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Market Conduct Annual Statement

2018 Data Year Filings

Health

Data Elements

Health MCAS Resources

Visit the MCAS Web page at: 
http://www.naic.org/mcas_main.htm

• Important Dates

• Participation Requirements

• Frequently Asked Questions

• Reporting Blanks

• Data Call and Definitions

• MCAS User Guide

• CSV Data Upload Instructions

http://www.naic.org/mcas_main.htm
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MCAS Blanks (D) Working Group Interim 

Meeting January 23
rd

and 24
th

➢ Updated Health MCAS filing due date to June 30, 
2019

➢ Clarifications to the Blanks

➢ Clarifications to the Data Call and Definitions

➢ FAQ updates

Drafted Updates to Blanks, Data Call & 
Definitions and FAQs, are NOT yet approved.

2018 Data Year

The 2018 filing deadline is 

June 30, 2019

January 1, 2018 – December 31, 2018
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MCAS Threshold

MCAS Threshold: 

$50,000 in direct earned premium

What business is included in 

the health MCAS?

➢Medical care benefits

• Hospital or medical service policy or 
certificate.

• Hospital or medical service plan contract.

• Health maintenance organization contract

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwjejMXxwvXXAhUG7oMKHfDID0gQjRwIBw&url=https://www.healthcareinsurancenews.com/state-employees-health-insurance/&psig=AOvVaw2hh26_FyXMXY4Wxjjiuk6Q&ust=1512654367847372
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What business is NOT 

included in the health MCAS?

➢Excepted benefits as defined in 42 U.S.C. 
§ 300gg-91(c) (listing provided in the 
MCAS FAQs).

➢Closed blocks not subject to Medical Loss 
Ratio reporting under CMS guidance.

➢Self-funded plans.

➢Government plans.

Frequently Asked Questions (FAQs)

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwjejMXxwvXXAhUG7oMKHfDID0gQjRwIBw&url=https://www.healthcareinsurancenews.com/state-employees-health-insurance/&psig=AOvVaw2hh26_FyXMXY4Wxjjiuk6Q&ust=1512654367847372
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In-Exchange         Out-of-Exchange

In-Exchange Health Products

• Individual 

• Small Group

• Catastrophic

• Multi-State – Individual

• Multi-State – Small Group

http://www.kmvt.com/content/news/Idaho-health-insurance-exchange-enrollment-numbers-up-412303363.html
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Out-of-Exchange Health Products

• Individual

• Small Group

• Grandfathered/Transitional Plans

• Catastrophic

• Large Group

• Student

Metal Level Reporting – In-Exchange

Bronze, Silver, Gold and Platinum level 

reporting is required for the following in-

exchange product types:

• Individual 

• Small Group

• Multi-State – Individual

• Multi-State – Small Group
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Metal Level Reporting – Out-of-

Exchange

Bronze, Silver, Gold and Platinum level 

reporting is required for the following out-

of-exchange product types:

• Individual 

• Small Group

Grandfathered/Transitional Plans

Reporting for Grandfathered/Transitional 

Plans is broken out by:

• Large Group

• Small Group

• Individual
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Reporting Totals for Product Types

In addition to metal level or break out 

reporting, it is required to report totals for 

those products with breakout reporting.

Exceptions

Metal Level, breakout and total reporting 

are not required for all data elements.

You will find greyed out cells on the 

health MCAS blank that indicate specific 

data that is not to be reported.



10

Exceptions

You will find “greyed out” cells on the 

health MCAS blank that indicate specific 

data that is not to be reported.

Health Entry Sections:

➢ Interrogatories

➢ Policy Administration

➢ Prior Authorizations (Excluding Pharmacy)

➢ Prior Authorizations (Pharmacy Only) - NEW

➢ Claims Administration (Excluding Pharmacy)

➢ Claims Administration (Pharmacy Only)

➢ Consumer Requested Internal Reviews (Including 
Pharmacy)

➢ Consumer Requested External Reviews (Including 
Pharmacy)
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Interrogatories

December 31, 2018

Interrogatories
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FAQ: Data Reporting

What should I report if I don’t collect data for a 
specific data element? 

If the carrier does not currently collect the necessary 
information, a note should be added to the 
comments questions on the MCAS Health 
Interrogatories section. It is expected that this 
information is available for reporting. Contact the 
state MCAS Contact if you have further questions.

