
 
MAINE STATE LEGISLATURE 

 
 
 

The following document is provided by the 

LAW AND LEGISLATIVE DIGITAL LIBRARY 

at the Maine State Law and Legislative Reference Library 
http://legislature.maine.gov/lawlib 

 

 

 

 
 
 
 
 
 
 

Reproduced from electronic originals 
(may include minor formatting differences from printed original) 

 
 



 

 

 

LAWS 
 

OF THE 
 

STATE OF MAINE 
 

AS PASSED BY THE 
 
 

 
ONE HUNDRED AND TWENTY-FIFTH LEGISLATURE 

 

FIRST REGULAR SESSION 
December 1, 2010 to June 29, 2011 

 
 
 

THE GENERAL EFFECTIVE DATE FOR 
FIRST REGULAR SESSION 

NON-EMERGENCY LAWS IS 
SEPTEMBER 28, 2011 

 
 
 
 

PUBLISHED BY THE REVISOR OF STATUTES 
IN ACCORDANCE WITH THE MAINE REVISED STATUTES ANNOTATED, 

TITLE 3, SECTION 163-A, SUBSECTION 4. 
 

Augusta, Maine 
2011



F I R S T  RE GU L A R  S ES S I ON  -  20 11   PUB L I C  L A W,   C .  364  

543 

CHAPTER 363 
 H.P. 822 - L.D. 1110 

An Act Regarding the  
Attendance of Attorneys at  
Individualized Education  
Program Team Meetings 

Be it enacted by the People of the State of 
Maine as follows: 

Sec. 1.  20-A MRSA §7202, sub-§9, as 
amended by PL 2005, c. 662, Pt. A, §23, is further 
amended to read: 

9.  Securing parental permission.  For the 
agency conducting studies pursuant to Title 5, chapter 
511: 

A.    Assist the agency in its studies; and 

B.    Facilitate access to relevant case records by: 

(1)  Notifying parents or guardians of the 
study; and  

(2)  Requesting parental consent for the 
agency to have access to case records; and 

Sec. 2.  20-A MRSA §7202, sub-§10, as 
amended by PL 2005, c. 662, Pt. A, §23, is further 
amended to read: 

10.  Department of Health and Human Ser-
vices; authority to request convening of individual-
ized education program team meeting.  Notify in 
writing the individual designated by the Department of 
Health and Human Services that the Department of 
Health and Human Services has the authority to re-
quest the school administrative unit to convene a pupil 
evaluation an individualized education program team 
meeting and to attend and participate in any pupil 
evaluation individualized education program team 
meetings concerning a child with a disability who is a 
state ward.  The written notice must indicate the time 
and place of the pupil evaluation individualized educa-
tion program team meeting and a copy of the notice 
must be placed in the child's permanent record.; and 

Sec. 3.  20-A MRSA §7202, sub-§11 is en-
acted to read: 

11.  Attorney's presence at team meeting.  Pro-
vide that the school administrative unit may not have 
an attorney present at an individualized education pro-
gram team meeting unless the school administrative 
unit has provided the parents of a child with a disabil-
ity at least 7 days' written notice prior to the individu-
alized education program team meeting that the school 
administrative unit will have an attorney present at the 
individualized education program team meeting.  If the 
parent of a child with a disability has an attorney pres-
ent at the individualized education program team 
meeting, the school administrative unit may have an 

attorney present without providing prior written no-
tice. 

Sec. 4.  Rules.  The Department of Education 
shall provisionally adopt rules to be submitted to the 
Legislature by January 13, 2012 that amend Chapter 
101, Section VI of its rules to require inclusion in the 
notice notifying a parent of a child with a disability of 
an individualized education program team meeting 
whether the school administrative unit will have an 
attorney present at the meeting.  Rules adopted pursu-
ant to this section are major substantive rules pursuant 
to the Maine Revised Statutes, Title 5, chapter 375, 
subchapter 2-A. 

See title page for effective date. 

CHAPTER 364 
 H.P. 1140 - L.D. 1554 

An Act To Implement the  
Requirements of the Federal 

Patient Protection and  
Affordable Care Act 

Be it enacted by the People of the State of 
Maine as follows: 

Sec. 1.  24-A MRSA §2735-A, sub-§1, as 
amended by PL 2009, c. 244, Pt. C, §4, is further 
amended to read: 

1.  Notice of rate filing or rate increase on exist-
ing policies.  An insurer offering individual health 
plans as defined in section 2736-C must provide writ-
ten notice by first class mail of a rate filing to all af-
fected policyholders at least 60 days before the effec-
tive date of any proposed increase in premium rates or 
any proposed rating formula, classification of risks or 
modification of any formula or classification of risks.  
The Except as otherwise provided in section 2736-C, 
subsection 2-B, the notice must also inform policy-
holders of their right to request a hearing pursuant to 
section 229.  The notice must show the proposed rate 
and, unless otherwise provided in section 2736-C, sub-
section 2-B, state that the rate is subject to regulatory 
approval.  The Except as otherwise provided in section 
2736-C, subsection 2-B, the superintendent may not 
take final action on a rate filing until 40 days after the 
date notice is mailed by an insurer.  An increase in 
premium rates may not be implemented until 60 days 
after the notice is provided or until the effective date 
under section 2736, whichever is later. 

Sec. 2.  24-A MRSA §2736-A, first ¶, as 
amended by PL 2009, c. 439, Pt. C, §3, is further 
amended to read: 

If at any time the superintendent has reason to be-
lieve that a filing does not meet the requirements that 
rates not be excessive, inadequate, or unfairly dis-
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criminatory or not in compliance with section 6913 or 
that the filing violates any of the provisions of chapter 
23, the superintendent shall cause a hearing to be held.  
If a filing proposes an increase in rates in an individual 
health plan as defined in section 2736-C, the superin-
tendent shall cause a hearing to be held at the request 
of the Attorney General. In any hearing conducted 
under this section, the insurer has the burden of prov-
ing rates are not excessive, inadequate or unfairly dis-
criminatory and in compliance with section 6913. 

Sec. 3.  24-A MRSA §2736-C, sub-§2, ¶C, 
as amended by PL 2011, c. 90, Pt. A, §1, is further 
amended to read: 

C.  A carrier may vary the premium rate due to 
family membership to the extent permitted by the 
federal Affordable Care Act. 

