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Checklist for Individual and Small Group MEDICAL Plans
FORMS
Effective for Plan Years beginning on or after January 1, 2017
[bookmark: _GoBack](See FIS 2305 (3/16) for Stand-alone Dental Plans Forms Checklist)

	Issuer Name: 
	Market:     Individual          Small Group
                            ☐                       ☐                       

	Forms Contact Person: 
	Phone Number

	Email: 



Each product must offer every item and service covered in the Michigan Benchmark Plan as supplemented by the MIChild Dental program (for pediatric dental coverage) and the federal FEDVIP Blue Vision High Option Plan (for pediatric vision coverage).
Information on the 2017 Benchmark Plan benefits is available through CCIIO at: Michigan’s summary of EHB Benchmark Plan Benefits, limits and prescription drug coverage.
Health Plan Submission Guidelines can be referenced in the recently published DIFS Bulletin:	BULLETIN 2016-10-INS

Health Forms Checklist Instructions:	
NOTE: A separate checklist form is required for Individual and Small Group forms filings offered by an Issuer.
A. This checklist form is to be uploaded in SERFF under the supporting documentation tab of the forms/rates filing. 
B. The required format for saving this checklist is: CompanyName_MIMedicalFormsChecklist_Version #. 
i. The initial filing will be identified as Version 1.
ii. Any changes to the responses in this checklist form must be re-filed, and must include the updated version #.
C. As used in this checklist, “Coverage Document” includes all forms required to be filed in SERFF.
D. Forms and rates must be filed together under the same SERFF filing.	
E. Applicable federal and state laws and regulations supersede this checklist in the case of a conflict.  The omission of any requirement of law or regulation does not limit DIFS’ authority to enforce.


Section A.	Contract Requirements
	Requirement
	Coverage Document Reference:
Page #           Section #      Paragraph #
	Federal/State
Authority

	Abortion Opt-out:
	
	

	· On-Marketplace plans MAY NOT offer coverage for elective abortions, even as a rider to the plan.
· Off-Marketplace plans may offer coverage for elective abortions as a rider with a separate Premium.
	
	




	· This product does not include coverage for elective abortions, OR
· This product is Off-Marketplace only, and includes a rider which provides coverage for elective abortions, and a separate premium is charged for the rider. 
Acknowledge by checking the appropriate box.
	☐ Product has no coverage for elective abortion.
	Public Act 182 of 2013

	· 
	☐ Product is Off-Marketplace with a rider covering abortion.
	

	Annual and Lifetime Benefit Limits:
	
	

	· This product does not impose any dollar limits on any essential health benefit. 
Acknowledge by checking YES box.
	
YES ☐
	45 CFR 147.126

	Anti-Discrimination in EHB:
	
	

	       An Issuer may not deny or limit coverage, or deny a claim, for specific health services related to gender transition if such denial or limitation results in discrimination against a transgender individual.
Acknowledge by checking the box.
	 ☐   This product does not deny or limit coverage for health services related to gender transition

	Proposed rule 45 CFR 92.207 

	Applications:
	Page #           Section #       Paragraph #
	

	· If applications are used for both ACA and non-ACA plans, the applications must clearly indicate that medical information is NOT to be provided for ACA plans.
	
	
	
	

	· The employer application (if applicable) must be filed under the forms tab.
	Form # 
	

	· The enrollee application must be filed under the forms tab.
	Form # 
	

	Autism:
	Page #           Section #       Paragraph #
	MCL 500.3406s

	Required Services include:
· Applied Behavior Analysis
· PT/OT and Speech Therapy
· Prescription Drugs
· Psychiatric and psychological care
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	




	NOTE: Autism Services MAY NOT be subjected to quantitative or non-quantitative limits. Reasonable medical management techniques MAY be applied.
	
	DIFS' Order No. 14-017-M

	
Coverage Document:
	Page #           Section #       Paragraph #
	

	Must include: 
	
	

	· Descriptions of and the applicable time periods for:
	
	
	
	

	· Claims procedures whether filed by a provider or an enrollee
	
	
	
	

	· Preauthorization procedures
	
	
	
	

	· Utilization review procedures
	
	
	
	

	· Adverse benefit determination procedures (The definition of “adverse benefit determination” must be the definition used in 29 CFR 2560.503-1(m).)
	
