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House Bill 10 Data Collection 
Instructions for Reporting - Revised April 19, 2018 

Reporting Period 

Commercial Plans: January 1, 2017, to December 31, 2017 
Medicaid MCOs: September 1, 2016, to August 31, 2017 

Introduction 
The 85th Legislature (2017) passed House Bill 10 directing the Texas Department of Insurance and the Texas 
Health and Human Services Commission (HHSC) to conduct studies and prepare reports on benefits for medical 
or surgical expenses and mental health conditions and substance use disorders. 

The studies require the agencies to collect and compare data from health benefit plan issuers under Insurance 
Code Chapter 1355, Subchapter F (as added by HB 10) on medical or surgical benefits and mental health 
condition or substance use disorder benefits that are: 

 subject to prior authorization or utilization review; 
 denied as not medically necessary or experimental or investigational; 
 internally appealed, including data that indicates whether the appeal was denied; or 
 subject to an independent external review, including data that indicates whether the denial was upheld. 

TDI and HHSC will use the requested data to prepare reports due to the legislature by September 1, 2018. The 
report data will be aggregated and will not reveal any proprietary information of the issuers or MCOs required 
to provide data. 

The following are the instructions for the data collection workbooks located on the HB 10 Data Collection Index 
Page. 

Applicability 
This data call applies to issuers that report to the National Association of Insurance Commissioners (NAIC)1 
25,000 or more covered lives as of the last day of the reporting period. This threshold applies separately to 
individual, small group, and large group health benefit coverage rather than to the total of the three categories. 
Issuers that do not meet the threshold for any particular category are not required to submit reports for that 
particular category. For example, if an issuer had 30,000 covered lives in the individual category, of which only 
400 were enrolled in PPO plans and the remainder in EPO plans, it would be required to complete both the 
individual PPO and individual EPO data reports since it meets the individual category threshold. Likewise, if the 
issuer had 10,000 covered lives in the small group category across all product types, it is exempt from reporting 
for the small group category. 

In addition, all Medicaid managed care organizations (MCOs) are required to submit data. 

                                                           
1 NAIC Supplemental Health Care Exhibit – Part 1 

http://www.tdi.texas.gov/health/hb10.html
http://www.tdi.texas.gov/health/hb10.html
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Report Submission 
The reporting period is January 1, 2017, to December 31, 2017, for commercial health benefit plans and 
September 1, 2016, to August 31, 2017, for Medicaid MCOs. The report is due at the close of business on 
Tuesday, May 1, 2018. Issuers and MCOs will submit the information for the data call using two Excel workbooks 
located on the HB 10 Data Collection Index Page of TDI’s website. 

Definitions 
 Adverse determination – a determination by a utilization review agent that health care services 

provided or proposed to be provided to a patient are not medically necessary or are experimental or 

investigational – TIC §4201.002(1). 

 Allowed amount – the dollar amount covered under the plan for a particular service, including the 
amount of cost sharing owed by the enrollee and the amount to be paid by the plan. This term refers 
both to the contracted amount for in-network services and the amount designated by the plan for out-
of-network services. 

 Approved claim – a claim for a service that is determined, at initial review or upon receipt of additional 
information, to be covered and payable at the plan’s allowed amount, instead of being denied. 

 Concurrent review – a form of utilization review for ongoing health care or for an extension of treatment 
beyond previously approved health care – 28 TAC §19.1703. 

 Emergency – health care services provided in a hospital emergency facility or comparable facility to 

evaluate and stabilize sudden and severe medical conditions. 

 Exclusive provider benefit plan (EPO or EPO plan) – a type of health insurance plan where services are 

covered only if the enrollee goes to preferred providers. Out-of-network care is only covered in an 

emergency. EPO plans are similar to HMO plans, but EPO plans are offered by insurance companies, 

which are regulated differently than HMO plans. 