Sec. 4.  24-A MRSA §2736-C, sub-§2, ¶D, 
as amended by PL 2011, c. 90, Pt. A, §3, is further 
amended to read: 

D.  A carrier may vary the premium rate due to 
age and smoking status tobacco use in accordance 
with the limitations set out in this paragraph. 

(1)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween December 1, 1993 and July 14, 1994, 
the premium rate may not deviate above or 
below the community rate filed by the carrier 
by more than 50%. 

(2)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 15, 1994 and July 14, 1995, the 
premium rate may not deviate above or below 
the community rate filed by the carrier by 
more than 33%. 

(3)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 15, 1995 and June 30, 2012, the 
premium rate may not deviate above or below 
the community rate filed by the carrier by 
more than 20%. 

(5) For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 1, 2012 and December 31, 2013, 
the maximum rate differential due to age filed 
by the carrier as determined by ratio is 3 to 1.  
The limitation does not apply for determining 
rates for an attained age of less than 19 years 
of age or more than 65 years of age. 

(6) For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-

tween January 1, 2014 and December 31, 
2014, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 4 to 1 to the extent permitted by the federal 
Affordable Care Act.  The limitation does not 
apply for determining rates for an attained 
age of less than 19 years of age or more than 
65 years of age. 

(7) For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after January 1, 2015, the maximum rate dif-
ferential due to age filed by the carrier as de-
termined by ratio is 5 to 1 to the extent per-
mitted by the federal Affordable Care Act.  
The limitation does not apply for determining 
rates for an attained age of less than 19 years 
of age or more than 65 years of age. 

(8)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after July 1, 2012, the maximum rate differ-
ential due to smoking status tobacco use filed 
by the carrier as determined by ratio is 1.5 to 
1. 

Sec. 5.  24-A MRSA §2736-C, sub-§2, ¶I,  
as enacted by PL 2011, c. 90, Pt. A, §5, is amended to 
read: 

I.  A carrier that offered individual health plans 
prior to July 1, 2012 may close its individual book 
of business sold prior to July 1, 2012 and may es-
tablish a separate community rate for individuals 
applying for coverage under an individual health 
plan on or after July 1, 2012.  If a carrier closes its 
individual book of business as permitted under 
this paragraph, the carrier may vary the premium 
rate for individuals in that closed book of business 
only as permitted in this paragraph and paragraphs 
C and C-1. 

(1)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 1, 2012 and December 31, 2012, 
the maximum rate differential due to age filed 
by the carrier as determined by ratio is 2 to 1.  
The limitation does not apply for determining 
rates for an attained age of less than 19 years 
of age or more than 65 years of age. 

(2)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2013 and December 31, 
2013, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 2.5 to 1. The limitation does not apply for 
determining rates for an attained age of less 
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than 19 years of age or more than 65 years of 
age. 

(3)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2014 and December 31, 
2014, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 3 to 1.  The limitation does not apply for 
determining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(4)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2015 and December 31, 
2015, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 4 to 1 to the extent permitted by the federal 
Affordable Care Act.  The limitation does not 
apply for determining rates for an attained 
age of less than 19 years of age or more than 
65 years of age. 

(5)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after January 1, 2016, the maximum rate dif-
ferential due to age filed by the carrier as de-
termined by ratio is 5 to 1 to the extent per-
mitted by the federal Affordable Care Act.  
The limitation does not apply for determining 
rates for an attained age of less than 19 years 
of age or more than 65 years of age. 

(6)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after July 1, 2012, the maximum rate differ-
ential due to smoking status tobacco use filed 
by the carrier as determined by ratio is 1.5  
to 1. 

The superintendent shall establish by rule proce-
dures and policies that facilitate the implementa-
tion of this paragraph, including, but not limited 
to, notice requirements for policyholders and ex-
perience pooling requirements of individual health 
products.  When establishing rules regarding ex-
perience pooling requirements, the superintendent 
shall ensure, to the greatest extent possible, the 
availability of affordable options for individuals 
transitioning from the closed book of business.  
Rules adopted pursuant to this paragraph are rou-
tine technical rules as defined in Title 5, chapter 
375, subchapter 2-A.  The superintendent shall di-
rect the Consumer Health Care Division, estab-
lished in section 4321, to work with carriers and 
health advocacy organizations to provide informa-
tion about comparable alternative insurance op-

tions to individuals in a carrier's closed book of 
business and upon request to assist individuals to 
facilitate the transition to an individual health plan 
in that carrier's or another carrier's open book of 
business. 

Sec. 6.  24-A MRSA §2736-C, sub-§2, ¶J is 
enacted to read: 

J.  Except for enrollees in grandfathered health 
plans under the federal Affordable Care Act, be-
ginning January 1, 2014, a carrier shall consider 
all enrollees in all individual health plans offered 
by the carrier to be members of a single risk pool 
to the extent required by the federal Affordable 
Care Act. 

Sec. 7.  24-A MRSA §2736-C, sub-§2-B, as 
enacted by PL 2011, c. 90, Pt. D, §2, is amended to 
read: 

2-B.  Optional guaranteed loss ratio.  Notwith-
standing section 2736, subsection 1 and section 
2736-A, at the carrier's option, rate filings for a car-
rier's credible block of individual health plans may be 
filed in accordance with this subsection.  Rates filed in 
accordance with this subsection are filed for informa-
tional purposes unless rate review is required pursuant 
to the federal Affordable Care Act. 

A.  A carrier's individual health plans are consid-
ered credible if the anticipated average number of 
members during the period for which the rates 
will be in effect is at least 1,000 in the aggregate 
or if the individual health plans in the aggregate 
meet credibility meets standards adopted by the 
superintendent by rule for full or partial credibility 
pursuant to the federal Affordable Care Act. The 
rate filing must state the anticipated average num-
ber of members during the period for which the 
rates will be in effect and the basis for the esti-
mate.  If the superintendent determines that the 
number of members is likely to be less than 1,000 
and the carrier does not satisfy any alternative 
credibility standards adopted by the superinten-
dent by rule needed to meet the credibility stan-
dard, the filing is subject to section 2736, subsec-
tion 1 and section 2736-A. 

