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Market Conduct Annual Statement Long-Term Care 
Stand-Alone and Hybrid Products Data Call & Definitions 

 
Line of Business: Individual Stand-Alone Long-Term Care 

Individual Long-Term Care Hybrid Products 
Life-LTC Hybrid Products 
Annuity-LTC Hybrid Products 
 

Reporting Period: January 1, 2027 through December 31, 2027 
Filing Deadline: April 30, 2028 
 
Contact Information 

MCAS Administrator The person responsible for assigning who may view and input 
company data. 

MCAS Contact The person most knowledgeable about the submitted MCAS data. 
This person can be the same as the MCAS Administrator. 

MCAS Attestor The person who attests to the completeness and accuracy of the 
MCAS data. 

 
Long-Term Care Product Types 

Product Identifier Explanation of Product Identifiers 
SALTC Stand-Alone – Long-Term Care Products 
LifeLTC Life – Long-Term Care Hybrid Products 
AnnLTC Annuity – Long-Term Care Hybrid Products 

 
Schedule 1 - Interrogatories 

ID Description Response 

1-1 Does the company have data to report for Stand-Alone Long-
Term Care? Yes/No 

1-2 Does the company have data to report for Life Long-Term Care 
Hybrid? Yes/No 

1-3 Does the company have data to report for Annuity Long-Term 
Care Hybrid? Yes/No 

1-4 
Stand-Alone LTC - Has the company had a significant event or 
business strategy change that would affect the data for this 
reporting period? 

Yes/No 

1-5 If yes, add additional comments. Comment 

1-6 
Life LTC Hybrid - Has the company had a significant event or 
business strategy change that would affect the data for this 
reporting period? 

Yes/No 

1-7 If yes, add additional comments. Comment 
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1-8 
Annuity LTC Hybrid - Has the company had a significant event or 
business strategy change that would affect the data for this 
reporting period? 

Yes/No 

1-9 If yes, add additional comments. Comment 

1-10 
Stand-Alone LTC - Has all or part of this block of business been 
sold, closed or moved to another company during the reporting 
period? 

Yes/No 

1-11 If yes, add additional comments. Comment 

1-12 
Life LTC Hybrid - Has all or part of this block of business been 
sold, closed or moved to another company during the reporting 
period? 

Yes/No 

1-13 If yes, add additional comments. Comment 

1-14 
Annuity LTC Hybrid - Has all or part of this block of business 
been sold, closed or moved to another company during the 
reporting period? 

Yes/No 

1-15 If yes, add additional comments. Comment 

1-16 

Stand-Alone LTC - Is there a reason that the reported LTC 
information may identify the company as an outlier or be 
substantially different from previously reported data (such as 
assuming, selling or closing blocks of business; shifting market 
strategies; underwriting changes, etc.)? 

Yes/No 

1-17 If yes, add additional comments. Comment 

1-18 

Life LTC Hybrid - Is there a reason that the reported LTC 
information may identify the company as an outlier or be 
substantially different from previously reported data (such as 
assuming, selling or closing blocks of business; shifting market 
strategies; underwriting changes, etc.)?     

Yes/No 

1-19 If yes, add additional comments. Comment 

1-20 

Annuity LTC Hybrid - Is there a reason that the reported LTC 
information may identify the company as an outlier or be 
substantially different from previously reported data (such as 
assuming, selling or closing blocks of business; shifting market 
strategies; underwriting changes, etc.)?     

Yes/No 

1-21 If yes, add additional comments. Comment 

1-22 Stand-Alone LTC - Was the company still actively writing policies 
in the state at year end? Yes/No 

1-23 Life LTC Hybrid - Was the company still actively writing policies 
in the state at year end? Yes/No 

1-24 Annuity LTC Hybrid - Was the company still actively writing 
policies in the state at year end? Yes/No 

1-25 Does the company use Managing General Agents (MGAs)? Yes/No 
1-26 Does the company use Third Party Administrators (TPAs)? Yes/No 
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1-16 
1-27 

Additional state specific Stand-Alone Long-Term Care comments 
(optional). Comment 

1-17 
1-28 

Additional state specific Life Long-Term Care Hybrid comments 
(optional). Comment 

1-18 
1-29 

Additional state specific Annuity Long-Term Care Hybrid 
comments (optional). Comment 

 
Schedule 2 - General Information 

ID Description 
2-30 Direct written premium during the period. 
2-31 Direct earned premium during the period. 
2-19 
2-32 

Number of policies/contracts in-force as of the beginning of the reporting 
period. 

