq.;

(d) An Indian tribe, as defined in the Indian Health Care Im-
provement Act, Section 4(14), 25 U.S.C. §1603(14), or tribal organiza-
tion, as defined in the Indian Health Care Improvement Act, Section 
4(26), 25 U.S.C. §1603(26), that operates a health program with fund-
ing provided in whole or part pursuant to 25 U.S.C. §47 (commonly 
known as the Buy Indian Act); or

(e) An urban Indian organization that operates a health program 
with funds in whole or part provided by Indian Health Service under a 
grant or contract awarded pursuant to Title V of the Indian Health 
Care Improvement Act, Section 4(29), 25 U.S.C. §1603(29).

(21) "Managed care plan" means a health plan that coordinates the 
provision of covered health care services to a covered person through 
the use of a primary care provider and a network.

(22) "Medically necessary" or "medical necessity" in regard to 
mental health services and pharmacy services is a carrier determina-
tion as to whether a health service is a covered benefit because the 
service is consistent with generally recognized standards within a 
relevant health profession.

(23) "Mental health provider" means a health care provider or a 
health care facility authorized by state law to provide mental health 
services.

(24) "Mental health services" means in-patient or out-patient 
treatment including, but not limited to, partial hospitalization, res-
idential treatment, out-patient facility-based treatment, intensive 
outpatient treatment, emergency services, or prescription drugs to 
manage, stabilize or ameliorate the effects of a mental disorder lis-
ted in the most current version of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM) published by the American Psychiatric 
Association, including diagnoses and treatment for substance use dis-
order.

(25) "Network" means the group of participating providers and fa-
cilities providing health care services to a particular health plan or 
line of business (individual, small, or large group). A health plan 
network for issuers offering more than one health plan may be smaller 
in number than the total number of participating providers and facili-
ties for all plans offered by the carrier.
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(26) "Participating provider" and "participating facility" means 
a facility or provider who, under a contract with the health carrier 
or with the carrier's contractor or subcontractor, has agreed to pro-
vide health care services to covered persons with an expectation of 
receiving payment, other than coinsurance, copayments, or deductibles, 
from the health carrier rather than from the covered person.

(27) "Person" means an individual, a corporation, a partnership, 
an association, a joint venture, a joint stock company, a trust, an 
unincorporated organization, any similar entity, or any combination of 
the foregoing.

(28) "Pharmacy services" means the practice of pharmacy as de-
fined in chapter 18.64 RCW and includes any drugs or devices as de-
fined in chapter 18.64 RCW.

(29) "Predetermination request" means a voluntary request from an 
enrollee or provider or facility for a carrier or its designated or 
contracted representative to determine if a service is a benefit, in 
relation to the applicable plan.

(30) "Preservice requirement" means any requirement that a carri-
er places on a provider or facility that may limit their ability to 
deliver a service that requires prior authorization. Examples include 
limits on the type of provider or facility delivering the service, a 
service that must be provided before a specific service will be au-
thorized, site of care/place of service, and whether a provider admin-
istered medication needs to be obtained from a specialty pharmacy.

(31) "Primary care provider" means a participating provider who 
supervises, coordinates, or provides initial care or continuing care 
to a covered person, and who may be required by the health carrier to 
initiate a referral for specialty care and maintain supervision of 
health care services rendered to the covered person.

(32) "Preexisting condition" means any medical condition, ill-
ness, or injury that existed any time prior to the effective date of 
coverage.

(33) "Premium" means all sums charged, received, or deposited by 
a health carrier as consideration for a health plan or the continuance 
of a health plan. Any assessment or any "membership," "policy," "con-
tract," "service," or similar fee or charge made by a health carrier 
in consideration for a health plan is deemed part of the premium. 
"Premium" shall not include amounts paid as enrollee point-of-service 
cost-sharing.

(34) "Prior authorization" means a mandatory process that a car-
rier or its designated or contracted representative requires a provid-
er or facility to follow to determine if a service is a benefit and 
meets the requirements for medical necessity, clinical appropriate-
ness, level of care, or effectiveness in relation to the applicable 
plan. Prior authorization occurs before the service is delivered. For 
purposes of WAC 284-43-2050 and 284-43-2060, any term used by a carri-
er or its designated or contracted representative to describe this 
process is prior authorization. For example, prior authorization has 
also been referred to as "prospective review," "preauthorization," or 
"precertification."

(35) "Service area" means the geographic area or areas where a 
specific product is issued, accepts members or enrollees, and covers 
provided services. A service area must be defined by the county or 
counties included unless, for good cause, the commissioner permits 
limitation of a service area by zip code. Good cause includes geo-
graphic barriers within a service area, or other conditions that make 
offering coverage throughout an entire county unreasonable.
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(36) "Small group plan" means a health plan issued to a small em-
ployer as defined under RCW 48.43.005(33) comprising from one to fifty 
eligible employees.

(37) "Standard prior authorization request" means a request by a 
provider or facility for approval of a service where the request is 
made in advance of the enrollee obtaining a service that is not re-
quired to be expedited.

(38) "Step therapy protocol" means a drug utilization management 
prior authorization protocol or program that establishes the specific 
sequence in which prescription drugs are covered by a health carrier 
for a medical condition.

(39) "Substance use disorder" means a substance-related or addic-
tive disorder listed in the most current version of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) published by the American 
Psychiatric Association.

(40) "Substitute drug" means a prescription medication, drug or 
therapy that a carrier covers based on an exception request. When the 
exception request is based on therapeutic equivalence, a substitute 
drug means a therapeutically equivalent substance as defined in chap-
ter 69.41 RCW.

(41) "Supplementary pharmacy services" or "other pharmacy serv-
ices" means pharmacy services involving the provision of drug therapy 
management and other services not required under state and federal law 
but that may be rendered in connection with dispensing, or that may be 
used in disease prevention or disease management.

(42) "Withdrawal management services" means twenty-four hour med-
ically managed or medically monitored detoxification and assessment 
and treatment referral for adults or adolescents withdrawing from al-
cohol or drugs, which may include induction of medications for addic-
tion recovery.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-0160, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060, 48.43.510, 48.43.515, 
48.43.520, 48.43.525, 48.43.530, and 48.165.030. WSR 17-12-069 (Matter 
No. R 2016-19), § 284-43-0160, filed 6/5/17, effective 7/6/17. Statu-
tory Authority: RCW 48.02.060, 48.43.510. WSR 17-01-166 (Matter No. R 
2016-16), § 284-43-0160, filed 12/21/16, effective 7/1/17. WSR 
16-01-081, recodified as § 284-43-0160, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 48.46.060(2), 
and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 284-43-130, 
filed 11/25/15, effective 7/1/16. Statutory Authority: RCW 48.02.060, 
48.18.120, 48.20.460, 48.43.505, 48.43.510, 48.43.515, 48.43.530, 
48.43.535, 48.44.050, 48.46.200, 48.20.450, 48.44.020, 48.44.080, 
48.46.030, 45 C.F.R. §§ 156.230, 156.235, and 156.245. WSR 14-10-017 
(Matter No. R 2013-22), § 284-43-130, filed 4/25/14, effective 
5/26/14. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-130, filed 11/7/12, effective 11/20/12. Statutory Authority: 
RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 
48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), 
§ 284-43-130, filed 1/9/01, effective 7/1/01. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.200, 2000 
c 79 § 26, and RCW 48.30.040, 48.44.110, 48.46.400. WSR 01-03-032 
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(Matter No. R 2000-04), § 284-43-130, filed 1/9/01, effective 2/9/01. 
Statutory Authority: RCW 48.02.060, 48.30.010, 48.44.050, 48.46.200, 
48.30.040, 48.44.110 and 48.46.400. WSR 99-19-032 (Matter No. R 98-7), 
§ 284-43-130, filed 9/8/99, effective 10/9/99. Statutory Authority: 
RCW 48.02.060, 48.20.450, 48.20.460, 48.30.010, 48.44.020, 48.44.050, 
48.44.080, 48.46.030, 48.46.060(2), 48.46.200 and 48.46.243. WSR 
98-04-005 (Matter No. R 97-3), § 284-43-130, filed 1/22/98, effective 
2/22/98.]

SUBCHAPTER B1
PLAN MANAGEMENT

WAC 284-43-0200  Deadline for filing individual health plans, 
small group health plans, and stand-alone dental plans.  This section 
applies to all individual health plans, small group health plans, and 
stand-alone dental plans that provide pediatric dental benefits as one 
of the essential health benefits. Each year, issuers must file with 
the commissioner a complete rate and form filing for the next calendar 
year on or before the deadline set by the commissioner. The commis-
sioner must announce and post the filing deadline no later than March 
31st of each year. Issuers will be permitted to amend filings only at 
the direction of the commissioner. Filings not timely submitted will 
be rejected without review.
[WSR 16-01-081, recodified as § 284-43-0200, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.100, 48.43.340, 
48.43.715, 48.44.050, and 48.46.200. WSR 14-07-047 (Matter No. R 
2013-27), § 284-170-870, filed 3/13/14, effective 4/13/14.]

WAC 284-43-0210  Transitional reinsurance program.  (1) Issuers 
of health benefit plans in Washington state, and third party adminis-
trators of health benefit coverage offered in Washington, must partic-
ipate as contributing entities in the transitional reinsurance program 
established pursuant to RCW 48.43.720.

(2) The U.S. Department of Health and Human Services (HHS) will 
operate the transitional health plan reinsurance program for the state 
of Washington. The program ceases operation on June 30, 2017, for pay-
ment of claims incurred through December 31, 2016.

(3) Contributing entities are not required to remit reinsurance 
contributions for the following types of coverage:

(a) Coverage only for accident, or disability income insurance, 
or any combination thereof;

(b) Coverage issued as a supplement to liability insurance;
(c) Liability insurance, including general liability insurance 

and automobile liability insurance;
(d) Workers' compensation or similar insurance;
(e) Automobile medical payment insurance;
(f) Credit-only insurance;
(g) Coverage for on-site medical clinics;
(h) Limited scope dental or vision benefits;
(i) Benefits for long-term care, nursing home care, home health 

care, community-based care or any combination thereof;
(j) Benefits provided under a health flexible spending arrange-

ment as defined in Internal Revenue Code, Section 106 (c)(2) ("Health 
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FSA") if other group health plan coverage, not limited to excepted 
benefits, is made available for the year to the class of participants 
by reason of their employment, and the Health FSA is structured so 
that the maximum benefit payable to any participant in the class for a 
year cannot exceed two times the participant's salary reduction elec-
tion under the arrangement for the year (or, if greater, cannot exceed 
five hundred dollars plus the amount of the participant's salary re-
duction election). For this purpose, any amount that an employee can 
elect to receive as taxable income but elects to apply to the Health 
FSA is considered a salary reduction election (regardless of whether 
the amount is characterized as salary or as a credit under the Health 
FSA);

(k) Coverage for a specified disease or illness, if offered as 
independent, noncoordinated benefits;

(l) Hospital indemnity or other fixed indemnity insurance if of-
fered as independent, noncoordinated benefits;

(m) Medicare supplemental health insurance, and similar supple-
mental coverage provided to coverage under a group health plan, provi-
ded such coverage is offered as a separate insurance policy;

(n) Other similar insurance coverage under which benefits for 
medical care are secondary or incidental to other insurance benefits, 
or that qualify as HIPAA-excepted benefits;

(o) Medicare advantage, medicaid, or any federal coverage program 
except multistate Office of Personnel Management plans;

(p) Washington state health insurance pool and the Preexisting 
Condition Insurance Plan - Washington.

(4) As part of its rate filing, a carrier must identify the rein-
surance payments received for each nongrandfathered individual health 
benefit plan for the prior plan or policy year.

(5) This rule expires September 1, 2017.
[WSR 16-01-081, recodified as § 284-43-0210, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.720. WSR 13-05-024 
(Matter No. R 2012-09), § 284-170-001, filed 2/11/13, effective 
3/14/13.]

WAC 284-43-0230  Risk adjustment program.  (1) An issuer of a 
nongrandfathered individual or small group health plan in Washington 
state must participate in the permanent risk adjustment program, es-
tablished pursuant to RCW 48.43.720. 

(2) U.S. Department of Health and Human Services (HHS) will ad-
minister the risk adjustment program for 2014-2015. Issuers must com-
ply with HHS requirements for the risk adjustment program.

(3) Beginning September 1, 2015, or on the date established by 
the HHS, the commissioner will annually publish a notice of benefit 
and payment parameters, and include a statement of intent regarding 
whether the state or HHS will administer the risk adjustment program 
for the ensuring benefit year.

The commissioner will determine the form of the notice, which 
will be consistent with the form required by HHS.

(4) The commissioner will establish an advisory group to provide 
advice regarding whether the state should operate the risk adjustment 
program for a future period of benefit year or years.

(a) The advisory group consists of representatives from issuers 
who participate in the risk adjustment program, the health benefit ex-
change, and if under contract or otherwise established by the legisla-
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ture, the designated administrative entity for the state risk adjust-
ment program. If an issuer wishes to participate in the advisory 
group, it must notify the commissioner in writing of its designated 
participant not later than May 1st of each year.

(b) The advisory group will meet at the commissioner's discre-
tion.

(5) If HHS does not provide the commissioner with the data sub-
mitted by issuers, for a benefit year during which HHS administers the 
program, within thirty days of its submission to HHS, an issuer must 
submit to an actuarial firm designated by the commissioner the same 
data that it submits to HHS for the risk adjustment program. Corrected 
data must also be submitted. All issuers participating in the risk ad-
justment program in Washington state, not just those participating in 
the advisory group, must conform to this requirement.

(a) The data may only be used to perform modeling to assist the 
advisory group and commissioner in the annual decision-making process 
described in this section. Modeling done using the data must deidenti-
fy both issuers and any enrollees. Each advisory group participant is 
entitled to review all modeling reports, and upon request, learn which 
deidentified issuer represents their data set. The actuarial firm may 
not otherwise disclose the identity of data set sources.

(b) The actuarial firm and each issuer must execute all necessary 
privacy and security agreements to ensure the confidentiality and pri-
vacy of personal health information, establish remedies for unauthor-
ized release or distribution of the data that are consistent with 
state and federal law, provide for the retention of the data for not 
less than ten years, and for the destruction of the data after a ten 
year period of time.

The commissioner will prepare a template agreement for use by the 
actuarial firm and submitting issuers. The agreement must be identical 
for each issuer, unless the commissioner specifically agrees to an ex-
ception or change requested by an issuer or the actuarial firm for 
good cause. The commissioner will resolve disputes between the actua-
rial firm and an issuer.

(c) Where necessary to ensure that data is credible and useful to 
the modeling, the actuarial firm may issue specific data definition 
related to requested data submission, and may require submission of 
additional data to the data submitted to HHS.

(6) Each issuer must accurately report risk adjustment payments 
received or made under the risk adjustment program as part of a non-
grandfathered individual or small group's rate filing.

(7) An issuer that does not submit data to either HHS or the ac-
tuarial firm pursuant to this rule, or otherwise fails to comply with 
the risk adjustment program requirements, is subject to enforcement 
under Title 48 RCW.
[WSR 16-01-081, recodified as § 284-43-0230, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.720. WSR 13-05-025 
(Matter No. R 2012-12), § 284-170-002, filed 2/11/13, effective 
3/14/13.]

WAC 284-43-0250  Grandfathered health plan status.  (1) An issuer 
must retain in its files all necessary documentation to support its 
determination that a purchaser's plan is grandfathered. The informa-
tion must be sufficient to demonstrate that the issuer's determination 
of grandfathered status is credible. For purposes of this section, 
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"grandfathered plan" means a health plan that meets the requirements 
of this section and as defined in RCW 48.43.005.

(2) An issuer's documentation supporting grandfathered plan des-
ignation must be made available to the commissioner or the U.S. De-
partment of Health and Human Services for review and examination upon 
request. Beginning with the effective date of this section, for fully 
insured health plans designated as grandfathered, an issuer must re-
tain the records for a period of not less than ten years. For each 
plan, the records supporting the issuer's determination must also be 
made available to participants and beneficiaries upon request.

(3) An issuer's documentation must establish for each grandfath-
ered plan that since March 23, 2010:

(a) The plan was not amended to eliminate all or substantially 
all the benefits to diagnose or treat a particular condition. A list 
of all plan benefit amendments that eliminate benefits and the date of 
the amendment is the minimum level of acceptable documentation that 
must be available to support this criteria;

(b) The percentage of fixed amount cost-sharing percentage re-
quirements, if applicable, for the plan were not increased when meas-
ured from March 23, 2010. A list of each cost-sharing percentage that 
has been in place for a grandfathered group's plan, beginning with the 
cost-sharing percentage on March 23, 2010, is the minimum level of ac-
ceptable documentation that must be available to support this crite-
ria;

(c) The fixed cost-sharing requirements other than copayments did 
not increase by a total percentage measured from March 23, 2010, to 
the date of change that is more than the sum of medical inflation plus 
fifteen percent. A list of the fixed cost-sharing requirements other 
than copayments that apply to a grandfathered group's plan beginning 
on March 23, 2010, and a record of any increase, the date and the 
amount of the increase, is the minimum level of documentation that 
must be available to support this criteria;

(d) Copayments did not increase by an amount that exceeds the 
greater of:

(i) A total percentage measured from March 23, 2010, to the date 
of change that is more than the sum of medical inflation plus fifteen 
percent; or

(ii) Five dollars, adjusted annually for medical inflation meas-
ured from March 23, 2010. A record of all copayments beginning on 
March 23, 2010, applicable to a grandfathered group plan, and any 
changes in the copayment since that date is the minimum level of docu-
mentation that must be available to support this criterion.

(e) The employer's contribution rate toward any tier of coverage 
for any class of similarly situated individuals did not decrease by 
more than five percent below the contribution rate in place on March 
23, 2010, expressed as a percentage of the total cost of coverage. The 
total cost of coverage must be determined using the methodology for 
determining applicable COBRA premiums. If the employer's contribution 
rate is based on a formula such as hours worked, a decrease of more 
than five percent in the employer's contributions under the formula 
will cause the plan to lose grandfathered status. The issuer must re-
tain a record of the employer's contribution rate for each tier of 
coverage, and any changes in that contribution rate, beginning March 
23, 2010, as the minimum level of documentation that must be available 
to support this criteria;
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(f) On or after March 23, 2010, the plan was not amended to im-
pose an overall annual limit on the dollar value of benefits that was 
not in the applicable plan documents on March 23, 2010;

(g) On or after March 23, 2010, the plan was not amended to adopt 
an overall annual limit at a dollar value that is lower than the dol-
lar value of the lifetime limit for all benefits that was in effect on 
March 23, 2010; and

(h) The plan was not amended to decrease the dollar value of the 
annual limit, regardless of whether the plan or health insurance cov-
erage also imposes an overall lifetime limit on the dollar value of 
all benefits.

(4) In addition to documentation establishing that none of the 
prohibited changes described in subsection (3) of this section have 
occurred, an issuer must also make available to the commissioner upon 
request the following information for each grandfathered plan:

(a) Enrollment records of new employees and members added to the 
plan after March 23, 2010;

(b) Underwriting rules and guidelines applied to enrollees on or 
after March 23, 2010; and

(c) Proof of notification to the individual or group of its 
plan's grandfathered status designation for each year for which the 
status is claimed.

(5) A change made to a plan before March 23, 2010, but that be-
came effective after March 23, 2010, is permitted without negating a 
plan's grandfathered status if the change was adopted pursuant to a 
legally binding contract, state insurance department filing or written 
plan amendment. If the plan change resulted from a merger, acquisition 
or similar business action where one of the principal purposes is cov-
ering new individuals from the merged or acquired group under a grand-
fathered health plan, the plan may not be designated as grandfathered.

(6) An issuer may delegate the administrative functions related 
to documenting or determining grandfathered status designation to a 
third party. Such delegation does not relieve the issuer of its obli-
gation to ensure that the designation is correctly made, that replace-
ment plans are issued in a timely and compliant manner as required by 
state or federal law, and that all requisite documentation is kept by 
the issuer.

(7) If the commissioner determines that an issuer incorrectly 
designated a group plan as grandfathered, the plan is nongrandfath-
ered, and must be discontinued and replaced with a plan that complies 
with all relevant market requirements within thirty days. This section 
does not preclude additional enforcement action.

(8) An issuer must designate on its filings whether a plan is 
grandfathered or nongrandfathered as required by the Washington state 
system for electronic rate and form filing (SERFF) filing instruc-
tions.
[WSR 16-01-081, recodified as § 284-43-0250, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 
48.44.050, 48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter 
No. R 2013-13), § 284-170-950, filed 12/11/13, effective 1/11/14.]

WAC 284-43-0270  Market conduct requirements related to grand-
fathered status.  (1) An issuer may allow a group covered by grand-
fathered health insurance coverage to add new employees to its health 
benefit plan, and move employees between benefit options at open en-

Certified on 12/21/2021 Page 27



rollment without affecting grandfathered status, as long as the 
group's plan does not change in any way that triggers the loss of 
grandfathered status as set forth in 45 C.F.R. 147.140 and WAC 
284-43-0250.

(2) An issuer must provide a statement in the plan materials pro-
vided to participants or beneficiaries describing the benefits provi-
ded under the plan, explaining that the group health plan believes it 
is a grandfathered health plan within the meaning of Section 1251 of 
the Affordable Care Act, and include contact information for questions 
and complaints that conforms to the model notice language found in 45 
C.F.R. 147.140.

(3) An issuer must not restrict group eligibility to purchase a 
nongrandfathered plan offered through an association or member-gov-
erned group because the group is not affiliated with or does not par-
ticipate in the association or member-governed group, unless the asso-
ciation or member-governed group meets the requirements of WAC 
284-43-0330(1).

(4) WAC 284-43-0250 through 284-43-0330 does not prohibit an is-
suer from discontinuing a grandfathered plan design and replacing it 
with a nongrandfathered plan.

(5) An issuer must not limit eligibility based on health status 
for either grandfathered or nongrandfathered health plans.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-0270, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-0270, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 
48.44.050, 48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter 
No. R 2013-13), § 284-170-952, filed 12/11/13, effective 1/11/14.]

WAC 284-43-0290  Small group coverage market transition require-
ments.  (1) For all nongrandfathered small group plans issued and in 
effect prior to January 1, 2014, in 2014 issuers must replace issued 
nongrandfathered small group health benefit plans with health benefit 
plans approved by the commissioner as follows:

(a) An issuer may elect to withdraw a product pursuant to RCW 
48.43.035, and discontinue each health benefit plan in force under 
that product on the same date, requiring groups to select a replace-
ment plan to be effective on the date of discontinuation; or

(b) An issuer may discontinue a small group's coverage at renewal 
and offer the full range of plans the issuer offers in the small group 
market as replacement options, to take effect on the small group's re-
newal date. For small groups covered by nongrandfathered health bene-
fit plans purchased based on an association or member-governed group 
affiliation or membership, the requirements of WAC 284-43-0310 and 
284-43-0330 apply;

(c) If an issuer does not have a replacement plan approved by the 
commissioner to offer in place of the discontinued plan, the issuer 
must assist each enrollee in identifying a replacement option offered 
by another issuer.

(2) If an issuer selects the replacement option described in sub-
section (1)(b) of this section, the issuer must provide the small 
group plan sponsor with written notice of the discontinuation and re-
placement options not later than ninety days before the renewal date 
for the small group's coverage. The commissioner may, for good cause 
shown, permit a shorter notice period for providing the replacement 

Certified on 12/21/2021 Page 28



option information to a group. The written notice must contain the 
following information:

(a) Specific descriptions of the replacement plans for which the 
small group and its enrollees are eligible, both on or off the health 
benefit exchange. At the issuer's discretion, rate information may but 
is not required to be, included in the notice describing the replace-
ment plans, provided subsequent rating information is provided with 
renewal;

(b) Electronic link information to the summary of benefits and 
explanation of coverage for each replacement plan option;

(c) Contact information to access assistance from the issuer in 
selecting the replacement plan option or answering enrollee questions 
about the replacement plans made available to them by their employer.

(3) For either replacement option set forth in subsection (1) of 
this section, the issuer must provide a separate written notice to 
each enrollee notifying the enrollee that their small group plan cov-
erage will be discontinued and replaced. The notice must be provided 
not later than ninety days prior to the discontinuation and replace-
ment date.

(4) If an issuer has electronic mail contact information for the 
small group plan sponsor or the enrollees, the written notice may be 
provided electronically. The issuer must be able to document to the 
commissioner's satisfaction both the content and timing of transmis-
sion. The issuer must send written notice by U.S. mail to a sponsor or 
enrollee for whom the electronic mail message was rejected.

(5) An issuer may offer small groups the option to voluntarily 
discontinue and replace their coverage prior to their renewal date.

(a) An issuer must not selectively offer early renewal to small 
groups, but must make this option universally available.

(b) An issuer must not alter or change a small group's renewal 
date to lengthen the period of time before discontinuation and re-
placement occurs in 2014. For example, if a small group's renewal date 
is March 31st of each year, the issuer may not adjust the small 
group's benefit year in 2013 to effect a renewal date of November 
30th.

(6) This section applies to each health benefit plan that pro-
vides coverage based on receipt of claims for services, even if the 
coverage falls under one of the categories excepted from the defini-
tion of "health plan" as set forth in RCW 48.43.005 (26)(i) and (l). 
This section does not apply to a health benefit plan that provides per 
diem or single payment coverage based on a triggering event or diagno-
sis regardless of the medical necessity of the type or range of serv-
ices received by an enrollee.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-0290, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-0290, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 
48.44.050, 48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter 
No. R 2013-13), § 284-170-954, filed 12/11/13, effective 1/11/14.]

WAC 284-43-0350  Individual coverage market transition require-
ments.  (1) For all nongrandfathered individual health benefit plans 
issued and in effect prior to January 1, 2014, during 2014 issuers 
must replace the plans with health benefit plans approved by the com-
missioner as follows:
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(a) An issuer may elect to withdraw a product, pursuant to RCW 
48.43.038, and discontinue each health benefit plan in force under 
that product on the same date, requiring selection of a replacement 
plan to be effective on the date of discontinuation; or

(b) An issuer may discontinue an individual's coverage and offer 
the full range of plans the issuer offers in the individual market as 
replacement options. The replacement coverage must take effect on the 
individual's renewal date.

(c) If an issuer does not have a replacement plan approved by the 
commissioner to offer in place of the discontinued plan, the issuer 
must assist each enrollee in identifying a replacement option offered 
by another issuer.

(2) If an issuer selects the replacement option described in sub-
section (1)(b) of this section, not fewer than ninety days before the 
renewal date for the coverage, the issuer must provide the individual 
and each enrollee under the health benefit plan with written notice of 
the discontinuation and replacement options. The commissioner may, for 
good cause shown, permit a shorter notice period for providing the re-
placement option information to a group. The written notice must con-
tain the following information:

(a) Specific descriptions of the replacement plans for which the 
enrollees are eligible, both on or off the health benefit exchange;

(b) Electronic link information to the summary of benefits and 
explanation of coverage for each replacement plan option;

(c) Contact information for assistance from the issuer in select-
ing the replacement plan option or answering enrollee questions about 
the replacement plans;

(d) If a renewal date is later than January 1, 2014, the issuer's 
ninety day discontinuation and replacement notice must notify the in-
dividual and any other enrollees on the plan of the shortened plan 
year for 2014 under the replacement coverage.

(3) For either replacement option set forth in subsection (1) of 
this section, the issuer must provide a separate written notice to 
each enrollee notifying the enrollee that their existing coverage will 
be discontinued and replaced. The notice must be provided not later 
than ninety days prior to the discontinuation and replacement date.

(4) If an issuer has electronic mail contact information for the 
enrollees, the notice may be provided electronically. The issuer must 
be able to document to the commissioner's satisfaction both the con-
tent and timing of transmission. The issuer must send written notice 
by U.S. mail to an enrollee for whom the electronic mail message was 
rejected.

(5) This section applies to each health benefit plan that pro-
vides coverage based on receipt of claims for services, even if the 
coverage falls under one of the categories excepted from the defini-
tion of "health plan" as set forth in RCW 48.43.005 (26)(i) and (l). 
This section does not apply to a health benefit plan that provides per 
diem or single payment coverage based on a triggering event or diagno-
sis regardless of the medical necessity of the type or range of serv-
ices received by an enrollee.

(6) Between September 1st and September 30th of each year, an is-
suer must provide written notice to each enrollee under an individual 
health benefit plan of the availability of health benefit exchange 
coverage, and contact information for the health benefit exchange.
[WSR 16-01-081, recodified as § 284-43-0350, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 
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48.44.050, 48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter 
No. R 2013-13), § 284-170-959, filed 12/11/13, effective 1/11/14.]

SUBCHAPTER B2
CONFIDENTIALITY OF INSURANCE COMMUNICATIONS

WAC 284-43-0400  Purpose and scope.  (1) The purpose of this sub-
chapter is to establish uniform regulatory standards for health carri-
ers and to create minimum standards for carriers to adopt policies and 
procedures that conform administrative, business, and operational 
practices to protect an enrollee's right to privacy and right to con-
fidential health care services granted under state or federal laws.

(2) This subchapter applies to all health carriers except as oth-
erwise expressly provided in this subchapter. Health carriers are re-
sponsible for compliance with the provisions of this subchapter and 
are responsible for the compliance of any person or organization act-
ing on behalf of or at the direction of the carrier, or acting pur-
suant to carrier standards or requirements concerning the coverage of, 
payment for, or administration of health care benefits. A carrier may 
not offer as a defense to a violation of any provision of this sub-
chapter that the violation arose from the act or omission of a partic-
ipating provider or facility, network administrator, claims adminis-
trator, health care benefit manager, or other person acting on behalf 
of or at the direction of the carrier, or acting pursuant to carrier 
standards or requirements under a contract with the carrier rather 
than from the direct act or omission of the carrier.
[Statutory Authority: RCW 48.02.060, 48.43.505, and 48.43.5051. WSR 
20-24-120, § 284-43-0400, filed 12/2/20, effective 1/2/21.]

WAC 284-43-0410  Definitions.  (1) "Communications subject to 
confidentiality" means written, verbal, or electronic communication 
regarding sensitive health care services, and all health care services 
if a protected individual has requested to limited disclosure includ-
ing:

(a) Bills and attempts to collect payment, except for premium 
billing that does not contain any health information;

(b) A notice of adverse benefit determination;
(c) An explanation of benefits notice;
(d) A carrier's request for additional information regarding a 

claim;
(e) A notice of contested claim;
(f) The name and address of a provider, a description of services 

provided, and other visit information; and
(g) Any written, oral, or electronic communication from a carrier 

that contains protected health information.
(2) "Protected individual" has the same meaning as the definition 

of protected individual in RCW 48.43.005.
(3) "Sensitive health care services" has the same meaning as the 

definition of sensitive health care services in RCW 48.43.005.
[Statutory Authority: RCW 48.02.060, 48.43.505, and 48.43.5051. WSR 
20-24-120, § 284-43-0410, filed 12/2/20, effective 1/2/21.]
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WAC 284-43-0420  Sensitive health care services.  (1) A health 
carrier must direct all communication regarding sensitive health care 
services, including communications subject to confidentiality, direct-
ly to the protected individual. To facilitate communication of these 
services, a carrier must allow the protected individual to select 
their preferred communication format unless the format is otherwise 
specified by law or regulation and may provide sensitive health serv-
ices communications to the protected individual by:

(a) Health care portal that is only accessible to the protected 
individual;

(b) Email address, if provided by the protected individual;
(c) Telephone of the protected individual; or
(d) Mail to the address requested by a protected individual, and 

if no address has been requested, then mail to the known address if 
the communication and envelope are addressed only to the protected in-
dividual.

(2) When a protected individual provides their express written 
consent or verbal authorization on a recorded line, a health carrier 
may disclose information concerning sensitive health care services for 
that protected individual as specified by the protected individual.

(3) A health carrier must establish a process for informing en-
rollees, including protected individuals, of how communications re-
garding sensitive health care services are managed, including the 
process to update the protected individual's contact information.

(a) Health carriers must post a confidentiality request form 
clearly and conspicuously on its website for individuals to change 
their communication preferences regarding sensitive health informa-
tion, such as updating their address, or to select another means of 
communication. When carriers post the form on their website, or make 
the form available through other means, the form must accompany clear 
instructions about how a protected individual or enrollee may submit 
the form including other means available to change the contact infor-
mation regarding sensitive health care information. If carriers uti-
lize their own confidentiality request form, then carriers must also 
provide a link to the form specified for use and made available on the 
office of the insurance commissioner's website. Carriers must accept 
the form specified by the commissioner when submitted by an enrollee, 
authorized representative, or provider acting on behalf of the enroll-
ee.

(b) Health carriers must implement the request and any subsequent 
request for changes within three business days from receipt of the re-
quest. If a request is incomplete or missing information, the carrier 
must implement as much of the request as possible, and contact the en-
rollee to obtain a complete request within three business days.

(4) For the purposes of appealing an adverse benefit determina-
tion, a protected individual may request that a health carrier direct 
sensitive health care communications and communications subject to 
confidentiality to another individual including, but not limited to, 
the policyholder, primary subscriber, or health care provider.

(5) Confidentiality of sensitive health care services does not 
prevent a health carrier from communicating with a provider, health 
care benefit manager, third-party administrator, another carrier and 
other HIPAA covered entities when necessary to process claims, state 
or federal mandated reporting, or for other activities necessary to 
ensure coverage including, but not limited to, coordination of bene-
fits. If a carrier needs to communicate with a health care benefit 
manager or third-party administrator, then the health care benefit 
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manager or third-party administrator must first ensure continued con-
fidentiality, including continuing to communicate with the protected 
individual using their selected method of communication. If a carrier 
has a need to discuss services with another carrier or insurer, they 
must notify the other carrier or insurer of these requirements or en-
sure that they are aware of these requirements and any existing confi-
dentiality requests.

(6) Communications and confidentiality required by this section 
must be provided according to the terms and requirements set forth in 
RCW 48.43.505.
[Statutory Authority: RCW 48.02.060, 48.43.505, and 48.43.5051. WSR 
20-24-120, § 284-43-0420, filed 12/2/20, effective 1/2/21.]

WAC 284-43-0430  Requests regarding confidentiality and to limit 
disclosure.  (1) When requested by an enrollee, a health carrier must 
limit disclosure of that enrollee's information, including personal 
health information and communications subjected to confidentiality. 
Once limited, a health carrier must communicate directly with the en-
rollee through the identified physical address, email, telephone num-
ber, or carrier portal. 

(2) Health carriers must establish a process for informing en-
rollees, including protected individuals, of the ability to request 
confidentiality, limit disclosure, and update their contact informa-
tion. Enrollees must be able to provide a request telephonically, or 
submit it by email or online, such as through a portal or on the 
carrier's webpage.

(a) Health carriers must post a confidentiality request form 
clearly and conspicuously on their website for individuals limit dis-
closure or to change their limits regarding communication preferences, 
such as updating their address, or selecting another means of communi-
cation. When carriers post the form on their website, or make the form 
available through other means, carriers must ensure that the form is 
accompanied by clear instructions about how a protected individual or 
enrollee may submit the form and the process, including other means 
available to change the enrollee's contact information. If carriers 
utilize their own confidentiality request form, then carriers must al-
so provide a link to the form specified for use and made available on 
the office of the insurance commissioner's website. Carriers must ac-
cept the form specified by the commissioner when submitted by an en-
rollee, authorized representative, or provider acting on behalf of the 
enrollee.

(b) Carriers must implement the request and any subsequent re-
quest for changes within three business days from receipt of the re-
quest. If a request is incomplete or missing information, the carrier 
must implement as much of the request as possible, and contact the en-
rollee to obtain a complete request within three business days.

(c) The request must remain in effect until the enrollee revokes 
or modifies the request in writing.

(3) Requests to limit disclosure do not prevent a health carrier 
from communicating with a provider, health care benefit manager, 
third-party administrator, another carrier and other HIPAA covered en-
tities when necessary to process claims, state or federal mandated re-
porting, or for other activities necessary to ensure coverage includ-
ing, but not limited to, coordination of benefits. If a carrier needs 
to communicate with a health care benefit manager or third-party ad-
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ministrator, then the benefit manager or third-party administrator 
must first ensure continued confidentiality, including continuing to 
communicate with the enrollee using their selected method of communi-
cation. If a carrier has a need to discuss services with another car-
rier or insurer, they must notify the other carrier or insurer of 
these requirements or ensure that they are aware of these requirements 
and any existing confidentiality requests.

(4) Confidentiality required by this section must be provided ac-
cording to the terms and requirements set forth in RCW 48.43.505.

(5) Carriers must have processes and procedures in place to track 
information related to confidentiality requests made under the re-
quirements of this subchapter and RCW 48.43.505, including the number 
of requests received by the carrier and the related time frames for 
processing the request. Carriers will submit this information to the 
commissioner when requested.
[Statutory Authority: RCW 48.02.060, 48.43.505, and 48.43.5051. WSR 
20-24-120, § 284-43-0430, filed 12/2/20, effective 1/2/21.]

SUBCHAPTER C
OPEN AND SPECIAL ENROLLMENT REQUIREMENTS

WAC 284-43-1020  Special enrollment requirements for small group 
plans.  (1) A "special enrollment period" means a period of time out-
side the initial or annual group renewal period during which an indi-
vidual applicant may enroll if the individual has experienced a quali-
fying event. An issuer must make periods for special enrollment in its 
small group plans available to an otherwise eligible applicant if the 
applicant has experienced one of the qualifying events identified in 
this section.

(2) A qualifying event for special enrollment in small group 
plans offered on or off the health benefit exchange is one of the fol-
lowing:

(a) The loss of minimum essential benefits, including loss of em-
ployer sponsored insurance coverage, or of the coverage of a person 
under whose policy they were enrolled, unless the loss is based on the 
individual's voluntary termination of employer sponsored coverage, the 
misrepresentation of a material fact affecting coverage or for fraud 
related to the terminated health coverage;

(b) The loss of eligibility for medicaid or a public program pro-
viding health benefits;

(c) The loss of coverage as the result of dissolution of marriage 
or termination of a domestic partnership;

(d) A permanent change in residence, work, or living situation, 
whether or not within the choice of the individual, where the health 
plan under which they were covered does not provide coverage in that 
person's new service area;

(e) The birth, placement for adoption or adoption of the appli-
cant for whom coverage is sought;

(f) A situation in which a plan no longer offers benefits to the 
class of similarly situated individuals that includes the applicant;

(g) Loss of individual or group coverage purchased on the health 
benefit exchange due to an error on the part of the exchange, the is-
suer or the U.S. Department of Health and Human Services;
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(h) Marriage or entering into a domestic partnership, including 
eligibility as a dependent of an individual marrying or entering into 
a domestic partnership.

(3) Nothing in this rule is intended to alter or affect the re-
quirements of RCW 48.43.517.

(4) An issuer may require reasonable proof or documentation that 
an individual seeking special enrollment has experienced a qualifying 
event.

(5) An issuer must offer a special enrollee each benefit package 
available to members of the group who enrolled when first eligible. A 
special enrollee cannot be required to pay more for coverage than oth-
er members of the group who enrolled in the same coverage when first 
eligible. Any difference in benefits or cost-sharing requirements con-
stitutes a different benefit package.

(6) An issuer must include detailed information about special en-
rollment options and rights in its health plan documents provided pur-
suant to WAC 284-43-5130, and in any policy or certificate of coverage 
provided to an employer, plan sponsor, or enrollee. The notice must be 
substantially similar to the model notice provided by the U.S. Depart-
ment of Labor or the U.S. Department of Health and Human Services.

(7) For children who experience a qualifying event, if the selec-
ted plan is not the plan on which the parent is then enrolled, or if 
the parent does not have coverage, the issuer must permit the parent 
to enroll when the child seeks enrollment for dependent coverage. An 
enrolling child must have access to any benefit package offered to em-
ployees, even if that requires the issuer to permit the parent to 
switch benefit packages.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-1020, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-1020, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.43.0211, 48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 
147.106, 155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-410, filed 12/11/13, effective 1/1/14.]

WAC 284-43-1040  Special enrollment periods for small group 
qualified health plans.  (1) Issuers of small group qualified health 
plans must comply with the additional special enrollment period re-
quirements set forth in 45 C.F.R. 155.420 (b)(2) and 45 C.F.R. 
155.725.

(2) In addition to meeting the requirements set forth in WAC 
284-43-1020, issuers must include in qualified health plan contract 
forms and required disclosure documents an explanation of special en-
rollment rights if one of the following triggering events occurs:

(a) In addition to the requirements for adopted, placed for adop-
tion, and newborn children, the same special enrollment right accrues 
for foster children and children placed in foster care;

(b) The individual demonstrates to the health benefit exchange 
that the qualified health plan in which they are enrolled violated a 
material provision of the coverage contract in relation to the indi-
vidual;

(c) An individual's enrollment in or nonenrollment in a qualified 
health plan is unintentional, inadvertent or erroneous, and is the re-
sult of the error, misinterpretation or inaction of an officer, em-
ployee or agent of the health benefit exchange of the U.S. Department 
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of Health and Human Services, as determined by the health benefit ex-
change upon evaluation;

(d) In addition to the special enrollment event in WAC 
284-43-1020 (2)(d), a change in the individual's residence as the re-
sult of a permanent move results in new eligibility for previously un-
available qualified health plans;

(e) For qualified individuals who are an Indian, as defined by 
Section 4 of the Indian Health Care Improvement Act, enrollment in a 
qualified health plan or change from one qualified health plan to an-
other must be permitted one time per month, without requiring an addi-
tional special enrollment triggering event.

(3) If the health benefit exchange establishes earlier effective 
dates for special enrollment periods, pursuant to 45 C.F.R. 155.420, 
an issuer must include in its plan documents and required disclosures 
an explanation of the effective date for special enrollment periods.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-1040, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-1040, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.43.0211, 48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 
147.106, 155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-412, filed 12/11/13, effective 1/1/14.]

WAC 284-43-1060  Duration and effective dates of small group spe-
cial enrollment periods.  (1) This section applies to nongrandfathered 
small group plans offered on or off the health benefit exchange.

(2) Special enrollment periods must not be shorter than sixty 
days from the date of the qualifying event.

(3) The effective date of coverage for those enrolling in a small 
group plan through a special enrollment period is the first date of 
the next month after the application for coverage is received, unless 
one of the following exceptions applies:

(a) For special enrollment of newborn, adopted or placed for 
adoption children, the date of birth, date of adoption or date of 
placement for adoption becomes the first effective date of coverage;

(b) For applicants enrolling after the fifteenth of the month, 
the issuer must begin coverage not later than the first date of the 
second month after the application is received, unless the applicant 
is enrolling due to marriage or the commencement of a domestic part-
nership. An issuer may establish an earlier effective date at their 
discretion. An issuer may establish an earlier effective date at their 
discretion;

(c) For applicants enrolling because of marriage or the commence-
ment of a domestic partnership, when notice of the marriage or domes-
tic partnership is received within sixty days of the marriage or com-
mencement of the domestic partnership, either as spouse, domestic 
partner or as a dependent child, coverage must begin no later than the 
first date of the month immediately following the date of marriage or 
domestic partnership.

(4) An issuer must not refuse to enroll an applicant who applies 
within sixty days of the qualifying event, if the applicant would be 
eligible had the application been received during open enrollment.
[WSR 16-01-081, recodified as § 284-43-1060, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
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48.43.0211, 48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 
147.106, 155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-415, filed 12/11/13, effective 1/1/14.]

WAC 284-43-1080  Individual market open enrollment requirements. 
(1) For purposes of this section, "open enrollment" means a specific 
period of time each year during which enrollment in a health benefit 
plan is permitted. This section applies to plans offered in the indi-
vidual market.

(2) An issuer must limit the dates for enrollment in plans of-
fered on the individual market off the health benefit exchange to the 
same time period for open enrollment established by the health benefit 
exchange.

(3) An issuer must prominently display information on its website 
about open enrollment periods and special enrollment periods applica-
ble to its plans offered either on or off the health benefit exchange.

(a) The website information about enrollment periods must provide 
a consumer with the ability to access or request and receive an appli-
cation packet for enrollment at any time.

(b) The displayed information must include details written in 
plain language explaining what constitutes a qualifying event for spe-
cial enrollment.

(4) Written notice of open enrollment must be provided to enrol-
led persons at some point between September 1st and September 30th of 
each year.
[WSR 16-01-081, recodified as § 284-43-1080, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.44.050, 
48.46.200 and 45 C.F.R. Parts 144, 146 and 147. WSR 14-08-036 (Matter 
No. R 2014-01), § 284-170-420, filed 3/26/14, effective 4/26/14. Stat-
utory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 48.43.0211, 
48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 147.106, 
155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-420, filed 12/11/13, effective 1/1/14.]

WAC 284-43-1100  Individual market special enrollment require-
ments.  (1) For a nongrandfathered individual health plan offered on 
or off the health benefit exchange, an issuer must make a special en-
rollment period of not less than sixty days available to any person 
who experiences a qualifying event, permitting enrollment in an indi-
vidual health benefit plan outside the open enrollment period. This 
requirement applies to plans offered on the health benefit exchange 
that cover pediatric oral benefits offered as essential health bene-
fits necessary to satisfy minimum essential coverage requirements.

(2) A qualifying event means the occurrence of one of the follow-
ing:

(a) The loss of minimum essential coverage, including employer 
sponsored insurance coverage due to action by either the employer or 
the issuer or due to the individual's loss of eligibility for the em-
ployer sponsored coverage, or the loss of the individual or group cov-
erage of a person under whose policy they were enrolled, unless the 
loss is based on the individual's misrepresentation of a material fact 
affecting coverage or for fraud related to the discontinued health 
coverage;
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(b) The loss of eligibility for medicaid or a public program pro-
viding health benefits;

(c) The loss of coverage as the result of dissolution of marriage 
or termination of a domestic partnership;

(d) A permanent change in residence, work, or living situation, 
whether or not within the choice of the individual, where the health 
plan under which they were covered does not provide coverage in that 
person's new service area;

(e) The birth, placement for or adoption of the person for whom 
coverage is sought. For newborns, coverage must be effective from the 
moment of birth; for those adopted or placed for adoption, coverage 
must be effective from the date of adoption or placement for adoption, 
whichever occurs first;

(f) A situation in which a plan no longer offers any benefits to 
the class of similarly situated individuals that includes the individ-
ual;

(g) Coverage is discontinued in a qualified health plan by the 
health benefit exchange pursuant to 45 C.F.R. 155.430 and the three 
month grace period for continuation of coverage has expired;

(h) Exhaustion of COBRA coverage due to failure of the employer 
to remit premium;

(i) Loss of COBRA coverage where the individual has exceeded the 
lifetime limit in the plan and no other COBRA coverage is available;

(j) If the person discontinues coverage under a health plan of-
fered pursuant to chapter 48.41 RCW;

(k) Loss of coverage as a dependent on a group plan due to age;
(l) Marriage or entering into a domestic partnership, including 

eligibility as a dependent of an individual marrying or entering into 
a domestic partnership.

(3) If the special enrollee had prior coverage, an issuer must 
offer a special enrollee each of the benefit packages available to in-
dividuals who enrolled during the open enrollment period within the 
same metal tier or level at which the person was previously enrolled. 
Any difference in benefits or cost-sharing requirements for different 
individuals constitutes a different benefit package.

(a) A special enrollee cannot be required to pay more for cover-
age than a similarly situated individual who enrolls during open en-
rollment.

(b) An issuer may limit a special enrollee who was enrolled in a 
catastrophic plan as defined in RCW 48.43.005(8) to the plans availa-
ble during open enrollment at either the bronze or silver level.