B.  On an annual schedule as determined by the 
superintendent, the carrier shall file a report with 
the superintendent showing aggregate earned 
premiums and incurred claims for the period the 
rates were in effect. Incurred claims must include 
claims paid to a date after the end of the annual 
reporting period and an estimate of unpaid claims.  
The report must state how the unpaid claims esti-
mate was determined. The superintendent shall 
determine the reporting period and the paid-to 
date; beginning January 1, 2011, both the report-
ing period and the paid-to date must be consistent 
with those for the rebates required pursuant to the 
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federal Affordable Care Act and federal regula-
tions adopted the calculation of rebates as re-
quired pursuant to the federal Affordable Care 
Act, except that the calculation must be based on 
a minimum medical loss ratio of 80% if the appli-
cable federal minimum for the individual market 
in this State is lower.  If the calculation indicates 
that rebates must be paid, the carrier must pay the 
rebates in the same manner as is required for re-
bates pursuant to the federal Affordable Care Act. 

Sec. 8.  24-A MRSA §2736-C, sub-§9, as en-
acted by PL 1995, c. 570, §7, is amended to read: 

9.  Exemption for certain associations.  The su-
perintendent may exempt a group health insurance 
policy or group nonprofit hospital or medical service 
corporation contract issued to an association group, 
organized pursuant to section 2805-A, from the re-
quirements of subsection 3, paragraph A; subsection 6, 
paragraph A; and subsection 8 if: 

A.  Issuance and renewal of coverage under the 
policy or contract is guaranteed to all members of 
the association who are residents of this State and 
to their dependents; 

B.  Rates for the association comply with the 
premium rate requirements of subsection 2 or are 
established on a nationwide basis and substan-
tially comply with the purposes of this section, 
except that exempted associations may be rated 
separately from the carrier's other individual 
health plans, if any; 

C.  The group's anticipated loss ratio, as defined in 
subsection 5, is at least 75%; 

D.  The association's membership criteria do not 
include age, health status, medical utilization his-
tory or any other factor with a similar purpose or 
effect; 

E.  The association's group health plan is not mar-
keted to the general public; 

F.  The association does not allow insurance 
agents or brokers to market association member-
ships, accept applications for memberships or en-
roll members, except when the association is an 
association of insurance agents or brokers organ-
ized under section 2805-A; 

G.  Insurance is provided as an incidental benefit 
of association membership and the primary pur-
poses of the association do not include group buy-
ing or mass marketing of insurance or other goods 
and services; and 

H.  Granting an exemption to the association does 
not conflict with the purposes of this section. 

Except for individuals with grandfathered health plans 
under the federal Affordable Care Act, this subsection 
does not apply to policies, contracts or certificates that 

are executed, delivered, issued for delivery, continued 
or renewed in this State on or after January 1, 2014. 

Sec. 9.  24-A MRSA §2808-B, sub-§1, ¶D, 
as repealed and replaced by PL 2003, c. 428, Pt. H, §5, 
is amended to read: 

D.  "Eligible group" means any person, firm, cor-
poration, partnership, association or subgroup en-
gaged actively in a business that employed an av-
erage of 50 or fewer eligible employees during the 
preceding calendar year. 

(1)  If an employer was not in existence 
throughout the preceding calendar year, the 
determination must be based on the average 
number of employees that the employer is 
reasonably expected to employ on business 
days in the current calendar year. 

(2)  In determining the number of eligible 
employees, companies that are affiliated 
companies or that are eligible to file a com-
bined tax return for purposes of state taxation 
are considered one employer. 

(3)  A group is not an eligible group if there is 
any one other state where there are more eli-
gible employees than are employed within 
this State and the group had coverage in that 
state or is eligible for guaranteed issuance of 
coverage in that state. 

(4)  An employer qualifies as an eligible 
group for 2-person coverage if the employer 
provides a carrier with the following informa-
tion demonstrating that the employer's busi-
ness and employees meet the minimum quali-
fications for group coverage in paragraph C: 

(a)  A copy of the most recent quarterly 
combined filing for income tax withhold-
ing and unemployment contributions, 
Form 941/C1-ME; 

(b)  For an employee claimed to be an 
employee eligible for group coverage 
whose name is not listed on Form 
941/C1-ME, a copy of the employer's 
payroll records for the most recent 3 
months showing tax withholding or a 
wage report from a payroll company 
showing wages paid to that employee for 
the most recent quarter with tax with-
holding; 

(c)  If an employer is exempt from filing 
Form 941/C1-ME for group coverage, 
documentation of that exemption and a 
copy of the employer's payroll records 
for the most recent 3 months showing tax 
withholding or a wage report from a pay-
roll company showing wages paid to that 
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employee for the most recent quarter 
with tax withholding; or 

(d)  If the name of the business owner or 
employee does not appear on Form 
941/C1-ME, a copy of one of the follow-
ing: 

(i)  Federal income tax Form Sched-
ule C or Schedule F; 

(ii)  Federal income tax Form 1120S, 
Schedule K-1; 

(iii)  Federal income tax Form 1065, 
Schedule K-1; 

(iv)  A workers' compensation insur-
ance audit or evidence of a waiver of 
benefits under Title 39-A; 

(v)  A description of operations in a 
commercial general liability insur-
ance policy or equivalent insurance 
policy providing coverage for the 
business; or 

(vi)  A signature card from a finan-
cial institution or credit union au-
thorizing the employee to sign 
checks on a business checking or 
share draft account that is at least 6 
months old; a notarized affidavit 
from the employer describing the 
duties of the employee and the aver-
age number of hours worked by the 
employee and attesting that the em-
ployer is not defrauding the carrier 
and is aware of the consequences of 
committing fraud or making a mate-
rial misrepresentation to the carrier, 
including a loss of coverage and 
benefits; and, if the group coverage 
is purchased through a producer, a 
notarized affidavit from the producer 
affirming the producer's belief that 
the employer qualifies as an eligible 
group for coverage. 

