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9. TEXT

SUBCHAPTER KK. HEALTH CARE REIMBURSEMENT RATE INFORMATION
§21.4501. Purpose
The purpose of this subchapter is to:

(1) prescribe the data collection and submission requirements [ard-
fermy] for the submission of data related to health care reimbursement rates by health
benefit plan issuers;

(2) specify the definitions necessary to implement [the] Insurance
Code Chapter 38, Subchapter H; and

(3) facilitate TDI’s publication [the-department'sprovision] of aggregate

health care reimbursement rate information derived from the data collected under

this subchapter[-te-the-Department-of- State Health-Servicesforpublicationd.
§21.4502. Applicability

(&) This subchapter applies to the issuer of an applicable [a-greup] health
benefit plan as defined in §21.4503 of this subchapter and [{relatingte-Definitions)-
including;} as provided by [the] Insurance Code §838.353(a):

(1) aninsurance company;

(2) a group hospital service corporation;

(3) a fraternal benefit society;

(4) a stipulated premium company;

(5) areciprocal or interinsurance exchange; and
(6) a health maintenance organization (HMO).

(b) As provided in [{r-aceordance-with-the] Insurance Code §38.353(b), and

notwithstanding any provision in [the] Insurance Code Chapters 1551, 1575, 1579, or

1601 or any other law, this subchapter applies to:
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(1) a basic coverage plan under [the] Insurance Code Chapter 1551;

(2) a basic plan under [the] Insurance Code Chapter 1575;

(3) a primary care coverage plan under [the] Insurance Code Chapter
1579; and

(4) basic coverage under [the] Insurance Code Chapter 1601.

(c) Under[Rursuant-to-the] Insurance Code 838.353(d), this subchapter does

not apply to:

(1) standard health benefit plans provided under [the] Insurance Code
Chapter 1507,

(2) children’s health benefit plans provided under [the] Insurance Code
Chapter 1502;

(3) health care benefits provided under a workers’ compensation
insurance policy;

(4) Medicaid managed care programs operated under [the]
Government Code Chapter 533;

(5) Medicaid programs operated under [the] Human Resources Code
Chapter 32; or

(6) the state child health plan operated under [the] Health and Safety
Code Chapters 62 or 63.

(d) Notwithstanding subsection (c)(1) of this section, an applicable[a-greup]

health benefit plan issuer is not prohibited from electively including data concerning
reimbursement rates for standard health benefit plans provided under [the] Insurance
Code Chapter 1507 in its submission of the report required in 821.4506 of this

subchapter [(relating-to-Submission-of-Report)] for purposes of administrative

convenience. Data from all other plans identified in subsection (c) of this section
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must [shal] be excluded from the report.

(e) An applicable health benefit plan issuer is not prohibited from electively

including data concerning reimbursement rates for self-insured health benefit plans

administered by the issuer.

() An applicable health benefit plan issuer with fewer than 20,000 covered

lives in comprehensive health coverage as reported on Part 1 of the National

Association of Insurance Commissioners Supplemental Health Care Exhibit as of the

end of the applicable reporting period is not required to submit a report under section

§21.4506.

(g) Under §38.353(e), this subchapter does not apply to:

(1) a Medicare supplemental policy as defined by 81882(qg)(1), Social

Security Act (42 U.S.C. §1395ss); or

(2) a Medicare Advantage plan offered under a contract with the

federal Centers for Medicare and Medicaid Services.

821.4503. Definitions.
The following words and terms when used in this subchapter [shali} have the
following meanings unless the context clearly indicates otherwise.

(1) Allowed Amount--The amount that the applicable health benefit

plan issuer allows as reimbursement for a health care service or group of services,

including reimbursement amounts for which a patient is responsible due to

deductibles, copayments, or coinsurance.

(2) Ambulatory Surgical Center--A facility licensed under Health and

Safety Code Chapter 243.

(3)[(B)-Group-health-benefitplan] Applicable Health Benefit Plan--As
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specified in [the] Insurance Code 838.352, a preferred provider benefit plan as

defined by [the] Insurance Code §1301.001, including an exclusive provider benefit

plan consistent with Insurance Code 81301.0042, or an evidence of coverage for a

health care plan that provides basic health care services as defined by [the]
Insurance Code 8843.002. The term does not include a health maintenance
organization plan providing routine dental or vision services as a single health care
service plan or a preferred provider benefit plan providing routine vision services as
a single health care service plan.

A Billed Amount--The amount charged for medical care or health

care services on a claim submitted by a provider.

