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SECTION TOTAL - 

ALL FUNDS 

$7,886,251 $0 $0 

 
PART B 

Sec. B-1.  22 MRSA §3174-SS, as enacted by 
PL 2011, c. 477, Pt. I, §1, is repealed. 

PART C 
Sec. C-1.  22 MRSA §3174-VV, as amended 

by PL 2017, c. 407, Pt. A, §78, is repealed. 
PART D 

Sec. D-1.  PL 2015, c. 483, §1, sub-§5 is 
amended to read: 

5.  Cost recovery fund.  There is established 
within the commission a nonlapsing cost recovery 
fund, referred to in this section as "the fund."  The 
fund receives funds allocated or transferred by the 
Legislature from the unappropriated surplus of the 
General Fund in accordance with subsection 8.  The 
commission shall use the fund to pay all above-market 
costs of any contract entered into under this section.  
No more than 50% of the fund may be awarded to 
facilities serving the NMISA region.  At the close of 
fiscal year 2016-17, amounts remaining in the cost 
recovery fund that the commission has determined are 
not needed to pay above-market costs in accordance 
with subsection 6 must be transferred to the Maine 
Budget Stabilization Fund established under the Maine 
Revised Statutes, Title 5, section 1532.  The commis-
sion by rule or order shall establish how above-market 
costs are determined and how payments from the fund 
are made.  Amounts remaining in the cost recovery 
fund that are not needed to pay above-market costs in 
accordance with subsection 6 may not be transferred 
without legislative approval. 

PART E 
Sec. E-1.  Transfer balances.  Notwithstand-

ing any other provision of law, at the close of fiscal 
year 2018-19, the State Controller shall transfer, after 
the deduction of all allocations, financial commit-
ments, other designated funds or any other transfer 
authorized by statute, any remaining balance specifi-
cally related to federal supplemental nutrition assis-
tance program overpayments in the Department of 
Health and Human Services, Food Supplement Ad-
ministration program, Federal Expenditures Fund to 
the Department of Health and Human Services, Food 
Supplement Administration program, Other Special 
Revenue Funds. 

PART F 

Sec. F-1.  Office of the Public Advocate; 
special assessment on electric utility entities.  
Notwithstanding any other provision of law, in fiscal 

year 2018-19, every electric utility entity subject to an 
assessment under the Maine Revised Statutes, Title 
35-A, section 116, subsection 8 is subject to an addi-
tional assessment on its intrastate gross operating rev-
enues sufficient to produce $353,000 total. The reve-
nues produced from this assessment must be trans-
ferred to the Public Advocate Regulatory Fund. All 
Other funds in the amount of $353,000 may be used 
only for the costs associated with representing electric 
utility ratepayers in the State and the State's public 
interests for the anticipated Emera Maine rate case and 
bifurcated Central Maine Power Company billing and 
metering and rate cases and for retention of expert 
witnesses and related costs. 

Emergency clause.  In view of the emergency 
cited in the preamble, this legislation takes effect when 
approved. 

Effective March 14, 2019.  

CHAPTER 5 
 S.P. 10 - L.D. 1 

An Act To Protect Health Care 
Coverage for Maine Families 

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, Maine residents need access to com-
prehensive, quality health insurance coverage; and 

Whereas, recent court decisions may endanger 
important consumer protections related to health in-
surance coverage in the federal Patient Protection and 
Affordable Care Act, including preexisting condition 
exclusions, essential health benefits and annual and 
lifetime limits on the dollar value of benefits; and 

Whereas, the purpose of this legislation is to en-
sure that those consumer protections are codified in 
state law; 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: 

PART A 

Sec. A-1.  24-A MRSA §2736-C, sub-§2, 
¶B, as amended by PL 2007, c. 629, Pt. A, §3, is fur-
ther amended to read: 
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B.  A carrier may not vary the premium rate due 
to the gender, health status, occupation or indus-
try, claims experience or policy duration of the 
individual or any other rating factor not specified 
in this subsection. 

Sec. A-2.  24-A MRSA §2736-C, sub-§2, 
¶C, as amended by PL 2011, c. 364, §3, 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.  The premium rate 
for a family must equal the sum of the premiums 
for each individual in the family, except that it 
may not be based on more than 3 dependent chil-
dren who are less than 21 years of age. 

Sec. A-3.  24-A MRSA §2736-C, sub-§2, 
¶D, as amended by PL 2011, c. 364, §4, is further 
amended to read: 

D.  A carrier may vary the premium rate due to 
age and tobacco use in accordance with the limita-
tions set out in this paragraph.  A carrier that var-
ies the premium rate due to age must vary the 
premium rate according to a uniform age curve.  
The superintendent shall adopt rules establishing a 
uniform age curve that is substantially similar to 
the age curve in effect on January 1, 2019 under 
the federal Affordable Care Act.  Rules adopted 
under this paragraph are routine technical rules as 
defined in Title 5, chapter 375, subchapter 2-A. 

(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, except as provided in 
subparagraph (9), the maximum rate differen-
tial due to age filed by the carrier as deter-
mined by ratio is 5 to 1 to the extent permit-
ted 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 tobacco use filed by the carrier 
as determined by ratio is 1.5 to 1, except that 
the carrier may not apply a rate differential 
pursuant to this subparagraph when the cov-
ered individual is participating in an  
evidence-based tobacco cessation strategy 
approved by the United States Department of 
Health and Human Services, Food and Drug 
Administration. 

(9)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after the effective date of this subparagraph, 
the maximum rate differential due to age filed 
by the carrier as determined by ratio is 3 to 1 
for individuals 21 years of age and older on 
the first day of coverage under the policy, 
contract or certificate.  The variation in rate 
due to age must be actuarially justified for in-
dividuals under 21 years of age consistent 
with the uniform age rating curve adopted 
under this paragraph. 

Sec. A-4.  24-A MRSA §2736-C, sub-§2, 
¶F, as amended by PL 2007, c. 629, Pt. M, §4, is re-
pealed. 
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Sec. A-5.  24-A MRSA §2736-C, sub-§2, ¶I, 
as amended by PL 2011, c. 364, §5, is repealed. 