In determining if a new business or a business 
that adds an owner or a new employee to pay-
roll during the course of a year qualifies as an 
eligible group for 2-person coverage under 
this subparagraph, the employer must submit 
an affidavit stating that all employees meet 
the criteria in this subparagraph and that the 
documentation and forms required under this 
subparagraph will be provided to the carrier 
when payroll records become available, when 
ownership distribution forms become avail-
able or the first renewal date of the coverage, 
whichever date is earlier. A false affidavit or 
misrepresentation on an affidavit submitted 

by an employer may result in the loss of 
group coverage and repayment of claims 
paid. This subparagraph may not be construed 
to prohibit a carrier from recognizing an em-
ployer as an eligible group if the employer 
has not produced the documentation required 
in this subparagraph. 

This subparagraph applies only to an em-
ployer applying for group health insurance 
coverage as a 2-person group on or after from 
October 1, 2001 to December 31, 2013. 

Sec. 10.  24-A MRSA §2808-B, sub-§2, ¶C, 
as amended by PL 2011, c. 90, Pt. A, §6, is further 
amended to read: 

C.  A carrier may vary the premium rate due to 
occupation and industry, family membership, par-
ticipation in wellness programs and group size to 
the extent permitted by the federal Affordable 
Care Act.  The superintendent may adopt rules 
setting forth appropriate methodologies regarding 
rate discounts for participation in wellness pro-
grams and rating for occupation and industry and 
group size pursuant to this paragraph.  Rules 
adopted pursuant to this paragraph are routine 
technical rules as defined in Title 5, chapter 375, 
subchapter 2-A. 

Sec. 11.  24-A MRSA §2808-B, sub-§2, ¶D, 
as amended by PL 2011, c. 90, Pt. A, §8, is further 
amended to read: 

D.  A carrier may vary the premium rate due to 
age and smoking status tobacco use only under 
the following schedule and within the listed per-
centage bands. 

(1)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 15, 1993 and July 14, 1994, the 
premium rate may not deviate above or below 
the community rate filed by the carrier by 
more than 50%. 

(2)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 15, 1994 and July 14, 1995, the 
premium rate may not deviate above or below 
the community rate filed by the carrier by 
more than 33%. 

(3)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween July 15, 1995 and September 30, 2011, 
the premium rate may not deviate above or 
below the community rate filed by the carrier 
by more than 20%. 
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(4)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween October 1, 2011 and December 31, 
2012, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 2 to 1.  The limitation does not apply for 
determining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(5)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2013 and December 31, 
2013, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 2.5 to 1. The limitation does not apply for 
determining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(6)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2014 and December 31, 
2014, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 3 to 1. The limitation does not apply for de-
termining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(7)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2015 and December 31, 
2015, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 4 to 1 to the extent permitted by the federal 
Affordable Care Act.  The limitation does not 
apply for determining rates for an attained 
age of less than 19 years of age or more than 
65 years of age. 

(8)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after January 1, 2016, the maximum rate dif-
ferential due to age filed by the carrier as de-
termined by ratio is 5 to 1 to the extent per-
mitted by the federal Affordable Care Act.  
The limitation does not apply for determining 
rates for an attained age of less than 19 years 
of age or more than 65 years of age. 

(9)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after October 1, 2011, the maximum rate dif-
ferential due to smoking status tobacco use 

filed by the carrier as determined by ratio is 
1.5 to 1. 

Sec. 12.  24-A MRSA §2808-B, sub-§2, ¶E, 
as amended by PL 2001, c. 258, Pt. E, §4, is further 
amended to read: 

E.  The superintendent may authorize a carrier to 
establish a separate community rate for an asso-
ciation group organized pursuant to section 
2805-A or a trustee group organized pursuant to 
section 2806, as long as association group mem-
bership or eligibility for participation in the trus-
tee group is not conditional on health status, 
claims experience or other risk selection criteria 
and all small group health plans offered by the 
carrier through that association or trustee group: 

(1)  Are otherwise in compliance with the 
premium rate requirements of this subsection; 
and 

(2)  Are offered on a guaranteed issue basis to 
all eligible employers that are members of the 
association or are eligible to participate in the 
trustee group except that a professional asso-
ciation may require that a minimum percent-
age of the eligible professionals employed by 
a subgroup be members of the association in 
order for the subgroup to be eligible for issu-
ance or renewal of coverage through the as-
sociation.  The minimum percentage must not 
exceed 90%.  For purposes of this subpara-
graph, "professional association" means an 
association that: 

(a)  Serves a single profession that re-
quires a significant amount of education, 
training or experience or a license or cer-
tificate from a state authority to practice 
that profession; 

(b)  Has been actively in existence for 5 
years; 

(c)  Has a constitution and bylaws or 
other analogous governing documents; 

(d)  Has been formed and maintained in 
good faith for purposes other than obtain-
ing insurance; 

(e)  Is not owned or controlled by a car-
rier or affiliated with a carrier; 

(g)  Has a least 1,000 members if it is a 
national association; 200 members if it is 
a state or local association; 

(h)  All members and dependents of 
members are eligible for coverage re-
gardless of health status or claims ex-
perience; and 
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(i)  Is governed by a board of directors 
and sponsors annual meetings of its 
members. 

Producers may only market association member-
ships, accept applications for membership or sign 
up members in the professional association where 
the individuals are actively engaged in or directly 
related to the profession represented by the pro-
fessional association. 

Except for employers with plans that have grand-
fathered status under the federal Affordable Care 
Act, this paragraph does not apply to policies, 
contracts or certificates that are executed, deliv-
ered, issued for delivery, continued or renewed in 
this State on or after January 1, 2014. 

Sec. 13.  24-A MRSA §2808-B, sub-§2, ¶H, 
as enacted by PL 2011, c. 90, Pt. A, §10, is amended 
to read: 

H.  A carrier that offered small group health plans 
prior to October 1, 2011 may close its small group 
book of business sold prior to October 1, 2011 
and may establish a separate community rate for 
eligible groups applying for coverage under a 
small group health plan on or after October 1, 
2011.  If a carrier closes its small group book of 
business as permitted under this paragraph, the 
carrier may vary the premium rate for that closed 
book of business only as permitted in this para-
graph and paragraphs C and C-1. 

(1)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween October 1, 2011 and December 31, 
2012, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 2 to 1.  The limitation does not apply for 
determining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(2)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2013 and December 31, 
2013, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 2.5 to 1.  The limitation does not apply for 
determining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(3)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2014 and December 31, 
2014, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 3 to 1.  The limitation does not apply for 

determining rates for an attained age of less 
than 19 years of age or more than 65 years of 
age. 