 External appeal/independent review – a system for final administrative review by a designated 
Independent Review Organization (IRO) of an adverse determination regarding the medical necessity 
and appropriateness or the experimental or investigational nature of health care services – 28 TAC 
§12.5(19). 

 Fail-first requirement – a practice where, in most cases, a patient must first try a less expensive course 
of treatment or prescription drug that has been proven effective for most people before moving up to 
a more expensive course of treatment or drug. Also referred to as step therapy. 

 Health benefit plan – a policy, certificate, or evidence of coverage that provides benefits for health care 
services. For the purposes of this data call, the term “health benefit plan” shall be limited to 
comprehensive major medical plans only. 

 Individual health coverage – a health benefit plan purchased on an individual or family basis in which 

the policyholder is also personally enrolled under the plan. This includes coverage obtained through an 

exchange or marketplace and excludes coverage obtained through an employer. 

 Inpatient – health care provided in a hospital, skilled nursing home, or residential treatment center. 

 Intensive outpatient program (IOP) – a treatment service and support program used primarily to treat 
eating disorders, depression, self-harm and chemical dependency that does not rely on detoxification. 

 Internal appeal – a formal process by which an enrollee, an individual acting on behalf of an enrollee, 
or an enrollee's provider of record may request reconsideration of an adverse determination. 

 Large group coverage – a group health benefit plan covering employees of a large employer with more 
than 50 employees. 

http://www.tdi.texas.gov/health/hb10.html
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 Median (or 50th percentile) – the middle number in a set of numbers that is sorted from smallest to 
largest. 

 Member months – the aggregate number of months of coverage for all members covered by the issuer 
during any part of a given year. 

 Mental health benefit – a benefit relating to an item or service for a mental health condition, as defined 
under the terms of a health benefit plan and in accordance with applicable federal and state law. 

 Non-quantitative treatment limitation – a limit on the scope or duration of treatment that is not 
expressed numerically. The term includes: 

o a medical management standard limiting or excluding benefits based on medical necessity or 
medical appropriateness or based on whether a treatment is experimental or investigational; 

o formulary design for prescription drugs; 
o network tier design; 
o a standard for provider participation in a network, including reimbursement rates; 
o a method used by a health benefit plan to determine usual, customary, and reasonable charges; 
o a step therapy protocol; 
o an exclusion based on failure to complete a course of treatment; and 
o a restriction based on geographic location, facility type, provider specialty, and other criteria 

that limit the scope or duration of a benefit. 

 Outpatient – services usually provided in clinics, physician or provider offices, hospital-based outpatient 
departments, home health services, ambulatory surgical centers, hospices, and kidney dialysis centers. 

 Partial hospitalization program (PHP) – a nonresidential, hospital-based treatment program that 
provides diagnostic and treatment services on a level of intensity similar to an inpatient program, but 
on less than a 24-hour basis. 

 Partially denied prior authorization – a request for prior authorization in which only part of the request 
is approved. For example, a request for a five day hospital stay is approved for only three days. 

 Partially upheld appeal – an appeal in which an adverse determination has a lesser amount of benefits 
approved. For example, a denied request for a five day hospital stay is approved for three days. 

 Peer-to-peer or physician-to-physician review – an appeal, typically via phone, intended to persuade 
the issuer of the necessity of a treatment for which pre-authorization was denied or partially denied. 
The main parties are the enrollee’s physician and a physician representing the issuer. 

 Pending determination – in reference to reported claims, a claim which has not yet been approved or 
denied. 

 Pharmacy – services for dispensing pharmaceutical drugs outside of an inpatient facility based on a 

prescription from a health care provider. 

 Preferred provider benefit plan (PPO or PPO plan) – a type of health insurance plan than contracts with 

doctors and hospitals to create a network of preferred providers that can provide care to enrollees at a 

discounted cost. PO plans will cover some out-of-network costs, but the enrollee will usually pay a 

greater portion of the cost than through the preferred provider network. 