	
	
	

	· Internal appeals
	
	
	
	

	· External appeals
	
	
	
	MCL 550.1901 et.seq.

	· Any medical necessity standard applicable to prior approval requirements
	
	
	
	

	· 
The definition of “medical necessity” which must:
	Page #           Section #       Paragraph #
	

	· Include coverage of health care services that are appropriate to the enrollee’s diagnosis or condition in terms of type, amount, frequency, level, setting, and duration
	 
	
	
	

	· Be based on generally accepted medical or scientific evidence and consistent with generally accepted practice parameters
	
	
	
	

	· Explain to the enrollee how to obtain the clinical review criteria used to determine medical necessity in a particular situation
	
	
	
	

	External Appeals:  
	 Page #          Section #       Paragraph #
	

	The Department of Health & Human Services (HHS) has authorized the extension of Michigan’s external appeal process, the patient’s right to independent review act (PRIRA). Therefore, all products filed in Michigan must meet the requirements of PRIRA.
	
	
	
	MCL 550.1901 et.seq. 

	
Dependent Coverage: 
	 Page #          Section #       Paragraph #
	

	The terms of the policy may not vary based on the age of the dependent, except where the distinction is contained in part of a Federal, State or local statute or ordinance.
Acknowledge by checking YES box.
	
YES ☐
	

	If a product provides coverage for dependents, it must:
	
	

	· Cover eligible dependents through the end of the month in which they turn 26
	
	
	
	45 CFR 147.120

	· Provide eligibility based solely on the dependent’s relationship with the enrollee. Products may not limit eligibility based on financial dependency, residency, status as a student, employment, eligibility for other coverage, or marital status
	
	
	
	

	
 Genetic Testing:
	 Page #          Section #       Paragraph #
	45 CFR 148.180

	State that the product does not: 
	
	MCL 500.3407(b)

	· Limit coverage based on genetic information. This includes stand-alone Dental and Vision plans
	
	
	
	

	· Adjust premiums based on genetic information
	
	
	
	

	· Request or require genetic testing
	
	
	
	

	· Use any collected or acquired genetic information from an individual for underwriting purposes
	
	
	
	

	
Grace Period:
	 Page #          Section #       Paragraph #
	

	For Individual On-Marketplace products the coverage document must include a 3-month grace period for enrollees who receive premium tax credits.
	
	
	
	45 CFR 156.270(d)

	Michigan law requires the following provision:
A grace period of ................ (insert a number not less than “7” for weekly premium policies, “10” for monthly premium policies and “31” for all other policies) days will be granted for the payment of each premium falling due after the first premium, during which grace period the policy shall continue in force.
	
	
	
	MCL 500.3410

	Guaranteed Renewability:
	 Page #          Section #       Paragraph #
	

	State that coverage is guaranteed renewable, and that non-renewal or cancellation is only allowed for:	
	
	45 CFR 148.122

	· Nonpayment of premium
	
	
	
	

	· Fraud 	
	
	
	
	

	· Issuer market exit
	
	
	
	

	· Enrollee movement outside of service area
	
	
	
	

	· Enrollee cessation of association membership
	
	
	
	

	Pre-existing Conditions:
	 Page #          Section #       Paragraph #
	

	An Issuer may not impose any pre-existing condition exclusion.
	
	

	Acknowledge the product does not include any pre-existing condition exclusions by checking the YES box.
	 YES ☐
	45 CFR 147.108




	
Primary Care Providers:
	 Page #           Section #       Paragraph #
	

	Products requiring the selection of a PCP must: 
	
	45 CFR 147.138

	· Allow enrollees to select any available PCP
	
	
	
	

	· Allow enrollees to select a pediatrician as a PCP
	
	
	
	MCL 500.3406n

	· Not require referrals for OB/GYN services
	
	
	
	MCL 500.3406m

	Rescission and Termination:
	Page #           Section #       Paragraph # 
	45 CFR 147.128

	· Rescission of coverage or eligibility is only allowed for fraud or intentional misrepresentation of material fact(s).	 
	
	
	
	

	· The Issuer will provide at least 30-days-notice to any person affected by the rescission.
	
