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Draft date: 10/30/26 
 
2026 Fall National Meeting 
Dallas, Texas 
 
PRESCRIPTION DRUG COVERAGE (B) WORKING GROUP 
Sunday, November 15, 2026 
8:00 – 9:00 a.m. 
Convention Center—Texas C123—Level 3 

 
ROLL CALL 
 

 
NAIC Committee Support: Jolie H. Matthews 
 
AGENDA 
 

1. Consider Adoption of its Oct. 5 and Summer National Meeting Minutes 
—Joylynn Fix (WV) 

 

Attachment A 
Attachment B 

 
2. Hear a Discussion on Group Purchasing Organizations (GPOs) 

—Joylynn Fix (WV) 
A. Pharmaceutical Research and Manufacturers of America (PhRMA) 

—Kate Sikora (PhRMA) 
B. Texas Star Healthcare Consulting, LLC—Kim A. Caldwell (Texas Star 

Healthcare Consulting, LLC) 

 

Joylynn Fix, Chair West Virginia Cheryl Wolff Nebraska 
Ashley Scott, Vice Chair Oklahoma Ralph Boeckman/ New Jersey 
Kelli Littlejohn Newman Alabama Erin Porter  
Kayla Erickson/Sarah Bailey Alaska Sahar M. Hassanin/ New Mexico 

  Alejandro Amparan/  
Tolanda McNeal Arizona Viara Ianakieva  
Tricia Davé Connecticut Sylvia Lawson/Gail A. Ross New York 
Howard Liebers District of Columbia Robert Croom/ North Carolina 
Sheryl Parker/Alexis Lamm Florida Charles Whitehead  
Shannon Hohl Idaho TK Keen Oregon 
Kaitlyn Edicola Illinois Lindsi Swartz Pennsylvania 
Vicki Schmidt/Kara Bergman Kansas Carlos Vallés  Puerto Rico 
Shaun Orme Kentucky Scott McAnally/Jud Jones Tennessee 
Frank Opelka Louisiana Tanji J. Northrup Utah 
Joe Stoddard Michigan Jennifer Kreitler/Ingrid Ulrey/ Washington 
Norman Barrett/T.J. Patton Minnesota Sofia Pasarow  
Amy Hoyt Missouri Lori Luder Wisconsin 
David Dachs Montana Lauren White Wyoming 
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3. Discuss Any Other Matters Brought Before the Working Group 
—Joylynn Fix (WV) 
 

 

4. Adjournment 
 

 

 



 
 

Agenda Item #1 
 

Consider Adoption of its Oct. 5 and Summer National Meeting Minutes 
—Joylynn Fix (WV) 
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Draft: 11/4/26 
 

Prescription Drug Coverage (B) Working Group 
Virtual Meeting 
October 5, 2026 

The Prescription Drug Coverage (B) Working Group of the Regulatory Framework (B) Task Force met Oct. 5, 2026. 
The following Working Group members participated: Joylynn Fix, Chair (WV); Kayla Erickson and Sarah Bailey (AK); 
Kelli Littlejohn Newman (AL); Tolanda McNeal (AZ); Tricia Davé (CT); Howard Liebers (DC); Sheryl Parker (FL); 
Shannon Hohl (ID); Matthew Pickett (IL); Kara Bergman (KS); Daniel McIlwain (KY); Frank Opelka (LA); Joe Stoddard 
(MI); Julia Dreier, Norman Barrett, and T.J. Patton (MN); Amy Hoyt and Melissa Panettiere (MO); Trevor Graff 
(MT); Robert Croom and Charles Whitehead (NC); Cheryl Wolff and Martin Swanson (NE); Tim Stroud (NJ); 
Alejandro Amparan and Nicole Baca (NM); Maria Garg and Gail A. Ross (NY); Jesse O’Brien and Numi Griffith (OR); 
Lindsi Swartz (PA); Carlos Vallés (PR); Kyle Robinson (TN); Tanji J. Northrup (UT); Jennifer Kreitler and John Kelcher 
(WA); Lori Luder (WI); and Lauren White (WY). Also participating were: Michelle Heaton (NH); and Stephen Hogge 
(VA). 

1. Heard Presentations on PA and Prescription Drugs 

Fix said the purpose of the meeting was to hear presentations on prior authorization (PA) and prescription drugs 
as a follow-up to recent Regulatory Framework (B) Task Force meetings on PA. She said AHIP and the Blue Cross 
and Blue Shield Association (BCBSA) announced an initiative about a year ago to streamline the PA process. She 
said the initiative has not yet addressed prescription drugs, although the issue is on its list for later consideration. 
Fix said that Health Insurance and Managed Care (B) Committee leadership views prescription drugs as one of the 
highest touchpoints for PA, so the Working Group agreed to examine the issue. She said that during this meeting, 
each presenter will discuss, from their perspective, how PA integrates with their work and the differences between 
medical and pharmacy benefits. The goal is to identify where reforms, technology, or regulatory alignment can 
reduce friction and improve patient access. 