(4) For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State be-
tween January 1, 2015 and December 31, 
2015, the maximum rate differential due to 
age filed by the carrier as determined by ratio 
is 4 to 1 to the extent permitted by the federal 
Affordable Care Act.  The limitation does not 
apply for determining rates for an attained 
age of less than 19 years of age or more than 
65 years of age. 

(5)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after January 1, 2016, the maximum rate dif-
ferential due to age filed by the carrier as de-
termined by ratio is 5 to 1 to the extent per-
mitted by the federal Affordable Care Act.  
The limitation does not apply for determining 
rates for an attained age of less than 19 years 
of age or more than 65 years of age. 

(6)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after October 1, 2011, the maximum rate dif-
ferential due to smoking status tobacco use 
filed by the carrier as determined by ratio is 
1.5 to 1. 

Sec. 14.  24-A MRSA §2808-B, sub-§2, ¶I is 
enacted to read: 

I.  Except for plans that have grandfathered status 
under the federal Affordable Care Act, beginning 
January 1, 2014, a carrier shall consider all enrol-
lees in all small group health plans offered by the 
carrier to be members of a single risk pool to the 
extent required by the federal Affordable Care 
Act. 

Sec. 15.  24-A MRSA §2808-B, sub-§2-B, 
¶C, as enacted by PL 2003, c. 469, Pt. E, §16, is 
amended to read: 

C.  When a filing is not accompanied by the in-
formation upon which the carrier supports the fil-
ing or the superintendent does not have sufficient 
information to determine whether the filing meets 
the requirements that rates not be excessive, in-
adequate, or unfairly discriminatory or not in 
compliance with section 6913, the superintendent 
shall require the carrier to furnish the information 
upon which it supports the filing. 

Sec. 16.  24-A MRSA §2808-B, sub-§2-C, as 
amended by PL 2011, c. 90, Pt. D, §4, is further 
amended to read: 
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2-C.  Guaranteed loss ratio.  Notwithstanding 
subsection 2-B, at the carrier's option, rate filings for a 
credible block of small group health plans may be 
filed in accordance with this subsection instead of sub-
section 2-B.  Rates filed in accordance with this sub-
section are filed for informational purposes. 

A.  A block of small group health plans is consid-
ered credible if the anticipated average number of 
members during the period for which the rates 
will be in effect is at least 1,000 or if it meets 
credibility standards adopted by the superinten-
dent by rule for full or partial credibility pursuant 
to the federal Affordable Care Act. The rate filing 
must state the anticipated average number of 
members during the period for which the rates 
will be in effect and the basis for the estimate.  If 
the superintendent determines that the number of 
members is likely to be less than 1,000 and the 
block does not satisfy any alternative credibility 
standards adopted by rule needed to meet the 
credibility standard, the filing is subject to subsec-
tion 2-B, except as provided in paragraph A-1. 

A-1.  A carrier that elected to file rates in accor-
dance with this subsection prior to September 1, 
2004 may continue to file rates in accordance with 
this subsection as long as the anticipated number 
of member months for a 12-month period is at 
least 1,000. 

B.  On an annual schedule as determined by the 
superintendent, the carrier shall file a report with 
the superintendent showing aggregate earned 
premiums and incurred claims for the period the 
rates were in effect. Incurred claims must include 
claims paid to a date after the end of the annual 
reporting period and an estimate of unpaid claims.  
The report must state how the unpaid claims esti-
mate was determined.  The superintendent shall 
determine the reporting period and the paid-to 
date; beginning January 1, 2011, both the report-
ing period and the paid-to date must be consistent 
with those for the rebates required pursuant to 
section 4319 and to the federal Affordable Care 
Act and federal regulations adopted pursuant to 
the federal Affordable Care Act. 

C.  If incurred claims were less than 78% of ag-
gregate earned premiums over a continuous 
36-month period, the carrier shall refund a per-
centage of the premium to the current in-force 
policyholder.  For the purposes of calculating this 
loss-ratio percentage, any payments paid pursuant 
to former section 6913 must be treated as incurred 
claims.  The excess premium is the amount of 
premium above that amount necessary to achieve 
a 78% loss ratio for all of the carrier's small group 
policies during the same 36-month period.  The 
refund must be distributed to policyholders in an 
amount reasonably calculated to correspond to the 

aggregate experience of all policyholders holding 
policies having similar benefits. The total of all 
refunds must equal the excess premiums. 

(1)  For determination of loss-ratio percent-
ages in 2005, actual aggregate incurred 
claims expenses include expenses incurred in 
2005 and projected expenses for 2006 and 
2007.  For determination of loss-ratio per-
centages in 2006, actual incurred claims ex-
penses include expenses in 2005 and 2006 
and projected expenses for 2007. 

(2)  The superintendent may waive the re-
quirement for refunds during the first 3 years 
after the effective date of this subsection. 

D.  The superintendent may require further sup-
port for the unpaid claims estimate and may re-
quire refunds to be recalculated if the estimate is 
found to be unreasonably large. 

E.  The superintendent may adopt rules setting 
forth appropriate methodologies regarding reports, 
refunds and credibility standards pursuant to this 
subsection.  Rules adopted pursuant to this sub-
section are routine technical rules as defined in Ti-
tle 5, chapter 375, subchapter 2-A. 

Sec. 17.  24-A MRSA §2808-B, sub-§6, ¶I, 
as enacted by PL 1993, c. 477, Pt. B, §3 and affected 
by Pt. F, §1, is amended to read: 

I.  Notwithstanding any other provision of this 
section, prior to January 1, 2014, a carrier may 
choose whether it will offer to groups having only 
one member coverage under the carrier's individ-
ual health policies offered to other individuals in 
this State in accordance with section 2736-C or 
coverage under a small group health plan in ac-
cordance with this section, or both, but the carrier 
need not offer to groups of one both small group 
and individual health coverage. 

