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MHPAEA Compliance Reporting for NQTLs 

Introduction: This analysis report template and supplements are prepared to satisfy the requirements of 
§15-144, Insurance Article, Annotated Code of Maryland, to create a standard form for entities to submit 
the NQTL report in accordance with subsection §15-144(c)-(e). 

Complete analysis reports must include all data and information identified in COMAR 31.10.51 and in 
these instructions in the manner and format specified.  Failure to submit a complete report may result in 
administrative penalties as specified in § 15-144 of the Insurance Article. 

Narratives and data shall be entered into the fields of the template or supplemental form.  

The terms in the instructions and the analysis report are defined according to COMAR 31.10.51. 

The following are examples of responses that may result in a finding that a carrier failed to submit a 
complete analysis report: 

1. Production of documents without a clear explanation of how and why each document pertains to the 
comparative analysis. This includes how each document has been analyzed in a comparative manner and 
how the comparability and stringency NQTL tests have been met, both in writing and in operation;  

2.  Generalized statements concerning factors, processes, standards, procedures, etc., as well as mere 
recitations of the legal standard and conclusions regarding compliance, without specific supporting 
evidence and detailed explanations of comparative analyses;  

3. Identification of factors, evidentiary standards, and strategies without a clear description of how the 
factors, evidentiary standards, and strategies are defined and applied for M/S or MH/SUD benefits.; 

4. Identification of processes, strategies, sources, and factors without the required clear and detailed 
comparative analyses;  

5. Statements that all factors, evidentiary standards and/or criteria, processes and/or strategies are the 
same for M/S and MH/SUD without detailed definitions and specific comparative analyses for each 
factor, evidentiary standard, criteria, process, strategy, etc. that substantiate such statements.  

6. Reference to factors, evidentiary standards, and/or criteria that inherently rely on quantitative measures 
and/or are defined or applied in a quantitative manner, without the precise quantitative definitions.  

7. Responses that do not to include comparative analyses, including results, and information necessary to 
examine the development and/or application of each NQTL, and do not clarify the methodologies utilized 
for such comparative analyses. 

8. Analysis that is not for the applicable time period.   

9. Analysis that is obsolete due to the passage of time, a change in plan structure, or for any other reason. 
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NQTL Analysis Report Template Completion Instructions 

Plan Information   

Identify the five health benefit plans with the highest enrollment for each product offered by the carrier in 
the individual, small, and large group markets.  Provide the form numbers, approval dates, and SERFF 
tracking numbers for all forms comprising the entire contract of insurance for the health benefit plan. 

Step 1: 
 

(a) Provide a description of the plan’s applicable NQTLs and identify whether the NQTL is 
applicable to M/S or MH/SUD benefits in the table below. 

Describe the specific NQTL plan language and procedures, as applied to M/S benefits and as 
applied to MH/SUD benefits, including identification of associated triggers, timelines, forms, and 
requirements. 

Provide cross references to plan documents that contain language related to application of the 
NQTLs (i.e., all member documents, posted medical policies, internal documents and applicable 
provider manual references which are pertinent to providing notice of and information regarding 
the NQTL requirements).  Note that for the purposes of Step 1(a), the term “plan documents” 
refers only to the documents describing the NQTL itself, and does not include documents 
reflecting analyses conducted or results from such analyses related to the comparability and 
stringency of an NQTL for MH/SUD benefits as compared to M/S benefits. 

Copies of the applicable policy or certificate of coverage should be available, but are not required 
to be included with the submission. Copy the specific language from the policy or certificate into 
the report.  Provide the page number, section number, and form number where the provision can 
be found in the policy or certificate. 

(b) For each NQTL listed in Step 1 (a), identify whether the NQTL is applicable to medical/surgical 
or MH/SUD benefits for each applicable benefit classification and subclassification in the table 
below.  For the purposes of the NQTL analyses for each plan, if a carrier has elected not to divide 
benefits furnished on an outpatient basis into the two sub-classifications described in 45 CFR § 
146.136(c)(3)(iii)(C) for “office visits” and “all other outpatient items and services,” then the 
“Outpatient-Office subclassification” columns shall be used to identify the NQTLs applicable to 
the outpatient classification in general.  In this case, the carrier shall include the following 
explanation in the “Outpatient-Office subclassification” columns before identifying whether the 
listed NQTLs are applicable: “Outpatient subclassifications were not utilized for the NQTL 
analysis for this plan. Responses apply to outpatient classification in general.”  
  