2-20 
2-33 

Number of new business policies/contracts issued during the period.  Number 
of applications approved during the period. 

2-34 Number of applications pending at the beginning of the period. 
2-35 Number of applications pending at the end of the period. 
2-36 Number of applications received. 
2-37 Number of applications denied during the period. 
2-21 
2-38 

Number of free look cancellations during the period. 

2-22 
2-39 

Number of lapses during the period. 

2-40 Number of policies terminated or cancelled due to non-payment. 
2-41 Number of policies terminated or cancelled at the request of the insured. 

2-42 Number of policies terminated or cancelled by the insurer for reasons other 
than non-payment or at the request of the insured. 

2-23 
2-43 

Number of rescissions during the period. 

2-24 
2-44 

Number of policies/contracts in-force as of the end of the reporting period. 

2-25 
2-45 

Number of internal replacements during the period. 

2-26 
2-46 

Number of external replacements during the period. 

2-27 
2-47 

Number of policies/contracts replaced where age of insured at replacement 
was < 65. 

2-28 
2-48 

Number of policies/contracts replaced where age of insured at replacement 
was between 65 and 80. 

2-29 
2-49 

Number of policies/contracts replaced where age of insured at replacement 
was > 80. 



Market Conduct Annual Statement Long-Term Care Stand-Alone and Hybrid 
Products Data Call & Definitions 

Page 4 of 14 
Version 2027.0.0 (Updated 05/12/2026) 

© 2026 National Association of Insurance Commissioners 

2-30 
2-50 

Number of complaints received directly from consumers any person or entity 
other than the DOI. 

2-51 Number of adverse determinations overturned upon request for internal 
review (Do not include additional voluntary levels of reviews). 

2-52 Number of adverse determinations upheld upon request for internal review 
(Do not include additional voluntary levels or reviews). 

2-53 Number of customer requested appeals on final adverse determinations to an 
external review organization. 

2-54 Number of final adverse determinations overturned upon request for external 
review. 

2-55 Number of final adverse determinations upheld upon request for external 
review. 

 
 
Schedule 3 – Claimants and Claimant Requests Activity 

ID Description 
3-31 
3-56 

Number of claimants approved for benefits as of the beginning of the period. 

3-32 
3-57 

Number of claimants with pending claimant request determinations as of the 
beginning of the period. 

3-33 
3-58 

Number of new claimants during the period. 

3-34 
3-59 

Number of claimants with pending claimant request determinations as of the 
end of the period. 

3-35 
3-60 

Number of claimants approved for benefits as of the end of the period. 

3-36 
3-61 

Number of claimant requests denied or not paid because claimant did not 
pursue (inactivity or death). 

3-37 
3-62 

Number of claimant requests denied or not paid because of preexisting 
condition exclusion. 

3-38 
3-63 

Number of claimant requests denied or not paid because of elimination or 
waiting period not met. 

3-39 
3-64 

Number of claimant requests denied or not paid because services provided 
not covered under the policy. 

3-40 
3-65 

Number of claimant requests denied or not paid because provider or facility 
not qualified under the policy. 

3-41 
3-66 

Number of claimant requests denied or not paid because benefits eligibility 
criteria not met. 

3-42 
3-67 

All other claimant requests denied or closed without payment. 

3-43 
3-68 

Number of claim request determinations made within 0-30 days. 

3-44 Number of claim request determinations made within 31-60 days. 
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3-69 
  
  

3-45 
3-70 

Number of claim request determinations made within 61-90 days. 

3-46 
3-71 

Number of claim request determinations made beyond 90 days. 

 
 
Schedule 4 - Benefit Payment Requests Activity 

ID Description 
4-47 
4-72 

Number of benefit payment requests pending as of the beginning of the 
period. 

4-48 
4-73 

Number of benefit payment requests received during the period. 

4-49 
4-74 

Number of benefit payment requests denied or not paid during the period. 

4-50 
4-75 

Number of benefit payment requests pending as of the end of the period. 

4-51 
4-76 

Number of benefit payment requests paid within 0-30 days. 

4-52 
4-77 

Number of benefit payment requests paid within 31-60 days. 

4-53 
4-78 

Number of benefit payment requests paid within 61-90 days. 

4-54 
4-79 

Number of benefit payment requests paid beyond 90 days. 

4-55 
4-80 

Number of benefit payment requests denied or not paid within 0-30 days. 

4-56 
4-81 

Number of benefit payment requests denied or not paid within 31-60 days 

4-57 
4-82 

Number of benefit payment requests denied or not paid within 61-90 days. 

