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NOTICE OF AGENCY APPROVAL OF A PROPOSED RULE
AND
FILING WITH THE LEGISLATIVE RULE-MAKING REVIEW COMMITTEE

AGENCY: _Insurance Commissioner TITLE NUMBER:_114

CITE AUTHORITY:_W. Va. Code § 33-2-10 and 33-15B-3

AMENDMENT TO AN EXISTING RULE: YES X NO

IF YES, SERIES NUMBER OF RULE BEING AMENDED:_16
TITLE OF RULE BEING AMENDED: Standards for Uniform Health Care

Administration

IF NO, SERIES NUMBER OF RULE BEING PROPOSED:

TITLE OF RULE BEING PROPOSED:

THE ABOVE PROPOSED LEGISLATIVE RULE HAVING GONE TO A PUBLIC HEARING OR APUBLIC
COMMENT PERIODISHEREBY APPROVED BY THE PROMULGATING AGENCY FOR FILING WITH
THE SECRETARY OF STATE AND THE LEGISLATIVE RULE-MAKING REVIEW COMMITTEE FOR

G Ty, 2
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é@ging Secretary of Tax & Revenue
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STATE OF WEST VIRGINIA

Offices of the Insurance Commissioner Legal Division
CECIL H. UNDERWOOD HANLEY C. CLARK
Governor Insurance Commissioner

September 1, 2000

HAND DELIVERED

Ms. Judy Cooper, Director
Administrative Law Division
Office of Secretary of State
State Capitol

Charleston, West Virginia 25305

Dear Ms. Cooper:

Enclosed please find for filing one (1) copy of the
following:

1) Notice of Agency Approval of a Proposed Rule and
Consent of Acting Secretary of Tax and Revenue;

2) Fiscal Note for Proposed Rule;

3) Brief Summary of Rule;

4) Statement of Circumstances;

5) Legislative Rule-Making Review Committee Questionnaire;

8) Agency approved proposed rule entitled “Standards for
Uniform Health Care Administration” (Title 114, Series
16) .

Please contact me if further information is required.

Sincerely,

( Z]&‘”., ;(2 M—l{
Donna S. Quesenberry

General Counsel

DSQ/jz
Enclosures

P.O. Box 50540 *We are an Equal Opportunity Employer” Telephope (304) 558-0401
Charleston, West Virginia 25305-0540 Facsimile (304) 558-1362




APPENDIX B

FISCAL NOTE FOR PROPOSED RULES

Rule Title: Standards For Uniform Health Care Administration
Title 114, Series 16

Type of Rule: XX Legislative Interpretive Procedural
Agency: Insurance Commissioner
Address: Pogst Office Box 50540

1124 Smith Street, Greenbrooke Building
Charleston, West Virginia 25305-0540

1. Effect of Proposed Rule
ANNUAL - FISCAL YEAR |
Increase Decrease Current Next Thereafter
. -—1r 91 O T
ESTIMATED TOTAL None None None None None
COST
PERSONAL SERVICES None None None None None
CURRENT EXPENSE None None None None None
REPAIRS AND None None None None | None
ALTERNATIONS
EQUIPMENT None None None None None
OTHER None None None None None
2. Explanation of above estimates:

This rule will have no fiscal impact on State, local or
Federal Government.

3. Objectives of these rules:

The objective of the amendment to the existing rule is to
repeal the rule in its entirety without replacement.




Rule Title: Standards For Uniform Health Care Administration
Title 114, Series 16

4. Explanation of Overall Economic Impact of Proposed Rule.
A. Economic Impact on State Government.
None
B. Economic Impact on Political Subdivisions; Specific

Industries; Specific groups of Citizens.
None
c. Economic Impact on Citizens/Public at Large.

None

Date: Q/A ¢

Signature of Agency Head or Authorized Representative

Do Lod L

DONNA S. QUESE‘&@ERRY@GENERAL COUNSEL




Insurance Commissioner
Legislative Rule
Title 114, Series 16

STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

TITLE 114, SERIES 16

BRIEF SUMMARY OF RULE

The existing rule implemented the provisions of Article 15B,
Chapter 33 of the West Virginia Code, which directed the Insurance
Commissioner to establish guidelines regarding uniform health care
administration.

H.B. 4776, effective June 8, 2000, amends Article 15B,
Chapter 33 of the West Virginia Code by transferring authority and
responsibility to promulgate rules, and develop standard forms and
procedures regarding health care administration from the Insurance
Commigsioner to the West Virginia Health Care Authority.

This proposed amendment will repeal the rule in its entirety
without replacement.




