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  Health Benefit Plan/Provider Contracting Practices Survey   
Instructions 
1.  Enter the company name in the space provided.  
2. Enter the NAIC Company number or N/A if not applicable.   
3. Enter the Texas Department of Insurance (TDI) identification number.   
4.  Contact Information: 
(a)  Enter the contact name (first and last name) for the person designated 
by the company or plan to discuss the filed information and data (report) with 
Department staff.   
(b)  Enter the contact person's title, direct telephone number, and 
extension or N/A if not applicable.  
(c)  Enter the contact person's email address or N/A if not applicable.  
(d)  Indicate whether TDI may release the contact person's email address 
by choosing "yes" or "no." 
5. Except as otherwise indicated, report information and data for calendar year2007.   
6.  Unless otherwise indicated, all requested information and data applies to 
inpatient and outpatient acute care hospital and outpatient ambulatory surgical 
center services. 
7.  The following words and terms, when used in this report form, shall have the 
following meaning unless the context clearly indicates otherwise: 
(a)  Balance billing - the practice of charging an insured or enrollee in a 
health benefit plan that uses a provider network to recover from the insured or enrollee the balance of a non-network health care provider's fee for service received by the insured or enrollee from the health care provider that is not fully reimbursed by the insured's or enrollee's health benefit plan, excluding any copayment, coinsurance, or deductible amounts owed by the patient.  
(b) Facility-based physician - pursuant to Insurance Code §1456.001, a  
radiologist, an anesthesiologist, a pathologist, an emergency department physician, or a neonatologist to whom a facility has granted clinical privileges, and who provides services to patients of a facility under those clinical privileges.  
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(c)  In-network - having the quality of preferred status for purposes of 
reimbursement under a health benefit plan as contemplated in Insurance Code 
§§843.101 and 1301.005.  
(d)  Non-network - not having the quality of preferred status for purposes 
of reimbursement under a health benefit plan as contemplated in Insurance Code §§843.101 and 1301.005.  
(e)  Preferred provider -  
with regard to a preferred provider carrier, a preferred provider as 
defined by Insurance Code §1301.001; 
with regard to an HMO, (i) a physician, as defined by Insurance  
Code §843.002(22), who is a member of that HMO's delivery network; or (ii)  a provider, as defined by Insurance Code §843.002(24), who is a member of that HMO's delivery network.   
(f) Reimbursement rate - the total amount that the group health benefit  
plan issuer allows as reimbursement for health care services corresponding to aspecific CPT or DRG code, including reimbursement amounts for which a patient is responsible due to deductibles, copayments or coinsurance.  
8.  Private Market Plans:  Enter the total number of lives covered under all 
individual policies, group certificates, and/or evidences of coverage in private 
market preferred provider benefit plans or private market health maintenance 
organization plans offered by the health benefit plan issuer in Texas as of 
September 1, 2008. Include in this total all family members covered under a 
policy, certificate and/or evidence of coverage.  Do not include in this total lives 
covered under a governmental employee plan that is subject to Instruction No. 9 
or lives covered under a risk pool subject to Instruction No. 10.  
9. Governmental Employee Plans: For purposes of this report form, agovernmental employee plan includes a basic coverage plan under the InsuranceCode Chapter 1551, a basic plan under the Insurance Code Chapter 1575, abasic plan under the Insurance Code Chapter 1578, a primary care coverageplan under the Insurance Code Chapter 1579, and a basic coverage plan underthe Insurance Code Chapter 1601. A governmental employee plan shall eitherindependently submit this report or authorize and require the entity administeringthe governmental employee plan to submit this report on behalf of thegovernmental employee plan. An entity submitting this report on behalf of agovernmental employee plan may include information with respect to the governmental employee plan with information submitted on its own behalf as an independent health benefit plan issuer or, if appropriate, may submit separate information on behalf of the governmental employee plan.  Check the box if either reporting information on behalf of a governmental employee plan included with information submitted on the entity's own behalf or if reporting information separately on behalf of a governmental employee plan.  Specify the governmental employee plan(s) for which data is included in the report in the space designated Additional Reporting by entering the name of the governmental  
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employee plan(s), whether the plan is a governmental employee plan, and total 
number of lives covered under each plan in Texas as of September 1, 2008. 
10. Local Government Code Chapter 172 Risk Pools:  A risk pool created under Local Government Code Chapter 172 shall either independently submit this report or authorize and require the entity administering the risk pool to submit this report on behalf of the risk pool.  An entity submitting this report on behalf of a risk pool may include information with respect to the risk pool with information submitted on its own behalf as an independent health benefit plan issuer or, if appropriate, may submit separate information on behalf of the risk pool.  Check the box if either reporting information on behalf of one or more risk pools created under Local Government Code Chapter 172 included with information submitted on the entity's own behalf or if reporting information separately on behalf of such a risk pool.  Specify the risk pool(s) for which data is included in the report in the space designated Additional Reporting by entering the name of the risk pool(s), whether the plan is a risk pool, and total number of lives covered under each risk pool in Texas as of September 1, 2008.   
11. For some questions, a health benefit plan issuer may not have full and complete information necessary to provide a response.  In these cases, the plan issuer should provide information to the best of its ability.  The plan issuer should include any limitations and assumptions made in providing a response.  For example, if a plan issuer needs to make assumptions regarding the status of a facility-based physician's clinical privileges with respect to a health care facility, these assumptions should be explained in the plan issuer's response.  
12. If the health benefit plan issuer does not directly contract with physicians or health care facilities but instead contracts with provider networks, the issuer should provide answers to the best of its ability, reflecting practices utilized in contracting on its behalf.   
13. If additional space is required or if supplemental information is furnished,please submit the additional information as an attachment with the submission ofthe report form. Documents will be accepted in Word and Excel formats. Forinformation regarding other acceptable formats for submission of supplemental information, please contact the Department at  
networkadequacy@tdi.state.tx.us
.  
If submitting file attachments greater than 50 megabytes per email, please contact the Department at that email address to verify the documents were received.   
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Report Form
Company Name 
NAIC Company 
Number 
TDI ID Number 
Contact Name 
Contact Title 
Phone Number 
Ext.
Email Address 
May TDI release this email address in 
response to a public information request? 
    Yes      No  
Private Market Plans:  Total 
Covered Lives as of 9/1/2008 
Governmental Employee Plan? 
Chapter 172 Risk Pool? 
Additional Reporting: 