(c) An issuer may restrict a special enrollee whose eligibility 
is based on their status as a dependent to the same metal tier for the 
plan on which the primary subscriber is enrolled.

(4) An issuer may require reasonable proof or documentation that 
an individual seeking special enrollment has experienced a qualifying 
event.
[WSR 16-01-081, recodified as § 284-43-1100, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.43.0211, 48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 
147.106, 155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-425, filed 12/11/13, effective 1/1/14.]

WAC 284-43-1120  Individual market special enrollment period re-
quirements for qualified health plans.  (1) An issuer offering indi-
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vidual qualified health plans on the health benefit exchange must make 
special enrollment opportunities, subject to the same terms and condi-
tions specified in WAC 284-43-1100, available to applicants who expe-
rience a qualifying event.

(2) In addition to the special enrollment qualifying events set 
forth in WAC 284-43-1100, the following special enrollment opportuni-
ties must be made available for individual plans offered on the health 
benefit exchange:

(a) For qualified individuals who are an Indian, as defined by 
Section 4 of the Indian Health Care Improvement Act, enrollment in a 
qualified health plan or change from one qualified health plan to an-
other must be permitted one time per month, without requiring an addi-
tional special enrollment triggering event;

(b) The applicant demonstrates to the health benefit exchange 
that the qualified health plan in which they are enrolled violated a 
material provision of the coverage contract in relation to the indi-
vidual;

(c) If applicant lost prior coverage due to errors by the health 
benefit exchange staff or the U.S. Department of Health and Human 
Services;

(d) The applicant, or his or her dependent, not previously a 
citizen, national or lawfully present individual, gains such status. 
For purposes of this subsection, "dependent" means a dependent as de-
fined in RCW 48.43.005;

(e) The individual becomes newly eligible or newly ineligible for 
advance payment of premium tax credits, has a change in eligibility 
for cost-sharing reductions, or the individual's dependent becomes 
newly eligible. For purposes of (e) and (f) of this subsection, "de-
pendent" means dependent as defined in 26 C.F.R. 54.9801-2;

(f) The individual or their dependent who is currently enrolled 
in employer sponsored coverage is determined newly eligible for ad-
vance payment of premium tax credit pursuant to the criteria estab-
lished in 45 C.F.R. 155.420 (d)(6)(iii);

(g) In addition to the special enrollment event in WAC 
284-43-1100 (2)(d), a change in the individual's residence as the re-
sult of a permanent move results in new eligibility for previously un-
available qualified health plans.

(3) An individual who experiences a qualifying event and whose 
prior coverage was on a catastrophic health plan as defined in RCW 
48.43.005 (8)(c)(i) may be limited by the exchange to enrollment in a 
bronze or silver level plan.

(4) This section must not be interpreted or applied to preclude 
or limit the health benefit exchange's rights to automatically enroll 
qualified individuals based on good cause, exceptional circumstances 
as defined by the health benefit exchange or as required by the U.S. 
Department of Health and Human Services.

(5) Issuers must comply with the special enrollment event re-
quirements established for qualified health plans offered on the 
health benefit exchange in 45 C.F.R. 155.420. If the health benefit 
exchange establishes earlier effective dates for special enrollment 
periods, pursuant to 45 C.F.R. 155.420, an issuer must include in its 
plan documents and required disclosures an explanation of the effec-
tive date for special enrollment periods.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-1120, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-1120, filed 12/14/15, effective 
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12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.43.0211, 48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 
147.106, 155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-430, filed 12/11/13, effective 1/1/14.]

WAC 284-43-1140  Duration, notice requirements and effective 
dates of coverage for individual market special enrollment periods. 
(1) Special enrollment periods must not be shorter than sixty days 
from the date of the qualifying event.

(2) The effective date of coverage for those enrolling in an in-
dividual health plan through a special enrollment period is the first 
date of the next month after the premium is received by the issuer, 
unless one of the following exceptions applies:

(a) For those enrolling after the fifteenth of the month, the is-
suer must begin coverage not later than the first date of the second 
month after the application is received. Issuers may establish an ear-
lier effective date at their discretion;

(b) For special enrollment of newborn, adopted or placed for 
adoption children, the date of birth, date of adoption or date of 
placement for adoption, as applicable, becomes the first effective 
date of coverage. The same requirement applies to foster children or 
children placed for foster care on qualified health plans;

(c) For special enrollment based on marriage or the beginning of 
a domestic partnership, and for special enrollment based on loss of 
minimum essential coverage, coverage must begin on the first day of 
the next month.

(3) For individual plans offered either on or off the health ben-
efit exchange, an issuer must include detailed information about spe-
cial enrollment options and rights in its health plan documents provi-
ded pursuant to WAC 284-43-5130, and in the policy, contract or cer-
tificate of coverage provided to an employer, plan sponsor or enroll-
ee. The notice must be substantially similar to the model notice pro-
vided by the U.S. Department of Health and Human Services.
[Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.44.050, and 48.46.200. WSR 17-01-145 (Matter No. R 2016-21), § 
284-43-1140, filed 12/20/16, effective 1/20/17. Statutory Authority: 
RCW 48.02.060. WSR 16-14-106 (Matter No. R 2016-11), § 284-43-1140, 
filed 7/6/16, effective 8/6/16. WSR 16-01-081, recodified as § 
284-43-1140, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.18.120(2), 48.20.450, 48.43.0211, 48.43.720(3), 
48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 147.106, 155.420, and 
155.725. WSR 14-01-042 (Matter No. R 2013-02), § 284-170-435, filed 
12/11/13, effective 1/1/14.]

SUBCHAPTER D
PRIOR AUTHORIZATION AND UTILIZATION REVIEW

WAC 284-43-2000  Health care services utilization review—Gener-
ally.  (1) Unless provided otherwise in this chapter or chapter 
284-170 WAC with respect to utilization review of prescription drug 
services, this section governs issuer utilization review programs.

(2) These definitions apply to this section:
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(a) "Concurrent care review request" means:
(i) Any request for an extension of a previously authorized inpa-

tient stay or a previously authorized ongoing outpatient service, 
e.g., physical therapy, home health, etc.; and

(ii) Any request for authorization of continued withdrawal man-
agement or extension of inpatient or residential substance use disor-
der treatment services, including during the period of time that a be-
havioral health agency is arranging a transfer to an appropriate fa-
cility or lower level of care following an initial period of treatment 
under RCW 48.43.761.

(b) "Postservice review request" means any request for approval 
of care or treatment that has already been received by the enrollee.

(3) Each issuer must maintain a documented utilization review 
program description and written clinical review criteria based on rea-
sonable medical evidence. The program must include a method for re-
viewing and updating criteria. Issuers must make clinical review cri-
teria available upon request to participating providers and facili-
ties. An issuer need not use medical evidence or standards in its uti-
lization review of religious nonmedical treatment or religious nonmed-
ical nursing care.

(4) The utilization review program must meet accepted national 
certification standards such as those used by the National Committee 
for Quality Assurance except as otherwise required by this chapter and 
must have staff who are properly qualified, trained, supervised, and 
supported by explicit written clinical review criteria and review pro-
cedures.

(5) Each issuer when conducting utilization review must:
(a) Accept information from any reasonably reliable source that 

will assist in the certification process;
(b) Collect only the information necessary to certify the admis-

sion, procedure or treatment, length of stay, or frequency or duration 
of services;

(c) Not routinely require providers or facilities to numerically 
code diagnoses or procedures to be considered for certification, but 
may request such codes, if available;

(d) Not routinely request copies of medical records on all en-
rollees reviewed;

(e) Require only the section(s) of the medical record during con-
current review necessary in that specific case to certify medical ne-
cessity or appropriateness of the admission or extension of stay, fre-
quency or duration of service;

(f) For concurrent review, base review determinations solely on 
the medical information obtained by the issuer at the time of the re-
view determination;

(g) For retrospective review, base review determinations solely 
on the medical information available to the provider or facility at 
the time the health service was provided;

(h) Not retrospectively deny coverage for emergency and nonemer-
gency care that had prior authorization under the plan's written poli-
cies at the time the care was rendered unless the prior authorization 
was based upon a material misrepresentation by the provider or facili-
ty;

(i) Not retrospectively deny coverage or payment for care based 
upon standards or protocols not communicated to the provider or fa-
cility within a sufficient time period for the provider or facility to 
modify care in accordance with such standard or protocol; and
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(j) Reverse its certification determination only when information 
provided to the issuer is materially different from that which was 
reasonably available at the time of the original determination.

(6) Each issuer must reimburse reasonable costs of medical record 
duplication for reviews.

(7) Each issuer must have written procedures to assure that re-
views and second opinions are conducted in a timely manner.

(a) Review time frames must be appropriate to the severity of the 
enrollee condition and the urgency of the need for treatment, as docu-
mented in the review request.

(b) If the review request from the provider or facility is not 
accompanied by all necessary information, the issuer must tell the 
provider or facility what additional information is needed and the 
deadline for its submission. Upon the sooner of the receipt of all 
necessary information or the expiration of the deadline for providing 
information, the time frames for issuer review determination and noti-
fication must be no less favorable than federal Department of Labor 
standards, as follows. For urgent inpatient services that require con-
current review, the time frame is as soon as possible, taking into ac-
count the medical exigencies, and no later than twenty-four hours, 
provided that the request is made at least twenty-four hours prior to 
the expiration of previously approved period of time or number of 
treatments. For postservice review requests, within thirty calendar 
days.

(c) Notification of the determination must be provided as fol-
lows:

(i) Information about whether a request was approved or denied 
must be made available to the provider or facility, and enrollee. Is-
suers must at a minimum make the information available on their web-
site or from their call center.

(ii) Whenever there is an adverse determination the issuer must 
notify the provider or facility and the enrollee. The issuer must in-
form the parties in advance whether it will provide notification by 
phone, mail, fax, or other means.

(iii) Whenever the adverse determination relates to a protected 
individual, as defined in RCW 48.43.005, the issuer must follow RCW 
48.43.505.

(d) As appropriate to the type of request, notification must in-
clude the number of extended days, the next anticipated review point, 
the new total number of days or services approved, and the date of ad-
mission or onset of services.

(e) The frequency of reviews for the extension of initial deter-
minations must be based on the severity or complexity of the enrol-
lee's condition or on necessary treatment and discharge planning ac-
tivity.

(8) Concurrent care review requests related to authorization for 
coverage of continued withdrawal management or extension of inpatient 
or residential substance use disorder treatment services also must ad-
here to the requirements of RCW 48.43.761. In the event of a conflict 
between RCW 48.43.761 and the requirements of subsections (4) through 
(8) of this section, RCW 48.43.761 governs.

(9) No issuer may penalize or threaten a provider or facility 
with a reduction in future payment or termination of participating 
provider or participating facility status because the provider or fa-
cility disputes the issuer's determination with respect to coverage or 
payment for health care service.
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[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-2000, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060, 48.43.510, 48.43.515, 
48.43.520, 48.43.525, 48.43.530, and 48.165.030. WSR 17-12-069 (Matter 
No. R 2016-19), § 284-43-2000, filed 6/5/17, effective 1/1/18. Statu-
tory Authority: RCW 48.02.060, 48.43.510, and 48.165.0301. WSR 
16-11-074 (Matter No. R 2016-02), § 284-43-2000, filed 5/16/16, effec-
tive 1/1/17. WSR 16-01-081, recodified as § 284-43-2000, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 
48.44.050, 48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 
2014-13), § 284-43-410, filed 11/25/15, effective 7/1/16. Statutory 
Authority: RCW 48.02.060, 48.43.530, P.L. 111-148 (2010, as amended) 
and regulations issued on June 24, 2011, amending 45 C.F.R. Part 147. 
WSR 11-24-004 (Matter No. R 2011-18), § 284-43-410, filed 11/28/11, 
effective 12/29/11. Statutory Authority: RCW 48.02.060 and 48.43.520. 
WSR 10-23-051 (Matter No. R 2009-19), § 284-43-410, filed 11/10/10, 
effective 12/11/10. Statutory Authority: RCW 48.02.060, 48.18.120, 
48.20.450, 48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 
48.43.505, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 
48.43.535. WSR 01-03-033 (Matter No. R 2000-02), § 284-43-410, filed 
1/9/01, effective 7/1/01.]

WAC 284-43-2020  Drug utilization review—Generally.  (1) These 
definitions apply to this section only:

(a) "Nonurgent review request" means any request for approval of 
care or treatment where the request is made in advance of the patient 
obtaining medical care or services, or a renewal of a previously ap-
proved request, and is not an urgent care request.

(b) "Urgent care review request" means any request for approval 
of care or treatment where the passage of time could seriously jeop-
ardize the life or health of the patient, seriously jeopardize the pa-
tient's ability to regain maximum function or, in the opinion of a 
provider with knowledge of the patient's medical condition, would sub-
ject the patient to severe pain that cannot be adequately managed 
without the care or treatment that is the subject of the request.

(2) Each issuer must maintain a documented drug utilization re-
view program. The program must include a method for reviewing and up-
dating criteria. Issuers must make drug review criteria available upon 
request to a participating provider. Beginning January 1, 2021, an is-
suer must post its clinical review criteria for prescription drugs and 
the drug utilization management exception process on its website. An 
issuer must also require any entity performing prescription drug bene-
fit administration on the issuer's behalf to post the drug utilization 
management exception process and clinical review criteria used for the 
issuer's enrollees on the entity's website. The review criteria must 
be accessible to both providers and enrollees and presented in plain 
language that is understandable to both providers and enrollees. The 
clinical review criteria must include all rules and criteria related 
to the prescription drug utilization management exception process in-
cluding the specific information and documentation that must be sub-
mitted by a health care provider or enrollee to be considered a com-
plete exception request.
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(3) The drug utilization review program must meet accepted na-
tional certification standards such as those used by the National Com-
mittee for Quality Assurance except as otherwise required by this 
chapter.

(4) The drug utilization review program must have staff who are 
properly qualified, trained, supervised, and supported by explicit 
written clinical review criteria and review procedures.

(5) Each issuer must have written procedures to assure that re-
views are conducted in a timely manner.

(a) If the review request from a provider or enrollee is not ac-
companied by all necessary information, the issuer must tell the pro-
vider or enrollee what additional information is needed and the dead-
line for its submission. Upon the sooner of the receipt of all neces-
sary information or the expiration of the deadline for providing in-
formation, the time frames for issuer determination and notification 
must be no less favorable than United States Department of Labor 
standards, and are as follows:

(i) For urgent care review requests:
(A) Must approve the request within forty-eight hours if the in-

formation provided is sufficient to approve the claim and include the 
authorization number, if a prior authorization number is required, in 
its approval;

(B) Must deny the request within forty-eight hours if the reques-
ted service is not medically necessary and the information provided is 
sufficient to deny the claim; or

(C) Within twenty-four hours, if the information provided is not 
sufficient to approve or deny the claim, the issuer must request that 
the provider submits additional information to make the prior authori-
zation determination:

(I) The issuer must give the provider forty-eight hours to submit 
the requested information;

(II) The issuer must then approve or deny the request within for-
ty-eight hours of the receipt of the requested additional information 
and include the authorization number in its approval;

(ii) For nonurgent care review requests:
(A) Must approve the request within five calendar days if the in-

formation is sufficient to approve the claim and include the authori-
zation number in its approval;

(B) Must deny the request within five calendar days if the re-
quested service is not medically necessary and the information provi-
ded is sufficient to deny the claim; or

(C) Within five calendar days, if the information provided is not 
sufficient to approve or deny the claim, the issuer must request that 
the provider submits additional information to make the prior authori-
zation determination:

(I) The issuer must give the provider five calendar days to sub-
mit the requested additional information;

(II) The issuer must then approve or deny the request within four 
calendar days of the receipt of the additional information and include 
the authorization number in its approval.

(b) Notification of the prior authorization determination must be 
provided as follows:

(i) Information about whether a request was approved must be made 
available to the provider;

(ii) Whenever there is an adverse determination resulting in a 
denial the issuer must notify the requesting provider by one or more 
of the following methods; phone, fax and/or secure electronic notifi-
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cation, and the covered person in writing or via secure electronic no-
tification. Status information will be communicated to the billing 
pharmacy, via electronic transaction, upon the issuer's receipt of a 
claim after the request has been denied. The issuer must transmit 
these notifications within the time frames specified in (a)(i) and 
(ii) of this subsection in compliance with United States Department of 
Labor standards.

(6) When a provider or enrollee requests an exception to an issu-
er's drug utilization program, the urgent and nonurgent time frames 
established in RCW 48.43.420, WAC 284-43-2021 and 284-43-2022 shall 
apply.

(7) No issuer may penalize or threaten a pharmacist or pharmacy 
with a reduction in future payment or termination of participating 
provider or participating facility status because the pharmacist or 
pharmacy disputes the issuer's determination with respect to coverage 
or payment for pharmacy service.
[Statutory Authority: RCW 48.02.060, 48.43.400, 48.43.410, and 
48.43.420. WSR 20-24-105, § 284-43-2020, filed 12/1/20, effective 
1/1/21. WSR 16-01-081, recodified as § 284-43-2020, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 
48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 
284-43-420, filed 11/25/15, effective 7/1/16.]

WAC 284-43-2021  Prescription drug utilization management excep-
tion and substitution process.  (1) For purposes of this section and 
WAC 284-43-2022:

(a) "Emergency fill" means a limited dispensed amount of medica-
tion that allows time for the processing of prescription drug utiliza-
tion management.

(b) "Medically appropriate" means prescription drugs that under 
the applicable standard of care are appropriate:

(i) To improve or preserve an enrollee's health, life, or func-
tion;

(ii) To slow the deterioration of an enrollee's health, life, or 
function; or

(iii) For the early screening, prevention, evaluation, diagnosis, 
or treatment of a disease, condition, illness, or injury.

(2) Beginning January 1, 2021, a carrier must establish an excep-
tion request program so that enrollees and providers may request sub-
stitution of a preferred drug, therapy or medication, and exceptions 
to prescription drug benefit limitations and procedures under a 
carrier's drug utilization management program. The process must in-
clude both nonurgent and urgent exception request procedures.

(3) A carrier must treat an exception request as urgent when an 
enrollee is experiencing a health condition that may seriously jeop-
ardize the enrollee's life, health or ability to regain maximum func-
tion, or when the enrollee is undergoing a current course of treatment 
using a nonformulary drug.

(4) A carrier's exception request standards, procedures and the 
process description must be available to the commissioner for review 
upon request. A carrier must require any entity the carrier uses to 
administer its prescription drug benefit or to make coverage decisions 
for prescription drug, therapy, or medication coverage, to comply with 
the carrier's exception process requirements. Neither the exception 
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request process criteria nor the type or volume of documentation re-
quired to support an exception request may be unreasonably burdensome 
to the enrollee or their provider.

(5) The exception request procedures must:
(a) Clearly explain the process a provider and enrollee may use 

to request approval from the carrier, or any entity providing benefit 
administration, to substitute one drug, therapy or medication for an-
other drug, therapy or medication on both an urgent and nonurgent ba-
sis.

(b) Explain how the exception process provides an enrollee with 
access to drugs, therapies, or medication that are both on and off the 
carrier's formulary.

(c) Permit an enrollee and their provider to use the exception 
request process when a formulary's tiering structure changes during 
the year and an enrollee is using a drug affected by the change.

(d) Permit a request for an exception to utilization management 
restrictions applied by the carrier or any entity providing benefit 
administration, such as a requirement for step therapy, dosage limita-
tions, or therapeutic substitution.

(e) Permit substitution coverage for nonspecialty and specialty 
drugs, biologics, self-administered medication, and off-label pre-
scriptions of medications, which means a prescription of a medication, 
drug, or therapy for an indication that deviates significantly from 
the approved U.S. Food and Drug Administration labeling. An indication 
is defined as a diagnosis, illness, injury, syndrome, condition or 
other clinical parameter for which a drug may be given. A carrier is 
not required to permit substitution coverage for vaccines.

(6) A carrier must not establish a special formulary tier or co-
payment or other cost-sharing requirement that is only applicable to 
prescription drugs approved for coverage under an exception request. 
When an enrollee or their provider requests a formulary or tiering ex-
ception to obtain a nonpreferred drug that is in a higher cost-sharing 
tier, a carrier may apply the cost-share for the substituted drug 
based on the substituted drug's placement on the formulary. For a drug 
that is not on the formulary, the carrier must apply the enrollee's 
share of cost to their out-of-pocket maximum calculations. A carrier's 
prescription drug benefit must include a description of the enrollee's 
cost-share obligation for off-formulary coverage of substituted drugs, 
therapies, or medications accessed through the exception process.

(7) A carrier must not require the enrollee to submit a new ex-
ception request for a refill if the enrollee's prescribing physician 
or other prescriber continues to prescribe the drug and the drug con-
tinues to be approved by the U.S. Food and Drug Administration for 
treating the enrollee's disease or medical condition, or if the drug 
was prescribed as part of the enrollee's participation in a clinical 
trial.

(a) If the substituted drug is for an off-label drug use, a car-
rier may require the enrollee to submit a new exception request when a 
prescription fill and renewal cycle ends.

(b) A carrier may require an enrollee to try an AB-rated generic 
equivalent or a biological product that is an interchangeable biologi-
cal product prior to providing coverage for the equivalent branded 
prescription drug.

(c) A carrier must consider exception requests for a U.S. Food 
and Drug Administration approved drug used for purposes other than 
what is indicated on the official label if the use is medically ac-
ceptable. A carrier must take into consideration major drug compendia, 
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authoritative medical literature, and accepted standards of practice 
when making its decision.

(8) Subject to the terms and conditions of the policy that other-
wise limit or exclude coverage, the carrier must grant the exception 
request if it can determine at least one of the following from the in-
formation submitted by a provider or enrollee in support of the excep-
tion request:

(a) The enrollee does not tolerate the covered generic or formu-
lary drug or such drug is contraindicated;

(b) The enrollee's provider has determined that the covered ge-
neric or formulary drug is not therapeutically efficacious for an en-
rollee. A carrier may require the provider to submit specific clinical 
documentation as part of the exception request;

(c) The enrollee's provider has determined clinically efficacious 
treatment requires a dosage that differs from a carrier's formulary 
dosage limitation for the covered drug. A carrier may require the pro-
vider to submit specific clinical documentation as part of the excep-
tion request and must review that documentation prior to making a de-
cision;

(d) The enrollee has tried the required prescription drug or an-
other prescription drug in the same pharmacologic class or a drug with 
the same mechanism of action and, based on the enrollee's documented 
history, establishes to their provider's satisfaction that they dis-
continued use of that drug because it was not therapeutically effica-
cious, effective, had a diminished effect or caused the enrollee an 
adverse event. A carrier may not deny an exception request solely on 
the basis that the enrollee's prior use of the required or preferred 
drug was not within a specific time frame;

(e) The provider has determined that changing from a currently 
prescribed drug to a drug required by the carrier's formulary manage-
ment protocols may cause clinically predictable adverse reactions, or 
physical or mental harm to the enrollee. A carrier's exception program 
must include uniform standards for the type of clinical documentation 
required to establish that an adverse reaction, or physical or mental 
harm is clinically predictable; or

(f) The drug required by the carrier's formulary management pro-
tocols is not in the best interest of the enrollee. To grant an excep-
tion request under this standard, a carrier must require submission of 
documentation of medical appropriateness, including an explanation of 
why the provider expects the enrollee's use of the required drug to 
either create a barrier to the enrollee's adherence to or compliance 
with their plan of care, to negatively impact a comorbid condition of 
the enrollee, to cause a clinically predictable negative drug interac-
tion or to decrease the enrollee's ability to achieve or maintain rea-
sonable functional ability in performing daily activities.

(9) A carrier must include specific direction in its process ex-
plaining how an enrollee may request coverage for an emergency fill of 
a substitute drug, therapy or medication. A carrier must cover an 
emergency fill if the treating health care provider determines that 
the emergency fill is necessary to keep the enrollee stable while the 
exception request is being processed.

(a) A carrier is not required to grant an exception request for a 
substitute drug on the basis that an emergency fill was requested.

(b) The emergency fill exception request process in subchapter D 
of this chapter provides an exception to the carrier's emergency fill 
policy as required by WAC 284-170-470(8).
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[Statutory Authority: RCW 48.02.060, 48.43.400, 48.43.410, and 
48.43.420. WSR 20-24-105, § 284-43-2021, filed 12/1/20, effective 
1/1/21.]

WAC 284-43-2022  Time frame for exception and substitution re-
quest determinations.  (1) A carrier must make an exception request 
determination in a timely manner as defined in this section. A carrier 
may not deny the exception request if the enrollee or provider does 
not receive a response to an exception request within the time frames 
in this section.

(2) A carrier must maintain a sufficient record of each exception 
request to establish its compliance with the required exception proc-
ess and time frames under chapter 284-43 WAC and RCW 48.43.420. Upon 
the commissioner's request, a carrier must make all records and docu-
mentation available and produce all requested documentation from any 
entity providing benefit administration or exception request decisions 
on its behalf within the time frame set by the commissioner.

(3) If a provider fails to submit sufficient information for the 
carrier to approve or deny an exception request, a carrier must notify 
the provider of the specific information needed within three business 
days of receiving a nonurgent exception request and one business day 
of receiving an urgent exception request. A carrier must notify the 
provider that the documentation is insufficient and must explain what 
information is missing. A carrier may establish a specific reasonable 
time frame for submission of the additional information. This time 
frame must be communicated to the provider or enrollee with a 
carrier's request for additional information. If the additional infor-
mation is not received within that time frame, a carrier may deny the 
request.

(4) When a carrier receives sufficient information to make a de-
cision regarding a nonurgent exception request, a carrier must make 
its determination and notify the enrollee or the enrollee's designee 
and the prescribing provider (or other prescriber, as appropriate) no 
later than three business days following receipt of the request.

(5) When a carrier receives sufficient information to make a de-
cision regarding an urgent exception request, a carrier must make its 
determination and notify the enrollee or the enrollee's designee and 
the prescribing provider (or other prescriber, as appropriate) no lat-
er than one business day following receipt of the request.

(6) Use of a carrier's exception process is not a grievance or 
appeal pursuant to RCW 48.43.530 and 48.43.535. Denial of an exception 
request is an adverse benefit determination, and an enrollee, their 
representative provider or facility, or representative may request re-
view of that decision using a carrier's appeal or adverse benefit de-
termination review process.

(7) A carrier's denial of an exception request is subject to the 
requirements of RCW 48.43.535 and chapter 284-43A WAC, which grants 
enrollees access to independent external review of carrier decisions 
to deny, modify, reduce or terminate coverage of or payment for a 
health care service or if the carrier exceeds the timelines for making 
an exception request decision and denies coverage. While the external 
review is conducted, the carrier must cover the drug if the exception 
request was urgent or was for an emergency fill. If such an exigency 
ceases, any drug previously covered under such exigency may only be 
reauthorized through the standard exception request process. If the 
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independent external review reverses the carrier's denial of either an 
urgent or nonurgent exception request, the carrier must retrospective-
ly cover the nonformulary drug and continue coverage for the duration 
of the prescription.

 (8) A carrier may not penalize or threaten a provider with a re-
duction in future payment or termination of a participating provider 
agreement because the provider disputes a carrier's determination with 
respect to coverage or payment for a substitute drug.
[Statutory Authority: RCW 48.02.060, 48.43.400, 48.43.410, and 
48.43.420. WSR 20-24-105, § 284-43-2022, filed 12/1/20, effective 
1/1/21.]

WAC 284-43-2050  Prior authorization processes.  (1) This section 
applies to health benefit plans as defined in RCW 48.43.005, contracts 
for limited health care services as defined in RCW 48.44.035, and 
stand-alone dental and stand-alone vision plans. This section applies 
to plans issued or renewed on or after January 1, 2018. Unless stated 
otherwise, this section does not apply to prescription drug services.

(2) A carrier or its designated or contracted representative must 
maintain a documented prior authorization program description and use 
evidence-based clinical review criteria. A carrier or its designated 
or contracted representative must make determinations in accordance 
with the carrier's current clinical review criteria and use the medi-
cal necessity definition stated in the enrollee's plan. The prior au-
thorization program must include a method for reviewing and updating 
clinical review criteria. A carrier is obligated to ensure compliance 
with prior authorization requirements, even if they use a third-party 
contractor. A carrier is not exempt from these requirements because it 
relied upon a third-party vendor or subcontracting arrangement for its 
prior authorization program. A carrier or its designated or contracted 
representative is not required to use medical evidence or standards in 
its prior authorization of religious nonmedical treatment or religious 
nonmedical nursing care.

(3) A prior authorization program must meet standards set forth 
by a national accreditation organization including, but not limited 
to, National Committee for Quality Assurance (NCQA), URAC, Joint Com-
mission, and Accreditation Association for Ambulatory Health Care in 
addition to the requirements of this chapter. A prior authorization 
program must have staff who are properly qualified, trained, super-
vised, and supported by explicit written, current clinical review cri-
teria and review procedures.

(4) Effective November 1, 2019, a carrier or its designated or 
contracted representative must have a current and accurate online pri-
or authorization process. All parts of the process that utilize per-
sonally identifiable information must be accessed through a secure on-
line process. The online process must be accessible to a participating 
provider and facility so that, prior to delivering a service, a pro-
vider and facility will have enough information to determine if a 
service is a benefit under the enrollee's plan and the information 
necessary to submit a complete prior authorization request. A carrier 
with an integrated delivery system is not required to comply with this 
subsection for the employees participating in the integrated delivery 
system. The online process must provide the information required for a 
provider or facility to determine for an enrollee's plan for a specif-
ic service:
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(a) If a service is a benefit;
(b) If a prior authorization request is necessary;
(c) What, if any preservice requirements apply; and
(d) If a prior authorization request is necessary, the following 

information:
(i) The clinical review criteria used to evaluate the request; 

and
(ii) Any required documentation.
(5) Effective November 1, 2019, in addition to other methods to 

process prior authorization requests, a carrier or its designated or 
contracted representative that requires prior authorization for serv-
ices must have a secure online process for a participating provider or 
facility to complete a prior authorization request and upload documen-
tation if necessary. A carrier with an integrated delivery system is 
not required to comply with this subsection for the employees partici-
pating in the integrated delivery system.

(6) Except for an integrated delivery system, a carrier or its 
designated or contracted representative must have a method that allows 
an out-of-network provider or facility to:

(a) Have access to any preservice requirements; and
(b) Request a prior authorization if prior authorization is re-

quired for an out-of-network provider or facility.
(7) A carrier or its designated or contracted representative that 

requires prior authorization for any service must allow a provider or 
facility to submit a request for a prior authorization at all times, 
including outside normal business hours.

(8) A carrier or its designated or contracted representative is 
responsible for maintaining a system of documenting information and 
supporting evidence submitted by a provider or facility while request-
ing prior authorization. This information must be kept until the claim 
has been paid or the appeals process has been exhausted.

(a) Upon request of the provider or facility, a carrier or its 
designated or contracted representative must remit to the provider or 
facility written acknowledgment of receipt of each document submitted 
by a provider or facility during the processing of a prior authoriza-
tion request.

(b) When information is transmitted telephonically, a carrier or 
its designated or contracted representative must provide written ac-
knowledgment of the information communicated by the provider or fa-
cility.

(9) A carrier or its designated or contracted representative must 
have written policies and procedures to assure that prior authoriza-
tion determinations for a participating provider or facility are made 
within the appropriate time frames.

(a) Time frames must be appropriate to the severity of the en-
rollee condition and the urgency of the need for treatment, as docu-
mented in the prior authorization request.

(b) If the request from the participating provider or facility is 
not accompanied by all necessary information, the carrier or its des-
ignated or contracted representative must inform the provider or fa-
cility what additional information is needed and the deadline for its 
submission as set forth in this section.

(10) The time frames for carrier prior authorization determina-
tion and notification to a participating provider or facility are as 
follows:

(a) For standard prior authorization requests:
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(i) The carrier or its designated or contracted representative 
must make a decision and provide notification within five calendar 
days.

(ii) If insufficient information has been provided to a carrier 
or its designated or contracted representative to make a decision, the 
carrier or its designated or contracted representative has five calen-
dar days to request additional information from the provider or fa-
cility.

(A) The carrier or its designated or contracted representative 
must give a provider or facility five calendar days to give the neces-
sary information to the carrier or its designated or contracted repre-
sentative.

(B) The carrier or its designated or contracted representative 
must then make a decision and give notification within four calendar 
days of the receipt of the information or the deadline for receiving 
information, whichever is sooner.

(b) For expedited prior authorization requests:
(i) The carrier or its designated or contracted representative 

must make a decision and provide notification within two calendar 
days.

(ii) If insufficient information has been provided to a carrier 
or its designated or contracted representative to make a decision, the 
carrier or its designated or contracted representative has one calen-
dar day to request additional information from the provider or facili-
ty.

(A) The carrier or its designated or contracted representative 
must give a provider or facility two calendar days to give the neces-
sary information to the carrier or its designated or contracted repre-
sentative.

(B) The carrier or its designated or contracted representative 
must then make a decision and give notification within two calendar 
days of the receipt of the information or the deadline for receiving 
information, whichever is sooner.

(iii) If the time frames for the approval of an expedited prior 
authorization are insufficient for a provider or facility to receive 
approval prior to the preferred delivery of the service, the prior au-
thorization should be considered an extenuating circumstance as de-
fined in WAC 284-43-2060.

(11) A carrier or its designated or contracted representative 
when conducting prior authorization must:

(a) Accept any evidence-based information from a provider or fa-
cility that will assist in the authorization process;

(b) Collect only the information necessary to authorize the serv-
ice and maintain a process for the provider or facility to submit such 
records;

(c) If medical records are requested, require only the section(s) 
of the medical record necessary in that specific case to determine 
medical necessity or appropriateness of the service to be delivered, 
to include admission or extension of stay, frequency or duration of 
service; and

(d) Base review determinations on the medical information in the 
enrollee's records and obtained by the carrier up to the time of the 
review determination.

(12) When a provider or facility makes a request for the prior 
authorization, the response from the carrier or its designated or con-
tracted representative must state if it is approved or denied. If the 
request is denied, the response must give the specific reason for the 
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denial in clear and simple language. If the reason for the denial is 
based on clinical review criteria, the criteria must be provided. 
Written notice of the decision must be communicated to the provider or 
facility, and the enrollee. A decision may be provided orally, but 
subsequent written notice must also be provided. A denial must include 
the department and credentials of the individual who has the authoriz-
ing authority to approve or deny the request. A denial must also in-
clude a phone number to contact the authorizing authority and a notice 
regarding the enrollee's appeal rights and process.

Whenever the prior authorization relates to a protected individu-
al, as defined in RCW 48.43.005, the health carrier must follow RCW 
48.43.505.

(13) A prior authorization approval notification for all services 
must inform the requesting provider or facility, and the enrollee, 
whether the prior authorization is for a specific provider or facili-
ty. The notification must also state if the authorized service may be 
delivered by an out-of-network provider or facility and if so, dis-
close to the enrollee the financial implications for receiving serv-
ices from an out-of-network provider or facility.

Whenever the notification relates to a protected individual, as 
defined in RCW 48.43.005, the health carrier must follow RCW 
48.43.505.

(14) A provider or facility may appeal a prior authorization de-
nial to the carrier or its designated or contracted representative.

(15) Prior authorization determinations shall expire no sooner 
than forty-five days from date of approval. This requirement does not 
supersede RCW 48.43.039.

(16) In limited circumstances when an enrollee has to change 
plans due to a carrier's market withdrawal as defined in RCW 48.43.035 
(4)(d) and 48.43.038 (3)(d), the subsequent carrier or its designated 
or contracted representative must recognize the prior authorization of 
the previous carrier until the new carrier's prior authorization proc-
ess has been completed and its authorized treatment plan has been ini-
tiated. The subsequent carrier or its designated or contracted repre-
sentative must ensure that the enrollee receives the previously au-
thorized initial service as an in-network service. Enrollees must 
present proof of the prior authorization.

(a) For medical services, a carrier or its designated or contrac-
ted representative must recognize a prior authorization for at least 
thirty days or the expiration date of the original prior authoriza-
tion, whichever is shorter.

(b) For pharmacy services, a carrier or its designated or con-
tracted representative must recognize a prior authorization for the 
initial fill, or until the prior authorization process of the new car-
rier or its designated or contracted representative has been comple-
ted.

(17) Prior authorization for a facility-to-facility transport 
that requires prior authorization can be performed after the service 
is delivered. Authorization can only be based on information available 
to the carrier or its designated or contracted representative at the 
time of the prior authorization request.

(18) A carrier or its designated or contracted representative 
must have a prior authorization process that allows specialists the 
ability to request a prior authorization for a diagnostic or laborato-
ry service based upon a review of medical records in advance of seeing 
the enrollee.
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(19) A carrier or its designated or contracted representative 
must have a method that allows an enrollee, provider or facility to 
make a predetermination request when provided for by the plan.

(20) Predetermination notices must clearly disclose to the en-
rollee and requesting provider or facility, that the determination is 
not a prior authorization and does not guarantee services will be cov-
ered. The notice must state "A predetermination notice is not a prior 
authorization and does not guarantee services will be covered." Prede-
termination notices must be delivered within five calendar days of re-
ceipt of the request. Predetermination notices will disclose to a pro-
vider or facility for an enrollee's plan:

(a) If a service is a benefit;
(b) If a prior authorization request is necessary;
(c) If any preservice requirements apply;
(d) If a prior authorization request is necessary or if a medical 

necessity review will be performed after the service has been deliv-
ered, the following information:

(i) The clinical review criteria used to evaluate the request; 
and

(ii) Any required documentation.
(e) Whenever a predetermination notice relates to a protected in-

dividual, as defined in RCW 48.43.005, the health carrier must follow 
RCW 48.43.505.
[Statutory Authority: RCW 48.02.060, 48.43.505, and 48.43.5051. WSR 
20-24-120, § 284-43-2050, filed 12/2/20, effective 1/2/21. Statutory 
Authority: RCW 48.02.060, 48.43.510, 48.43.515, 48.43.520, 48.43.525, 
48.43.530, and 48.165.030. WSR 17-12-069 (Matter No. R 2016-19), § 
284-43-2050, filed 6/5/17, effective 1/1/18.]

WAC 284-43-2060  Extenuating circumstances in prior authoriza-
tion.  (1) This section applies to health benefit plans as defined in 
RCW 48.43.005, contracts for limited health care services as defined 
in RCW 48.44.035, and stand-alone dental and stand-alone vision plans. 
This section applies to plans issued or renewed on or after January 1, 
2018.

(2) A carrier or its designated or contracted representative must 
have an extenuating circumstances policy which eliminates the adminis-
trative requirement for a prior authorization of services when an ex-
tenuating circumstance prevents a participating provider or facility 
from obtaining a required prior authorization before a service is de-
livered.

(3) For purposes of this section, an extenuating circumstance 
means an unforeseen event or set of circumstances which adversely af-
fects the ability of a participating provider or facility to request 
prior authorization prior to service delivery.

(4) When a carrier or its designated contracted representative is 
notified of the occurrence of an extenuating circumstance by a partic-
ipating provider or facility, either before a claim is submitted or at 
the initiation of an appeal, the carrier or its designated or contrac-
ted representative must process the claim or appeal without any admin-
istrative requirement for a prior authorization.

(5) The following situations are extenuating circumstances and 
must be included in the extenuating circumstances policy:
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(a) A participating provider or facility is unable to identify 
from which carrier or its designated or contracted representative to 
request a prior authorization;

(b) A participating provider or facility is unable to anticipate 
the need for a prior authorization before or while performing a serv-
ice; and

(c) An enrollee is discharged from a facility and insufficient 
time exists for institutional or home health care services to receive 
approval prior to delivery of the service.

(6) A carrier or its designated or contracted representative may 
require a participating provider or facility to follow certain poli-
cies and procedures in order for services to qualify as an extenuating 
circumstance, such as requirements for documentation or a time frame 
for claims submission. The policies and procedures that participating 
providers and facilities must follow in order to submit a claim (or 
initiate an appeal) for a service that qualifies as an extenuating 
circumstance must be posted online. Claims and appeals related to an 
extenuating circumstance may still be reviewed for appropriateness, 
level of care, effectiveness, benefit coverage and medical necessity 
under the criteria for the applicable plan, based on the information 
available to the provider or facility at the time of treatment.

(7) Requirements of WAC 284-43-2000 apply to extenuating circum-
stances.

(8) This section does not apply to prescription drug services.
[Statutory Authority: RCW 48.02.060, 48.43.510, 48.43.515, 48.43.520, 
48.43.525, 48.43.530, 48.165.030. WSR 17-12-069 (Matter No. R 
2016-19), § 284-43-2060, filed 6/5/17, effective 1/1/18.]

SUBCHAPTER E
ADVERSE BENEFIT DETERMINATION PROCESS REQUIREMENTS FOR NONGRANDFATH-

ERED PLANS

WAC 284-43-3000  Scope and intent.  Carriers and not grandfath-
ered plans must follow the rules in this subchapter in order to comply 
with the adverse benefit determination process required by RCW 
48.43.530 and 48.43.535. These rules apply to any request for a review 
of an adverse benefit determination made by a carrier or its designee 
on or after January 1, 2012.
[WSR 16-01-081, recodified as § 284-43-3000, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-500, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3010  Definitions.  These definitions apply to the 
sections in this subchapter, WAC 284-43-3030 through 284-43-3190 and 
284-43A-140:

"Adverse benefit determination" has the same meaning as defined 
in RCW 48.43.005 and WAC 284-43-0160.

"Appellant" means an applicant or a person covered as an enroll-
ee, subscriber, policy holder, participant, or beneficiary of an indi-
vidual or group health plan, and when designated, their representa-
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tive. Consistent with the requirements of WAC 284-43-2000, providers 
seeking expedited review of an adverse benefit determination on behalf 
of an appellant may act as the appellant's representative even if the 
appellant has not formally notified the health plan or carrier of the 
designation.

"External appeal or review" means the request by an appellant for 
an independent review organization to determine whether the carrier or 
health plan's internal appeal decisions are correct.

"Internal appeal or review" means an appellant's request for a 
carrier or health plan to review and reconsider an adverse benefit de-
termination.
[Statutory Authority: RCW 48.02.060, 48.43.535, and 48.43.537. WSR 
16-23-168 (Matter No. R 2016-17), § 284-43-3010, filed 11/23/16, ef-
fective 1/1/17. Statutory Authority: RCW 48.02.060. WSR 16-14-106 
(Matter No. R 2016-11), § 284-43-3010, filed 7/6/16, effective 8/6/16. 
WSR 16-01-081, recodified as § 284-43-3010, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-505, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3030  Review of adverse benefit determinations—Gener-
ally.  (1) Each carrier must establish and implement a comprehensive 
process for the review of adverse benefit determinations. The process 
must offer an appellant the opportunity for both internal review and 
external review of an adverse benefit determination. The process must 
meet accepted national certification standards such as those used by 
the National Committee for Quality Assurance, except as otherwise re-
quired by this chapter.

(2) Neither a carrier nor a health plan may take or threaten to 
take any punitive action against a provider acting on behalf of or in 
support of an appellant.

(3) When the appeal is related to services the appellant is cur-
rently receiving as an inpatient, or for which a continuous course of 
treatment is medically necessary, coverage for those services must be 
continued while an adverse benefit determination is reviewed. Appel-
lants must be notified that they may be responsible for the cost of 
services if the adverse benefit determination is upheld.

(4) A carrier must accept a request for internal review of an ad-
verse benefit determination if the request is received within one hun-
dred eighty days of the appellant's receipt of a determination under 
the plan. A carrier must notify an appellant of its receipt of the re-
quest within seventy-two hours of receiving the request.

(5) Each carrier and health plan must maintain a log of each ad-
verse benefit determination review, its resolution, and the dates of 
receipt, notification, and determination.

(a) The carrier must make its review log available to the commis-
sioner upon request in a form accessible by the commissioner. The log 
must be maintained by the carrier for a six-year period.

(b) Each carrier must identify, evaluate, and make available to 
the commissioner data and reports on trends in reviews for at least a 
six-year time frame, including the data on the number of adverse bene-
fit determination reviews, the subject matter of the reviews and their 
outcome.
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(c) When a carrier resolves issues related to an adverse benefit 
determination over the phone, without receiving a formal request for 
review, the carrier must include in these resolutions in its review 
log. A carrier's actions that are not in response to a member's call 
regarding an adverse benefit determination do not need to be included 
in the adverse benefit determination review log.
[WSR 16-01-081, recodified as § 284-43-3030, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-510, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3050  Explanation of right to review.  A carrier must 
clearly communicate in writing the right to request a review of an ad-
verse benefit determination.

(1) At a minimum, the notice must be sent at the following times:
(a) Upon request;
(b) As part of the notice of adverse benefit determination;
(c) To new enrollees at the time of enrollment; and
(d) Annually thereafter to enrollees, group administrators, and 

subcontractors of the carrier.
(e) The notice requirement is satisfied if the description of the 

internal and external review process is included in or attached to the 
summary health plan descriptions, policy, certificate, membership 
booklet, outline of coverage or other evidence of coverage provided to 
participants, beneficiaries, or enrollees.

(2) Each carrier and health plan must ensure that its network 
providers receive a written explanation of the manner in which adverse 
benefit determinations may be reviewed on both an expedited and nonex-
pedited basis.

(3) Any written explanation of the review process must include 
information about the availability of Washington's designated ombuds-
man's office, the services it offers, and contact information. A 
carrier's notice must also specifically direct appellants to the of-
fice of the insurance commissioner's consumer protection division for 
assistance with questions and complaints.

(4) The review process must be accessible to persons who are 
limited-English speakers, who have literacy problems, or who have 
physical or mental disabilities that impede their ability to request 
review or participate in the review process.

(a) Carriers must conform to federal rules and guidance in effect 
on January 1, 2017, to provide notice of the process in a culturally 
and linguistically appropriate manner to those seeking review.

(b) In counties where ten percent or more of the population is 
literate in a specific non-English language, carriers must include in 
notices a prominently displayed statement in the relevant language or 
languages, explaining that oral assistance and a written notice in the 
non-English language are available upon request. Carriers may rely on 
the most recent data published by the U.S. Department of Health and 
Human Services Office of Minority Health to determine which counties 
and which languages require such notices.

(c) This requirement is satisfied if the National Commission on 
Quality Assurance certifies the carrier is in compliance with this 
standard as part of the accreditation process.
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(5) Each carrier must consistently assist appellants with under-
standing the review process. Carriers may not use and health plans may 
not contain procedures or practices that the commissioner determines 
discourage an appellant from any type of adverse benefit determination 
review.

(6) If a carrier reverses its initial adverse benefit determina-
tion, which it may at any time during the review process, the carrier 
or health plan must provide appellant with written or electronic noti-
fication of the decision immediately, but in no event more than two 
business days of making the decision.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-3050, filed 
1/16/20, effective 2/16/20. WSR 16-01-081, recodified as § 
284-43-3050, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.43.525, 48.43.530, 48.43.535, and The Patient Pro-
tection and Affordable Care Act, P.L. 111-148, as amended (2010). WSR 
12-23-005 (Matter No. R 2011-11), § 284-43-511, filed 11/7/12, effec-
tive 11/20/12.]

WAC 284-43-3070  Notice and explanation of adverse benefit deter-
mination—General requirements.  (1) A carrier must notify enrollees 
of an adverse benefit determination either electronically or by U.S. 
mail. The notification must be provided:

(a) To an appellant or their authorized representative;
(b) To the provider if the adverse benefit determination involves 

the preservice denial of treatment or procedure prescribed by the pro-
vider; and

(c) Whenever an adverse benefit determination relates to a pro-
tected individual, as defined in RCW 48.43.005, the health carrier 
must follow RCW 48.43.505.