 Prior authorizations – any process implemented by the company before treatment, to determine 

whether they will cover a prescribed procedure, service, or medication. 

 Prospective review – a utilization review conducted prior to the delivery of a requested inpatient or 
outpatient medical service. 

 Residential treatment facility – a live-in health care facility providing therapy for medical conditions, 
substance abuse, mental illness, or other behavioral problems. 

 Retrospective review – a utilization review conducted after treatment has been provided. 
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 Quantitative treatment limitation – a treatment limitation that determines whether, or to what extent, 
benefits are provided based on an accumulated amount such as an annual or lifetime limit on days of 
coverage or number of visits. The term includes a deductible, a copayment, coinsurance, or another out-
of-pocket expense or annual or lifetime limit, or another financial requirement – TIC §1355.251(3). 

 Reported claims – claims reported by providers, or by the insured, to issuers in 2017 regardless of the 
incurred date, final decision date, or pending status. For example, claims reported in 2017 could include 
claims incurred in 2016, claims with final decisions made in the first few months of 2018, or claims 
awaiting a determination. 

 Requests for prior authorization – requests received during the reporting period, regardless of the 
incurred date. 

 Small group coverage – a group health benefit plan covering employees of a small employer with two 
to 50 employees. 

 Subcontracted mental health – when an issuer contracts with a behavioral health organization or other 
entity to manage the mental health and substance use treatment needs of members covered under a 
health benefit plan. 

 Substance use disorder benefit – a benefit relating to an item, treatment or service for a substance use 
disorder, as defined under the terms of a health benefit plan and in accordance with applicable federal 
and state law – TIC §1355.251(4). 

 Utilization review – a system for prospective, concurrent, or retrospective review of the medical 
necessity or appropriateness of health care services and a system for prospective, concurrent, or 
retrospective review to determine the experimental or investigational nature of health care services. 
The term does not include a review in response to an elective request for clarification of coverage – TIC 
§4201.002(13). 

Aggregate Data Reporting Workbook 
Both commercial plan issuers and MCOs will provide aggregate claims information for their respective reporting 
periods in this reporting workbook. 

This workbook has the following tabs: 

 Company information; 

 Complaints data; 

 Individual PPO; 

 Individual EPO; 

 Individual HMO; 

 Small Group PPO; 

 Small Group EPO; 

 Small Group HMO; 

 Large Group PPO; 

 Large Group EPO; 

 Large Group HMO; 

 Medicaid MCO; 

 CHIP; and 

 Data Certification. 
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Both issuers and MCOs need to complete the company information and data certification tabs. Only issuers of 
commercial health benefit plans must complete the complaints data tab. 

Issuers need to provide aggregate plan information in the individual, small group, and large group tabs as 
applicable. 

MCOs will only need to provide aggregate plan information in the Medicaid managed care organization and CHIP 
tabs. 

Company Information 
Issuers and MCOs must provide the following information: 

 Issuer/MCO Information 
o Issuer/MCO Name 
o NAIC Number 
o Issuer/MCO Mailing Address 

 Contact Information 
o Contact Name 
o Title 
o Phone Number 
o Mailing Address 
o Email Address 
o May TDI release this email address? 
o Submission Date 

Complaints and Enrollment Data 
Issuers will provide the number of complaints regarding procedures or services relating to benefits covered 
under the plan in the individual, small group, and large group markets for: 

 Medical/Surgical 

 Mental Health/SUD 

Issuers will also provide the number of covered lives as of the last day of the reporting period under the plan in 
the individual, small group, and large group markets for: 

 PPO 

 EPO 

 HMO 

Individual, Small Group, and Large Group Plan Information (PPO, EPO, HMO) 
Issuers will provide aggregate information for each plan type and facility type as applicable. All claims with 
diagnostic codes F10-F99 of the F chapter of the ICD-10 should be classified as mental health/substance use 
disorder claims. Mental disorders due to known physiological conditions (F01-F09) are to be classified as 
medical/surgical rather than mental health/substance use disorder claims. 