Sec. 18.  24-A MRSA §2850, sub-§2, ¶F is 
enacted to read: 

F.  Except for individual health plans in effect on 
March 23, 2010 that have grandfathered status 
under the federal Affordable Care Act, a carrier as 
defined in section 4301-A, subsection 3 offering a 
health plan as defined in section 4301-A, subsec-
tion 7 may not apply a preexisting condition ex-
clusion to any enrollee under 19 years of age.  A 
preexisting condition exclusion may not be im-
posed on any enrollee after January 1, 2014 to the 
extent prohibited by the federal Affordable Care 
Act. 

Sec. 19.  24-A MRSA §4218-A is enacted to 
read: 
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§4218-A.  Compliance with the Affordable Care 
Act 

The superintendent may adopt and amend rules, 
establish standards and enforce federal statutes and 
regulations in order to carry out the purposes of the 
federal Affordable Care Act. Rules or amendments to 
rules adopted pursuant to this section, including 
amendments to major substantive rules, are routine 
technical rules as defined in Title 5, chapter 375, sub-
chapter 2-A. 

Sec. 20.  24-A MRSA §4301-A, sub-§1, as 
amended by PL 2007, c. 199, Pt. B, §1, is further 
amended to read: 

1.  Adverse health care treatment decision.  
"Adverse health care treatment decision" means a 
health care treatment decision made by or on behalf of 
a carrier offering or renewing a health plan denying in 
whole or in part payment for or provision of otherwise 
covered services requested by or on behalf of an enrol-
lee.  "Adverse health care treatment decision" includes 
a rescission determination and an initial coverage eli-
gibility determination, consistent with the require-
ments of the federal Affordable Care Act. 

Sec. 21.  24-A MRSA §4301-A, sub-§3, ¶¶F 
and G, as enacted by PL 1999, c. 742, §3, are further 
amended to read: 

F.  A multiple-employer welfare arrangement li-
censed pursuant to chapter 81; or 

G.  A self-insured employer subject to state regu-
lation as described in section 2848-A.; or 

Sec. 22.  24-A MRSA §4301-A, sub-§3, ¶H 
is enacted to read: 

H.  Notwithstanding any other provision of this 
Title, an entity offering coverage in this State that 
is subject to the requirements of the federal Af-
fordable Care Act. 

Sec. 23.  24-A MRSA §4301-A, sub-§7, as 
enacted by PL 1999, c. 742, §3, is amended to read: 

7.  Health plan.  "Health plan" means a plan of-
fered or administered by a carrier that provides for the 
financing or delivery of health care services to persons 
enrolled in the plan, other than a plan that provides 
only accidental injury, specified disease, hospital in-
demnity, Medicare supplement, disability income, 
long-term care or other limited benefit coverage not 
subject to the requirements of the federal Affordable 
Care Act. A plan that is subject to the requirements of 
the federal Affordable Care Act and offered in this 
State by a carrier, including, but not limited to, a quali-
fied health plan offered on an American Health Bene-
fit Exchange or a SHOP Exchange established pursu-
ant to the federal Affordable Care Act, is a health plan 
for purposes of this chapter. 

Sec. 24.  24-A MRSA §4302, sub-§6 is en-
acted to read: 

6.  Reporting required pursuant to the Afford-
able Care Act.  Notwithstanding any other require-
ments of this Title, a carrier shall provide to the Secre-
tary of the United States Department of Health and 
Human Services, and make available to the public 
when required by federal law, any information re-
quired by the federal Affordable Care Act. Carriers 
shall provide the information to the superintendent 
upon request. 

Sec. 25.  24-A MRSA §4303, sub-§4, ¶E is 
enacted to read: 

E.  Health plans subject to the requirements of the 
federal Affordable Care Act must comply with 
federal claims and appeal requirements, including, 
but not limited to, the requirement that benefits 
for an ongoing course of treatment may not be re-
duced or terminated without advance notice and 
an opportunity for advance review, consistent 
with the requirements of the federal Affordable 
Care Act. 

Sec. 26.  24-A MRSA §4303, sub-§15 is en-
acted to read: 

15.  Uniform explanation of coverage docu-
ments and standardized definitions.  A carrier offer-
ing a health plan in this State shall: 

A.  Provide to applicants, enrollees and policy-
holders or certificate holders a summary of bene-
fits and an explanation of coverage that accurately 
describe the benefits and coverage under the ap-
plicable plan or coverage. A summary of benefits 
and an explanation of coverage must conform 
with the requirements of the federal Affordable 
Care Act; and 

B.  Use standard definitions of insurance-related 
and medical-related terms in connection with 
health insurance coverage as required by the fed-
eral Affordable Care Act. 

Sec. 27.  24-A MRSA §4303, sub-§16 is en-
acted to read: 

16.  Language and culture.  All notices to appli-
cants, enrollees and policyholders or certificate hold-
ers subject to the requirements of the federal Afford-
able Care Act must be provided in a culturally and 
linguistically appropriate manner consistent with the 
requirements of the federal Affordable Care Act. 

Sec. 28.  24-A MRSA §4306, as amended by 
PL 2007, c. 199, Pt. B, §15, is further amended to 
read: 

§4306.  Enrollee choice of primary care provider 

A carrier offering or renewing a managed care 
plan shall allow enrollees to choose their own primary 
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care providers, as allowed under the managed care 
plan's rules, from among the panel of participating 
providers made available to enrollees under the man-
aged care plan's rules.  A carrier shall allow physi-
cians, including, but not limited to, pediatricians and 
physicians who specialize in obstetrics and gynecol-
ogy, and certified nurse practitioners who have been 
approved by the State Board of Nursing to practice 
advanced practice registered nursing without the su-
pervision of a physician pursuant to Title 32, section 
2102, subsection 2-A, to serve as primary care provid-
ers for managed care plans.  A carrier is not required 
to contract with certified nurse practitioners or physi-
cians as primary care providers in any manner that 
exceeds the access and provider network standards 
required in this chapter or chapter 56, or any rules 
adopted pursuant to those chapters.  A carrier shall 
allow enrollees in a managed care plan to change pri-
mary care providers without good cause at least once 
annually and to change with good cause as necessary.  
When an enrollee fails to choose a primary care pro-
vider, the carrier may assign the enrollee a primary 
care provider located in the same geographic area in 
which the enrollee resides. 