Insurance Commissioner
Legislative Rule
Title 114, Series 16

STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

TITLE 114, SERIES 16

STATEMENT OF CIRCUMSTANCES

This rule implemented the provisions of Article 15B, Chapter
33 of the West Virginia Code, which direct the Insurance
Commissioner to establish guidelines regarding uniform health care
administration. H.B. 4776, effective June 8, 2000, amends Article
15B, Chapter 33 of the West Virginia Code by transferring authority
and responsibility to promulgate rules, and develop standard forms
and procedures regarding health care administration from the
Insurance Commigsiocner to the West Virginia Health Care Authority.

This proposed amendment will repeal the rule in its entirety
without replacement.




QUESTIONNAIRE

{Please include a copy of this form with each filing of your rule:
Notice of Public Hearing or Comment Period, Proposed Rule, and if
needed, Emergency and Modified Rule.)

DATE: SEPTEMBER 1, 2000
TO: LEGISLATIVE RULE-MAKING REVIEW COMMITTEE
FROM: CFFICE OF THE INSURANCE COMMISSIONER

ATTN: Legal Division

1124 Smith Street

Post Cffice Box 50540

Charleston, West Virginia 25305-0540
LEGISLATIVE RULE TITLE: STANDARDS FOR UNIFORM HEALTH CARE

ADMINISTRATION (TITLE 114, SERIES 16)
1. Authorizing statute(s) citation:
West Virginia Code §§ 33-2-10 and 33-15B-3

2. a. Date filed in State Register with Notice of Hearing or

Public Comment Period:

July 21, 2000

b. What other notice, including advertising, did you give
of the hearing?

None

c. Date of Public Hearing(s) or Public Comment Period
ended:

Public comment period ended August 21, 2000.

d. Attach list of persons who appeared at hearing, comments
received, amendments, reasons for amendments.

Attached No comments received X

e. Date you filed in State Register the agency approved
proposed Legisglative Rule following public hearing:
(be exact)

September 1, 2000




Insurance Commisgsioner
Title 114, Series 16

f. Name, title, address and phone/fax/e-mail numbers of

agency person(s) to receive all written correspondence
regarding this rule: (Please type)

Esther T. Van Dall, Associate Counsel
West Virginia Insurance Commission
Legal Divigion

P.0O. Box 50540

Charleston, WV 25305-0540

Phone: (304) 558-0401

Fax: {(304) 558-1362

E-mail: vandae@wvnvm.wvnet.edu

g. IF DIFFERENT FROM ITEM ‘f’, please give Name, title,
address and phone number (s} of agency person(s} who
wrote and/or has respongibility for the contents of
this rule: (Please type)

Not applicable
3. If the statute under which you promulgated the submitted
rules requires certain findings and determinations to be
made as a condition precedent to their promulgation:

a. Give the date upon which you filed in the State
Register a notice of the time and place of a hearing
for the taking of evidence and a general description
of the issues to be decided.

Not applicable

b. Date of hearing or comment period:
Not applicable

c. On what date did you file in the State Register the
findings and determinations required together with
the reasons therefor?

Not applicable

d. Attach findings and determinations and reasons:

Not applicable







L]

A1 ol m ] ! ] ot ] ) . o e S 3]
L. L. Obub’ﬂ- JH N O A Y J.ﬁth.bJ.O.L;J.VC L UL T dppP L LTS LU N R o R S ) J o N LN Y

I r

L= | . u . | h . o | al . L =4
L LT J:J.LUV LA S J.lllLJJ.Ulllt:'J.lL. [=9pLe) [ § = o UL TL o LRI LD 1 1E [=4 |19 8 P i 14

I

! r r !
1 i T s | . 4 | PG = i N
1Al Lll AL doliio Y, 114 =1\ BN B WAL gu CL_{UJ—}_)H[CIJ.L VELILLULD L LI L Lo L Lok L-Y
. ] =y . 1 1w . A . - n
MLV UL LTSS LU L 1T L LI LdAal T ol VILOOo, o UL D00, G.LJLJ'J:.LG.J.I.L.CD,

-] . = e .- - - | 1 o . ] . . ] ). |
L A VR N WP ] L Cb_lu.LPlLlC:llL. [ - <dll L1V AU T UILLL LIy LN ¥ [ i LINI LV iilddal o

. - /

- ol 1 . . a - . 5 - ' 1 . 1o . .
Ut dtbtliliupPlly sl 1dll, J AT A S-S A I S T ey \_—llJ._LU}_J.LC‘JlL.tJ.L- My oLt 1Ldll,

L | L RN T Lo . 3 ] . s ol . .
iAW L LT, LIUL ot | S S LUR) U R S AL L S My s 1-dl VIICL QLo LI SL,
' . . '

’ !

