§ 1358.16. Compensation for solicitors and sales representatives

(a) An issuer or other entity may provide a commission or other compensa-
tion to a solicitor or other representative for the sale of a Medicare supplement
contract only if the first year commission or other first year compensation is no
more than 200 percent of the commission or other compensation paid for
selling or servicing the contract in the second year or period.

(b) The commission or other compensation provided in subsequent renewal
years shall be the same as that provided in the second year or period and shall
be provided for no fewer than five renewal years.

(c) No issuer shall provide compensation to a solicitor or solicitor firm, and
no solicitor or solicitor firm shall receive compensation, greater than the
renewal compensation payable by the replacing issuer on renewal contracts if
an existing contract is replaced.

(d) For purposes of this section, “commission” or “compensation” includes
pecuniary or nonpecuniary remuneration of any kind relating to the sale or
renewal of the contract, including, but not limited to, bonuses, gifts, prizes,
awards, and finders’ fees.

HISTORY: Amended Stats 2005 ch 206 § 12 (SB 375),
Added Stats 2000 ch 706 § 2 (SB 764). effective January 1, 2006.

§ 1358.17. Renewal or continuation provision; Amendments to con- tract;
Contract limitations; Notice of right to return; Guide to health insurance;
Notice of changes; Outline of coverage; Disclosure pages;

Required notices

(a)(1) Medicare supplement contracts shall include a renewal or continua-
tion provision. The language or specifications of the provision shall be
consistent with subdivision (a) of Section 1365 and the rules adopted
thereunder. The provision shall be appropriately captioned and shall appear
on the first page of the contract, and shall include any reservation by the
issuer of the right to change prepaid or periodic charges and any automatic
renewal increases based on the enrollee’s age.

(2) The contract shall contain the provisions required to be set forth by
Section 1300.67.4 of Title 28 of the California Code of Regulations.
(b)(1) Except for contract amendments by which the issuer effectuates a
request made in writing by the enrollee, exercises a specifically reserved
right under a Medicare supplement contract, or is required to reduce or
eliminate benefits to avoid duplication of Medicare benefits, all amendments
to a Medicare supplement contract after the date of issue or upon reinstate-
ment or renewal that reduce or eliminate benefits or coverage in the contract
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shall require a signed acceptance by the subscriber. After the date of contract
issue, any amendment that increases benefits or coverage with a concomi-
tant increase in prepaid or periodic charges during the contract term shall be
agreed to in writing signed by the subscriber, unless the benefits are
required by the minimum standards for Medicare supplement contracts, or
if the increased benefits or coverage is required by law. If a separate
additional charge is made for benefits provided in connection with contract
amendments, the charge shall be set forth in the contract.

(2) An issuer shall not in any way reduce or eliminate any benefit or
coverage under a Medicare supplement contract at any time after the date of
entering the contract, including dates of reinstatement or renewal, unless
and until the change is voluntarily agreed to in writing signed by the
subscriber or enrollee, or is required to reduce or eliminate benefits to avoid
duplication of Medicare benefits. The issuer shall not increase benefits or
coverage with a concomitant increase in prepaid or periodic charges during
the term of the contract unless and until the change is voluntarily agreed to
in writing signed by the subscriber or enrollee or unless the increased
benefits or coverage is required by law or regulation.

() Medicare supplement contracts shall not provide for the payment of
benefits based on standards described as “usual and customary,” “reasonable
and customary,” or words of similar import.

(d) If a Medicare supplement contract contains any limitations with respect
to preexisting conditions, those limitations shall appear as a separate para-
graph of the contract and be labeled as “Preexisting Condition Limitations.”

(e)(1) Medicare supplement contracts shall have a notice prominently
printed in no less than 10-point uppercase type, on the cover page of the
contract or attached thereto stating that the applicant shall have the right
to return the contract within 30 days of its receipt via regular mail, and to
have any charges refunded in a timely manner if, after examination of the
contract, the covered person is not satisfied for any reason. The return shall
void the contract from the beginning, and the parties shall be in the same
position as if no contract had been issued.

(2) For purposes of this section, a timely manner shall be no later than 30
days after the issuer receives the returned contract.

(3) If the issuer fails to refund all prepaid or periodic charges paid in a
timely manner, then the applicant shall receive interest on the paid charges
at the legal rate of interest on judgments as provided in Section 685.010 of
the Code of Civil Procedure. The interest shall be paid from the date the
issuer received the returned contract.