4-58 
4-83 

Number of benefit payment requests denied or not paid beyond 90 days. 

 
 
Schedule 5 - Lawsuit Activity 

ID Description 
5-59 
5-84 

Number of lawsuits open as of the beginning of the period. 

5-60 
5-85 

Number of lawsuits opened during the period. 
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5-61 
5-86 

Number of lawsuits closed during the period - total. 

5-62 
5-87 

Number of lawsuits closed during the reporting period with consideration for 
the consumer. 

5-63 
5-88 

Number of lawsuits open as of the end of the period. 

 
In determining what business to report for a particular state, all reporting companies 
should follow the same methodology/definitions used to file the Financial Annual 
statement (FAS) and its corresponding state pages and in accordance with each 
applicable state’s regulations. 
 
Schedule 6 - Long-Term Care Attestation 
By completing the attestation information, those named understand, agree and certify 
on behalf of the named company that: 

1. They are authorized to submit the Market Conduct Annual Statement on behalf 
of the named company and to bind the company to the statements in this 
attestation; 

2. They are knowledgeable of the information required to be provided in the Market 
Conduct Annual Statement filed by this company and have reviewed this filing; 

3. To the best of their knowledge and belief, this filing represents a full and 
accurate statement of the information required to be provided in the Market 
Conduct Annual Statement pursuant to the applicable instructions; and 

4. They are aware that the state insurance department(s) receiving the data may 
initiate regulatory action as authorized by law in a specific jurisdiction if the data 
submitted in the MCAS is inaccurate, incomplete, or found to be materially false, 
misleading or omissive. 

5. They affirm that the company is able to accurately trace the data as reported to 
its source within the company and if necessary, recreate the MCAS results as 
reported in this filing. 

NOTE: The company must provide the name for at least two individuals who are able to 
attest that the criteria listed above have been met and attest to the overall accuracy of 
the MCAS filing. Both attestors should have participated in the review and validation of 
the filing. We recommend that one person be the individual with operational 
responsibility for the source data such as a responsible individual from claims, 
underwriting or compliance. We recommend that the second person should be a 
responsible IT person that participated in the creation of the data in the filing. 
 

ID Description 
6-64 
6-89 

First Attestor Information (First Name, Middle Name, Last Name, Suffix, 
Title). 

6-65 
6-90 

Second Attestor Information (First Name, Middle Name, Last Name, Suffix, 
Title). 
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6-66 
6-91 

Overall comments for the filing period. 

 
General Instructions – All LTC Products: 
For the purpose of the MCAS Long-term care insurance reporting blank:  

1. “Long-term care insurance” means that as defined in Section 4.A. of the NAIC 
Long-Term Care Insurance Model Act (#640), with the exception that long-term 
care insurance riders attached to a life insurance policy or an annuity contract, 
and group insurance plans are not included. 

2. Schedules 3, 4 and 5 refers to claimants and claimant requests. A claimant 
request is the initial request for LTC benefits under the policy or contract. It is 
the determination by the insurer that the claimant is entitled to benefits under 
the policy or contract.  

3. Reporting for schedules 3 through 5 is to be done on a “per claimant” basis 
(counts each individual who makes one or a series of requests or demands for 
payment of benefits under a policy) [Model #641, Appendix E] 

4. Schedules 64 and 7 refers to individual benefit payment requests following the 
initial determination by the insurer that the claimant is entitled to benefits under 
the policy or contract. The purpose of the schedules is to differentiate between 
initial coverage request activities (Schedules 3, 4 and 5) and benefit payment 
request activities (Schedules 6 and 74) once the insurer has affirmed the initial 
coverage requests.   

5. Reporting for schedules 6 and 74 is to be done on a “per transaction” basis 
(counts each benefit payment request pending and benefit payment made). 
[Model #641, Appendix E] 

 
General Instructions – Life and Annuity Hybrid LTC 

1. For purposes of the LTC Hybrid Product MCAS, “LTC Hybrid Product” means 
those products providing Long-Term Care insurance as defined in Section 4.A. of 
the NAIC Long-Term Care Insurance Model Act (#640), as part of a Life-LTC 
hybrid insurance policy or Annuity-LTC hybrid contract. Such LTC hybrid benefits 
may be built into the life policy or annuity contract, or may be attached to such 
policy or contract by a rider. Report experience for Life-LTC hybrid products 
separately from Annuity-LTC hybrid products in the schedules provided. Report 
experience on individual LTC hybrid policies and contracts only. Do not report 
experience on group policies and contracts. 