(c) Explain the methodology used to assign M/S and MH/SUD benefits to each classification and 
subclassification.  In determining the classification in which a particular benefit belongs, the same 
standards must be applied to M/S benefits and to MH/SUD benefits.  Intermediate MH/SUD 
benefits (such as residential treatment, partial hospitalization, and intensive outpatient treatment) 
must be assigned to the existing six classifications in the same way that intermediate 
medical/surgical benefits are assigned to these classifications. For example, if a plan classifies 
care in skilled nursing facilities and rehabilitation hospitals for medical/surgical benefits as 
inpatient benefits, it must classify covered care in residential treatment facilities for MH/SUD 
benefits as inpatient benefits. If a plan treats home health care as an outpatient benefit, then any 
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covered intensive outpatient MH/SUD services and partial hospitalization must be considered 
outpatient benefits as well. 
 

(d) For each NQTL listed in the Step 1(b), explain the methodology used to determine whether to 
apply the NQTL to either the entire classification and/or subclassification of benefits or to apply 
the NQTL to certain identified services within such classification and/or subclassification 
 

Step 2: 
 
For each NQTL listed in Step 1, identify the factors and the source for each factor used to determine that 
it is appropriate to apply each NQTL to each classification, subclassification, or certain services within 
such classification or subclassification for both MH/SUD and M/S benefits. Also, identify factors that 
were considered, but rejected. If any factor was given more weight than another, what is the reason for the 
difference in weighting? (§15-144(e)(1)). 
 

⮚ Identify the factors that the plan uses to determine whether each benefit, service, or 
procedure/revenue code, as a matter of plan policy, is deemed subject to the NQTLs.   

Illustrative examples of factors include but are not limited to: 

o Excessive utilization;  

o High cost of treatment; 

o Recent medical cost escalation;  

o Provider discretion in determining diagnosis, or type or length of treatment;  

o Lack of clinical efficiency of treatment or service;  

o High variability in cost per episode of care;  

o High levels of variation in length of stay;  

o High variability in quality of care; 

o Lack of adherence to quality standards;  

o Claim types with high percentage of fraud;  

o Clinical efficacy of the proposed treatment or service; 

o Severity or chronicity of the MH/SUD or medical/surgical condition;  

o Current and projected demand for services; 

o Licensing and accreditation of providers; 

o Geographic market (i.e., market rate and payment type for provider type and/or 
specialty); 

o Provider type (i.e., hospital, clinic, and practitioner) and/or specialty; 

o Supply of provider type and/or specialty; 
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o Network need and/or demand for provider type and/or specialty; 

o Medicare reimbursement rates; 

o Training, experience, and licensure of provider; 

⮚ Identify the sources for the factors that the plan uses to determine whether each service or code is 
deemed subject to the NQTLs.   

Illustrative examples of sources of factors include, but are not limited to:  

o Internal claims analysis;  

o Medical expert reviews;  

o State and federal requirements;  

o National accreditation standards;  

o Internal market and competitive analysis;  

o Medicare physician fee schedules;  

o Internal quality standard studies;  

o External healthcare claims database; 

o Current Medicare Physician Fee Schedule; 

o Medicare RVUs for CPT codes 

⮚ Identify factors that were considered, but rejected. 

⮚ If a factor was given more weight than another, what is the reason for the difference in 
weighting? 

⮚ Notes: 

o For utilization management NQTLs (e.g., prior authorization and concurrent review), it is 
understood that a determination of medical necessity is required for all services and it 
does not need to be noted as a factor.   

o The fact that all services in a particular classification or sub-classification are subject to 
the NQTL does not eliminate the requirement to identify the factors and sources for each 
factor. 

Step 3: 
 
Each factor must be defined. Identify and define the specific evidentiary standard(s) for each of the 
factors identified in Step 2 and any other evidence relied upon to design and apply each NQTL. Also, 
identify the source for each evidentiary standard. (§15-144(e)(2)).   
 

For each factor identified in Step 2, identify, define, and provide the source for the evidentiary standard 
and/or data source, and any other evidence relied upon, to determine that the NQTLs apply to MH/SUD 
and M/S services.  
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⮚ Identify any threshold or quantitative evidentiary standard at which each factor will implicate the 
NQTL. 

• For example, if high cost is identified as a factor used in designing a prior authorization 
requirement, the carrier would identify and explain: 

o The threshold dollar amount at which prior authorization will be required for any benefit; 

o The data analyses, and methodology and results used to determine the benefit is "high 
cost"; and how, if at all, the amount that is to be considered "high cost" is different for 
MH/SUD benefit as compared with M/S benefits, and how the carrier justifies this 
difference.  