(2) A carrier or health plan's notice must include the following 
information, worded in plain language:

(a) The specific reasons for the adverse benefit determination;
(b) The specific health plan policy or contract sections on which 

the determination is based, including references to the provisions;
(c) The plan's review procedures, including the appellant's right 

to a copy of the carrier and health plan's records related to the ad-
verse benefit determination;

(d) The time limits applicable to the review;
(e) The right of appellants and their providers to present evi-

dence as part of a review of an adverse benefit determination;
(f) Effective April 1, 2022, the following statement: "Enrollees 

may request that a health insurer identify the medical, vocational, or 
other experts whose advice was obtained in connection with the adverse 
benefit determination, even if the advice was not relied on in making 
the determination. Health insurers may satisfy this requirement by 
providing the job title, a statement as to whether the expert is af-
filiated with the carrier as an employee, and the expert's specialty, 
board certification status, or other criteria related to the expert's 
qualification without providing the expert's name or address."; and

(g) When the adverse benefit determination concerns gender af-
firming treatment or services, a confirmation that a health care pro-
vider experienced with prescribing or delivering gender affirming 
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treatment has reviewed the determination and confirmed that an adverse 
benefit determination denying or limiting the service is appropriate 
and provide information to confirm that the reviewing provider has 
clinically appropriate expertise prescribing or delivering gender af-
firming treatment.

(3) If an adverse benefit determination is based on medical ne-
cessity, decisions related to experimental treatment, or a similar ex-
clusion or limit involving the exercise of professional judgment, the 
notification must contain either an explanation of the scientific or 
clinical basis for the determination, the manner in which the terms of 
the health plan were applied to the appellant's medical circumstances, 
or a statement that such explanation is available free of charge upon 
request.

(4) A health carrier must not issue an adverse benefit determina-
tion concerning gender affirming services or treatment until a health 
care provider with experience prescribing or delivering gender affirm-
ing treatment has reviewed and confirmed the appropriateness of the 
adverse benefit determination.

(5) If an internal rule, guideline, protocol, or other similar 
criterion was relied on in making the adverse benefit determination, 
the notice must contain either the specific rule, guideline, protocol, 
or other similar criterion; or a statement that a copy of the rule, 
guideline, protocol, or other criterion will be provided free of 
charge to the appellant on request.

(6) The notice of an adverse benefit determination must include 
an explanation of the right to review the records of relevant informa-
tion, including evidence used by the carrier or the carrier's repre-
sentative that influenced or supported the decision to make the ad-
verse benefit determination.

(a) For purposes of this subsection, "relevant information" means 
information relied on in making the determination, or that was submit-
ted, considered, or generated in the course of making the determina-
tion, regardless of whether the document, record, or information was 
relied on in making the determination.

(b) Relevant information includes any statement of policy, proce-
dure, or administrative process concerning the denied treatment or 
benefit, regardless of whether it was relied on in making the determi-
nation.

(7) If the carrier and health plan determine that additional in-
formation is necessary to perfect the denied claim, the carrier and 
health plan must provide a description of the additional material or 
information that they require, with an explanation of why it is neces-
sary, as soon as the need is identified.

(8) An enrollee or covered person may request that a carrier 
identify the medical, vocational, or other experts whose advice was 
obtained in connection with the adverse benefit determination, even if 
the advice was not relied on in making the determination. The carrier 
may satisfy this requirement by providing the job title, a statement 
as to whether the expert is affiliated with the carrier as an employ-
ee, and the expert's specialty, board certification status, or other 
criteria related to the expert's qualification without providing the 
expert's name or address. The carrier must be able to identify for the 
commissioner upon request the name of each expert whose advice was ob-
tained in connection with the adverse benefit determination.

(9) The notice must include language substantially similar to the 
following:
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"If you request a review of this adverse benefit determina-
tion, (Company name) will continue to provide coverage for 
the disputed benefit pending outcome of the review if you 
are currently receiving services or supplies under the dis-
puted benefit. If (Company name) prevails in the appeal, you 
may be responsible for the cost of coverage received during 
the review period. The decision at the external review level 
is binding unless other remedies are available under state 
or federal law."

[Statutory Authority: RCW 48.02.060, 48.43.515 and 2021 c 280. WSR 
21-24-072 (Matter No. R 2021-14), § 284-43-3070, filed 11/30/21, ef-
fective 1/1/22. Statutory Authority: RCW 48.02.060, 48.43.505, and 
48.43.5051. WSR 20-24-120, § 284-43-3070, filed 12/2/20, effective 
1/2/21. WSR 16-01-081, recodified as § 284-43-3070, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 
48.43.530, 48.43.535, and The Patient Protection and Affordable Care 
Act, P.L. 111-148, as amended (2010). WSR 12-23-005 (Matter No. R 
2011-11), § 284-43-515, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3090  Electronic disclosure and communication by car-
riers.  (1) Except as otherwise provided by applicable law, rule, or 
regulation, a carrier furnishing documents through electronic media is 
deemed to satisfy the notice and disclosure requirements regarding ad-
verse benefit determinations with respect to applicants, covered per-
sons, and appellants or their representative, if the carrier takes ap-
propriate and necessary measures reasonably calculated to ensure that 
the system for furnishing documents, including ensuring that its meas-
ures:

(a) Result in actual receipt of transmitted information (e.g., 
using return-receipt or notice of undelivered electronic mail fea-
tures, conducting periodic reviews or surveys to confirm receipt of 
the transmitted information);

(b) Protect the confidentiality of personal information relating 
to the individual's accounts and benefits (e.g., incorporating into 
the system measures designed to preclude unauthorized receipt of or 
access to such information by individuals other than the individual 
for whom the information is intended);

(c) Provide notice in electronic or nonelectronic form, at the 
time a document is furnished electronically, that apprises the recipi-
ent of the significance of the document when it is not otherwise rea-
sonably evident as transmitted (e.g., the attached document describes 
the internal review process used by your plan) and of the right to re-
quest and obtain a paper version of such document; and

(d) Furnish the appellant or their representative with a paper 
version of the electronically furnished documents if requested.

(2) Subsection (1) of this section only applies to the following 
individuals:

(a) An appellant who affirmatively consents, in electronic or 
nonelectronic form, to receiving documents through electronic media 
and has not withdrawn such consent.

(b) In the case of documents to be furnished through the internet 
or other electronic communication network, one that has affirmatively 
consented or confirmed consent electronically, in a manner that rea-
sonably demonstrates the individual's ability to access information in 
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the electronic form that will be used to provide the information that 
is the subject of the consent, and has provided an address for the re-
ceipt of electronically furnished documents;

(c) Prior to consenting, is provided, in electronic or nonelec-
tronic form, a clear and conspicuous statement indicating:

(i) The types of documents to which the consent would apply;
(ii) That consent can be withdrawn at any time without charge;
(iii) The procedures for withdrawing consent and for updating the 

individual's electronic address for receipt of electronically furnish-
ed documents or other information;

(iv) The right to request and obtain a paper version of an elec-
tronically furnished document, including whether the paper version 
will be provided free of charge; and

(v) Any hardware and software requirements for accessing and re-
taining the documents.

(3) Following consent, if a change in hardware or software re-
quirements needed to access or retain electronic documents creates a 
material risk that the individual will be unable to access or retain 
electronically furnished documents, the carrier must provide:

(a) A statement of the revised hardware or software requirements 
for access to and retention of electronically furnished documents;

(b) The individual receiving electronic communications with the 
right to withdraw consent without charge and without the imposition of 
any condition or consequence that was not disclosed at the time of the 
initial consent.

(c) The carrier must request and receive a new consent to the re-
ceipt of documents through electronic media, following a hardware or 
software requirement change as described in this subsection.
[WSR 16-01-081, recodified as § 284-43-3090, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-520, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3110  Internal review of adverse benefit determina-
tions.  An appellant seeking review of an adverse benefit determina-
tion must use the carrier's review process. Each carrier must include 
the opportunity for internal review of an adverse benefit determina-
tion in its review process. Treating providers may seek expedited re-
view on a patient's behalf, regardless of whether the provider is af-
filiated with the carrier on a contracted basis.

(1) When a carrier receives a written request for review, the 
carrier must reconsider the adverse benefit determination. The carrier 
must notify the appellant of the review decision within fourteen days 
of receipt of the request for review, unless the adverse benefit de-
termination involves an experimental or investigational treatment. The 
carrier must notify the appellant of the review decision within twenty 
days of receipt of the request for review when the adverse benefit de-
termination involves an experimental or investigational treatment.

(2) For good cause, a carrier may extend the time it takes to 
make a review determination by up to sixteen additional days without 
the appellant's written consent, and must notify appellant of the ex-
tension and the reason for the extension. The carrier may request fur-
ther extension of its response time only if the appellant consents to 
a specific request for a further extension, the consent is reduced to 
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writing, and includes a specific agreed-upon date for determination. 
In its request for the appellant's consent, the carrier must explain 
that waiver of the response time is not compulsory.

(3) The carrier must provide the appellant with any new or addi-
tional evidence or rationale considered, whether relied upon, gener-
ated by, or at the direction of the carrier in connection with the 
claim. The evidence or rationale must be provided free of charge to 
the appellant and sufficiently in advance of the date the notice of 
final internal review must be provided. The purpose of this require-
ment is to ensure the appellant has a reasonable opportunity to re-
spond prior to that date. If the appellant requests an extension in 
order to respond to any new or additional rationale or evidence, the 
carrier and health plan must extend the determination date for a rea-
sonable amount of time, which may not be less than two days.

(4) A carrier's review process must provide the appellant with 
the opportunity to submit information, documents, written comments, 
records, evidence, and testimony, including information and records 
obtained through a second opinion. An appellant has the right to re-
view the carrier and health plan's file and obtain a free copy of all 
documents, records, and information relevant to any claim that is the 
subject of the determination being appealed.

(5) The internal review process must include the requirement that 
the carrier affirmatively review and investigate the appealed determi-
nation, and consider all information submitted by the appellant prior 
to issuing a determination.

(6) Review of adverse determinations must be performed by health 
care providers or staff who were not involved in the initial decision, 
and who are not subordinates of the persons involved in the initial 
decision. If the determination involves, even in part, medical judg-
ment, the reviewer must be or must consult with a health care profes-
sional who has appropriate training and experience in the field of 
medicine encompassing the appellant's condition or disease and make a 
determination that is within the clinical standard of care for an ap-
pellant's disease or condition.

(7) The internal review process for group health plans may be ad-
ministered so that an appellant must file two internal requests for 
review prior to bringing a civil action. For individual health plans, 
a carrier must provide for only one level of internal review before 
issuing a final determination, and may not require two levels of in-
ternal review.

(8) A rescission of coverage is an adverse benefit determination 
for which review may be requested.
[WSR 16-01-081, recodified as § 284-43-3110, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-525, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3130  Exhaustion of internal review remedies.  (1) If 
a carrier fails to strictly adhere to its requirements with respect to 
the internal review, the internal review process is deemed exhausted, 
and the appellant may request external review without receiving an in-
ternal review determination from the carrier or the health plan.

(2) A carrier may challenge external review requested under this 
section on the basis that its violations are de minimis, and do not 
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cause and are not likely to cause, prejudice or harm to the appellant. 
The carrier or health plan may challenge external review on this basis 
either in court or to the independent review organization.

(a) This exception applies only if the external reviewer or court 
determines that the carrier has demonstrated that the violation was 
for good cause or was due to matters beyond the control of the carri-
er, and that the violation occurred in the context of an ongoing, good 
faith exchange of information between the carrier or health plan and 
the appellant.

(b) This exception is not available, and the challenge may not be 
sustained, if the violation is part of a pattern or practice of viola-
tions by the carrier or health plan.

(3) The appellant may request a written explanation of the viola-
tion from the carrier and the carrier must provide such explanation 
within ten calendar days, including a specific description of its ba-
sis, if any, for asserting that the violation should not cause the in-
ternal claims and appeals process to be deemed exhausted.

(4) If the independent review organization or court determines 
that the internal review process is not exhausted, based on a carrier 
or health plan's challenge under this section, the carrier or health 
plan must provide the appellant with notice that they may resubmit and 
pursue the internal appeal within a reasonable time, not to exceed ten 
days, of receiving the independent review organization's determina-
tion, or of the entry of the court's final order.
[WSR 16-01-081, recodified as § 284-43-3130, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-530, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3150  Notice of internal review determination.  Each 
carrier's review process must require delivery of written notification 
of the internal review determination to the appellant. In addition to 
the requirements of WAC 284-43-3070, the written determination must 
include:

(1) The actual reasons for the determination;
(2) If applicable, instructions for obtaining further review of 

the determination, either through a second level of internal review, 
if applicable, or using the external review process;

(3) The clinical rationale for the decision, which may be in sum-
mary form; and

(4) Instructions on obtaining the clinical review criteria used 
to make the determination;

(5) A statement that the appellant has up to one hundred eighty 
days to file a request for external review, and that if review is not 
requested, the internal review decision is final and binding.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-3150, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-3150, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-535, filed 11/7/12, effective 11/20/12.]
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WAC 284-43-3170  Expedited review.  (1) A carrier's internal and 
external review processes must permit an expedited review of an ad-
verse benefit determination at any time in the review process, if:

(a) The appellant is currently receiving or is prescribed treat-
ment or benefits that would end because of the adverse benefit deter-
mination; or

(b) The ordering provider for the appellant, regardless of their 
affiliation with the carrier or health plan, believes that a delay in 
treatment based on the standard review time may seriously jeopardize 
the appellant's life, overall health or ability to regain maximum 
function, or would subject the appellant to severe and intolerable 
pain; or

(c) The determination is related to an issue related to admis-
sion, availability of care, continued stay, or emergency health care 
services where the appellant has not been discharged from the emergen-
cy room or transport service.

(2) An appellant is not entitled to expedited review if the 
treatment has already been delivered and the review involves payment 
for the delivered treatment, if the situation is not urgent, or if the 
situation does not involve the delivery of services for an existing 
condition, illness, or disease.

(3) An expedited review may be filed by an appellant, the appel-
lant's authorized representative, or the appellant's provider orally, 
or in writing.

(4) The carrier must respond as expeditiously as possible to an 
expedited review request, preferably within twenty-four hours, but in 
no case longer than seventy-two hours.

(a) The carrier's response to an expedited review request may be 
delivered orally, and must be reduced to and issued in writing not 
later than seventy-two hours after the date of the decision. Regard-
less of who makes the carrier's determination, the time frame for pro-
viding a response to an expedited review request begins when the car-
rier first receives the request.

(b) If the carrier requires additional information to determine 
whether the service or treatment determination being reviewed is cov-
ered under the health plan, or eligible for benefits, they must re-
quest such information as soon as possible after receiving the request 
for expedited review.

(5) If the treating health care provider determines that a delay 
could jeopardize the covered person's health or ability to regain max-
imum function, the carrier must presume the need for expedited review, 
and treat the review request as such, including the need for an expe-
dited determination of an external review under RCW 48.43.535.

(6) A carrier may require exhaustion of the internal appeal proc-
ess before an appellant may request an external review in urgent care 
situations that justify expedited review as set forth in this section.

(7) An expedited review must be conducted by an appropriate clin-
ical peer or peers in the same or similar specialty as would typically 
manage the case being reviewed. The clinical peer or peers must not 
have been involved in making the initial adverse determination.

(8) These requirements do not replace the requirements related to 
utilization review for the initial authorization of coverage for serv-
ices set forth in WAC 284-43-2000. These requirements apply when the 
utilization review decision results in an adverse benefit determina-
tion. In some circumstances, an urgent care review under WAC 
284-43-2000 may apply in an identical manner to an expedited review 
under this section.
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[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-3170, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-3170, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-540, filed 11/7/12, effective 11/20/12.]

WAC 284-43-3190  Concurrent expedited review of adverse benefit 
determinations.  (1) "Concurrent expedited review" means initiation of 
both the internal and external expedited review simultaneously to:

(a) Review of a decision made under WAC 284-43-2000; or
(b) Review conducted during a patient's stay or course of treat-

ment in a facility, the office of a health care professional or other 
inpatient or outpatient health care setting so that the final adverse 
benefit determination is reached as expeditiously as possible.

(2) A carrier must offer the right to request concurrent expedi-
ted internal and external review of adverse benefit determinations. 
When a concurrent expedited review is requested, a carrier may not ex-
tend the timelines by making the determinations consecutively. The 
requisite timelines must be applied concurrently.

(3) A carrier may deny a request for concurrent expedited review 
only if the conditions for expedited review in WAC 284-43-3170 are not 
met. A carrier may not require exhaustion of internal review if an ap-
pellant requests concurrent expedited review.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-3190, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-3190, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-545, filed 11/7/12, effective 11/20/12.]

SUBCHAPTER F
GRANDFATHERED HEALTH PLAN APPEAL PROCEDURES

WAC 284-43-4000  Application of subchapter F.  Subchapter F ap-
plies to grandfathered health plans. For any grandfathered health plan 
as defined in RCW 48.43.005, a carrier may comply with RCW 48.43.530 
and 48.43.535 by using an appeal process that conforms to the proce-
dures and standards set forth in WAC 284-43-4020 through 284-43-4040 
and 284-43A-150.
[Statutory Authority: RCW 48.02.060, 48.43.535, and 48.43.537. WSR 
16-23-168 (Matter No. R 2016-17), § 284-43-4000, filed 11/23/16, ef-
fective 1/1/17. Statutory Authority: RCW 48.02.060. WSR 16-14-106 
(Matter No. R 2016-11), § 284-43-4000, filed 7/6/16, effective 8/6/16. 
WSR 16-01-081, recodified as § 284-43-4000, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-611, filed 11/7/12, effective 11/20/12.]
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WAC 284-43-4020  Grievance and complaint procedures—Generally. 
(1) Each carrier must adopt and implement a comprehensive process for 
the resolution of appeals of adverse determinations. This process 
shall meet accepted national certification standards such as those 
used by the National Committee for Quality Assurance except as other-
wise required by this chapter.

(2) This process must conform to the provisions of this chapter 
and each carrier must:

(a) Provide a clear explanation of the appeal process upon re-
quest, upon enrollment to new enrollees, and annually to enrollees and 
subcontractors of the carrier.

(b) Ensure that the appeal process is accessible to enrollees who 
are limited-English speakers, who have literacy problems, or who have 
physical or mental disabilities that impede their ability to file an 
appeal.

(c) Implement procedures for registering and responding to oral 
and written appeals in a timely and thorough manner including the no-
tification of an enrollee that an appeal has been received.

 (d) Assist the enrollee with all appeal processes.
 (e) Cooperate with any representative authorized in writing by 

the enrollee.
 (f) Consider all information submitted by the enrollee or repre-

sentative.
 (g) Investigate and resolve all appeals.
 (h) Provide information on the enrollee's right to obtain second 

opinions.
 (i) Track each appeal until final resolution; maintain, and make 

accessible to the commissioner for a period of three years, a written 
log of all appeals; and identify and evaluate trends in appeals. The 
written log may be maintained electronically.
[WSR 16-01-081, recodified as § 284-43-4020, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-615, filed 11/7/12, effective 11/20/12. Statutory Authority: 
RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 
48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), 
§ 284-43-615, filed 1/9/01, effective 7/1/01.]

WAC 284-43-4040  Procedures for review and appeal of adverse de-
terminations.  (1) An enrollee or the enrollee's representative, in-
cluding the treating provider (regardless of whether the provider is 
affiliated with the carrier) acting on behalf of the enrollee may ap-
peal an adverse determination in writing. The carrier must reconsider 
the adverse determination and notify the enrollee of its decision 
within fourteen days of receipt of the appeal unless the carrier noti-
fies the enrollee that an extension is necessary to complete the ap-
peal; however, the extension cannot delay the decision beyond thirty 
days of the request for appeal, without the informed, written consent 
of the enrollee.

Whenever an adverse determination relates to a protected individ-
ual, as defined in RCW 48.43.005, the health carrier must follow RCW 
48.43.505.

Certified on 12/21/2021 Page 65



(2) Whenever a health carrier makes an adverse determination and 
delay would jeopardize the enrollee's life or materially jeopardize 
the enrollee's health, the carrier shall expedite and process either a 
written or an oral appeal and issue a decision no later than seventy-
two hours after receipt of the appeal. If the treating health care 
provider determines that delay could jeopardize the enrollee's health 
or ability to regain maximum function, the carrier shall presume the 
need for expeditious review, including the need for an expeditious de-
termination in any independent review under WAC 284-43-4040 and 
284-43A-150.

(3) A carrier may not take or threaten to take any punitive ac-
tion against a provider acting on behalf or in support of an enrollee 
appealing an adverse determination.

(4) Appeals of adverse determinations shall be evaluated by 
health care providers who were not involved in the initial decision 
and who have appropriate expertise in the field of medicine that en-
compasses the enrollee's condition or disease.

(5) All appeals must include a review of all relevant information 
submitted by the enrollee or a provider acting on behalf of the en-
rollee.

(6) The carrier shall issue to affected parties and to any pro-
vider acting on behalf of the enrollee a written notification of the 
adverse determination that includes the actual reasons for the deter-
mination, the instructions for obtaining an appeal of the carrier's 
decision, a written statement of the clinical rationale for the deci-
sion, and instructions for obtaining the clinical review criteria used 
to make the determination.

Whenever an adverse determination notification relates to a pro-
tected individual, as defined in RCW 48.43.005, the health carrier 
must follow RCW 48.43.505.
[Statutory Authority: RCW 48.02.060, 48.43.505, and 48.43.5051. WSR 
20-24-120, § 284-43-4040, filed 12/2/20, effective 1/2/21. Statutory 
Authority: RCW 48.02.060, 48.43.535, and 48.43.537. WSR 16-23-168 
(Matter No. R 2016-17), § 284-43-4040, filed 11/23/16, effective 
1/1/17. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. 
R 2016-11), § 284-43-4040, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-4040, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-620, filed 11/7/12, effective 11/20/12. Statutory Authority: 
RCW 48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.44.050, 
48.46.100, 48.46.200, 48.43.505, 48.43.510, 48.43.515, 48.43.520, 
48.43.525, 48.43.530, 48.43.535. WSR 01-03-033 (Matter No. R 2000-02), 
§ 284-43-620, filed 1/9/01, effective 7/1/01. Statutory Authority: RCW 
48.02.060, 48.18.120, 48.20.450, 48.20.460, 48.30.010, 48.43.055, 
48.44.050, 48.46.100 and 48.46.200. WSR 99-24-075 (Matter No. R 
98-17), § 284-43-620, filed 11/29/99, effective 12/30/99.]

SUBCHAPTER G
GRIEVANCES

WAC 284-43-4500  Definition.  This definition applies to subchap-
ter G. "Grievant" means a person filing a grievance as defined in WAC 
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284-43-0160, and who is not an appellant under either subchapter E or 
F of this chapter.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-4500, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-4500, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-711, filed 11/7/12, effective 11/20/12.]

WAC 284-43-4520  Grievance process—Generally.  This section ap-
plies to a health benefit plan regardless of its status as grandfath-
ered or nongrandfathered.

(1) Each carrier and health plan must offer applicants, covered 
persons, and providers a way to resolve grievances.

(2) Each carrier must maintain a log or otherwise register griev-
ances, and retain the log or record for three years. It must be avail-
able for review by the commissioner upon request. The log must provide 
sufficient detail to permit the commissioner to determine whether the 
carrier is administering its grievance process in accordance with the 
law, and in good faith, and to identify whether and in what manner the 
carrier adjusted practices or requirements in response to a grievance.

(3) Grievances are not adverse benefit determinations and do not 
establish the right to internal or external review of a carrier or 
health plan's resolution of the grievance.

(4) Nothing in this section prohibits a carrier from creating or 
using its own system to categorize the nature of grievances in order 
to collect data, if the system permits reporting of the data specified 
in subsection (2) of this section.
[WSR 16-01-081, recodified as § 284-43-4520, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.525, 48.43.530, 
48.43.535, and The Patient Protection and Affordable Care Act, P.L. 
111-148, as amended (2010). WSR 12-23-005 (Matter No. R 2011-11), § 
284-43-721, filed 11/7/12, effective 11/20/12.]

SUBCHAPTER H
HEALTH PLAN BENEFITS

WAC 284-43-5000  Preexisting condition limitations.  For health 
plans offered, issued or renewed on or after January 1, 2014, issuers 
must not condition or otherwise limit enrollment based on preexisting 
health conditions.
[WSR 16-01-081, recodified as § 284-43-5000, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120(2), 48.20.450, 
48.43.0211, 48.43.720(3), 48.44.050, 48.46.200, 45 C.F.R. §§ 147.104, 
147.106, 155.420, and 155.725. WSR 14-01-042 (Matter No. R 2013-02), § 
284-170-400, filed 12/11/13, effective 1/1/14.]
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WAC 284-43-5020  Recognizing the exercise of conscience by pur-
chasers of basic health plan services and ensuring access for all en-
rollees to such services.  (1) All carriers required pursuant to law 
to offer and file with the commissioner a plan providing benefits 
identical to the basic health plan services (the model plan) shall 
file for such plan a full description of the process it will use to 
recognize an organization or individual's exercise of conscience based 
on a religious belief or conscientious objection to the purchase of 
coverage for a specific service. This process may not affect a nonob-
jecting enrollee's access to coverage for those services.

(2) A religiously sponsored carrier who elects, for reasons of 
religious belief, not to participate in the provision of certain serv-
ices otherwise included in the model plan, shall file for such plan a 
description of the process by which enrollees will have timely access 
to all services in the model plan.

(3) The commissioner will not disapprove processes that meet the 
following criteria:

(a) Enrollee access to all basic health plan services is not im-
paired in any way;

(b) The process meets notification requirements specified in RCW 
48.43.065; and

(c) The process relies on sound actuarial principles to distrib-
ute risk.
[WSR 16-01-081, recodified as § 284-43-5020, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.30.010, 48.44.020, 48.44.050, 48.44.080, 48.46.030, 48.46.060(2), 
48.46.200 and 48.46.243. WSR 98-04-005 (Matter No. R 97-3), § 
284-43-800, filed 1/22/98, effective 2/22/98.]

WAC 284-43-5060  General prescription drug benefit requirements. 
A health carrier must not offer, renew, or issue a health benefit plan 
providing a prescription drug benefit, which the commissioner deter-
mines results or can reasonably be expected to result in an unreasona-
ble restriction on the treatment of patients. A carrier may restrict 
prescription drug coverage based on contract or plan terms and condi-
tions that otherwise limit coverage, such as a preexisting condition 
waiting period, or medical necessity.

(1) A carrier must ensure that a prescription drug benefit covers 
Federal Drug Administration approved prescribed drugs, medications or 
drug therapies that are the sole prescription drug available for a 
covered medical condition.

(2) A prescription drug benefit that only covers generic drugs 
constitutes an unreasonable restriction on the treatment of patients.

(3) A prescription drug benefit or formulary must not exclude 
coverage for a nonformulary drug or medication if the only formulary 
drug available for an enrollee's covered condition is one that the en-
rollee cannot tolerate or that is not clinically efficacious for the 
enrollee.

(4) Nothing in this chapter is intended to limit or deter the use 
of "Dispense as Written" prescriptions, subject to the terms and con-
ditions of the health plan.
[WSR 16-01-081, recodified as § 284-43-5060, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.02.062, 48.18.140, 
48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 
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48.46.510. WSR 12-21-019 (Matter No. R 2012-03), § 284-43-816, filed 
10/8/12, effective 11/8/12.]

WAC 284-43-5080  Prescription drug benefit design.  (1) A carrier 
may design its prescription drug benefit to include cost control meas-
ures, including requiring preferred drug substitution in a given ther-
apeutic class, if the restriction is for a less expensive, equally 
therapeutic alternative product available to treat the condition.

(2) A carrier may include elements in its prescription drug bene-
fit design that, where clinically feasible, create incentives for the 
use of generic drugs. Examples of permitted incentives include, but 
are not limited to, refusal to pay for higher cost drugs until it can 
be shown that a lower cost drug or medication is not effective (also 
known as step therapy protocols or fail-first policies), establishing 
a preferred brand and nonpreferred brand formulary, or otherwise lim-
iting the benefit to the use of a generic drug in lieu of brand name 
drugs, subject to a substitution process as set forth in subsection 
(3) of this section.

(3) A carrier may include a preauthorization requirement for its 
prescription drug benefit and its substitution process, based on ac-
cepted peer reviewed clinical studies, Federal Drug Administration 
black box warnings, the fact that the drug is available over-the-coun-
ter, objective and relevant clinical information about the enrollee's 
condition, specific medical necessity criteria, patient safety, or 
other criteria that meet an accepted, medically applicable standard of 
care.

(4) A carrier may require an enrollee to try an AB-rated generic 
equivalent or a biological product that is an interchangeable biologi-
cal product prior to providing coverage for the equivalent branded 
prescription drug.
[Statutory Authority: RCW 48.02.060, 48.43.400, 48.43.410, and 
48.43.420. WSR 20-24-105, § 284-43-5080, filed 12/1/20, effective 
1/1/21. Statutory Authority: RCW 48.02.060, 48.18.140, and 48.43.510. 
WSR 17-03-087 (Matter No. R 2016-22), § 284-43-5080, filed 1/12/17, 
effective 2/12/17. WSR 16-01-081, recodified as § 284-43-5080, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.02.062, 48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 
48.44.460(2), 48.46.200, and 48.46.510. WSR 12-21-019 (Matter No. R 
2012-03), § 284-43-817, filed 10/8/12, effective 11/8/12.]

WAC 284-43-5100  Formulary changes.  An issuer is not required to 
use a formulary as part of its prescription drug benefit design. If a 
formulary is used, an issuer must, at a minimum, comply with these re-
quirements when a formulary change occurs. 

(1) In addition to the requirements set forth in WAC 284-30-450, 
an issuer must not exclude or remove a medication from its formulary 
if the medication is the sole prescription medication option available 
to treat a disease or condition for which the health benefit plan, 
policy or agreement otherwise provides coverage, unless the medication 
or drug is removed because the drug or medication becomes available 
over-the-counter, is proven to be medically inefficacious, or for 
documented medical risk to patient health.

(2) If a drug is removed from an issuer's formulary for a reason 
other than withdrawal of the drug from the market, availability of the 
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drug over-the-counter, or the issue of black box warnings by the Fed-
eral Drug Administration, an issuer must continue to cover a drug that 
is removed from the issuer's formulary for the time period required 
for an enrollee who is taking the medication at the time of the formu-
lary change to use an issuer's exception request process to request 
continuation of coverage for the removed medication, and receive a de-
cision through that process, unless patient safety requires swifter 
replacement.

(3) Formularies and related preauthorization information must be 
posted on an issuer or issuer's contracted pharmacy benefit manager 
website and must be current. Unless the removal is done on an immedi-
ate or emergency basis or because a generic equivalent becomes availa-
ble without prior notice, formulary changes must be posted sixty days 
before the effective date of the change. In the case of an emergency 
removal, the change must be posted as soon as practicable, without un-
reasonable delay.

(4) An issuer must make current formulary information electroni-
cally available for loading into e-prescribing applications/electronic 
health records utilizing the National Council for Prescription Drug 
Programs (NCPDP) formulary and benefit standard transaction. Issuers 
must include all required data elements as well as the following in-
formation, to the extent supported by the transaction:

(a) Tier level;
(b) Contract exclusions;
(c) Quantity limits;
(d) Preauthorization required;
(e) Preferred/step therapy.
(5) The issuer's exception request process for any aspect of its 

prescription drug utilization management program must permit requests 
for off-formulary substitutions, as well as substitution of one drug 
on the formulary for another.
[Statutory Authority: RCW 48.02.060, 48.43.400, 48.43.410, and 
48.43.420. WSR 20-24-105, § 284-43-5100, filed 12/1/20, effective 
1/1/21. WSR 16-01-081, recodified as § 284-43-5100, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.165.0301, 48.43.525, 48.43.530, 48.44.020, 48.44.050, 
48.46.060(2), and 48.46.200. WSR 15-24-074 (Matter No. R 2014-13), § 
284-43-818, filed 11/25/15, effective 7/1/16. Statutory Authority: RCW 
48.02.060, 48.02.062, 48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 
48.44.460(2), 48.46.200, and 48.46.510. WSR 12-21-019 (Matter No. R 
2012-03), § 284-43-818, filed 10/8/12, effective 11/8/12.]

WAC 284-43-5110  Cost-sharing for prescription drugs.  (1) A car-
rier and health plan unreasonably restrict the treatment of patients 
if an ancillary charge, in addition to the plan's normal copayment or 
coinsurance requirements, is imposed for a drug that is covered be-
cause of one of the circumstances set forth in either WAC 284-43-5080 
or 284-43-5100. An ancillary charge means any payment required by a 
carrier that is in addition to or excess of cost-sharing explained in 
the policy or contract form as approved by the commissioner. Cost-
sharing means amounts paid directly to a provider or pharmacy by an 
enrollee for services received under the health benefit plan, and in-
cludes copayment, coinsurance, or deductible amounts.

(2) When an enrollee requests a brand name drug from the formu-
lary in lieu of a therapeutically equivalent generic drug or a drug 
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from a higher tier within a tiered formulary, and there is not a docu-
mented clinical basis for the substitution, a carrier may require the 
enrollee to pay for the difference in price between the drug that the 
formulary would have required, and the covered drug, in addition to 
the copayment. This charge must reflect the actual cost difference.

(3) When a carrier approves a substitution drug, whether or not 
the drug is in the carrier's formulary, the enrollee's cost-sharing 
for the substitution drug must be adjusted to reflect any discount 
agreements or other pricing adjustments for the drug that are availa-
ble to a carrier. Any charge to the enrollee for a substitution drug 
must not increase the carrier's underwriting gain for the plan beyond 
the gain contribution calculated for the original formulary drug that 
is replaced by the substitution.

(4) If a carrier uses a tiered formulary in its prescription drug 
benefit design, and a substitute drug that is in the formulary is re-
quired based on one of the circumstances in either WAC 284-43-5080 or 
284-43-5100, the enrollee's cost sharing may be based on the tier in 
which the carrier has placed the substitute drug.

(5) If a carrier requires cost-sharing for enrollees receiving an 
emergency fill as defined in WAC 284-170-470, then issuers must dis-
close that information to enrollees within their policy forms.

(6) For individual and small group plans, if a substitution is 
granted, the carrier must treat the drug as an essential health bene-
fit, including by counting any cost-sharing towards the plan's annual 
limitation on cost-sharing and towards any deductible.
[Statutory Authority: RCW 48.02.060, 48.18.140, and 48.43.510. WSR 
17-03-087 (Matter No. R 2016-22), § 284-43-5110, filed 1/12/17, effec-
tive 2/12/17. Statutory Authority: RCW 48.02.060, 48.43.510. WSR 
16-19-086 (Matter No. R 2016-08), § 284-43-5110, filed 9/20/16, effec-
tive 10/21/16. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Mat-
ter No. R 2016-11), § 284-43-5110, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5110, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.02.062, 48.18.140, 
48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 
48.46.510. WSR 12-21-019 (Matter No. R 2012-03), § 284-43-819, filed 
10/8/12, effective 11/8/12.]

WAC 284-43-5130  Health plan disclosure requirements.  (1) Health 
plan disclosure information must comply with and include each require-
ment listed in RCW 48.43.510.

(2) Health plan disclosures must be current and:
(a) Provided by paper copy upon request;
(b) Provided by electronic communication upon request;
(c) Clearly identified as health plan disclosures; and
(d) Prominently displayed and accessible on the carrier's web-

site.
(3) Each disclosure must be written in a manner that is easily 

understood by the average plan participant.
(4) Each carrier must provide to all enrollees and prospective 

enrollees a list of available disclosure items, including instructions 
on how to access and request copies of health disclosure information 
in paper and electronic forms, and website links to the entire health 
plan disclosure information.
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[WSR 16-01-081, recodified as § 284-43-5130, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060 and 48.43.510. WSR 
10-02-068 (Matter No. R 2008-16), § 284-43-820, filed 1/4/10, effec-
tive 2/4/10. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 
48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-820, filed 1/9/01, effec-
tive 7/1/01.]

WAC 284-43-5150  Unfair practice relating to health coverage. 
(1) It is an unfair practice for any health carrier to restrict, ex-
clude, or reduce coverage or benefits under any health plan on the ba-
sis of sex. By way of example, a health plan providing generally com-
prehensive coverage of prescription drugs and prescription devices re-
stricts, excludes, or reduces coverage or benefits on the basis of sex 
if it fails to provide prescription contraceptive coverage that com-
plies with this regulation.

An example of a plan that provides generally comprehensive cover-
age of prescription drugs is a plan that covers prescription drugs but 
excludes some categories such as weight reduction or smoking cessa-
tion.

(2)(a) Health plans providing generally comprehensive coverage of 
prescription drugs and/or prescription devices shall not exclude pre-
scription contraceptives or cover prescription contraceptives on a 
less favorable basis than other covered prescription drugs and pre-
scription devices. Coverage of prescription contraceptives includes 
coverage for medical services associated with the prescribing, dis-
pensing, delivery, distribution, administration and removal of a pre-
scription contraceptive to the same extent, and on the same terms, as 
other outpatient services.

(b) Health plans may not impose benefit waiting periods, limita-
tions, or restrictions on prescription contraceptives that are not re-
quired or imposed on other covered prescription drugs and prescription 
devices.

(c) Health plans may not require cost sharing, such as copayments 
or deductibles, for prescription contraceptives and for services asso-
ciated with the prescribing, dispensing, delivery, distribution, ad-
ministration, and removal of the prescription contraceptives.

(d) Health carriers may use, and health plans may limit coverage 
to, a closed formulary for prescription contraceptives if they other-
wise use a closed formulary, but the formulary shall cover each of the 
types of prescription contraception as defined in (e) of this subsec-
tion.

(e) For purposes of subsections (1) and (2) of this section, 
"prescription contraceptives" include United States Food and Drug Ad-
ministration (FDA) approved contraceptive drugs, devices, and pre-
scription barrier methods, including contraceptive products declared 
safe and effective for use as emergency contraception by the FDA.
[Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-5150, filed 11/26/19, effective 12/27/19. 
WSR 16-01-081, recodified as § 284-43-5150, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.480, 48.20.450, 
48.20.460, 48.21.045, 48.30.010, 48.30.300, 48.41.110, 48.41.170, 
48.42.010, 48.42.040, 48.42.100, 48.43.012, 48.43.025, 48.43.035, 
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48.43.041, 48.43.115, 48.43.520, 48.44.020, 48.44.023, 48.44.050, 
48.44.220, 48.46.060, 48.46.066, 48.46.110, 48.46.200, 49.60.010, 
49.60.030, 49.60.120, 49.60.178, 49.60.220. WSR 01-19-001 (Matter No. 
R 2001-02), § 284-43-822, filed 9/5/01, effective 10/6/01.]

WAC 284-43-5151  Unfair practice relating to gender affirming 
treatment and services.  When a treatment or service is gender affirm-
ing treatment, as defined in RCW 48.43.0128, it is an unfair practice 
for any health carrier to:

(1) Deny or limit coverage, issue automatic denials of coverage, 
impose additional cost sharing or other limitations or restrictions on 
coverage, or deny or limit coverage of a claim, if gender affirming 
treatment is:

(a) Prescribed to an individual because of, related to, or con-
sistent with a person's gender expression or identity, as defined in 
RCW 49.60.040;

(b) Medically necessary; and
(c) Prescribed in accordance with accepted standards of care;
(2) Apply blanket exclusions or categorical exclusions to gender 

affirming treatment; or
(3) When prescribed as medically necessary, exclude facial gender 

affirming treatment (such as tracheal shaves), hair removal proce-
dures, and other care (such as mastectomies, breast reductions, breast 
implants, or any combination of gender affirming procedures, including 
revisions to prior treatment) as cosmetic services.
[Statutory Authority: RCW 48.02.060, 48.43.515 and 2021 c 280. WSR 
21-24-072 (Matter No. R 2021-14), § 284-43-5151, filed 11/30/21, ef-
fective 1/1/22.]

WAC 284-43-5170  Prescription drug benefit disclosures.  (1) A 
carrier must include the following information in the certificate of 
coverage issued for a health benefit plan, policy or agreement that 
includes a prescription drug benefit in addition to those required 
elsewhere in Titles 48 RCW and 284 WAC. The commissioner may disap-
prove any contract issued on or after January 1, 2018, if the require-
ments of this subsection are not met.

(a) A clear statement explaining that the health benefit plan 
uses the following in its coverage of drugs (as applicable):

(i) Exclusion of certain brand name or other medications from its 
formulary;

(ii) Therapeutic drug substitution;
(iii) Incentives for use of generic drugs (such as step-therapy 

protocols);
(iv) Prior authorization requirements;
(v) Mid-plan year formulary changes; or
(vi) Other limits of its prescription drug benefit.
(b) For health plans delivered, issued, or renewed on or before 

January 1, 2021, a clear explanation of the substitution process re-
quired under WAC 284-43-5080 that the enrollee or their provider must 
use to seek coverage of a prescription drug or medication that is not 
in the formulary or is not the carrier's preferred drug or medication 
for the covered medical condition.

(c) For health plans delivered, issued, or renewed on or after 
January 1, 2021, a clear explanation of the exception and substitution 
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processes required under WAC 284-43-2021, 284-43-2022, and 
284-43-5080.

(d) A clear statement explaining that consumers may be eligible 
to receive an emergency fill for prescription drugs under the circum-
stances described in WAC 284-170-470. The disclosure must include the 
process for consumers to obtain an emergency fill, and cost-sharing 
requirements, if any, for an emergency fill.

(e) The process for developing coverage standards and formula-
ries, including the principal criteria by which drugs are selected for 
inclusion, exclusion, restriction or limitation.

(f) The process of changing formularies and coverage standards, 
including changes in the use of substitute drugs. If the plan has pro-
visions for "grandfathering" certain ongoing prescriptions or other 
coverage exceptions, these practices must be disclosed.

(g) The disclosure must state whether drugs may move between 
tiers during a plan year and whether this may affect cost-sharing.

(h) Any medication management, disease management, or other phar-
macy-related services reimbursed by the plan in addition to those re-
quired under state and federal law in connection with dispensing 
drugs, such as disease management services for migraine, diabetes, 
smoking cessation, asthma, or lipid management.

(i) The general categories of drugs excluded from coverage must 
be disclosed. Such categories may include items such as appetite sup-
pressants, dental prescriptions, cosmetic agents or most over-the-
counter medications. This subsection does not require that any partic-
ular category of coverage for drugs or pharmacy services should be ex-
cluded, reduced, or limited by a health plan.

(2) When a carrier eliminates a previously covered drug from its 
formulary, or establishes new limitations on coverage of the drug or 
medication, at a minimum a carrier must ensure that prior notice of 
the change will be provided as soon as is practicable, to enrollees 
who filled a prescription for the drug within the prior three months.

(a) Provided the enrollee agrees to receive electronic notice and 
such agreement has not been withdrawn, either electronic mail notice, 
or written notice by first class mail at the last known address of the 
enrollee, are acceptable methods of notice.

(b) If neither of these notice methods is available because the 
carrier lacks contact information for enrollees, a carrier may post 
notice on its website or at another location that may be appropriate, 
so long as the posting is done in a manner that is reasonably calcula-
ted to reach and be noticed by affected enrollees.

(3) A carrier and health plan may use provider and enrollee edu-
cation to promote the use of therapeutically equivalent generic drugs. 
The materials must not mislead an enrollee about the difference be-
tween biosimilar or bioequivalent, and therapeutically equivalent, ge-
neric medications.

(4) A carrier must include the following statement in the certif-
icate of coverage issued for a health benefit plan, policy, or agree-
ment that includes a prescription drug benefit, and provide current 
contact information as prompted below:

YOUR PRESCRIPTION DRUG RIGHTS
You have the right to safe and effective pharmacy services. You 

also have the right to know what drugs are covered by your plan and 
the limits that apply. If you have a question or concern about your 
prescription drug benefits, please contact us (the health carrier) at 
(health carrier's contact phone number) or visit (health carrier's 
website). If you would like to know more about your rights, or if you 
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have concerns about your plan, you may contact the Washington state 
office of insurance commissioner at 1-800-562-6900 or 
www.insurance.wa.gov. If you have a concern about the pharmacists or 
pharmacies serving you, please contact the Washington state department 
of health at 360-236-4700, www.doh.wa.gov, or HSQACSC@doh.wa.gov.
[Statutory Authority: RCW 48.02.060, 48.43.400, 48.43.410, and 
48.43.420. WSR 20-24-105, § 284-43-5170, filed 12/1/20, effective 
1/1/21. Statutory Authority: RCW 48.02.060, 48.43.510. WSR 17-01-166 
(Matter No. R 2016-16), § 284-43-5170, filed 12/21/16, effective 
1/21/17; WSR 16-19-086 (Matter No. R 2016-08), § 284-43-5170, filed 
9/20/16, effective 10/21/16. Statutory Authority: RCW 48.02.060. WSR 
16-14-106 (Matter No. R 2016-11), § 284-43-5170, filed 7/6/16, effec-
tive 8/6/16. WSR 16-01-081, recodified as § 284-43-5170, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.02.062, 48.18.140, 48.43.525, 48.44.050, 48.44.440(2), 
48.44.460(2), 48.46.200, and 48.46.510. WSR 12-21-019 (Matter No. R 
2012-03), § 284-43-825, filed 10/8/12, effective 11/8/12.]

WAC 284-43-5200  Anticancer medication.  A carrier and health 
plan must cover prescribed, self-administered anticancer medication 
that is used to kill or slow the growth of cancerous cells on at least 
a comparable basis to the plan's coverage for the delivery of cancer 
chemotherapy medications administered in a clinical or medical set-
ting.

(1) A carrier may not impose dollar limits, copayments, deducti-
bles or coinsurance requirements on coverage for orally administered 
anticancer drugs or chemotherapy that are less favorable to an insured 
or enrollee than the dollar limits, copayments, deductibles or coin-
surance requirements that apply to coverage for anticancer medication 
or chemotherapy that is administered intravenously or by injection.

(2) A carrier may not reclassify an anticancer medication or in-
crease an enrollee's out-of-pocket costs as a method of compliance 
with the requirements of this section.
[WSR 16-01-081, recodified as § 284-43-5200, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.02.062, 48.18.140, 
48.43.525, 48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 
48.46.510. WSR 12-21-019 (Matter No. R 2012-03), § 284-43-840, filed 
10/8/12, effective 11/8/12.]

WAC 284-43-5400  Purpose and scope.  For plan years beginning on 
or after January 1, 2014, each nongrandfathered health benefit plan 
offered, issued, or renewed to small employers or individuals, both 
inside and outside the Washington health benefit exchange, must pro-
vide coverage for a package of essential health benefits, pursuant to 
RCW 48.43.715. WAC 284-43-5400 through 284-43-5820 explains the regu-
latory standards defining this coverage, and establishes supplementa-
tion of the base-benchmark plan consistent with RCW 48.43.715, and the 
parameters of the state EHB-benchmark plan.

(1) WAC 284-43-5400 through 284-43-5820 do not apply to a health 
benefit plan that provides excepted benefits as described in section 
2722 of the federal Public Health Service Act (42 U.S.C. Sec. 
300gg-21), to a health benefit plan that qualifies as a grandfathered 
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health plan as defined in RCW 48.43.005, nor to a health plan excluded 
from the definition of "health plan" as defined in RCW 48.43.005.

(2) WAC 284-43-5400 through 284-43-5820 do not require provider 
reimbursement at the same levels negotiated by the base-benchmark 
plan's issuer for their plan.