 A. PCMA 

Johnny Garcia (Pharmaceutical Care Management Association—PCMA) discussed the PA process from the 
pharmacy benefit perspective and distinguished it from medical PA. He said medical PA covers clinician-
administered drugs, imaging, and procedures. Providers often submit these requests manually through a portal 
or by fax. Garcia explained that pharmacy PA covers drugs patients pick up at the pharmacy counter, which are 
billed electronically through the pharmacy benefit manager (PBM). He said pharmacy PA can be completed at the 
point of prescribing using real-time benefit tools, but it also can occur after the pharmacy processes the 
prescription and determines PA is needed, which is the more traditional approach and involves more back-and-
forth with prescribers. Garcia said PBM clinical staff, including pharmacists and physicians, review pharmacy 
requests, and an automated process quickly approves prescriptions that meet all criteria. He said about 7% of 
medical claims and 4% of prescription claims require PA, and data on the two are often conflated. 

Garcia explained the goals of prescription drug PA, with the primary concern being clinical considerations and cost 
as a secondary factor. He said patient safety comes first, as PA flags medications with known interactions, misuse, 
or risks before they are dispensed. Garcia provided two clinical examples to illustrate how the PA process works. 
He said drugs subject to PA are first reviewed by independent pharmacy and therapeutics (P&T) committees of 
physicians, pharmacists, and nurses. He said these committees review clinical guidelines and recent studies, noting 
that medical information is doubling every 72 days. He said the PBM and the health plan then decide whether to 
apply PA, considering clinical criteria first and cost second.  



 
 Attachment ? 

Regulatory Framework (B) Task Force 
11/16/26 

 

 
© 2026 National Association of Insurance Commissioners 2 

Garcia said the clinical review is sound, but the process breaks down at the handoff from the prescriber. He 
encouraged the Working Group to focus on technology already in place. He said 2024 data shows that 47% of 
transactions are manual, and 53% use electronic prior authorization (ePA), although a PCMA member recently 
reported rates as high as 90%. He discussed the benefits of ePA with respect to the time required to review a PA 
request and reduced administrative costs compared to fax or phone PA requests.  

Garcia said a federal Centers for Medicare & Medicaid Services (CMS) final rule, CMS-0057-F, addresses medical 
prior authorization and requires plan compliance by Jan. 1, 2027. He said CMS has also proposed a rule, CMS-
0062, for the pharmacy benefit that would standardize the PA process. He said the comment period for the 
proposed rule opened in April and closed in June. He encouraged the Working Group to monitor CMS 
requirements and ensure alignment to avoid competing requirements. 

 B. Centene 

Ryan Nimtz (Centene) said Centene serves 26 million members in all 50 states, primarily through Medicaid, 
Medicare, and the health insurance exchanges. He said Centene delegates claims processing, network 
management, and rebate administration to its PBM. He said Centene retains utilization management (UM), 
formulary management with its P&T committees, and benefit design. He said Centene requires turnaround times 
from 24 to 72 hours for pharmacy PA. Nimtz said Centene meets these time frames nearly 100% of the time, with 
an average turnaround of about 6.5 hours. 

Nimtz said about 87% of Centene’s PA requests arrive through ePA, in which prescribers answer preset questions 
within their electronic medical record (EMR) or through portals such as CoverMyMeds or Surescripts. He said this 
skips the intake step and speeds review. He said Centene also works with providers to enable real-time benefit 
checks in EMRs so prescribers can see PA requirements and lower-cost alternatives when writing prescriptions. 
Nimtz said the remaining 13% arrive via fax, phone, web portal, or mail and undergo intake and data entry.  

Nimtz explained that after receiving a PA request, Centene staff build the case, conduct any provider outreach, 
and prepare recommendations for a clinician, either a pharmacist or a physician, who makes the PA decision. He 
said Centene then notifies the provider and member and enters any authorization in the PBM system so the 
member can obtain the medication at the pharmacy. Nimtz said the appeals process is similar, with turnaround 
times of about three to seven days that vary by state. He said appeals involve additional requirements, such as 
specialty matching of reviewers and member consent for appeals submitted on a member’s behalf. 

 C. NAIC Consumer Representatives 

Carl Schmid (HIV+Hepatitis Policy Institute) presented findings from a study published this summer in JAMA. He 
said researchers at the Johns Hopkins public health school and the CMS authored the study, and the Arnold 
Foundation and Johns Hopkins funded it. He said the study examined claims data from 2018 to 2024 for first fills 
of single-source brand-name drugs. He said its figures differ from those presented by the PCMA, which he believes 
include all prescription claims, most of which are for generic drugs. Focusing on exchange plans, Schmid discussed 
the study’s findings on the percentage of claims paid on first fill and how that percentage has declined over the 
years for certain reasons, such as the drug not being on the formulary or rejection for UM. He noted that the 
study’s findings showed that commercial plans performed somewhat better on paid claims but about the same 
on UM. 

Schmid said the study also tracked claims over 90 days. He said that for exchange plans in 2024, 41% of 
prescriptions were filled on first fill, 21% were eventually filled, 6% were filled with a substitute, and 34% were 
never filled, up from 16% in 2018. He acknowledged the never-filled figure includes drugs not on the formulary. 
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Schmid said the study’s findings showed that across all payers, about 53% of never-filled prescriptions were due 
to PA and UM. He said exchange plans had the highest rate of claims not filled after 90 days. 