	
	
	

	· The enrollee may terminate coverage upon 14-days-notice to the Issuer or the Marketplace.
	
	
	
	

	On-Marketplace products must state that coverage may be terminated by the Issuer only:	  
· When the enrollee is no longer eligible for coverage through the Marketplace
· For non-payment of premium (after grace period)  
· For rescission for a non-prohibited reason
· When the QHP is terminated or decertified 
· When the enrollee chooses to change Products
	
	
	
	

	Termination of coverage by the Issuer requires 30-days prior notice, and the notice must include the reason for termination.
	
	
	
	

	
Required Provisions under Michigan Law:
	 

	NOTE: If the Coverage Document contains any changes to the statutory language listed below, please check the “language changed” box in the right-hand column.
	

	Change of Beneficiary:
	Page #           Section #       Paragraph #
	MCL 500.3424

	Unless the insured makes an irrevocable designation of beneficiary, the right to change of beneficiary is reserved to the insured and the consent of the beneficiary or beneficiaries shall not be requisite to surrender or assignment of this policy or to any change of beneficiary or beneficiaries, or to any other changes in this policy.
	
	
	
	Language changed
☐

	
Claims forms:
	 Page #          Section #       Paragraph #
	MCL 500.3413

	The insurer, upon receipt of a notice of claim, will furnish to the claimant such forms as are usually furnished by it for filing proofs of loss. If such forms are not furnished within 15 days after the giving of such notice the claimant shall be deemed to have complied with the requirements of this policy as to proof of loss upon submitting, within the time fixed in the policy for filing proofs of loss, written proof covering the occurrence, the character and the extent of the loss for which claim is made.
	
	
	
	Language changed
☐

	
Entire contract: 
	 Page #          Section #       Paragraph #
	MCL 500.3407

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

	Legal Action:
	Page #           Section #       Paragraph # 
	MCL 500.3422

	No action at law or in equity shall be brought to recover on this policy prior to the expiration of 60 days after written proof of loss has been furnished in accordance with the requirements of this policy. No such action shall be brought after the expiration of 3 years after the time written proof of loss is required to be furnished.
	
	
	
	Language changed
☐

	

Notice of Claim:
	Page #           Section #       Paragraph #
	MCL 500.3412

	Written notice of claim must be given to the insurer within 20 days after the occurrence or commencement of any loss covered by the policy, or as soon thereafter as is reasonably possible. Notice given by or on behalf of the insured or the beneficiary to the insurer at ................. (insert the location of such office as the insurer may designate for the purpose), or to any authorized agent of the insurer, with information sufficient to identify the insured, shall be deemed notice to the insurer.
	
	
	
	Language changed
☐

	
Payment of Claim:
	Page #           Section #       Paragraph #
	MCL 500.3418

	Indemnity for loss of life will be payable in accordance with the beneficiary designation and the provisions respecting such payment which may be prescribed herein and effective at the time of payment. If no such designation or provision is then effective, such indemnity shall be payable to the estate of the insured. Any other accrued indemnities unpaid at the insured's death may, at the option of the insurer, be paid either to such beneficiary or to such estate. All other indemnities will be payable to the insured.
	
	
	
	Language changed
☐

	Physical Examinations and Autopsy:
	 Page #          Section #       Paragraph #
	MCL 500.3420

	The insurer at its own expense shall have the right and opportunity to examine the person of the insured when and as often as it may reasonably require during the pendency of a claim hereunder and to make an autopsy in case of death where it is not forbidden by law.
	
	
	
	Language changed
☐

	

Proofs of Loss:
	Page #           Section #       Paragraph #
	MCL 500.3414

	Written proof of loss must be furnished to the insurer at its said office in case of claim for loss for which this policy provides any periodic payment contingent upon continuing loss within 90 days after the termination of the period for which the insurer is liable and in case of claim for any other loss within 90 days after the date of such loss. Failure to furnish such proof within the time required shall not invalidate nor reduce any claim if it was not reasonably possible to give proof within such time, provided such proof is furnished as soon as reasonably possible and in no event, except in the absence of legal capacity, later than 1 year from the time proof is otherwise required.
	