Policy Administration Data Elements
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Policy Administration Data Elements

Policy Administration Data Elements

January 1, 2018 – December 31, 2018
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FAQ: Policy Administration

What is the definition of “policy”, as it pertains to 
Health insurance coverage?

The individual or group contract that outlines the 
coverages and the fees charged.

Who is the policy holder in a group policy or 
individual policy?

If the policy is a “group policy” then the policy holder is 
the group. If the policy is an “individual policy” then the 
individual is the policy holder.

FAQ: Policy Administration

How should group policies be counted if multiple 
policy products are included within a single 
contract? (updated per interim meeting on 1/23 – 1/24/2019)

One group policy should be reported regardless of the 
number of products made available to the group.
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FAQ: Policy Administration

How should individuals that change products 
mid-year be accounted for?

➢ If a new policy is issued, report as a new policy 
issued during the year.

➢ Member months for the newly issued policy would 
be reported.

➢ Member months for the previous policy would be 
reported as a renewed policy, if applicable.

➢ If the previous policy was terminated at the 
consumer’s request, it would be reported as such.

FAQ: Policy Administration

At renewal, if an individual or group changes to a 
new product with the same carrier, should this be 
reported as a policy issued or a renewal? (added 

per interim meeting on 1/23 – 1/24/2019)

In this situation, the policy should be reported as a policy 
issued not as a renewal.
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Member months for policies issued – The sum of total number of lives 

insured on policies (contracts) issued on a pre-specified day of each 

month of the reported year. Reasonable approximations are allowed 

when exact information is not administratively available to the reporting 

entity.

Member months for policies renewed – The sum of total number of 

lives insured on policies (contracts) renewed on a pre-specified day of 

each month of the reported year. Reasonable approximations are allowed 

when exact information is not administratively available

to the reporting entity

Member Months

FAQ: Member Months

Should the number of member months only 
include member months that occur during the 
reporting period, or should the number of 
months since inception of the policies that 
were issued or renewed during the reporting 
period be included?

The request is for member months where policies 
were in force during the reporting period. The member 
months for an individual will never exceed 12 months.
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Member Month Examples:

1. Individual policy is renewed February 2018, 
but was in force for all 12 months of 2018.

Report 12 member months

2. Individual policy is issued February 2018.

Report 11 member months

Policy Administration Data Elements



18

Terminations and Cancellations

Insured's Request
Non-Payment of

Premium

Terminations and Cancellations

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjyq4Hi3KnJAhWFyT4KHQUiCusQjRwIBw&url=http://chicagoeviction.com/evictions/illinois-tenant-eviction-process-for-tenant-not-paying-on-time/&bvm=bv.108194040,d.cGc&psig=AFQjCNHCv6fk1Pn671LoyfO9Qk78xE06AQ&ust=1448477275513094


19

FAQ: Terminations

Should an insured group that changes to 
another plan offered by the same carrier be 
reported as a termination? (added per interim meeting 

on 1/23 – 1/24/2019)

No. The change in plans within the same carrier 
should not be reported as a termination. 

Policy Administration Data Elements
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Prior Authorizations Excluding 

Pharmacy

Prospective Utilization Review Requests

Prior Authorizations Excluding 

Pharmacy

Prior Authorization – A decision by a carrier or its designee in advance 

of the provision of a health care service that the service (including 

specialist care, habilitation and rehabilitation services, and mental health 

and substance use disorder services), treatment plan, or medical device 

and equipment is medically necessary or a covered service. Sometimes 

called preauthorization, prior approval or precertification. (updated per 

interim meeting on 1/23 – 1/24/2019)
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Prior Authorizations Excluding 

Pharmacy

You are to Report Prior Authorizations:

• Requested

• Approved

• Denied

FAQ: Prior Authorizations

How do we determine which data year prior 
authorization requests, approvals or denials 
are to be reported in? (added per interim meeting on 

1/23 – 1/24/2019)

Prior authorization requests, approvals and denials 
should be reported according to the data year of the 
request, approval or denial.
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FAQ: Prior Authorization – Multiple 

Services

If a request for prior authorization includes 
multiple services, some of the services may be 
approved while others are denied. Should the 
prior authorization be reported as approved or 
denied? (updated per interim meeting on 1/23 – 1/24/2019)

➢ Partially approved prior authorizations should be 
reported as approved.