(H)(1) Issuers of health care service plan contracts that provide hospital or

medical expense coverage on an expense incurred or indemnity basis to

persons eligible for Medicare shall provide to those applicants a guide to
health insurance for people with Medicare in the form developed jointly by
the National Association of Insurance Commissioners and the Centers for

Medicare and Medicaid Services and in a type size no smaller than 12-point

type. Delivery of the guide shall be made whether or not the contracts are

advertised, solicited, or issued for delivery as Medicare supplement con-
tracts as defined in this article. Except in the case of direct response issuers,
delivery of the guide shall be made to the applicant at the time of
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application, and acknowledgment of receipt of the guide shall be obtained by

the 1ssuer. Direct response issuers shall deliver the guide to the applicant

upon request, but not later than at the time the contract is delivered.

(2) For the purposes of this section, “form” means the language, format,
type size, type proportional spacing, bold character, and line spacing.

(g) As soon as practicable, but no later than 30 days prior to the annual
effective date of any Medicare benefit changes, an issuer shall notify its
enrollees and subscribers of modifications it has made to Medicare supplement
contracts in a format acceptable to the director. The notice shall include both
of the following:

(1) A description of revisions to the Medicare Program and a description of
each modification made to the coverage provided under the Medicare
supplement contract.

(2) Inform each enrollee as to when any adjustment in prepaid or periodic
charges is to be made due to changes in Medicare.

(h) The notice of benefit modifications and any adjustments of prepaid or
periodic charges shall be in outline form and in clear and simple terms so as to
facilitate comprehension.

(i) The notices shall not contain or be accompanied by any solicitation.

(G)(1) Issuers shall provide an outline of coverage to all applicants at the

time application is presented to the prospective applicant and, except for

direct response policies, shall obtain an acknowledgment of receipt of the
outline from the applicant. If an outline of coverage is provided at the time
of application and the Medicare supplement contract is issued on a basis
which would require revision of the outline, a substitute outline of coverage
properly describing the contract shall accompany the contract when it is
delivered and contain the following statement, in no less than 12-point type,
immediately above the company name:

“NOTICE: Read this outline of coverage carefully. It is not identical to the
outline of coverage provided upon application and the coverage originally
applied for has not been issued.”

(2) The outline of coverage provided to applicants pursuant to this section
consists of four parts: a cover page, information about prepaid or periodic
charges, disclosure pages, and charts displaying the features of each benefit
plan offered by the issuer. The outline of coverage shall be in the language
and format prescribed below in no less than 12-point type. All Medicare
supplement plans authorized by federal law shall be shown on the cover
page, and the plans that are offered by the issuer shall be prominently
identified. Information about prepaid or periodic charges for plans that are
offered shall be shown on the cover page or immediately following the cover
page and shall be prominently displayed. The charge and mode shall be
stated for all plans that are offered to the prospective applicant. All possible
charges for the prospective applicant shall be illustrated.

(3)(A) The following shall only apply to contracts sold for effective dates

prior to June 1, 2010:

(i) The outline of coverage shall include the items, and in the same
order, specified in the chart set forth in Section 17 of the Model
Regulation to implement the NAIC Medicare Supplement Insurance
Minimum Standards Model Act, as adopted by the National Association
of Insurance Commissioners in 2004.



183 ADDITIONAL REQUIREMENTS FOR MEDICARE § 1358.17

(i) The cover page shall contain the 14-plan (A-L) charts. The plans
offered by the issuer shall be clearly identified. Innovative benefits shall
be explained in a manner approved by the director.

(B) The following shall only apply to policies sold for effective dates on
or after June 1, 2010:

(i) The outline of coverage shall include the items, and in the same
order specified in the chart set forth in Section 17 of the Model
Regulation to implement the NAIC Medicare Supplement Insurance
Minimum Standards Model Act, as adopted by the National Association
of Insurance Commissioners in 2008.

(ii) The cover page shall contain all Medicare supplement benefit plan
charts A to D, inclusive, F, high deductible F, G, and K to N, inclusive.
The plans offered by the issuer shall be clearly identified. Innovative
benefits shall be explained in a manner approved by the director.