Amy Killelea (Equality Arlington) discussed findings from research conducted with colleagues at the University of 
Virginia and the Georgetown University Center on Health Insurance Reforms (CHIR). Before discussing the specifics 
of the research findings, she emphasized to the Working Group the degree of variability in the application of PA 
and in the clinical criteria embedded in PA policies. She said such variability is a blinking red light for arbitrary 
coverage determinations that are not necessarily tethered to discernible clinical standards.  

Killelea discussed the University of Virginia study on PA for preexposure prophylaxis (PrEP) in the qualified health 
plan (QHP) market, which found wide variation in its application. She said changes in federal law and regulation 
mean the findings are no longer fully current, but they illustrate the variability. Killelea said the CHIR research 
examined the underlying PA coverage criteria fully insured plans use for continuous glucose monitors. She said 
these are devices, but they are usually covered under the pharmacy benefit and follow the same rules. She said 
many plan policies did not align with the American Diabetes Association (ADA) clinical standard of care, but the 
specific clinical standard used matters less than the degree of variability. She said the evidence base for continuous 
glucose monitors does not vary enough to justify different plans using different clinical criteria, which indicates 
the criteria are not tied to clinical evidence. She said the degree of variability increases the risk of arbitrary 
decision-making. Killelea said the research also found that the same carrier sometimes applied different criteria 
to the same medication or device depending on whether it was covered under the pharmacy or medical benefit. 
She said this should not occur because the clinical criteria used for PA review should not vary by coverage pathway. 

Deborah Steinberg (The Kennedy Forum) discussed PA for individuals with substance use disorders (SUDs) and 
mental health conditions. She said PA requirements delay access to addiction and psychiatric medications. She 
said that by the time a request is approved, a patient may no longer be able or willing to seek treatment, and this 
window can be a matter of life or death. She said plans often require periodic new PAs even for patients stable on 
a medication for years, which can cause missed doses and returning symptoms. Steinberg said these delays 
increase preventable hospitalizations and emergency department visits and worsen other health conditions. She 
said people whose conditions are less well managed are more likely to experience involvement with the criminal 
legal system and challenges at work, at school, and in the community.  

Steinberg said plans without PA on medications for opioid use disorder (MOUD) have better access, treatment 
initiation, and retention, along with lower rates of recurrence and risky opioid use. She said Medicare required 
plans to remove PA from buprenorphine-naloxone a few years ago, and that in its research, RTI International 
found increased access and fewer emergency department visits and hospital admissions. She said state insurance 
regulators should also monitor dosage and quantity limits not based on science.  

Steinberg said some medications fall under the medical benefit, such as methadone provided in opioid treatment 
programs, naloxone provided by a provider or public health agency, and medications injected by a provider. She 
said these medications also should not face burdensome PA requirements. She said removing PA requirements 
only for pharmacy benefit medications could build in bias because of racial and other disparities in access. She 
acknowledged that ePA is faster, but behavioral health providers have not received the same funding as other 
providers to adopt electronic systems, and many work in small or solo practices. She also said these requests 
contain sensitive, stigmatized health data. Steinberg reminded the Working Group that PA, step therapy, dosage 
limits, and the development and application of coverage criteria are non-quantitative treatment limitations 
(NQTLs) subject to the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 
(MHPAEA), which means these limits may not be more restrictive than those for medical and surgical conditions, 
both as written and in operation.  
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 D. Discussion 

Fix asked each presenter to identify one change that would streamline PA for prescription drugs. Garcia said the 
change he thinks would streamline PA for prescription drugs would be to align with the requirements CMS has 
proposed and ensure that electronic health record (EHR) and EMR systems operate within those guidelines. He 
said EHR standards would allow data to be pulled directly from these systems, thereby speeding the process. 
Nimtz said the change he believes would streamline the PA process is continuing the move to electronic processes 
and addressing the EMR funding concerns raised by other presenters because it would help plans make PA 
decisions as quickly as possible. Schmid said the changes he believes would be helpful are: 1) reducing the number 
of drugs subject to PA; and 2) enhancing transparency and alignment with clinical guidelines. Killelea said 
streamlining the PA process is good, but with the move toward artificial intelligence (AI) and automation, the risk 
is simply doing a bad thing faster. She said state insurance regulators should examine how PA decisions are made 
and whether they are tied to an evidence-based clinical standard of care. She said state insurance regulators need 
to ensure PA does not become a barrier to clinically indicated care. Steinberg said it is important to remember the 
patients affected, who are often suffering, and that adding requirements does not serve them. 

Heaton asked Schmid how the JAMA study could evaluate PA using claims data, since a claim would not exist if a 
PA were denied up front. She asked whether the denials reflected PA itself or a lack of familiarity with which drugs 
require PA. Schmid said he would provide the study to NAIC committee support for distribution so Working Group 
members could review it. He said the authors described their methodology in detail.  

Hogge said the Virginia Bureau of Insurance has facilitated a work group on ePA for four to five years and has 
issued several reports. He said the work group started its work with prescription drug PA and has now moved to 
medical ePA. Hogge said that the work group has recently identified concerns about retrospective, rather than 
prospective, PA for drugs under the pharmacy benefit. He explained that prescriptions are sometimes sent to 
pharmacies before a PA request has been processed or even submitted. He said patients then arrive at the 
pharmacy to find their prescription is not ready, and some give up. He said the work group agreed this year that, 
given real-time electronic options, PA requests should be reviewed and approved before the prescription is sent 
rather than pushed to the pharmacist before the PA process is finished or even initiated. He suggested the 
Working Group consider this issue. 