Prior Authorizations Excluding 

Pharmacy

New for 2018 – Prior Authorizations reported in questions 30, 

31 and 32 for in-exchange and questions 109, 110 and 111 for 

out-of-exchange you are asked to indicate how many Prior 

Authorizations for mental health benefits, behavioral health 

benefits, and substance use disorders were:

• Requested

• Approved

• Denied
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FAQ: Prior Authorizations

Should prior authorizations requested, approved and 
denied for mental health benefits, behavioral health 
benefits, and substance use disorders be included in 
the total number of prior authorizations requested, 
approved and denied? (added per interim meeting on 1/23 –
1/24/2019)

Yes, Prior authorizations requested, approved and 
denied for mental health benefits, behavioral health 
benefits, and substance use disorders should be a 
subset of total prior authorizations requested, approved 
and denied.

Prior Authorizations Excluding 

Pharmacy

25
5

Total Prior 

Authorizations 

Requested

Prior Authorizations 

Requested for mental 

health benefits, behavioral 

health benefits and 

substance use disorders
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Prior Authorizations Excluding 

Pharmacy

Mental Health Benefits – Benefits with respect to items or services 

for mental health conditions, as defined under the terms of the plan 

or health insurance coverage and in accordance with applicable 

Federal and State law. Any condition defined by the plan or 

coverage as being or as not being a mental health condition must 

be defined to be consistent with generally recognized independent 

standards of current medical practice (for example, the most 

current version of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM), the most current version of the International 

Classification of Disease (ICD), or State guidelines).

Behavioral Health Benefits – Benefits to assist those with mental health 

or substance abuse issues.

Prior Authorizations Excluding 

Pharmacy

Substance Use Disorders Benefits – Benefits with respect to items or 

services for substance use disorders, as defined under the terms of the 

plan or health insurance coverage and in accordance with applicable 

Federal and State law. Any disorder defined by the plan as being or as 

not being a substance use disorder must be defined to be consistent with 

generally recognized independent standards of current medical practice 

(for example, the most current version of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM), the most current version of the 

International Classification of Disease (ICD), or State guidelines). 
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Prior Authorizations Pharmacy Only 

– NEW for 2018

Claims Administration (Excluding 

Pharmacy

January 1, 2018 – December 31, 2018

Questions focus on:

• Claims received

• Claims denied

• Claims paid

• Insured responsibility 
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FAQ: Claims

When reporting claims received and or claims 

denied, which date should we use as the 

anchor date for reporting?

In an effort to create uniformity with the anchor date 

used for claims received and denied, it is 

recommended that the received/determination date be 

used as the anchor date.

FAQ: Claims

How do we determine which data year claims 

received, paid or denied are to be reported in? 
(added per interim meeting on 1/23 – 1/24/2019)

Claims received, paid and denied should be reported 

according to the data year of the receipt, payment or 

denial. 
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Claim Received December 20, 2017

Claim paid January 5, 2018

Claims Administration

Report as a claim 

received during the  

2017 data year

Report as a paid claim 

in the 2018 data year

FAQ: Bundled Claims

How are line items on bundled claims 

reported? (updated per interim meeting on 1/23 –

1/24/2019)

Claims should be reported at the service line level.
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FAQ: Duplicate Claims

Should duplicate claims be reported? (updated per 

interim meeting on 1/23 – 1/24/2019)

Duplicate claims should not be reported. 

FAQ: Dental and Vision Claims

Are Dental and Vision claims part of the Claims 
Administration if they are embedded in the 
medical policy (purchased as a package)?

Yes, Dental and Vision claims should be included as part 
of the claims administration if they are embedded in the 
medical policy.
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FAQ: Claim Payment Adjustments

How are claim payment adjustments reported?

A claim payment adjustment would only be considered as 
a separate claim if it receives a different/new claim 
number. If the original claim number is used (reopened), it 
would be considered as part of the original claim and 
would be aged from receipt of the original claim.

FAQ: Claims with Insufficient Data

When a claim is received with insufficient data, 
would it count as a denied claim?

Incomplete claims would not be included in the count 
of denied claims.
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FAQ: Capitated Claims

Should capitated claims be reported? (added per 

interim meeting on 1/23 – 1/24/2019)

Capitated claims are to be reported if an explanation of 
benefits (EOB) is generated.

FAQ: Prepaid Capitated Services

If a claimed service is included in a prepaid 
capitated service, should this be reported as a 
denied claim or a paid claim?