Sec. A-6.  24-A MRSA §2736-C, sub-§5, as 
amended by PL 2011, c. 90, Pt. D, §3, is further 
amended to read: 

5.  Loss ratios.  Except as provided in subsection 
2-B, for all policies and certificates issued on or after 
the effective date of this section, the superintendent 
shall disapprove any premium rates filed by any carri-
er, whether initial or revised, for an individual health 
policy unless it is anticipated that the aggregate bene-
fits estimated to be paid under all the individual health 
policies maintained in force by the carrier for the peri-
od for which coverage is to be provided will return to 
policyholders at least 65% of the aggregate premiums 
collected for those policies, as determined in accord-
ance with accepted actuarial principles and practices 
and on the basis of incurred claims experience and 
earned premiums.  For the purposes of this calculation, 
any payments paid pursuant to former section 6913 
must be treated as incurred claims medical loss ratio 
calculated under section 4319 will be at least 80%. 

Sec. A-7.  24-A MRSA §2736-C, sub-§11, as 
enacted by PL 2013, c. 271, §1, is amended to read: 

11.  Open enrollment; rules.  Notwithstanding 
subsection 3, on or after January 1, 2014, a carrier may 
restrict enrollment in individual health plans to open 
enrollment periods and special enrollment periods 
consistent with requirements of the federal Affordable 
Care Act to the extent not inconsistent with applicable 
federal law.  The superintendent may adopt rules es-
tablishing minimum open enrollment dates and mini-
mum criteria for special enrollment periods for all 
individual health plans offered in this State.  Rules 
adopted pursuant to this subsection are routine tech-
nical rules as defined in Title 5, chapter 375, subchap-
ter 2-A. 

Sec. A-8.  24-A MRSA §2742-B, as amended 
by PL 2007, c. 514, §§1 to 5, is further amended to 
read: 

§2742-B.  Mandatory offer to extend coverage for 
dependent children up to 26 years of age 

1.  Dependent child; definition.  As used in this 
section, "dependent child" means the child of a person 
covered under an individual health insurance policy 
when that child:. 

A.  Is unmarried;  

B.  Has no dependent of the child's own; and 

C.  Is a resident of this State or is enrolled as a 
full-time student at an accredited public or private 
institution of higher education. 

2.  Offer of coverage.  Notwithstanding section 
2703, subsection 3, an individual health insurance pol-
icy that offers coverage for a dependent child must 

offer such coverage, at the option of the policyholder, 
until the dependent child is 25 attains 26 years of age.  
An insurer may require, as a condition of eligibility for 
coverage in accordance with this section, that a person 
seeking coverage for a dependent child provide written 
documentation on an annual basis that the dependent 
child meets the requirements in subsection 1. 

Sec. A-9.  24-A MRSA §2808-B, sub-§2, 
¶B, as amended by PL 1993, c. 477, Pt. B, §1 and 
affected by Pt. F, §1, is further amended to read: 

B.  A carrier may not vary the premium rate due 
to the gender, health status, claims experience or 
policy duration of the eligible group or members 
of the group or any other rating factor not speci-
fied in this section. 

Sec. A-10.  24-A MRSA §2808-B, sub-§2, 
¶C, as amended by PL 2011, c. 638, §1, is further 
amended to read: 

C.  A carrier may vary the premium rate due to 
occupation and industry, family membership and 
participation in wellness programs to the extent 
permitted by the federal Affordable Care Act.  
The premium rate for a family must equal the sum 
of the premiums for each individual in the family, 
except that it may not be based on more than 3 
dependent children who are less than 21 years of 
age.  The superintendent may adopt rules setting 
forth appropriate methodologies regarding rate 
discounts for participation in wellness programs 
and rating for occupation and industry 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. A-11.  24-A MRSA §2808-B, sub-§2, 
¶D, as amended by PL 2011, c. 638, §2, is further 
amended to read: 

D.  A carrier may vary the premium rate due to 
age, group size and tobacco use only under the 
following schedule and within the listed percent-
age bands in accordance with the limitations set 
out in this paragraph.  A carrier that varies the 
premium rate due to age must vary the premium 
rate according to a uniform age curve.  The super-
intendent shall adopt rules establishing a uniform 
age curve that is substantially similar to the age 
curve in effect on January 1, 2019 under the fed-
eral Affordable Care Act.  Rules adopted under 
this paragraph are routine technical rules as de-
fined in Title 5, chapter 375, subchapter 2-A. 

(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%. 
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(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%. 

(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 September 30, 
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 October 1, 2012 and December 31, 
2013, the maximum rate differential due to 
age and group size filed by the carrier as de-
termined by ratio is 2.5 to 1.  The limitation 
does not apply for determining rates for an at-
tained 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 and group size filed by the carrier as de-
termined by ratio is 3 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. 

(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 and group size filed by the carrier as de-
termined by ratio is 4 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 January 1, 2016, except as provided in 
subparagraph (10), the maximum rate differ-
ential due to age and group size filed by the 
carrier as determined by ratio is 5 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. 

(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 tobacco use filed by the carri-
er as determined by ratio is 1.5 to 1, except 
that the carrier may not apply a rate differen-
tial pursuant to this subparagraph when the 
covered individual is participating in an  
evidence-based tobacco cessation strategy 
approved by the United States Department of 
Health and Human Services, Food and Drug 
Administration. 

(10)  For all policies, contracts or certificates 
that are executed, delivered, issued for deliv-
ery, continued or renewed in this State on or 
after the effective date of this Act, the maxi-
mum rate differential due to age filed by the 
carrier as determined by ratio is 3 to 1 for in-
dividuals 21 years of age and older on the 
first day of coverage under the policy, con-
tract or certificate.  The variation in rate due 
to age must be actuarially justified for indi-
viduals under 21 years of age consistent with 
the uniform age rating curve adopted under 
this paragraph. 

Sec. A-12.  24-A MRSA §2808-B, sub-§2, 
¶H, as amended by PL 2011, c. 638, §3, is repealed. 

Sec. A-13.  24-A MRSA §2833-B, as amend-
ed by PL 2007, c. 514, §§6 to 10, is further amended 
to read: 

§2833-B.  Mandatory offer to extend coverage for 
dependent children up to 26 years of age 

1.  Dependent child; definition.  As used in this 
section, "dependent child" means the child of a person 
covered under a group health insurance policy when 
that child:. 