• Examples of how factors identified based on evidentiary standards may be defined to set 
applicable thresholds for NQTLs include, but are not limited to:  

o Excessive utilization may be considered as a factor to design the NQTL when utilization 
is two standard deviations above average utilization per episode of care.  

o Recent medical cost escalation may be considered as a factor based on internal claims 
data showing that medical cost for certain services increased 10% or more per year for 
two years.  

o Lack of adherence to quality standards may be considered as a factor when deviation 
from generally accepted national quality standards for a specific disease category occurs 
more than 30% of the time based on clinical chart reviews.  

o High level of variation in length of stay may be considered as a factor when claims data 
shows that 25% of patients stayed longer than the median length of stay for acute hospital 
episodes of care.  

o High variability in cost per episode may be considered as a factor when episodes of 
outpatient care are two standard deviations higher in total cost than the average cost per 
episode 20 percent of the time in a 12-month period.  

o Lack of clinical efficacy may be considered as a factor when more than 50 percent of 
outpatient episodes of care for specific diseases are not based on evidence-based 
interventions (as defined by nationally accepted best practices) in a 12-month sample of 
claims data. 

⮚ If specific thresholds are not used to determine when the factor will implicate the NQTL, a 
specific, detailed, and reasoned explanation of how the carrier ensures the factors are being 
applied comparably and no more stringently to MH/SUD services must be provided. 

⮚ Evidentiary standards and processes that a carrier relies on may include any evidence that a 
carrier considers in developing its medical management techniques, including internal carrier 
standards, recognized medical literature and professional standards and protocols (such as 
comparative effectiveness studies and clinical trials), published research studies, treatment 
guidelines created by professional medical associations or other third-party entities, publicly 
available or proprietary clinical definitions, and outcome metrics from consulting or other 
organizations. 
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⮚ Explain comparability of how the factors are defined and applied between MH/SUD and M/S 
services (i.e., clearly delineate and explain any differences in factors, definitions of factors, or 
evidentiary standards used to determine application of the NQTL, and provide an explanation as 
to why and/or how the factors, definitions of factors, and evidentiary standards are deemed 
comparable). 

⮚ If a source such as NCQA is used in determining comparability, the standards for that source and 
any analyses developed internally or provided to NCQA or other external agencies must be 
provided.      

⮚ Failure to include all of the information described in the instructions for Step 3 will result in a 
finding that a carrier failed to submit a complete analysis report and may result in administrative 
penalties as specified in § 15-144 of the Insurance Article. 

Step 4: 
 
Provide the comparative analyses, including the methodology and results of any audits and reviews, 
performed and relied upon to determine whether each NQTL is comparable to and no more stringently 
applied, as written) (§15-144(e)(3)). 
  

⮚ Indicate how the factors, as defined and explained by the evidentiary standards identified in Step 
2  and Step 3, are applied comparably to establish the written policy as to which services, 
MH/SUD and M/S, are subject to the NQTL.  

⮚ Include a brief description of each step, and comparative analysis, for the processes used in 
applying the NQTLs to MH/SUD and M/S services, and demonstrate comparable and no more 
stringent application to MH/SUD services at each step. 

⮚ Include information on the composition and deliberations of the decision-making staff 
responsible for the written policies, including the number of staff members allocated, time 
allocated, qualifications of staff involved, breadth of sources and evidence considered, deviation 
from generally accepted standards of care, consultations with panels of experts, and reliance on 
national treatment guidelines or guidelines provided by third-party organizations. 

⮚ Demonstrate that there are not arbitrary or unfairly discriminatory differences in the written 
standards for applying underlying processes and strategies to NQTLs with respect to 
medical/surgical benefits versus MH/SUD benefits. 

⮚ Examples of methods/analyses demonstrating that factors, evidentiary standards, and processes 
are comparable:  

• Review of published literature on rapidly increasing cost for services for MH/SUD and 
medical/surgical conditions and a determination that a key factor(s) was present with similar 
frequency and magnitude with respect to specific MH/SUD and medical/surgical benefits 
subject to the NQTL.  

• A consistent methodology (e.g., internal claims analysis) for analyzing which MH/SUD and 
medical/surgical benefits had “high cost variability” (defined by identical factors and 
evidentiary standards for all services) and were therefore subject to the NQTL.  
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• Analysis that the methodology for setting usual and customary provider rates for both 
MH/SUD and medical/surgical benefits were the same, both as developed and applied.  