. q 9 q . . "
LALT STl VI TO, oL L A0, L LTS, TV LTS UL T U LU IIL .

LTI i P Y L. | 1L b i
ITodT Il L dadl T PPLUV LT L Al d P L oUlLl, L}G.J_LLLC.LDLLJ.L)',

o &
L. .




Insurance Commissioner
Legislative Rule
Title 114, Series 16
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Insurance Commissioner
legislative Rule
Title 114, Series 16
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Insurance Commissioner
Legislative Rule
Title 114, Series 16
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Insurance Commissioner
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RIS ; e . : . Appendix A

APPROVED CRIB{X08-O008 i

|4— CARRIER

HEALTH INSURANCE CLAIM FORM 1A
GROUP FECA OTHER] 14 NSURED'S LO. NUMBER (FOR ™ TEM
HEMTHPLAN __ BLXLUNG "
(SSN o ) D (55N} 0}
3 PATIENTS BIRTH DATE SEX 4. NSURED'S NAME (Last Hame, First Kame,
' 1
. H ! M F
PATIENTS ADORESS (Na., oY & PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDAESS (No., Strest)
Y "STATE | 3. PATIENT S7ATUS oY ST E
Single; °  Manied D Cther D ) E=
FCo0E 7P CODE VELEPCNE (INCLLDE AREACODR | 5
Emplayed — Ful-Tima Part-Time ( )
OTHER INSURED'S NAME (Last Name, First NaX ; 10. IS PATIENT'S CONDITYON RELATED TO: 11. INSURED'S POUCY, P OR FECA NUMBER ‘i
8.
T RICUNED'S POUCY OF SNOUP NUuasn = EUPLOYWENT? (CURREMT CR PASVIOUS)  [a msunsaa . é)F sﬁm 5EX g
) 1
Qe [Jw Al g QB
OTHER INSURED'S DATE OF 8IRTH SEX b AUTO ACCIDENT? PLACE {Stxte} b MAME GA SCHOOL NAME o
MM, DO, YY :
) Em B O O ' :
EMPLOYERS NAME OR SCHCOL NAME ¢ OTHER ACC.CENT? e FANCE PLAN NAME OFt PROGRAM NAME IZ
s [Jwe | g
INSURANCE PLAN NAME CR PROGRAM NAME RESERVED FOR LOCAL USE 1S THERE ANOTHEA HEALTH BENEFT PLAN? §
[ Jves (180 Wyss reemoand comoiets bem 9 sd.
READ BACK OF FORM BEFORE COMPLETING & THS FORML 1, INSURED'S CA AUTHORLZED PERSON'S SIGNATURE | authertts
%, PATIENTS OR AUTHORZED PERSON'S SIGNATURE | arherize the reiease mecicad or cthee nfomation payment af medica Sertits & e Unoersigned ptysician of supsler o
by procass this cleim, | 2/se request By Mt of gevTimes bear’ss sither 1o myset DUy whd aceepes 248 Sarvices descnbed Delow.
baicrw, .
ATE v
SIGNED DATE SKSNED
i. DATE OF CURRENT: HLLNESS {First syrreiom) OR 15, IF PATIENT HAS HA £ IMILAR KLNESS. | 18. DATES PATIENT LNABLE TO WORX N CURRENT QCCUPATION
MM OB YY { INJURY .,Acec:gn CR -] GIYEFIRSTDATE i b Yy MM 0D YY MMy DD YY 4
- BREGMANCY(LMP) ¢ ! FROM : TO : t
", NAME OF REFERAING PHYSICIAN CR OTHER SCUACE 172 +.0. NUMBER £F 225230015 PHY SICLAN 18. KOSPITALIZATCN DATES RELATES 7O CLRAENT SERYICES
— MM DE . oYY MM, DDy YY
FACM H TO H !
}. RESEAVED FCR LCCAL USE 20. QUTSIDE LAS? § ZHARGES
' (res va | 1
. N R} AE OF ILLNESS QR I LAY, (RELATE TSNS 1,23 OF ¢ JFT =M 24E BY LNE 22 WEDICAID AESLAMISSICN
BIAGHESIS SR NATUAE & S " ] doaEhiD Assy CRIGINAL AEF, NOL
o I ’ . . —
Z3. PRIOA AUTHORIZATION NUMBER
L e —
. A 3 c D £ F 1 6 1 H i 4 X g
A F SEAVI Pace| Type |PROC E£3, SEAVICES, OR SUPPLIES — | OAYS EPSD .
£ DATEIS) OF SEAVICE, a dm Tt Ul Cies 2 ousnossjs CHARGES “on Famay cos RELSEHVESSE FOR £
a DD ¥y M DD YY serr ical T PCS | MODIFER cou UNTS] Plan | 46 OCAL ; :
S S | i =
: - ol
) i =
: 1 : : | H =
' . i . d w
! A
- a.
P P | | &
: [ ]
Lo L | ! . : 5
: . ; =z
: i =
N R _ T 2
1 | ‘ ' ! E
H . . ; ‘
5. FEDERAL TAX 1.D. N R S5N EN . 26, PATENTS ACCOUNT NOQ. , 7. ACCEPT ASSIGNMENT? |24, TOTAL CHARGE 29. AMCUSERAID 30, BALANGE DUE
. 1 i {For povit claums, See tuck) ] i '
T ! ) D YES [:] NO L I Is - | % 1
1. SIGNATURE YSICIAN CR SUPPLER : 32 NAME AND ACCRESS OF FAZLITY WHEAE SEAVICES WEAE |23 PHYSICIAN'S, SUPPLIER'S BILLING YAMENEDCAESS, ZIP CODE
INGLUDING EES OH CRESENTIALS ; RENDERED Uf strer than hera or afiice) & PHCONE # :
{l carty statements on e ravesss
apply w | and are made a part thareol) |
P 5 E ] : v
G DATE ' PINE | 5z0e
A#PECVED 3¥ AMA COUNCIL CN MEDICAL SERVICE 283, PLEASE PRINT OR TYPE o mmaneen L s 1500
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\ND ADDRESS HERE