Fix said one interested party has asked to address the Working Group on this topic. She asked other interested 
parties that wish to present to contact her, Ashley Scott (OK), or NAIC committee support. Fix said she will discuss 
next steps with Health Insurance and Managed Care (B) Committee leadership through the Regulatory Framework 
(B) Task Force and directly with Commissioner John F. King (GA), chair of the Committee, who has identified PA as 
a priority. She said the Working Group will continue to discuss the issue, possibly during a future national meeting. 

Having no further business, the Prescription Drug Coverage (B) Working Group adjourned. 
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Prescription Drug Coverage (B) Working Group  
and the Mental Health Parity and Addiction Equity Act (MHPAEA) (B) Working Group 

Columbus, Ohio 
August 12, 2026 

 
The Prescription Drug Coverage (B) Working Group of the Regulatory Framework (B) Task Force met in Columbus, 
OH, Aug. 12, 2026, in joint session with the MHPAEA (B) Working Group of the Regulatory Framework (B) Task 
Force. The following Prescription Drug Coverage (B) Working Group members participated: Joylynn Fix, Chair 
(WV); Ashley Scott, Vice Chair (OK); Sarah Bailey (AK); Kelli Littlejohn Newman (AL); Tolanda McNeal (AZ); Tricia 
Davé (CT); Tina Ching (DC); Sheryl Parker (FL); Andria Seip (IA); Shannon Hohl (ID); Chris Heisler (IL); Craig Van Aalst 
(KS); Shaun Orme (KY); Frank Opelka (LA); Joe Stoddard (MI); Brogan Dinolfo and Teresa Kroll (MO); Matthew 
Eberhardt (MT); Robert Croom (NC); Michael Muldoon, Maggie Reinert, and Cheryl Wolff (NE); Jesse O’Brien (OR); 
Richard L. Hendrickson (PA); Jud Jones (TN); Tanji J. Northrup (UT); Sofia Pasarow (WA); Darcy Paskey (WI); and 
Lauren White (WY). Also participating were: Lila Cummings and Debra Judy (CO); Kevin P. Beagan (MA); and Jill 
Kruger (SD). The following MHPAEA (B) Working Group members participated: Chrystal Bartuska, Chair (ND); 
Michelle Heaton, Vice Chair (NH); Crystal Phelps (AR); Leanette Henagan (AZ); Lila Cummings and Debra Judy (CO); 
Kurt Swan (CT); Tina Ching (DC); Elizabeth Nunes and Simone Edmonson (GA); Andria Seip (IA); Chris Heisler (IL); 
Mary Kwei (MD); David Dachs (MT); Robert Croom (NC); Jack Childress (NV); Tony Bonofiglio (OH); Ashely Scott 
(OK); Richard L. Hendrickson (PA); Renee Boyce (SC); Jill Kruger (SD); Daniel McAdams (TX); Tanji J. Northrup (UT); 
Julie Fairbanks (VA); Sofia Pasarow (WA); Darcy Paskey (WI); Joylynn Fix (WV); and Jill Reinking and Lauren White 
(WY). Also participating was: Molly Nollette (AK).  
 
1. Adopted the Prescription Drug Coverage (B) Working Group’s Spring National Meeting Minutes 
 
Hohl made a motion, seconded by Seip, to adopt the Working Group’s March 23 minutes (see NAIC Proceedings – 
Spring 2026, Regulatory Framework (B) Task Force, Attachment Two) minutes. The motion passed unanimously. 
 
2. Adopted the MHPAEA (B) Working Group’s April 2 Minutes 
 
The MHPAEA (B) Working Group met April 2, 2026. During this meeting, the Working Group took the following 
action: 1) discussed its work plan, and 2) heard an update on the use of prior authorization templates. 
 
Kruger made a motion, seconded by Scott, to adopt the Working Group’s April 2 minutes (Attachment Three- A). 
The motion passed unanimously. 
 
3. Heard Presentations on Insurance Coverage of Medications to Treat Substance Use Disorders 
 
Dr. Marcus Bachhuber (Center for Evidence-Based Policy) and Dr. Matthew Sankey (The INS Companies) presented 
on insurance coverage of medications to treat substance use disorders. Bachhuber defined substance use 
disorders and said they are characterized by continued use despite consequences, persistent desire to cut down, 
tolerance, and withdrawal. He said substance use disorder shares many characteristics with other chronic medical 
illnesses. He said patient values, preferences, and prior experiences drive medication selection. 
 
Bachhuber described three drugs used to treat opioid use disorder: methadone, buprenorphine, and naltrexone. 
He characterized treatment with medication as effective and lifesaving and said any medication is superior to 
treatment without medication. He said there is no one best option among the drugs; they are delivered in different 
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settings for different patients. He described additional medications that are used as opioid reversal agents or to 
treat opioid withdrawal. 
 