• Internal Quality Control Reports showing that the factors, evidentiary standards and 
processes with respect to MH/SUD and medical surgical benefits are comparable and no 
more stringently applied to MH/SUD benefits.  

• Summaries of research (e.g., clinical articles) considered in designing NQTLs for both 
MH/SUD and medical/surgical benefits, demonstrating that the research was similarly 
utilized for both MH/SUD and medical/surgical benefits. 

• Internal review of published treatment guidelines by appropriate clinical teams (with 
comparable compositions and qualifications for both MH/SUD and medical/surgical benefits) 
to identify (using comparable standards and thresholds for both MH/SUD and 
medical/surgical benefits) covered treatments or services which lack clinical efficacy. 

• Internal review to determine that the carrier’s panel of experts that determine whether a 
treatment is medically appropriate were comprised of comparable experts for MH/SUD 
conditions and medical/surgical conditions, and that such experts evaluated and applied 
nationally-recognized treatment guidelines or other criteria in a comparable manner. 

⮚ Failure to include all of the information described in the instructions for Step 4 will result in a 
finding that a carrier failed to submit a complete analysis report and may result in administrative 
penalties as specified in § 15-144 of the Insurance Article. 

Step 5: 

Provide the comparative analyses, including the methodology and results of any audits and reviews, 
performed and relied upon to determine whether each NQTL is comparable to and no more stringently 
applied, in operation. (§15-144(e)(4)).  

⮚ Provide the Company’s analyses that demonstrate the comparability of the implementation of the 
written policies and procedures governing application of the NQTL. 

⮚ The analyses should include discussion of quality assurance and oversight policies, processes and 
metrics that the plan applies to monitor in operation compliance.  Examples of information to 
include are results of comparative assessment of denial rates (both administrative and medical 
necessity) by service, reviews for correlation between basis for service denials and stated criteria, 
and internal and/or external appeals and overturn rates.   

⮚ Note: Disparate results or outcomes between MH/SUD and M/S services are not regarded as 
dispositive of parity noncompliance; however, disparities constitute a warning sign or red flag of 
potential noncompliance and warrant further investigation. Conversely, equal or more favorable 
outcomes for MH/SUD services as compared to M/S is a positive indicator; however, is not 
necessarily dispositive of parity compliance either. 

Examples of comparative analyses used to conclude that the NQTL is comparable to and no 
more stringently applied in operation include, but are not limited to: 

⮚ Audit results that demonstrate that the frequency of all types of utilization review for 
medical/surgical vs. MH/SUD, where applicable, are comparable.   



8 
 

⮚ Audit results that demonstrate physician-to-physician utilization reviews for prior or 
continuing coverage authorization were similar in frequency and content (e.g., review 
intervals, length of time, documentation required, etc.) of review for medical/surgical vs. 
MH/SUD within the same classifications of benefits.  

⮚ Audit results that demonstrate the process of consulting with expert reviewers for MH/ 
SUD medical necessity determinations is comparable to and no more stringent than the 
process of consulting with expert reviewers for medical/surgical medical necessity 
determinations, including the frequency of consultation with expert reviewers and 
qualifications of staff involved.   

⮚ Audit results that demonstrate utilization review staff follow comparable processes for 
determining which information is reasonably necessary for making medical necessity 
determinations for both MH/SUD reviews and medical/surgical reviews.  

⮚ Audit results that demonstrate that frequency of and reason for reviews for the extension 
of initial determinations (e.g., outpatient visits or inpatient days) for MH/SUD benefits 
were comparable to the frequency of reviews for the extension of initial determinations 
for medical/surgical benefits.  

⮚ Audit results that demonstrate that reviews for the extension of initial determinations 
(e.g., outpatient visits or inpatient days) for MH/SUD benefits were of equivalent 
stringency to the reviews for the extension of initial determinations for medical/surgical 
benefits.  

⮚ Audit/review of denial and appeal rates (both medical and administrative) by service type 
or benefit category.  

⮚ Audit/review of utilization review documentation requirements.  

⮚ Audit results that indicate that coverage approvals and denials correspond to the plan’s 
criteria and guidelines. 

⮚ A comparison of inter-rater reliability results between MH/SUD reviewers and medical/ 
surgical reviewers. 

⮚ Analyses to determine whether out-of-network and emergency room utilization by 
beneficiaries for MH/SUD services are comparable to those for out-of-network utilization 
for similar types of medical services within each benefits classification.  