Sec. 29.  24-A MRSA §4306-A is enacted to 
read: 

§4306-A.  Patient access to obstetrical and gyneco-
logical care 

Notwithstanding any other requirements of this 
Title, a carrier offering a health plan in this State sub-
ject to the requirements of the federal Affordable Care 
Act: 

1.  Authorization or referral not required.  May 
not require authorization or referral by the carrier or 
any other person, including a primary care provider, in 
the case of a female enrollee who seeks coverage for 
obstetrical or gynecological care provided by a par-
ticipating health care professional as described in the 
federal Affordable Care Act who specializes in obstet-
rics or gynecology.  The health care professional shall 
agree to otherwise adhere to the health plan's or car-
rier's policies and procedures, including procedures 
regarding referrals and obtaining prior authorization 
and providing services pursuant to a treatment plan, if 
any, approved by the carrier; and 

2.  Treated as primary care.  Shall treat the pro-
vision of obstetrical and gynecological care by a par-
ticipating health care professional as described in the 
federal Affordable Care Act who specializes in obstet-
rics or gynecology, pursuant to subsection 1, as au-
thorized by the primary care provider and the authori-
zation of related obstetrical and gynecological items 
and services by that professional as the authorization 
of the primary care provider. 

Sec. 30.  24-A MRSA §4309-A is enacted to 
read: 

§4309-A.  Compliance with the Affordable Care 
Act 

1.  Carriers.  A carrier shall comply with all ap-
plicable requirements of the federal Affordable Care 
Act. 

2.  Superintendent.  The superintendent may en-
force and administer this section through all powers 
provided under this Title and Title 24.  The superin-
tendent may adopt and amend rules, establish stan-
dards and enforce federal statutes and regulations in 
order to carry out the purposes of the federal Afford-
able Care Act. Rules or amendments adopted pursuant 
to this subsection, including amendments to major 
substantive rules, are routine technical rules as defined 
in Title 5, chapter 375, subchapter 2-A. 

Sec. 31.  24-A MRSA §4312, sub-§1, as en-
acted by PL 1999, c. 742, §19, is amended to read: 

1.  Request for external review.  An enrollee or 
the enrollee's authorized representative shall make a 
written request for external review of an adverse 
health care treatment decision to the bureau.  Except as 
provided in subsection 2, an enrollee may not make a 
request for external review under a group plan until 
the enrollee has exhausted all levels of a carrier's in-
ternal grievance procedure and may not make a re-
quest for external review under an individual plan until 
the enrollee has exhausted one level of a carrier's in-
ternal grievance procedure.  A request for external 
review must be made within 12 months of the date an 
enrollee has received a final adverse health care treat-
ment decision under a carrier's internal grievance pro-
cedure.  An enrollee may not be required to pay any 
filing fee as a condition of processing a request for 
external review. 

Sec. 32.  24-A MRSA §4312, sub-§2, as en-
acted by PL 1999, c. 742, §19, is amended to read: 

2.  Expedited request for external review.  An 
enrollee or an enrollee's authorized representative is 
not required to exhaust all levels of a carrier's internal 
grievance procedure in accordance with subsection 1 
before filing a request for external review if: 

A.  The carrier has failed to make a decision on an 
internal grievance within the time period required 
or has otherwise failed to adhere to all the re-
quirements applicable to the appeal pursuant to 
state and federal law or the enrollee has applied 
for expedited external review at the same time as 
applying for an expedited internal appeal; 

B.  The carrier and the enrollee mutually agree to 
bypass the internal grievance procedure; 

C.  The life or health of the enrollee is in serious 
jeopardy; or 

D.  The enrollee has died.; or 
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E.  The adverse health care treatment decision to 
be reviewed concerns an admission, availability of 
care, a continued stay or health care services when 
the claimant has received emergency services but 
has not been discharged from the facility that pro-
vided the emergency services. 

Sec. 33.  24-A MRSA §4318, sub-§4, as re-
allocated by RR 2009, c. 2, §70, is amended to read: 

4.  Disclosure.  A health plan issued after the ef-
fective date of this section that includes an annual or 
lifetime maximum aggregate benefit limit as permitted 
under subsection 3 and under section 4320 must in-
clude a disclosure of the applicable limit on the face 
page of the individual policy or group certificate. The 
disclosure must be printed in a font that is larger or 
bolder than the font used in the body of the face page. 

Sec. 34.  24-A MRSA §§4320 to 4320-G are 
enacted to read: 

§4320.  No lifetime or annual limits on health plans 
subject to the Affordable Care Act 

Notwithstanding the requirements of section 
4318, a carrier offering a health plan subject to the 
federal Affordable Care Act may not: 

1.  Establish lifetime limits.  Establish lifetime 
limits on the dollar value of benefits for any partici-
pant or beneficiary; or 

2.  Establish annual limits.  Establish annual 
limits on the dollar value of essential benefits, except 
that, prior to January 1, 2014, health plans may include 
restricted annual limits on essential benefits consistent 
with the requirements of the federal Affordable Care 
Act and may establish annual limits consistent with 
waivers granted by the Secretary of the United States 
Department of Health and Human Services. 

§4320-A.  Coverage of preventive health services 

Notwithstanding any other requirements of this 
Title, a carrier offering a health plan subject to the 
federal Affordable Care Act shall, at a minimum, pro-
vide coverage for and may not impose cost-sharing 
requirements for preventive services as required by the 
federal Affordable Care Act. 

§4320-B.  Extension of dependent coverage 

A carrier offering a health plan subject to the re-
quirements of the federal Affordable Care Act that 
provides dependent coverage of children shall con-
tinue to make such coverage available for an adult 
child until the child turns 26 years of age, consistent 
with the federal Affordable Care Act. 

§4320-C.  Emergency services 

If a carrier offering a health plan subject to the re-
quirements of the federal Affordable Care Act pro-
vides or covers any benefits with respect to services in 
an emergency department of a hospital, the plan must 

cover emergency services in accordance with the re-
quirements of the federal Affordable Care Act, includ-
ing requirements that emergency services be covered 
without prior authorization and that cost-sharing re-
quirements, expressed as a copayment amount or co-
insurance rate, for out-of-network services are the 
same as requirements that would apply if such services 
were provided in network. 

§4320-D.  Comprehensive health coverage 

Notwithstanding any other requirements of this 
Title, a carrier offering a health plan subject to the 
requirements of the federal Affordable Care Act shall, 
at a minimum, provide coverage that incorporates es-
sential benefits and cost-sharing limitations consistent 
with the requirements of the federal Affordable Care 
Act. 