Bachhuber listed the prescription drugs used to treat alcohol use disorder and tobacco use disorder. He shared 
statistics on the success of different treatments for tobacco use disorder, which showed the highest success rates 
with drug treatments. He said the use of drugs in treating substance use disorder is not optional, extra, or ancillary, 
but a core method of treatment. 
 
Bachhuber cited several common issues with the placement of these drugs on insurance formularies. He said plans 
place the medications on high tiers, lack coverage for some forms, require prior authorization, or cover them 
through medical rather than pharmacy benefits. He provided examples of how confusion over medical versus 
pharmacy benefits can lead to treatment delays and patient harm. 
 
Bachhuber cited resources from the Center for Evidence-Based Policy and other sources for state insurance 
regulators. 
 
Sankey presented issues with formulary development, medical vs. pharmacy benefits, parity analysis, and 
utilization management techniques related to medications to treat substance use disorders. He described how 
health plan formularies are developed by pharmacy benefit managers (PBMs) at the national level and may not 
be appropriately adjusted for state benefit mandates. He provided examples of drugs that may be covered by 
either a medical benefit or a pharmacy benefit and questioned whether consumers or prescribers have enough 
information to understand this distinction. He described formulary tiering, prior authorization, step therapy, and 
quantity limits as practices that may raise parity concerns.  
 
Sankey provided examples of parity findings related to medications to treat substance use disorders. He said 
buprenorphine lock out limitations, substance use disorder medications not being considered maintenance drugs, 
inappropriate quantity limits on buprenorphine/naloxone and buprenorphine, and naloxone product limitations 
were examples of parity problems. 
 
Sankey described some of the issues with the transition of naloxone from a prescription drug to an over-the-
counter (OTC) medicine. He said some health plans lack coverage for OTC items, and some have higher copays 
when a state lacks tiering or cost-sharing mandates. 
 
Sankey provided tips for state insurance regulators’ review of health plan formularies. He recommended obtaining 
a list of RxNorm Concept Unique Identifiers (RxCUIs), running the formulary tools from the federal Centers for 
Medicare & Medicaid Services (CMS), and developing a list of RxCUIs that require further review, with attention 
to tiering, prior authorization, and copays. He suggested focusing on new medications and making a checklist of 
RxCUIs.  
 
Sankey suggested that states could implement ongoing compliance checks for formularies because formularies 
can change during the year. 
 
Bartuska asked about differences between providers’ recommendations for patients and what insurers decide will 
be covered. She asked how guidelines from the American Society of Addiction Medicine (ASAM) relate to such 
differences and whether insurance companies deviate from ASAM recommendations. Bachhuber said ASAM 
guidance is one of the standards used. He said ASAM suggests open access to treatment, but this may not be a 
realistic position. He said some drugs have similar efficacy but massive cost differences. He said it is reasonable to 
prefer a lower cost treatment, though this approach can be taken to an extreme. He said unnecessary utilization 
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controls have largely been removed, and those that remain focus on choosing lower-cost treatments among those  
with similar efficacy. He said ASAM levels of care provide clear guidance, though insurers and providers may have 
different interpretations based on the same information. Sankey added that ASAM guidelines were published in 
2020 and may not capture newer medications. 
 
Jones asked why medical providers may be hesitant to purchase medications and bill for them through the medical 
benefit when they are dispensed. Bachhuber said the main issue is matching purchases with the volume of 
treatments the clinic will administer. The medications have expiration dates and refrigeration requirements, so 
clinics do not want to purchase medications that may not be used. 
 
4. Discussed Other Matters  
 
Bartuska described the MHPAEA (B) Working Group’s efforts to survey states on their parity activities. She said a 
survey instrument was developed and distributed to states. She said the Working Group continues to collect 
responses, which include information on state laws and regulations, use of reporting templates, and enforcement 
activities. She said the Working Group met in regulator-to-regulator session to discuss the survey. She said the 
Working Group plans to release the full results to state insurance regulators and a summary of responses to 
interested parties. She asked that states submit responses to NAIC committee support by Aug. 31. 
 
Having no further business, the Prescription Drug Coverage (B) Working Group and the MHPAEA (B) Working 
Group adjourned. 
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Hear a Discussion on Group Purchasing Organizations (GPOs)—Joylynn Fix (WV) 

A. Pharmaceutical Research and Manufacturers of America (PhRMA)—Kate Sikora (PhRMA)  
B. Texas Star Healthcare Consulting, LLC—Kim A. Caldwell (Texas Star Healthcare Consulting, 

LLC) 
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STATE CITATION WHAT WHO LANGUAGE 

AL 
 

Ala. Code § 27-45A-4 License--PBM DOI To conduct business in this state, a pharmacy benefit 
manager must be licensed by the Commissioner. (DOI 
views more like registration) 
 

AK 
 

AS § 21.27.010*  
*Effective 1/1/2026  

License--PBM DOI A person may not act as a… pharmacy benefits 
manager… unless licensed under this chapter. 
 

AZ 
 

A.R.S. § 20-3333 License--PBM DOI A pharmacy benefit manager shall apply for, obtain and 
maintain a valid certificate of authority to operate as a 
pharmacy benefit manager in this state. 
 