If the Explanation of Benefits indicates that the service 
was paid or covered, then it should be reported as paid. If 
the Explanation of Benefits indicates that the service was 
denied, then it should be reported as denied.
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Claims Administration (Excluding 

Pharmacy

January 1, 2018 – December 31, 2018

Claims Administration (Excluding 

Pharmacy

January 1, 2018 – December 31, 2018



32

FAQ: Claim Denial Categories

Should the number of total claim denials be equal 
to the sum of the five claim denial reporting 
categories? (added per interim meeting on 1/23 – 1/24/2019)

No. The five claim denial reporting categories added 
for the 2018 data year are not exhaustive. Claim 
denials reported in the five categories should be a 
subset of the reported total denials.

Claims

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiJlPrA1PjXAhUs9IMKHbUrAZEQjRwIBw&url=https://mygreatlakes.org/educate/knowledge-center/ways-to-make-a-payment.html&psig=AOvVaw0amH-URzzkOYnrV7i0fWZ6&ust=1512762143794407
https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiJlPrA1PjXAhUs9IMKHbUrAZEQjRwIBw&url=https://mygreatlakes.org/educate/knowledge-center/ways-to-make-a-payment.html&psig=AOvVaw0amH-URzzkOYnrV7i0fWZ6&ust=1512762143794407
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Claims Administration (Excluding 

Pharmacy)

Claims Administration (Excluding 

Pharmacy)
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Claims Administration (Excluding 

Pharmacy)

Claims Administration (Pharmacy 

Only)
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Consumer Requested Internal 

Reviews (Grievances – Including 

Pharmacy)

Adverse Determinations

• Rescission

• Denial

• Reduction

• Termination of

• Failure to provide or make payment (in whole or in part)

These actions may be the result of:

• A determination of a member’s or eligible dependent’s eligibility to participate 

in a plan

• The application of any utilization review 

• Determination of an item or service to be experimental or investigational or 

not medically necessary or appropriate
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Grievance

A written or oral complaint involving an urgent care

Request, submitted by or on behalf of a covered 

person regarding:

• Availability, delivery or quality or health care services (including a complaint 

regarding an adverse determination made pursuant to utilization review)

• Claims payment, handling or reimbursement for health care services

• Matters pertaining to the contractual relationship between a covered person 

and a health carrier.

FAQ: Grievance - Multiple Services

If a grievance includes multiple services, some 
of the services may be upheld while others are 
overturned. In this situation, should the 
grievance be reported as approved or denied?

If the company tracks the grievances separately, 
then report separately. Otherwise partially 
overturned (found in favor of the member) are 
considered overturned. A comment should be 
added to the filing to indicate how this is reported.
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Consumer Requested Internal 

Reviews (Grievances – Including 

Pharmacy)

FAQ: Second Level Internal Reviews

Should second level internal review be 
reported in the MCAS?

➢ Only first level internal reviews should be reported. 
However, one of the interrogatory questions asks if 
the company has an additional voluntary level of 
review for grievances. Second level reviews should 
be noted in response to this question.
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Consumer Requested External 

Reviews (Including Pharmacy)

External Review Organization (ERO)

An entity that conducts independent external 

review of adverse determinations or final adverse 

determination.
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Consumer Requested External 

Reviews (Including Pharmacy)

Concludes

Market Conduct Annual Statement

2018 Data Year Filings

Health

Data Elements
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Market Conduct Annual Statement

2019 Data Year Filings

Validation and Review

MCAS Validations

MCAS Validations are data checks programmed within 
the MCAS data submission application. 

• Errors - Some validations are considered to be Errors 
and must be corrected before submission of data is 
allowed.

• Warnings – Other validations are considered to be 
Warnings. Filings containing Warnings can be 
successfully submitted. 
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MCAS Validation Warnings

• MCAS Validations assist insurers in the review of their 

data within the MCAS application to ensure their data 

is accurate and entered as intended. 

• MCAS Validations assist state insurance regulators 

and NAIC staff in reviewing submitted MCAS data. 

MCAS Validation Warnings

It is understood that some validation warning 

failures may be generated on accurate data that 

is the result of valid circumstances.
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Comments
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State Regulators have Oversight

http://labortribune.com/wp-content/uploads/2013/04/Capitol.jpg
http://www.kansasmemory.org/item/212714/page/1
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Data Validation Notifications

The ABC Group

Company A

Company B

Company C
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Concludes

Market Conduct Annual Statement

2018 Data Year Filings

Validation and Review