A.  Is unmarried; 

B.  Has no dependent of the child's own; and 

C.  Is a resident of this State or is enrolled as a 
full-time student at an accredited public or private 
institution of higher education. 
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2.  Offer of coverage.  Notwithstanding section 
2822, a group health insurance policy that offers cov-
erage for a dependent child must offer such coverage, 
at the option of the policyholder parent, until the de-
pendent child is 25 attains 26 years of age.  An insurer 
may require, as a condition of eligibility for coverage 
in accordance with this section, that a person seeking 
coverage for a dependent child provide written docu-
mentation on an annual basis that the dependent child 
meets the requirements in subsection 1. 

Sec. A-14.  24-A MRSA §2849, sub-§3-A, as 
enacted by PL 2009, c. 244, Pt. E, §3, is repealed. 

Sec. A-15.  24-A MRSA §2849-B, sub-§3-B, 
as enacted by PL 2009, c. 244, Pt. E, §5, is repealed. 

Sec. A-16.  24-A MRSA §2850, sub-§2, as 
amended by PL 2011, c. 364, §18, is further amended 
to read: 

2.  Limitation.  An individual, group or blanket 
contract issued by an insurer may not impose a preex-
isting condition exclusion except as provided in this 
subsection.  A preexisting condition exclusion may not 
exceed 12 months from the date of enrollment, includ-
ing the waiting period, if any.  For purposes of this 
subsection, "waiting period" includes any period be-
tween the time a substantially complete application for 
an individual or small group health plan is filed and 
the time the coverage takes effect.  A preexisting con-
dition exclusion may not be more restrictive than as 
follows.  This subsection does not limit a carrier's abil-
ity to restrict enrollment in an individual contract to 
open enrollment and special enrollment periods in 
accordance with section 2736-C, subsection 11. 

A.  In a group contract, a preexisting condition 
exclusion may relate only to conditions for which 
medical advice, diagnosis, care or treatment was 
recommended or received during the 6-month pe-
riod ending on the earlier of the date of enrollment 
in the contract and the date of enrollment in a pri-
or contract covering the same group if there has 
not been a gap in coverage of greater than 90 days 
between contracts.  An exclusion may not be im-
posed relating to pregnancy as a preexisting con-
dition. 

B.  In an individual contract not subject to para-
graph C, or in a blanket policy, a preexisting con-
dition exclusion may relate only to conditions 
manifesting in symptoms that would cause an or-
dinarily prudent person to seek medical advice, 
diagnosis, care or treatment or for which medical 
advice, diagnosis, care or treatment was recom-
mended or received during the 12 months imme-
diately preceding the date of application or to a 
pregnancy existing on the effective date of cover-
age. 

C.  An individual policy issued on or after January 
1, 1998 to a federally eligible individual as de-

fined in section 2848 may not contain a preexist-
ing condition exclusion. 

D.  A routine preventive screening or test yielding 
only negative results may not be considered to be 
diagnosis, care or treatment for the purposes of 
this subsection. 

E.  Genetic information may not be used as the 
basis for imposing a preexisting condition exclu-
sion in the absence of a diagnosis of the condition 
relating to that information.  For the purposes of 
this paragraph, "genetic information" has the same 
meaning as set forth in the Code of Federal Regu-
lations. 

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. A-17.  24-A MRSA §2850-B, sub-§3, as 
amended by PL 2011, c. 90, Pt. F, §3 and c. 238, Pt. F, 
§1, is further amended to read: 

3.  Cancellation of coverage; renewal.  Cover-
age may not be rescinded for an individual, a group or 
eligible members and their dependents in those groups 
once an  individual, a group or eligible members and 
their dependents in those groups are covered under an 
individual or group health plan, except that this sub-
section does not prohibit rescission with respect to a 
covered individual, a group or eligible members and 
their dependents in those groups who have performed 
an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact as pro-
hibited by the terms of the individual or group health 
plan to the extent consistent with section 2411.  Such 
coverage may not be cancelled, and renewal must be 
guaranteed to all individuals, to all groups and to all 
eligible members and their dependents in those groups 
except: 

A.  When the policyholder or contract holder fails 
to pay premiums or contributions in accordance 
with the terms of the contract or the carrier has 
not received timely premium payments; 

B.  For fraud or intentional misrepresentation of 
material fact by the policyholder or contract hold-
er; 

C.  With respect to coverage of individuals under 
a group policy or contract, for fraud or intentional 
misrepresentation of material fact on the part of 
the individual or the individual's representative; 
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D.  In the large or small group market, for non-
compliance with the carrier's minimum participa-
tion requirements, which may not exceed the par-
ticipation requirement when the policy was is-
sued; 

E.  With respect to a managed care plan, as de-
fined in section 4301-A, if there is no longer an 
insured who lives, resides or works in the service 
area; 

F.  When the carrier ceases offering large or small 
group health plans in compliance with subsection 
4 and does not renew any existing policies in that 
market; 

F-1.  When the carrier ceases offering individual 
health plans in compliance with section 2736-C, 
subsection 4 and does not renew any existing pol-
icies in that market; 

G.  When the carrier ceases offering a product and 
meets the following requirements: 

(1)  In the large group market: 
(a)  The carrier provides notice to the 
policyholder and to the certificate hold-
ers at least 90 days before termination; 

(b)  The carrier offers to each policy-
holder the option to purchase any other 
product currently being offered in the 
large group market; and 

(c)  In exercising the option to discontin-
ue the product and in offering the option 
of coverage under division (b), the carri-
er acts uniformly without regard to the 
claims experience of the policyholders or 
the health status of the certificate holders 
or their dependents or prospective certif-
icate holders or their dependents; 

(2)  In the small group market: 
(a)  The carrier replaces the product with 
a product that complies with the re-
quirements of this section, including re-
newability, and with section 2808-B; 

(b)  The superintendent finds that the re-
placement is in the best interests of the 
policyholders; and 

(c)  The carrier provides notice of the re-
placement to the policyholder and to the 
certificate holders at least 90 days before 
replacement, including notice of the poli-
cyholder's right to purchase any other 
product currently being offered by that 
carrier in the small group market pursu-
ant to section 2808-B, subsection 4; or 

(3)  In the individual market: 

(a)  The carrier replaces the product with 
a product that complies with the re-
quirements of this section, including re-
newability, and with section 2736-C; 