Reporting categories: 

 Inpatient 
o In-Network 
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 Medical/Surgical (Residential) 
 Medical/Surgical (All Other) 
 Mental Health/SUD (Residential) 
 Mental Health/SUD (All Other) 

o Out-of-Network2 
 Medical/Surgical (Residential) 
 Medical/Surgical (All Other) 
 Mental Health/SUD (Residential) 
 Mental Health/SUD (All Other) 

 Outpatient 
o In-Network 

 Medical/Surgical 
 Mental Health/SUD (PHP/IOP) 
 Mental Health/SUD (All Other) 

o Out-of-Network3 
 Medical/Surgical 
 Mental Health/SUD (PHP/IOP) 
 Mental Health/SUD (All Other) 

 Emergency 
o In-Network 

 Medical/Surgical 
 Mental Health/SUD 

o Out-of-Network 
 Medical/Surgical 
 Mental Health/SUD 

 Pharmacy 
o Generics 

 Medical/Surgical 
 Mental Health/SUD 

o Non-generics 
 Medical/Surgical 
 Mental Health/SUD 

 2017 Total 
o Medical/Surgical 
o Mental Health/SUD 

 2016 Total 
o Medical/Surgical 
o Mental Health/SUD 

Data fields 
Issuers will provide the following information for each of the reporting categories listed above. 

 Reported Claims 
o Number of claims that were reported during the year 
o Number of reported claims that were approved 
o Number of reported claims that were denied 

                                                           
2 This information is only requested for PPOs. 
3 This information is only requested for PPOs. 
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o Number of reported claims that are pending a determination 
 Utilization Reviews 

o Number of prior authorizations requested during the year 
 children ages 0-12 
 adolescents ages 13-17 
 adults 
 TOTAL 

o Number of prior authorizations approved 
 children ages 0-12 
 adolescents ages 13-17 
 adults 
 TOTAL 

o Minimum number of days between request for authorization and receipt of approval or denial 
of the authorization 

o Median number of days between request for authorization and receipt of approval or denial of 
the authorization 

o Maximum number of days between request for authorization and receipt of approval or denial 
of the authorization 

o Number of prior authorization requests that required a peer-to-peer or physician-to-physician 
review 

 children ages 0-12 
 adolescents ages 13-17 
 adults 
 TOTAL 

o Number of prior authorizations that were subject to a fail-first requirement 
o Number of prior authorization requests denied as not medically necessary or experimental or 

investigational (adverse determinations) 
 children ages 0-12 
 adolescents ages 13-17 
 adults 
 TOTAL 

o Number of prior authorization requests that were partially denied as not medically necessary or 
experimental or investigational (adverse determinations), with a lesser amount of benefits 
approved 

o Number of denied prior authorization requests that are pending a determination 
o Number of reported claims subject to concurrent, retrospective or other utilization review 

(excluding prior authorization) 
o Number of reported claims subject to review that were approved 
o Number of reported claims subject to review that were denied as not medically necessary or 

experimental or investigational (adverse determinations) 
o Number of adverse determinations denied as not medically necessary 
o Number of reported claims subject to review that were partially denied as not medically 

necessary or experimental or investigational (adverse determinations), with a lesser amount of 
benefits approved 

o Number of reported claims subject to review that are pending a determination 
 Internal Appeals 

o Number of adverse determinations that were internally appealed 
o Number of adverse determinations that were upheld upon appeal 
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o Number of adverse determinations that were overturned upon request for internal appeal 
o Number of adverse determinations that were partially upheld with a lesser amount of benefits 

approved 
 External Appeals/Independent Reviews/Fair Hearings 

o Number of adverse determinations that were appealed to an external review organization (or a 
Fair Hearing for Medicaid MCOs) 

o Number of adverse determinations that were upheld upon external review (Fair Hearing for 
Medicaid MCOs) 

o Number of adverse determinations that were overturned upon external review (Fair Hearing for 
Medicaid MCOs) 

o Number of adverse determinations that were partially upheld with a lesser amount of benefits 
approved 