(5) Facility Claims--Any claim for health care services provided by a

facility as defined in 83.3702 of this title.

(6) Geographic Regions--A three-digit ZIP code, representing the

collection of ZIP codes that share the same first three digits. For purposes of data

submitted under this subchapter, a geographic region must be located in Texas, in

full or in part.

(7) Imaging Claims--Claims for radiological services furnished in a

provider office, outpatient hospital, or other outpatient environment.

(8) Inpatient Procedure Claims--Claims for health care services

furnished in a hospital, as defined by Insurance Code 81301.001, to a patient who is

formally admitted.

(9) In-Network Claims--Claims filed with an applicable health benefit

plan for medical or health care treatment, services, or supplies furnished by a

provider that is contracted as an in-network or preferred provider.

(10) Medical Billing Codes--Standard code sets used to bill for specific
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medical services, including the Healthcare Common Procedure Coding System

(HCPCS) and Diagnosis-Related Group (DRG) system established by the Centers

for Medicare and Medicaid Services (CMS), the Current Procedural Terminoloqgy

(CPT) code set maintained by the American Medical Association, and the

International Classification of Diseases (ICD) code sets developed by the World

Health Organization.

(11) Out-of-Network Claims--Claims filed with an applicable health

benefit plan for medical or health care treatment, services, or supplies furnished by a

provider that is not contracted as an in-network provider or preferred provider.

(12) Outpatient Facility Procedure Claims--Claims for health care

services furnished in an ambulatory surqgical center or a hospital as defined by

Insurance Code 81301.001 to a patient who is not formally admitted.

(13) Place of Service Code--For purposes of data submitted under this

subchapter, place of service refers to the type of entity where services were

rendered, as specified by a two-digit place of service code on a professional health

care claim, consistent with the ASC X12N standard for electronic transactions.

Place of service codes are maintained by CMS.

Code §843.002(22).]

(14) Primary Plan--As defined in §3.3503(18) of this title.

(15) Professional Claims--Any claim for health care services provided
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by a physician or health care provider that is not an institutional provider, as defined
in Insurance Code §1301.001.

(16)[(4)] Provider--Any physician, practitioner, institutional provider, or
other person or organization that furnishes health care services and that is licensed
or otherwise authorized to practice in this state[-etherthan-a-physician].

(17)[¢5)] Reporting period--The 12[six]-month interval of time for which
a plan or health benefit plan issuer must submit data each year, beginning each
January 1 and ending the following December 31[Junre-30].

(18) TDI--Texas Department of Insurance.

821.4504. Geographic Regions

Issuers must report data collected under this subchapter by 3-digit ZIP code.

Publication of health care reimbursement rate information derived from the data

collected under this subchapter may be aggreqgated across broader geographic

regions if necessary to ensure, consistent with Insurance Code 838.357, that the

published information does not reveal the name of any health care provider or health

benefit plan issuer. [Forpurpeses-of-data-submission-pursuant-to-this-subehapter-
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78599.]

§21.4505. Requirement to Collect Data

(a) Each applicable [greup] health benefit plan issuer and plan specified in

§21.4502(a) and (b) of this subchapter [{relating-to-Applicability)-isrequired-te] must
annually collect the data specified under [ir-Ferm-No-LHL616-(Health-Care-Claims-
Reimbursement Rate Report) that is adopted by reference in] §21.4507 of this
subchapter [(relating-to-RepertForm) and [isrequiredto] prepare and file data as_
provided [ir-accerdance-with-therequirements] in 821.4506 of this subchapter
[(relating to Submission of Report)].

(b) Data elements and medical services specified under 821.4507(b) and (c)

of this subchapter must be collected with respect to medical billing codes specified

by TDI. The current set of medical billing codes will be available to issuers in a

Microsoft Excel template on TDI’s website at

www.tdi.texas.gov/health/reimbursement.html. Medical billing codes will be updated

not more than annually to account for any changes in standard medical practice and

medical billing codes related to the services specified in §21.4507(c) of this

subchapter.



http://www.tdi.texas.gov/health/reimbursement.html
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exemption-|
821.4506. Submission of Report

(a) Not later than May [September] 1 of each year, each plan and health
benefit plan issuer identified in §21.4502(a) and (b) of this subchapter [(relatirgto-

Applicability)-isrequired-te] must submit to TDI[the-department] the data required

under [i

is-adopted-byreference-in] 821.4507 of this subchapter [{relating-to-ReportForm)].