(b)  The superintendent finds that the re-
placement is in the best interests of the 
policyholders; and 

(c)  The carrier provides notice of the re-
placement to the policyholder and, if a 
group policy subject to section 2736-C, 
to a certificate holder at least 90 days be-
fore replacement, including notice of the 
policyholder's or certificate holder's right 
to purchase any other product currently 
being offered by that carrier in the indi-
vidual market pursuant to section 
2736-C, subsection 3; 

H.  In renewing a large group policy in accord-
ance with this section, a carrier may modify the 
coverage, terms and conditions of the policy con-
sistent with other applicable provisions of state 
and federal laws as long as the modifications are 
applied uniformly to all policyholders of the same 
product; or 

I.  In renewing an individual or small group policy 
in accordance with this section, a carrier may 
make minor modifications to the coverage, terms 
and conditions of the policy consistent with other 
applicable provisions of state and federal laws as 
long as the modifications meet the conditions 
specified in this paragraph and are applied uni-
formly to all policyholders of the same product.  
Modifications not meeting the requirements in 
this paragraph are considered a discontinuance of 
the product pursuant to paragraph G. 

(1)  A modification pursuant to this paragraph 
must be approved by the superintendent.  The 
superintendent shall approve the modification 
if it meets the requirements of this section. 

(2)  A change in a requirement for eligibility 
is not a minor modification pursuant to this 
paragraph if the change results in the exclu-
sion of a class or category of enrollees cur-
rently covered. 

(3)  Benefit modifications required by law are 
deemed minor modifications for purposes of 
this paragraph. 

(4)  Benefit modifications other than modifi-
cations required by law are minor modifica-
tions only if they meet the requirements of 
this subparagraph.  For purposes of this sub-
paragraph, changes in administrative condi-
tions or requirements specified in the policy, 
such as preauthorization requirements, are not 
considered benefit modifications. 
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(a)  The total of any increases in benefits 
may not increase the actuarial value of 
the total benefit package by more than 
5%. 

(b)  The total of any decreases in benefits 
may not decrease the actuarial value of 
the total benefit package by more than 
5%. 

(c)  For purposes of the calculations in 
divisions (a) and (b), increases and de-
creases must be considered separately 
and may not offset one another. 

(5)  A carrier must give 60 days' notice of any 
modification pursuant to this paragraph to all 
affected policyholders and certificate holders. 

Sec. A-18.  24-A MRSA §4233-B, as amend-
ed by PL 2007, c. 514, §§11 to 15, is further amended 
to read: 

§4233-B.  Mandatory offer to extend coverage for 
dependent children up to 26 years of age 

1.  Dependent child; definition.  As used in this 
section, "dependent child" means the child of a person 
covered under an individual or group health mainte-
nance organization contract when that child:. 

A.  Is unmarried; 

B.  Has no dependent of the child's own; and 

C.  Is a resident of this State or is enrolled as a 
full-time student at an accredited public or private 
institution of higher education. 

2.  Offer of coverage.  An individual or group 
health maintenance organization contract that offers 
coverage for a dependent child shall must offer such 
coverage, at the option of the contract holder parent, 
until the dependent child is 25 attains 26 years of age.  
An insurer may require, as a condition of eligibility for 
coverage in accordance with this section, that a person 
seeking coverage for a dependent child provide written 
documentation on an annual basis that the dependent 
child meets the requirements in subsection 1. 

Sec. A-19.  24-A MRSA §4302, sub-§1, as 
amended by PL 2017, c. 232, §§3-5, is further amend-
ed to read: 

1.  Description of plan. A carrier shall provide to 
prospective enrollees and participating providers, and 
to members of the public and nonparticipating provid-
ers upon request, information on the terms and condi-
tions of the plan to enable those persons to make in-
formed decisions regarding their choice of plan.  A 
carrier shall provide this information annually to cur-
rent enrollees, participating providers and the superin-
tendent.  This information must be presented in a 
standardized format acceptable to the superintendent.  
In adopting rules or developing standardized reporting 

formats, the superintendent shall consider the nature of 
the health plan and the extent to which rules or stand-
ardized formats are appropriate to the plan.  All writ-
ten and oral descriptions of the health plan must be 
truthful and must use appropriate and objective terms 
that are easy to understand.  These descriptions must 
be consistent with standards developed for supple-
mental insurance coverage under the United States 
Social Security Act, Title XVIII, 42 United States 
Code, Sections 301 to 1397 (1988).  Descriptions of 
plans under this subsection must be standardized so 
that enrollees may compare the attributes of the plans 
and be in a format that is substantially similar to the 
format required for a carrier pursuant to the federal 
Affordable Care Act as of January 1, 2019.  After a 
carrier has provided the required information, the an-
nual information requirement under this subsection 
may be satisfied by the provision of any amendments 
to the materials on an annual basis.  A carrier shall 
post descriptions of its plans on its publicly accessible 
website and, in addition to the plan description, in-
clude a link to the health plan's certificate of coverage.  
Specific items that must be included in a description 
are as follows: 

A.  Coverage provisions, benefits and any exclu-
sions by category of service, type of provider and, 
if applicable, by specific service, including but not 
limited to the following types of exclusions and 
limitations: 

(1)  Health care services excluded from cov-
erage; 

(2)  Health care services requiring copay-
ments or deductibles paid by enrollees; 

(3)  Restrictions on access to a particular pro-
vider type;  

(4)  Health care services that are or may be 
provided only by referral; and 

(5)  Childhood immunizations as recom-
mended by the United States Department of 
Health and Human Services, Centers for Dis-
ease Control and Prevention and the Ameri-
can Academy of Pediatrics; 

B.  Any prior authorization or other review re-
quirements, including preauthorization review, 
concurrent review, postservice review, postpay-
ment review and any procedures that may result in 
the enrollee being denied coverage or not being 
provided a particular service; 

C.  A general description of the methods used to 
compensate providers, including capitation and 
methods in which providers receive compensation 
based upon referrals, utilization or cost criteria; 

D.  An explanation of how health plan limitations 
affect enrollees, including information on enrollee 
financial responsibilities for payment of coinsur-
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ance or other noncovered or out-of-plan services 
and limits on preexisting conditions and waiting 
periods; 