2. For Schedule 2, report experience for all policies or contracts with LTC hybrid 
benefits. For all data elements in Schedule 2, report the number of policies or 
contracts with Life-LTC hybrid or Annuity-LTC hybrid benefits and which meet 
the definition of the specific data element. For example, for data element 2-19 2-
32 in the Life-LTC hybrid schedules, report the number of life insurance policies 
with LTC benefits in force at the beginning of the reporting period. For data 
element 2-19 2-32 in the Annuity-LTC hybrid schedules, report the number of 
annuity contracts with LTC benefits in force at the beginning of the reporting 
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period. For data element 2-20 2-33, report the number of new business policies 
or contracts with LTC hybrid benefits. 

3. For Schedules 3 through 7and 4, report the experience for those policies or 
contracts with LTC hybrid benefits and report experience only for the LTC benefit 
portion of the policy or contract. For example, report experience for claimants, 
claimant requests denied/not paid, claimant request determination timeliness, 
benefit payment requests, and benefit payment request timeliness only for the 
LTC benefit portion of the LTC hybrid product. 

4. For Schedule 85, report experience for those policies or contracts with some 
form of LTC benefit. Report lawsuit experience for all lawsuits related to the LTC 
product, regardless of what aspect of the product, coverage or benefit the 
lawsuit is about. 

 
Definitions: 
 
Actively Writing - 
 
From the Other Health MCAS DCDs: 
 
Refers to premium written during the reporting period. 
 
Adverse Determination -  

From the Health MCAS DCDs: 

A rescission, or a denial, reduction, termination of, or a failure to provide or make 
payment (in whole or in part) for, a benefit, including any such denial, reduction, 
termination, or failure to provide or make payment that is based on a determination of 
a member’s, or eligible dependent’s, eligibility to participate in a plan, and including a 
denial, reduction, termination of, or a failure to provide or make payment (in whole or 
in part) for, a benefit resulting from the application of any utilization review, as well as 
a failure to cover an item or service for which benefits are otherwise provided because 
it is determined to be experimental or investigational or not medically necessary or 
appropriate. 

Benefit Payment Request - A request for benefits after the insurer has determined 
the insured is entitled to benefits following the initial claimant request. (See Claimant 
Request and Claimant Request Determination, below.) Each request or demand for a 
benefit payment (after satisfaction of the waiting or elimination period, if any) is treated 
as a distinct benefit payment request, and continuing payments for the same service 
should each be treated as a distinct benefit payment request. The data elements in 
Schedule 4 capture the period of time between the company’s receipt of a claim form, 
bill, invoice, or other satisfactory documentation to the date the company makes 



Market Conduct Annual Statement Long-Term Care Stand-Alone and Hybrid 
Products Data Call & Definitions 

Page 9 of 14 
Version 2027.0.0 (Updated 05/12/2026) 

© 2026 National Association of Insurance Commissioners 

payment for an approved claimant (after satisfaction of the waiting or elimination 
period, if any). 
 
Cancellations / Terminations -  
 
From Homeowner MCAS DCDs: 
 
Cancellations – Includes all cancellations of the policies where the cancellation 
effective date is during the reporting year. The number of cancellations should be 
reported on a policy basis regardless of the number of dwellings insured under the 
policy.  

Report cancellations separately for:  
•Policies cancelled for non-payment of premium or non-sufficient funds.  

o These should be reported every time a policy cancels for the above 
reasons. (i.e., if a policy cancels for non-pay three times in a policy period, 
and is reinstated each time; each cancellation should be counted.)  

•Policies cancelled at the insured’s request.  
•Policies cancelled for underwriting reasons.  

Exclude: Policies cancelled for ‘re-write’ purposes where there is no lapse in coverage. 
 

Claimant - An insured under an in-force policy or contract who the insurer has 
determined has met the benefit trigger of the policy or contract, or is in the process of 
making such determination, and such insured is, or may be, eligible to submit benefit 
payment requests. 
 
Claimant Request - A request or demand for payment made by an insured, or a 
representative of the insured, for a loss that may be included within the terms of 
coverage of the LTC stand-alone or LTC hybrid policy or contract. It does not include 
events that were reported by the insured for “information only” or an inquiry of 
coverage when a claim has not actually been presented (opened) for payment. 
If a claim is re-opened, report the claim as a new claim and the claim determination 
time period should be measured from the date the claim was re-opened to the benefit 
trigger determination date. 
 