	
	
	Language changed
☐

	
Readability:
	Page #           Section #       Paragraph #
	MCL 500.2236(3)

	Submitted forms must comply with the following readability standards:
· Each form entered in the SERFF Forms Schedule shall include the form’s readability score. 
· The readability score must be based on the Microsoft Word Flesch Reading Ease test and have a score of 45 or higher. Forms with a Microsoft Word Flesch Reading Ease test score lower than 45 will not be approved by DIFS or transferred to CMS for certification. 
· Health care policies and certificates, dental policies and certificates, and certificates of coverage with more than 3,000 words printed on not more than three pages or more than three pages of text regardless of the number of words shall contain a table of contents. (This requirement does not apply to riders or endorsements). 
· Be printed with font size of not less than 10-point (an exception under MCL 500.2236(3) for policies of disability insurance as defined in section MCL 500.3400); font requirement found in MCL 500.3402.
	
	
	
	






	


Reinstatement:
	Page #           Section #       Paragraph #
	MCL 500.3411

	If any renewal premium be not paid within the time granted the insured for payment, a subsequent acceptance of premium by the insurer or by any agent duly authorized by the insurer to accept such premium, without requiring in connection therewith an application for reinstatement, shall reinstate the policy: Provided, however, That if the insurer or such agent requires an application for reinstatement and issues a conditional receipt for the premium tendered, the policy will be reinstated upon approval of such application by the insurer or, lacking such approval, upon the forty-fifth day following the date of such conditional receipt unless the insurer has previously notified the insured in writing of its disapproval of such application. The reinstated policy shall cover only loss resulting from such accidental injury as may be sustained after the date of reinstatement and loss due to such sickness as may begin more than 10 days after such date. In all other respects the insured and insurer shall have the same rights thereunder as they had under the policy immediately before the due date of the defaulted premium, subject to any provisions endorsed hereon or attached hereto in connection with the reinstatement. Any premium accepted in connection with a reinstatement shall be applied to a period for which premium has not been previously paid, but not to any period more than 60 days prior to the date of reinstatement.
	
	
	
	Language changed
☐

	
Time Limit on Certain Defenses:
	Page #           Section #       Paragraph #
	MCL 500.3408

	(a) After 3 years from the date of issue of this policy no misstatements, except fraudulent misstatements, made by the applicant in the application for such policy shall be used to void the policy or to deny a claim for loss incurred or disability (as defined in the policy) commencing after the expiration of such 3-year period.
(b) No claim for loss incurred or disability (as defined in the policy) commencing after 3 years from the date of issue of this policy shall be reduced or denied on the ground that a disease or physical condition not excluded from coverage by name or specific description effective on the date of loss had existed prior to the effective date of coverage of this policy.
	
	
	
	Language changed
☐

	
Time of Payment of Claims:
	Page #           Section #       Paragraph #
	MCL 500.3416

	Indemnities payable under this policy for any loss other than loss for which this policy provides any periodic payment will be paid immediately upon receipt of due written proof of such loss. Subject to due written proof of loss, all accrued indemnities for loss for which this policy provides periodic payment will be paid ....................... (insert period for payment which must not be less frequently than monthly) and any balance remaining unpaid upon the termination of liability will be paid immediately upon receipt of due written proof.
	
	
	
	Language changed
☐

	Wellness Programs:
	 Page #          Section #       Paragraph #
	45 CFR 146
45 CFR 147

	A wellness program may be offered with any plan provided it: 
· Meets the requirements of 45 CFR 146 and 147, and 
· Is filed as part of the plan and approved by DIFS
	
	
	
	


 
Comments:  

Section B.	Additional Requirements for HMOs

	Requirements for HMOs Only:
	Coverage Document Reference:
Page #          Section #       Paragraph #
	Federal/State
Authority

	The HMO Coverage Document must NOT use the term INSURANCE.

	
	MCL 500.3505

	The word insurance does not appear in the Coverage Document, as required by Michigan law. Acknowledge by checking the YES box. 
	