(3) WAC 284-43-5400 through 284-43-5820 do not require a health 
benefit plan to exclude the services or treatments from coverage that 
are excluded in the base-benchmark plan.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5400, filed 
1/16/20, effective 2/16/20. Statutory Authority: RCW 48.02.060. WSR 
16-14-106 (Matter No. R 2016-11), § 284-43-5400, filed 7/6/16, effec-
tive 8/6/16. WSR 16-01-081, recodified as § 284-43-5400, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.02.060, 
48.21.241, 48.21.320, 48.44.050, 48.44.341, 48.44.460, 48.46.200, 
48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 111-148, 124 Stat. 
119 (Mar. 23, 2010) (PPACA), as amended by the Health Care and Educa-
tion Reconciliation Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 
(Mar. 30, 2010), in particular § 1302 of PPACA, § 10104 (b)(1) 
(HCERA). WSR 13-15-025 (Matter No. R 2012-17), § 284-43-849, filed 
7/9/13, effective 7/10/13.]

WAC 284-43-5410  Definitions.  The following definitions apply to 
WAC 284-43-5400 through 284-43-5820 unless the context indicates oth-
erwise.

"Base-benchmark plan" means the small group plan with the largest 
enrollment, as designated in WAC 284-43-5600(1) or 284-43-5602(1), 
prior to any supplementation or adjustments made pursuant to RCW 
48.43.715.

"EHB-benchmark plan" means the set of benefits that an issuer 
must include in nongrandfathered plans offered in the individual or 
small group market in Washington state.

"Health benefit," unless defined differently pursuant to federal 
rules, regulations, or guidance issued pursuant to section 1302(b) of 
PPACA, means health care items or services for injury, disease, or a 
health condition, including a behavioral health condition.

"Individual plan" includes any nongrandfathered health benefit 
plan offered, issued, or renewed by an admitted issuer in the state of 
Washington for the individual health benefit plan market, unless the 
certificate of coverage is issued to an individual pursuant to or is-
sued through an organization meeting the definition established pur-
suant to 29 U.S.C. 1002(5).

"Mandated benefit" or "required benefit" means a health plan ben-
efit for a specific type of service, device or medical equipment, or 
treatment for a specified condition or conditions that a health plan 
is required to cover by either state or federal law. Required benefits 
do not include provider, delivery method, or health status based re-
quirements.

"Meaningful health benefit" means a benefit that must be included 
in an essential health benefit category, without which the coverage 
for the category does not reasonably provide medically necessary serv-
ices for an individual patient's condition on a nondiscriminatory ba-
sis.
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"Medical necessity determination process" means the process used 
by a health issuer to make a coverage determination about whether a 
health benefit is medically necessary for an individual patient.

"PPACA" means the federal Patient Protection and Affordable Care 
Act (Public Law 111-148), as amended by the federal Health Care and 
Education Reconciliation Act of 2010 (Public Law 111-152), and any 
rules, regulations, or guidance issued thereunder.

"Scope or limitation requirement" means a requirement applicable 
to a benefit that limits its duration, the number of times coverage is 
available for the benefit, or imposes a legally permitted eligibility 
or reference-based limitation on a specific benefit.

"Small group plan" includes any nongrandfathered health benefit 
plan offered, issued, or renewed by an admitted issuer in the state of 
Washington for the small group health benefit plan market to a small 
group, as defined in RCW 48.43.005, and 45 C.F.R. 144.102(c), unless 
the certificate of coverage is issued to a small group pursuant to a 
master contract held by or issued through an organization meeting the 
definition established pursuant to 29 U.S.C. 1002(5).

"Stand-alone dental plan" means coverage for a set of benefits 
limited to oral care including, but not necessarily limited to, pedia-
tric oral care, as referenced in RCW 43.71.065.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5410, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5410, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 
48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) 
(PPACA), as amended by the Health Care and Education Reconciliation 
Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 
(Matter No. R 2012-17), § 284-43-852, filed 7/9/13, effective 
7/10/13.]

WAC 284-43-5420  Clinical trials.  A carrier must not restrict 
coverage of routine patient costs for enrollees who participate in a 
clinical trial. "Routine costs" means items and services delivered to 
the enrollee that are consistent with and typically covered by the 
plan or coverage for an enrollee who is not enrolled in a clinical 
trial. A carrier may continue to apply its limitations and require-
ments related to use of network services.

(1) A carrier may require enrollees to meet the eligibility re-
quirements of the clinical trial according to the trial protocol. 
While not required to impose such a condition, a carrier may refuse 
coverage under this section if the enrollee does not provide medical 
and scientific information establishing that the individual's partici-
pation in such trial would be appropriate based on the individual 
meeting the eligibility requirements for the clinical trial, unless 
the enrollee is referred to the clinical trial by a health care pro-
vider participating in the carrier's network.

(2) This includes the cost of prescription medication used for 
the direct clinical management of the enrollee, unless the trial is 
for the investigation of the prescription medication or the medication 
is typically provided by the research sponsors free of charge for any 
enrollee in the trial.

(3) The requirement does not apply to:
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(a) A service that is clearly inconsistent with widely accepted 
and established standards of care for a particular diagnosis;

(b) For items and services provided solely to satisfy data col-
lection and analysis needs;

(c) Items and services that are not used in the direct clinical 
management of the enrollee; or

(d) The investigational item, device, or service itself.
(4) Clinical trial means a phase I, phase II, phase III, or phase 

IV clinical trial that is conducted in relation to the prevention, de-
tection, or treatment of cancer or other life-threatening disease or 
condition, funded or approved by:

(a) One of the National Institutes of Health (NIH);
(b) An NIH cooperative group or center which is a formal network 

of facilities that collaborate on research projects and have an estab-
lished NIH-approved peer review program operating within the group in-
cluding, but not limited to, the NCI Clinical Cooperative Group and 
the NCI Community Clinical Oncology Program;

(c) The federal Departments of Veterans Affairs or Defense;
(d) An institutional review board of an institution in this state 

that has a multiple project assurance contract approval by the Office 
of Protection for the Research Risks of the NIH; or

(e) A qualified research entity that meets the criteria for NIH 
Center Support Grant eligibility.

"Life threatening condition" means any disease or condition from 
which the likelihood of death is probable unless the course of the 
disease or condition is interrupted.
[WSR 16-01-081, recodified as § 284-43-5420, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060. WSR 13-03-038 (Matter 
No. R 2012-25), § 284-43-850, filed 1/9/13, effective 2/9/13. Statuto-
ry Authority: RCW 48.02.060, 48.02.062, 48.18.140, 48.43.525, 
48.44.050, 48.44.440(2), 48.44.460(2), 48.46.200, and 48.46.510. WSR 
12-21-019 (Matter No. R 2012-03), § 284-43-850, filed 10/8/12, effec-
tive 11/8/12.]

WAC 284-43-5440  Medical necessity determination.  (1) An issu-
er's certificate of coverage and the summary of coverage for the 
health benefit plan must specifically explain any uniformly applied 
limitation on the scope, visit number or duration of a benefit, and 
state whether the uniform limitation is subject to adjustment based on 
the specific treatment requirements of the patient.

(2) An issuer's medical necessity determination process must:
(a) Be clearly explained in the certificate of coverage, plan 

document, or contract for health benefit coverage;
(b) Be conducted fairly, and with transparency to enrollees and 

providers, at a minimum when an enrollee or their representative ap-
peals or seeks review of an adverse benefit determination;

(c) Include consideration of services that are a logical next 
step in reasonable care if they are appropriate for the patient;

(d) Identify the information needed in the decision-making proc-
ess and incorporate appropriate outcomes within a developmental frame-
work;

(e) Ensure that when the interpretation of the medical purpose of 
interventions is part of the medical necessity decision making, the 
interpretation standard can be explained in writing to an enrollee and 
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providers, and is broad enough to address any of the services encom-
passed in the ten essential health benefits categories of care;

(f) Comply with inclusion of the ten essential health benefits 
categories;

(g) Not discriminate based on age, present or predicted disabili-
ty, expected length of life, degree of medical dependency, quality of 
life or other health conditions, race, gender, national origin, sexual 
orientation and gender identity;

(h) Include consideration of the treating provider's clinical 
judgment and recommendations regarding the medical purpose of the re-
quested service, and the extent to which the service is likely to pro-
duce incremental health benefits for the enrollee;

(i) Identify by role who will participate in the issuer's medical 
necessity decision-making process; and

(j) Ensure that where medically appropriate, and consistent with 
the health benefit plan's contract terms, an enrollee is not unreason-
ably restricted as to the site of service delivery.

(3) An issuer's medical necessity determination process may in-
clude, but is not limited to, evaluation of the effectiveness and ben-
efit of a service for the individual patient based on scientific evi-
dence considerations, up-to-date and consistent professional standards 
of care, convincing expert opinion and a comparison to alternative in-
terventions, including no interventions. Cost effectiveness may be one 
of but not the sole criteria for determining medical necessity.

(4) Within thirty days of receiving a request, an issuer must 
furnish its medical necessity criteria for medical/surgical benefits 
and mental health/substance use disorder benefits or for other essen-
tial health benefit categories to an enrollee or provider.
[WSR 16-01-081, recodified as § 284-43-5440, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 
48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) 
(PPACA), as amended by the Health Care and Education Reconciliation 
Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 
(Matter No. R 2012-17), § 284-43-860, filed 7/9/13, effective 
7/10/13.]

WAC 284-43-5600  Essential health benefits package benchmark ref-
erence plan.  A not grandfathered individual or small group health 
benefit plan offered, issued, amended or renewed on or after January 
1, 2014, must, at a minimum, include coverage for essential health 
benefits. "Essential health benefits" means all of the following:

(1) The benefits and services covered by health care service con-
tractor Regence BlueShield as the Innova small group plan policy form, 
policy form number WW0711CCONMS, and certificate form number 
WW0112BINNS, offered during the first quarter of 2012. The SERFF fil-
ing number is RGWA-127372701.

(2) The services and items covered by a health benefit plan that 
are within the categories identified in Section 1302(b) of PPACA in-
cluding, but not limited to, ambulatory patient services, emergency 
services, hospitalization, maternity and newborn care, mental health 
and substance use disorder services, including behavioral health 
treatment, prescription drugs, rehabilitative and habilitative serv-
ices and devices, laboratory services, preventive and wellness serv-
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ices and chronic disease management, and pediatric services, including 
oral and vision care, and as supplemented by the commissioner or re-
quired by the secretary of the U.S. Department of Health and Human 
Services.

(3) Mandated benefits pursuant to Title 48 RCW enacted before De-
cember 31, 2011.

(4) This section expires on December 31, 2016.
[WSR 16-01-081, recodified as § 284-43-5600, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-865, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: 2012 c 87 and RCW 48.02.060. WSR 12-19-099 (Matter No. 
R 2012-19), § 284-43-865, filed 9/19/12, effective 10/20/12.]

WAC 284-43-5602  Essential health benefits package benchmark ref-
erence plan.  A nongrandfathered individual or small group health ben-
efit plan offered, issued, amended or renewed on or after January 1, 
2017, must, at a minimum, include coverage for essential health bene-
fits. "Essential health benefits" means all of the following:

(1) The benefits and services covered by health care service con-
tractor Regence BlueShield as the Regence Direct Gold + small group 
plan, policy form number WW0114CCONMSD and certificate form number 
WW0114BPPO1SD, offered during the first quarter of 2014. The SERFF 
form filing number is RGWA-128968362.

(2) The services and items covered by a health benefit plan that 
are within the categories defined in RCW 48.43.005 as "essential 
health benefits" including, but not limited to:

(a) Ambulatory patient services;
(b) Emergency services;
(c) Hospitalization;
(d) Maternity and newborn care;
(e) Mental health and substance use disorder services, including 

behavioral health treatment;
(f) Prescription drugs;
(g) Rehabilitative and habilitative services and devices;
(h) Laboratory services;
(i) Preventive and wellness services and chronic disease manage-

ment;
(j) Pediatric services, including oral and vision care; and
(k) Other services as supplemented by the commissioner or re-

quired by the secretary of the U.S. Department of Health and Human 
Services.

(3) Mandated benefits pursuant to Title 48 RCW enacted before De-
cember 31, 2011.

(4) This section applies to health plans that have an effective 
date of January 1, 2017, or later.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5602, filed 
1/16/20, effective 2/16/20. WSR 16-01-081, recodified as § 
284-43-5602, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.21.241, 48.21.320, 48.44.460, 48.44.341, 48.46.291, 48.46.530, 
and 48.43.715. WSR 15-20-042 (Matter No. R 2015-02), § 284-43-8651, 
filed 9/29/15, effective 9/29/15.]
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WAC 284-43-5620  Plan design.  (1) A nongrandfathered individual 
or small group health benefit plan offered, issued, or renewed, on or 
after January 1, 2014, must provide coverage that is substantially 
equal to the EHB-benchmark plan, as described in WAC 284-43-5640, 
284-43-5700, and 284-43-5780.

(a) For plans offered, issued, or renewed for a plan or policy 
year beginning on or after January 1, 2014, until December 31, 2016, 
an issuer must offer the EHB-benchmark plan without substituting bene-
fits for the benefits specifically identified in the EHB-benchmark 
plan.

(b) For plan or policy years beginning on or after January 1, 
2017, an issuer may substitute benefits to the extent that the actua-
rial value of the benefits in the category to which the substituted 
benefit is classified remains substantially equal to the EHB-benchmark 
plan.

(c) "Substantially equal" means that:
(i) The scope and level of benefits offered within each essential 

health benefit category supports a determination by the commissioner 
that the benefit is a meaningful health benefit;

(ii) The aggregate actuarial value of the benefits across all es-
sential health benefit categories does not vary more than a de minimis 
amount from the aggregate actuarial value of the EHB-benchmark base 
plan; and

(iii) Within each essential health benefit category, the actuari-
al value of the category must not vary more than a de minimis amount 
from the actuarial value of the category for the EHB-benchmark plan.

(2) An issuer must classify covered services to an essential 
health benefits category consistent with WAC 284-43-5640, 284-43-5700, 
and 284-43-5780 for purposes of determining actuarial value. An issuer 
may not use classification of services to an essential health benefits 
category for purposes of determining actuarial value as the basis for 
denying coverage under a health benefit plan.

(3) The base-benchmark plan does not specifically list all types 
of services, settings and supplies that can be classified to each es-
sential health benefits category. The base-benchmark plan design does 
not specifically list each covered service, supply or treatment. Cov-
erage for benefits not specifically identified as covered or excluded 
is determined based on medical necessity. An issuer may use this plan 
design, provided that each of the essential health benefit categories 
is specifically covered in a manner substantially equal to the EHB-
benchmark plan.

(4) An issuer is not required to exclude services that are spe-
cifically excluded by the base-benchmark plan. If an issuer elects to 
cover a benefit excluded in the base-benchmark plan, the issuer must 
not include the benefit in its essential health benefits package for 
purposes of determining actuarial value. A health benefit plan must 
not exclude a benefit that is specifically included in the base-bench-
mark plan.

(5) An issuer must not apply visit limitations or limit the scope 
of the benefit category based on the type of provider delivering the 
service, other than requiring that the service must be within the pro-
vider's scope of license for purposes of coverage. This obligation 
does not require an issuer to contract with any willing provider, nor 
is an issuer restricted from establishing reasonable requirements for 
credentialing of, and access to, providers within its network.
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(6) Telemedicine or telehealth services are considered provider-
type services, and not a benefit for purposes of the essential health 
benefits package.

(7) Consistent with state and federal law, a health benefit plan 
must not contain an exclusion that unreasonably restricts access to 
medically necessary services for populations with special needs in-
cluding, but not limited to, a chronic condition caused by illness or 
injury, either acquired or congenital.

(8) Unless an age based reference limitation is specifically in-
cluded in the base-benchmark plan or a supplemental base-benchmark 
plan for a category set forth in WAC 284-43-5640, 284-43-5700, or 
284-43-5780, an issuer's scope of coverage for those categories of 
benefits must cover both pediatric and adult populations.

(9) A health benefit plan must not be offered if the commissioner 
determines that:

(a) It creates a risk of biased selection based on health status;
(b) The benefits within an essential health benefit category are 

limited so that the coverage for the category is not a meaningful 
health benefit; or

(c) The benefit has a discriminatory effect in practice, outcome 
or purpose in relation to age, present or predicted disability, and 
expected length of life, degree of medical dependency, quality of life 
or other health conditions, race, gender, national origin, sexual ori-
entation and gender identity or in the application of Section 511 of 
Public Law 110-343 (the federal Mental Health Parity and Addiction 
Equity Act of 2008).

(10) An issuer must not impose annual or lifetime dollar limits 
on an essential health benefit, other than those permitted as refer-
ence based limitations pursuant to WAC 284-43-5640, 284-43-5700, and 
284-43-5780.

(11) This section expires on December 31, 2016.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5620, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5620, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-877, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: RCW 48.02.060 and 48.43.715. WSR 14-06-069 (Matter No. 
R 2013-28), § 284-43-877, filed 3/3/14, effective 4/3/14. Statutory 
Authority: RCW 48.02.060, 48.21.241, 48.21.320, 48.44.050, 48.44.341, 
48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 
111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the 
Health Care and Education Reconciliation Act (HCERA), Pub. L. No. 
111-152, 124 Stat. 1029 (Mar. 30, 2010), in particular § 1302 of PPA-
CA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 2012-17), § 
284-43-877, filed 7/9/13, effective 7/10/13.]

WAC 284-43-5622  Plan design.  (1) A nongrandfathered individual 
or small group health benefit plan offered, issued, or renewed, on or 
after January 1, 2017, must provide coverage that is substantially 
equal to the EHB-benchmark plan, as described in WAC 284-43-5642, 
284-43-5702, and 284-43-5782.

(a) For plans offered, issued, or renewed for a plan or policy 
year beginning on or after January 1, 2017, an issuer must offer the 
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EHB-benchmark plan without substituting benefits for the benefits spe-
cifically identified in the EHB-benchmark plan.

(b) "Substantially equal" means that:
(i) The scope and level of benefits offered within each essential 

health benefit category supports a determination by the commissioner 
that the benefit is a meaningful health benefit;

(ii) The aggregate actuarial value of the benefits across all es-
sential health benefit categories does not vary more than a de minimis 
amount from the aggregate actuarial value of the EHB-benchmark base 
plan; and

(iii) Within each essential health benefit category, the actuari-
al value of the category must not vary more than a de minimis amount 
from the actuarial value of the category for the EHB-benchmark plan.

(2) An issuer must classify covered services to an essential 
health benefits category consistent with WAC 284-43-5642, 284-43-5702, 
and 284-43-5782 for purposes of determining actuarial value. An issuer 
may not use classification of services to an essential health benefits 
category for purposes of determining actuarial value as the basis for 
denying coverage under a health benefit plan.

(3) The base-benchmark plan does not specifically list all types 
of services, settings and supplies that can be classified to each es-
sential health benefits category. The base-benchmark plan design does 
not specifically list each covered service, supply or treatment. Cov-
erage for benefits not specifically identified as covered or excluded 
is determined based on medical necessity. An issuer may use this plan 
design, provided that each of the essential health benefit categories 
is specifically covered in a manner substantially equal to the EHB-
benchmark plan.

(4) An issuer is not required to exclude services that are spe-
cifically excluded by the base-benchmark plan. If an issuer elects to 
cover a benefit excluded in the base-benchmark plan, the issuer must 
not include the benefit in its essential health benefits package for 
purposes of determining actuarial value. A health benefit plan must 
not exclude a benefit that is specifically included in the base-bench-
mark plan.

(5) An issuer must not apply visit limitations or limit the scope 
of the benefit category based on the type of provider delivering the 
service, other than requiring that the service must be within the pro-
vider's scope of license for purposes of coverage. This obligation 
does not require an issuer to contract with any willing provider, nor 
is an issuer restricted from establishing reasonable requirements for 
credentialing of and access to providers within its network.

(6) Telemedicine or telehealth services are considered a method 
of accessing services, and are not a separate benefit for purposes of 
the essential health benefits package. Issuers must provide essential 
health benefits consistent with the requirements of RCW 48.43.735.

(7) Consistent with state and federal law, a health benefit plan 
must not contain an exclusion that unreasonably restricts access to 
medically necessary services for populations with special needs in-
cluding, but not limited to, a chronic condition caused by illness or 
injury, either acquired or congenital.

(8) Benefits under each category set forth in WAC 284-43-5642, 
284-43-5702, or 284-43-5782 must be covered for both pediatric and 
adult populations unless:

(a) A benefit is specifically limited to a particular age group 
in the base-benchmark plan and such limitation is consistent with 
state and federal law; or
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(b) The category of essential health benefits is specifically 
stated to be applicable only to the pediatric population, such as pe-
diatric oral services.

(9) A health benefit plan must not be offered if the commissioner 
determines that:

(a) It creates a risk of biased selection based on health status;
(b) The benefits within an essential health benefit category are 

limited so that the coverage for the category is not a meaningful 
health benefit; or

(c) The benefit has a discriminatory effect in practice, outcome 
or purpose in relation to age, present or predicted disability, and 
expected length of life, degree of medical dependency, quality of life 
or other health conditions, race, gender, national origin, sexual ori-
entation, and gender identity or in the application of Section 511 of 
Public Law 110-343 (the federal Mental Health Parity and Addiction 
Equity Act of 2008). The commissioner will approve health benefit 
plans for offer in Washington state that are, at a minimum, consistent 
with current state law including, but not limited to, RCW 49.60.040, 
49.60.178, 48.30.300, 48.43.0128, 48.43.072, 48.43.073, 48.44.220, and 
48.46.370 and with federal rules and guidance implementing 42 U.S.C. 
18116, Sec. 1557 including, but not limited to, those specifically 
found in 81 Fed. Reg. 31375, et seq. (2016), that were in effect on 
January 1, 2017.

(10) An issuer must not impose annual or lifetime dollar limits 
on an essential health benefit, other than those permitted under WAC 
284-43-5642, 284-43-5702, and 284-43-5782.

(11) This section applies to health plans that have an effective 
date of January 1, 2017, or later.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5622, filed 
1/16/20, effective 2/16/20. Statutory Authority: RCW 48.02.060. WSR 
16-14-106 (Matter No. R 2016-11), § 284-43-5622, filed 7/6/16, effec-
tive 8/6/16. WSR 16-01-081, recodified as § 284-43-5622, filed 
12/14/15, effective 12/14/15. Statutory Authority: RCW 48.21.241, 
48.21.320, 48.44.460, 48.44.341, 48.46.291, 48.46.530, and 48.43.715. 
WSR 15-20-042 (Matter No. R 2015-02), § 284-43-8771, filed 9/29/15, 
effective 9/29/15.]

WAC 284-43-5640  Essential health benefit categories.  (1) A 
health benefit plan must cover "ambulatory patient services." For pur-
poses of determining a plan's actuarial value, an issuer must classify 
as ambulatory patient services medically necessary services delivered 
to enrollees in settings other than a hospital or skilled nursing fa-
cility, which are generally recognized and accepted for diagnostic or 
therapeutic purposes to treat illness or injury, in a substantially 
equal manner to the base-benchmark plan.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as ambulatory patient services:

(i) Home and outpatient dialysis services;
(ii) Hospice and home health care, including skilled nursing care 

as an alternative to hospitalization consistent with WAC 284-44-500, 
284-46-500, and 284-96-500;
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(iii) Provider office visits and treatments, and associated sup-
plies and services, including therapeutic injections and related sup-
plies;

(iv) Urgent care center visits, including provider services, fa-
cility costs and supplies;

(v) Ambulatory surgical center professional services, including 
anesthesiology, professional surgical services, and surgical supplies 
and facility costs;

(vi) Diagnostic procedures including colonoscopies, cardiovascu-
lar testing, pulmonary function studies and neurology/neuromuscular 
procedures; and

(vii) Provider contraceptive services and supplies including, but 
not limited to, vasectomy, tubal ligation and insertion or extraction 
of FDA-approved contraceptive devices.

(b) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. These 
services are specifically excluded by the base-benchmark plan, and 
should not be included in establishing actuarial value for this cate-
gory.

(i) Infertility treatment and reversal of voluntary steriliza-
tion;

(ii) Routine foot care for those that are not diabetic;
(iii) Coverage of dental services following injury to sound natu-

ral teeth, but not excluding services or appliances necessary for or 
resulting from medical treatment if the service is:

(A) Emergency in nature; or
(B) Requires extraction of teeth to prepare the jaw for radiation 

treatments of neoplastic disease. Oral surgery related to trauma and 
injury must be covered.

(iv) Private duty nursing for hospice care and home health care, 
to the extent consistent with state and federal law;

(v) Adult dental care and orthodontia delivered by a dentist or 
in a dentist's office;

(vi) Nonskilled care and help with activities of daily living;
(vii) Hearing care, routine hearing examinations, programs or 

treatment for hearing loss including, but not limited to, externally 
worn or surgically implanted hearing aids, and the surgery and serv-
ices necessary to implant them, other than for cochlear implants, 
which are covered, and for hearing screening tests required under the 
preventive services category, unless coverage for these services and 
devices are required as part of, and classified to, another essential 
health benefits category;

(viii) Obesity or weight reduction or control other than covered 
nutritional counseling.

(c) The base-benchmark plan establishes specific limitations on 
services classified to the ambulatory patient services category that 
conflict with state or federal law as of January 1, 2014. The base-
benchmark plan limits nutritional counseling to three visits per life-
time, if the benefit is not associated with diabetes management. This 
lifetime limitation for nutritional counseling is not part of the 
state EHB-benchmark plan. An issuer may limit this service based on 
medical necessity, and may establish an additional reasonable visit 
limitation requirement for nutritional counseling for medical condi-
tions when supported by evidence based medical criteria.

(d) The base-benchmark plan's visit limitations on services in 
this category include:
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(i) Ten spinal manipulation services per calendar year without 
referral;

(ii) Twelve acupuncture services per calendar year without refer-
ral;

(iii) Fourteen days' respite care on either an inpatient or out-
patient basis for hospice patients, per lifetime;

(iv) One hundred thirty visits per calendar year for home health 
care.

(e) State benefit requirements classified to this category are:
(i) Chiropractic care (RCW 48.44.310);
(ii) TMJ disorder treatment (RCW 48.21.320, 48.44.460, and 

48.46.530);
(iii) Diabetes-related care and supplies (RCW 48.20.391, 

48.21.143, 48.44.315, and 48.46.272).
(2) A health benefit plan must cover "emergency medical serv-

ices." For purposes of determining a plan's actuarial value, an issuer 
must classify care and services related to an emergency medical condi-
tion to the emergency medical services category, in a substantially 
equal manner to the base-benchmark plan.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as emergency services:

(i) Ambulance transportation to an emergency room and treatment 
provided as part of the ambulance service;

(ii) Emergency room and department-based services, supplies and 
treatment, including professional charges, facility costs, and outpa-
tient charges for patient observation and medical screening exams re-
quired to stabilize a patient experiencing an emergency medical condi-
tion;

(iii) Prescription medications associated with an emergency medi-
cal condition, including those purchased in a foreign country.

(b) The base-benchmark plan does not specifically exclude serv-
ices classified to the emergency medical care category.

(c) The base-benchmark base plan does not establish specific lim-
itations on services classified to the emergency medical services cat-
egory that conflict with state or federal law as of January 1, 2014.

(d) The base-benchmark plan does not establish visit limitations 
on services in this category.

(e) State benefit requirements classified to this category in-
clude services necessary to screen and stabilize a covered person (RCW 
48.43.093).

(3) A health benefit plan must cover "hospitalization." For pur-
poses of determining a plan's actuarial value, an issuer must classify 
as hospitalization services the medically necessary services delivered 
in a hospital or skilled nursing setting including, but not limited 
to, professional services, facility fees, supplies, laboratory, thera-
py or other types of services delivered on an inpatient basis, in a 
substantially equal manner to the base-benchmark plan.

(a) A health benefit plan must include the following services 
which are specifically covered by the base-benchmark plan and classify 
them as hospitalization services:

(i) Hospital visits, facility costs, provider and staff services 
and treatments delivered during an inpatient hospital stay, including 
inpatient pharmacy services;

(ii) Skilled nursing facility costs, including professional serv-
ices and pharmacy services and prescriptions filled in the skilled 
nursing facility pharmacy;
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(iii) Transplant services, supplies and treatment for donors and 
recipients, including the transplant or donor facility fees performed 
in either a hospital setting or outpatient setting;

(iv) Dialysis services delivered in a hospital;
(v) Artificial organ transplants based on an issuer's medical 

guidelines and manufacturer recommendations;
(vi) Respite care services delivered on an inpatient basis in a 

hospital or skilled nursing facility.
(b) A health benefit plan may, but is not required to, include 

the following services as part of the EHB-benchmark package. These 
services are specifically excluded by the base-benchmark plan, and 
should not be included in establishing actuarial value:

(i) Hospitalization where mental illness is the primary diagnosis 
to the extent that it is classified under the mental health and sub-
stance use disorder benefits category;

(ii) Cosmetic or reconstructive services and supplies except in 
the treatment of a congenital anomaly, to restore a physical bodily 
function lost as a result of injury or illness, or related to breast 
reconstruction following a medically necessary mastectomy;

(iii) The following types of surgery:
(A) Bariatric surgery and supplies;
(B) Orthognathic surgery and supplies unless due to temporoman-

dibular joint disorder or injury, sleep apnea or congenital anomaly; 
and

(C) Sexual reassignment treatment and surgery;
(iv) Reversal of sterilizations;
(v) Surgical procedures to correct refractive errors, astigmatism 

or reversals or revisions of surgical procedures which alter the re-
fractive character of the eye.

(c) The base-benchmark plan establishes specific limitations on 
services classified to the hospitalization category that conflict with 
state or federal law as of January 1, 2014. The base-benchmark plan 
allows for a transplant waiting period. This waiting period is not 
part of the state EHB-benchmark plan.

(d) The base-benchmark plan's visit limitations on services in 
this category include:

(i) Sixty inpatient days per calendar year for illness, injury or 
physical disability in a skilled nursing facility;

(ii) Thirty inpatient rehabilitation service days per calendar 
year. This benefit may be classified to this category for determining 
actuarial value or to the rehabilitation services category, but not to 
both.

(e) State benefit requirements classified to this category are:
(i) General anesthesia and facility charges for dental procedures 

for those who would be at risk if the service were performed elsewhere 
and without anesthesia (RCW 48.43.185);

(ii) Reconstructive breast surgery resulting from a mastectomy 
which resulted from disease, illness or injury (RCW 48.20.395, 
48.21.230, 48.44.330, and 48.46.280);

(iii) Coverage for treatment of temporomandibular joint disorder 
(RCW 48.21.320, 48.44.460, and 48.46.530);

(iv) Coverage at a long-term care facility following hospitaliza-
tion (RCW 48.43.125).

(4) A health benefit plan must cover "maternity and newborn" 
services. For purposes of determining a plan's actuarial value, an is-
suer must classify as maternity and newborn services the medically 
necessary care and services delivered to women during pregnancy and in 
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relation to delivery and recovery from delivery, and to newborn chil-
dren, in a substantially equal manner to the base-benchmark plan.

(a) A health benefit plan must cover the following services which 
are specifically covered by the base-benchmark plan and classify them 
as maternity and newborn services:

(i) In utero treatment for the fetus;
(ii) Vaginal or cesarean childbirth delivery in a hospital or 

birthing center, including facility fees;
(iii) Nursery services and supplies for newborns, including newly 

adopted children;
(iv) Infertility diagnosis;
(v) Prenatal and postnatal care and services, including screen-

ing;
(vi) Complications of pregnancy such as, but not limited to, fe-

tal distress, gestational diabetes, and toxemia; and
(vii) Termination of pregnancy. Termination of pregnancy may be 

included in an issuer's essential health benefits package, but nothing 
in this section requires an issuer to offer the benefit, consistent 
with 42 U.S.C. 18023 (b)(a)(A)(i) and 45 C.F.R. 156.115.

(b) A health benefit plan may, but is not required to, include 
the following service as part of the EHB-benchmark package. Genetic 
testing of the child's father is specifically excluded by the base-
benchmark plan, and should not be included in determining actuarial 
value.

(c) The base-benchmark plan establishes specific limitations on 
services classified to the maternity and newborn category that con-
flict with state or federal law as of January 1, 2014. The state EHB-
benchmark plan requirements for these services are:

(i) Maternity coverage for dependent daughters must be included 
in the EHB-benchmark plan on the same basis that the coverage is in-
cluded for other enrollees;

(ii) Newborns delivered of dependent daughters must be covered to 
the same extent, and on the same basis, as newborns delivered to the 
other enrollees under the plan.

(d) The base-benchmark plan's limitations on services in this 
category include coverage of home birth by a midwife or nurse midwife 
only for low risk pregnancy.

(e) State benefit requirements classified to this category in-
clude:

(i) Maternity services that include diagnosis of pregnancy, pre-
natal care, delivery, care for complications of pregnancy, physician 
services, and hospital services (RCW 48.43.041);

(ii) Newborn coverage that is not less than the post-natal cover-
age for the mother, for no less than three weeks (RCW 48.43.115);

(iii) Prenatal diagnosis of congenital disorders by screening/
diagnostic procedures if medically necessary (RCW 48.20.430, 
48.21.244, 48.44.344, and 48.46.375).

(5) A health benefit plan must cover "mental health and substance 
use disorder services, including behavioral health treatment." For 
purposes of determining a plan's actuarial value, an issuer must clas-
sify as mental health and substance use disorder services, including 
behavioral health treatment, the medically necessary care, treatment 
and services for mental health conditions and substance use disorders 
categorized in the most recent version of the Diagnostic and Statisti-
cal Manual of Mental Disorders (DSM), including behavioral health 
treatment for those conditions, in a substantially equal manner to the 
base-benchmark plan.
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(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as mental health and substance use disorder services, includ-
ing behavioral health treatment:

(i) Inpatient, residential and outpatient mental health and sub-
stance use disorder treatment, including partial hospital programs or 
inpatient services;

(ii) Chemical dependency detoxification;
(iii) Behavioral treatment for a DSM category diagnosis;
(iv) Services provided by a licensed behavioral health provider 

for a covered diagnosis in a skilled nursing facility;
(v) Prescription medication prescribed during an inpatient and 

residential course of treatment;
(vi) Acupuncture treatment visits without application of the vis-

it limitation requirements, when provided for chemical dependency.
(b) A health benefit plan may, but is not required to include, 

the following services as part of the EHB-benchmark package. These 
services are specifically excluded by the base-benchmark plan, and 
should not be included in establishing actuarial value.

(i) Counseling in the absence of illness, other than family coun-
seling when the patient is a child or adolescent with a covered diag-
nosis and the family counseling is part of the treatment for mental 
health services;

(ii) Mental health treatment for diagnostic codes 302 through 
302.9 in the DSM-IV, or for "V code" diagnoses except for medically 
necessary services for parent-child relational problems for children 
five years of age or younger, neglect or abuse of a child for children 
five years of age or younger, and bereavement for children five years 
of age or younger, unless this exclusion is preempted by federal law;

(iii) Not medically necessary court-ordered mental health treat-
ment.

(c) The base-benchmark plan establishes specific limitations on 
services classified to the mental health and substance abuse disorder 
services category that conflict with state or federal law as of Janu-
ary 1, 2014. The state EHB-benchmark plan requirements for these serv-
ices are:

(i) Coverage for eating disorder treatment must be covered when 
associated with a diagnosis of a DSM categorized mental health condi-
tion;

(ii) Chemical detoxification coverage must not be uniformly limi-
ted to thirty days. Medical necessity, utilization review and criteria 
consistent with federal law may be applied by an issuer in designing 
coverage for this benefit;

(iii) Mental health services and substance use disorder treatment 
must be delivered in a home health setting on parity with medical sur-
gical benefits, consistent with state and federal law.

(d) The base-benchmark plan's visit limitations on services in 
this category include: Court ordered treatment only when medically 
necessary.

(e) State benefit requirements classified to this category in-
clude:

(i) Mental health services (RCW 48.20.580, 48.21.241, 48.44.341, 
and 48.46.285);

(ii) Chemical dependency detoxification services (RCW 48.21.180, 
48.44.240, 48.44.245, 48.46.350, and 48.46.355);

(iii) Services delivered pursuant to involuntary commitment pro-
ceedings (RCW 48.21.242, 48.44.342, and 48.46.292).
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(f) The Paul Wellstone and Pete Domenici Mental Health Parity and 
Addiction Equity Act of 2008 (Public Law 110-343) (MHPAEA) applies to 
a health benefit plan subject to this section. Coverage of mental 
health and substance use disorder services, along with any scope and 
duration limits imposed on the benefits, must comply with the MHPAEA, 
and all rules, regulations and guidance issued pursuant to Section 
2726 of the federal Public Health Service Act (42 U.S.C. Sec. 
300gg-26) where state law is silent, or where federal law preempts 
state law.

(6) A health benefit plan must cover "prescription drug serv-
ices." For purposes of determining a plan's actuarial value, an issuer 
must classify as prescription drug services the medically necessary 
prescribed drugs, medication and drug therapies, in a manner substan-
tially equal to the base-benchmark plan.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan and classify 
them as prescription drug services:

(i) Drugs and medications both generic and brand name, including 
self-administrable prescription medications, consistent with the re-
quirements of (b) through (f) of this subsection;

(ii) Prescribed medical supplies, including diabetic supplies 
that are not otherwise covered as durable medical equipment under the 
rehabilitative and habilitative services category, including test 
strips, glucagon emergency kits, insulin and insulin syringes;

(iii) All FDA approved contraceptive methods, and prescription 
based sterilization procedures for women with reproductive capacity;

(iv) Certain preventive medications including, but not limited 
to, aspirin, fluoride, and iron, and medications for tobacco use ces-
sation, according to, and as recommended by, the United States Preven-
tive Services Task Force, when obtained with a prescription order;

(v) Medical foods to treat inborn errors of metabolism.
(b) A health benefit plan may, but is not required to, include 

the following services as part of the EHB-benchmark package. These 
services are specifically excluded by the base-benchmark plan, and 
should not be included in establishing actuarial value for this cate-
gory:

(i) Insulin pumps and their supplies, which are classified to and 
covered under the rehabilitation and habilitation services category; 
and

(ii) Weight loss drugs.
(c) The base-benchmark plan establishes specific limitations on 

services classified to the prescription drug services category that 
conflict with state or federal law as of January 1, 2014. The EHB-
benchmark plan requirements for these services are:

(i) Preauthorized tobacco cessation products must be covered con-
sistent with state and federal law;

(ii) Medication prescribed as part of a clinical trial, which is 
not the subject of the trial, must be covered in a manner consistent 
with state and federal law.

(d) The base-benchmark plan's visit limitations on services in 
this category include:

(i) Prescriptions for self-administrable injectable medication 
are limited to thirty day supplies at a time, other than insulin, 
which may be offered with more than a thirty day supply. This limita-
tion is a floor, and an issuer may permit supplies greater than thirty 
days as part of its health benefit plan;
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(ii) Teaching doses of self-administrable injectable medications 
are limited to three doses per medication per lifetime.

(e) State benefit requirements classified to this category in-
clude:

(i) Medical foods to treat phenylketonuria (RCW 48.44.440, 
48.46.510, 48.20.520, and 48.21.300);

(ii) Diabetes supplies ordered by the physician (RCW 48.44.315, 
48.46.272, 48.20.391, and 48.21.143). Inclusion of this benefit re-
quirement does not bar issuer variation in diabetic supply manufactur-
ers under its drug formulary;

(iii) Mental health prescription drugs to the extent not covered 
under the hospitalization or skilled nursing facility services, or 
mental health and substance use disorders categories (RCW 48.44.341, 
48.46.291, 48.20.580, and 48.21.241).

(f) An issuer's formulary is part of the prescription drug serv-
ices category. The formulary filed with the commissioner must be sub-
stantially equal to the base-benchmark plan formulary, both as to U.S. 
Pharmacopoeia therapeutic category and classes covered and number of 
drugs in each class. If the base-benchmark formulary does not cover at 
least one drug in a category or class, an issuer must include at least 
one drug in the uncovered category or class.

(i) An issuer must file its formulary quarterly, following the 
filing instructions defined by the insurance commissioner in WAC 
284-44A-040, 284-46A-050, and 284-58-025.

(ii) An issuer's formulary does not have to be substantially 
equal to the base-benchmark plan formulary in terms of formulary 
placement.

(7) A health benefit plan must cover "rehabilitative and habili-
tative services."

(a) For purposes of determining a plan's actuarial value, an is-
suer must classify as rehabilitative services the medically necessary 
services that help a person keep, restore or improve skills and func-
tion for daily living that have been lost or impaired because a person 
was sick, hurt or disabled, in a manner substantially equal to the 
base-benchmark plan.

(b) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as rehabilitative services:

(i) Cochlear implants;
(ii) In-patient rehabilitation facility and professional services 

delivered in those facilities;
(iii) Outpatient physical therapy, occupational therapy and 

speech therapy for rehabilitative purposes;
(iv) Braces, splints, prostheses, orthopedic appliances and or-

thotic devices, supplies or apparatuses used to support, align or cor-
rect deformities or to improve the function of moving parts;

(v) Durable medical equipment and mobility enhancing equipment 
used to serve a medical purpose, including sales tax.

(c) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. These 
services are specifically excluded by the base-benchmark plan, and 
should not be included in establishing actuarial value:

(i) Off the shelf shoe inserts and orthopedic shoes;
(ii) Exercise equipment for medically necessary conditions;
(iii) Durable medical equipment that serves solely as a comfort 

or convenience item; and
(iv) Hearing aids other than cochlear implants.
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(d) Supplementation: The base-benchmark plan does not cover cer-
tain federally required services under this category. A health benefit 
plan must cover habilitative services, but these services are not spe-
cifically covered in the base-benchmark plan. Therefore, this category 
is supplemented. The state EHB-benchmark plan requirements for habili-
tative services are:

(i) For purposes of determining actuarial value and complying 
with the requirements of this section, the issuer must classify as ha-
bilitative services and provide coverage for the range of medically 
necessary health care services and health care devices designed to as-
sist an individual in partially or fully developing, keeping or learn-
ing age appropriate skills and functioning within the individual's en-
vironment, or to compensate for a person's progressive physical, cog-
nitive, and emotional illness.

(ii) As a minimum level of coverage, an issuer must establish 
limitations on habilitative services on parity with those for rehabil-
itative services. A health benefit plan may include reference based 
limitations only if the limitations take into account the unique needs 
of the individual and target measurable, and specific treatment goals 
appropriate for the person's age, and physical and mental condition. 
When habilitative services are delivered to treat a mental health di-
agnosis categorized in the most recent version of the DSM, the mental 
health parity requirements apply and supersede any rehabilitative 
services parity limitations permitted by this subsection.

(iii) A health benefit plan must not limit an enrollee's access 
to covered services on the basis that some, but not all of the serv-
ices in a plan of treatment are provided by a public or government 
program.

(iv) An issuer may establish utilization review guidelines and 
practice guidelines for habilitative services that are recognized by 
the medical community as efficacious. The guidelines must not require 
a return to a prior level of function.

(v) Habilitative health care devices may be limited to those that 
require FDA approval and a prescription to dispense the device.

(vi) Consistent with the standards in this subsection, speech 
therapy, occupational therapy, physical therapy, and aural therapy are 
habilitative services. Day habilitation services designed to provide 
training, structured activities and specialized assistance to adults, 
chore services to assist with basic needs, vocational or custodial 
services are not classified as habilitative services.

(vii) An issuer must not exclude coverage for habilitative serv-
ices received at a school-based health care center unless the habili-
tative services and devices are delivered pursuant to federal Individ-
uals with Disabilities Education Act of 2004 (IDEA) requirements and 
included in an individual educational plan (IEP).

(e) The base-benchmark plan's visit limitations on services in 
this category include:

(i) In-patient rehabilitation facility and professional services 
delivered in those facilities are limited to thirty service days per 
calendar year; and

(ii) Outpatient physical therapy, occupational therapy and speech 
therapy are limited to twenty-five outpatient visits per calendar 
year, on a combined basis, for rehabilitative purposes.

(f) State benefit requirements classified to this category in-
clude:

(i) State sales tax for durable medical equipment; and
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(ii) Coverage of diabetic supplies and equipment (RCW 48.44.315, 
48.46.272, 48.20.391, and 48.21.143).

(g) An issuer must not classify services to the rehabilitative 
services category if the classification results in a limitation of 
coverage for therapy that is medically necessary for an enrollee's 
treatment for cancer, chronic pulmonary or respiratory disease, car-
diac disease or other similar chronic conditions or diseases. For pur-
poses of this subsection, an issuer must establish limitations on the 
number of visits and coverage of the rehabilitation therapy consistent 
with its medical necessity and utilization review guidelines for medi-
cal/surgical benefits. Examples of these are, but are not limited to, 
breast cancer rehabilitation therapy, respiratory therapy, and cardiac 
rehabilitation therapy. Such services may be classified to the ambula-
tory patient or hospitalization services categories for purposes of 
determining actuarial value.

(8) A health plan must cover "laboratory services." For purposes 
of determining actuarial value, an issuer must classify as laboratory 
services the medically necessary laboratory services and testing, in-
cluding those performed by a licensed provider to determine differen-
tial diagnoses, conditions, outcomes and treatment, and including 
blood and blood services, storage and procurement, and ultrasound, X-
ray, MRI, CAT scan and PET scans, in a manner substantially equal to 
the base-benchmark plan.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as laboratory services:

(i) Laboratory services, supplies and tests, including genetic 
testing;

(ii) Radiology services, including X-ray, MRI, CAT scan, PET 
scan, and ultrasound imaging;

(iii) Blood, blood products, and blood storage, including the 
services and supplies of a blood bank.

(b) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. An enrol-
lee's not medically indicated procurement and storage of personal 
blood supplies provided by a member of the enrollee's family is spe-
cifically excluded by the base-benchmark plan, and should not be in-
cluded by an issuer in establishing a health benefit plan's actuarial 
value.

(9) A health plan must cover "preventive and wellness services, 
including chronic disease management." For purposes of determining a 
plan's actuarial value, an issuer must classify as preventative and 
wellness services, including chronic disease management, the services 
that identify or prevent the onset or worsening of disease or disease 
conditions, illness or injury, often asymptomatic, services that as-
sist in the multidisciplinary management and treatment of chronic dis-
eases, services of particular preventive or early identification of 
disease or illness of value to specific populations, such as women, 
children and seniors, in a manner substantially equal to the base-
benchmark plan.

(a) A health benefit plan must include the following services as 
preventive and wellness services:

(i) Immunizations recommended by the Centers for Disease Con-
trol's Advisory Committee on Immunization Practices;

(ii) Screening and tests with A and B recommendations by the U.S. 
Preventive Services Task Force for prevention and chronic care, for 
recommendations issued on or before the applicable plan year;
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(iii) Services, tests and screening contained in the U.S. Health 
Resources and Services Administration Bright Futures guidelines as set 
forth by the American Academy of Pediatricians;

(iv) Services, tests, screening and supplies recommended in the 
U.S. Health Resources and Services Administration women's preventive 
and wellness services guidelines;

(v) Chronic disease management services, which typically include, 
but are not limited to, a treatment plan with regular monitoring, co-
ordination of care between multiple providers and settings, medication 
management, evidence-based care, measuring care quality and outcomes, 
and support for patient self-management through education or tools; 
and

(vi) Wellness services.
(b) The base-benchmark plan does not exclude any services that 

could reasonably be classified to this category.
(c) The base-benchmark plan does not apply any limitations or 

scope restrictions that conflict with state or federal law as of Janu-
ary 1, 2014.

(d) The base-benchmark plan does not establish visit limitations 
on services in this category.