Claimant Request Determination - A determination as to whether an insured has 
met a contractual provision of an LTC policy or contract that conditions the payment of 
benefits on the insured’s ability to perform activities of daily living, cognitive 
impairment, or other loss of functional capacity. For purposes of this blank, the term 
applies to the initial claimant request, and captures the period of time from notice of 
claim to the benefit trigger/claimant request determination date. For claimant requests 
that are denied/not paid, report the period of time from the date of notice of claim to 
the date the claimant was notified of the determination to deny or not pay the claim.  
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Claimant Request Denied or Not Paid because Benefit Eligibility Criteria Not 
Met - A determination, following the initial claimant request for coverage under the LTC 
benefit of the policy or contract, that a benefit trigger has not been met, or a required 
certification by a licensed health care practitioner has not been provided, or a plan of 
care has not been provided. 
 
Claimant Request Denied or Not Paid Because Claimant Did Not Pursue - A 
claimant or policyholder made a request or demand for payment for the purpose of 
receiving a benefit trigger/claimant request determination and/or benefit payment 
under the LTC benefit of a policy or contract, but did not provide the necessary 
documentation or contact the insurer again (inactivity could be the result of death.) 
 
Claimant Request Denied or Not Paid Because Elimination or Waiting Period 
Not Met - A determination, following the initial claimant request for coverage under 
the LTC benefit of the policy or contract that the elimination/waiting period had not yet 
elapsed. 
 
Claimant Request Denied or Not Paid Because Services Provided Not Covered 
- Expenses incurred for services and support which are not eligible for reimbursement 
under the LTC benefit of a policy or contract, such as an expense incurred for home 
health care when the policy or contract only provides benefits for nursing home 
confinements. 
 
Claimant Request Denied or Not Paid Because of Preexisting Condition 
Exclusion - A denial of coverage because benefits for the medical advice or treatment 
recommended by, or received from a provider of health care services are subject to a 
restriction as a pre-existing condition for a period of time following the effective date of 
coverage of an insured person. 
 
Claimant Request Denied or Not Paid Because Provider or Facility Not 
Qualified - A long-term care provider or facility does not meet the minimum level of 
requirements or licensing as outlined in the policy or contract.  
Complaint—Any written communication from a consumer that expresses 
dissatisfaction with a specific person, or entity, or product subject to regulation under 
the state’s insurance laws. An oral communication, which is subsequently converted to 
a written form, will meet the definition of a complaint for this purpose.  
 
Denied or Not Paid - A request or demand for payment that is not paid for any 
reason. 

• Under Schedule 4, if a denial could be reported under more than one of the 
categories, report the denial in the category that is most specific to the 
circumstances surrounding the denial. If a claimant’s request was denied, the 
denial should not be counted more than once. 
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• Under Schedule 5, exclude denials for failure to meet the waiting or elimination 
period or because of an applicable preexisting condition. 

The term does not include a request or demand for payment that is in excess of the 
applicable contractual limits. 
 
Direct Earned Premiums –  
 
From the FAS LTC Insurance Experience Reporting Forms Instructions: 
 
Collected Premiums + Change in Due Premiums – Change in Advanced Premiums – 
Change in Unearned Premium Reserves. 
If necessary, the premium may be derived as the gross premium of the policy with the 
inclusion of LTC coverage less the gross premium of that policy without LTC coverage. 
 
Direct Written Premiums –  
 
From PPA MCAS DCDs: 
 
The total amount of direct written premium for all polices covered by the market 
conduct annual statement (new and renewal) written during the reporting period. 
 
Calculation Clarification:  

• Premium amounts should be determined in the same manner as used for the 
financial annual statement.  

• If premium is refunded or additional premium is written during the reporting 
period (regardless of the applicable policy effective date), the net effect should 
be reported. 

• If there is a difference of 20% or more between the Direct Written Premium 
reported for market conduct annual statement and the Direct Written Premium 
reported on the financial annual statement, provide an explanation for the 
difference when filing the market conduct annual statement in order to avoid 
inquiries from the regulator receiving the market conduct annual statement filing. 

• Reporting shall not include premiums received from or losses paid to other 
carriers on account of reinsurance assumed by the reporting carrier, nor shall 
any deductions be made by the reporting carrier for premiums added to or for 
losses recovered from other carriers on account of reinsurance ceded. 

 
Elimination Period - A period of time, as specified in the policy or contract, during 
which the insured incurs qualified long-term care services and support for which 
benefits are not payable until the end of such period. 
 