The text shall read: “Medicare supplement contracts can be sold in
only standard plans. This chart shows the benefits included in each
plan. Every insurance company must offer Plan A. Some plans may not
be available. Plans E, H, I, and J are no longer available for sale. [This
sentence shall not appear after June 1, 2011.]”

(4) The disclosure pages shall be in the language and format described
below in no less than 12-point type.

INFORMATION ABOUT PREPAID OR PERIODIC CHARGES

[Insert plan’s name] can only raise your charges if it raises the charge for
all contracts like yours in this state. [If the charge is based on the increasing
age of the enrollee, include information specifying when charges will
change.]

DISCLOSURES

Use this outline to compare benefits and charges among policies.

[The following additional language shall be included under “DISCLO-
SURES” for contracts with effective dates on or after June 1, 2010, but shall
not appear after June 1, 2011.]

This outline shows benefits and premiums of policies sold for effective
dates on or after June 1, 2010. Policies sold for effective dates prior to June
1, 2010, have different benefits and premiums. Plans E, H, I, and J are no
longer available for sale.

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing the most important features of your
Medicare supplement plan contract. This is not the plan contract and only
the actual contract provisions will control. You must read the contract itself
to understand all of the rights and duties of both you and [insert the health
care service plan’s name].

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your contract, you may return it
to [insert plan’s address]. If you send the contract back to us within 30 days
after you receive it, we will treat the contract as if it had never been issued
and return all of your payments.
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POLICY REPLACEMENT

If you are replacing other health coverage, do NOT cancel it until you have
actually received your new contract and are sure you want to keep it.

NOTICE

This contract may not fully cover all of your medical costs. Neither [insert
the health care service plan’s name] nor its agents are connected with
Medicare.

This outline of coverage does not give all the details of Medicare coverage.
Contact your local social security office or consult “The Medicare Handbook”
for further details and limitations applicable to Medicare.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new contract, be sure to answer
truthfully and completely all questions about your medical and health
history. The company may cancel your contract and refuse to pay any claims
if you leave out or falsify important medical information. [If the contract is
guaranteed issue, this paragraph need not appear.] Review the application
carefully before you sign it. Be certain that all information has been properly
recorded. [The charts displaying the features of each benefit plan offered by
the issuer shall use the uniform format and language shown in the charts set
forth in Section 17 of the Model Regulation to Implement the NAIC Medicare
Supplement Insurance Minimum Standards Model Act, as most recently
adopted by the National Association of Insurance Commissioners. No more
than four benefit plans may be shown on one chart. For purposes of
illustration, charts for each benefit plan are set forth below. An issuer may
use additional benefit plan designations on these charts.]

[Include an explanation of any innovative benefits on the cover page and
in the chart, in a manner approved by the director.]

(k) Notwithstanding Section 1300.63.2 of Title 28 of the California Code of
Regulations, no issuer shall combine the evidence of coverage and disclosure
form into a single document relating to a contract that supplements Medicare,
or 1s advertised or represented as a supplement to Medicare, with hospital or
medical coverage.

(1) The director may adopt regulations to implement this article, including,
but not limited to, regulations that specify the required information to be
contained in the outline of coverage provided to applicants pursuant to this
section, including the format of tables, charts, and other information.

(m)(1) Any health care service plan contract, other than a Medicare supple-
ment contract, a contract issued pursuant to a contract under Section 1876
of the federal Social Security Act (42 U.S.C. Sec. 1395 et seq.), a disability
income policy, or any other contract identified in subdivision (b) of Section
1358.3, issued for delivery in this state to persons eligible for Medicare, shall
notify enrollees under the contract that the contract is not a Medicare
supplement contract. The notice shall either be printed or attached to the
first page of the outline of coverage delivered to enrollees under the contract,
or if no outline of coverage is delivered, to the first page of the contract
delivered to enrollees. The notice shall be in no less than 12-point type and
shall contain the following language:
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“THIS CONTRACT IS NOT A MEDICARE SUPPLEMENT. If you are
eligible for Medicare, review the Guide to Health Insurance for People with
Medicare available from the company.”

(2) Applications provided to persons eligible for Medicare for the health
insurance contracts described in paragraph (1) shall disclose the extent to
which the contract duplicates Medicare in a manner required by the director.
The disclosure statement shall be provided as a part of, or together with, the
application for the contract.