(b)[(e)] The data filed under[pursuantte] this section is required to be filed

electronically as a Microsoft Excel form and emailed to TDI at

ReimbursementRates@tdi.texas.qov, or uploaded by secure File Transfer Protocol

(FTP). [in-Excel-format by:-
et alink dosi o the.d o website.


mailto:ReimbursementRates@tdi.texas.gov
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ReimbursementRates@tdi-state-txus:|

(c) Issuers may meet the requirements of this subchapter by submitting data

using the Microsoft Excel template available on TDI’'s website at

www.tdi.texas.gov/health/reimbursement.html.
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—Attached Graphic]

§21.4507. [RepertForm]Data Required

(a) Applicable health benefit plans must include the following information as a

cover page to each report:

(1) reporting period:

(2) company/plan name;

(3) NAIC number, issued to the company by the National Association

of Insurance Commissioners;

(4) company number;

(5) contact information for the person designated to discuss the report

with department staff, including name, telephone number, and email address;

(6) an indication of whether the report is for insurance business or

health maintenance organization business, consistent with paragraph (d) of this

section, or “NA” for reports limited to self-insured business:

(7) an indication of whether the report includes data on self-insured

business, including data for certain governmental plans required to report under

Insurance Code Chapter 38, Subchapter H; and

(8) a certification that the information provided is a full and true

statement of the data required under this subchapter.
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Applicable health benefit plans must submit the following data, for each geographic

region, as defined by 821.4503, for each service identified in subsection (c)[is-

adopted by reference. The form].

(1) total number of unigue claim identifiers (IDs) for all claim types and

for hospital inpatient claims, both the total number of unigue claim IDs and the total

number of discharges:

(2) data on billed amounts:

(A) total amount billed:;

(B) mean amount billed;

(C) median amount billed;

(D) maximum amount billed:

(E) minimum amount billed:;

(F) lower guartile amount billed, representing the 25th percentile

of all amounts billed; and

(G) upper quartile amount billed, representing the 75th

percentile of all amounts billed;

(3) data on allowed amounts:

(A) total amount allowed;

(B) mean amount allowed;

(C) median amount allowed;

(D) maximum amount allowed:;

(E) minimum amount allowed:

(F) lower quartile amount allowed, representing the 25th

percentile of all amounts allowed: and

(G) upper quartile amount allowed, representing the 75
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percentile of all amounts allowed.

(c) Data elements identified in subsection (b) must be reported in the

specified manner for each category of services in this subsection.

(1) Inpatient procedures. Data on inpatient procedure claims must be

reported separately for facility claims and professional claims.

(A) Facility claims data must be grouped by discharge and only

include claims that occurred in an inpatient hospital.

(B) Professional claims data must be reported separately for

surgical claims, radiology claims, and anesthesia claims, and only include claims for

which the place of service code indicates inpatient hospital.

(C) Inpatient procedure claims data must be reported for the full

cost of any claim for the following services, using the medical billing codes specified

by TDI, consistent with 821.4705(b) of this subchapter:

(i) cesarean section delivery;

(i) vaginal delivery;

(iii) hysterectomy;
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(iv) hip replacement;

(v) knee replacement;

(vi) back surgery - laminectomy:

(vii) coronary angioplasty with drug-eluting stent;

(viii) coronary bypass (CABG) without cardiac

catheterization;

(ix) inguinal hernia repair, unilateral;

(X) inquinal hernia repair, bilateral:

(xi) laparoscopic cholecystectomy;

(xii) appendectomy;

(xiii) tonsillectomy;

(xiv) adenoidectomy; and

(xv) tonsillectomy and adenoidectomy.

(2) Outpatient Procedures. Data on outpatient facility procedure

claims must be reported separately for facility claims and professional claims.

(A) Facility claims data must be reported separately for

outpatient procedures that occurred in an outpatient hospital and those that occurred

in an ambulatory surgical center.

(B) Professional claims data must only include claims for which

the place of service code indicates outpatient hospital or ambulatory surgical center

and be reported separately for surgical claims, radiology claims, and anesthesia

claims.

(C) Data on outpatient procedure facility claims must be

reported for all costs associated with claims for the following services, using the

medical billing codes specified by TDI, consistent with 821.4705(b) of this
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subchapter:

() myringotomy;

(i) tonsillectomy;

(iii) _adenoidectomy:;

(iv) tonsillectomy and adenoidectomy;

(iv) colonoscopy:;

(v) upper Gl endoscopy;

(vi) upper and lower Gl endoscopy;

(vii) rotator cuff repair;

(viii) ACL repair;

(ix) bunion repair;

(x) cardiac catheterization (left);

(xi) cardiac catheterization (right); and

(xii) cardiac catheterization (left and right).