  ________________________________________________________________   

  ________________________________________________________________   

  ________________________________________________________________   

  ________________________________________________________________   

  Question 1.  What information does the health benefit plan issuer use internally 
to monitor the extent to which facility-based physicians provide non-network 
services to the health benefit plan's insureds or enrollees who obtain care from 
an in-network facility?     
Response:  
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    Yes      No  
    Yes      No  

  Question 2.  At the time the health benefit plan issuer negotiates contracts with 
health care facilities, please describe the activities, if any, that the health benefit 
plan issuer undertakes to identify those facility-based physicians who are also 
contracted in-network providers with the health benefit plan issuer's network.   
Response: 

  Question 3.  What steps does the health benefit plan issuer take to contact 
facility-based physicians at in-network facilities?  What steps does the health 
benefit plan issuer take to contract with facility-based physicians at in-network 
facilities?   
Response: 

  Question 4.  Do contracts with facilities used by the health benefit plan issuer 
have a process to encourage the facilities to contract with in-network facility-
based physicians?   If so, please describe such process.    
Response: 

  Question 5.  To the extent, if at all, the health benefit plan issuer has 
experienced barriers in attempts to contract with certain types of facility-based 
physicians, please describe those barriers.    
Response: 

  Question 6.  Please provide a description of any information the health benefit 
plan issuer collects regarding balance billing complaints or inquiries filed by the 
health benefit plan's insureds or enrollees.    
Response: 

  Question 7.  Generally describe the methodology(ies) used by the health benefit 
plan issuer to determine reimbursement rates for non-network physicians and 
providers, including facility-based physicians.    
Response: 