(n) A Medicare supplement contract that does not cover custodial care shall,
on the cover page of the outline of coverages, contain the following statement
in uppercase type: “THIS POLICY DOES NOT COVER CUSTODIAL CARE
IN A SKILLED NURSING CARE FACILITY.”

(0) An issuer shall comply with all notice requirements of the Medicare
Prescription Drug, Improvement, and Modernization Act of 2003 (P.L. 108-
173).

HISTORY: 2009 ch 10 § 10 (AB 1543), effective July 2,
Added Stats 2000 ch 706 § 2 (SB 764). 2009.
Amended Stats 2005 ch 206 § 13 (SB 375); Stats

§ 1358.18. Application form; Copy to applicant; Notice as to replace- ment of
coverage; Buyer’s guide; Group contracts; Health information from applicant
who is guaranteed coverage

In the interest of full and fair disclosure, and to ensure the availability of
necessary consumer information to potential subscribers or enrollees not
possessing a special knowledge of Medicare, health care service plans, or
Medicare supplement contracts, an issuer shall comply with the following
provisions:

(a) Application forms shall include the following questions designed to
elicit information as to whether, as of the date of the application, the
applicant currently has Medicare supplement, Medicare Advantage, Medi-
Cal coverage, or another health insurance policy or certificate or plan
contract in force or whether a Medicare supplement contract is intended to
replace any other disability policy or certificate, or plan contract, presently
in force. A supplementary application or other form to be signed by the
applicant and solicitor containing those questions and statements may be
used.

“(Statements)

(1) You do not need more than one Medicare supplement policy or contract.

(2) If you purchase this contract, you may want to evaluate your existing
health coverage and decide if you need multiple coverages.

(3) You may be eligible for benefits under Medi-Cal or Medicaid and may not
need a Medicare supplement contract.

(4) If, after purchasing this contract, you become eligible for Medi-Cal, the
benefits and premiums under your Medicare supplement contract can be
suspended, if requested, during your entitlement to benefits under Medi-Cal or
Medicaid for 24 months. You must request this suspension within 90 days of
becoming eligible for Medi-Cal or Medicaid. If you are no longer entitled to
Medi-Cal or Medicaid, your suspended Medicare supplement contract or, if



§ 1358.18 KNOX-KEENE ACT 186

that is no longer available, a substantially equivalent contract, will be
reinstituted if requested within 90 days of losing Medi-Cal or Medicaid
eligibility. If the Medicare supplement contract provided coverage for outpa-
tient prescription drugs and you enrolled in Medicare Part D while your
contract was suspended, the reinstituted contract will not have outpatient
prescription drug coverage, but will otherwise be substantially equivalent to
your coverage before the date of the suspension.

(5) If you are eligible for, and have enrolled in, a Medicare supplement
contract by reason of disability and you later become covered by an employer
or union-based group health plan, the benefits and premiums under your
Medicare supplement contract can be suspended, if requested, while you are
covered under the employer or union-based group health plan. If you suspend
your Medicare supplement contract under these circumstances and later lose
your employer or union-based group health plan, your suspended Medicare
supplement contract or, if that is no longer available, a substantially equiva-
lent contract, will be reinstituted if requested within 90 days of losing your
employer or union-based group health plan. If the Medicare supplement
contract provided coverage for outpatient prescription drugs and you enrolled
in Medicare Part D while your contract was suspended, the reinstituted
contract will not have outpatient prescription drug coverage, but will other-
wise be substantially equivalent to your coverage before the date of the
suspension.

(6) Counseling services are available in this state to provide advice concern-
ing your purchase of Medicare supplement coverage and concerning medical
assistance through the Medi-Cal or Medicaid Program, including benefits as a
qualified Medicare beneficiary (QMB) and a specified low-income Medicare
beneficiary (SLMB). Information regarding counseling services may be ob-
tained from the California Department of Aging.

(Questions)

If you lost or are losing other health insurance coverage and received a notice
from your prior insurer saying you were eligible for guaranteed issue of a
Medicare supplement insurance contract or that you had certain rights to buy
such a contract, you may be guaranteed acceptance in one or more of our
Medicare supplement plans. Please include a copy of the notice from your prior
insurer with your application. PLEASE ANSWER ALL QUESTIONS.

[Please mark Yes or No below with an “X.”]