(e) State benefit requirements classified in this category are:
(i) Colorectal cancer screening as set forth in RCW 48.43.043;
(ii) Mammogram services, both diagnostic and screening (RCW 

48.21.225, 48.44.325, and 48.46.275);
(iii) Prostate cancer screening (RCW 48.20.392, 48.21.227, 

48.44.327, and 48.46.277).
(10) State benefit requirements that are limited to those receiv-

ing pediatric services, but that are classified to other categories 
for purposes of determining actuarial value, are:

(a) Neurodevelopmental therapy to age six, consisting of physi-
cal, occupational and speech therapy and maintenance to restore or im-
prove function based on developmental delay, which cannot be combined 
with rehabilitative services for the same condition (RCW 48.44.450, 
48.46.520, and 48.21.310). This state benefit requirement may be clas-
sified to ambulatory patient services or mental health and substance 
abuse disorder including behavioral health categories;

(b) Congenital anomalies in newborn and dependent children (RCW 
48.20.430, 48.21.155, 48.44.212, and 48.46.250). This state benefit 
requirement may be classified to hospitalization, ambulatory patient 
services or maternity and newborn categories.

(11) This section expires on December 31, 2016.
[WSR 16-01-081, recodified as § 284-43-5640, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-878, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: RCW 48.02.060 and 48.43.715. WSR 14-15-012 (Matter No. 
R 2014-03), § 284-43-878, filed 7/3/14, effective 7/3/14. Statutory 
Authority: RCW 48.02.060, 48.21.241, 48.21.320, 48.44.050, 48.44.341, 
48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 
111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the 
Health Care and Education Reconciliation Act (HCERA), Pub. L. No. 
111-152, 124 Stat. 1029 (Mar. 30, 2010), in particular § 1302 of PPA-
CA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 2012-17), § 
284-43-878, filed 7/9/13, effective 7/10/13.]
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WAC 284-43-5642  Essential health benefit categories.  (1) A 
health benefit plan must cover "ambulatory patient services" in a man-
ner substantially equal to the base-benchmark plan. For purposes of 
determining a plan's actuarial value, an issuer must classify as "am-
bulatory patient services" those medically necessary services deliv-
ered to enrollees in settings other than a hospital or skilled nursing 
facility, which are generally recognized and accepted for diagnostic 
or therapeutic purposes to treat illness or injury.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as ambulatory patient services:

(i) Home and outpatient dialysis services;
(ii) Hospice and home health care, including skilled nursing care 

as an alternative to hospitalization consistent with WAC 284-44-500, 
284-46-500, and 284-96-500;

(iii) Provider office visits and treatments, and associated sup-
plies and services, including therapeutic injections and related sup-
plies;

(iv) Urgent care center visits, including provider services, fa-
cility costs and supplies;

(v) Ambulatory surgical center professional services, including 
anesthesiology, professional surgical services, surgical supplies and 
facility costs;

(vi) Diagnostic procedures including colonoscopies, cardiovascu-
lar testing, pulmonary function studies and neurology/neuromuscular 
procedures; and

(vii) Provider contraceptive services and supplies including, but 
not limited to, vasectomy, tubal ligation and insertion or extraction 
of FDA-approved contraceptive devices.

(b) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. The base-
benchmark plan specifically excludes these services. If an issuer in-
cludes these benefits in a health plan, the issuer should not include 
the following benefits in establishing actuarial value for the ambula-
tory category:

(i) Infertility treatment and reversal of voluntary steriliza-
tion;

(ii) Routine foot care for those that are not diabetic;
(iii) Coverage of dental services following injury to sound natu-

ral teeth. However, health plans must cover oral surgery related to 
trauma and injury. Therefore, a plan may not exclude services or ap-
pliances necessary for or resulting from medical treatment if the 
service is either emergency in nature or requires extraction of teeth 
to prepare the jaw for radiation treatments of neoplastic disease;

(iv) Private duty nursing for hospice care and home health care, 
to the extent consistent with state and federal law;

(v) Adult dental care and orthodontia delivered by a dentist or 
in a dentist's office;

(vi) Nonskilled care and help with activities of daily living;
(vii) Hearing care, routine hearing examinations, programs or 

treatment for hearing loss including, but not limited to, externally 
worn or surgically implanted hearing aids, and the surgery and serv-
ices necessary to implant them. However, plans must cover cochlear im-
plants and hearing screening tests that are required under the preven-
tive services category, unless coverage for these services and devices 
are required as part of and classified to another essential health 
benefits category; and
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(viii) Obesity or weight reduction or control other than:
(A) Covered nutritional counseling; and
(B) Obesity-related services for which the U.S. Preventive Serv-

ices Task Force for prevention and chronic care has issued A and B 
recommendations on or before the applicable plan year, which issuers 
must cover under subsection (9) of this section.

(c) The base-benchmark plan's visit limitations on services in 
the ambulatory patient services category include:

(i) Ten spinal manipulation services per calendar year without 
referral;

(ii) Twelve acupuncture services per calendar year without refer-
ral;

(iii) Fourteen days respite care on either an inpatient or outpa-
tient basis for hospice patients, per lifetime; and

(iv) One hundred thirty visits per calendar year for home health 
care.

(d) State benefit requirements classified to the ambulatory pa-
tient services category are:

(i) Chiropractic care (RCW 48.44.310);
(ii) TMJ disorder treatment (RCW 48.21.320, 48.44.460, and 

48.46.530); and
(iii) Diabetes-related care and supplies (RCW 48.20.391, 

48.21.143, 48.44.315, and 48.46.272).
(2) A health benefit plan must cover "emergency medical services" 

in a manner substantially equal to the base-benchmark plan. For purpo-
ses of determining a plan's actuarial value, an issuer must classify 
as emergency medical services the care and services related to an 
emergency medical condition.

(a) A health benefit plan must include the following services 
which are specifically covered by the base-benchmark plan and classify 
them as emergency services:

(i) Ambulance transportation to an emergency room and treatment 
provided as part of the ambulance service;

(ii) Emergency room and department based services, supplies and 
treatment, including professional charges, facility costs, and outpa-
tient charges for patient observation and medical screening exams re-
quired to stabilize a patient experiencing an emergency medical condi-
tion;

(iii) Prescription medications associated with an emergency medi-
cal condition, including those purchased in a foreign country.

(b) The base-benchmark plan does not specifically exclude serv-
ices classified to the emergency medical services category.

(c) The base-benchmark plan does not establish visit limitations 
on services in the emergency medical services category.

(d) State benefit requirements classified to the emergency medi-
cal services category include services necessary to screen and stabi-
lize a covered person (RCW 48.43.093).

(3) A health benefit plan must cover "hospitalization" in a man-
ner substantially equal to the base-benchmark plan. For purposes of 
determining a plan's actuarial value, an issuer must classify as hos-
pitalization services the medically necessary services delivered in a 
hospital or skilled nursing setting including, but not limited to, 
professional services, facility fees, supplies, laboratory, therapy or 
other types of services delivered on an inpatient basis.

(a) A health benefit plan must include the following services 
which are specifically covered by the base-benchmark plan and classify 
them as hospitalization services:
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(i) Hospital visits, facility costs, provider and staff services 
and treatments delivered during an inpatient hospital stay, including 
inpatient pharmacy services;

(ii) Skilled nursing facility costs, including professional serv-
ices and pharmacy services and prescriptions filled in the skilled 
nursing facility pharmacy;

(iii) Transplant services, supplies and treatment for donors and 
recipients, including the transplant or donor facility fees performed 
in either a hospital setting or outpatient setting;

(iv) Dialysis services delivered in a hospital;
(v) Artificial organ transplants based on an issuer's medical 

guidelines and manufacturer recommendations;
(vi) Respite care services delivered on an inpatient basis in a 

hospital or skilled nursing facility;
(vii) Inpatient hospitalization where mental illness is the pri-

mary diagnosis.
(b) A health benefit plan may, but is not required to, include 

the following services as part of the EHB-benchmark package. The base-
benchmark plan specifically excludes these services. If an issuer in-
cludes these benefits in a health plan, the issuer should not include 
the following benefits in establishing actuarial value for the hospi-
talization category:

(i) Cosmetic or reconstructive services and supplies except in 
the treatment of a congenital anomaly, to restore a physical bodily 
function lost as a result of injury or illness, or related to breast 
reconstruction following a medically necessary mastectomy;

(ii) The following types of surgery:
(A) Bariatric surgery and supplies;
(B) Orthognathic surgery and supplies unless due to temporoman-

dibular joint disorder or injury, sleep apnea or congenital anomaly.
(iii) Reversal of sterilizations; and
(iv) Surgical procedures to correct refractive errors, astigma-

tism or reversals or revisions of surgical procedures which alter the 
refractive character of the eye.

(c) The base-benchmark plan establishes specific limitations on 
services classified to the hospitalization category that conflict with 
state or federal law as of January 1, 2017. Health plans may not in-
clude the base-benchmark plan limitations listed below and must cover 
all services consistent with federal rules and guidance implementing 
42 U.S.C. 18116, Sec. 1557, including those codified at 81 Fed. Reg. 
31375 et seq. (2016), that were in effect on January 1, 2017, RCW 
48.30.300, 48.43.0128, 48.43.072, 48.43.073, 49.60.040 and 49.60.178:

(i) The base-benchmark plan allows a waiting period for trans-
plant services;

(ii) The base-benchmark plan excludes coverage for sexual reas-
signment treatment, surgery, or counseling services; and

(iii) The base-benchmark plan excludes coverage for hospitaliza-
tion where mental illness or a substance use disorder is the primary 
diagnosis.

(d) The base-benchmark plan's visit limitations on services in 
the hospitalization category include:

(i) Sixty inpatient days per calendar year for illness, injury or 
physical disability in a skilled nursing facility;

(ii) Thirty inpatient rehabilitation service days per calendar 
year. For purposes of determining actuarial value, this benefit may be 
classified to the hospitalization category or to the rehabilitation 
services category, but not to both.
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(e) State benefit requirements classified to the hospitalization 
category are:

(i) General anesthesia and facility charges for dental procedures 
for those who would be at risk if the service were performed elsewhere 
and without anesthesia (RCW 48.43.185);

(ii) Reconstructive breast surgery resulting from a mastectomy 
that resulted from disease, illness or injury (RCW 48.20.395, 
48.21.230, 48.44.330, and 48.46.280);

(iii) Coverage for treatment of temporomandibular joint disorder 
(RCW 48.21.320, 48.44.460, and 48.46.530); and

(iv) Coverage at a long-term care facility following hospitaliza-
tion (RCW 48.43.125).

(4) A health benefit plan must cover "maternity and newborn serv-
ices" in a manner substantially equal to the base-benchmark plan. For 
purposes of determining a plan's actuarial value, an issuer must clas-
sify as maternity and newborn services the medically necessary care 
and services delivered to women during pregnancy and in relation to 
delivery and recovery from delivery and to newborn children.

(a) A health benefit plan must cover the following services which 
are specifically covered by the base-benchmark plan and classify them 
as maternity and newborn services:

(i) In utero treatment for the fetus;
(ii) Vaginal or cesarean childbirth delivery in a hospital or 

birthing center, including facility fees;
(iii) Nursery services and supplies for newborns, including newly 

adopted children;
(iv) Infertility diagnosis;
(v) Prenatal and postnatal care and services, including screen-

ing;
(vi) Complications of pregnancy such as, but not limited to, fe-

tal distress, gestational diabetes, and toxemia; and
(vii) Termination of pregnancy coverage that is substantially 

equivalent to coverage for maternal care or services, as provided in 
RCW 48.43.073.

(b) A health benefit plan may, but is not required to, include 
genetic testing of the child's father as part of the EHB-benchmark 
package. The base-benchmark plan specifically excludes this service. 
If an issuer covers this benefit, the issuer may not include this ben-
efit in establishing actuarial value for the maternity and newborn 
category.

(c) The base-benchmark plan's limitations on services in the ma-
ternity and newborn services category include coverage of home birth 
by a midwife or nurse midwife only for low risk pregnancy.

(d) State benefit requirements classified to the maternity and 
newborn services category include:

(i) Maternity services that include diagnosis of pregnancy, pre-
natal care, delivery, care for complications of pregnancy, physician 
services, and hospital services (RCW 48.43.041);

(ii) Newborn coverage that is not less than the postnatal cover-
age for the mother, for no less than three weeks (RCW 48.43.115); and

(iii) Prenatal diagnosis of congenital disorders by screening/
diagnostic procedures if medically necessary (RCW 48.20.430, 
48.21.244, 48.44.344, and 48.46.375).

(5) A health benefit plan must cover "mental health and substance 
use disorder services, including behavioral health treatment" in a 
manner substantially equal to the base-benchmark plan. For purposes of 
determining a plan's actuarial value, an issuer must classify as men-
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tal health and substance use disorder services, including behavioral 
health treatment, the medically necessary care, treatment and services 
for mental health conditions and substance use disorders categorized 
in the most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) published by the American Psychiatric Associa-
tion, including behavioral health treatment for those conditions.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as mental health and substance use disorder services, includ-
ing behavioral health treatment:

(i) Inpatient, residential, and outpatient mental health and sub-
stance use disorder treatment, including diagnosis, partial hospital 
programs or inpatient services;

(ii) Chemical dependency detoxification;
(iii) Behavioral treatment for a DSM category diagnosis;
(iv) Services provided by a licensed behavioral health provider 

for a covered diagnosis in a skilled nursing facility;
(v) Prescription medication including medications prescribed dur-

ing an inpatient and residential course of treatment;
(vi) Acupuncture treatment visits without application of the vis-

it limitation requirements, when provided for chemical dependency.
(b) A health benefit plan may, but is not required to, include 

court-ordered mental health treatment that is not medically necessary 
as part of the EHB-benchmark package. The base-benchmark plan specifi-
cally excludes this service. If an issuer includes this benefit in a 
health plan, the issuer may not include this benefit in establishing 
actuarial value for the category of mental health and substance use 
disorder services including behavioral health treatment.

(c) The base-benchmark plan establishes specific limitations on 
services classified to the mental health and substance abuse disorder 
services category that conflict with state or federal law as of Janu-
ary 1, 2017. The state EHB-benchmark plan requirements for these serv-
ices are: The base-benchmark plan does not provide coverage for mental 
health services and substance use disorder treatment delivered in a 
home health setting in parity with medical surgical benefits consis-
tent with state and federal law. Health plans must cover mental health 
services and substance use disorder treatment that is delivered in 
parity with medical surgical benefits, consistent with state and fed-
eral law.

(d) The base-benchmark plan's visit limitations on services in 
this category include court-ordered treatment only when medically nec-
essary.

(e) State benefit requirements classified to this category in-
clude:

(i) Mental health services (RCW 48.20.580, 48.21.241, 48.44.341, 
and 48.46.285);

(ii) Chemical dependency detoxification services (RCW 48.21.180, 
48.44.240, 48.44.245, 48.46.350, and 48.46.355); and

(iii) Services delivered pursuant to involuntary commitment pro-
ceedings (RCW 48.21.242, 48.44.342, and 48.46.292).

(f) The Paul Wellstone and Pete Domenici Mental Health Parity and 
Addiction Equity Act of 2008 (Public Law 110-343) (MHPAEA) applies to 
a health benefit plan subject to this section. Coverage of mental 
health and substance use disorder services, along with any scope and 
duration limits imposed on the benefits, must comply with the MHPAEA, 
and all rules, regulations and guidance issued pursuant to Section 
2726 of the federal Public Health Service Act (42 U.S.C. Sec. 
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300gg-26) including where state law is silent, or where federal law 
preempts state law.

(6) A health benefit plan must cover "prescription drug services" 
in a manner substantially equal to the base-benchmark plan. For purpo-
ses of determining a plan's actuarial value, an issuer must classify 
as prescription drug services medically necessary prescribed drugs, 
medication and drug therapies.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as prescription drug services:

(i) Drugs and medications both generic and brand name, including 
self-administrable prescription medications, consistent with the re-
quirements of (b) through (e) of this subsection;

(ii) Prescribed medical supplies, including diabetic supplies 
that are not otherwise covered as durable medical equipment under the 
rehabilitative and habilitative services category, including test 
strips, glucagon emergency kits, insulin and insulin syringes;

(iii) All FDA-approved contraceptive methods, and prescription-
based sterilization procedures;

(iv) Certain preventive medications including, but not limited 
to, aspirin, fluoride, and iron, and medications for tobacco use ces-
sation, according to, and as recommended by, the United States Preven-
tive Services Task Force, when obtained with a prescription order; and

(v) Medical foods to treat inborn errors of metabolism in accord-
ance with RCW 48.44.440, 48.46.510, 48.20.520, 48.21.300, and 
48.43.176.

(b) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. The base-
benchmark plan specifically excludes these services for the prescrip-
tion drug services category. If an issuer includes these services, the 
issuer may not include the following benefits in establishing actuari-
al value for the prescription drug services category:

(i) Insulin pumps and their supplies, which are classified to and 
covered under the rehabilitation and habilitation services category; 
and

(ii) Weight loss drugs.
(c) The base-benchmark plan's visit limitations on services in 

the prescription drug services category include:
(i) Prescriptions for self-administrable injectable medication 

are limited to thirty day supplies at a time, other than insulin, 
which may be offered with more than a thirty day supply. This limita-
tion is a floor, and an issuer may permit supplies greater than thirty 
days as part of its health benefit plan;

(ii) Teaching doses of self-administrable injectable medications 
are limited to three doses per medication per lifetime.

(d) State benefit requirements classified to the prescription 
drug services category include:

(i) Medical foods to treat inborn errors of metabolism (RCW 
48.44.440, 48.46.510, 48.20.520, 48.21.300, and 48.43.176);

(ii) Diabetes supplies ordered by the physician (RCW 48.44.315, 
48.46.272, 48.20.391, and 48.21.143). Inclusion of this benefit re-
quirement does not bar issuer variation in diabetic supply manufactur-
ers under its drug formulary;

(iii) Mental health prescription drugs to the extent not covered 
under the hospitalization or skilled nursing facility services, or 
mental health and substance use disorders categories (RCW 48.44.341, 
48.46.291, 48.20.580, and 48.21.241);
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(iv) Reproductive health-related over-the-counter drugs, devices, 
and products approved by the federal Food and Drug Administration.

(e) An issuer's formulary is part of the prescription drug serv-
ices category. The formulary filed with the commissioner must be sub-
stantially equal to the base-benchmark plan formulary, both as to U.S. 
Pharmacopoeia therapeutic category and classes covered and number of 
drugs in each class. If the base-benchmark plan formulary does not 
cover at least one drug in a category or class, an issuer must include 
at least one drug in the uncovered category or class.

(i) An issuer must file its formulary quarterly, following the 
filing instructions defined by the insurance commissioner in WAC 
284-44A-040, 284-46A-050, and 284-58-025.

(ii) An issuer's formulary does not have to be substantially 
equal to the base-benchmark plan formulary in terms of formulary 
placement.

(iii) An issuer may include over-the-counter medications in its 
formulary for purposes of establishing quantitative limits and admin-
istering the benefit.

(7) A health benefit plan must cover "rehabilitative and habili-
tative services" in a manner substantially equal to the base-benchmark 
plan.

(a) For purposes of determining a plan's actuarial value, an is-
suer must classify as rehabilitative services the medically necessary 
services that help a person keep, restore or improve skills and func-
tion for daily living that have been lost or impaired because a person 
was sick, hurt or disabled.

(b) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as rehabilitative services:

(i) Cochlear implants;
(ii) Inpatient rehabilitation facilities and professional serv-

ices delivered in those facilities;
(iii) Outpatient physical therapy, occupational therapy and 

speech therapy for rehabilitative purposes;
(iv) Braces, splints, prostheses, orthopedic appliances and or-

thotic devices, supplies or apparatus used to support, align or cor-
rect deformities or to improve the function of moving parts; and

(v) Durable medical equipment and mobility enhancing equipment 
used to serve a medical purpose, including sales tax.

(c) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. The base-
benchmark plan specifically excludes these services. If an issuer in-
cludes the following benefits in a health plan, the issuer may not in-
clude these benefits in establishing actuarial value for the rehabili-
tative and habilitative services category:

(i) Off-the-shelf shoe inserts and orthopedic shoes;
(ii) Exercise equipment for medically necessary conditions;
(iii) Durable medical equipment that serves solely as a comfort 

or convenience item; and
(iv) Hearing aids other than cochlear implants.
(d) For purposes of determining a plan's actuarial value, an is-

suer must classify as habilitative services the range of medically 
necessary health care services and health care devices designed to as-
sist a person to keep, learn or improve skills and functioning for 
daily living. Examples include services for a child who isn't walking 
or talking at the expected age, or services to assist with keeping or 
learning skills and functioning within an individual's environment, or 
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to compensate for a person's progressive physical, cognitive, and emo-
tional illness. These services may include physical and occupational 
therapy, speech-language pathology and other services for people with 
disabilities in a variety of inpatient or outpatient settings.

(i) As a minimum level of coverage, an issuer must establish lim-
itations on habilitative services on parity with those for rehabilita-
tive services. A health benefit plan may include such limitations only 
if the limitations take into account the unique needs of the individu-
al and target measurable, and specific treatment goals appropriate for 
the person's age and physical and mental condition. When habilitative 
services are delivered to treat a mental health diagnosis categorized 
in the most recent version of the DSM, the mental health parity re-
quirements apply and supersede any rehabilitative services parity lim-
itations permitted by this subsection.

(ii) A health benefit plan must not limit an enrollee's access to 
covered services on the basis that some, but not all, of the services 
in a plan of treatment are provided by a public or government program.

(iii) An issuer may establish utilization review guidelines and 
practice guidelines for habilitative services that are recognized by 
the medical community as efficacious. The guidelines must not require 
a return to a prior level of function.

(iv) Habilitative health care devices may be limited to those 
that require FDA approval and a prescription to dispense the device.

(v) Consistent with the standards in this subsection, speech 
therapy, occupational therapy, physical therapy, and aural therapy are 
habilitative services. Day habilitation services designed to provide 
training, structured activities and specialized assistance to adults, 
chore services to assist with basic needs, vocational or custodial 
services are not classified as habilitative services.

(vi) An issuer must not exclude coverage for habilitative serv-
ices received at a school-based health care center unless the habili-
tative services and devices are delivered pursuant to federal Individ-
uals with Disabilities Education Act of 2004 (IDEA) requirements and 
included in an individual educational plan (IEP).

(e) The base-benchmark plan's visit limitations on services in 
the rehabilitative and habilitative services category include:

(i) Inpatient rehabilitation facilities and professional services 
delivered in those facilities are limited to thirty service days per 
calendar year; and

(ii) Outpatient physical therapy, occupational therapy and speech 
therapy are limited to twenty-five outpatient visits per calendar 
year, on a combined basis, for rehabilitative purposes.

(f) State benefit requirements classified to this category in-
clude:

(i) State sales tax for durable medical equipment; and
(ii) Coverage of diabetic supplies and equipment (RCW 48.44.315, 

48.46.272, 48.20.391, and 48.21.143).
(g) An issuer must not classify services to the rehabilitative 

services category if the classification results in a limitation of 
coverage for therapy that is medically necessary for an enrollee's 
treatment for cancer, chronic pulmonary or respiratory disease, car-
diac disease or other similar chronic conditions or diseases. For pur-
poses of this subsection, an issuer must establish limitations on the 
number of visits and coverage of the rehabilitation therapy consistent 
with its medical necessity and utilization review guidelines for medi-
cal/surgical benefits. Examples of these are, but are not limited to, 
breast cancer rehabilitation therapy, respiratory therapy, and cardiac 
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rehabilitation therapy. Such services may be classified to the ambula-
tory patient or hospitalization services categories for purposes of 
determining actuarial value.

(8) A health plan must cover "laboratory services" in a manner 
substantially equal to the base-benchmark plan. For purposes of deter-
mining actuarial value, an issuer must classify as laboratory services 
the medically necessary laboratory services and testing, including 
those performed by a licensed provider to determine differential diag-
noses, conditions, outcomes and treatment, and including blood and 
blood services, storage and procurement, and ultrasound, X-ray, MRI, 
CAT scan and PET scans.

(a) A health benefit plan must include the following services, 
which are specifically covered by the base-benchmark plan, and classi-
fy them as laboratory services:

(i) Laboratory services, supplies and tests, including genetic 
testing;

(ii) Radiology services, including X-ray, MRI, CAT scan, PET 
scan, and ultrasound imaging; and

(iii) Blood, blood products, and blood storage, including the 
services and supplies of a blood bank.

(b) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. The base-
benchmark plan specifically excludes procurement and storage of per-
sonal blood supplies provided by a member of the enrollee's family 
when this service is not medically indicated. If an issuer includes 
this benefit in a health plan, the issuer may not include this benefit 
in establishing the health plan's actuarial value.

(9) A health plan must cover "preventive and wellness services, 
including chronic disease management" in a manner substantially equal 
to the base-benchmark plan. For purposes of determining a plan's ac-
tuarial value, an issuer must classify as preventive and wellness 
services, including chronic disease management, the services that 
identify or prevent the onset or worsening of disease or disease con-
ditions, illness or injury, often asymptomatic; services that assist 
in the multidisciplinary management and treatment of chronic diseases; 
and services of particular preventative or early identification of 
disease or illness of value to specific populations, such as women, 
children and seniors.

(a) If a plan does not have in its network a provider who can 
perform the particular service, then the plan must cover the item or 
service when performed by an out-of-network provider and must not im-
pose cost-sharing with respect to the item or service. In addition, a 
health plan must not limit sex-specific recommended preventive serv-
ices based on an individual's sex assigned at birth, gender identity 
or recorded gender. If a provider determines that a sex-specific rec-
ommended preventive service is medically appropriate for an individu-
al, and the individual otherwise satisfies the coverage requirements, 
the plan must provide coverage without cost-sharing.

(b) A health benefit plan must include the following services as 
preventive and wellness services, including chronic disease manage-
ment:

(i) Immunizations recommended by the Centers for Disease Con-
trol's Advisory Committee on Immunization Practices;

(ii)(A) Screening and tests for which the U.S. Preventive Serv-
ices Task Force for Prevention and Chronic Care have issued A and B 
recommendations on or before the applicable plan year.
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(B) To the extent not specified in a recommendation or guideline, 
a plan may rely on the relevant evidence base and reasonable medical 
management techniques, based on necessity or appropriateness, to de-
termine the frequency, method, treatment, or setting for the provision 
of a recommended preventive health service;

(iii) Services, tests and screening contained in the U.S. Health 
Resources and Services Administration ("HRSA") Bright Futures guide-
lines as set forth by the American Academy of Pediatricians; and

(iv) Services, tests, screening and supplies recommended in the 
HRSA women's preventive and wellness services guidelines:

(A) If the plan covers children under the age of nineteen, or 
covers dependent children age nineteen or over who are on the plan 
pursuant to RCW 48.44.200, 48.44.210, or 48.46.320, the plan must pro-
vide the child with the full range of recommended preventive services 
suggested under HRSA guidelines for the child's age group without 
cost-sharing. Services provided in this regard may be combined in one 
visit as medically appropriate or may be spread over more than one 
visit, without incurring cost-sharing, as medically appropriate; and

(B) A plan may use reasonable medical management techniques to 
determine the frequency, method, treatment or setting for a recommen-
ded preventive service, including providing multiple prevention and 
screening services at a single visit or across multiple visits. Medi-
cal management techniques may not be used that limit enrollee choice 
in accessing the full range of contraceptive drugs, devices, or other 
products approved by the federal Food and Drug Administration.

(v) Chronic disease management services, which typically include, 
but are not limited to, a treatment plan with regular monitoring, co-
ordination of care between multiple providers and settings, medication 
management, evidence-based care, measuring care quality and outcomes, 
and support for patient self-management through education or tools; 
and

(vi) Wellness services.
(c) The base-benchmark plan establishes specific limitations on 

services classified to the preventive services category that conflict 
with state or federal law as of January 1, 2017, and should not be in-
cluded in essential health benefit plans.

Specifically, the base-benchmark plan excludes coverage for obe-
sity or weight control other than covered nutritional counseling. 
Health plans must cover certain obesity-related services that are lis-
ted as A or B recommendations by the U.S. Preventive Services Task 
Force, consistent with 42 U.S.C. 300gg-13 (a)(1) and 45 C.F.R. 147.130 
(a)(1)(i).

(d) The base-benchmark plan does not establish visit limitations 
on services in this category. In accordance with Sec. 2713 of the Pub-
lic Health Service Act (PHS Act) and its implementing regulations re-
lating to coverage of preventive services, the base-benchmark plan 
does not impose cost-sharing requirements with respect to the preven-
tive services listed under (b)(i) through (iv) of this subsection that 
are provided in-network.

(e) State benefit requirements classified in this category are:
(i) Colorectal cancer screening as set forth in RCW 48.43.043;
(ii) Mammogram services, both diagnostic and screening (RCW 

48.21.225, 48.44.325, and 48.46.275); and
(iii) Prostate cancer screening (RCW 48.20.392, 48.21.227, 

48.44.327, and 48.46.277).
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(10) Some state benefit requirements are limited to those receiv-
ing pediatric services, but are classified to other categories for 
purposes of determining actuarial value.

(a) These benefits include:
(i) Neurodevelopmental therapy, consisting of physical, occupa-

tional and speech therapy and maintenance to restore or improve func-
tion based on developmental delay, which cannot be combined with reha-
bilitative services for the same condition (RCW 48.44.450, 48.46.520, 
and 48.21.310). This state benefit requirement may be classified to 
ambulatory patient services or mental health and substance abuse dis-
order including behavioral health categories; and

(ii) Treatment of congenital anomalies in newborn and dependent 
children (RCW 48.20.430, 48.21.155, 48.44.212, and 48.46.250). This 
state benefit requirement may be classified to hospitalization, ambu-
latory patient services or maternity and newborn categories.

(b) The base-benchmark plan contains limitations or scope re-
strictions that conflict with state or federal law as of January 1, 
2017. Specifically, the plan covers outpatient neurodevelopmental 
therapy services only for persons age six and under. Health plans must 
cover medically necessary neurodevelopmental therapy for any DSM diag-
nosis without blanket exclusions.

(11) Issuers must know and apply relevant guidance, clarifica-
tions and expectations issued by federal governmental agencies regard-
ing essential health benefits. Such clarifications may include, but 
are not limited to, Affordable Care Act implementation and frequently 
asked questions jointly issued by the U.S. Department of Health and 
Human Services, the U.S. Department of Labor and the U.S. Department 
of the Treasury.

(12) Each category of essential health benefits must at a minimum 
cover services required by current state law and be consistent with 
federal rules and guidance implementing 42 U.S.C. 18116, Sec. 1557, 
including those codified at 81 Fed. Reg. 31375 et seq. (2016), that 
were in effect on January 1, 2017.

(13) This section applies to health plans that have an effective 
date of January 1, 2020, or later.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5642, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5642, filed 
1/16/20, effective 2/16/20. Statutory Authority: RCW 48.02.060 and 
48.43.715. WSR 20-01-071 (Matter No. R 2019-09), § 284-43-5642, filed 
12/11/19, effective 1/11/20; WSR 16-19-085 (Matter No. R 2015-18), § 
284-43-5642, filed 9/20/16, effective 10/21/16. WSR 16-01-081, recodi-
fied as § 284-43-5642, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.21.241, 48.21.320, 48.44.460, 48.44.341, 48.46.291, 
48.46.530, and 48.43.715. WSR 15-20-042 (Matter No. R 2015-02), § 
284-43-8781, filed 9/29/15, effective 9/29/15.]

WAC 284-43-5700  Essential health benefit category—Pediatric or-
al services.  A health benefit plan must include "pediatric dental 
benefits" in its essential health benefits package. Pediatric dental 
benefits means coverage for the oral services listed in subsection (3) 
of this section, delivered to those under age nineteen.
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(1) For benefit years beginning January 1, 2015, a health benefit 
plan must include pediatric dental benefits as an embedded set of ben-
efits, or through a combination of a health benefit plan and a stand-
alone dental plan that includes pediatric dental benefits certified as 
a qualified dental plan. For a health benefit plan certified by the 
health benefit exchange as a qualified health plan, this requirement 
is met if a stand-alone dental plan meeting the requirements of sub-
section (3) of this section is offered in the health benefit exchange 
for that benefit year.

(2) The requirements of WAC 284-43-5640 and 284-43-5780 are not 
applicable to the stand-alone dental plan. A health benefit plan may, 
but is not required to, include the following services as part of the 
EHB-benchmark package. The supplemental base-benchmark plan specifi-
cally excludes oral implants, and an issuer should not include bene-
fits for oral implants in establishing a plan's actuarial value.

(3) Supplementation: The base-benchmark plan covers pediatric 
services for the categories set forth in WAC 284-43-5640, but does not 
cover pediatric oral services. Because the base-benchmark plan does 
not cover pediatric oral benefits, the state EHB-benchmark plan re-
quirements are supplemented for pediatric oral benefits. The Washing-
ton state CHIP plan is designated as the supplemental base-benchmark 
plan for pediatric dental benefits. A health plan issuer must offer 
coverage for and classify the following pediatric oral services as pe-
diatric dental benefits in a manner substantially equal to the supple-
mental base-benchmark plan:

(a) Diagnostic services;
(b) Preventive care;
(c) Restorative care;
(d) Oral surgery and reconstruction to the extent not covered un-

der the hospitalization benefit;
(e) Endodontic treatment;
(f) Periodontics;
(g) Crown and fixed bridge;
(h) Removable prosthetics; and
(i) Medically necessary orthodontia.
(4) The supplemental base-benchmark plan's visit limitations on 

services in this category are:
(a) Diagnostic exams once every six months, beginning before one 

year of age;
(b) Bitewing X-ray once a year;
(c) Panoramic X-rays once every three years;
(d) Prophylaxis every six months beginning at age six months;
(e) Fluoride three times in a twelve-month period for ages six 

and under; two times in a twelve-month period for ages seven and old-
er; three times in a twelve-month period during orthodontic treatment; 
sealant once every three years for occlusal surfaces only; oral hy-
giene instruction two times in twelve months for ages eight and under 
if not billed on the same day as a prophylaxis treatment;

(f) Every two years for the same restoration (fillings);
(g) Frenulectomy or frenuloplasty covered for ages six and under 

without prior authorization;
(h) Root canals on baby primary posterior teeth only;
(i) Root canals on permanent anterior, bicuspid and molar teeth, 

excluding teeth 1, 16, 17 and 32;
(j) Periodontal scaling and root planing once per quadrant in a 

two-year period for ages thirteen and older, with prior authorization;
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(k) Periodontal maintenance once per quadrant in a twelve-month 
period for ages thirteen and older, with prior authorization;

(l) Stainless steel crowns for primary anterior teeth once every 
three years; if age thirteen and older with prior authorization;

(m) Stainless steel crowns for permanent posterior teeth once ev-
ery three years;

(n) Metal/porcelain crowns and porcelain crowns on anterior teeth 
only, with prior authorization;

(o) Space maintainers for missing primary molars A, B, I, J, K, 
L, S, and T;

(p) One resin based partial denture, if provided at least three 
years after the seat date;

(q) One complete denture upper and lower, and one replacement 
denture per lifetime after at least five years from the seat date;

(r) Rebasing and relining of complete or partial dentures once in 
a three-year period, if performed at least six months from the seat 
date.

(5) This section expires on December 31, 2016.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5700, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5700, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-879, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: RCW 48.02.060 and 48.43.715. WSR 14-09-080 (Matter No. 
R 2013-19), § 284-43-879, filed 4/18/14, effective 5/19/14. Statutory 
Authority: RCW 48.02.060, 48.21.241, 48.21.320, 48.44.050, 48.44.341, 
48.44.460, 48.46.200, 48.46.291, 48.46.530, 48.43.715, and Pub. L. No. 
111-148, 124 Stat. 119 (Mar. 23, 2010) (PPACA), as amended by the 
Health Care and Education Reconciliation Act (HCERA), Pub. L. No. 
111-152, 124 Stat. 1029 (Mar. 30, 2010), in particular § 1302 of PPA-
CA, § 10104 (b)(1) (HCERA). WSR 13-15-025 (Matter No. R 2012-17), § 
284-43-879, filed 7/9/13, effective 7/10/13.]

WAC 284-43-5702  Essential health benefit category—Pediatric or-
al services.  A health benefit plan must include "pediatric dental 
benefits" in its essential health benefits package. Pediatric dental 
benefits means coverage for the oral services listed in subsection (3) 
of this section, delivered to those under age nineteen. Plans must 
provide this coverage for enrollees until at least the end of the 
month in which the enrollee turns age nineteen.

(1) For benefit years beginning January 1, 2017, a health benefit 
plan must include pediatric dental benefits as an embedded set of ben-
efits, or through a combination of a health benefit plan and a stand-
alone dental plan that includes pediatric dental benefits certified as 
a qualified dental plan. For a health benefit plan certified by the 
health benefit exchange as a qualified health plan, this requirement 
is met if a stand-alone dental plan meeting the requirements of sub-
section (4) of this section is offered in the health benefit exchange 
for that benefit year.

(2) The requirements of WAC 284-43-5642 and 284-43-5782 are not 
applicable to the stand-alone dental plan.

(3) A health benefit plan may, but is not required to, include 
the following services as part of the EHB-benchmark package. The base-

Certified on 12/21/2021 Page 107



benchmark plan specifically excludes oral implants, and an issuer 
should not include benefits for oral implants in establishing a plan's 
actuarial value.

(4) The base-benchmark plan covers pediatric services for the 
categories set forth in WAC 284-43-5642 and covers pediatric oral 
services. The designated base-benchmark plan for pediatric dental ben-
efits consists of the benefits and services covered by health care 
service contractor Regence BlueShield as the Regence Direct Gold small 
group plan policy form, policy form number WW0114CCONMSD, and certifi-
cate form number WW0114BPPO1SD, offered during the first quarter of 
2014 (SERFF filing number RGWA-128968362). A health plan issuer must 
offer coverage for and classify the following pediatric oral services 
as pediatric dental benefits in a manner substantially equal to the 
base-benchmark plan:

(a) Diagnostic services;
(b) Preventive care;
(c) Restorative care;
(d) Oral surgery and reconstruction to the extent not covered un-

der the hospitalization benefit;
(e) Endodontic treatment, not including indirect pulp capping;
(f) Periodontics;
(g) Crown and fixed bridge;
(h) Removable prosthetics; and
(i) Medically necessary orthodontia.
(5) The base-benchmark plan's visit limitations on services in 

this category are:
(a) Diagnostic exams once every six months, beginning before one 

year of age, plus limited oral evaluations when necessary to evaluate 
for a specific dental problem or oral health complaint, dental emer-
gency or referral for other treatment;

(b) Limited visual oral assessments or screenings, limited to two 
per member per calendar year, not performed in conjunction with other 
clinical oral evaluation services;

(c) Two sets of bitewing X-rays once a year for a total of four 
bitewing X-rays per year;

(d) Cephalometric films, limited to once in a two-year period;
(e) Panoramic X-rays once every three years;
(f) Occlusal intraoral X-rays, limited to once in a two-year pe-

riod;
(g) Periapical X-rays not included in a complete series for diag-

nosis in conjunction with definitive treatment;
(h) Prophylaxis every six months beginning at age six months;
(i) Fluoride three times in a twelve-month period for ages six 

and under; two times in a twelve-month period for ages seven and old-
er; and three times in a twelve-month period during orthodontic treat-
ment;

(j) Sealant once every three years for permanent bicuspids and 
molars only;

(k) Oral hygiene instruction two times in twelve months for ages 
eight and under if not billed on the same day as a prophylaxis treat-
ment;

(l) Restorations (fillings) on the same tooth every two years;
(m) Frenulectomy or frenuloplasty covered for ages six and under 

without prior authorization;
(n) Root canals on baby primary posterior teeth only;
(o) Root canals on permanent anterior, bicuspid and molar teeth, 

excluding teeth 1, 16, 17, and 32;

Certified on 12/21/2021 Page 108



(p) Periodontal scaling and root planing once per quadrant in a 
two-year period for ages thirteen and older;

(q) Periodontal maintenance once per quadrant in a twelve-month 
period for ages thirteen and older;

(r) Stainless steel crowns for primary anterior teeth once every 
three years, if age thirteen and older;

(s) Stainless steel crowns for permanent posterior teeth once ev-
ery three years;

(t) Installation of space maintainers (fixed unilateral or fixed 
bilateral) for members twelve years of age or under, including:

(i) Recementation of space maintainers;
(ii) Removal of space maintainers; and
(iii) Replacement space maintainers when dentally appropriate.
(u) One resin-based partial denture, if provided at least three 

years after the seat date;
(v) One complete denture upper and lower, and one replacement 

denture per lifetime after at least five years from the seat date;
(w) Rebasing and relining of complete or partial dentures once in 

a three-year period, if performed at least six months from the seat 
date.

(6) Issuers must know and apply relevant guidance, clarifications 
and expectations issued by federal governmental agencies regarding es-
sential health benefits. Such clarifications may include, but are not 
limited to, Affordable Care Act implementation and frequently asked 
questions jointly issued by the U.S. Department of Health and Human 
Services, the U.S. Department of Labor and the U.S. Department of the 
Treasury.

(7) This section applies to health plans that have an effective 
date of January 1, 2017, or later.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5702, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5702, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-8791, filed 9/29/15, effective 9/29/15.]

WAC 284-43-5720  Purpose and scope—Pediatric dental benefits for 
health benefit plans sold outside of the health benefit exchange.  For 
plan years beginning on or after January 1, 2015, each nongrandfath-
ered health benefit plan offered, issued or renewed to small employers 
or individuals, outside the Washington health benefit exchange, must 
include pediatric dental benefits as an essential health benefit 
(EHB). This design requirement must be met by one of the methods set 
forth in WAC 284-43-5760. Pediatric dental benefits must meet cost 
sharing requirements including deductible and out-of-pocket maximums 
as required by the ACA. All pediatric dental benefits are subject to 
premium tax.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5720, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5720, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060 and 48.43.715. WSR 
14-09-080 (Matter No. R 2013-19), § 284-170-800, filed 4/18/14, effec-
tive 5/19/14.]
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WAC 284-43-5740  Definitions.  "PPACA" or "ACA" means the federal 
Patient Protection and Affordable Care Act (Public Law 111-148), as 
amended by the federal Health Care and Education Reconciliation Act of 
2010 (Public Law 111-152), collectively known as the Affordable Care 
Act, and any rules, regulations, or guidance issued, thereunder.

"Stand-alone dental plan" means coverage for a set of benefits 
limited to oral care including, but not necessarily limited to, the 
pediatric oral services listed in WAC 284-43-5700(3) or 
284-43-5702(3).
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5740, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5740, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060 and 48.43.715. WSR 
14-09-080 (Matter No. R 2013-19), § 284-170-805, filed 4/18/14, effec-
tive 5/19/14.]

WAC 284-43-5760  Pediatric dental benefits design—Methods of 
satisfying requirements.  (1) An issuer of a health benefit plan may 
satisfy the requirement of WAC 284-43-5720 in any one of the following 
ways.

(a) A health benefit plan includes pediatric dental benefits as 
an embedded benefit; or

(b) A separate health benefit plan is offered without pediatric 
dental benefits, if and only if, the issuer receives reasonable assur-
ance that the applicant has obtained or will obtain pediatric dental 
benefits through a stand-alone dental plan certified as a qualified 
dental plan. This reasonable assurance must be received by the issuer 
within sixty days.

(i) "Reasonable assurance" means receipt of proof of coverage 
from the stand-alone dental plan and a signed attestation of coverage 
from the applicant. In cases where the enrollment process is for a 
health plan and a dental plan that are being jointly purchased 
(bundled), verification by the dental carrier of enrollment in the 
dental plan and transmission of the enrollment confirmation to the 
health carrier will be considered reasonable assurance.

(ii) The health benefit plan issuer has the responsibility to ob-
tain any required documents establishing reasonable assurance at the 
initial application and every renewal.

(iii) The stand-alone dental plan issuer has the responsibility 
for providing the proof of coverage upon request of the health benefit 
plan issuer or applicant. If a health benefit plan issuer requests 
proof of coverage for an applicant, the stand-alone dental issuer must 
provide proof of coverage or inform the health benefit plan issuer 
that no coverage exists. The stand-alone dental issuer must respond 
within thirty days of a request for proof of coverage.

(iv) The health benefit plan issuer may issue coverage prior to 
receiving reasonable assurance. If the health benefit plan issuer re-
ceives the reasonable assurance within sixty days of the effective 
date of the health benefit plan, the enrollee's stand-alone dental 
coverage will be considered to satisfy the requirement of WAC 
284-43-5700 or 284-43-5702, as appropriate. If the health benefit plan 
issuer does not receive reasonable assurance within the sixty days 
provided in (iii) of this subsection, the health benefit plan issuer 
must discontinue the health benefit plan for that applicant unless and 
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until the health benefit plan issuer receives reasonable assurance 
that the applicant has obtained pediatric dental benefits as required 
under the ACA.

(2) Nothing in this section precludes issuing ACA compliant pe-
diatric dental benefits as part of a family dental plan sold as group 
or individual coverage.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5760, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5760, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060 and 48.43.715. WSR 
14-09-080 (Matter No. R 2013-19), § 284-170-810, filed 4/18/14, effec-
tive 5/19/14.]

WAC 284-43-5780  Pediatric vision services.  A health benefit 
plan must include "pediatric vision services" in its essential health 
benefits package. The base-benchmark plan covers pediatric services 
for the categories set forth in WAC 284-43-5640 (1) through (9), but 
does not include pediatric vision services. Pediatric vision services 
are vision services delivered to enrollees under age nineteen.

(1) A health benefit plan must cover pediatric vision services as 
an embedded set of services.

(2) Supplementation: The state EHB-benchmark plan requirements 
for pediatric vision benefits must be offered at a substantially equal 
level and classified consistent with the designated supplemental base-
benchmark plan for pediatric vision services, the Federal Employees 
Vision Plan with the largest enrollment and published by the U.S. De-
partment of Health and Human Services at www.cciioo.cms.gov on July 2, 
2012.

(a) The vision services included in the pediatric vision services 
category are:

(i) Routine vision screening; and
(ii) A comprehensive eye exam for children, including dilation as 

professionally indicated and with refraction every calendar year;
(iii) One pair of prescription lenses or contacts every calendar 

year, including polycarbonate lenses and scratch resistant coating. 
Lenses may include single vision, conventional lined bifocal or con-
ventional lined trifocal, or lenticular lenses;

(iv) One pair of frames every calendar year. An issuer may estab-
lish networks or tiers of frames within their plan design as long as 
there is a base set of frames to choose from available without cost 
sharing;

(v) Contact lenses covered once every calendar year in lieu of 
the lenses and frame benefits. Issuers must apply this limitation 
based on the manner in which the lenses must be dispensed. If disposa-
ble lenses are prescribed, a sufficient number and amount for one cal-
endar year's equivalent must be covered. The benefit includes the 
evaluation, fitting and follow-up care relating to contact lenses. If 
determined to be medically necessary, contact lenses must be covered 
in lieu of eyeglasses at a minimum for the treatment of the following 
conditions: Keratoconus, pathological myopia, aphakia, anisometropia, 
aniseikonia, aniridia, corneal disorders, post-traumatic disorders, 
and irregular astigmatism;

(vi) Low vision optical devices including low vision services, 
training and instruction to maximize remaining usable vision as fol-
lows:
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(A) One comprehensive low vision evaluation every five years;
(B) High power spectacles, magnifiers and telescopes as medically 

necessary, with reasonable limitations permitted; and
(C) Follow-up care of four visits in any five year period, with 

prior approval.
(b) The pediatric vision supplemental base-benchmark specifically 

excludes, and issuer must not include in its actuarial value for the 
category:

(i) Visual therapy, which is otherwise covered under the medical/
surgical benefits of the plan;

(ii) Two pairs of glasses may not be ordered in lieu of bifocals;
(iii) Medical treatment of eye disease or injury, which is other-

wise covered under the medical/surgical benefits of the plan;
(iv) Nonprescription (Plano) lenses; and
(v) Prosthetic devices and services, which are otherwise covered 

under the rehabilitative and habilitative benefit category.
(3) This section expires on December 31, 2016.