E.  The terms under which the health plan may be 
renewed by the plan members or enrollees, in-
cluding any reservation by the health plan of any 
right to increase premiums; 

F.  A statement as to when benefits cease in the 
event of nonpayment of the prepaid or periodic 
premium and the effect of nonpayment upon the 
enrollees who are hospitalized or undergoing 
treatment for an ongoing condition; 

G.  A description of the manner in which the plan 
addresses the following: the provision of appro-
priate and accessible care in a timely fashion; an 
effective and timely grievance process and the 
circumstances in which an enrollee may obtain a 
2nd opinion; timely determinations of coverage 
issues; confidentiality of medical records; and 
written copies of coverage decisions that are not 
explicit in the health plan agreement.  The de-
scription must also include a statement explaining 
the circumstances under which health status may 
be considered in making coverage decisions in ac-
cordance with state and federal laws and that en-
rollees may refuse particular treatments without 
jeopardizing future treatment; 

H.  Procedures an enrollee must follow to obtain 
drugs and medicines that are subject to a plan list 
or plan formulary, if any; a description of the 
formulary; and a description of the extent to 
which an enrollee will be reimbursed for the cost 
of a drug that is not on a plan list or plan formu-
lary.  Enrollees may request additional infor-
mation related to specific drugs that are not on the 
drug formulary; 

I.  Information on where and in what manner 
health care services may be obtained; 

J.  A description of the independent external re-
view procedures and the circumstances under 
which an enrollee is entitled to independent exter-
nal review as required by this chapter;  

K.  A description of the requirements for enrollees 
to obtain coverage of routine costs of clinical tri-
als and information on the manner in which enrol-
lees not eligible to participate in clinical trials 
may qualify for the compassionate use program of 
the federal Food and Drug Administration for use 
of investigational drugs pursuant to 21 Code of 
Federal Regulations, Section 312.34, as amended;  

L.  A description of a provider profiling program 
that may be a part of the health plan, including the 
location of provider performance ratings in the 
plan materials or on a publicly accessible website, 
information explaining the provider rating system 

and the basis upon which provider performance is 
measured, the limitations of the data used to 
measure provider performance, the process for se-
lecting providers and a conspicuous written dis-
claimer explaining the provider performance rat-
ings should only be used as a guide for choosing a 
provider and that enrollees should consult their 
current provider before making a decision about 
their health care based on a provider rating; and 

M.  If the health plan is subject to the require-
ments of section 4318-A, a description of the in-
centives available to an enrollee and how to earn 
such incentives if enrolled in a health plan offer-
ing a comparable health care service incentive 
program designed pursuant to section 4318-A. 

Sec. A-20.  24-A MRSA §4303, sub-§4, ¶E, 
as enacted by PL 2011, c. 364, §25, is amended 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 reduce or terminate benefits for an ongo-
ing course of treatment, including coverage of a 
prescription drug, during the course of an appeal 
pursuant to the grievance procedure used by the 
carrier or any independent external review in ac-
cordance with section 4312. 

Sec. A-21.  24-A MRSA §4311, sub-§1-A is 
enacted to read: 

1-A.  Access to clinically appropriate prescrip-
tion drugs.  For plan years beginning on or after the 
effective date of this subsection, a carrier must allow 
an enrollee, the enrollee's designee or the person who 
has issued a valid prescription for the enrollee to re-
quest and gain access to a clinically appropriate drug 
not otherwise covered by the health plan.  The carrier's 
process must comply with section 4304 and with this 
subsection.  If the carrier approves a request under this 
subsection for a drug not otherwise covered by the 
health plan, the carrier must treat the drug as an essen-
tial health benefit, including counting any cost sharing 
toward the plan's annual limit on cost sharing and in-
cluding it when calculating the plan's actuarial value. 

A.  The carrier must determine whether it will 
cover the drug requested and notify the enrollee, 
the enrollee's designee, if applicable, and the per-
son who has issued the valid prescription for the 
enrollee of its coverage decision within 2 business 
days following receipt of the request.  A carrier 
that grants coverage under this paragraph must 
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provide coverage of the drug for the duration of 
the prescription, including refills. 

B.  The carrier must have a process by which an 
expedited review may be requested in exigent cir-
cumstances.  Exigent circumstances exist when an 
enrollee is suffering from a health condition that 
may seriously jeopardize the enrollee's life, health 
or ability to regain maximum function or when an 
enrollee is undergoing a current course of treat-
ment using a nonformulary drug.  When an expe-
dited review has been requested, the carrier must 
determine whether it will cover the drug requested 
and notify the enrollee, the enrollee's designee, if 
applicable, and the person who has provided a 
valid prescription for the enrollee of its coverage 
decision within 24 hours following receipt of the 
request.  A carrier that grants coverage under this 
paragraph must provide coverage of the drug for 
the duration of the exigency. 

Sec. A-22.  24-A MRSA §4318, as amended 
by PL 2011, c. 364, §33, is repealed. 

Sec. A-23.  24-A MRSA §4319, as enacted by 
PL 2011, c. 90, Pt. D, §5, is amended to read: 

§4319.  Rebates 

1.  Rebates required.  Carriers must provide re-
bates in the large group, small group and individual 
markets to the extent required by the federal Afforda-
ble Care Act and federal regulations adopted pursuant 
thereto if the medical loss ratio under subsection 2 is 
less than the minimum medical loss ratio under sub-
section 3. 

2.  Medical loss ratio.  For purposes of this sec-
tion, the medical loss ratio is the ratio of the numerator 
to the denominator as described in paragraphs A and 
B, respectively, plus any credibility adjustment.  The 
period for which the medical loss ratio is determined 
and the meaning of all terms used in this subsection 
must be in accordance with the federal Affordable 
Care Act and federal regulations adopted pursuant 
thereto.  For the purposes of this subsection: 

A.  The numerator is the amount expended on re-
imbursement for clinical services provided to en-
rollees and activities that improve health care 
quality; and 

B.  The denominator is the total amount of premi-
um revenue excluding federal and state taxes and 
licensing and regulatory fees paid and after ac-
counting for payments or receipts for risk adjust-
ment, risk corridors and reinsurance pursuant to 
federal law. 