YES ☐
	MCL 500.3505

	The HMO Coverage Document MUST contain the following:
	Page #           Section #       Paragraph #
	MCL 500.3523

	· Name and address of the organization
	
	
	
	

	· Definitions of terms subject to interpretation
	
	
	
	

	· Effective date and duration of coverage
	
	
	
	

	· Statement regarding responsibility for payment of premium	
	
	
	
	

	· Specific description of any limitation, exclusion, and exception (grouped together in bold face)
	
	
	
	

	· Right of enrollee to inspect and review medical records
	
	
	
	

	· Responsibilities of the enrollee:
	Page #           Section #       Paragraph #
	

	· Timely payment of premium
	
	
	
	

	· Non-assignment of benefits/contract
	
	
	
	

	· Notification of address change
	
	
	
	

	· Notification of theft of membership identification
	
	
	
	

	· Provisions for Subrogation and coordination of benefits including requirement for enrollee cooperation
	
	
	
	

	· Provision for adding new family members or other dependents
	
	
	
	


Comments:  



Section C.   Required EHB Coverages

	Requirement
	Coverage Document Reference:
Page #          Section #       Paragraph #
	Federal/State
Authority

	Ambulatory Patient Services:    
	
	

	Hospital Outpatient Services
	
	
	
	

	Ambulatory surgery center services, including:
	Page #          Section #        Paragraph #
	

	· Physician Surgical Charges  	 
	
	
	
	

	· Outpatient Surgery
	
	
	
	

	· Vasectomy
	
	
	
	

	Office/home visits and consultations
	Page #          Section #        Paragraph #
	

	· Specialist Visits	 
	
	
	
	

	· Non-hospital Facility Services
	
	
	
	

	Hospice
NOTE: Issuers may limit in-facility Hospice care to no less than 45 days. Home hospice care MAY NOT be limited, except through medical management techniques.
	Page #          Section #        Paragraph #
	

	
	
	
	
	

	Home Health Care (excludes Rehabilitative Medicine Services)
NOTE: Home Health Care MAY NOT be limited except through medical management techniques.
	Page #          Section #        Paragraph #
	


	
	
	
	
	

	Family planning and infertility-diagnosis only
	
	
	
	

	TMJ treatment
	
	
	
	

	Orthognathic surgery
	
	
	
	

	
Weight loss programs-physician supervised and approved by Issuer including:	 
	Page #          Section #        Paragraph #
	

	· Morbid obesity weight management programs	
	
	
	
	

	· Morbid obesity weight loss surgery
	
	
	
	

	Clinical Trials for Cancer and other life-threatening illnesses:
· Routine patient costs in connection with approved clinical trials
	
	
	
	

	Medical Supplies – inpatient or home visit
	
	
	
	

	Chiropractic – NOTE: May be included with coverage for physical therapy
	
	
	
	

	Food supplements and formula: parenteral and enteral
	
	
	
	

	Breast Cancer – Outpatient treatment
	
	
	
	

	Genetic Testing – Pregnant women only
	
	
	
	

	Chronic Pain – Evaluation and treatment
	
	
	
	

	Reconstructive Procedures – To correct physical impairments
	
	
	
	

	Medically Necessary Plastic Surgery – May be limited to:	 
	
	
	
	

	Blepharoplasty of upper lids
	
	
	
	

	· Breast reduction
	
	
	
	

	· Surgical treatment of male gynecomastia
	
	
	
	

	· Sleep apnea treatments – including:
	
	
	
	

	· Rhinoplasty
	
	
	
	

	· Septorhinoplasty
	
	
	
	

	· Panniculectomy
	
	
	
	

	Emergency Services:
	 Page #          Section #       Paragraph #
	45 CFR 147.138

	Emergency Room Care – Up to point of stabilization
	
	
	
	

	· Urgent Care
	
	
	
	

	· Ambulance Services
	
	
	
	

	
The Issuer must cover emergency services in accordance with the following:
	Page #           Section #       Paragraph #
	

	· No prior authorization requirement
	
	
	
	

	· No limitation as to providers
	
	
	
	

	· At in-network cost-sharing level
	
	
	
	

	· Must pay for out-of-network emergency services based on the greatest of:  
· The median in-network rate
· The usual customary and reasonable rate  
· The Medicare rate  
	NOTE: Payment level is required but it does not need to be stated in the coverage documents.
	