AR 
 

A.C.A. § 23-92-504 License--PBM DOI A person or organization shall not establish or operate as 
a pharmacy benefits manager in Arkansas for health 
benefit plans without obtaining a license from the 
Insurance Commissioner under this subchapter. 
 

CA 
 

Cal.Health & Safety 
Code §§ 1385.003 to 
1385.005  

Register--PBM State Department of 
Public Health 

A pharmacy benefit manager required to register with 
the department pursuant to Section 1385.004 shall 
complete an application for registration with the 
department that shall include, but not be limited to, all 
of the information required by subdivision (c). 
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STATE CITATION WHAT WHO LANGUAGE 

CO 
 

C.R.S.A.  
§ 10-16-122.1 

Register--PBM DOI Starting in 2024, a person shall not establish or operate 
as a PBM in this state unless the person has registered 
with the commissioner in accordance with this 
subsection (2.5) and commissioner rules.  
 
Notwithstanding the definition of a PBM in section 10-
16-102(49), this registration requirement applies to all 
PBMs doing business in this state, including a PBM that is 
not directly connected with a carrier. 
 

CT 
 

Conn. Gen. Stat.  
§ 38a-479bbb 

Register--PBM DOI No person shall act as a pharmacy benefits manager in 
this state without first obtaining a certificate of 
registration from the commissioner. 
 

DE 
 

18 Del.C. § 3353A Register--PBM DOI A pharmacy benefits manager shall register with the 
Commissioner as a pharmacy benefits manager before 
providing pharmacy benefits management services in 
this State to a purchaser. 
 

DC 
 

   
 

FL 
 

Fla. Stat. § 624.490 
 

License--PBM DOI Effective January 1, 2019, to conduct business in this 
state, a pharmacy benefit manager must register with 
the office. Upon receipt of a completed registration 
form, the required documents, and the registration fee, 
the office shall issue a registration certificate. 
 

 Fla. Stat. § 626.8805 
 

  Effective 2024, a PBM must also hold a valid certificate 
of authority (COA) as an administrator. 
 

    Registration + COA = License 



PBM LICENSURE/REGISTRATION TRACKING DOCUMENT – JULY 2025 

© 2025 National Association of Insurance Commissioners 3 

 

STATE CITATION WHAT WHO LANGUAGE 

GA 
 

O.C.G.A. § 33-64-2 
 

License--PBM DOI No person, business entity, or other entity shall act as or 
hold itself out to be a pharmacy benefits manager in this 
state, other than an applicant licensed in this state for 
the kinds of business for which it is acting as a pharmacy 
benefits manager, unless such person, business entity, or 
other entity holds a license as a pharmacy benefits 
manager issued by the Commissioner pursuant to this 
chapter. 
 

GU 
 

    

HI 
 

HRS § 431S-3 
 

Register--PBM DOI Notwithstanding any law to the contrary, no person shall 
act or operate as a pharmacy benefit manager without 
first obtaining a valid registration issued by the 
commissioner pursuant to this chapter. 
 

ID 
 

Idaho Code § 41-349 Register--PBM DOI A person may not perform, offer to perform, or advertise 
any pharmacy benefit management service in this state 
unless the person is registered as a pharmacy benefit 
manager with the department of insurance. 
 

IL 
 

215 ILCS 5/513b2 Register--PBM DOI To conduct business in this State, a pharmacy benefit 
manager must register with the Director. 
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STATE CITATION WHAT WHO LANGUAGE 

IN 
 

IC 27-1-24.5-18  License--PBM  DOI A person shall, before establishing or operating as a 
pharmacy benefit manager, apply to and obtain a license 
from the commissioner under this chapter. 
 

IA 
 

Iowa Code § 510B.2 Certificate--TPA Commissioner  
Iowa Code § 510.21 

A pharmacy benefits manager doing business in this 
state shall obtain a certificate as a third-party 
administrator under chapter 510, and the provisions 
relating to a third-party administrator pursuant to 
chapter 510 shall apply to a pharmacy benefits manager. 
 

KS 
 

K.S.A. § 40-3823 
 

License--PBM DOI No person shall act or operate as a pharmacy benefits 
manager without first obtaining a valid license issued by 
the commissioner. 
 

KY 
 

KRS § 304.9-053 License--PBM DOI In order to conduct business in this state, a pharmacy 
benefit manager shall first obtain a license from the 
commissioner. The license shall be in lieu of an 
administrator’s license as required by KRS 304.9-052. 
 

LA 
 

La. R.S. §  40:2867 
 
La. R.S. § 22:2865 
 
 
La. R.S. §  40:2867 
 
 

License—PBM  
 
Optional: Board of 
Pharmacy Permit 

DOI Every pharmacy benefit manager that does business in 
this state shall be licensed as required by the Louisiana 
Insurance Code. 
 
 
A pharmacy benefit manager shall be deemed to be a 
third-party administrator for purposes of this Part. As 
such, all provisions of this Part shall apply to pharmacy 
benefit managers; however, notwithstanding the 
provisions of R.S. 22:1651(F), every pharmacy benefit 
manager shall be required to be licensed by the 
commissioner of insurance. 
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ME 
 

24-A M.R.S. § 4348 License--PBM DOI Beginning January 1, 2020, a person may not act as a 
pharmacy benefits manager in this State without first 
obtaining a license from the superintendent in 
accordance with this section and paying the licensing fee 
required under section 601, subsection 28‑A. 
 