⮚ Analyses of provider in-network participation rates (e.g., wait times for appointments, 
volume of claims filed, types of services provided). 

⮚ Failure to include all of the information described in the instructions for Step 5 will result in a 
finding that a carrier failed to submit a complete analysis report and may result in 
administrative penalties as specified in § 15-144 of the Insurance Article.  

 

[See Data Supplements 1 – 4 which contains requests for additional required data to supplement 
the responses provided in Step 5 of the NQTL Report.]  
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Step 6: 
 
Identify the measures used to ensure comparable design, development, and application of each NQTL that 
is implemented by the carrier and any entity delegated by the carrier to manage MH benefits, SUD 
benefits, or M/S benefits on behalf of the carrier. (§15-144(e)(5)). 
 

⮚ If the carrier delegates administration or management of certain benefits to a third party vendor or 
service provider (for example, a private review agent specializing in mental health and substance 
use disorder benefits or a pharmacy benefits manager), the carrier is responsible for coordinating 
with the subcontracted entity on the development and application of NQTLs for MH/SUD and 
medical/surgical benefits to ensure comparability.  

⮚ Include a description of the measures, processes, and standards implemented to ensure 
collaboration with all vendors and subcontracted entities that exert any influence on the design, 
development, or application of an NQTL. 

⮚ Include any written procedures or guidelines to ensure that that the NQTL is consistently applied 
to similarly situated individuals. 

Step 7: 
 
Disclose the specific findings and conclusions reached by the carrier that indicate compliance with § 15-
144 of the Insurance Article, the Parity Act, and other related federal regulations. (§15-144(e)(6)). 
 

⮚ Explain the basis for the Carrier’s conclusion that both as written and in operation, the processes, 
strategies, evidentiary standards, and factors used to impose the NQTL on MH/SUD benefits are 
comparable to and applied no more stringently than the processes, strategies, evidentiary 
standards, and factors used to impose the NQTL on medical/surgical benefits in each 
classification of benefits in which the NQTL is imposed. 

⮚ A general or conclusory statement of compliance is not sufficient. 

⮚ The analysis required for this section is not a restatement of prior sections of the report.    Instead, 
carriers shall prepare a detailed summary of specific findings and conclusions demonstrating that 
the plan is in compliance with the Parity Act both as written and in operation.   

               

⮚ To the extent there are differences noted between MH/SUD and M/S in the foregoing steps, 
delineate these in the summary and note how they were reconciled in the reporting. For example, 
if different factors were utilized to determine services to which the NQTLs would apply, explain 
how the processes, strategies, evidentiary standards, and other factors were determined to be 
comparable and applied no more stringently as written and in operation. 

 To the extent there are disparities in any comparative data analyses, including quantitative 
disparities shown in the required data supplement forms or other in operation analyses, explain in 
detail how these disparities are not evidence of parity non-compliance, and whether steps will be 
taken to reduce these disparities. Include whether steps have been taken to ensure/improve access 
to in-network M/S providers and whether the same or comparable steps have been taken for 
MH/SUD. 
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Disclosure Requirements 

Identify the process used to comply with the Parity Act Disclosure Requirements for MH/SUD and 
M/S Benefits. 

Describe the process for disclosing the criteria used for a medical necessity determination for 
MH/SUD benefits to current or potential members, or to a contracting provider, upon request. 

 
 Carriers shall report any instructions, guidance or information available to the public 

concerning the carrier’s obligation to respond to disclosure requests, including where requests 
must be sent and what information is available in response to disclosure requests. 
 

 Carriers shall report whether the designated division and/or individual(s) responsible for 
responding to disclosure requests. 

 

 Carriers shall indicate whether it responded to any disclosure requests by denying access to 
the requested information and the basis for such denial.  
 

 Carriers shall report any internal review process used to respond to disclosure requests for 
medical necessity criteria. 

 
  Carriers shall report any template form response used to explain medical necessity criteria in 

response to a participant, beneficiary, provider, or authorized representative of the beneficiary 
or participant. 

 
Describe the process for disclosing the reasons for a denial of benefits for MH/SUD. 

 Carriers shall report any internal review process used to respond to disclosure requests for 
denials of benefits.  

 
 Carriers shall report the criteria for responding to a disclosure request based on a denial of 

benefits for any applicable plan.  
 
 Carriers shall report the number of disclosure requests received for denials of benefits and the 

number of instances when it failed to provide a response to a participant beneficiary, 
provider, or authorized representative of the beneficiary or participant within 30 days of the 
request. 