Free Look - A set number of days provided in an insurance policy or contract that 
allows time for the owner/purchaser to review the policy or contract provisions with the 
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right to return the policy or contract for a full refund of all monies paid. Report the 
number of policies that were returned by the owner under the free look provision. 
 
Lapse - The termination of the entire policy or contract or the termination of the LTC 
benefit of the policy or contract due to nonpayment of premium. 
 
(Possibly remove definition of Lapse if question #40 is removed from the blank.) 
 
Lawsuit - An action brought in a court of law in which one party, the plaintiff, claims to 
have incurred a loss as a result of the action of another party, the defendant. 
For purposes of reporting lawsuits for LTC hybrid products: 

• Include only lawsuits brought by an applicant for insurance, a policyholder or a 
beneficiary as a plaintiff against the reporting insurer or its agent as a defendant; 

• Include all lawsuits, whether or not a hearing or proceeding before the court 
occurred; 

• Do not include arbitrations of any sort; 
• If one lawsuit has two or more complainants, report the number of complainants 

as the number of lawsuits. For example, if one lawsuit has two complainants, 
report two lawsuits. If the lawsuit is a class action, see instructions for treatment 
of class action lawsuits; 

• Report a lawsuit in the jurisdiction in which the policy or contract was issued with 
the exception of class action lawsuits; 

• Treatment of class action lawsuits: Report the opening and closing of a class 
action lawsuit once in each state in which a potential class member resides. 
Include an explanatory note with your submission stating the number of class 
action lawsuits included in the data and the general cause of action. 

 
Lawsuits Closed During the Period with Consideration for the Consumer - A 
lawsuit closed during the reporting period in which a court order, jury verdict, or 
settlement resulted in payment, benefits, or other thing of value, i.e., consideration, to 
the applicant, policyholder, or beneficiary in an amount greater than offered by the 
reporting insurer before the lawsuit was brought.  
 
Managing General Agent (MGA) -   

From Pet MCAS DCDs: 

An insurance producer authorized by an insurance company to manage all or part of the 
insurer’s business. Activities on behalf of the insurer may include marketing, 
underwriting, issuing policies, collecting premiums, appointing and supervising other 
agents, paying claims, and negotiating reinsurance. Many states regulate the activities 
and contracts of MGAs.  
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New Business Policy or Contract - A newly written agreement that puts insurance 
coverage into effect under a policy or contract during the reporting period. 
 
Number of policy terminations and cancellations initiated by the policyholder 
–  

From Health MCAS DCDs: 
 
Number of policies terminated at the insured's request 

Number of policy terminations and cancellations due to non-payment of 
premium –  

From Health MCAS DCDs: 

Number of policies terminated because the insured never paid, or stopped paying, the 
required premium for coverage. 

Overturned Decision –  

From Health MCAS DCDs:  

A reversal of a denial of an adverse determination by a health carrier or its designee 
utilization review organization. 

Pending Claim - A claim that has not yet been paid or denied. 
 
Replacement - Replacement of any life policy, annuity contract or LTC policy already 
in force with a new policy or contract with LTC insurance coverage. 

• External Replacement—If the policy or contract to be replaced was issued by 
another insurer. 

• Internal Replacement—If the policy or contract to be replaced was issued by 
your company. 

For Data Elements 2-25 (Number of Internal Replacements) and 2-26 (Number of 
External Replacements), report the number of policies included in data element 2-20 
(Number of new business policies) which are replacements of any type of life, annuity 
or long-term care policies. 
 
Rescission - Invalidation of a policy or contract or invalidation of the LTC coverage 
portion of a policy or contract by an insurer, in accordance with the guidelines provided 
in the NAIC Long-Term Care Insurance Model Act (#640). 
 
Third Party Administrator (TPA) –  
 
From Pet MCAS DCDs: 



Market Conduct Annual Statement Long-Term Care Stand-Alone and Hybrid 
Products Data Call & Definitions 

Page 14 of 14 
Version 2027.0.0 (Updated 05/12/2026) 

© 2026 National Association of Insurance Commissioners 

From the MCAS FAQs: For MCAS purposes, the definition of third-party administrators 
(TPAs) should be used broadly for any purpose for which a company uses a TPA. This 
may include, but is not limited to, marketing, claims, underwriting, or other 
administrative functions. 

Upheld Decision –  

From Health MCAS DCDs:  

A denial of an adverse determination that has been found to be supported by a health 
carrier or its designee utilization review organization. 

Waiting Period - See definition of Elimination Period. 