To the best of your knowledge,

(1) (a) Did you turn 65 years of age in the last 6 months?

Yes No

(b) Did you enroll in Medicare Part B in the last 6 months?

Yes No

(c) If yes, what is the effective date?

(2) Are you covered for medical assistance through California’s Medi-Cal
program?

NOTE TO APPLICANT: If you have a share of cost under the Medi-Cal
program, please answer NO to this question.

Yes No

If yes,




187 ADDITIONAL REQUIREMENTS FOR MEDICARE § 1358.18

(a) Will Medi-Cal pay your premiums for this Medicare supplement contract?

Yes No

(b) Do you receive benefits from Medi-Cal OTHER THAN payments toward
your Medicare Part B premium?

Yes No

(3) (a) If you had coverage from any Medicare plan other than original
Medicare within the past 63 days (for example, a Medicare Advantage plan or
a Medicare HMO or PPO), fill in your start and end dates below. If you are still
covered under this plan, leave “END” blank.

START / / END / /

(b) If you are still covered under the Medicare plan, do you intend to replace
your current coverage with this new Medicare supplement contract?

Yes No

(c) Was this your first time in this type of Medicare plan?

Yes No

(d) Did you drop a Medicare supplement contract to enroll in the Medicare
plan?

Yes No

(4) (a) Do you have another Medicare supplement policy or certificate or
contract in force?

Yes No

(b) If so, with what company, and what plan do you have? [optional for Direct
Mailers]

Yes No

(¢) If s0, do you intend to replace your current Medicare supplement policy or
certificate or contract with this contract?

Yes No

(5) Have you had coverage under any other health insurance within the past
63 days? (For example, an employer, union, or individual plan)

Yes No

(a) If so, with what companies and what kind of policy?

(b) What are your dates of coverage under the other policy?
START / / END / /
(If you are still covered under the other policy, leave “END” blank).”

(b) Solicitors shall list any other health insurance policies or plan con-
tracts they have sold to the applicant as follows:

(1) List policies and contracts sold that are still in force.
(2) List policies and contracts sold in the past five years that are no
longer in force.

(¢) Anissuer issuing Medicare supplement contracts without a solicitor or
solicitor firm (a direct response issuer) shall return to the applicant, upon
delivery of the contract, a copy of the application or supplemental forms,
signed by the applicant and acknowledged by the issuer.

(d) Upon determining that a sale will involve replacement of Medicare
supplement coverage, an issuer, other than a direct response issuer, or its
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agent, shall furnish the applicant, prior to issuance for delivery of the
Medicare supplement contract, a notice regarding replacement of Medicare
supplement coverage. One copy of the notice signed by the applicant and the
agent, except where the coverage is sold without an agent, shall be provided
to the applicant and an additional signed copy shall be retained by the
issuer. A direct response issuer shall deliver to the applicant at the time of
the issuance of the contract the notice regarding replacement of Medicare
supplement coverage.

(e) The notice required by subdivision (d) for an issuer shall be provided in
substantially the following form in no less than 12-point type:

NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDI-
CARE SUPPLEMENT COVERAGE OR MEDICARE ADVANTAGE

(Company name and address)

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE
FUTURE

According to [your application] [information you have furnished], you intend
to lapse or otherwise terminate an existing Medicare supplement policy or
contract or Medicare Advantage plan and replace it with a contract to be
issued by [Plan Name]. Your contract to be issued by [Plan Name] will
provide 30 days within which you may decide without cost whether you
desire to keep the contract. You should review this new coverage carefully.
Compare it with all accident and sickness coverage you now have. Terminate
your present policy or contract only if, after due consideration, you find that
purchase of this Medicare supplement coverage is a wise decision.
STATEMENT TO APPLICANT BY PLAN, SOLICITOR, SOLICITOR FIRM,
OR OTHER REPRESENTATIVE:

(1) T have reviewed your current medical or health coverage. To the best of
my knowledge, the replacement of coverage involved in this transaction does
not duplicate coverage or, if applicable, Medicare Advantage coverage
because you intend to terminate your existing Medicare supplement cover-
age or leave your Medicare Advantage plan. The replacement contract is
being purchased for the following reason (check one):