	Hospitalization:
	 Page #          Section #       Paragraph #
	

	· Inpatient
	
	
	
	

	· Long-term acute care
	
	
	
	

	· Surgery
	
	
	
	

	· Inpatient Physician and Surgical Services
	
	
	
	

	· Antineoplastic Surgical Drugs
	
	
	
	

	· Transplants
	
	
	
	

	· Skilled Nursing Facility – NOTE: No less than 45 days per year
	
	
	
	

	· Reconstructive Surgery after Mastectomy
	
	
	
	

	Laboratory Services:
	Page #           Section #       Paragraph #
	MCL 500.3406a

	· Diagnostic Tests-X-Ray and Laboratory
	
	
	
	

	· Imaging-CT, PET, and MRI
	
	
	
	

	· Breast Cancer Diagnostic Services
	
	
	
	

	Maternity and Newborn Coverage:
	 Page #          Section #       Paragraph #
	45 CFR 148.170

	· Pre- and Post-Natal Care
	
	
	
	

	· Delivery
	
	
	
	

	· All Inpatient Services for Maternity
	
	
	
	

	Maternity coverage must meet the following requirement:	
· Benefits may not be restricted to less than 48 hours following a vaginal delivery, and 96 hours following a cesarean section	 
· No prior authorization required for the minimum hospital stay 	 
· Hospital length of stay begins at the time of delivery if delivery occurs in a hospital and at the time of admission if delivery occurs outside the hospital 
	
	
	
	

	
Mental Health and Substance Use Disorders:  
	 Page #          Section #       Paragraph #
	45 CFR 146.136

	Product must provide coverage for:
	
	

	Mental Health Evaluation, Consultation, and Treatment Including:
	
	

	· Emergency
	
	
	
	

	· Inpatient
	
	
	
	

	· Residential
	
	
	
	

	· Outpatient
	
	
	
	

	Substance Use Disorder Evaluation, Consultation, and Treatment Including:
	
	

	· Emergency
	
	
	
	

	· Inpatient
	
	
	
	

	· Residential
	
	
	
	

	· Outpatient
	
	
	
	

	
NOTE: Mental Health and Substance use disorder coverage must meet the parity requirements of the MHPAEA.
Treatment limitations and cost sharing amounts that are applied to mental health or substance use disorder benefits must not be more restrictive than those that are applied to substantially all medical/surgical benefits. 
· There must not be any separate treatment limitations or cost sharing requirements that apply only to mental health or substance use disorder benefits.
	Issuer certifies that they comply with the parity requirements set forth in the MHPAEA.
 YES ☐


	29 CFR 2590.712

45 CFR 146.136

45 CFR 147.160

	Prescription Drugs:
NOTE: The Prescription Drug Template must be completed and validated. 
NOTE: The Prescription Drug Template now has a separate tier for drugs covered under the medical section. Michigan has determined that this tier must be used. NO justifications will be accepted to reach the required drug count.
	
	

	The following must be covered:
	Page #           Section #       Paragraph #
	45 CFR 156.122

	· Generic
	
	
	
	

	· Preferred Brand
	
	
	
	

	· Non-preferred Brand
	
	
	
	

	· Specialty
	
	
	
	

	· Medically Necessary Growth Hormone Therapy
	
	
	
	

	· Preferred Tobacco Cessation Products
	
	
	
	

	· Drugs for Treatment of the Underlying Causes of Infertility
	
	
	
	

	· Contraceptives (must provide coverage at no cost for at least one drug/device in each of the FDA’s categories)
	
	
	
	

	Rehabilitative and Habilitative Services and Devices
	Page #          Section #       Paragraph #
	

	Rehabilitative therapy, and/or medical services that result in improvement in ability to perform meaningful functional activities, including:
	
	

	· Physical and Occupational Therapy: 
PT/OT may be combined. The MI Benchmark Plan requires no fewer than 30 visits per year.
	
	
	
	

	· Speech Therapy:
The MI Benchmark Plan requires no fewer than 30 visits per year.
	
	
	
	

	· Cardiac and pulmonary rehabilitation:
The MI Benchmark Plan requires no fewer than 30 visits per year.
	
	
	
	

	· Prosthetic and orthotic support/durable medical equipment
	
	
	
	

	· Breast cancer rehabilitation
	
	
	
	

	· Mastectomy prosthesis
	
	
	
	

	NOTE: Surgery CANNOT be a prerequisite for Rehabilitative therapies.
	