[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5780, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5780, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-880, filed 9/29/15, effective 9/29/15. Statu-
tory Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 14-23-092 
(Matter No. R 2014-04), § 284-43-880, filed 11/19/14, effective 
12/20/14. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 
48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) 
(PPACA), as amended by the Health Care and Education Reconciliation 
Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 
(Matter No. R 2012-17), § 284-43-880, filed 7/9/13, effective 
7/10/13.]

WAC 284-43-5782  Pediatric vision services.  A health benefit 
plan must include "pediatric vision services" in its essential health 
benefits package. The designated base-benchmark plan for pediatric vi-
sion benefits consists of the benefits and services covered by health 
care service contractor Regence BlueShield as the Regence Direct Gold 
small group plan policy form, policy form number WW0114CCONMSD, and 
certificate form number WW0114BPPO1SD, offered during the first quar-
ter of 2014 (SERFF filing number RGWA-128968362).

(1) A health benefit plan must cover pediatric vision services as 
an embedded set of services.

(2) For the purpose of determining a plan's actuarial value, an 
issuer must classify as pediatric vision services the following vision 
services delivered to enrollees until at least the end of the month in 
which enrollees turn age nineteen:

(a) Routine vision screening;
(b) A comprehensive eye exam for children, including dilation as 

professionally indicated and with refraction every calendar year;
(c) One pair of prescription lenses or contacts every calendar 

year, including polycarbonate lenses and scratch resistant coating. 
Lenses may include single vision, conventional lined bifocal or con-
ventional lined trifocal, or lenticular lenses;
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(d) One pair of frames every calendar year. An issuer may estab-
lish networks or tiers of frames within their plan design as long as 
there is a base set of frames to choose from available without cost-
sharing;

(e) Contact lenses covered once every calendar year in lieu of 
the lenses and frame benefits. Issuers must apply this limitation 
based on the manner in which the lenses must be dispensed. If disposa-
ble lenses are prescribed, a sufficient number and amount for one cal-
endar year's equivalent must be covered. The benefit includes the 
evaluation, fitting and follow-up care relating to contact lenses. If 
determined to be medically necessary, contact lenses must be covered 
in lieu of eyeglasses at a minimum for the treatment of the following 
conditions: Keratoconus, pathological myopia, aphakia, anisometropia, 
aniseikonia, aniridia, corneal disorders, post-traumatic disorders, 
and irregular astigmatism;

(f) Low vision optical devices including low vision services, 
training and instruction to maximize remaining usable vision as fol-
lows:

(i) One comprehensive low vision evaluation every five years;
(ii) High power spectacles, magnifiers and telescopes as medical-

ly necessary, with reasonable limitations permitted; and
(iii) Follow-up care of four visits in any five-year period, with 

prior approval.
(3) The base-benchmark plan specifically excludes the following 

benefits. If an issuer includes the following benefits in a health 
plan, the issuer may not include these benefits in establishing the 
plan's actuarial value for the pediatric vision services category:

(a) Visual therapy, which is otherwise covered under the medical/
surgical benefits of the plan; and

(b) Ordering two pairs of glasses in lieu of bifocals.
(4) Issuers must know and apply relevant guidance, clarifications 

and expectations issued by federal governmental agencies regarding es-
sential health benefits. Such clarifications may include, but are not 
limited to, Affordable Care Act implementation and frequently asked 
questions jointly issued by the U.S. Department of Health and Human 
Services, the U.S. Department of Labor and the U.S. Department of the 
Treasury.

(5) This section applies to health plans that have an effective 
date of January 1, 2017, or later.
[WSR 16-01-081, recodified as § 284-43-5782, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.21.241, 48.21.320, 48.44.460, 
48.44.341, 48.46.291, 48.46.530, and 48.43.715. WSR 15-20-042 (Matter 
No. R 2015-02), § 284-43-8801, filed 9/29/15, effective 9/29/15.]

WAC 284-43-5800  Plan cost-sharing and benefit substitutions and 
limitations.  (1) A health benefit plan must not apply cost-sharing 
requirements to Native Americans purchasing a health benefit plan 
through the exchange, whose incomes are at or below three hundred per-
cent of federal poverty level.

(2) A small group health benefit plan that includes the essential 
health benefits package may not impose annual cost-sharing or deducti-
bles that exceed the maximum annual amounts that apply to high deduc-
tible plans linked to health savings accounts, as set forth in the 
most recent version of IRS Publication 969, pursuant to Section 106 

Certified on 12/21/2021 Page 113



(c)(2) of the Internal Revenue Code of 1986, and Section 1302 (c)(2) 
of PPACA.

(3) An issuer may use reasonable medical management techniques to 
control costs, including promoting the use of appropriate, high value 
preventive services, providers and settings. An issuer's policies must 
permit waiver of an otherwise applicable copayment for a service that 
is tied to one setting but not the preferred high-value setting, if 
the enrollee's provider determines that it would be medically inappro-
priate to have the service provided in the lower-value setting. An is-
suer may still apply applicable in-network requirements.

(4) An issuer may not require cost-sharing for preventive serv-
ices delivered by network providers, specifically related to those 
with an A or B rating in the most recent recommendations of the United 
States Preventive Services Task Force, women's preventive health care 
services recommended by the U.S. Health Resources and Services Admin-
istration (HRSA) and HRSA Bright Futures guideline designated pedia-
tric services. An issuer must post on its website a list of the spe-
cific preventive and wellness services mandated by PPACA that it cov-
ers.

(5) If an issuer establishes cost-sharing levels, structures or 
tiers for specific essential health benefit categories, the cost-shar-
ing levels, structures or tiers must not be discriminatory. "Cost-
sharing" has the same meaning as set forth in RCW 48.43.005 and WAC 
284-43-0160(8).

(a) An issuer must not apply cost-sharing or coverage limitations 
differently to enrollees with chronic disease or complex underlying 
medical conditions than to other enrollees, unless the difference pro-
vides the enrollee with access to care and treatment commensurate with 
the enrollee's specific medical needs, without imposing a surcharge or 
other additional cost to the enrollee beyond normal cost-sharing re-
quirements under the plan.

(b) An issuer must not establish a different cost-sharing struc-
ture for a specific benefit or tier for a benefit than is applied to 
the plan in general if the sole type of enrollee who would access that 
benefit or benefit tier is one with a chronic illness or medical con-
dition.
[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5800, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5800, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 
48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) 
(PPACA), as amended by the Health Care and Education Reconciliation 
Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 
(Matter No. R 2012-17), § 284-43-882, filed 7/9/13, effective 
7/10/13.]

WAC 284-43-5820  Representations regarding coverage.  A health 
benefit plan issuer must not indicate or imply that a health benefit 
plan covers essential health benefits unless the plan, policy, or con-
tract covers the essential health benefits in compliance with WAC 
284-43-5400 through 284-43-5800. This requirement applies to any 
health benefit plan offered on or off the Washington health benefit 
exchange.
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[Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter No. R 
2016-11), § 284-43-5820, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-5820, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.21.241, 48.21.320, 
48.44.050, 48.44.341, 48.44.460, 48.46.200, 48.46.291, 48.46.530, 
48.43.715, and Pub. L. No. 111-148, 124 Stat. 119 (Mar. 23, 2010) 
(PPACA), as amended by the Health Care and Education Reconciliation 
Act (HCERA), Pub. L. No. 111-152, 124 Stat. 1029 (Mar. 30, 2010), in 
particular § 1302 of PPACA, § 10104 (b)(1) (HCERA). WSR 13-15-025 
(Matter No. R 2012-17), § 284-43-885, filed 7/9/13, effective 
7/10/13.]

WAC 284-43-5900  Effective date.  The effective date of WAC 
284-43-0160, 284-170-200, 284-170-360, 284-43-2000, 284-43-4020, 
284-43-4040, 284-43-5130, and 284-43A-150 is July 1, 2001.
[Statutory Authority: RCW 48.02.060, 48.43.535, and 48.43.537. WSR 
16-23-168 (Matter No. R 2016-17), § 284-43-5900, filed 11/23/16, ef-
fective 1/1/17. Statutory Authority: RCW 48.02.060. WSR 16-14-106 
(Matter No. R 2016-11), § 284-43-5900, filed 7/6/16, effective 8/6/16. 
WSR 16-01-081, recodified as § 284-43-5900, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.120, 48.20.450, 
48.20.460, 48.30.010, 48.44.050, 48.46.100, 48.46.200, 48.43.505, 
48.43.510, 48.43.515, 48.43.520, 48.43.525, 48.43.530, 48.43.535. WSR 
01-03-033 (Matter No. R 2000-02), § 284-43-899, filed 1/9/01, effec-
tive 2/9/01.]

WAC 284-43-5910  Prohibition on organ transplant waiting periods. 
An issuer offering an individual, small group or large group health 
plan may not impose waiting periods for organ transplant services in 
any health plan.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5910, filed 
1/16/20, effective 2/16/20.]

WAC 284-43-5920  Health plan rescission.  A health plan cannot be 
rescinded by an issuer during the coverage period, except for an en-
rollee who has performed an act or practice that constitutes fraud or 
makes an intentional misrepresentation of a material fact as prohibi-
ted by the terms of the plan or coverage. If the plan is rescinded, 
the issuer must refund to the enrollee all payments made by or on be-
half of the enrollee for the health plan coverage.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5920, filed 
1/16/20, effective 2/16/20.]

WAC 284-43-5930  Qualified health plan marketing and benefit de-
sign.  (1) An issuer offering qualified health plans as defined in 42 
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U.S.C. 18021, and its officials, employees, agents, and representa-
tives must not employ marketing practices or benefit designs with re-
spect to these plans that the commissioner determines will have the 
effect of discouraging the enrollment of individuals with significant 
health needs. An example of such a prohibited design may occur when 
there are multiple nonspecialty drugs for persons with a specific con-
dition or disorder, and a health plan places a majority of the drugs 
in the highest cost tier of the formulary.

(2) The commissioner will determine whether an issuer's actions 
to comply with this section are consistent with current state law, the 
legislative intent underlying RCW 48.43.0128 to maintain enrollee pro-
tections of the Affordable Care Act, and the federal regulations and 
guidance in effect as of January 1, 2017, including those issued by 
the U.S. Department of Health and Human Services Office of Civil 
Rights.
[Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5930, filed 
1/16/20, effective 2/16/20.]

WAC 284-43-5935  Definitions.  As used in WAC 284-43-5940 through 
284-43-5980, the following terms have the following meaning:

(1) Auxiliary aids and services include:
(a) Qualified interpreters on-site or through video remote inter-

preting (VRI) services, as defined in 28 C.F.R. 35.104 and 36.303(b); 
note takers; real-time computer-aided transcription services; written 
materials; exchange of written notes; telephone handset amplifiers; 
assistive listening devices; assistive listening systems; telephones 
compatible with hearing aids; closed caption decoders; open and closed 
captioning, including real-time captioning; voice, text, and video-
based telecommunication products and systems, text telephones (TTYs), 
videophones, and captioned telephones, or equally effective telecommu-
nications devices; videotext displays; accessible electronic and in-
formation technology; or other effective methods of making aurally de-
livered information available to individuals who are deaf or hard of 
hearing;

(b) Qualified readers; taped texts; audio recordings; Braille ma-
terials and displays; screen reader software; magnification software; 
optical readers; secondary auditory programs; large print materials; 
accessible electronic and information technology; or other effective 
methods of making visually delivered materials available to individu-
als who are blind or have low vision;

(c) Acquisition or modification of equipment and devices; and
(d) Other similar services and actions.
(2) Individual with limited-English proficiency means an individ-

ual whose primary language for communication is not English and who 
has a limited ability to read, write, speak, or understand English.

(3) Language assistance services may include, but are not limited 
to:

(a) Oral language assistance, including interpretation in non-
English languages provided in-person or remotely by a qualified inter-
preter for an individual with limited-English proficiency, and the use 
of qualified bilingual or multilingual staff to communicate directly 
with individuals with limited-English proficiency;
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(b) Written translation, performed by a qualified translator, of 
written content in paper or electronic form into languages other than 
English; and

(c) Taglines.
(4) National origin includes, but is not limited to, an individu-

al's, or his or her ancestor's, place of origin (such as country or 
world region) or an individual's manifestation of the physical, cul-
tural, or linguistic characteristics of a national origin group.

(5) Plan means a nongrandfathered health plan as defined in RCW 
48.43.005, a plan deemed by the commissioner to have a short-term 
limited purpose or duration, or a plan deemed by the commissioner to 
be a student-only plan that is guaranteed renewable while the covered 
person is enrolled as a regular, full-time undergraduate student at an 
accredited higher education institution.

(6) Qualified bilingual/multilingual staff means a member of an 
issuer's workforce who is designated by the issuer to provide oral 
language assistance as part of the individual's current, assigned job 
responsibilities and who has demonstrated to the issuer that he or 
she:

(a) Is proficient in speaking and understanding both spoken Eng-
lish and at least one other spoken language, including any necessary 
specialized vocabulary, terminology and phraseology; and

(b) Is able to effectively, accurately, and impartially communi-
cate directly with individuals with limited-English proficiency in 
their primary languages.

(7) Qualified interpreter for an individual with a disability 
means an interpreter who via a remote interpreting service or an on-
site appearance:

(a) Adheres to generally accepted interpreter ethics principles, 
including client confidentiality; and

(b) Is able to interpret effectively, accurately, and impartial-
ly, both receptively and expressively, using any necessary specialized 
vocabulary, terminology and phraseology.

For an individual with a disability, qualified interpreters can 
include, for example, sign language interpreters, oral transliterators 
(individuals who represent or spell in the characters of another al-
phabet), and cued language transliterators (individuals who represent 
or spell by using a small number of handshapes).

(8) Qualified interpreter for an individual with limited-English 
proficiency means an interpreter who via a remote interpreting service 
or an on-site appearance:

(a) Adheres to generally accepted interpreter ethics principles, 
including client confidentiality;

(b) Has demonstrated proficiency in speaking and understanding 
both spoken English and at least one other spoken language; and

(c) Is able to interpret effectively, accurately, and impartial-
ly, both receptively and expressly, to and from such language(s) and 
English, using any necessary specialized vocabulary, terminology and 
phraseology.

(9) Qualified translator means a translator who:
(a) Adheres to generally accepted translator ethics principles, 

including client confidentiality;
(b) Has demonstrated proficiency in writing and understanding 

both written English and at least one other written non-English lan-
guage; and
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(c) Is able to translate effectively, accurately, and impartially 
to and from such language(s) and English, using any necessary special-
ized vocabulary, terminology and phraseology.

(10) Taglines mean short statements written in non-English lan-
guages that indicate the availability of language assistance services 
free of charge and how to obtain them.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5935, filed 11/23/20, effective 
12/24/20.]

WAC 284-43-5940  Nondiscrimination in health plans, short-term 
limited duration medical plans and student-only health plans.  (1) An 
issuer offering a plan, and the issuer's officials, employees, agents, 
or representatives may not:

(a) Design plan benefits, or implement its plan benefits, in a 
manner that results in discrimination against individuals because of 
their age, expected length of life, present or predicted disability, 
degree of medical dependency, quality of life, or other health condi-
tions; and

(b) With respect to the plan including, but not limited to, ad-
ministration, member communication, medical protocols or criteria for 
medical necessity or other aspects of plan operations:

(i) Discriminate on the basis of race, color, national origin, 
sex, gender identity, sexual orientation, age, or disability;

(ii) Deny, cancel, limit, or refuse to issue or renew a plan, or 
deny or limit coverage of a claim, or impose additional cost sharing 
or other limitations or restrictions on coverage, on the basis of 
race, color, national origin, sex, gender identity, sexual orienta-
tion, age, or disability;

(iii) Have or implement marketing practices or benefit designs 
that discriminate on the basis of race, color, national origin, sex, 
gender identity, sexual orientation, age, or disability. In reviewing 
plan design, plan features that attempt to circumvent coverage of med-
ically necessary benefits such as by labeling a benefit as a pediatric 
service, and thereby excluding adults, or by placing all or most drugs 
for a specific condition in the highest cost-sharing tier, absent an 
appropriate reason for the exclusion, are potentially discriminatory. 
In these or other instances, the commissioner may request a justifica-
tion for the practice. If requested, issuers must identify an appro-
priate nondiscriminatory reason that supports their benefit design;

(iv) Deny or limit coverage, deny or limit coverage of a claim, 
issue automatic denials of coverage or impose additional cost sharing 
or other limitations or restrictions on coverage, for:

(A) Any health services that are ordinarily or exclusively avail-
able to individuals of one sex, based on the fact that an individual's 
sex assigned at birth, gender identity, or gender otherwise recorded 
is different from the one to which such health services are ordinarily 
or exclusively available. For example, a denial of coverage for medi-
cally necessary hormone prescriptions for transgender, gender noncon-
forming, or intersex individuals because the dosages exceed those typ-
ically prescribed for cisgender people would be discriminatory against 
transgender, nonbinary, gender nonconforming, or intersex individuals; 
or

(B) Gender affirming treatment, as defined in RCW 48.43.0128, 
when that treatment is:
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(I) Prescribed to an individual because of, related to, or con-
sistent with a person's gender expression or identity, as defined in 
RCW 49.60.040;

(II) Medically necessary; and
(III) Prescribed in accordance with accepted standards of care;
(v) Have or implement a categorical coverage exclusion or limita-

tion for all medical, surgical, or behavioral health services related 
to a person's gender identity or sexual orientation, including gender 
affirming treatment; or

(vi) When prescribed as medically necessary, exclude facial gen-
der affirming treatment (such as tracheal shaves), hair removal proce-
dures, and other care (such as mastectomies, breast reductions, breast 
implants, or any combination of gender affirming procedures, including 
revisions to prior treatment) as cosmetic services; or

(vii) Otherwise deny or limit coverage, deny or limit coverage of 
a claim, or impose additional cost sharing or other limitations or re-
strictions on coverage, for specific medical, surgical, or behavioral 
health services related to a person's gender identity or sexual orien-
tation if such denial, limitation, or restriction results in discrimi-
nation against a transgender, nonbinary, gender nonconforming or in-
tersex individual.

(2) The enumeration of specific forms of discrimination in sub-
section (1)(b)(ii) through (vii) of this section does not limit the 
general applicability of the prohibition in subsection (1)(b)(i) of 
this section.

(3) Nothing in this section may be construed to prevent an issuer 
from appropriately utilizing fair and reasonable medical management 
techniques. Appropriate use of medical management techniques includes 
use of evidence based criteria for determining whether a service or 
benefit is medically necessary and clinically appropriate.

(4) An issuer's obligation to comply with these requirements is 
nondelegable; an issuer is obligated to ensure compliance with WAC 
284-43-5935 through 284-43-5980, even if they use a third-party vendor 
or subcontracting arrangement. An issuer is not exempt from any of 
these requirements because it relied upon a third-party vendor or sub-
contracting arrangement for administration of any aspect of its bene-
fits or services.

(5) The commissioner may determine whether an issuer's actions to 
comply with this section are consistent with current state law, the 
legislative intent underlying RCW 48.43.0128 to maintain the enrollee 
protections of the Affordable Care Act, and the federal regulations 
and guidance in effect as of January 1, 2017, including, but not limi-
ted to, those issued by the U.S. Department of Health and Human Serv-
ices Office of Civil Rights and federal regulations implementing 42 
U.S.C. Sec. 18116 (Sec. 1557 of the Affordable Care Act) as set forth 
in 81 Fed. Reg. 31375 et seq. (2016).
[Statutory Authority: RCW 48.02.060, 48.43.515 and 2021 c 280. WSR 
21-24-072 (Matter No. R 2021-14), § 284-43-5940, filed 11/30/21, ef-
fective 1/1/22. Statutory Authority: RCW 48.02.060, 48.20.460, 
48.43.0128, 48.44.050, and 48.46.200. WSR 20-24-040, § 284-43-5940, 
filed 11/23/20, effective 12/24/20. Statutory Authority: RCW 
48.02.060, 48.43.012, 48.43.01211, 48.43.0123, 48.43.0124, 48.43.0126, 
48.43.0127, 48.43.0128, and 48.43.715. WSR 20-03-114 (Matter No. R 
2019-10), § 284-43-5940, filed 1/16/20, effective 2/16/20.]
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WAC 284-43-5950  Access for individuals with limited-English pro-
ficiency and individuals with disabilities.  Each issuer offering a 
plan, and the issuer's officials, employees, agents or representatives 
must take fair and reasonable steps to provide meaningful access to 
each enrollee or individual likely to be encountered who has limited-
English proficiency or a disability consistent with federal rules and 
guidance in effect on January 1, 2017, including those implementing 42 
U.S.C. Sec. 18116 (Sec. 1557 of the Affordable Care Act) as set forth 
in 81 Fed. Reg. 31375 et seq. (2016).
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5950, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060, 48.43.012, 48.43.01211, 
48.43.0123, 48.43.0124, 48.43.0126, 48.43.0127, 48.43.0128, and 
48.43.715. WSR 20-03-114 (Matter No. R 2019-10), § 284-43-5950, filed 
1/16/20, effective 2/16/20.]

WAC 284-43-5960  Meaningful access for individuals with limited-
English proficiency.  (1) General requirement. An issuer offering a 
plan shall take reasonable steps to provide meaningful access to each 
enrollee or individual likely to be encountered with limited-English 
proficiency.

(2) Evaluation of compliance. In evaluating whether an issuer has 
met its obligation under subsection (1) of this section, the commis-
sioner will:

(a) Evaluate, and give substantial weight to, the nature and im-
portance of access to the health services involved and the particular 
communication at issue, to the individual with limited-English profi-
ciency; and

(b) Take into account other relevant factors, including whether 
an issuer has developed and implemented an effective written language 
access plan, that is appropriate to its particular circumstances, to 
be prepared to meet its obligations under this section.

(3) Language assistance services requirements. Language assis-
tance services required under subsection (1) of this section must be 
provided free of charge, be accurate and timely, and protect the pri-
vacy and independence of the individual with limited-English profi-
ciency, regardless of whether an associated health service is provided 
in person or through telehealth.

(4) Specific requirements for interpreter and translation serv-
ices. Subject to subsection (1) of this section:

(a) An issuer shall offer a qualified interpreter to an individu-
al with limited-English proficiency when oral interpretation is a rea-
sonable step to provide meaningful access for that individual with 
limited-English proficiency; and

(b) An issuer shall use a qualified translator when translating 
written content in paper or electronic form.

(5) Restricted use of certain persons to interpret or facilitate 
communication. An issuer shall not:

(a) Require an individual with limited-English proficiency to 
provide their own interpreter;

(b) Rely on an adult accompanying an individual with limited-Eng-
lish proficiency to interpret or facilitate communication, except:

(i) In an emergency involving an imminent threat to the safety or 
welfare of an individual or the public where there is no qualified in-
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terpreter for the individual with limited-English proficiency immedi-
ately available; or

(ii) Where the individual with limited-English proficiency spe-
cifically requests that the accompanying adult interpret or facilitate 
communication, the accompanying adult agrees to provide such assis-
tance, and reliance on that adult for such assistance is appropriate 
under the circumstances.

(c) Rely on a minor child to interpret or facilitate communica-
tion, except in an emergency involving an imminent threat to the safe-
ty or welfare of an individual or the public where there is no quali-
fied interpreter for the individual with limited-English proficiency 
immediately available; or

(d) Rely on staff other than qualified bilingual/multilingual 
staff to communicate directly with individuals with limited-English 
proficiency.

(6) Video remote interpreting services. An issuer that provides a 
qualified interpreter for an individual with limited-English profi-
ciency through video remote interpreting services shall provide:

(a) Real-time, full-motion video and audio over a dedicated high-
speed, wide-bandwidth video connection or wireless connection that de-
livers high-quality video images that do not produce lags, choppy, 
blurry, or grainy images, or irregular pauses in communication;

(b) A sharply delineated image that is large enough to display 
the interpreter's face and the participating individual's face regard-
less of the individual's body position;

(c) A clear, audible transmission of voices; and
(d) Adequate training to users of the technology and other in-

volved individuals so that they may quickly and efficiently set up and 
operate the video remote interpreting.

(7) Acceptance of language assistance services is not required. 
Nothing in this section shall be construed to require an individual 
with limited-English proficiency to accept language assistance serv-
ices.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5960, filed 11/23/20, effective 
12/24/20.]

WAC 284-43-5965  Effective communication for people with disabil-
ities.  An issuer offering a plan shall:

(1) Take appropriate steps to ensure that communications with in-
dividuals with disabilities are as effective as communications with 
others with respect to benefits and services, in accordance with the 
standards found at 28 C.F.R. 35.160 through 35.164. Where the regula-
tory provisions referenced in this section use the term "public enti-
ty," the term "issuer" shall apply in its place.

(2) Provide appropriate auxiliary aids and services to persons 
with impaired sensory, manual, or speaking skills, where necessary to 
afford such persons an equal opportunity to benefit from the service 
in question.

(3) Ensure that their benefits and services provided through 
electronic and information technology, including telehealth, are ac-
cessible to individuals with disabilities, unless doing so would re-
sult in undue financial and administrative burdens or a fundamental 
alteration in the nature of the health programs or activities. When 
undue financial and administrative burdens or a fundamental alteration 
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exist, the issuer shall provide information in a format other than an 
electronic format that would not result in such undue financial and 
administrative burdens or a fundamental alteration but would ensure, 
to the maximum extent possible, that individuals with disabilities re-
ceive the benefits or services of the plan that are provided through 
electronic and information technology.

(4) Ensure that their health programs and activities provided 
through websites comply with the requirements of Title II of the ADA.

(5) Make reasonable modifications to policies, practices, or pro-
cedures when such modifications are necessary to avoid discrimination 
on the basis of disability, unless the issuer can demonstrate that 
making the modifications would fundamentally alter the nature of the 
health program or activity. Reasonable modifications must be interpre-
ted consistent with the term as set forth in the ADA Title II regula-
tion at 28 C.F.R. Sec. 35.230(b)(7).
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5965, filed 11/23/20, effective 
12/24/20.]

WAC 284-43-5970  Equal program access on the basis of sex.  An 
issuer offering a plan, and the issuer's officials, employees, agents, 
or representatives shall:

(1) Provide individuals equal access with respect to the plan in-
cluding, but not limited to, plan administration, member communica-
tion, medical protocols or criteria for medical necessity or other as-
pects of plan operations without discrimination on the basis of sex; 
and

(2) Treat individuals consistent with their gender identity and 
sexual orientation, except that an issuer may not deny or limit health 
services that are ordinarily or exclusively available to individuals 
of one sex, to a transgender, nonbinary, intersex or gender noncon-
forming individual based on the fact that the individual's sex as-
signed at birth, gender identity, or gender otherwise recorded is dif-
ferent from the one to which such health services are ordinarily or 
exclusively available.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5970, filed 11/23/20, effective 
12/24/20.]

WAC 284-43-5975  Designation of responsible employee and adoption 
of grievance procedures.  (1) Each issuer shall designate at least one 
employee to coordinate its efforts to comply with and carry out its 
responsibilities under RCW 48.43.0128 and WAC 284-43-5935 through 
284-43-5980, including the investigation of any grievance communicated 
to it alleging noncompliance with RCW 48.43.0128 or WAC 284-43-5935 
through 284-43-5980 or alleging any action that would be prohibited by 
RCW 48.43.0128 or WAC 284-43-5935 through 284-43-5980.

(2) Each issuer shall adopt grievance procedures that incorporate 
appropriate due process standards and that provide for the prompt and 
equitable resolution of grievances alleging any action that would be 
prohibited by RCW 48.43.0128 or WAC 284-43-5935 through 284-43-5980. 
An issuer whose grievance procedures comply with 45 C.F.R. 92.7 as in 
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effect on January 1, 2017, will be deemed compliant with this subsec-
tion.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5975, filed 11/23/20, effective 
12/24/20.]

WAC 284-43-5980  Notice requirement.  (1) An issuer offering a 
plan shall take appropriate initial and continuing steps to notify en-
rollees, applicants, and members of the public of the following:

(a) The issuer does not discriminate on the basis of race, color, 
national origin, disability, age, sex, gender identity, or sexual ori-
entation in its benefits and services;

(b) The issuer provides appropriate auxiliary aids and services, 
including qualified interpreters for individuals with disabilities and 
information in alternate formats, free of charge and in a timely man-
ner, when such aids and services are necessary to ensure an equal op-
portunity to participate to individuals with disabilities;

(c) The issuer provides language assistance services, including 
translated documents and oral interpretation, free of charge and in a 
timely manner, when such services are necessary to provide meaningful 
access to individuals with limited-English proficiency;

(d) How to obtain the aids and services in (b) and (c) of this 
subsection;

(e) An identification of, and contact information for, the em-
ployee responsible for compliance with RCW 48.43.0128 and WAC 
284-43-5935 through 284-43-5980;

(f) How to file a grievance with the issuer related to the issu-
er's compliance with RCW 48.43.0128 and WAC 284-43-5935 through 
284-43-5980; and

(g) How to file a complaint with the commissioner related to the 
issuer's compliance with RCW 48.43.0128 and WAC 284-43-5935 through 
this section or with the federal Department of Health and Human Serv-
ices, Office of Civil Rights related to the issuer's compliance with 
42 U.S.C. Sec. 18119 (Sec. 1557 of the Affordable Care Act).

(2) An issuer offering a plan shall:
(a) As described in subsection (7) of this section, post a notice 

that conveys the information in subsection (1)(a) through (g) of this 
section; and

(b) As described in subsection (8) of this section, if applica-
ble, post a nondiscrimination statement that conveys the information 
in subsection (1)(a) of this section.

(3) To satisfy the requirements of this section, issuers may use 
the sample notices published at 81 Fed. Reg. 31472 through 31473 (May 
18, 2016) that convey:

(a) The information in subsection (1)(a) through (g) of this sec-
tion; and

(b) The information in subsection (1)(a) of this section.
For use beginning January 1, 2022, the notice referenced in (a) 

of this subsection must be modified to identify the office of the in-
surance commissioner as the designated entity to file a complaint re-
garding compliance with RCW 48.43.0128 and WAC 284-43-5935 through 
284-43-5980 and the federal Department of Health and Human Services, 
Office of Civil Rights as the designated entity to file a complaint 
regarding compliance related to the issuer's compliance with 42 U.S.C. 
Sec. 18119 (Sec. 1557 of the Affordable Care Act). Until that date, 
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issuers may continue to use the sample notice published at 81 Fed. 
Reg. 31472 through 31473 (May 18, 2016).

(4) Except to the extent provided otherwise in subsection (5) of 
this section, each issuer shall:

(a) As described in subsection (7)(a) of this section, post tag-
lines in at least the top fifteen languages spoken by individuals with 
limited-English proficiency in Washington state; and

(b) As described in subsection (8)(b) of this section, if appli-
cable, post taglines in at least the top two languages spoken by indi-
viduals with limited-English proficiency in Washington state.

(5) Plans deemed by the commissioner to have a short-term limited 
purpose or duration that are offered in Washington state must come in-
to compliance with the language assistance notice and tagline require-
ments in this section on or before April 1, 2021.

(6) To satisfy the requirements of this section, issuers may use 
taglines provided by the federal Department of Health and Human Serv-
ices pursuant to 45 C.F.R. 92.8, as in effect on January 1, 2017.

(7)(a) Each issuer shall post the notice required by subsection 
(1) of this section and the taglines required by subsection (4)(a) of 
this section in a conspicuously visible font size:

(i) In significant publications and significant communications 
targeted to enrollees, applicants, and members of the public, except 
for significant publications and significant communications that are 
small-sized, such as postcards and tri-fold brochures;

(ii) In conspicuous physical locations where the issuer interacts 
with the public; and

(iii) In a conspicuous location on the issuer's website accessi-
ble from the home page of the issuer's website.

(b) An issuer may also post the notice and taglines in additional 
publications and communications.

(8) Each issuer shall post, in a conspicuously visible font size, 
in significant publications and significant communications that are 
small-sized, such as postcards and tri-fold brochures:

(a) The nondiscrimination statement required by subsection (1)(a) 
of this section; and

(b) The taglines required by subsection (4)(b) of this section.
(9) An issuer may combine the content of the notice required in 

subsection (1) of this section with the content of other notices if 
the combined notice clearly informs individuals of their rights under 
RCW 48.43.0128 and WAC 284-43-5935 through 284-43-5980 and 42 U.S.C. 
Sec. 18119 (Sec. 1557 of the Affordable Care Act).
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-5980, filed 11/23/20, effective 
12/24/20.]

SUBCHAPTER I
HEALTH PLAN RATES

WAC 284-43-6000  Authority and purpose.  This subchapter is adop-
ted under the general authority of RCW 48.02.060, 48.44.017, 
48.44.020, 48.44.050, 48.46.060, 48.46.062, 48.46.200, and 48.43.733. 
Its purpose is to provide guidelines for the implementation of RCW 
48.44.017(2), 48.44.020(3), 48.44.022, 48.44.023, 48.44.040, 48.46.060 
(4) and (6), 48.46.062(2), 48.46.064, 48.46.066, 48.18.110, 48.18.480, 
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and 48.43.733 as to the filing of grandfathered individual and small 
group health plans applicable under RCW 48.44.017, 48.44.022, and 
48.44.023 by health care service contractors, grandfathered individual 
and small group health plans applicable under RCW 48.46.062, 
48.46.064, and 48.46.066 by health maintenance organizations, stand-
alone dental plans and stand-alone vision plans offered by health care 
service contractors, health maintenance organizations, and disability 
carriers to individuals and small groups, and the calculations and 
evaluations of premium rates for these contracts.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), § 284-43-6000, filed 
11/4/16, effective 12/5/16. WSR 16-01-081, recodified as § 
284-43-6000, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.18.110, 48.44.020, 48.44.050, 48.46.060, 48.46.200. 
WSR 08-20-071 (Matter No. R 2008-08), § 284-43-901, filed 9/25/08, ef-
fective 10/26/08.]

WAC 284-43-6010  Applicability and scope.  This subchapter ap-
plies to grandfathered individual and small group health benefit plans 
offered by health care service contractors and health maintenance or-
ganizations transacting business in this state under chapter 48.44 or 
48.46 RCW, stand-alone dental plans and stand-alone vision plans. This 
subchapter applies to such plans purchased directly by individuals and 
small employers.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), § 284-43-6010, filed 
11/4/16, effective 12/5/16. WSR 16-01-081, recodified as § 
284-43-6010, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 
2004-05), § 284-43-905, filed 3/3/05, effective 4/3/05. Statutory Au-
thority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 
48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-905, filed 
1/23/98, effective 3/1/98.]

WAC 284-43-6020  Definitions.  For the purpose of this subchap-
ter:

(1) "Adjusted earned premium" means the amount of "earned premi-
um" the "carrier" would have earned had the "carrier" charged current 
"premium rates" for all applicable "plans."

(2) "Annualized earned premium" means the "earned premium" that 
would be earned in a twelve-month period if earned at the same rate as 
during the applicable period.

(3) "Anticipated loss ratio" means the "projected incurred 
claims" divided by the "projected earned premium."

(4) "Base rate" means the "premium" for a specific "plan," ex-
pressed as a monthly amount per "covered person or subscriber," prior 
to any adjustments for geographic area, age, family size, wellness ac-
tivities, tenure, or any other factors as may be allowed.

(5) "Capitation expenses" means the amount paid to a provider or 
facility on a per "covered person" basis, or as part of risk-sharing 
provisions, for the coverage of specified health care services.
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(6) "Carrier" means a health care service contractor or health 
maintenance organization.

(7) "Certificate" means the statement of coverage document fur-
nished "subscribers" covered under a "group contract."

(8) "Claim reserves" means the "claims" that have been reported 
but not paid plus the "claims" that have not been reported but may be 
reasonably expected.

(9) "Claims" means the cost to the "carrier" of health care serv-
ices provided to a "covered person" or paid to or on behalf of the 
"covered person" in accordance with the terms of a "plan." This in-
cludes "capitation payments" or other similar payments made to provid-
ers or facilities for the purpose of paying for health care services 
for a "covered person."

(10) "Community rate" means the weighted average of all "premium 
rates" within a filing with the weights determined according to cur-
rent enrollment.

(11) "Contract" means an agreement to provide health care serv-
ices or pay health care costs for or on behalf of a "subscriber" or 
group of "subscribers" and such eligible dependents as may be included 
therein.

(12) "Contract form" means the prototype of a "contract" and any 
associated riders and endorsements filed with the commissioner by a 
health care service contractor or health maintenance organization.

(13) "Contribution to surplus, contingency charges, or risk 
charges" means the portion of the "projected earned premium" not asso-
ciated directly with "claims" or "expenses."

(14) "Covered person" or "enrollee" has the same meaning as that 
contained in RCW 48.43.005.

(15) "Current community rate" means the weighted average of the 
"community rates" at the renewal or initial effective dates of each 
plan for the year immediately preceding the renewal period, with 
weights determined according to current enrollment.

(16) "Current enrollment" means the monthly average number and 
demographic makeup of the "covered persons" for the applicable con-
tracts during the most recent twelve months for which information is 
available to the carrier.

(17) "Earned premium" means the "premium" plus any rate credits 
or recoupments, applicable to an accounting period whether received 
before, during, or after such period.

(18) "Expenses" means costs that include but are not limited to 
the following:

(a) Claim adjudication costs;
(b) Utilization management costs if distinguishable from 

"claims";
(c) Home office and field overhead;
(d) Acquisition and selling costs;
(e) Taxes; and
(f) All other costs except "claims."
(19) "Experience period" means the most recent twelve-month peri-

od from which the carrier accumulates the data to support a filing.
(20) "Extraordinary expenses" means "expenses" resulting from oc-

currences atypical of the normal business activities of the "carrier" 
that are not expected to recur regularly in the near future.

(21) "Grandfathered" has the same meaning as that contained in 
RCW 48.43.005.

(22) "Group contract" or "group plan" means an agreement issued 
to an employer, corporation, labor union, association, trust, or other 
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organization to provide health care services to employees or members 
of such entities and the dependents of such employees or members.

(23) "Incurred claims" means "claims" paid during the applicable 
period plus the "claim reserves" as of the end of the applicable peri-
od minus the "claim reserves" as of the beginning of the applicable 
period. Alternatively, for the purpose of providing monthly data or 
trend analysis, "incurred claims" may be defined as the current best 
estimate of the "claims" for services provided during the applicable 
period.

(24) "Individual contract" means a "contract" issued to and cov-
ering an individual. An "individual contract" may include dependents.

(25) "Investment earnings" means the income, dividends, and real-
ized capital gains earned on an asset.

(26) "Loss ratio" means "incurred claims" as a percentage of 
"earned premiums" before any deductions.

(27) "Medical care component of the consumer price index for all 
urban consumers" means the similarly named figure published monthly by 
the United States Bureau of Labor Statistics.

(28) "Net worth or reserves and unassigned funds" means the ex-
cess of assets over liabilities on a statutory basis.

(29) "Plan" means a "contract" that is a health benefit plan as 
defined in RCW 48.43.005 or a "contract" for limited health care serv-
ices as defined in RCW 48.44.035.

(30) "Premium" has the same meaning as that contained in RCW 
48.43.005.

(31) "Premium rate" means the "premium" per "subscriber" or "cov-
ered person" obtained by adjusting the "base rate" for geographic 
area, family size, age, wellness activities, or any other factors as 
may be allowed.

(32) "Projected earned premium" means the "earned premium" that 
would be derived from applying the proposed "premium rates" to the 
current enrollment.

(33) "Projected incurred claims" means the estimate of "incurred 
claims" for the rate renewal period based on the current enrollment.

(34) "Proposed community rate" means the weighted average of the 
"community rates" at the renewal dates of each plan for the renewal 
period, with weights determined according to current enrollment.

(35) "Provider" has the same meaning as that contained in RCW 
48.43.005.

(36) "Rate renewal period" means the period for which the pro-
posed "premium rates" are intended to remain in effect.

(37) "Rate schedule" means the schedule of all "base rates" for 
"plans" included in the filing.

(38) "Requested increase in the community rate" means the amount, 
expressed as a percentage, by which the "proposed community rate" ex-
ceeds the "current community rate."

(39) "Service type" means the category of service for which 
"claims" are paid, such as hospital, professional, dental, prescrip-
tion drug, or other.

(40) "Small group contracts" or "small group plans" means the 
class of "group contracts" issued to "small employers," as that term 
is defined in RCW 48.43.005.

(41) "Staffing data" means statistics on the number of providers 
and associated compensation required to provide a fixed number of 
services or provide services to a fixed number of "covered persons."
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(42) "Stand-alone dental plan" means coverage for a set of bene-
fits limited to oral care including, but not necessarily limited to, 
pediatric oral care.

(43) "Stand-alone vision plan" means coverage for a set of bene-
fits limited to vision care including, but not necessarily limited to, 
materials.

(44) "Subscriber" means a person on whose behalf a "contract" or 
"certificate" is issued.

(45) "Unit cost data" means statistics on the cost per health 
care service provided to a "covered person."

(46) "Utilization data" means statistics on the number of serv-
ices used by a fixed number of "covered persons" over a fixed length 
of time.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), § 284-43-6020, filed 
11/4/16, effective 12/5/16. WSR 16-01-081, recodified as § 
284-43-6020, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.18.110, 48.44.020, 48.44.050, 48.46.060, 48.46.200. 
WSR 08-20-071 (Matter No. R 2008-08), § 284-43-910, filed 9/25/08, ef-
fective 10/26/08. Statutory Authority: RCW 48.02.060, 48.44.050, and 
48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-910, filed 
3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Mat-
ter No. R 97-2), § 284-43-910, filed 1/23/98, effective 3/1/98.]

WAC 284-43-6040  Demonstration that benefits provided are not 
reasonable in relation to the amount charged for a contract per RCW 
48.44.020 and 48.46.060.  (1) The provisions of this section are in 
addition to the requirements set forth in RCW 48.44.022, 48.44.023, 
48.46.064, and 48.46.066.

(2) Benefits will be found not to be unreasonable if the projec-
ted earned premium for the rate renewal period is equal to the follow-
ing:

(a) An actuarially sound estimate of incurred claims associated 
with the filing for the rate renewal period, where the actuarial esti-
mate of claims recognizes, as applicable, the savings and costs asso-
ciated with managed care provisions of the plans included in the fil-
ing; plus

(b) An actuarially sound estimate of prudently incurred expenses 
associated with the plans included in the filing for the rate renewal 
period, where the estimate is based on an equitable and consistent ex-
pense allocation or assignment methodology; plus

(c) An actuarially sound provision for contribution to surplus, 
contingency charges, or risk charges, where the justification recogni-
zes the carrier's investment earnings on assets other than those rela-
ted to claim reserves or other similar liabilities; minus

(d) An actuarially sound estimate of the forecasted investment 
earnings on assets related to claim reserves or other similar liabili-
ties for the plans included in the filing for the rate renewal period.

(3) The contribution to surplus, contingency charges, or risk 
charges in subsection (2)(c) of this section, will not be required to 
be less than zero.
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[WSR 16-01-081, recodified as § 284-43-6040, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.44.050, and 
48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 284-43-915, filed 
3/3/05, effective 4/3/05. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 98-04-011 (Mat-
ter No. R 97-2), § 284-43-915, filed 1/23/98, effective 3/1/98.]

WAC 284-43-6100  Contents of individual and small group filings. 
Under RCW 48.44.022 and 48.46.064 the experience of all individual 
plans must be pooled. Under RCW 48.44.023 and 48.46.066 the experience 
of all small group plans must be pooled. Filings for individual plans 
must include each individual plan rate schedule. Filings for small 
group plans must include base rates and annual base rate changes in 
dollar and percentage amounts for each small group plan. Each individ-
ual and small group filing must include the following information and 
documents:

(1) An actuarially sound estimate of incurred claims. Experience 
data, assumptions, and justifications of the carrier's projected in-
curred claims must be provided in a manner consistent with the 
carrier's rate-making methodology and incorporate the following ele-
ments:

(a) A brief description of the carrier's rate-making methodology, 
including identification of the data used and the kinds of assumptions 
and projections made.

(b) The number of subscribers by family size, or covered persons 
for the plans included in the filing. These figures must be shown for 
each month or quarter of the experience period and the prior two peri-
ods if not included in previous filings. This data must be presented 
in aggregate for the plans included in the filing and in aggregate for 
all of the carrier's plans.

(c) Earned premium for each month or quarter of the experience 
period and the prior two periods if not included in previous filings, 
for the plans included in the filing.

(d) An estimate of the adjusted earned premium for each month or 
quarter of the experience period and prior two periods for the plans 
included in the filing.

(e) Claims data for each month or quarter of the experience peri-
od and the prior two periods. Examples of claims data are incurred 
claims, capitation payments, utilization data, unit cost data, and 
staffing data. The specific data elements included in the filing must 
be consistent with the carrier's rate-making methodology.

(f) Documentation and justification of any adjustments made to 
the experience data.

(g) Documentation and justification of the factors and methods 
used to forecast incurred claims.

(2) An actuarially sound estimate of prudently incurred expenses. 
Experience data, assumptions, and justifications must be provided by 
the carrier as follows:

(a) A breakdown of the carrier's expenses allocated or assigned 
to the plans included in the filing for the experience period or for 
the period corresponding to the most recent "annual statement";

(i) An expense breakdown at least as detailed as the annual 
statement schedule "Underwriting and Investment Exhibit, Part 3, Anal-
ysis of Expenses" as revised from time to time;
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(ii) The allocation and assignment methodology used in (a)(i) of 
this subsection may be based on readily available data and easily ap-
plied calculations;

(b) Identification of any extraordinary experience period expen-
ses; and

(c) Documentation and justification of the assignment or alloca-
tion of expenses to the plans included in the filing; and

(d) Documentation and justification of forecasted changes in ex-
penses.

(3) An actuarially sound provision for contribution to surplus, 
contingency charges, or risk charges. Assumptions and justifications 
must be provided by the carrier as follows:

(a) The methodology, justification, and calculations used to de-
termine the contribution to surplus, contingency charges, or risk 
charges included in the proposed base rates; and

(b) The carrier's net worth or reserves and unassigned surplus at 
the beginning and end of the experience period.

(4) An actuarially sound estimate of forecasted investment earn-
ings on assets related to claim reserves or other similar liabilities. 
The carrier must include documentation and justification of forecasted 
investment earnings identified in dollars, and as a percentage of to-
tal premiums and the amount credited to the plans included in the fil-
ing.

(5) Adjustment of the base rate. Experience data, assumptions, 
justifications, and methodology descriptions must be provided and must 
include:

(a) Justifications for adjustments to the base rate, supported by 
data if appropriate, attributable to geographic region, age, family 
size, tenure discounts, and wellness activities;

(b) Justifications, supported by data if appropriate, of any oth-
er factors or circumstances used to adjust the base rates; and

(c) Description of the methodology used to adjust the base rate 
to obtain the premium rate for a specific individual or group, which 
is detailed enough to allow the commissioner to replicate the calcula-
tion of premium rates if given the necessary data.

(6) Actuarial certification. Certification by an actuary, as re-
quired by RCW 48.44.017(2), 48.44.023(3), 48.46.062(2) and 
48.46.066(3).