§4320-E.  Reinsurance, risk corridors and risk ad-
justment 

1.  Transitional reinsurance program.  The su-
perintendent shall establish a transitional reinsurance 
program for calendar years 2014, 2015 and 2016 as 
required by Section 1341 of the federal Affordable 
Care Act. 

2.  Risk corridors.  A carrier shall make any 
payments required under the risk corridors program 
established by the Secretary of the United States De-
partment of Health and Human Services for calendar 
years 2014, 2015 and 2016 as required by Section 
1342 of the federal Affordable Care Act. 

3.  Risk adjustment.  The superintendent shall 
establish a risk adjustment program as required by 
Section 1343 of the federal Affordable Care Act. 

§4320-F.  Oversight of plans offered on the Ameri-
can Health Benefit Exchange and the 
SHOP Exchange 

1.  Superintendent's authority preserved.  Ex-
cept as otherwise expressly provided by applicable 
law, the requirements established by this Title, Title 24 
and rules adopted by the superintendent continue to 
apply to carriers and health plans and are not extin-
guished or modified in any way by: 

A.  Certification of a health plan as a qualified 
health plan or any other determination made by 
the American Health Benefit Exchange or the 
SHOP Exchange pursuant to the federal Afford-
able Care Act; or 

B.  Recognition by the applicable federal agency 
of a carrier as a qualified nonprofit health insur-
ance issuer or as an issuer of multistate qualified 
health plans, or of a health plan as a multistate 
qualified health plan, pursuant to the federal Af-
fordable Care Act. 

2.  Coordination with exchanges.  The superin-
tendent has all additional powers and duties conferred 
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upon a state insurance regulator with respect to the 
American Health Benefit Exchange and the SHOP 
Exchange by the federal Affordable Care Act. The 
superintendent may enter into agreements with the 
American Health Benefit Exchange and the SHOP 
Exchange relating to coordination of responsibilities, 
and such agreements may provide for the superinten-
dent to assume additional authority relating to the cer-
tification of qualified health plans or the authorization 
of a carrier to participate in the American Health 
Benefit Exchange or the SHOP Exchange. 

§4320-G.  Applicability to health plans grand-
fathered under the Affordable Care Act 

A health plan that is exempt from certain re-
quirements of the federal Affordable Care Act because 
it has grandfathered status is also exempt, to the same 
extent, from substantially similar provisions in this 
Title and Title 24 enacted after January 1, 2011, ex-
cept to the extent that those provisions state that they 
apply to grandfathered health plans. 

Sec. 35.  24-A MRSA §6451-A, sub-§3-A is 
enacted to read: 

3-A.  Qualified nonprofit health insurance issu-
ers.  Qualified nonprofit health insurance issuers as 
defined in Section 1322 of the federal Affordable Care 
Act are considered health organizations for purposes 
of this chapter. 

Sec. 36.  Review of transitional reinsur-
ance, risk corridors and risk adjustment pro-
grams.  No later than January 1, 2013, the Depart-
ment of Professional and Financial Regulation, Bureau 
of Insurance shall submit the bureau's proposed transi-
tional reinsurance program and risk adjustment pro-
gram established pursuant to the Maine Revised Stat-
utes, Title 24-A, section 4320-E and any information 
related to the risk corridors program established pur-
suant to Section 1342 of the federal Affordable Care 
Act for review by the joint standing committee of the 
Legislature having jurisdiction over insurance and 
financial services matters.  The joint standing commit-
tee may report out a bill to the First Regular Session of 
the 126th Legislature based on the bureau's proposed 
transitional reinsurance program or risk adjustment 
program. 

See title page for effective date. 

CHAPTER 365 
 S.P. 374 - L.D. 1253 

An Act To Amend the Laws 
Governing the Enforcement of 

Statewide Uniform Building 
Codes 

Emergency preamble. Whereas, acts and re-
solves of the Legislature do not become effective until 
90 days after adjournment unless enacted as emergen-
cies; and 

Whereas, immediate clarification and adjust-
ments in the Maine Uniform Building and Energy 
Code are necessary to ensure that Maine's consumers, 
builders, contractors and lending community are able 
to build and sell high-quality buildings in the State; 
and 

Whereas, in the judgment of the Legislature, 
these facts create an emergency within the meaning of 
the Constitution of Maine and require the following 
legislation as immediately necessary for the preserva-
tion of the public peace, health and safety; now, there-
fore, 

Be it enacted by the People of the State of 
Maine as follows: 

Sec. 1.  10 MRSA §9722, sub-§6, ¶J, as en-
acted by PL 2007, c. 699, §6, is amended to read: 

J.  In the adoption and amendment of the Maine 
Uniform Building and Energy Code, ensure that 
nontraditional or experimental construction, in-
cluding but not limited to straw bale and earth 
berm construction, is permissible under the code; 
and 

Sec. 2.  10 MRSA §9722, sub-§6, ¶K, as en-
acted by PL 2007, c. 699, §6, is amended to read: 

K.  In the adoption and amendment of the Maine 
Uniform Building and Energy Code, ensure that 
building materials from local sawmills, including 
but not limited to nongraded lumber, are permis-
sible under the code.; and 

Sec. 3.  10 MRSA §9722, sub-§6, ¶L is en-
acted to read: 

L.  In the adoption and amendment of the Maine 
Uniform Building and Energy Code, adopt the 
standards for residential basement wall insulation 
under the 2006 edition of the International Energy 
Conservation Code published by the International 
Code Council. 

Sec. 4.  10 MRSA §9724, sub-§3, as amended 
by PL 2009, c. 261, Pt. A, §9, is further amended to 
read: 

3.  Ordinances. Effective December 1, 2010, ex-
cept as provided in subsection  4  5 and section 9725, 
any ordinance regarding a building code of any politi-
cal subdivision of the State that is inconsistent with the 
Maine Uniform Building and Energy Code is void. 

Sec. 5.  10 MRSA §9724, sub-§4, as enacted 
by PL 2007, c. 699, §6, is repealed. 

Sec. 6.  10 MRSA §9724, sub-§5 is enacted to 
read: 