MD 
 

Md. Code Ann. § 15-
1604 

Register--PBM DOI A pharmacy benefits manager shall register with the 
Commissioner as a pharmacy benefits manager before 
providing pharmacy benefits management services in 
the State to purchasers. 
 

MA M.G.L.A. 176O § 21 
 
 
 
 
 
 
M.G.L.A. 176Y § 2 

Register—TPA 
 
 
 
 
 
 
License—PBM 

DOI 
211 CMR 148.03 
 
 
 
 
 
DOI 

...a third party administrator, a pharmacy benefit 
manager or other similar entity with claims data, 
eligibility data, provider files and other information 
relating to health care provided to residents of the 
commonwealth and health care provided by health care 
providers in the commonwealth. 
 
No person, business or other entity shall establish or 
operate as a pharmacy benefit manager without 
obtaining a license from the division... 

MI 
 

M.C.L.A. 550.821 
 

License--PBM DOI A pharmacy benefit manager that provides services to 
residents of this state shall apply for, obtain, and 
maintain a license to operate as a pharmacy benefit 
manager from the director. 
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MN 
 

Minn. Stat, § 62W.03 
 

License--PBM DOI Beginning January 1, 2020, no person shall perform, act, 
or do business in this state as a pharmacy benefit 
manager unless the person has a valid license issued 
under this chapter by the commissioner of commerce. 
 

MS 
 

Miss. Code Ann.  
§ 73-21-157  

License--PBM  Board of Pharmacy Before beginning to do business as a pharmacy benefit 
manager, a pharmacy benefit manager shall obtain a 
license to do business from the board. 
 

MO 
 

Mo. Rev. Stat. 
§ 376.393 

License--PBM DOI No entity subject to the jurisdiction of this state shall act 
as a pharmacy benefits manager without a license issued 
by the department. The department shall establish by 
rule the application process and license fee for pharmacy 
benefits managers. 

MT M.C.A. 33-2-2403(1) License--PBM DOI A person may not perform an act or do business in this 
state as a pharmacy benefit manager without a valid 
license issued under this part by the commissioner.  

NE Neb.Rev.St.  
§ 44-4605 

License--PBM DOI A person shall not establish or operate as a pharmacy 
benefit manager in this state for a health benefit plan 
without first obtaining a license from the director under 
the Pharmacy Benefit Manager Licensure and Regulation 
Act. 

NV NRS 679B.133(3)(a)  
 

License--TPA DOI 
Nev. Rev. Stat. Ann. 
§ 683A.08524 

“Administrator” has the meaning ascribed to it in NRS 
683A.025, and includes a pharmacy benefits manager. 

NH N.H. Rev. Stat. § 402-
N:2 

Register--PBM DOI A person or organization shall not establish or operate as 
a pharmacy benefits manager in this state for health 
benefit plans without registering with the insurance 
commissioner under this chapter. 
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NJ 
 

N.J.S.A. 17B:27F-1.1 License--PBM DOBI A corporation, business, or other entity shall not act as a 
pharmacy benefits manager without first obtaining a 
license from the department or as a pharmacy services 
administrative organization without first obtaining 
registration from the department. 
 

NM 
 

N.M. Stat. Ann.  
§ 59A-61-3 

License--PBM  DOI A person shall not operate as a pharmacy benefits 
manager unless licensed by the superintendent in 
accordance with the Pharmacy Benefits Manager 
Regulation Act [59A-61-1 NMSA 1978] and applicable 
federal and state laws. 
 

NY 
 

N.Y. Ins. Law § 2905 
 

License--PBM DOI No person, firm, association, corporation or other entity 
may act as a pharmacy benefit manager on or after 
January first, two thousand twenty-four without having 
authority to do so by virtue of a license issued in force 
pursuant to the provisions of this article. 
 

 N.Y. Ins. Law § 2906 
 

  The superintendent may issue a pharmacy benefit 
manager's license to any person, firm, association or 
corporation who or that has complied with the 
requirements of this article, including regulations 
promulgated by the superintendent. 
 

NC 
 

N.C. Gen. Stat. Ann.  
§ 58-56A-2(a) 

License--PBM DOI A person or organization may not establish or operate as 
a pharmacy benefits manager for health benefit plans in 
this State without obtaining a license from the 
Commissioner of the Department of Insurance. 
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ND N.D. Cent. Code  
§ 26.1-27.1-02 

Register--TPA Commissioner  
NDCC,  
26.1-27-03 

A person may not perform or act as a pharmacy benefits 
manager in this state unless that person holds a 
certificate of registration as an administrator under 
chapter 26.1-27. 
 

OH 
 

ORC Ann.  
§§ 3959.01, 3959.09; 
OH Bulletin No. 
2018-2 

License--TPA DOI Upon approval of the application for an administrator 
license and payment of appropriate filing fees, the 
applicant shall be granted a license by the 
superintendent of insurance and an appropriate 
certificate of authority to operate as an administrator 
will be issued to the applicant. 
 