 Physician-to-Physician Reviews 
o Number of adverse determinations that were appealed to a physician-to-physician review 
o Number of adverse determinations that were upheld upon physician-to-physician review 
o Number of adverse determinations that were overturned upon physician-to-physician review 
o Number of adverse determinations that were partially upheld with a lesser amount of benefits 

approved 
 Quantitative Treatment Limits 

o Is there a limit on the number of days of treatment? 
o If so, provide the limit on the number of days applicable to: 

 children ages 0-12 
 adolescents ages 13-17 
 adults 
 TOTAL 

Medicaid MCO and CHIP Information 
MCOs will provide information for the same reporting categories and data fields as listed in the individual, small 
employer, and large employer plan information section previously shown. 

 Adjudicated Claims 
o Number of claims that were reported during the year 
o Number of reported claims that were approved 
o Number of reported claims that were denied 

 Utilization Reviews 
o Number of prior authorization requests adjudicated during the year 

 ages 0 through 20 (MCO only) 
 ages 21 and older (MCO only) 
 TOTAL 

o Number of prior authorization requests approved 
 ages 0 through 20 (MCO only) 
 ages 21 and older (MCO only) 
 TOTAL 

o How many prior authorization requests required a peer-to-peer or physician-to-physician 
review? 

 ages 0 through 20 (MCO only) 
 ages 21 and older (MCO only) 
 TOTAL 
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o Number of prior authorization requests that were subject to a fail-first requirement 
o Number of prior authorization requests that were denied as not medically necessary or 

experimental or investigational (adverse determinations) 
 ages 0 through 20 (MCO only) 
 ages 21 and older (MCO only) 
 TOTAL 

o Number of prior authorization requests that were partially denied as not medically necessary or 
experimental or investigational (adverse determinations), with a lesser amount of benefits 
approved 

o Number of reported claims subject to concurrent, retrospective or other utilization review 
(excluding prior authorization) 

o Number of reported claims that were approved  
o Number of reported claims that were denied as not medically necessary or experimental or 

investigational (adverse determinations) 
o Number of adverse determinations denied as not medically necessary 
o Number of reported claims that were partially denied as not medically necessary or 

experimental or investigational (adverse determinations), with a lesser amount of benefits 
approved 

 Internal Appeals 
o Number of adverse determinations reported that were internally appealed 
o Number of adverse determinations that were upheld upon appeal 
o Number of adverse determinations that were overturned upon request for internal appeal 
o Number of adverse determinations that were partially upheld with a lesser amount of benefits 

approved 
 External Appeals/Independent Reviews 

o Number of adverse determinations reported that were appealed to an external review 
organization 

o Number of adverse determinations that were upheld upon external review 
o Number of adverse determinations that were overturned upon external review 
o Number of adverse determinations that were partially upheld with a lesser amount of benefits 

approved 
 Physician-to-Physician Reviews 

o Number of adverse determinations reported that were appealed to a physician-to-physician 
review 

o Number of adverse determinations that were upheld upon physician-to-physician review 
o Number of adverse determinations that were overturned upon physician-to-physician review 
o Number of adverse determinations that were partially upheld with a lesser amount of benefits 

approved 

Data Certification 
After entering the reporting data, issuers and MCOs must complete the data certification fields. The form should 
not be submitted if any of the following fields are incomplete: 

 Name 

 Title 

 Phone number 
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Plan Specific Data Reporting Workbook 

Only commercial plan issuers will complete and submit this reporting workbook; MCOs have already provided 
this information to HHSC. For each category (individual, small group, large group), the information provided will 
be for the 2018 plan that maps to the most popular 2017 health benefit plan based on the number of covered 
lives. 