	

	

       Habilitative services as defined by DIFS in accordance with Order No. 13-003-M, including:
	Page #          Section #       Paragraph #
	Commissioner’s Order No. 13-003-M

	· Physical and Occupational Therapy: 
PT/OT may be combined. The MI Benchmark Plan requires no fewer than 30 visits per year.
	
	
	
	

	· Speech Therapy:
The MI Benchmark Plan requires no fewer than 30 visits per year.
	
	
	
	

	· Prosthetic and orthotic support/durable medical equipment
	
	
	
	

	· Other Services
	
	
	
	

	Preventive, Wellness Services, and Chronic Disease Prevention and Education:
	 
	45 CFR 147.130

	The Issuer must cover preventive services without cost sharing requirements, including deductibles, co-payments, or co-insurance. Covered preventive services include:
	Page #         Section #         Paragraph #
	

	· Evidence-based items or services that have in effect a rating of A or B in the current recommendations of the USPSTF
	
	
	
	

	· Immunizations that have in effect a recommendation from the Advisory Committee on Immunization Practices (CDC)
	
	
	
	

	· Evidence-informed preventive care and screenings provided for in HRSA guidelines for infants, children, adolescents, and women
	
	
	
	

	· Current recommendations of the USPSTF regarding breast cancer screening, mammography, and prevention	
	
	
	
	

	· Educational Services, including: 
	Page #         Section #         Paragraph #
	

	· Managing Chronic Disease
	
	
	
	

	· Maternity Classes
	
	
	
	

	· Tobacco Cessation Programs including Prescription Drugs
	
	
	
	

	· The certificate must include the USPSTF web address that provides the listing of current preventive health services.	
	
	
	
	

	Pediatric Services Including Dental and Vision Coverage:
	

	
NOTE: Vision and Dental coverage must be provided through the end of the month in which the enrollee turns 19, and the Coverage Document must so state. 	 
	Page #          Section #       Paragraph #
	

	· General Pediatric Care
	
	
	
	

	Vision Coverage must include:
	Page #          Section #       Paragraph #
	

	NOTE: Both on- and off-marketplace products must include pediatric vision.
	
	

	· Vision Exam: 1 per year
	
	
	
	

	· Eyeglasses: including frames, and lenses-1 per year
	
	
	
	

	· Contact Lenses: in lieu of eyeglasses, or if medically necessary 
	
	
	
	

	Dental Coverage:
NOTE: If a stand-alone dental plan is available on the Marketplace, on-marketplace plans need not include pediatric dental. ALL off-marketplace plans must include pediatric dental, or their methodology for ensuring it is covered. Only certified stand-alone dental plans may be used to meet this requirement.
	


	Required Services Include:
	Page #           Section #       Paragraph #
	

	· Initial Exam: the first exam with a particular provider
	
	
	
	

	· Routine Check-Up: 2 per year
	
	
	
	

	· Bitewing X-Rays: 1 set per year
	
	
	
	

	· Diagnostic tests
	
	
	
	

	· Cleaning: 3 per year
	
	
	
	

	· Fluoride treatment
	
	
	
	

	· Space maintainers
	
	
	
	

	· Sealants on first and second molars
	
	
	
	

	· Fillings of amalgam, plastic or similar materials and stainless steel crowns
	
	
	
	

	· Metallic onlays
	
	
	
	

	· Porcelain or ceramic crown substrate
	
	
	
	

	· Pulpotomy for primary teeth
	
	
	
	

	· Anterior bicuspid and molar root canal
	
	
	
	

	· Periodontal scaling and root planing
	
	
	
	

	· Gingivectomy or gingivoplasty
	
	
	
	

	· Maxillary dentures
	
	
	
	

	· Porcelain, ceramic and cast metal retainers for resin bonded fixed prosthesis
	
	
	
	

	· Simple extractions
	
	
	
	

	· Consultation by a second dentist not providing treatment
	
	
	
	

	· Exams and treatment for emergency conditions
	
	
	
	

	· Medically Necessary Orthodontia
	
	
	
	


Comments:  
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