 
Describe the process for disclosing plan documents that contain information about the processes, 
strategies, evidentiary standards and any other factors used to apply a NQTL in connection with a 
member's request for group plan information and for purposes of filing an internal coverage or 
grievance matter and appeals.   

 A carrier shall report how its procedures ensure that the following information is disclosed:  
o any information regarding NQTLs that apply to MH/SUD and/or medical/surgical 

benefits offered under the applicable plan. 
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o any records documenting NQTL processes and how the NQTLs are being applied to 
both medical/surgical and MH/SUD benefits under any applicable plan. 

o any available details as to how the standards were applied, and any internal testing, 
review, or analysis done by the applicable plan to support the rationale that the 
NQTL is being applied comparably and no more stringently to MH/SUD benefits 
than medical/surgical benefits.  

 
 A carrier shall report how its procedures ensure that any plan materials related to the plan’s 

compliance with MHPAEA are disclosed in compliance with 45 C.F.R § 146.136, including 
the following:  

o any references to provisions as stated on specified pages of the policy or certificate, 
or other underlying guidelines or criteria not included in the policy or certificate that 
the plan has consulted or relied upon; 

o any information regarding specific related factors or guidelines, such as applicable 
utilization review criteria;   

o any factors, such as cost or recommended standards of care, that are relied upon by 
an applicable plan for determining which M/S or MH/SUD benefits are subject to a 
specific requirement or limitation;   

o a description of the applicable requirement or limitation that the applicable plan 
believes has been used in any given MH/SUD service adverse decision within the 
relevant classification; and 

o the medical necessity guidelines relied upon for in- and out-of-network 
medical/surgical and MH/SUD benefits. 
 

 A carrier shall provide a list of the responses provided in the prior calendar year to requests 
from a member or a member’s authorized representative for a copy of the NQTL comparative 
analysis.  The actual responses are not required to be included with the initial submission, but 
shall be available to the Commissioner upon request. 
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[Add Data Supplements 1 – 4 here - which contain requests for additional required data to 
supplement the responses provided in Step 5 of the NQTL Report.]  
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MHPAEA Compliance Reporting for Data Report 

Introduction: This data collection tool is prepared to satisfy the requirements of §15-144, Insurance 
Article, Annotated Code of Maryland, to create a standard form for entities to submit the data report in 
accordance with subsection §15-144(f). 

Complete analysis reports must include all data and information identified in COMAR 31.10.51 and in 
these instructions in the manner and format specified.  Failure to submit a complete report may result in 
administrative penalties as specified in § 15-144 of the Insurance Article. 

The terms in the instructions and the analysis report are defined according to COMAR 31.10.51. 

Data Report Completion Instructions 

 Enter the health plan name in the yellow cell next to “Health Plan.” 
 For the first table, enter the # of Authorization Requests Received, # of Authorization Requests 

Approved, and the # of Authorization Requests Denied for each of the classifications (INN-
Inpatient, OON-Inpatient, Emergency Services, RX, INN-Outpatient-Office, OON-Outpatient-
Office, INN-Outpatient-AllOther, and OON-Outpatient-AllOther) mental health benefits, 
substance use disorder benefits, and medical/surgical benefits.  

 For the second table, enter the # of Claims Submitted, # of Claims Approved, and # of Claims 
Denied for each classifications (INN-Inpatient, OON-Inpatient, Emergency Services, RX, INN-
Outpatient-Office, OON-Outpatient-Office, INN-Outpatient-AllOther, and OON-Outpatient-
AllOther) mental health benefits, substance use disorder benefits, and medical/surgical benefits. 

 For the second table, also enter all of the applicable codes for denial of claims in the far right 
column for each benefit and each sub-classification.  Carriers shall also include a summary 
defining each applicable code listed in this column. 

 When reporting the data for each plan, if, for purposes of the corresponding NQTL analyses 
performed on the plan, a carrier has elected not to divide benefits furnished on an outpatient basis 
into the two sub-classifications described in 45 CFR § 146.136(c)(3)(iii)(C) for “office visits” and 
“all other outpatient items and services,” then the “INN-Outpatient-Office” and “OON-Outpatient 
Office” categories shall be used to report data for the outpatient classification in general, and 
“N/A” shall be entered for the “INN-Outpatient-AllOther” and “OON-Outpatient-AllOther” 
categories. 

 In counting the # of Authorization Requests Received and the # of Claims Submitted, use the 
number of requests received/claims submitted during the prior calendar year. The number of 
approvals and denials shall be those arising from the reported requests and claims. 