__Additional benefits.

__No change in benefits, but lower premiums or charges.

__ Fewer benefits and lower premiums or charges.

__Plan has outpatient prescription drug coverage and applicant is enrolled
in Medicare Part D.

__ Disenrollment from a Medicare Advantage plan. Reasons for disenroll-
ment:

__Other. (please specify)

(2) If the issuer of the Medicare supplement contract being applied for does
not impose, or is otherwise prohibited from imposing, preexisting condition
limitations, please skip to statement 3 below. Health conditions that you may
presently have (preexisting conditions) may not be immediately or fully
covered under the new contract. This could result in denial or delay of a claim
for benefits under the new contract, whereas a similar claim might have been
payable under your present contract.
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(3) State law provides that your replacement Medicare supplement contract
may not contain new preexisting conditions, waiting periods, elimination
periods, or probationary periods. The plan will waive any time periods
applicable to preexisting conditions, waiting periods, elimination periods, or
probationary periods in the new coverage for similar benefits to the extent that
time was spent (depleted) under the original contract.

(4) If you still wish to terminate your present policy or contract and replace it
with new coverage, be certain to truthfully and completely answer any and all
questions on the application concerning your medical and health history.
Failure to include all material medical information on an application request-
ing that information may provide a basis for the plan to deny any future claims
and to refund your prepaid or periodic payment as though your contract had
never been in force. After the application has been completed and before you
sign it, review it carefully to be certain that all information has been properly
recorded.

(5) Do not cancel your present Medicare supplement coverage until you have
received your new contract and are sure you want to keep it.

(Signature of Solicitor, Solicitor Firm, or Other Representative)

[Typed Name and Address of Plan, Solicitor, or Solicitor Firm]

(Applicant’s Signature)

(Date)

(f) The application form or other consumer information for persons
eligible for Medicare and used by an issuer shall contain, as an attachment,
a Medicare supplement buyer’s guide in the form approved by the director.
The application or other consumer information, containing, as an attach-
ment, the buyer’s guide, shall be mailed or delivered to each applicant
applying for that coverage at or before the time of application and, to
establish compliance with this subdivision, the issuer shall obtain an
acknowledgment of receipt of the attached buyer’s guide from each appli-
cant. An issuer shall not make use of or otherwise disseminate any buyer’s
guide that does not accurately outline current Medicare supplement ben-
efits. An issuer shall not be required to provide more than one copy of the
buyer’s guide to any applicant.

(g) An issuer may comply with the requirement of this section in the case
of group contracts by causing the subscriber (1) to disseminate copies of the
disclosure form containing as an attachment the buyer’s guide to all persons
eligible under the group contract at the time those persons are offered the
Medicare supplement plan, and (2) collecting and forwarding to the issuer an
acknowledgment of receipt of the disclosure form containing, as an attach-
ment, the buyer’s guide from each enrollee.

(h) An issuer shall not require, request, or obtain health information as
part of the application process for an applicant who is eligible for guaranteed
issuance of, or open enrollment for, any Medicare supplement coverage
pursuant to Section 1358.11 or 1358.12, except for purposes of paragraph (1)
or (2) of subdivision (a) of Section 1358.11 when the applicant is first enrolled
in Medicare Part B. The application form shall include a clear and conspicu-
ous statement that the applicant is not required to provide health informa-
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tion during a period where guaranteed issue or open enrollment applies, as
specified in Section 1358.11 or 1358.12, except for purposes of paragraph (1)
or (2) of subdivision (a) of Section 1358.11 when the applicant is first enrolled
in Medicare Part B, and shall inform the applicant of those periods of
guaranteed issuance of Medicare supplement coverage. This subdivision
does not prohibit an issuer from requiring proof of eligibility for a guaran-
teed issuance of Medicare supplement coverage.

HISTORY: 2009; Stats 2015 ch 303 § 251 (AB 731), effec-
Added Stats 2000 ch 706 § 2 (SB 764). tive January 1, 2016; Stats 2016 ch 86 § 176

Amended Stats 2005 ch 206 § 14 (SB 375); Stats  (SB 1171), effective January 1, 2017.

2009 ch 10 § 11 (AB 1543), effective July 2,

§ 1358.19. Director’s approval of advertisement

An issuer shall provide a copy of any Medicare supplement advertisement
intended for use in this state whether through written, radio, or television
medium to the director for review or approval.

HISTORY:
Added Stats 2000 ch 706 § 2 (SB 764).
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