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September 26, 2019 
 
The Honorable Mike Conway 
Insurance Commissioner 
Department of Regulatory Agencies 
Division of Insurance 
1560 Broadway, Suite 850 
Denver, CO 80202 
 
BY EMAIL: DORA_Ins_RulesandRecords@state.co.us 
 
RE: Draft Revised 4-2-17 - Prompt investigation of health claims involving utilization review and denial 
of benefits and rules related to internal claims and appeals processes 
 
Dear Commissioner Conway, 

The Division of Insurance has requested comments on DRAFT Revised 4-2-17 - Prompt 
Investigation of health claims involving utilization review and denial of benefits and rules related to 
internal claims and appeal processes.  Thank you for your continued efforts to ensure that health 
insurance effectively serves consumers and to listen to stakeholder feedback, including our previous 
comment letter on this regulation.  We appreciate your acknowledgement that the primary intent of 
the proposed amendments to regulation 4-2-17 is to change the timeframe for response to a prior 
authorization request to align with HB 19-1211. 
 
The Division’s substantial revisions to Section 7.F.2 (Carriers’ Requirements for Non-urgent Prior 
Authorization Requests) and Section 8.F.2 (Carriers’ Requirements for Urgent Prior Authorization 
Requests) incorporate the new requirements from HB 19-1211, but it appears these new 
requirements were added to the regulation without changing the requirements currently included in 
regulation 4-2-17.  For example, Section 7.F.2.a.(1) now says that, “Carriers shall notify the provider 
and the covered person within five (5) business days,” but Section 7.B.1.a. still says that, “Subject to 
section 7.B.1.b., a carrier shall make the determination and notify the covered person…within a 
reasonable period of time appropriate to the covered person’s medical condition, but in no event 
later than fifteen (15) calendar days.”  There are similar problems with Section 8.  Sections 7 and 8 
need to be fully aligned with the new requirements laid out in Section 7.F.2 and Section 8.F.2 so that 
there are no conflicts within the rules. 
 
Also, the new timeframes listed in Section 8.F.2.a do not quite align with the language of HB19-
1211.  Section 8.F.2.a.(1) says, “Carriers shall notify the provider and the covered person within 
seventy-two (72) hours,” but, per HB 19-1211, 10-16-112.5(3)(a)(II)(A) says carriers shall “NOTIFY 
THE PROVIDER AND COVERED PERSON, WITHIN TWO BUSINESS DAYS BUT NOT LONGER 
THAN SEVENTY-TWO HOURS.” 
 



We appreciate the additions of Section 7.F.2.c.(3) and Section 8.F.2.c.(3) to the revised regulation 4-
2-17, but we still believe regulation 4-2-49 concerning drug benefit prior authorization (item F) needs 
to be revised as required by HB 19-1211 [10-16-112.5 (3)(c)(II)]: “If the carrier or organization denies 
a prior authorization request based on a ground specified in section 10-16-113 (3)(a), the notification 
is subject to the requirements of section 10-16-113 (3)(a) and commissioner rules adopted pursuant 
to that section and must include information concerning whether the carrier or organization requires 
an alternative treatment, test, procedure, or medication.” 
 
Finally, we respectfully request that the Division incorporate additional revisions to address and further 
clarify these other requirements of HB 19-1211 in order to ensure the goals of the bill are fully 
effectuated: 
 

o A definition  of the “deemed” status of a prior authorization request when the timeframes 
specified by HB 19-1211 are not met [10-16-112.5 (3)(a)].  While the additions of Section 
7.F.2.a.(4) and Section 8.F.2.a.(4) are a step in the right direction, such a definition is still 
necessary in order to lay out how a provider should show proof of approval in order to 
ensure a patient’s timely access to care and ensure timely payment without the 
requirement for an appeal.  One approach would be to specify that prior authorization 
requests that are deemed granted shall automatically, without any further action on the 
part of the provider or patient, be given a unique prior authorization number attributable to 
the request as proof of approval.  If appropriate, this same definition should be included in 
an amended version of regulation 4-2-49 as well.   

o A statement clarifying that the requirement in HB 19-1211 [10-16-112.5 (2)(b)(II)] that a 
carrier update its website includes a requirement to provide a date for amendments in 
order to help providers comply. 

The Colorado Medical Society believes that this additional rulemaking to address and clarify the 
requirements of HB 19-1211 will further help to carry out the intent of the bill and protect consumers 
and providers. 
 
Sincerely,  

 
 
David S. Markenson, MD, MBA 
President, Colorado Medical Society 