OK 
 

Okla. Stat. Ann. tit. 
59, § 358 
 

License--PBM  DOI In order to provide pharmacy benefits management or 
any of the services included under the definition of 
pharmacy benefits management in this state, a 
pharmacy benefits manager or any entity acting as one 
in a contractual or employment relationship for a 
covered entity shall first obtain a license from the 
Oklahoma Insurance Department, and the Department 
may charge a fee for such licensure. 
 

OR 
 

Or. Rev. Stat. § 
735.532 
 

License--PBM Department of 
Consumer and 
Business Services 
 

A person may not transact business or purport to 
transact business in this state as a pharmacy benefit 
manager unless the person has a license to transact 
business as a pharmacy benefit manager issued by the 
Department of Consumer and Business Services. 
 

PA 
 

Pa. Stat. Ann. tit. 40, 
§ 4521 

Register--PBM DOI To conduct business in this Commonwealth, a PBM or 
auditing entity must register with the department. 
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PR 
 

24 L.P.R.A. § 12035 License--PBM Department of 
Health 

In order to operate and offer services in Puerto Rico, 
PBMs must obtain a license issued by the Office of the 
Regulatory Commissioner of Pharmacy Benefits and 
Service Administrators within the Department of Health.  
 

RI 
 

R.I. Gen. Laws  
§§ 27-29.1-7;  
27-20.7-12 

Certificate--TPA DOI No person shall act as, or offer to act as, or hold himself 
or herself out to be an administrator in this state without 
a valid certificate of authority as an administrator issued 
by the commissioner. 
 

SC 
 

S.C. Code Ann.  
§ 38-71-2210 
 

License--PBM DOI A person or organization may not establish or operate as 
a pharmacy benefits manager in this State for health 
benefit plans without obtaining a license from the 
Director of the Department of Insurance. 
 

SD 
 

S.D. Codified Laws  
§ 58-29E-2 

License--TPA Director 
SDCL  
§ 58-29D-22 

No person or entity may perform or act as a pharmacy 
benefits manager in this state without a valid license to 
operate as a third party administrator pursuant to 
chapter 58-29D. 
 

TN 
 

Tenn. Code Ann.  
§ 56-7-3113  

License--PBM  DOI No person or entity shall administer the medication or 
device portion of pharmacy benefits coverage provided 
by a covered entity or otherwise act as a pharmacy 
benefits manager in this state unless the person or entity 
has obtained licensure through the department of 
commerce and insurance. 
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TX 
 

Tex. Ins. Code 
§  4151.151 

Certificate--TPA Commissioner 
Ins. Code § 4151.053 

In this subchapter, “pharmacy benefit manager” means a 
person, other than a pharmacy or pharmacist, who acts 
as an administrator in connection with pharmacy 
benefits. 
 

UT 
 

Utah Code Ann.  
§ 31A-46-201 
 

License--PBM DOI A person may not perform, offer to perform, or advertise 
any pharmacy benefits management service in the state 
unless the person is licensed as a pharmacy benefit 
manager under this chapter. 
 

VT 
 

Vt. Stat. Ann. tit. 18, 
§ 9421 
 

Register—PBM 
 

DOI 
 

A pharmacy benefit manager shall not do business in this 
State without first registering with the Commissioner on 
a form and in a manner prescribed by the Commissioner. 
 

 Vt. Stat. Ann. tit. 18,  
§ 3611 

License--PBM DOI A person shall not establish or operate as a pharmacy 
benefit manager for health benefit plans in this State 
without first obtaining a license from the Commissioner 
of Financial Regulation. 

 

VI 
 

    

VA 
 

Va. Code Ann. 
§ 38.2-3466. 
Administrative Letter 
2020-04 

License--PBM State Corporation 
Commission 

Unless otherwise covered by a license as a carrier, no 
person shall provide pharmacy benefits management 
services or otherwise act as a pharmacy benefits 
manager in the Commonwealth without first obtaining a 
license in a manner and in a form prescribed by the 
Commission. 
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WA 
 

Wash. Rev. Code 
Ann. § 48.200.030 
 

Register--HCBM DOI To conduct business in this state, a health care benefit 
manager must register with the office of the insurance 
commissioner and annually renew the registration. 
 

WV 
 

W. Va. Code Ann.  
§ 33-51-8 
 

License--PBM DOI A person or organization may not establish or operate as 
a pharmacy benefits manager in the State of West 
Virginia without first obtaining a license from the 
Insurance Commissioner pursuant to this section: 
Provided, That a pharmacy benefit manager registered 
pursuant to §33-51-7 of this code may continue to do 
business in the state until the Insurance Commissioner 
has completed the legislative rule as set forth in §33-51-
10 of this code: Provided, however, That additionally the 
pharmacy benefit manager shall submit an application 
within six months of completion of the final rule. 
 

WI 
 

Wis. Stat. Ann.  
§ 632.865(3) 

License--PBM DOI No person may perform any activities of a pharmacy 
benefit manager without being licensed by the 
commissioner as an administrator or pharmacy benefit 
manager under s. 633.14. 
 

WY 
 

Wyo. Stat.  
§ 26-52-101 

License--PBM  DOI No person shall act or hold himself out as a pharmacy 
benefit manager in this state unless he obtains a license 
from the department. 
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