3.  Minimum medical loss ratio.  The minimum 
medical loss ratio is: 

A.  In the large group market, 85%; 

B.  In the small group market, 80%; and 

C.  In the individual market, 80% or such lower 
minimum medical loss ratio as the Secretary of 
the United States Department of Health and Hu-
man Services determines based on a finding, pur-
suant to the federal Affordable Care Act and fed-
eral regulations adopted pursuant thereto, that an 
80% minimum medical loss ratio might destabi-
lize the individual market in this State. 

4.  Rules.  The superintendent may adopt rules to 
implement this section in a substantially similar man-
ner as required under the federal Affordable Care Act 
in effect as of January 1, 2019, including, but not lim-
ited to, rules establishing the period for which the 
medical loss ratio is calculated.  Rules adopted pursu-
ant to this subsection are routine technical rules as 
defined in Title 5, chapter 375, subchapter 2-A. 

Sec. A-24.  24-A MRSA §4319-A is enacted 
to read: 

§4319-A.  Guaranteed issue 

A carrier offering a health plan in this State in the 
individual, small group or large group market must 
offer to an individual or group in the State all health 
plans that are approved for sale in the applicable mar-
ket and must accept any individual or group that ap-
plies for any of those health plans in accordance with 
the requirements of section 2736-C, subsection 3 and 
section 2808-B, subsection 4 and section 2850-B. 

Sec. A-25.  24-A MRSA §4320, as enacted by 
PL 2011, c. 364, §34, is amended to read: 

§4320.  No lifetime or annual limits on health plans 

Notwithstanding the requirements of section 
4318, a A carrier offering a health plan subject to the 
federal Affordable Care Act in the individual, small 
group or large group market, as those markets are de-
fined under applicable federal law, 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. 

3.  Application.  This section applies to health 
plans offered or renewed in this State in the individual, 
small group and large group markets, as those markets 
are defined under applicable federal law.  A health 
plan may contain annual dollar limits to the extent 
allowed under the federal Affordable Care Act as of 
January 1, 2019 if the plan has been continuously re-
newed since that date, but the plan may not impose 
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any new limits or reduce any existing limit in effect as 
of January 1, 2019. 

PART B 
Sec. B-1.  24-A MRSA §4320-D, as enacted 

by PL 2011, c. 364, §34, is amended to read: 

§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 in this 
State shall, at a minimum, provide coverage that in-
corporates an essential health benefits and cost-sharing 
limitations package consistent with the requirements 
of the federal Affordable Care Act this section. 

1.  Essential health benefits package; defini-
tion.  As used in this section, "essential health benefits 
package" means, with respect to any health plan, cov-
erage that: 

A.  Provides for the essential health benefits in 
accordance with subsection 2; 

B.  Limits cost sharing for coverage in accordance 
with subsection 3; and 

C.  Provides for levels of coverage in accordance 
with subsection 4. 

2.  Substantially similar to federal Affordable 
Care Act; required categories.  With respect to any 
individual or small group health plan offered on or 
after January 1, 2020, a carrier shall provide essential 
health benefits that are substantially similar to that of 
the essential health benefits required in this State for a 
health plan subject to the federal Affordable Care Act 
as of January 1, 2019.  Essential health benefits re-
quired for a health plan must include at least the fol-
lowing general categories and the items and services 
covered within the categories: 

A.  Ambulatory patient services; 

B.  Emergency services; 

C.  Hospitalization; 

D.  Maternity and newborn care; 

E.  Mental health and substance use disorder ser-
vices, including behavioral health treatment; 

F.  Prescription drugs; 

G.  Rehabilitative and habilitative services and 
devices; 

H.  Laboratory services; 

I.  Preventive and wellness services and chronic 
disease management; and 

J.  Pediatric services, including oral and vision 
care, to the extent required by the federal Afford-
able Care Act as of January 1, 2019. 

3.  Cost-sharing limitations.  With respect to any 
health plan offered on or after the effective date of this 
subsection, a carrier shall limit cost sharing on an an-
nual basis in a manner that is consistent with the annu-
al limits established for a health plan subject to the 
federal Affordable Care Act as of January 1, 2019 and 
as adjusted by the United States Department of Health 
and Human Services, Centers for Medicare and Medi-
caid Services, or, if the Centers for Medicare and 
Medicaid Services does not establish annual limits on 
cost sharing, the superintendent shall adopt rules es-
tablishing annual limits on cost sharing under this sub-
section that are calculated in substantially the same 
manner as the Centers for Medicare and Medicaid 
Services calculated the annual limit in the most recent 
year it calculated the annual limit. 

4.  Levels of coverage.  Carriers shall offer cov-
erage at levels that are substantially similar to the lev-
els of coverage required for health plans subject to the 
federal Affordable Care Act as of January 1, 2019.  
The superintendent may adopt rules defining such lev-
els of coverage.  Rules adopted pursuant to this sub-
section are routine technical rules as defined in Title 5, 
chapter 375, subchapter 2-A. 

5.  Rule of construction.  This section may not be 
construed to prohibit a health plan from providing 
benefits in excess of the essential health benefits de-
scribed in this section. 

PART C 
Sec. C-1.  24-A MRSA §2850-C, sub-§3 is 

enacted to read: 

3.  Applicability of section 4320-L.  In addition 
to the requirements of this section, a carrier is subject 
to section 4320-L. 

Sec. C-2.  24-A MRSA §4320-L is enacted to 
read: 

§4320-L.  Nondiscrimination 

1.  Nondiscrimination.  An individual may not, 
on the basis of race, color, national origin, sex, sexual 
orientation, gender identity, age or disability, be ex-
cluded from participation in, be denied benefits of or 
otherwise be subjected to discrimination under any 
health plan offered in accordance with this Title.  A 
carrier may not in offering, providing or administering 
a health plan: 

A.  Deny, cancel, limit or refuse to issue or renew 
a health plan or other health-related coverage, de-
ny or limit coverage of a claim or impose addi-
tional cost sharing or other limitations or re-
strictions on coverage on the basis of race, color, 
national origin, sex, sexual orientation, gender 
identity, age or disability; 

B.  Have or implement marketing practices or 
benefit designs that discriminate on the basis of 
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race, color, national origin, sex, sexual orienta-
tion, gender identity, age or disability in a health 
plan or other health-related coverage; 

C.  Deny or limit coverage, deny or limit coverage 
of a claim or impose additional cost sharing or 
other limitations or restrictions on coverage for 
any health services that are ordinarily or exclu-
sively available to individuals of one sex to a 
transgender individual based on the fact that the 
individual's sex assigned at birth, gender identity 
or gender otherwise recorded is different from the 
one to which such health services are ordinarily or 
exclusively available; 

D.  Have or implement a categorical coverage ex-
clusion or limitation for all health services related 
to gender transition; or 

E.  Otherwise deny or limit coverage, deny or lim-
it coverage of a claim or impose additional cost 
sharing or other limitations or restrictions on cov-
erage for specific health services related to gender 
transition if such denial, limitation or restriction 
results in discrimination against a transgender in-
dividual. 