(7) The requirements of subsections (1) through (6) of this sec-
tion may be waived or modified upon the finding by the commissioner 
that a plan contains or involves unique provisions or circumstances 
and that the requirements represent an extraordinary administrative 
burden on the carrier.
[WSR 16-01-081, recodified as § 284-43-6100, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.18.110, 48.44.020, 
48.44.050, 48.46.060, 48.46.200. WSR 08-20-071 (Matter No. R 2008-08), 
§ 284-43-930, filed 9/25/08, effective 10/26/08. Statutory Authority: 
RCW 48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 
2004-05), § 284-43-930, filed 3/3/05, effective 4/3/05. Statutory Au-
thority: RCW 48.02.060 and 48.92.140. WSR 98-11-089 (Matter No. R 
98-8), § 284-43-930, filed 5/20/98, effective 6/20/98. Statutory Au-
thority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 
48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-930, filed 
1/23/98, effective 3/1/98.]
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SUBCHAPTER J
HEALTH PLANS, STAND-ALONE DENTAL PLANS AND STAND-ALONE VISION PLANS—

FILING REQUIREMENTS

WAC 284-43-6500  Applicability and scope.  This subchapter is 
adopted under the general authority of RCW 48.02.060. This subchapter 
applies to health benefit plans as defined in RCW 48.43.005, contracts 
for limited health care services as defined in RCW 48.44.035, stand-
alone dental plans and stand-alone vision plans. This subchapter also 
applies to plans offered by carriers under the requirements of RCW 
48.43.733.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), § 284-43-6500, filed 
11/4/16, effective 12/5/16. Statutory Authority: RCW 48.02.060, 
48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 48.44.023, 
48.46.060 (3)(d) and (5), 48.46.064, 48.46.066, and 2015 c 19. WSR 
16-03-018 (Matter No. R 2015-04), § 284-43-6500, filed 1/8/16, effec-
tive 1/8/16.]

WAC 284-43-6520  Definitions.  For the purpose of this subchap-
ter:

(1) "Contract" means an agreement to provide health care services 
or pay health care costs for or on behalf of a "subscriber" or group 
of "subscribers" and such eligible dependents as may be included 
therein.

(2) "Contract form" means the prototype of a "contract" and any 
associated riders and endorsements filed with the commissioner by a 
carrier.

(3) "Covered person" or "enrollee" has the same meaning as that 
contained in RCW 48.43.005.

(4) "Dependent" has the same meaning as that contained in RCW 
48.43.005.

(5) "Health carrier" or "carrier" means an insurer that issues 
disability insurance regulated under chapter 48.20 or 48.21 RCW, a 
health care service contractor as defined in RCW 48.44.010, or a 
health maintenance organization as defined in RCW 48.46.020, and in-
cludes "issuers" as that term is used in the federal Patient Protec-
tion and Affordable Care Act (Public Law 111-148).

(6) "Large group contracts" or "large group plans" include group 
health benefit plans and stand-alone dental plans or stand-alone vi-
sion plans that are not small group plans and are not individual 
plans.

(7) "Limited health care service contractor" means a health care 
service contractor that offers one and only one limited health care 
service.

(8) "Negotiated contract" form means a health benefit plan or 
stand-alone dental plan or stand-alone vision plan where benefits and 
other terms and conditions, including the applicable rate schedules, 
are negotiated and agreed to by the carrier or limited health care 
service contractor and the policy or contract holder. The only plans 
that carriers can negotiate are large group plans. The negotiated pol-
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icy form and associated rate schedule must otherwise comply with state 
and federal laws governing the content and schedule of rates for the 
negotiated plans.

(9) "Premium" means all sums charged, received, or deposited as 
consideration for a contract or the continuance of a contract. Any as-
sessment, or any "membership," "policy," "survey," "inspection," 
"service," or similar fee or charge made by the carrier in considera-
tion for a contract is part of the premium. Premium does not include 
amounts paid as enrollee point-of-service cost-sharing.

(10) "Rate" or "rates" means all classification manuals, rate 
manuals, rating schedules, class rates, and rating rules.

(11) "Rate schedule" means the schedule of rates that includes 
the description of methodology used to obtain the premium rate for a 
specific individual or group, if given the necessary information such 
as the demographic data and plan design of the individual or group. 
For a single negotiated contract form, the rate schedule also includes 
the premium for the employer.

(12) "Small employer" means an employer that fits within the def-
inition of small employer as that term is used in the federal Patient 
Protection and Affordable Care Act (Public Law 111-148).

(13) "Small group plans" means the class of "group contracts" is-
sued to "small employers." For the purposes of this section, "small 
group contracts" and "small group plans" also apply to stand-alone 
dental plans or stand-alone vision plans.

(14) "Stand-alone dental plan" means coverage for a set of bene-
fits limited to oral care including, but not necessarily limited to, 
pediatric oral care.

(15) "Stand-alone vision plan" means coverage for a set of bene-
fits limited to vision care including, but not necessarily limited to, 
materials.

(16) "Subscriber" means a person on whose behalf a "contract" or 
"certificate" is issued.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 
(2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064, 
48.46.066, and 2015 c 19. WSR 16-03-018 (Matter No. R 2015-04), § 
284-43-6520, filed 1/8/16, effective 1/8/16.]

WAC 284-43-6540  Summary for group contract filings other than 
small group contract filings.

Groups Other Than Small Groups Filing Sum-
mary

Carrier Name  
Address  

  
  

 Contract Holder/Pool Category 
and Name (Check One Box) □ Single Employer Group:

 Employer Name:
 □ Multiemployer other than 

Association/Trust Groups
 Group Pool Name:
 □ Association/Trust Groups
 Association/Trust Group Name:

Contract Form Number  
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Rate Form Number (if different 
from Contract Form Number)

 

Product Name  

If additional space is required to list the contract/rate form 
number and product name, attach a separate sheet.

Rate Renewal Period: From:               To:               
Date Submitted:  
Type of Filing (Check 
One Box)

□ New Group
Contract

 □ Revision of 
Existing Group 
Contract

Proposed Rate Schedules: Attach a separate sheet to list all pro-
posed tier rates.

Rate Summary 
Current Rate (Composite per 
employee or per member) $               per member per month
Percentage Rate Change                 %
New Rate $               per member per month
Average Number of Enrollees 
Each Month During the 
Experience Period (If the average 
number of enrollees is equal to or 
less than fifty, explain why this is 
not a small group, as defined in 
RCW 48.43.005.)                          
Anticipated Loss Ratio                       %
Portion of carrier's total 
enrollment affected                       %

Portion of carrier's total premium 
revenue affected                       %

Summary of Contract Experience
 Experience 

Period
First Prior 

Period
Second 
Prior

Period
 From  To From  To From  To
Member Months    
Billed Premium    
Incurred Claims    
Expenses    
Gain/Loss    
Experience Refund/
Credit or Recoupment

   

Earned Premium (Billed 
Premium -/+ Refund/
Credit or Recoupment)

   

Loss Ratio Percentage    

  Attach comments or additional information.
  Preparer's Information

Name:  
Title:  

Telephone Number:  
  

[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 
(2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064, 
48.46.066, and 2015 c 19. WSR 16-03-018 (Matter No. R 2015-04), § 
284-43-6540, filed 1/8/16, effective 1/8/16.]
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WAC 284-43-6560  When a carrier is required to file.  (1) All 
rates and forms of group health benefit plans other than small group 
plans and all stand-alone dental and stand-alone vision plans offered 
by a health carrier or limited health care service contractor as de-
fined in RCW 48.44.035 and modification of a contract form or rate 
must be filed before the contract form is offered for sale to the pub-
lic and before the rate schedule is used.

(2) Filings of negotiated contract forms for groups other than 
small groups, and applicable rate schedules, that are placed into ef-
fect at time of negotiation or that have a retroactive effective date 
are not required to be filed in accordance with subsection (1) of this 
section, but must be filed within thirty working days after the earli-
er of:

(a) The date group contract negotiations are completed; or
(b) The date renewal premiums are implemented.
(3) When a carrier submits a late filing, the carrier must in-

clude an explanation on the filing document describing why the carrier 
submitted the filing late.

(4) The negotiated policy form and associated rate schedule must 
otherwise comply with state and federal laws governing the content and 
schedule of rates for the negotiated plans.

(5) Stand-alone dental plans and stand-alone vision plans offered 
by a disability insurer to out-of-state groups specified by RCW 
48.21.010(2) may be negotiated, but may not be offered in this state 
before the commissioner finds that the stand-alone dental plan or 
stand-alone vision plan otherwise meets the standards set forth in RCW 
48.21.010 (2)(a) and (b).
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 
(2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064, 
48.46.066, and 2015 c 19. WSR 16-03-018 (Matter No. R 2015-04), § 
284-43-6560, filed 1/8/16, effective 1/8/16.]

WAC 284-43-6580  General contents of all filings.  Each filing 
required by WAC 284-43-6560 must be submitted with the filing trans-
mittal form prescribed by and available from the commissioner. The 
form must include the name of the filing entity, its address, identi-
fication number, the type of filing being submitted, the form name or 
group name and number, and other relevant information. Filings also 
must include the information required on the filing summary set forth 
in WAC 284-43-6660 for individual and small group plans and rate 
schedules or as set forth in WAC 284-43-6540 for group plans and rate 
schedules other than those for small groups.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), amended and recodified as § 
284-43-6580, filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodi-
fied as § 284-43-6060, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.02.060, 48.18.110, 48.44.020, 48.44.050, 48.46.060, 
48.46.200. WSR 08-20-071 (Matter No. R 2008-08), § 284-43-925, filed 
9/25/08, effective 10/26/08. Statutory Authority: RCW 48.02.060, 
48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 
284-43-925, filed 3/3/05, effective 4/3/05. Statutory Authority: RCW 
48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 
48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 
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98-04-011 (Matter No. R 97-2), § 284-43-925, filed 1/23/98, effective 
3/1/98.]

WAC 284-43-6590  Requirements for mitigating inequity in the 
health insurance market.  For the purposes of mitigating inequity in 
the health insurance market, unless waived by the commissioner pur-
suant to RCW 48.43.725 and subsection (3) of this section, the commis-
sioner must assess a fee on any health carrier offering a health plan 
or student health plan that excludes, under state or federal law, any 
benefit mandated or required by Title 48 RCW or rules adopted by the 
commissioner. Such health carrier must:

(1) Notify each enrollee in writing of the following:
(a) Which benefits the health plan or student health plan does 

not cover; and
(b) Alternate ways in which the enrollees may access excluded 

benefits in a timely manner.
(2) As part of its form filing:
(a) Provide a sample notification to enrollees as required in 

subsection (1) of this section;
(b) Include in the benefit description alternate ways enrollees 

may access excluded benefits in a timely manner; and
(c) Describe how enrollees have prompt access to the information 

required under subsection (1) of this section.
(3) As part of its rate filing:
(a) Include a cover letter and as a separate supporting document, 

a description of excluded benefits and the specific state or federal 
law permitting the benefit exclusion;

(b) Submit the health carrier's supporting documentation for cal-
culating the amount of estimated fee, per member per month and in to-
tal. The estimated fee in total must be the actuarial equivalent of 
costs attributed to the provision and administration of the excluded 
benefit for members in the rating group or rating pool. The carrier 
must include a certification by a member of the American Academy of 
Actuaries that the estimated fee in total is the actuarial equivalent 
of costs attributed to the provision and administration of the exclu-
ded benefit; and

(c) If a health carrier intends to request the commissioner's ap-
proval to waive the fee calculated in this subsection, the health car-
rier must submit:

(i) A separate document requesting a fee waiver;
(ii) A description of any excluded mandated or required benefit 

and the specific state or federal law permitting the benefit exclu-
sion; and

(iii) A detailed description of alternative access provided by 
the carrier to any excluded mandated or required benefit. The descrip-
tion should include sufficient information for the commissioner to de-
termine whether a carrier excluding a mandated or required benefit has 
provided enrollees alternative access to such benefit. In making a 
fee-waiver determination, the commissioner may take into account time-
ly access, cost, ease of use, and provider access.

The commissioner may request from the carrier additional informa-
tion or documents necessary to evaluate the fee-waiver request.

(4) The commissioner's determination whether to grant the fee 
waiver requested by the carrier will be part of the rate filing re-
cords.
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(5) If a fee waiver is not requested or granted based upon a re-
quest in the rate filing, fees calculated and assessed by the commis-
sioner under RCW 48.43.725(2) and subsection (3) of this section, must 
be paid by the health carrier to the OIC within sixty days after the 
rate filing is approved.
[Statutory Authority: 2020 c 283, RCW 48.02.060, 48.43.072, and 
48.43.073. WSR 21-01-163, § 284-43-6590, filed 12/18/20, effective 
1/18/21.]

WAC 284-43-6600  Issuer filing of attestation form, transparency 
tools.  Every issuer offering or renewing a health benefit plan on or 
after January 1, 2016, must attest to the insurance commissioner that 
the transparency tools available to their members meet the require-
ments of RCW 48.43.007.

(1) Annually, each health plan issuer must file an attestation 
form with the insurance commissioner for each line of business written 
by the issuer. For purposes of this section, line of business is de-
fined as individual, small group and large group health plans.

(2) The form must be signed by an officer of the issuer that is 
responsible for ensuring compliance with RCW 48.43.007.

(3) The form must be submitted to the insurance commissioner no 
later than February 1st of each calendar year. Instructions for filing 
of the form will be available on the insurance commissioner's website 
no later than sixty days prior to the filing deadline.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), recodified as § 
284-43-6600, filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodi-
fied as § 284-43-6080, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.02.060, 48.43.340, and 48.44.050. WSR 15-21-095 
(Matter No. R 2015-03), § 284-43-927, filed 10/21/15, effective 
1/1/16.]

WAC 284-43-6620  Experience records.  (1) For each plan, carriers 
must maintain the following records for five years:

(a) Incurred claims;
(b) Earned premiums; and
(c) Expenses.
(2) Such records must include data for rider and endorsement 

forms that are used with the contract forms. Separate data may be 
maintained for each rider or endorsement form as appropriate. For re-
cordkeeping purposes, carriers may combine experience under contract 
forms that provide substantially similar coverage.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), recodified as § 
284-43-6620, filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodi-
fied as § 284-43-6120, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 
(Matter No. R 2004-05), § 284-43-935, filed 3/3/05, effective 4/3/05. 
Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 
(2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-935, filed 
1/23/98, effective 3/1/98.]

Certified on 12/21/2021 Page 136



WAC 284-43-6640  Evaluating experience data.  In determining the 
credibility and appropriateness of experience data, consideration will 
be given to all relevant factors, including:

(1) Statistical credibility of the amount charged and services 
and benefits paid, such as low exposure, low loss frequency, and re-
coupment;

(2) Actual and projected trends relative to changes in medical 
costs and changes in utilization;

(3) The mix of business by risk classification; and
(4) Adverse selection or lapse factors reasonably expected in 

connection with revisions to plan provisions, services, benefits, and 
amount charged.
[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), recodified as § 
284-43-6640, filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodi-
fied as § 284-43-6140, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.02.060, 48.44.050, and 48.46.200. WSR 05-07-006 
(Matter No. R 2004-05), § 284-43-940, filed 3/3/05, effective 4/3/05. 
Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, 48.44.020 
(2)(d), 48.44.022, 48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 
48.46.066. WSR 98-04-011 (Matter No. R 97-2), § 284-43-940, filed 
1/23/98, effective 3/1/98.]

WAC 284-43-6660  Summary for individual and small group contract 
filings.

INDIVIDUAL AND SMALL GROUP FILING SUMMARY
Carrier Name 

Address 
  
  

Carrier Identification Number 
  

Rate Renewal 
Period: From

 
To

 

Date Submitted:  
  

Proposed Rate Summary
Current community rate per month

Proposed community rate per month
Percentage change %

Portion of carrier's total enrollment affected %
Portion of carrier's total premium revenue 

affected %
  

Components of Proposed Community Rate

 Dollars Per Month
% of
Total

a) Claims   
b) Expenses   
c) Contribution to surplus, 
contingency charges, or risk 
charges
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 Dollars Per Month
% of
Total

d) Investment earnings   
e) Total (a + b + c - d)   

Summary of Pooled Experience

 
Experience 

Period
First Prior 

Period

Second 
Prior

Period
 From  To From To From To
Member Months    
Earned Premium    
Paid Claims    
Beginning Claim 
Reserve

   

Ending Claim Reserve    
Incurred Claims    
Expenses    
Gain/Loss    
Loss Ratio Percentage    

General Information
1. Trend Factor Summary

Type of Service
Annual Trend

Assumed
Portion of Claim

Dollars
Hospital % %
Professional % %
Prescription Drugs % %
Dental % %
Other % %

2. List the effective date and the rate of increase for all rate 
changes in the past three rate periods.

1)  2)  3)  

 Date %  Date %  Date %
3. Since the previous filing, have any changes been made to the 
factors or methodology for adjusting base rates?

Geographic Area □ Yes □ No
Family Size □ Yes □ No
Age □ Yes □ No
Wellness Activities □ Yes □ No
Other (specify) □ Yes □ No

4. Attach a table showing the base rate for each plan affected by 
this filing.
5. Attach comments or additional information.
6. Preparer's Information

Name:  
Title:  

Telephone Number:  

[Statutory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 
156. WSR 16-23-019 (Matter No. R 2016-06), recodified as § 
284-43-6660, filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodi-
fied as § 284-43-6160, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.02.060, 48.18.110, 48.44.020, 48.44.050, 48.46.060, 
48.46.200. WSR 08-20-071 (Matter No. R 2008-08), § 284-43-945, filed 
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9/25/08, effective 10/26/08. Statutory Authority: RCW 48.02.060, 
48.44.050, and 48.46.200. WSR 05-07-006 (Matter No. R 2004-05), § 
284-43-945, filed 3/3/05, effective 4/3/05. Statutory Authority: RCW 
48.02.060, 48.44.050, 48.46.200, 48.44.020 (2)(d), 48.44.022, 
48.44.023, 48.46.060 (3)(d) and (5), 48.46.064 and 48.46.066. WSR 
98-04-011 (Matter No. R 97-2), § 284-43-945, filed 1/23/98, effective 
3/1/98.]

WAC 284-43-6680  Geographic rating area factor development.  (1) 
For nongrandfathered individual or small group health plans offered, 
issued or renewed on or after January 1, 2014, and on or before Decem-
ber 31, 2018, if an issuer elects to adjust its premium rates based on 
geographic area, the issuer must use the geographic rating areas des-
ignated in WAC 284-43-6700.

(2) The premium ratio for the highest cost geographic rating 
area, when compared to the lowest cost geographic rating area, must 
not be more than 1.15.

(a) King County is the index geographic rating area for purposes 
of calculating the premium ratio. The geographic rating area factor 
for the index area must be set at 1.00.

(b) A health-status related factor may not be used to establish a 
rating factor for a geographic rating area. Health factor means any of 
the following:

(i) Health status of enrollees or the population in an area;
(ii) Medical condition of enrollees or the population in an area, 

including both physical and mental illnesses;
(iii) Claims experience;
(iv) Health services utilization in the area;
(v) Medical history of enrollees or the population in an area;
(vi) Genetic information of enrollees or the population in an 

area;
(vii) Disability status of enrollees or the population in an 

area;
(viii) Other evidence of insurability applicable in the area.
(3) Assignment of a factor to a geographic rating area must be 

actuarially sound and based on provider reimbursement differences. An 
issuer must fully document the basis for the assigned rating factors 
in the actuarial memo submitted with a rate filing.

(4) The geographic rating area factors must be applied uniformly 
to individuals or small groups applying for or receiving coverage from 
the issuer.

(5) For out-of-state enrollees covered under a health benefit 
plan issued to a Washington resident, an issuer must apply the geo-
graphic rating area factor based on the primary subscriber's Washing-
ton residence. For out-of-state enrollees who are covered under a 
health benefit plan issued through an employer whose primary place of 
business is Washington, an issuer must apply the geographic rating 
area factor based on the employer's primary place of business.

(6) This section does not apply to stand alone dental plans of-
fered on the Washington health benefit exchange.
[Statutory Authority: RCW 48.02.060, 48.43.733, and 45 C.F.R. 147.102. 
WSR 18-07-053, § 284-43-6680, filed 3/14/18, effective 4/14/18. Statu-
tory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 156. 
WSR 16-23-019 (Matter No. R 2016-06), amended and recodified as § 
284-43-6680, filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodi-
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fied as § 284-43-6200, filed 12/14/15, effective 12/14/15. Statutory 
Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 45 C.F.R. 147.102. 
WSR 13-11-003 (Matter No. R 2013-01), § 284-170-250, filed 5/1/13, ef-
fective 6/1/13.]

WAC 284-43-6681  Geographic rating area factor development on or 
after January 1, 2019.  (1) For nongrandfathered individual or small 
group health plans offered, issued or renewed on or after January 1, 
2019, if an issuer elects to adjust its premium rates based on geo-
graphic area, the issuer must use the geographic rating areas designa-
ted in WAC 284-43-6701.

(2)(a) Except as provided in (b) and (c) of this subsection the 
premium ratio for the highest cost geographic rating area, when com-
pared to the lowest cost geographic rating area, must not be more than 
1.15.

(b) An issuer that offers qualified health plans as described in 
RCW 43.71.065 in every county in six or more rating areas designated 
in WAC 284-43-6701 may utilize a premium ratio for the highest cost 
geographic rating area, when compared to the lowest cost geographic 
area of up to 1.22, if the development of rating factors is actuarial-
ly justified and meets all applicable requirements.

(c) An issuer that offers qualified health plans as described in 
RCW 43.71.065 in every county in every rating area designated in WAC 
284-43-6701 may utilize a premium ratio for the highest cost geograph-
ic rating area, when compared to the lowest cost geographic area of up 
to 1.40, if the development of rating factors is actuarially justified 
and meets all applicable requirements.

(d)(i) The area factor for the index geographic rating area must 
be set at 1.00. Except to the extent provided otherwise in (d) of this 
subsection, King County is the index geographic rating area for purpo-
ses of calculating the premium ratio.

(ii) If King County (area 1) is not in an issuer's service area, 
the geographic rating area of the county with the largest enrollment 
in the issuer's service area must be set at 1.00.

(iii) If the issuer offers both individual and small group health 
plans and either the individual or small group health plans are not 
offered in King County (area 1), the index geographic rating area may 
be different for individual and small group health plans. The index 
geographic rating area for each market must be established consistent 
with (d)(i) or (ii) of this subsection as applicable.

(iv) If the issuer is new to the Washington state market, the 
geographic rating area within the issuer's service area that has the 
greatest number of counties must be set at 1.00.

(3) A health-status related factor may not be used to establish a 
rating factor for a geographic rating area. Health factor means any of 
the following:

(a) Health status of enrollees or the population in an area;
(b) Medical condition of enrollees or the population in an area, 

including physical, mental, or behavioral health illnesses;
(c) Claims experience;
(d) Health services utilization in the area;
(e) Medical history of enrollees or the population in an area;
(f) Genetic information of enrollees or the population in an 

area;
(g) Disability status of enrollees or the population in an area; 

or
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(h) Other evidence of insurability to the area.
(4) Assignment of a factor to a geographic rating area must be 

actuarially sound and based on provider costs and practice pattern 
differences. An issuer must fully document the basis for the assigned 
rating factors in the actuarial memorandum submitted with a rate fil-
ing.

(5) The geographic rating area factors used in health plans filed 
with the commissioner must be applied uniformly to those individuals 
or small groups applying for or receiving coverage from the issuer.

(6) For out-of-state enrollees under a health benefit plan issued 
to a Washington resident, an issuer must apply the geographic rating 
area factor based on the primary subscriber's Washington residence. 
For out-of-state enrollees who are covered under a health benefit plan 
issued through an employer whose primary place of business is Washing-
ton, an issuer must apply the geographic rating area factor based on 
the employer's primary place of business.
[Statutory Authority: RCW 48.02.060, 48.43.733, and 45 C.F.R. 147.102. 
WSR 18-07-053, § 284-43-6681, filed 3/14/18, effective 4/14/18.]

WAC 284-43-6700  Geographic rating area designation.  (1) The 
following geographic rating areas are designated for Washington state 
for nongrandfathered individual and small group plans offered, issued, 
or renewed on or after January 1, 2014, and on or before December 31, 
2018:

Area 1: Index geographic rating area: King County.
Area 2: Clallam, Cowlitz, Grays Harbor, Island, Jefferson, Mason, 

Lewis, Kitsap, Pacific, Pierce, San Juan, Skagit, Snohomish, Thurston, 
Wahkiakum, and Whatcom counties.

Area 3: Clark, Klickitat, and Skamania counties.
Area 4: Ferry, Lincoln, Pend Oreille, Spokane, and Stevens coun-

ties.
Area 5: Adams, Asotin, Benton, Chelan, Columbia, Douglas, Frank-

lin, Garfield, Grant, Kittitas, Okanogan, Walla Walla, Whitman, and 
Yakima counties.

(2) The commissioner will review the geographic rating area des-
ignation in this section not more frequently than every three years, 
beginning January 31, 2016. The commissioner will publish changes in 
the geographic rating area designation within sixty days of the review 
date.
[Statutory Authority: RCW 48.02.060, 48.43.733, and 45 C.F.R. 147.102. 
WSR 18-07-053, § 284-43-6700, filed 3/14/18, effective 4/14/18. Statu-
tory Authority: RCW 48.02.060, 48.44.050, 48.46.200, and 2016 c 156. 
WSR 16-23-019 (Matter No. R 2016-06), recodified as § 284-43-6700, 
filed 11/4/16, effective 12/5/16. WSR 16-01-081, recodified as § 
284-43-6220, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.44.050, 48.46.200, and 45 C.F.R. 147.102. WSR 
13-11-003 (Matter No. R 2013-01), § 284-170-252, filed 5/1/13, effec-
tive 6/1/13.]

WAC 284-43-6701  Geographic rating area designation on or after 
January 1, 2019.  (1) The following geographic rating areas are desig-
nated for Washington state for nongrandfathered individual and small 
group plans issued or renewed on or after January 1, 2019:
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Area 1: King County.
Area 2/West: Clallam, Cowlitz, Grays Harbor, Jefferson, Kitsap, 

Lewis, Pacific, and Wahkiakum counties.
Area 3/South: Clark, Klickitat, and Skamania counties.
Area 4/Northeast: Ferry, Lincoln, Pend Oreille, Spokane, and Ste-

vens counties.
Area 5/South Sound: Mason, Pierce, and Thurston counties.
Area 6/South Central: Benton, Franklin, Kittitas, and Yakima 

counties.
Area 7/North Central: Adams, Chelan, Douglas, Grant, and Okanogan 

counties.
Area 8/Northwest: Island, San Juan, Skagit, Snohomish, and What-

com counties.
Area 9/Southeast: Asotin, Columbia, Garfield, Walla Walla, and 

Whitman counties.
(2) The commissioner will review the geographic rating area des-

ignation in this section not more frequently than every three years, 
beginning January 31, 2021.
[Statutory Authority: RCW 48.02.060, 48.43.733, and 45 C.F.R. 147.102. 
WSR 18-07-053, § 284-43-6701, filed 3/14/18, effective 4/14/18.]

SUBCHAPTER K
MENTAL HEALTH AND SUBSTANCE USE DISORDER

WAC 284-43-7000  Scope and intent—Parity in mental health and 
substance use disorder benefits.  This subchapter applies to:

(1) Health plans;
(2) Plans deemed by the commissioner to have a short-term limited 

purpose or duration;
(3) Plans deemed by the commissioner to be student-only health 

plans that are guaranteed renewable while the covered person is enrol-
led as a regular, full-time undergraduate student at an accredited 
higher education institution; and

(4) Issuers.
The purpose of this subchapter is to consolidate existing state 

mental health and substance use disorder regulation with federal men-
tal health and substance use disorder parity requirements into state 
regulation. This rule also provides health plans, plans deemed by the 
commissioner to have a short-term limited purpose or duration, or to 
be student-only health plans that are guaranteed renewable while the 
covered person is enrolled as a regular, full-time undergraduate stu-
dent at an accredited higher education institution and issuers with 
the method of demonstrating compliance with these requirements. A plan 
or issuer's obligation to comply with these requirements is nondelega-
ble; a plan or issuer is obligated to ensure compliance with WAC 
284-43-7000 through 284-43-7120, even if they use a third-party vendor 
or subcontracting arrangement. A plan or issuer is not exempt from any 
of these requirements because it relied upon a third-party vendor or 
subcontracting arrangement for administration of any aspect of its 
mental health or substance use disorder benefits or services.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-7000, filed 11/23/20, effective 
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12/24/20. WSR 16-01-081, recodified as § 284-43-7000, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 
48.44.050, 48.46.200 and Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 
14-23-057 (Matter No. R 2012-29), § 284-43-990, filed 11/17/14, effec-
tive 12/18/14.]

WAC 284-43-7010  Definitions.  Aggregate lifetime limit means a 
dollar limitation on the total amount of specified benefits that may 
be paid under a plan (or health insurance coverage offered in connec-
tion with a plan) for any coverage unit.

Annual dollar limit means a dollar limitation on the total amount 
of specified benefits that may be paid in a twelve-month period under 
a plan (or health insurance coverage offered in connection with a 
plan) for any coverage unit.

Approved treatment program means a discrete program of substance 
use disorder treatment provided by a treatment program certified by 
the department of health as meeting standards adopted under chapter 
71.24 RCW.

Classification of benefits means a group into which all medical/
surgical benefits and mental health or substance use disorder benefits 
offered by a plan must fall. For the purposes of this rule, the only 
classifications that may be used are: Inpatient, in-network; inpa-
tient, out-of-network; outpatient, in-network; outpatient, out-of-net-
work; emergency care; and prescription drugs.

Coverage unit means the way in which a plan or issuer groups in-
dividuals for purposes of determining benefits, or premiums or contri-
butions. For example, different coverage units include self-only, fam-
ily, and employee-plus-spouse.

Cumulative financial requirements means financial requirements 
that determine whether or to what extent benefits are provided based 
on accumulated amounts and include deductibles and out-of-pocket maxi-
mums. Financial requirements do not include aggregate lifetime or an-
nual dollar limits.

Cumulative quantitative treatment limitations means treatment 
limitations that determine whether or to what extent benefits are pro-
vided based on accumulated amounts, such as annual or lifetime day or 
visit limits.

Emergency condition, for the purpose of this subchapter, means a 
medical, mental health or substance use disorder condition manifesting 
itself by acute symptoms of sufficient severity, including severe emo-
tional or physical distress or a combination of severe emotional and 
physical distress, that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonably expect the absence 
of immediate medical, mental health or substance use disorder treat-
ment attention to result in a condition placing the health of the in-
dividual, or with respect to a pregnant woman, the health of the woman 
or her unborn child, in serious jeopardy.

Essential health benefits (EHBs). EHBs have the same definition 
as found in WAC 284-43-5600 or 284-43-5602, as appropriate. The defi-
nition of EHBs includes mental health and substance use disorder serv-
ices, including behavioral health treatment. For EHBs, including men-
tal health and substance use disorder benefits, federal and state law 
prohibit limitations on age, condition, lifetime and annual dollar 
amounts.
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Financial requirements means cost sharing measures such as deduc-
tibles, copayments, coinsurance, and out-of-pocket maximums. Financial 
requirements do not include aggregate lifetime or annual dollar lim-
its.

Health carrier or issuer has the same meaning as RCW 
48.43.005(25).

Health plan has the same meaning as RCW 48.43.005(26).
Medical/surgical benefits means benefits with respect to items or 

services for medical conditions or surgical procedures, as defined un-
der the terms of the plan or health insurance coverage and in accord-
ance with applicable federal and state law, but does not include men-
tal health or substance use disorder benefits. Any condition defined 
by the plan or coverage as being a medical/surgical condition must be 
defined to be consistent with generally recognized independent stand-
ards of current medical practice (for example, the most current ver-
sion of the International Classification of Diseases (ICD) or state 
guidelines).

Medically necessary or medical necessity:
(a) With regard to substance use disorder is defined by the most 

recent version of The ASAM Criteria, Treatment Criteria for Addictive, 
Substance Related, and Co-Occurring Conditions as published by the 
American Society of Addiction Medicine (ASAM).

(b) With regard to mental health services, pharmacy services, and 
any substance use disorder benefits not governed by ASAM, is a carrier 
determination as to whether a health service is a covered benefit be-
cause the service is consistent with generally recognized standards 
within a relevant health profession.

Mental health benefits means benefits with respect to items or 
services for mental health and substance use disorder conditions, as 
defined under the terms of the plan or health insurance coverage and 
in accordance with applicable federal and state law. Any condition de-
fined by the plan or coverage as being a mental health condition must 
be defined to be consistent with the most current version of the Diag-
nostic and Statistical Manual of Mental Disorders, as published by the 
American Psychiatric Association.

Nonquantitative treatment limitations (NQTL) means processes, 
strategies, or evidentiary standards, or other factors that are not 
expressed numerically, but otherwise limit the scope or duration of 
benefits for treatment. NQTLs include, but are not limited to:

(a) Medical management standards limiting or excluding benefits 
based on medical necessity or medical appropriateness, or based on 
whether the treatment is experimental or investigative;

(b) Formulary design for prescription drugs;
(c) For plans with multiple network tiers (such as preferred pro-

viders and participating providers), network tier design;
(d) Standards for provider admission to participate in a network, 

including reimbursement rates;
(e) Plan methods for determining usual, customary, and reasonable 

charges;
(f) Refusal to pay for higher-cost therapies until it can be 

shown that a lower-cost therapy is not effective (also known as fail-
first policies or step therapy protocols);

(g) Exclusions based on failure to complete a course of treat-
ment; and

(h) Restrictions based on geographic location, facility type, 
provider specialty, and other criteria that limit the scope or dura-
tion of benefits for services provided under the plan or coverage.
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Plan means a health plan, a short-term limited duration medical 
plan or a student-only health plan.

Predominant level: If a type of financial requirement or quanti-
tative treatment limitation applies to substantially all medical sur-
gical benefits in a classification, the predominant level is the level 
that applies to more than one-half of the medical/surgical benefits in 
that classification subject to the financial requirement or quantita-
tive treatment limitation.

Quantitative parity analysis means a mathematical test by which 
plans and issuers determine what level of a financial requirement or 
quantitative treatment limitation, if any, is the most restrictive 
level that could be imposed on mental health or substance use disorder 
benefits within a classification.

Quantitative treatment limitations means types of objectively 
quantifiable treatment limitations such as frequency of treatments, 
number of visits, days of coverage, days in a waiting period or other 
similar limits on the scope or duration of treatment.

Short-term limited duration medical plan means a plan deemed by 
the commissioner to have a short-term limited purpose or duration.

Student-only health plan means a health plan that is guaranteed 
renewable while the covered person is enrolled as a regular, full-time 
undergraduate student at an accredited higher education institution.

Substance use disorder means a substance-related or addictive 
disorder listed in the most current version of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) published by the American 
Psychiatric Association.

Substance use disorder benefits means benefits with respect to 
items or services for substance use disorders, as defined under the 
terms of the plan or health insurance coverage and in accordance with 
applicable federal and state law. Substance use disorder benefits must 
include payment for reasonable charges for medically necessary treat-
ment and supporting service rendered to an enrollee either within an 
approved treatment program or by a health care professional that meets 
the requirements of RCW 18.205.040(2), as part of the approved treat-
ment plan.

Substantially all: A type of financial requirement or quantita-
tive treatment limitation considered to apply to substantially all 
medical/surgical benefits in a classification of benefits if it ap-
plies to at least two-thirds of all medical/surgical benefits in that 
classification as determined by WAC 284-43-7040 (2)(a).

Treatment limitations means limits on benefits based on the fre-
quency of treatment, number of visits, days of coverage, days in a 
waiting period, or other similar limits on the scope or duration of 
treatment. Treatment limitations include both quantitative treatment 
limitations, which are expressed numerically (such as fifty outpatient 
visits per year), and nonquantitative treatment limitations, which 
otherwise limit the scope or duration of benefits for treatment under 
a plan or coverage. A permanent exclusion of all benefits for a par-
ticular condition or disorder, however, is not a treatment limitation 
for purposes of this section.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-7010, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter 
No. R 2016-11), § 284-43-7010, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-7010, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
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48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity 
and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Mat-
ter No. R 2012-29), § 284-43-991, filed 11/17/14, effective 12/18/14.]

WAC 284-43-7020  Classification of benefits.  (1) A plan provid-
ing mental health or substance use disorder benefits, must provide 
mental health or substance use disorder benefits in every classifica-
tion in which medical/surgical benefits are provided.

(2) Parity requirements must be applied to the following six 
classifications of benefits: Inpatient, in-network; inpatient, out-of-
network; outpatient, in-network; outpatient, out-of-network; emergency 
care; and prescription drugs. These are the only classifications of 
benefits that can be used.

(a) Inpatient, in-network. Benefits furnished on an inpatient ba-
sis and within a network of providers established or recognized under 
a plan or health insurance coverage.

(b) Inpatient, out-of-network. Benefits furnished on an inpatient 
basis and outside any network of providers established or recognized 
under a plan or health insurance coverage. This classification in-
cludes inpatient benefits under a plan (or health insurance coverage) 
that has no network of providers.

(c) Outpatient, in-network. Benefits furnished on an outpatient 
basis and within a network of providers established or recognized un-
der a plan or health insurance coverage.

(d) Outpatient, out-of-network. Benefits furnished on an outpa-
tient basis and outside any network of providers established or recog-
nized under a plan or health insurance coverage. This classification 
includes outpatient benefits under a plan (or health insurance cover-
age) that has no network of providers.

(e) Emergency care. Benefits for treatment of an emergency condi-
tion related to a mental health or substance use disorder. Such bene-
fits must comply with the requirements for emergency medical services 
in RCW 48.43.093. Medically necessary detoxification must be covered 
as an emergency medical condition according to RCW 48.43.093, and may 
be provided in hospitals licensed under chapter 70.41 RCW. Medically 
necessary detoxification services must not require prenotification.

(f) Prescription drugs. Benefits for prescription drugs.
(3) In determining the classification in which a particular bene-

fit belongs, a plan must apply the same standards to medical/surgical 
benefits as applied to mental health or substance use disorder bene-
fits.

An issuer or plan must assign covered intermediate mental health/
substance use disorder benefits such as residential treatment, partial 
hospitalization, and intensive outpatient treatment, to the existing 
six classifications in the same way that they assign comparable inter-
mediate medical/surgical benefits to these classifications. For exam-
ple, if a plan classifies medical care in skilled nursing facilities 
as inpatient benefits, then it must also treat covered mental health 
care in residential treatment facilities as inpatient benefits. If a 
plan or issuer treats home health care as an outpatient benefit, then 
any covered intensive outpatient mental health or substance use disor-
der services and partial hospitalization must be considered outpatient 
benefits as well.

(4) A plan or issuer may not apply any financial requirement or 
treatment limitation to mental health or substance use disorder bene-
fits that is more restrictive than the predominant financial require-
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ment or treatment limitation applied to medical/surgical benefits. 
This parity analysis must be calculated for each type of financial re-
quirement or treatment limitation within a coverage unit for each 
classification of services.

(5) Medical/surgical benefits and mental health or substance use 
disorder benefits cannot be categorized as being offered outside of 
these six classifications and therefore not subject to the parity 
analysis.

(a) A plan or issuer must treat the least restrictive level of 
the financial requirement or quantitative treatment limitation that 
applies to at least two-thirds of medical/surgical benefits across all 
provider tiers in a classification as the predominant level that it 
may apply to mental health or substance use disorder benefits in the 
same classification.

(b) If a plan or issuer classifies providers into tiers, and var-
ies cost-sharing based on the different tiers, the criteria for clas-
sification must be applied to generalists and specialists providing 
mental health or substance use disorder services no more restrictively 
than such criteria are applied to medical/surgical benefit providers.

(6) Permitted subclassifications:
(a) A plan or issuer is permitted to divide benefits furnished on 

an outpatient basis into two subclassifications:
(i) Office visits; and
(ii) All other outpatient items and services.
(b) A plan or issuer may divide its benefits furnished on an in-

network basis into subclassifications that reflect network tiers, if 
the tiering is based on reasonable factors and without regard to 
whether a provider is a mental health or substance use disorder pro-
vider or a medical/surgical provider.

(c) After network tiers are established, the plan or issuer may 
not impose any financial requirement or treatment limitation on mental 
health or substance use disorder benefits in any tier that is more re-
strictive than the predominant financial requirement or treatment lim-
itation that applies to substantially all medical/surgical benefits in 
that tier.

(d) If a plan applies different levels of financial requirements 
to different tiers of prescription drug benefits based on reasonable 
factors and without regard to whether a drug is generally prescribed 
with respect to medical/surgical benefits or with respect to mental 
health/substance use disorder benefits, the plan satisfies the parity 
requirements with respect to prescription drug benefits. Reasonable 
factors include: Cost, efficacy, generic versus brand name, and mail 
order versus pharmacy pick-up.

(e) A parity analysis applying the financial requirement and 
treatment rules found in WAC 284-43-7040 and 284-43-7060 must be per-
formed for each type of financial requirement or quantitative treat-
ment limitation within a coverage unit for each subclassification of 
services.

(7) Prohibited subclassifications: All subclassifications other 
than the permitted subclassification listed in subsection (6) of this 
section are specifically prohibited. For example, a plan is prohibited 
from basing a subclassification on generalists and specialists.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-7020, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter 
No. R 2016-11), § 284-43-7020, filed 7/6/16, effective 8/6/16. WSR 
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16-01-081, recodified as § 284-43-7020, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity 
and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Mat-
ter No. R 2012-29), § 284-43-992, filed 11/17/14, effective 12/18/14.]

WAC 284-43-7040  Measuring plan benefits—Financial requirements 
and quantitative treatment limitations.  (1) Classification of bene-
fits must be measured as follows:

(a) By type and level of financial requirement or treatment limi-
tation.

(i) A financial requirement or treatment limitation type includes 
deductibles, copayments, coinsurance, and out-of-pocket maximums. 
Types of quantitative treatment limitations include annual, episode, 
and lifetime day and visit limits.

(ii) A financial requirement or treatment limitation level in-
cludes the amount of the financial requirement or treatment limitation 
type. For example, different levels of coinsurance include twenty per-
cent and thirty percent; different levels of a copayment include fif-
teen dollars and twenty dollars; different levels of a deductible in-
clude two hundred fifty dollars and five hundred dollars; and differ-
ent levels of an episode limit include twenty-one inpatient days per 
episode and thirty inpatient days per episode.

(b) A plan or issuer may not apply any financial requirement or 
quantitative treatment limitation to mental health/substance use dis-
order benefits in any classification that is more restrictive than the 
predominant financial requirement or quantitative treatment limitation 
of that type applied to substantially all medical/surgical benefits in 
the same classification. Whether a financial requirement or treatment 
limitation is a predominant financial requirement or treatment limita-
tion that applies to substantially all medical/surgical benefits in a 
classification is determined separately for each type of financial re-
quirement or treatment limitation.

(c) The determination of the portion of medical/surgical benefits 
in a classification of benefits subject to a financial requirement or 
quantitative treatment limitation (or subject to any level of a finan-
cial requirement or quantitative treatment limitation) is based on the 
dollar amount of all plan payments for medical/surgical benefits in 
the classification expected to be paid under the plan for the plan 
year.

(i) The dollar amount of plan payments is based on the amount the 
plan allows (before enrollee cost sharing) rather than the amount the 
plan pays (after enrollee cost sharing) because payment based on the 
allowed amount covers the full scope of the benefits being provided.

(ii) A reasonable actuarial method must be used to determine the 
dollar amount expected to be paid under a plan for medical/surgical 
benefits subject to a financial requirement or quantitative treatment 
limitation.

(d) Clarifications for certain threshold requirements when per-
forming "substantially all" and "predominant" tests.

(i) For any deductible, the dollar amount of plan payments in-
cludes all plan payments with respect to claims that would be subject 
to the deductible if it had not been satisfied.

(ii) For any out-of-pocket maximum, the dollar amount of plan 
payments includes all plan payments associated with out-of-pocket pay-
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ments that are taken into account towards the out-of-pocket maximum as 
well as all plan payments associated with out-of-pocket payments that 
would have been made towards the out-of-pocket maximum if it had not 
been satisfied.

(iii) Similar rules apply for any other thresholds at which the 
rate of plan payment changes.

(2) Application to different coverage units. If a plan or insurer 
applies different levels of a financial requirement or quantitative 
treatment limitation to different coverage units in a classification 
of medical/surgical benefits, the "predominant" level that applies to 
"substantially all" medical/surgical benefits in the classification is 
determined separately for each coverage unit.

(a) Determining "substantially all": A type of financial require-
ment or quantitative treatment limitation is considered to apply to 
substantially all medical/surgical benefits in a classification of 
benefits if it applies to at least two-thirds of all medical/surgical 
benefits in that classification.

(i) Benefits subject to a zero level for a type of financial re-
quirement are treated as benefits not subject to that type of finan-
cial requirement. Benefits with no quantitative treatment limitations 
are treated as benefits not subject to that type of quantitative 
treatment limitation.

(ii) If a type of financial requirement or quantitative treatment 
limitation does not apply to at least two-thirds of all medical/surgi-
cal benefits in a classification, the financial requirement or quanti-
tative treatment limitation of that type cannot be applied to mental 
health or substance use disorder benefits in that classification.

(b) Determining "predominant":
(i) If a type of financial requirement or quantitative treatment 

limitation applies to at least two-thirds of all medical/surgical ben-
efits in a classification as determined under (a) of this subsection, 
the level of the financial requirement or quantitative treatment limi-
tation that applies to more than one-half of medical/surgical benefits 
in that classification subject to the financial requirement or quanti-
tative treatment limitation is the predominant level of that type in a 
classification of benefits.

(ii) If a type of financial requirement or quantitative treatment 
limitation applies to at least two-thirds of all medical/surgical ben-
efits in a classification and there is no single level that applies to 
more than one-half of medical/surgical benefits in the classification 
subject to the financial requirement or quantitative treatment limita-
tion, the plan or issuer must combine levels until the combination of 
levels applies to more than one-half of medical/surgical benefits sub-
ject to the financial requirement or quantitative treatment limitation 
in the classification.

(iii) The least restrictive level within the combination is con-
sidered the predominant level of that type in the classification. (For 
this purpose, a plan must combine the most restrictive levels first, 
with each less restrictive level added to the combination until the 
combination applies to more than one-half of the benefits subject to 
the financial requirement or treatment limitation.)

(3) Cumulative financial requirements and cumulative quantitative 
treatment limitations.

(a) A plan or issuer may not apply cumulative financial require-
ments (such as deductibles and out-of-pocket maximums) or cumulative 
quantitative treatment limitations (such as annual or lifetime day or 
visit limits) for mental health or substance use disorder benefits in 
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a classification that accumulate separately from any cumulative re-
quirement or limitation established for medical/surgical benefits in 
the same classification.

(b) Cumulative requirements and limitation must also satisfy the 
quantitative parity analysis.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-7040, filed 11/23/20, effective 
12/24/20. WSR 16-01-081, recodified as § 284-43-7040, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 
48.44.050, 48.46.200 and Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 
14-23-057 (Matter No. R 2012-29), § 284-43-993, filed 11/17/14, effec-
tive 12/18/14.]

WAC 284-43-7060  Measuring plan benefits—Nonquantitative treat-
ment limitations.  (1) A plan or issuer may not impose an NQTL with 
respect to mental health or substance use disorder in any classifica-
tion unless, under the terms of the plan as written and in operation, 
any processes, strategies, evidentiary standards or other factors used 
in applying the NQTL to mental health or substance use disorder bene-
fits 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 limitation with respect to medical/
surgical benefits in the same classification.