This workbook contains the following tabs: 

 Assumptions and Background; 

 Company Information; 

 Individual Inpatient; 

 Individual Outpatient; 

 Individual Emergency; 

 Individual Pharmacy; 

 Small Group Inpatient; 

 Small Group Outpatient; 

 Small Group Emergency; 

 Small Group Pharmacy; 

 Large Group Inpatient; 

 Large Group Outpatient; 

 Large Group Emergency; 

 Large Group Pharmacy; and 

 Data Certification. 

Company Information 
Issuers must provide the following information: 

 Issuer Information 
o Issuer Name 
o NAIC Number 
o Reporting Year 
o Issuer Mailing Address 

 Contact Information 
o Contact Name 
o Title 
o Phone Number 
o Contact Mailing Address 
o Email Address 
o May TDI release this email address? 
o Submission Date 

 Individual, Small Group, and Large Group Plan Information 
o Plan Name 
o Plan Type 
o Form Number(s) 
o Filing ID 
o Is the management of mental health or substance use disorder benefits subcontracted to 

another entity? 
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o Identify the subcontracted entity 
o Are network providers required to enter a separate contract with the subcontracted entity in 

order to be in-network for mental health services? 
o How does the plan ensure that no NQTLs result from the subcontract? 

Individual, Small Group, and Large Group Plan Information (Inpatient, Outpatient) 
Issuers will provide plan specific information for each of the mental health/substance use disorder and 
medical/surgical benefit categories listed on each tab. Information will be reported at the category level rather 
than at code level. Also, if any benefits within a category require utilization review (including prior authorization), 
base the response on the benefit with the most restrictive utilization review. Information will need to be 
provided for the following questions: 

 General Information 
o Is this benefit covered under the plan? 

 Non-Quantitative Treatment Limitations 
o Does this benefit require prior authorization? 
o Does this benefit require concurrent review? 
o Is this benefit subject to a fail-first requirement? 

Individual, Small Group, and Large Group Plan Information (Emergency) 
Issuers will provide plan specific information for each of the mental health/substance use disorder and 
medical/surgical emergency services listed on each tab. Information will need to be provided for the following 
question: 

 Is this benefit covered under the plan? 

Individual, Small Group, and Large Group Plan Information (Pharmacy) 
Issuers will provide plan specific information for each of the mental health/substance use disorder and 
medical/surgical pharmacy benefits listed on each tab. Information will need to be provided for the following 
questions: 

 How many drugs are covered in this category? 

 How many drugs in this category are subject to prior authorization? 

 How many drugs in this category are subject to fail-first therapy? 

 How many drugs in this category are subject to a form of medical management other than prior 
authorization or fail-first therapy? An example would be cost sharing that varies by drug tier. 

 
As of April 19, 2018, the fourth question shown is being changed to: 

 Are any drugs in this category subject to any other method designed to reduce costs other than prior 

authorization or step therapy (e.g., cost sharing that varies by drug tier)? 

 

Issuers will enter “Y” or “N” to answer the question instead of providing a number as prompted by the previous 

version of the question. The reporting form itself will not be revised in an effort to not cause problems for any 

issuers who have already begun completing the form for submission. Any answers submitted as numbers will be 

counted as follows: a “0” response will equal “N” and any number greater than 0 will equal a “Y.” 
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The information regarding this revision is also being included in the FAQ document. 

Data Certification 
After entering the reporting data, issuers must complete the data certification fields. The form should not be 
submitted if any of the following fields are incomplete: 

 Name 

 Title 

 Phone number 

Data Submission 
Issuers and MCOs will submit the completed reporting workbooks to TDI by email to 
HealthSurveys@tdi.texas.gov, and enter “HB 10 Data Call” as the subject of the message. 

Questions? 
Send questions about the HB 10 data call to HealthSurveys@tdi.texas.gov. 

mailto:HealthSurveys@tdi.texas.gov
mailto:HealthSurveys@tdi.texas.gov