Nothing in this subsection is intended to determine or 
restrict a carrier from determining whether a particular 
health service is medically necessary or otherwise 
meets applicable coverage requirements in any indi-
vidual case. 

2.  Meaningful access for individuals with lim-
ited English proficiency.  A carrier shall take reason-
able steps to provide meaningful access to each enrol-
lee or prospective enrollee under a health plan who has 
limited proficiency in English. 

3.  Effective communication for persons with 
disabilities.  A carrier shall take reasonable steps to 
ensure that communication with an enrollee or pro-
spective enrollee in a health plan who is an individual 
with a disability is as effective as communication with 
other enrollees or prospective enrollees. 

PART D 

Sec. D-1.  24-A MRSA §2749-C, sub-§1, as 
amended by PL 2003, c. 20, Pt. VV, §8 and affected 
by §25, is further amended to read: 

1.  Coverage for treatment for certain mental 
illnesses.  Coverage for medical treatment for mental 
illnesses listed in paragraph  A  A-1 by all individual 
policies is subject to this section. 

A.  All individual policies must make available 
coverage providing, at a minimum, benefits ac-
cording to paragraph B, subparagraph (1) for a 
person receiving medical treatment for any of the 
following mental illnesses diagnosed by a li-
censed allopathic or osteopathic physician or a li-
censed psychologist who is trained and has re-

ceived a doctorate in psychology specializing in 
the evaluation and treatment of mental illness: 

(1)  Schizophrenia; 

(2)  Bipolar disorder; 

(3)  Pervasive developmental disorder, or au-
tism; 

(4)  Paranoia; 

(5)  Panic disorder; 

(6)  Obsessive-compulsive disorder; or 

(7)  Major depressive disorder. 

A-1.  All individual contracts must provide, at a 
minimum, benefits according to paragraph B, 
subparagraph (1) for a person receiving medical 
treatment for any of the following categories of 
mental illness as defined in the Diagnostic and 
Statistical Manual as defined in section 2843, sub-
section 3, paragraph A-1, except for those that are 
designated as "V" codes by the Diagnostic and 
Statistical Manual: 

(1)  Psychotic disorders, including schizo-
phrenia; 

(2)  Dissociative disorders; 

(3)  Mood disorders; 

(4)  Anxiety disorders; 

(5)  Personality disorders; 

(6)  Paraphilias; 

(7)  Attention deficit and disruptive behavior 
disorders; 

(8)  Pervasive developmental disorders; 

(9)  Tic disorders; 

(10)  Eating disorders, including bulimia and 
anorexia; and 

(11)  Substance use disorders. 

For the purposes of this paragraph, the mental ill-
ness must be diagnosed by a licensed allopathic or 
osteopathic physician or a licensed psychologist 
who is trained and has received a doctorate in 
psychology specializing in the evaluation and 
treatment of mental illness. 

B.  All individual policies and contracts executed, 
delivered, issued for delivery, continued or re-
newed in this State must make available provide 
coverage providing benefits that meet the re-
quirements of this paragraph. 

(1)  The offer of coverage must provide bene-
fits for the treatment and diagnosis of mental 
illnesses under terms and conditions that are 
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no less extensive than the benefits provided 
for medical treatment for physical illnesses. 

(2)  At the request of a reimbursing insurer, a 
provider of medical treatment for mental ill-
ness shall furnish data substantiating that ini-
tial or continued treatment is medically nec-
essary health care.  When making the deter-
mination of whether treatment is medically 
necessary health care, the provider shall use 
the same criteria for medical treatment for 
mental illness as for medical treatment for 
physical illness under the individual policy. 

Sec. D-2.  24-A MRSA §2843, sub-§5-A, as 
amended by PL 1989, c. 490, §4, is repealed. 

Sec. D-3.  24-A MRSA §4234-A, sub-§6, as 
amended by PL 2017, c. 407, Pt. A, §98, is further 
amended to read: 

6.  Coverage for treatment of certain mental 
illnesses.  Coverage for medical treatment for mental 
illnesses listed in paragraph A-1 is subject to this sub-
section. 

A-1.  All individual and group contracts must 
provide, at a minimum, benefits according to par-
agraph B, subparagraph (1) for a person receiving 
medical treatment for any of the following catego-
ries of mental illness as defined in the Diagnostic 
and Statistical Manual, except for those designat-
ed as "V" codes in the Diagnostic and Statistical 
Manual: 

(1)  Psychotic disorders, including schizo-
phrenia; 

(2)  Dissociative disorders; 

(3)  Mood disorders; 

(4)  Anxiety disorders; 

(5)  Personality disorders; 

(6)  Paraphilias; 

(7)  Attention deficit and disruptive behavior 
disorders; 

(8)  Pervasive developmental disorders; 

(9)  Tic disorders; 

(10)  Eating disorders, including bulimia and 
anorexia; and 

(11)  Substance use disorders. 

For the purposes of this paragraph, the mental ill-
ness must be diagnosed by a licensed allopathic or 
osteopathic physician or a licensed psychologist 
who is trained and has received a doctorate in 
psychology specializing in the evaluation and 
treatment of mental illness. 

B.  All policies, contracts and certificates execut-
ed, delivered, issued for delivery, continued or re-
newed in this State must provide benefits that 
meet the requirements of this paragraph. 

(1)  The contracts must provide benefits for 
the treatment and diagnosis of mental illness-
es under terms and conditions that are no less 
extensive than the benefits provided for med-
ical treatment for physical illnesses. 