(2) All plan standards, such as in-and-out-of-network geographic 
limitations, limitations on inpatient services for situations where 
the enrollee is a threat to self or others, exclusions for court-or-
dered and involuntary holds, experimental treatment limitations, serv-
ice coding, exclusions for services provided by clinical social work-
ers, and network adequacy, while not specifically enumerated in the 
illustrative list of NQTLs must be applied in a manner that complies 
with this subsection.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-7060, filed 11/23/20, effective 
12/24/20. WSR 16-01-081, recodified as § 284-43-7060, filed 12/14/15, 
effective 12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 
48.44.050, 48.46.200 and Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 
14-23-057 (Matter No. R 2012-29), § 284-43-994, filed 11/17/14, effec-
tive 12/18/14.]

WAC 284-43-7080  Prohibited exclusions.  (1) Benefits for actual 
treatment and services rendered may not be denied solely because a 
course of treatment was interrupted or was not completed.

(2) If a service is prescribed for a mental health condition and 
is medically necessary, it may not be denied solely on the basis that 
it is part of a category of services or benefits that is excluded by 
the terms of the contract.

(3) Benefits for mental health services and substance use disor-
der may not be limited or denied based solely on age or condition.

(4) When a treatment or service is gender affirming treatment, as 
defined in RCW 48.43.0128, a health carrier may not:
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(a) Deny or limit coverage, deny or limit coverage of a claim, 
issue automatic denials of coverage or impose additional cost sharing 
or other limitations or restrictions on coverage if that treatment is:

(i) Prescribed to an individual because of, related to, or con-
sistent with a person's gender expression or identity, as defined in 
RCW 49.60.040;

(ii) Medically necessary; and
(iii) Prescribed in accordance with accepted standards of care; 

or
(b) Apply blanket exclusions; or
(c) When prescribed as medically necessary, exclude facial gender 

affirming treatment (such as tracheal shaves), hair removal proce-
dures, and other care (such as mastectomies, breast reductions, breast 
implants, or any combination of gender affirming procedures, including 
revisions to prior treatment) as cosmetic services.

(5) Nothing in this section relieves a plan or an issuer from its 
obligations to pay for a court ordered substance use disorder benefit 
or mental health benefit when it is medically necessary.
[Statutory Authority: RCW 48.02.060, 48.43.515 and 2021 c 280. WSR 
21-24-072 (Matter No. R 2021-14), § 284-43-7080, filed 11/30/21, ef-
fective 1/1/22. Statutory Authority: RCW 48.02.060, 48.20.460, 
48.43.0128, 48.44.050, and 48.46.200. WSR 20-24-040, § 284-43-7080, 
filed 11/23/20, effective 12/24/20. WSR 16-01-081, recodified as § 
284-43-7080, filed 12/14/15, effective 12/14/15. Statutory Authority: 
RCW 48.02.060, 48.43.715, 48.44.050, 48.46.200 and Paul Wellstone and 
Pete Domenici Mental Health Parity and Addiction Equity Act of 2008, 
Pub. L. 110-343. WSR 14-23-057 (Matter No. R 2012-29), § 284-43-995, 
filed 11/17/14, effective 12/18/14.]

WAC 284-43-7100  Required disclosures.  (1) Plans and issuers 
must provide reasonable access to and copies of all documents, re-
cords, and other information relevant to an individual's claim.

(a) Plans and issuers must provide disclosures consistent with 
WAC 284-43-4040, 284-43-3170, 284-43-3110, and 284-43-2000. For any 
other disclosures related to an individual's claim, the plan or issuer 
must provide disclosures within thirty days.

(b) When a claim relates to a protected individual, as defined in 
RCW 48.43.005, the health carrier must comply with RCW 48.43.505.

(2) Plans and issuers must provide the criteria, processes, 
strategies, evidentiary standards and other factors used to make medi-
cal necessity determinations of mental health or substance use disor-
der benefits. These must be made available free of charge by the plan 
issuer to any current or potential enrollee, beneficiary, or contract-
ing provider upon request, within a reasonable time in compliance with 
WAC 284-43-2000, and in a manner that provides reasonable access to 
the requestor. This requirement includes information on the processes, 
strategies, evidentiary standards, and other factors used to apply an 
NQTL with respect to medical/surgical and mental health or substance 
use disorder benefits under the plan.

(3) The reason for any adverse benefit decision for mental health 
or substance use disorder benefits must be provided with the notifica-
tion of the adverse benefit decision. When an adverse benefit decision 
relates to a protected individual, as defined in RCW 48.43.005, the 
health carrier must comply with RCW 48.43.505.
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(4) Compliance with these disclosure requirements is not determi-
native of compliance with any other provisions of applicable federal 
or state law.

(5) If a plan is subject to ERISA, it must provide the reason for 
the claim denial in a form and manner consistent with the requirements 
of 29 C.F.R. 2560.503-1.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
and 48.46.200. WSR 20-24-040, § 284-43-7100, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter 
No. R 2016-11), § 284-43-7100, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-7100, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity 
and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Mat-
ter No. R 2012-29), § 284-43-996, filed 11/17/14, effective 12/18/14.]

WAC 284-43-7120  Compliance and reporting of quantitative parity 
analysis.  (1) Plans and issuers must file a justification demonstrat-
ing the analysis of each plan's financial requirements and quantita-
tive treatment limitations as required under WAC 284-43-7040.

(2) Filing of this justification is subject to the requirements 
of chapters 284-44A, 284-46A, and 284-58 WAC and may be rejected and 
closed if it does not comply.
[Statutory Authority: RCW 48.02.060, 48.20.460, 48.43.0128, 48.44.050, 
48.46.200. WSR 20-24-040, § 284-43-7120, filed 11/23/20, effective 
12/24/20. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter 
No. R 2016-11), § 284-43-7120, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-7120, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.715, 48.44.050, 
48.46.200 and Paul Wellstone and Pete Domenici Mental Health Parity 
and Addiction Equity Act of 2008, Pub. L. 110-343. WSR 14-23-057 (Mat-
ter No. R 2012-29), § 284-43-997, filed 11/17/14, effective 12/18/14.]

SUBCHAPTER L
REPRODUCTIVE HEALTH CARE AND CONTRACEPTION

WAC 284-43-7200  Purpose and scope.  (1) The purpose of this sub-
chapter is to establish uniform regulatory standards for required cov-
erage of contraceptive services and other reproductive health services 
and supplies, voluntary sterilization, and abortion under RCW 
48.43.072 and 48.43.073.

(2) This subchapter applies to all health plans, except as other-
wise expressly provided in this subchapter. Health carriers are re-
sponsible for compliance with the provisions of this subchapter and 
are responsible for the compliance of any person or organization act-
ing on behalf of or at the direction of the carrier, or acting pur-
suant to carrier standards or requirements concerning the coverage of, 
payment for, or provision of contraceptive services and supplies, vol-
untary sterilization, and abortion. A carrier may not offer as a de-
fense to a violation of any provision of this subchapter that the vio-
lation arose from the act or omission of a participating provider or 
facility, network administrator, claims administrator, or other person 
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acting on behalf of or at the direction of the carrier, or acting pur-
suant to carrier standards or requirements under a contract with the 
carrier rather than from the direct act or omission of the carrier.

(3) Effective January 1, 2021, except as otherwise provided, this 
subchapter applies to all student health plans deemed by the insurance 
commissioner to have a short-term limited purpose or duration, includ-
ing short-term limited purpose student health plans and guaranteed re-
newable plans while the covered person is an enrolled student as a 
regular full-time undergraduate or graduate student at an accredited 
higher education institution.
[Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7200, filed 11/26/19, effective 
12/27/19.]

WAC 284-43-7210  Definitions.  (1) "Contraceptive services" means 
consultations, examinations, procedures, and other health care serv-
ices to obtain contraceptive supplies or voluntary sterilization. This 
includes prescribing, dispensing, inserting, delivering, distributing, 
administering, or removing contraceptive supplies and voluntary steri-
lization procedures.

(2) "Contraceptive supplies" means all contraceptive drugs, devi-
ces, and other products approved by the Federal Food and Drug Adminis-
tration. This includes over-the-counter contraceptive drugs, devices, 
and products approved by the Federal Food and Drug Administration.

(3) "Cost-sharing" means any expenditure required of a covered 
person for covered services or supplies, including applicable taxes. 
Cost-sharing includes deductibles, coinsurance, copayments, or similar 
charges. Cost-sharing does not include premiums, balance billing 
amounts for nonnetwork providers, or spending for noncovered services 
or supplies.

(4) "Covered person" or "enrollee" has the same meaning as de-
fined in RCW 48.43.005.

(5) "Gender expression" has the same meaning as defined in RCW 
48.43.072.

(6) "Gender identity" has the same meaning as defined in RCW 
48.43.072.

(7) "Medical management" or "medical management techniques" has 
the same meaning as defined in RCW 48.165.010.

(8) "Reproductive health care services" has the same meaning as 
defined in RCW 48.43.072.

(9) "Reproductive system" has the same meaning as defined in RCW 
48.43.072.

(10) "Well-person preventative visits" has the same meaning as 
defined in RCW 48.43.072.
[Statutory Authority: RCW 48.02.060 and 2021 c 53. WSR 21-24-032 (Mat-
ter No. R 2021-13), § 284-43-7210, filed 11/22/21, effective 12/23/21. 
Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073 and 2019 c 
399. WSR 19-24-039, § 284-43-7210, filed 11/26/19, effective 
12/27/19.]

WAC 284-43-7220  Coverage required.  A health plan must provide 
coverage for all services and supplies required under RCW 48.43.072 
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and 48.43.073. A student health plan must also provide coverage for 
all services and supplies required under RCW 48.43.072 and 48.43.073.

(1) Required coverage of contraceptive services and supplies in-
cludes, but is not limited to:

(a) All prescription and over-the-counter contraceptive drugs, 
devices, and other products approved by the Federal Food and Drug Ad-
ministration;

(b) Voluntary sterilization procedures; and
(c) The consultations, examinations, procedures, and medical 

services that are necessary to prescribe, dispense, insert, deliver, 
distribute, administer, or remove the drugs, devices, and other prod-
ucts or services in (a) and (b) of this subsection.

(2) A health plan or student health plan that provides coverage 
for maternity care or services must also provide a covered person with 
substantially equivalent coverage to permit the abortion of a pregnan-
cy. For the coverage to be substantially equivalent, a health plan or 
student health plan must not apply cost-sharing or coverage limita-
tions differently for abortion and related services than for maternity 
care and its related services unless the difference provides the en-
rollee with access to care and treatment commensurate with the enrol-
lee's specific medical needs, without imposing a surcharge or other 
additional cost to the enrollee beyond normal cost-sharing require-
ments under the plan.

(3) This subchapter does not diminish or affect any rights or re-
sponsibilities provided under RCW 48.43.065.
[Statutory Authority: RCW 48.02.060 and 2021 c 53. WSR 21-24-032 (Mat-
ter No. R 2021-13), § 284-43-7220, filed 11/22/21, effective 12/23/21. 
Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7220, filed 11/26/19, effective 
12/27/19.]

WAC 284-43-7230  Services provided without discrimination, pro-
hibited limitations, and confidentiality.  (1) All services and sup-
plies required under RCW 48.43.072 must be covered without discrimina-
tion on the basis of race, color, national origin, sex, sexual orien-
tation, gender expression or identity, marital status, age, citizen-
ship, immigration status, or disability. Health plans and student 
health plans must ensure that all enrollees have access to these serv-
ices and supplies regardless of gender or gender identity. This in-
cludes, but is not limited to, coverage of any method of over-the-
counter contraception without regard to the sex, or gender identity or 
expression, of the covered person.

(2) Reproductive health care, voluntary sterilization, abortion 
or contraceptive services or contraceptive supplies provided under a 
health plan or a student health plan are health care services related 
to reproductive health and protected by the confidentiality require-
ments of RCW 48.43.505, WAC 284-04-510, and other relevant statutes 
and regulations providing for enrollee confidentiality.
[Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7230, filed 11/26/19, effective 
12/27/19.]
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WAC 284-43-7240  Access to contraceptive services and supplies. 
(1) Health plans and student health plans must provide covered persons 
access to sufficient numbers and types of providers and facilities to 
assure that covered persons are able to access all covered contracep-
tive services and all Federal Food and Drug Administration approved 
contraceptive supplies without unreasonable delay or burden.

(2) If a health plan or student health plan limits coverage of 
contraceptive services and supplies to in-network providers, the car-
rier must demonstrate that its network for these services and supplies 
meets the access and adequacy standards set forth in chapter 284-170 
WAC.

(3) In any case where the health plan's network or student health 
plan's network has an absence of or an insufficient number or type of 
participating providers or facilities to provide a particular covered 
contraceptive service or supply, including over-the-counter contracep-
tives, in a timely manner appropriate for the enrollee's condition, 
the carrier must ensure that the covered person obtains the covered 
service or supply from a provider or facility within reasonable prox-
imity of the enrollee at no greater cost to the enrollee than if the 
service or supply were obtained from network providers and facilities. 
The carrier must satisfy this obligation even if an alternate access 
delivery request under WAC 284-170-210 has been submitted and is pend-
ing approval by the insurance commissioner.

(4) If a health plan or student health plan limits the quantity 
of covered contraceptive supplies or services, the carrier must have a 
written process for covered persons to request coverage of additional 
services or supplies. The process may not impose any restriction or 
delay on the coverage of contraceptive supplies in violation of RCW 
48.43.072, 48.43.195, or any other state or federal law.

(5) Effective January 1, 2021, contraceptive supplies must also 
be covered when used exclusively for the prevention of sexually trans-
mitted infections.
[Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7240, filed 11/26/19, effective 
12/27/19.]

WAC 284-43-7250  Filing requirements.  (1) For health plans and 
student health plans subject to RCW 48.43.072 and 48.43.073, the car-
rier must ensure that the health plan and student health plan forms 
clearly inform covered persons of their rights to access contraceptive 
services and supplies, voluntary sterilization and abortion. The 
health plan and student health plan forms must clearly inform covered 
persons how they access these services and supplies.

(2) A health plan's forms and student health plan's forms must 
include a detailed description of the plan's benefits provided to cov-
ered persons that specifically instructs covered persons where and how 
they access coverage of contraceptive supplies, including over-the-
counter supplies. This information must include:

(a) Whether covered supplies are available from in-network and 
out-of-network providers; and

(b) How to submit a claim including, at a minimum:
(i) Whether covered persons may purchase covered supplies and 

seek reimbursement from the carrier;
(ii) How to access and submit any necessary claim forms; and
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(iii) Where to send a claim, such as a mailing address or in-
structions for submitting a claim electronically.

(3) If a health plan or student health plan limits the number of 
covered over-the-counter contraceptive supplies, the health plan or 
student health plan must include with its filing supporting evidence 
showing that the limitation does not impose any restriction or delay 
on the coverage of contraceptive supplies in violation of RCW 
48.43.072 or any other state or federal law.

(4) If a health plan or student health plan limits the number of 
covered contraceptive services or supplies, the plan forms must in-
clude a detailed description of the plan's benefits that specifically 
instructs covered persons how to request coverage of additional con-
traceptive services or supplies. The process may not impose any re-
strictions or delays on the coverage or access of contraceptive serv-
ices or supplies in violation of RCW 48.43.072, or any other state or 
federal law.
[Statutory Authority: RCW 48.02.060 and 2021 c 53. WSR 21-24-032 (Mat-
ter No. R 2021-13), § 284-43-7250, filed 11/22/21, effective 12/23/21. 
Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7250, filed 11/26/19, effective 
12/27/19.]

WAC 284-43-7260  Deductibles for over-the-counter contraceptives 
and voluntary male sterilization in HSA qualifying plans.  (1) A qual-
ifying health plan and a qualifying student health plan for a health 
savings account ("HSA-qualifying plan") is subject to all of the re-
quirements under RCW 48.43.072. An HSA-qualifying plan may apply a de-
ductible to coverage of over-the-counter contraceptive supplies or 
services and voluntary male sterilization only at the minimum level 
necessary to preserve the enrollee's ability to claim tax exempt con-
tributions and withdrawals from the enrollee's health savings account 
under Federal Internal Revenue Service laws and regulations.

(2) The individual and family deductibles applied to over-the-
counter contraceptive supplies and services and male sterilization un-
der an HSA-qualifying plan must be the minimum deductibles set by the 
Federal Internal Revenue Service for a plan to be an HSA-qualifying 
plan under 26 U.S.C. Sec. 223 (c)(2)(A) and other Federal Internal 
Revenue Service laws, regulations, and guidance. For the 2019 plan 
year, IRS Bulletin 2018-12 allows HSA-qualifying plans to offer bene-
fits for male sterilization or male contraceptives without a deducti-
ble or with a deductible below the standard minimum deductible for the 
2019 plan year only. Therefore, for 2019, HSA-qualifying plans sold in 
this state may decide not to charge any deductible for male steriliza-
tion or male contraceptives for the 2019 plan year.

(a) The deductibles, if any, applied to over-the-counter contra-
ceptive services and supplies and male sterilization must accrue to 
the overall individual and family plan deductibles.

(b) Once the individual and family plan deductibles that may ap-
ply to over-the-counter contraceptive services and supplies and male 
sterilization have been reached, all over-the-counter contraceptive 
services and supplies and male sterilization must be covered with no 
cost-sharing, even if the overall plan deductibles have not yet been 
met.

(c) No person covered under an HSA-qualifying individual plan may 
be required to pay a higher deductible for over-the-counter contracep-

Certified on 12/21/2021 Page 156



tive services and supplies and male sterilization than the minimum in-
dividual deductible set by the Federal Internal Revenue Service for a 
plan to be an HSA-qualifying plan. No person covered under an HSA-
qualifying family plan may be required to pay a higher deductible for 
over-the-counter contraceptive services and supplies and male sterili-
zation than the minimum family deductible set by the Federal Internal 
Revenue Service for a plan to be an HSA-qualifying plan, even if the 
applicable plan's family deductible has not yet been met. Example: A 
plan's family deductible for an HSA-qualifying family plan may be more 
than the minimum family deductible. However, the deductible applicable 
to over-the-counter contraceptive supplies and services and male ster-
ilization must be at the minimum family deductible, which is two thou-
sand seven hundred dollars in 2019.
[Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7260, filed 11/26/19, effective 
12/27/19.]

WAC 284-43-7270  Access to prenatal vitamins and breast pumps. 
Effective January 1, 2021, health plans and student plans are required 
under RCW 48.43.072 to cover prenatal vitamins for covered persons ex-
pecting the birth of a child and breast pumps for covered persons ex-
pecting the birth or adoption of a child.

(1) Pursuant to RCW 48.43.072, prenatal vitamins and breast pumps 
can be subject to copayment, deductibles and other forms of cost shar-
ing, except:

(a) In accordance with the Affordable Care Act and the Women's 
Preventative Services Guidelines, folic acid is currently required to 
be covered as a preventative service without copayment, deductibles, 
or other forms of cost-sharing for covered persons. This requirement 
does not apply to grandfathered plans.

(b) In accordance with the Affordable Care Act and the Women's 
Preventative Services Guidelines, breast pumps are currently required 
to be covered as a preventative service without copayments, deducti-
bles, or other forms of cost-sharing for covered persons. This re-
quirement does not apply to grandfathered plans.

(2) A prescription can be required to trigger coverage of prena-
tal vitamins, including folic acid and breast pumps.
[Statutory Authority: RCW 48.02.060, 48.43.072, 48.43.073, and 2019 c 
399. WSR 19-24-039, § 284-43-7270, filed 11/26/19, effective 
12/27/19.]

SUBCHAPTER M
SHORT-TERM LIMITED DURATION MEDICAL PLANS

WAC 284-43-8000  Definition of short-term limited duration medi-
cal plan.  (1) "Short-term limited duration medical plan" means a pol-
icy, contract or agreement offered or issued by a health carrier with 
an effective date on or after January 1, 2019, that:

(a) Provides comprehensive major medical coverage, that includes, 
at a minimum, the following benefits:

(i) Hospital, surgical and medical expense coverage, to an aggre-
gate maximum of not less than one million dollars and copayment or co-
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insurance by the covered person not to exceed fifty percent of covered 
charges;

(ii) The coverage for hospital services must include:
(A) Inpatient services and other miscellaneous services associ-

ated with admission to a hospital for diagnosis and treatment of a 
covered condition. "Miscellaneous services" includes medically neces-
sary services delivered in a hospital setting, including professional 
services, anesthesia, facility fees, supplies, imaging, laboratory, 
pharmacy services and prescription drugs, treatments, therapy, or oth-
er services delivered on an inpatient basis;

(B) Outpatient services, including medically necessary services 
ordered by the member's attending health care practitioner and ren-
dered on an ambulatory basis for diagnosis and treatment of a covered 
condition, including office and clinic visits, diagnostic imaging, 
laboratory services, radiation therapy, physical/speech/occupational 
therapy, and hemodialysis; and

(C) An extension of the medical plan term while hospitalized. If 
a member is hospitalized as an inpatient on the expiration date of the 
medical plan, the member's coverage under the medical plan will con-
tinue for purposes of that covered medical condition without payment 
of additional premium. The coverage will continue until the date the 
member is discharged from the hospital or until the date on which the 
applicable benefit maximums are reached, whichever occurs first.

(iii) The coverage for surgical services for diagnosis and treat-
ment of a covered condition must include inpatient and outpatient sur-
gical services at a hospital, ambulatory surgical facility, surgical 
suite or provider's office. "Surgical services" includes medically 
necessary services delivered in a hospital, ambulatory surgical fa-
cility, surgical suite or provider's office related to provision of a 
surgical service, including professional services, anesthesiology, fa-
cility fees, supplies, laboratory, pharmacy services and prescription 
drugs related to, or required as a result of, the surgical procedure; 
and

(iv) The coverage for medical services for diagnosis and treat-
ment of a covered condition must include office visits.

(b) Limits the look-back period for any preexisting medical con-
dition, illness or injury to no more than twenty-four months prior to 
the date of application for the medical plan, if coverage of preexist-
ing conditions is excluded. For purposes of this section, "preexisting 
medical condition" means a condition for which medical advice, diagno-
sis, care or treatment was received or recommended; and

(c) Has an expiration date specified in the contract (taking into 
account any extensions that may be elected by the member with or with-
out the carrier's consent) that is not more than three months after 
the original effective date of the policy, contract or agreement.

(2) Any carrier offering a short-term limited duration medical 
plan must offer at least one such plan with a deductible stated on a 
per person basis of two thousand dollars or less.

(3) A short-term limited duration medical plan cannot be issued 
if it would result in a person being covered by a short-term limited 
duration medical plan for more than three months in any twelve-month 
period.

(4) A carrier must not issue a short-term limited duration medi-
cal plan during an annual open enrollment period, as defined in WAC 
284-43-1080, for coverage beginning in the upcoming year.
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(5) Short-term limited duration medical plan has the same meaning 
as short-term limited duration insurance, as used in 26 C.F.R. 
54.9801-2, 29 C.F.R. 2590.701-2 and 45 C.F.R. 144.103, except that:

(a) The duration of a short-term limited duration medical plan 
cannot exceed three months;

(b) A short-term limited duration medical plan cannot be renewed 
or extended, except as provided in subsection (1)(a)(ii)(C) of this 
section; and

(c) A short-term limited duration medical plan cannot be issued 
if it would result in a person being covered by a short-term limited 
duration medical plan for more than three months in any twelve-month 
period.
[Statutory Authority: RCW 48.43.005(26), 48.02.060, 48.44.050, and 
48.46.200. WSR 18-21-116, § 284-43-8000, filed 10/17/18, effective 
11/17/18.]

WAC 284-43-8010  Standard disclosure form for short-term limited 
duration medical plans.  (1) All carriers offering or issuing a short-
term limited duration medical plan with an effective date on or after 
January 1, 2019, must issue a standard disclosure form for each short-
term limited duration medical plan in the same format and with the 
same content as the disclosure form included in this section. The 
standard disclosure form must be displayed prominently in the medical 
plan contract and in any application materials provided in connection 
with enrollment in such coverage, and must be provided as a distinct, 
separate document to the person upon initial receipt of the medical 
plan application.

(2) Every carrier must have a mechanism in place to verify deliv-
ery of the standard disclosure form to the applicant and obtain the 
applicant's acknowledgment of receipt of the form. The carrier must 
retain each acknowledged disclosure form for five years. The forms 
must be available for review by the commissioner upon request.

(3) The type size and font of the standard disclosure form must 
be easily read and be no smaller than fourteen point.

(4) The standard disclosure form must not be used until it has 
been filed with and approved by the commissioner.

(5) The standard disclosure form must include, at a minimum, the 
following information and must be presented in the following format:

(Carrier's name and address)
IMPORTANT INFORMATION
ABOUT THE LIMITS OF THE

COVERAGE
YOU ARE BEING OFFERED

Save this document! It may be important to you in the future.
CAUTION:

This plan may not cover pre-existing conditions, 
including any medical or mental health condition 
you've been treated for in the past.
It provides limited benefits and does not include 
benefits required by the Affordable Care Act.
It's temporary and may not cover your costs for most 
hospital or other medical services, or some essential 
health benefits.
Read carefully what the plan does and doesn't cover 
before you sign up.
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Before enrolling, check to see if you can buy a health plan through 
Washington State's Exchange, at www.wahealthplanfinder.org or 
1-855-923-4633. If so, you may get help lowering your premium. Health 
plans sold through the Exchange provide more coverage and protections. 
If you missed the annual open enrollment period, see if you qualify 
for a special enrollment period here: www.insurance.wa.gov/when-can-i-
buy-individual-health-plan
This medical plan is not a Medicare supplement plan.
This medical plan is not required to comply with certain federal mar-
ket requirements for health insurance, principally those contained in 
the Affordable Care Act. Be sure to check your medical plan carefully 
to make sure you are aware of any exclusions or limitations regarding 
coverage of preexisting conditions or health benefits (such as hospi-
talization, emergency services, maternity care, preventive care, pre-
scription drugs, and mental health and substance use disorder serv-
ices). Your medical plan might also have lifetime and/or annual dollar 
limits on health benefits.
This disclosure form is not a complete description of this medical 
plan. To understand what is and isn't covered, please read your plan. 
The plan will include information about your rights and the company's 
responsibilities.

Short-Term Limited Duration Medical Plan Disclosure
Below is a summary of the key benefits provided by this short-term 
limited duration medical plan:
Type of coverage: Short-term limited duration medical plan
How long does coverage last? (Provide the number of days or months of 
coverage)
Does this policy cover pre-existing conditions? ("Yes" or "No, it lim-
its/excludes coverage for medical or behavioral health conditions for 
which medical advice, diagnosis, care or treatment was received by or 
recommended to you, including taking prescription medication, in the 
24 months prior to the date you apply for coverage under the plan. See 
policy for details.").
Who is NOT eligible for coverage? (List all excluded categories, e.g. 
over a certain age, Medicare/Medicaid eligible, pregnant women, those 
with certain preexisting conditions, etc.)
Can the policy be renewed? No
What benefits are covered and what is the financial responsibility of 
the member? (For each benefit listed below, if not covered, list "Not 
covered". If covered, list applicable cost-sharing, including whether 
or not the deductible applies, the member's percentage of coinsurance, 
copayment, any quantitative treatment limitations and any cap on the 
amount the policy will pay for the service.
Examples include: "Covered after deductible, $45 copay plus 20% coin-
surance, limited to only $1,000 of coverage"; "Covered without deduc-
tible, $50 copay, limited to 30 visits total or per year"; "Covered 
after deductible, limited to treatment of involuntary complications of 
pregnancy")

• Deductible: $_______(If there is more than one deductible, 
list each deductible with a description of the services to 
which it applies.)

Certified on 12/21/2021 Page 160



• Plan coinsurance (amount member must pay per service) ____%
(Must be expressed in terms of the percentage to be paid by 
the member. If coinsurance applies up to a maximum amount, 
provide that information here. Example: "This policy has a 
50% coinsurance up to $10,000, after which benefits are paid 
at 100%.")

• The maximum amount a member will pay out-of-pocket for cost-
sharing for the term of the plan: $__________ (If there is 
no out-of-pocket maximum, clearly state that there is no 
limit on the amount a member will have to pay for out-of-
pocket cost-sharing. If there is an out of pocket maximum, 
clearly state which member payments are applied to this max-
imum, such as deductibles, copayments and coinsurance.)

• The maximum dollar amount this plan will pay: 
$_______________ (Also include lifetime limit, if applica-
ble. Example: "$1 Million under this plan; lifetime limit of 
$2 Million")

• Emergency Room Services:
• Ambulance Services:
• Inpatient Hospital Services:
• Outpatient Hospital Services:
• Services at an Urgent Care Facility:
• Primary Care Visit to Treat an Injury or Illness:
• Specialist Visit:
• Physical therapy, speech therapy, occupational therapy:
• Mental Health Outpatient Services
• Mental Health Inpatient Services
• Substance Use Disorder Outpatient Services:
• Substance Use Disorder Inpatient Services;
• Imaging (CT/PET Scans, MRIs):
• Laboratory testing and services:
• Durable medical equipment:
• Preventive Care/Screening/Immunization:
• Prescription drugs:
• Skilled Nursing Facility:
• Services in an Ambulatory Surgical Center:

Does the policy exclude, eliminate, restrict, reduce, limit, or delay 
coverage for any benefits NOT listed above? ("No" or if "Yes", include 
details)
Does the policy require that the member use a specific network of 
health care providers or pharmacies? ("No" or if "Yes", include de-
tails)
Can a member be charged additional costs for covered services, in ad-
dition to their coinsurance or copays? (If members can be balance bil-
led for any covered service, answer "Yes" and explain when this would 
occur. You must answer "Yes" for plan designs that do not use a pro-
vider network, or that use in-network facilities where not all serv-
ices may be provided by in-network providers. If other situations ap-
ply, include any further explanation about when balance billing is 
possible.)
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. This coverage is not considered comprehen-
sive and would not qualify you for a special enrollment period.
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Open enrollment for individual health plans begins November 1 each 
year for coverage that begins January 1 of the upcoming year.
You will need to complete and confirm all medical information you pro-
vide when applying for this plan. Your producer (also referred to as 
insurance agent) is not allowed to fill out any of this information 
for you.
Consumer acknowledgment:
I confirm that I have reviewed the content of this disclosure form and 
that I understand the limitations of this short-term limited-duration 
medical plan.
Consumer signature/name: ____________________________________
Date: ________________________________________________________
This notice has important information about this short-term limited 
duration medical plan. If you, or someone you're helping, has ques-
tions about this document or complaints about this medical plan and 
how it was sold to you, call the Washington State Office of the Insur-
ance Commissioner at 1-800-562-6900. If you need help speaking to us 
in your preferred language, we will find an interpreter for you at no 
cost.
[Statutory Authority: RCW 48.43.005(26), 48.02.060, 48.44.050, and 
48.46.200. WSR 18-21-116, § 284-43-8010, filed 10/17/18, effective 
11/17/18.]

WAC 284-43-8020  Commissioner's approval required.  (1) A short-
term limited duration medical plan form, application form, or disclo-
sure form must not be issued, delivered, or used unless it has been 
filed with and approved in writing by the commissioner.

(2) Rates, or modification of rates, for short-term limited dura-
tion medical plans must not be used until filed with and approved in 
writing by the commissioner.

(3) The commissioner may disapprove any forms or rates if the 
benefit provided therein is unreasonable in relation to the premium 
charged. The commissioner's order disapproving any form or rate shall 
state the grounds therefor.

(4) A form or rate must not knowingly be issued, delivered, or 
used if the commissioner's approval does not then exist.

(5) The commissioner may withdraw any approval at any time for 
cause. The commissioner's withdrawal of a previous approval shall 
state the grounds therefor.
[Statutory Authority: RCW 48.43.005(26), 48.02.060, 48.44.050, and 
48.46.200. WSR 18-21-116, § 284-43-8020, filed 10/17/18, effective 
11/17/18.]

WAC 284-43-8030  Short-term limited duration medical plan cancel-
lation and rescission.  (1) As used in this section:

(a) "Rescission" or "rescind" means the undoing or retroactive 
cancellation of a short-term limited duration medical plan. Rescission 
returns the carrier and member to the same positions as if the medical 
plan had never existed.
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(b) "Cancellation" or "cancel" means termination of a short-term 
limited duration medical plan before the end of the coverage period 
under the plan.

(2) A short-term limited duration medical plan cannot be rescin-
ded by the carrier during the coverage period except for a member's 
committing fraudulent acts as to the carrier or a member's intentional 
nondisclosure regarding his or her coverage under a short-term limited 
duration medical plan during the twelve-month period prior to the date 
of application. If the plan is rescinded, the carrier must refund to 
the member all payments made by or on behalf of the member prior to 
the rescission date or the expiration date of the short-term limited 
duration medical plan.

(3) A short-term limited duration medical plan cannot be canceled 
by the carrier during the coverage period except for the following:

(a) Nonpayment of premium;
(b) Violation of published policies of the carrier approved by 

the insurance commissioner;
(c) A member's committing fraudulent acts as to the carrier;
(d) A member's material breach of the medical plan; or
(e) Change or implementation of federal or state laws that no 

longer permit the continued offering of the coverage.
(4) No oral or written misrepresentation or warranty made in the 

process of applying for a short-term limited duration medical plan, by 
the person applying for coverage or on his or her behalf, will be 
deemed material or allows the carrier to cancel or rescind the medical 
plan, unless the misrepresentation or warranty is made with actual in-
tent to deceive.

(5) In any application for a short-term limited duration medical 
plan made in writing by a person or on his or her behalf, all state-
ments in the application by the person applying for coverage or on his 
or her behalf are, in the absence of fraud, deemed representations and 
not warranties. The falsity of any statement shall not bar the right 
to recovery under the contract unless the false statement was made 
with actual intent to deceive.

(6) Nothing in this section shall be construed to provide the 
member with any benefits they would not otherwise be entitled to under 
their short-term limited duration medical plan.

(7)(a) When cancellation is for nonpayment of premium, the carri-
er must notify the member in writing ten days prior to the cancella-
tion date that his or her short-term limited duration medical plan 
will be canceled, unless payment is made prior to the cancellation 
date.

(b) When cancellation or rescission is for any other reason al-
lowed under this section, the carrier must notify the member in writ-
ing twenty days prior to the cancellation or rescission date or the 
expiration date of the short-term limited duration medical plan, 
whichever occurs first. A carrier may provide notice less than twenty 
days prior to the cancellation or rescission date only if the remain-
ing duration of the short-term limited duration medical plan would 
make it impossible for the carrier to provide notice twenty days prior 
to the cancellation or rescission date. In such case, notice must be 
provided no later than ten days prior to the cancellation or rescis-
sion date or the expiration date of the short-term limited duration 
medical plan, whichever occurs first. The notice must specifically 
state the reason(s) for the cancellation or rescission.

(c) The written communications required by this subsection must 
be phrased in simple language that is readily understood.
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[Statutory Authority: RCW 48.43.005(26), 48.02.060, 48.44.050, and 
48.46.200. WSR 18-21-116, § 284-43-8030, filed 10/17/18, effective 
11/17/18.]

WAC 284-43-8100  Definitions.  (1) "Department" means the United 
States (U.S.) Department of Labor.

(2) "Employer member" means an employer that participates in the 
health plan.

(3) "Pathway 1 Association Health Plan" means a bona fide group 
or association of employers to whom a health plan is issued that con-
stitutes an employer under section 3(5) of the Employee Retirement In-
come Security Act of 1974 (ERISA) (29 U.S.C. Sec. 1002(5)), and U.S. 
Department of Labor guidance related to Pathway 1 Association Health 
Plans.

(4) "Member-governed group" means a group consisting of multiple 
employers, organized as an entity other than an association, that con-
stitutes an employer under section 3(5) of the Employee Retirement In-
come Security Act of 1974 (ERISA) (29 U.S.C. Sec. 1002(5)), and U.S. 
Department of Labor guidance.
[Statutory Authority: RCW 48.02.060 and 48.43.733. WSR 19-22-032, § 
284-43-8100, filed 10/30/19, effective 11/30/19.]

WAC 284-43-8110  Requirements for Pathway 1 Association Health 
Plan form filings related to the bona fide status of Pathway 1 Associ-
ations.  (1) Carriers must file a group health plan, other than a 
small group health plan, rate and form filing as provided in RCW 
48.43.733. The form filing for an association health plan submitted by 
a carrier must include documents related to "Evidence as an Employer." 
The documents must include, at a minimum:

(a) The member-governed group or association's bylaws, or other 
comparable controlling documents if no bylaws exist;

(b) A trust agreement or other organizational document that shows 
the purpose of the member-governed group or association and who gov-
erns the member-governed group or association;

(c) A statement of the member-governed group or association's 
history;

(d) An advisory opinion from the Department, if available, demon-
strating that the member-governed group or association is qualified to 
purchase association health plan coverage; and

(e) If a Department advisory opinion is not available or if 
changes have been made to the documents related to "Evidence as an Em-
ployer" such that the Department advisory opinion no longer accurately 
reflects the composition, organization or structure of the member-gov-
erned group or association with respect to the factors included in 
(e)(ii) of this subsection, an opinion from an attorney attesting to 
the fact that the member-governed group or association qualifies as an 
employer under 29 U.S.C. Sec. 1002(5). The attorney attestation must 
explain how and why the member-governed group or association meets 
each of the criteria below, based upon the facts and circumstances of 
the member-governed group's or association's governance and operations 
during the twelve months immediately preceding submission of the form 
filing, with explicit references to relevant language drawn from the 
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member-governed group or association's bylaws, trust agreement, or 
other organizational document:

(i) The member-governed group or association has been formed for 
some purpose other than the provision of health coverage or other em-
ployee benefits;

(ii) The employer members of the member-governed group or associ-
ation are in the same trade, industry, line of business or profession. 
A list of the occupational categories/industrial classifications of 
the employers eligible to participate in the member-governed group or 
association must be submitted with the attestation, along with a de-
scription of the following:

(A) How employer members are solicited;
(B) Eligibility criteria to participate in the member-governed 

group or association;
(C) Employer members who are currently participating in the mem-

ber-governed group or association;
(D) The process by which the member-governed group or association 

was formed;
(E) The purpose for the formation of the member-governed group or 

association;
(F) Preexisting relationships of any of the employer members of 

the member-governed group or association;
(G) The powers, rights, and privileges of employer members that 

exist by reason of their status as employers;
(H) The functions and activities of the member-governed group or 

association are controlled by its employer members, and the member-
governed group's or association's employer members that participate in 
the group health plan control the plan. Control must be present both 
in form and substance.

(f) Each employer member of the member-governed group or associa-
tion participating in the group health plan is a person acting direct-
ly as an employer of at least one employee who is a participant cov-
ered under the health plan.

(2) Disability insurers issuing a health plan to a member-gov-
erned group or association domiciled outside of Washington state that 
indicates on their most recently submitted Department Form M-1 that 
they are operating in the state of Washington must file their "Evi-
dence as an Employer," as provided in subsection (1) of this section, 
within thirty working days after the earlier of:

(a) The date group contract negotiations are completed; or
(b) The date renewal premiums are implemented.
(3) The carrier's form filing also must include its most recently 

submitted Form M-1, as filed with and published by the Department.
(4) If required under subsection (1)(e) of this section, the at-

torney attestation identified in subsection (1)(e) of this section 
shall be filed as a supporting document with the carrier's form fil-
ing, in accordance with the following:

(a) Attorney attestations in compliance with subsection (1)(e) of 
this section must be filed for Plan Year 2020 and every five years 
thereafter, regardless of whether any changes have been made to the 
association or member-governed group's composition, organization, or 
structure that would change the conclusion in the attorney attesta-
tion;

(b) For the interceding four filing years, the attestation may be 
prepared by an officer of the carrier in lieu of an attorney, so long 
as:
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(i) No changes have been made to the documents previously submit-
ted as "Evidence as an Employer" that would impact the analysis in 
subsection (1)(e) of this section; and

(ii) Such attestation represents a good faith effort by the car-
rier to ensure that the association or member-governed group meets the 
requirements of subsection (1) of this section.

(c) Attorney attestations in compliance with subsection (1)(e) of 
this section must be filed each plan year that a member-governed group 
or association changes issuers and a benefit plan is issued by a new 
issuer.

If an attorney attestation in compliance with subsection (1)(e) 
of this section was filed within the last five years, the issuer may 
refile the same attorney attestation, provided there has been no 
change to the association or member-governed group's composition, or-
ganization, or structure that would change the conclusion in the at-
torney attestation.

(5) An attorney attestation under this section must be specific 
to the member-governed group or association and need not be specific 
to the issuer offering the health plan to the member-governed group or 
association.

(6) This section applies to plans issued or renewed on or after 
January 1, 2020.
[Statutory Authority: RCW 48.02.060 and 48.43.733. WSR 19-22-032, § 
284-43-8110, filed 10/30/19, effective 11/30/19.]

WAC 284-43-8120  Requirements for governmental plans.  (1) Carri-
ers must file a group health plan, other than a small group health 
plan, rate and form filing as provided in RCW 48.43.733.

(2) Carriers issuing a governmental plan under section 3(32) of 
the Employee Retirement Income Security Act of 1974 (ERISA) (29 U.S.C. 
Sec. 1002(32)) must submit with their form filing either an opinion 
letter from the Department demonstrating that the plan is a governmen-
tal plan under section 3(32), or an opinion from an attorney attesting 
to the fact that the entity establishing or maintaining the plan is a 
governmental entity as provided in section 3(32), citing the applica-
ble law authorizing establishment of the entity.

(3) An attorney attestation submitted in compliance with subsec-
tion (2) of this section is not required to comply with WAC 
284-43-8110 (1)(e)(ii) regarding the contents of the attorney attesta-
tion, and needs only identify the legal and statutory authority for 
establishment of the entity.

(4) This section applies to plans issued or renewed on or after 
January 1, 2020.
[Statutory Authority: RCW 48.02.060 and 48.43.733. WSR 19-22-032, § 
284-43-8120, filed 10/30/19, effective 11/30/19.]

WAC 284-43-8130  Association health plan compliance with statuto-
ry or regulatory changes.  (1) Issuers must file a group health plan, 
other than a small group health plan, rate and form filing as provided 
in RCW 48.43.733. An issuer offering plans through an association or 
member-governed group must implement all new applicable federal or 
state health plan market requirements when they become effective. Re-
placement requirements for this section apply based on whether the 
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purchaser is classified as an individual, small group, or large group 
purchaser. These requirements also apply to employer member groups of 
less than two or to individual member purchasers.

(2) An issuer providing plans of the type referenced in subsec-
tion (1) of this section must discontinue a noncompliant plan, and of-
fer replacement plans effective on the renewal date of the master 
group contract for large groups, and on the group's anniversary renew-
al date for nongrandfathered small group and individual plans.

(3) If the association is a large group as defined in WAC 
284-43-8140(1), the same renewal date must apply to all employer mem-
bers and individual employer members, and the replacement coverage 
must take effect on the same date for each participant. The purchas-
er's anniversary date must not be used in lieu of this uniform renewal 
date for purposes of discontinuation and replacement of noncompliant 
coverage.

(4) If the association is not a large group as defined in WAC 
284-43-8140(1), and the master group contract and an employer member's 
contract do not have the same renewal date, an issuer must provide no-
tice of the discontinuation and replacement of the plan to the affec-
ted employer member or plan sponsor, and each enrollee in the affected 
employer member plan, not fewer than ninety days prior to the employer 
member's anniversary renewal date.

(5) If an issuer does not have a replacement plan approved by the 
commissioner to offer in place of a discontinued plan, the issuer must 
assist each enrollee in identifying a replacement option offered by 
another issuer.

(6) For purposes of this section, "purchaser" means the group or 
individual whose eligibility for the plan is based in whole or in part 
on membership in the association or member-governed group.

(7) For purposes of this section, the "anniversary renewal date" 
means the initial or first date on which a purchasing group's health 
benefit plan coverage became effective with the issuer, regardless of 
whether the issuer is subject to other agreements, contracts or trust 
documents that establish requirements related to the purchaser's cov-
erage in addition to the health benefit plan.

(8) An issuer must not adjust the master contract renewal or an-
niversary date to delay or prevent application of any federal or state 
health plan market requirement.
[Statutory Authority: RCW 48.02.060 and 48.43.733. WSR 21-22-057 (Mat-
ter R 2021-21), § 284-43-8130, filed 10/28/21, effective 11/28/21; WSR 
19-22-032, amended and recodified as § 284-43-8130, filed 10/30/19, 
effective 11/30/19. Statutory Authority: RCW 48.02.060. WSR 16-14-106 
(Matter No. R 2016-11), § 284-43-0310, filed 7/6/16, effective 8/6/16. 
WSR 16-01-081, recodified as § 284-43-0310, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 
48.44.050, 48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter 
No. R 2013-13), § 284-170-955, filed 12/11/13, effective 1/11/14.]

WAC 284-43-8140  Transition of plans purchased by association 
members.  (1) An issuer must not offer or issue a health plan to small 
groups through an association or member-governed group as a large 
group plan unless the collective number of eligible employees of all 
member employers is more than fifty, and the member-governed group or 
association health plan meets the requirements of WAC 284-43-8110 for 
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a Pathway 1 Association Health Plan, or WAC 284-43-8120 for a govern-
mental plan.

(2) For plans offered to association or member-governed groups 
that do not meet the requirements of subsection (1) of this section, 
the following specific requirements apply:

(a) An issuer must treat grandfathered plans issued under those 
purchasing arrangements as a closed pool, and file a single case 
closed pool rate filing. For purposes of this section, a single case 
closed pool rate filing means a rate filing which includes the rates 
and the rate filing information only for the issuer's closed pool en-
rollees.

(b) For each single case closed pool rate filing, an issuer must 
file a certification from an officer of the issuer attesting that:

(i) The employer members covered by the filing joined the associ-
ation prior to or on March 23, 2010;

(ii) The issuer can establish with documentation in its files 
that none of the conditions triggering termination of grandfathered 
status set forth in WAC 284-43-0250 or in 45 C.F.R. 2590.715-1251(g) 
have occurred for any plan members.

(3) For each grandfathered plan issued to an association or mem-
ber governed group under subsection (2) of this section, the issuer 
must include the following items in its rate filing:

(a) Plan number;
(b) Identification number assigned to each employer member, in-

cluding employer members of less than two;
(c) Initial contract or certificate date;
(d) Number of employees for each employer member, pursuant to RCW 

48.43.005(11);
(e) Number of enrolled employees for each employer member for the 

prior calendar year;
(f) Current and proposed rate schedule for each employer member; 

and
(g) Description of the rating methodology and rate change for 

each employer member.
(4) WAC 284-43-6540 applies for a single case rate closed pool 

under this section.
[Statutory Authority: RCW 48.02.060 and 48.43.733. WSR 19-22-032, 
amended and recodified as § 284-43-8140, filed 10/30/19, effective 
11/30/19. Statutory Authority: RCW 48.02.060. WSR 16-14-106 (Matter 
No. R 2016-11), § 284-43-0330, filed 7/6/16, effective 8/6/16. WSR 
16-01-081, recodified as § 284-43-0330, filed 12/14/15, effective 
12/14/15. Statutory Authority: RCW 48.02.060, 48.43.700, 48.43.715, 
48.44.050, 48.46.200, and 45 C.F.R. 150.101(2). WSR 14-01-039 (Matter 
No. R 2013-13), § 284-170-958, filed 12/11/13, effective 1/11/14.]
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