WEST VIRGINIA

DEPARTMENT OF HEALTH & HUMAN RESOURCES
TITLE XVH| (MEDICARE)
DEBUCTIBLE AND
COINSURANCE INVOICE

SEE REVERSE FOR INSTRUCTIONS

i TRANSMISSION COo2

091

Y FRCViGER D NO. (1

PAOVIQER (GROUWP) i 2. NOQ. T}

Appenalx o

PRIMARY CARRIEEFCODE
140 OTHER CARRIER
2-MEDICARE N2
J3OTHER {SPECIFY WiliE) SELD

A INFORMATION, ENTER

(RECIPIENT'S LAST NAME FIRST RECIPIENT'S 2. NQ (11} PRIMARY CAJ
i I COOE:‘IF CJWER SPECIFY NAME HERE,
PRLPATIENT ACCOUNT NGO 10 MAX) RECIPSENT'S # | B NUMBER RN R LT MEDICAS
| cove . ! IMEDICARE} v P P AL vea A au-
CAECK ONE 3 . | l l l
PEDUCHBLE AR T COMRURANCE AMT. COVEAED BY PRAIMAAY CARRIER 14 B0 CEDUCTIELE AMT. (——t
! b OTHEA THAN TITLE XVl {MEDICARE . =apes
A A . A “oe
{RECIFMENT S LAST “AME FIRST RECIPIENT'S . O NOQ. {11) [ PRIMARY CAARIER INFORMATIOH, ENTER
| l COLE, IF QTHER SPECIFY MAME HEAS.
PATIENT ACCOUHT % . (10 MAX) RECIPENT'S H | B NUMBER AT S LTV MEDIGA:
covenage * (MEDICARE) - 30" M gan w R "t BAID AN
CHECK ONE a : . A
{DEDUCTIBLE AMOUNT COINSURANCE AMT. COVERED BY PRIMARY CARRIEA Y8000 OECUCTIBLE AMT. r———
. ! OTHER THAs TiilE XVl IMEDICARE . TARRIES
A <ODE
A A A
';=EC!PIENI‘S VAST NAME CIRST AECIPIENT'S NO. ity PRIMARY CARARIER INFORMATION. EMER
! I COOE, IF OTHER SPECIFY NAME HEAZS
{ PATIENT ACCOUNT NO {10 MAX) EIMENT'S H | B HUMBER S FuenT cSain gy WEQICA®
cgvzsnfés * 8 {MEDICARE)} i ~a P '“'lu wa M, TEAR 2AD AN
CHECK ONE 3 I
TCEDUCTIBLE AMGLN" COINSURANGE AMT. COVERMIAEY PRIMARY RIER s;ooo ODEOUCTIBLE AmT.
H QOTHER TITLE XN 1 MEDICARE TARAIET
. T o0DE
A A _ A_ A
RECIPIENT'S _AST rvawZ FIAST PPASSPIENTS = NO ' PRIMARY CARAIER INFQORMATION, EN-23
! 1 I COCE. (F QTHER SPECIFY NAME HERE
- . . PATIENT ACCOUNT RO 110 MAX) RECIPIGN'S -1 B Nu LR R LS VEDICA:
I Cg:EERgG‘E N 8 MEZICARE, "N E sz :u-“"; "egan ue had sgan 28,0 Av
1 -
CHECK ONE 3 " : !
SE0UCTIBLE ANMC .. COINSURANCE AMT PR /EREO 3¥ FAmARy Za3RME DEQUCTIBLE AMT
EPF HER THAN “ITLE Xvin wEDINEES TARRIE:
8 ZO0E
A A ’ \, _A A__ :
{IETIMENT'S LA™ “aME AAST Y-} AECIPIENT'S W -1 PAIMARY CARAER INFORMATION £N"E2
H 1 R I COCE. IF QTHEA SPECIFY NAME KEIZ
f : PATIENT ACCOUNT NO | RECIPIENT'S = | B RUMBER det v T TR e MEOICA,
t CTOYVPEERAOGFE * (MECICARE) 9 B e '!hl ~g o '.'A Tish 2.0 AN
CHECK ONE 3 I .
iaEDUCTIBLE AMCLST COINSURANCE AM LOVEREQ BY PRIMARY CARRIER aLooo OEDUCTIBLE AMT.
OTHER THAN TITLE XVHI {MEDICARE CARRIE-
=02k
A A A
FIRST AECIPIENT'S = NO (1) 5 PAIMAAY CARRIER INFORMATION. ENTEX