(3) Imaging Services. Data on imaging services must be reported

separately for facility claims and professional claims.

(A) Facility claims must include only claims that occurred in an

outpatient hospital, and for which units of service equal one.

(B) Professional claims must be reported only for claims billed

with CPT code modifiers for the professional component (26) and technical

component (TC), and units of service equal to one. Data must be reported

separately by place of service code:

(i) outpatient hospital;

(ii) office; and

(iii) all other place of service codes, excluding office,
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inpatient hospital, and outpatient hospital.

(C) Data must be reported at the claim line level for the

following imagding services, using the medical billing codes specified by TDI,

consistent with §21.4705(b) of this subchapter:

(i) CT scan abdomen and pelvis;

(i) CT scan abdomen:

(iii) CT scan pelvis;

(iv) CT scan head/brain;

(v) CT scan mouth, jaw, and neck;

(vi) CT scan soft tissue neck;

(vii) CT scan chest;

(viii) CT scan lumbar lower spine;

(ix) CT scan lower extremity:;

(xX) mammogram, analog;

(xi) mammogram, digital;

(xii) MRI brain;

(xiii) MRI head (orbit/face/neck);

(xiv) MRI angiography head:;

(xv) MRI neck spine;

(xvi) MRI spine;

(xvii) MRI lumbar spine;

(xviii) MRI lower limb:

(xix) MRI upper limb (other than joint);

(xx) MRI lower limb with joint;

(xxi) MRI upper limb joint;
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(xxii) MRI abdomen;

(xxiii) MRI breast; and

(xxiv) MRI pelvis.

(4) Patholoqgy Services. Data on pathology services must be reported

only for professional claims for which the place of service is an independent lab.

(A) Data must be reported at the claim line level and averaged

to reflect the cost per unit of service.

(B) Data must be reported for the following patholoqy services,

using the medical billing codes specified by TDI, consistent with §21.4705(b) of this

subchapter:

(i) organ or disease panels:

(ii) evocative suppression testing;

(ii) urinalysis;

(iv) chemistry;

(v) hematology-coagulation;

(vi) immunoloqgy;

(vii) _microbiology:;

(viii) _anatomic pathology:;

(ix) screening cytopatholoqgy; and

(x) complete blood count.

(5) Office Visits. Data on office visits must be reported only for

professional claims for which the place of service is an office or rural health clinic lab.

(A) For data elements listed in subparagraph (B) of this

paragraph, data must be reported at the claim line level and averaged to reflect the

cost per unit of service.
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(B) Data must be reported for the following types of office visits,

using the medical billing codes specified by TDI, consistent with 821.4705(b) of this

subchapter:

(i) office or other outpatient visit with a new patient;

(ii) office or other outpatient visit with an established

patient;

(iii) office consultation;

(iv) preventive medicine evaluation and management

(new patient), by age group;

(v) preventive medicine evaluation and management

(established patient), by age group;

(vi) annual gynecological exam, new patient;

(vii) annual gynecological exam, established patient;

(viii) screening pelvic and breast exam;

(ix) screening pap smear; and

(X) cytopatholoqy for pap smear.

(C) Data must be reported for well-woman exams so that all

costs associated with a claim are reported with respect to the medical billing codes

specified by TDI, consistent with §21.4705(b) of this subchapter.

(d) Data submission requirements. In reporting data required under this

section, issuers must:

(1) report data elements according to medical billing codes specified

by TDI under 821.4705(b) of this subchapter;

(2) separately report data for insurance and HMO and exclude any

HMO claims paid in through a capitation agreement;
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(3) separately report data for in-network and out-of-network claims;

(4) filter claims data to include only:

(A) Claims incurred and adjudicated during the 12-month

reporting period. For the 2015 reporting period, limit data for inpatient procedure

claims and outpatient procedure claims to claims incurred and adjudicated prior to

October 1, 2015, or the date on which the issuer transitioned billing systems to use

ICD-10 procedure codes.

(B) claims for which adjudication is final; exclude pending or

denied claims;

(C) claims for insureds in commercial fully insured plans or self-

funded employer group plans;

(D) claims for which the issuer is the primary plan responsible

for payment; exclude claims for which issuer is the secondary plan; and

(E) claims with an allowed amount greater than zero.