(2)  At the request of a reimbursing health 
maintenance organization, a provider of med-
ical treatment for mental illness shall furnish 
data substantiating that initial or continued 
treatment is medically necessary health care.  
When making the determination of whether 
treatment is medically necessary health care, 
the provider shall use the same criteria for 
medical treatment for mental illness as for 
medical treatment for physical illness under 
the group contract. 

(3) If benefits and coverage for the treatment 
of physical illness are provided on an  
expense-incurred basis, the benefits and cov-
erage required under this subsection may be 
delivered separately under a managed care 
system. 

(4)  A policy or contract may not have sepa-
rate maximums for physical illness and men-
tal illness, separate deductibles and coinsur-
ance amounts for physical illness and mental 
illness, separate out-of-pocket limits in a ben-
efit period of not more than 12 months for 
physical illness and mental illness or separate 
office visit limits for physical illness and 
mental illness. 

(5)  A health benefit plan may not impose a 
limitation on coverage or benefits for mental 
illness unless that same limitation is also im-
posed on the coverage and benefits for physi-
cal illness covered under the policy or con-
tract. 

(6)  Copayments required under a policy or 
contract for benefits and coverage for mental 
illness must be actuarially equivalent to any 
coinsurance requirements or, if there are no 
coinsurance requirements, may not be greater 
than any copayment or coinsurance required 
under the policy or contract for a benefit or 
coverage for a physical illness. 

(7)  For the purposes of this section, a medi-
cation management visit associated with a 
mental illness must be covered in the same 
manner as a medication management visit for 
the treatment of a physical illness and may 
not be counted in the calculation of any max-
imum outpatient treatment visit limits. 
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This subsection does not apply to policies, contracts or 
certificates covering employees of employers with 20 
or fewer employees, whether the group policy is is-
sued to the employer, to an association, to a multiple-
employer trust or to another entity. 

Sec. D-4.  24-A MRSA §4234-A, sub-§7, as 
amended by PL 2003, c. 20, Pt. VV, §21 and affected 
by §25, is repealed. 

Emergency clause.  In view of the emergency 
cited in the preamble, this legislation takes effect when 
approved. 

Effective March 19, 2019. 

CHAPTER 6 
 H.P. 109 - L.D. 127 

An Act To Amend the Laws 
Governing Maine Potato Board 

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

Sec. 1.  36 MRSA §4602, sub-§3, ¶¶A to C, 
as repealed and replaced by PL 2001, c. 164, §2, are 
amended to read: 

A.  District One 1:  Connor, Cyr Plantation, Eagle 
Lake, Fort Kent, Fort Kent Mills, Frenchville, 
Grand Isle, Hamlin, Keegan, Lille, Madawaska, 
New Canada Plantation, New Sweden, Perham, 
Sinclair, Soldier Pond, St. Agatha, St. David, St. 
Francis, St. John, Stockholm, TR 17, Upper 
Frenchville, Van Buren, Wallagrass, Westman-
land, Woodland and Winterville; 

B.  District 2:  Ashland, Caribou, Castle Hill, 
Caswell Plantation, Connor, Connor Township, 
Chapman, Crouseville, Easton, Fort Fairfield, 
Garfield Plantation, Limestone, Perham Mapleton, 
Nashville Plantation, Portage Lake, Presque Isle, 
Wade, and Washburn, Westmanland and Wood-
land; and 

C.  District 3:  Ashland, Blaine, Bridgewater, Cas-
tle Hill, Chapman, E Plantation, Easton, Garfield 
Plantation, Mapleton, Mars Hill, Masardis, Nash-
ville, Presque Isle, Robbinston and Westfield; All 
municipalities and townships in the State not in-
cluded in Districts 1 and 2. 

Sec. 2.  36 MRSA §4602, sub-§3, ¶D, as re-
pealed and replaced by PL 2001, c. 164, §2 and 
amended by PL 2017, c. 403, Pt. A, §3 and affected by 
§4, is repealed. 

Sec. 3.  36 MRSA §4602, sub-§3, ¶E, as re-
pealed and replaced by PL 2001, c. 164, §2, is re-
pealed. 

Sec. 4.  36 MRSA §4603, sub-§2, ¶¶A to C, 
as amended by PL 2001, c. 164, §3, are further 
amended to read: 

A.  There are 5 3 assemblies of tablestock grow-
ers, one for each district.  Subject to paragraph F, 
all tablestock growers in any district are entitled 
to membership in that district's tablestock grow-
ers' assembly. 

B.  There are 5 3 assemblies of seed growers, one 
for each district. Subject to paragraph F, all seed 
growers in any district are entitled to membership 
in that district's seed growers' assembly. 

C.  There are 5 3 assemblies of processing grow-
ers, one for each district.  Subject to paragraph F, 
all processing growers in any district are entitled 
to membership in that district's processing grow-
ers' assembly. 

Sec. 5.  36 MRSA §4603, sub-§3, ¶¶A to C, 
as amended by PL 2001, c. 164, §4, are further 
amended to read: 

A.  The executive council for the tablestock grow-
ers consists of 7 5 members, one elected by the 
tablestock growers' assembly for each district and 
2 additional members appointed by the board. 

B.  The executive council for the seed growers 
consists of 7 5 members, one elected by the seed 
growers' assembly for each district and 2 addi-
tional members appointed by the board. 

C.  The executive council for the processing 
growers consists of 7 5 members, one elected by 
the processing growers' assembly for each district 
and 2 additional members appointed by the board. 

Sec. 6.  36 MRSA §4603, sub-§3, ¶D, as en-
acted by PL 1985, c. 753, §§14 and 15, is amended to 
read: 

D.  The executive council for the dealers shall 
consist of 7 5 members elected by the dealers' as-
sembly. 

Sec. 7.  36 MRSA §4603, sub-§5, as amended 
by PL 2011, c. 7, §1, is further amended to read: 

5.  Meetings of executive councils and assem-
blies.  Executive councils shall annually elect officers, 
including a chair, vice-chair and secretary.  Each ex-
ecutive council shall hold meetings from time to time, 
no less than once a year, upon call of the executive 
council chair, a majority of the executive council or 
the board.  Each assembly shall hold meetings from 
time to time, no less than once a year, upon call of a 
majority of its executive council or upon call of the 
board, except that district assemblies of growers may 
hold these meetings jointly in statewide sessions or in 
concert with other assemblies or groups of assemblies.  
All meetings of assemblies and executive councils 