I RECIPIENT'S LAS™ NAME

l I

COCE, IF OTHER SPECIFY NAME MEAS

l PAMINT ACTOUNT NO [1Q MAX) RECIPIENT § ~ | B NUMBER E TEu IR IEAT SirgD WEDICA
TYPE OF a T i Wau SaNC
COVERAGE {MEDICAAE) e Yean o Sux ™ 21D AN
CHECK ONE 3 | |
|o£ouc1':a|_.=. AMOLNT R COINSURANCE AMT COVERED B¥ PAIMARY CARRIER BLoo0 MOUCTIBLE AMT.
: OTHER THAN TETLE XV i MEDICAAS CARRIES
CO0E
A A A
EIRST RICAENTS T ND 1 5 SUAMARY CARRIEERINFORMATION ENTZ3

[ RECIFENT'S LA5~ NAWE

B CJ0E. tF DVHER CiFY NAME WESET

10 e

AAT'ENT ACCSOUNT YC 10 MAX) BECIMENT'S ~ 1 3 NUMBER CatEwEnt IT.EAS 3
I TrPE OF a A " IR . .
COVERAGE IMEZ CARE} p e e e : EF §ou

- CHECK ONE El : I ! 1
j:EDUC?iBL‘ Can” COINSURANCE AMT COVERED 3+ PRIMAAY TA3RIER ILOO0 DEDLEYIBLE AMT ‘

. OTHER THAS TTLE XVl MEDICASE )
A A A
CEATIFY THAT THE STATEMENTS OM THE REY E aFP
T2 "mIS BILL AND ARE MADE A PAAT HEREQF -
P#fe 7
WALS O
SEV 3

STATE COPY AT— T S25 5 SUATURE

QATE
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- . DO NOT wreTE ' Appendix E

ARMACY INVOICE

N rkers’ Compensation Fund
P.OyBox 3151, Charleston, WV 25332

-401 Rev. 7-8¢

2AIMANT NAME WiLast, First, and Middle Names) 2. CLAIMANT ADDRESS  (Street or PO Box, City, Stats, and Zip Code)
IMPLOYER BUSINE 4. EMPLOYER MAILNG ADDRESS
JLAIMANT SOCIAL SECURI K NO. 6. DATE OF INJURY 7. CLAIM NO.
NAGNOSIS CODE {ICO-9-CM) W 9. PAOVIDER NO. .10, CHECK HERE IF PAYMENT IS
TO BE MDE TO CLAIMANT O
RIOR AUTHORZATION NO. | 12. DATE wRITTEWR] 13. PRESCRIBING PHYSICIAN 14. PRESCRIBNG PHYSICUNFPROVIDER NO. | 15. PRESCRIFTION NO.
.A.". A
JATE RILLED 17. NATIONAL DRUG COTR 18. DRUG NAME r 19. GENERIC
. . _ CJve O™
RUG QUANTITY 21. EST. DAYS SUPPLY W2 HREFLL 23. TOTAL CHARGE 4P| 24. AMOUNTPAID . | 25. BALANCE DUE
p (] ves [ '
RAND NAME JUSTIFICATION
TAIMANT' S SIGNATURE e 25. PHARMJRISTS SIGNATURE : DATE
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