  Question 8.  Please indicate whether the health benefit plan issuer (i) uses its 
own claims data to establish in-network and non-network reimbursement rates, 
(ii) uses data provided by an outside vendor, or (iii) uses a combination of both 
practices.   
Response: 
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  Question 9.  At the time in-network and non-network reimbursement rates are 
established, what is the age of the payment data used to set payment amounts?   
Response: 
Question 10.  How frequently does the health benefit plan issuer review and update reimbursement rates?  If rates for different geographic areas are updated at different frequency intervals, please specify.  Also, indicate whether the updates include increases, decreases, or both increases and decreases.  If in- 
network reimbursement rates are not updated at the same frequency as non-network reimbursement rates, please answer the question separately with respect to both in-network and non-network reimbursement rates.  
Response: 
Question 11.  Are any of the health benefit plan issuer's reimbursement rates based on a percentage of what Medicare pays?  If yes, please provide a general description of the types of claims for which this methodology is used or, alternatively, an estimate of the percentage of total claims for which this methodology is used.  Also, indicate whether reimbursement rates are automatically increased when Medicare payment rates increase and whether reimbursement rates automatically decrease when Medicare rates decrease.   
Response: 

  Question 12.  Are any of the health benefit plan issuer's non-network 
reimbursement rates based on a percentage of the health benefit plan's in-  
network rate? Please provide a general description of what types of claims for which this methodology is used for or, alternatively, an estimate of the percentage of total claims for which this methodology is used.  Also, indicate whether non-network reimbursement rates are automatically increased when in- 
network rates increase and whether non-network reimbursement rates areautomatically decreased when in-network rates decrease.    
Response: 

  Question 13.  Does the health benefit plan issuer pay for professional 
component services for any facility-based physician through a methodology that 
is not paid on an individual claim basis, such as a lump sum or adjustments 
made on prior year activity?  If yes, describe the methodology(ies) utilized.    
Response: 

  LHL608  09/08    
6 of 8 

  Question 14.  Does the health benefit plan issuer offer contracts to some facility-
based physicians for only in-patient services?  If yes, specify those provider 
types that receive such offers.   
Response: 
Question 15.  When determining with which preferred provider organizations thehealth plan will contract, what activities, if any, does the health benefit plan issuerundertake to investigate or evaluate the contracting practices utilized innegotiations between those preferred provider organizations and facility-basedphysicians?  
Response: 
Question 16.  If the benefit plan issuer has any additional information or data to share, please feel free to provide these comments below or provide attachments.  
Response: 
Question 17.  Complete the following table titled Claim Information for Facility-Based Physicians Calendar Year 2007.  For each type of facility-based physicianlisted in the first column (Anesthesiologist, Pathologist, Radiologist,Neonatologist, Emergency Department Physician), provide the requestedinformation as it applies to claims paid for services provided by a facility-based  
physician during calendar year 2007.  Data should only be reported for services provided at in-network acute care hospitals.   The following additional instructions apply to completion of the table:  
a. Do not include claims paid on a secondary plan basis as that term is  
defined in 28 TAC § 3.3506(c).  
b.  Do not include claims that were rejected or denied. 
c.  Total Claim Units:  Provide the total number of separate claims paid by 
a health benefit plan issuer for each type of facility-based physician listed.  Separate numbers should be reported for non-network facility-based physicians and in-network facility-based physicians.   
d.  Total Billed Amount:  Provide the total claim amount billed by each type 
of facility-based physician for all claim units reported in the previous columnsunder "Total Claim Units." Separate numbers should be reported for non-network facility-based physicians and in-network facility-based physicians.  Report whole dollar amounts only, rounding to the nearest whole dollar.  For  
example, report billed amounts totaling $100,005.49 as $100,005 and$100,005.82 as $100,006.    
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e.  Total Allowed Amount:  For all paid claims, provide the total 
aggregated amount that the health benefit plan issuer allowed as reimbursementfor each type of facility-based physician. Separate numbers should be reportedfor non-network facility-based physicians and in-network facility-basedphysicians. Report whole dollar amounts only, rounding to the nearest whole  
dollar.  For example, report billed amounts totaling $100,005.49 as $100,005 and $100,005.82 as $100,006.  
Claim Information for Facility-Based Physicians 
Calendar Year 2007 
Type of 
Physician 
Total Claim Units 
Total Billed Amount 
Total Allowed Amount 
In-Network 
Out-Of-
Network 
In-Network 
Out-Of-
Network 
In-Network 
Out-Of-
Network 
Anesthesiologist 
Pathologist 
Radiologist 
Neonatologist 
Emergency 
Department 
Physician 
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
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