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In accordance with Title 45 of the Code of Federal Regulations (C.F.R.), Section 
150.313, the Center for Consumer Information and Insurance Oversight (CCIIO) has 
completed a targeted Market Conduct Examination (Examination) of Celtic 
Insurance Company, HIOS ID #29418, (Issuer) in the State of Texas. The 
Examination review period was January 1, 2021 through September 30, 2021, and 
was called to assess the Issuer’s compliance with section 2713(a) of the Public 
Health Service Act (PHS Act) and implementing regulations: 

 

• Coverage of Preventive Health Services - 45 C.F.R. § 147.130. 

CCIIO also reviewed the Issuer’s compliance with the following: 
 

• Coverage of COVID-19 diagnostic testing – Families First Coronavirus 
Response Act, Pub. L. 116-127, div. F § 6001(a)(1) and (2)1. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1 References in this document to § 6001 of the Families First Coronavirus Response Act refer to 
that statute, as amended by § 3201 of division A of the Coronavirus Aid, Relief, and Economic 
Security Act, Pub. L. 116-136. 
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I. Executive Summary 
 
The Center for Consumer Information and Insurance Oversight (CCIIO) has 
conducted a targeted Market Conduct Examination (Examination) of Celtic 
Insurance Company in the State of Texas (Issuer) to assess the Issuer’s compliance 
with the federal market reform requirements mandating coverage of certain 
preventive health services – section 2713 of the PHS Act and implementing 
regulation 45 C.F.R. § 147.130, and coverage of COVID-19 diagnostic testing – 
Families First Coronavirus Response Act, Pub. L. 116-127, div. F § 6001(a)(1) and 
(2).The period covered by the Examination was January 1, 2021, through 
September 30, 2021 (Examination Period). 

 
A random sample of 1,390 Issuer-generated claims was selected and reviewed. An 
additional sample of 596 claims was selected (1,986 claims samples in total) to 
evaluate the Issuer’s exceptions process for coverage of contraceptive services. 
This additional sample was selected by analyzing contraceptive pharmacy claims 
that were rejected for reason codes associated with medical management 
techniques such as prior authorization, plan limitations exceeded, and refill too soon. 
In addition to the selected claim samples, 55 Issuer documents were reviewed 
(2,041 total claim files and documents). 

 
CCIIO discovered one violation by the Issuer affecting 22 individuals for failing to 
provide coverage of recommended preventive health services, one violation by the 
Issuer, affecting one individual, for failing to provide coverage of COVID-19 
immunization without cost sharing, and one violation by the Issuer, affecting nine 
individuals, for failing to make a claim determination in accordance with governing 
plan documents. Consistent with the findings detailed in this Examination report, 
within 45 calendar days from the date of receipt of this final report, the Issuer is 
directed to take corrective measures such as modifying policies and procedures to 
ensure future compliance, notifying members of the policy revisions, conducting a 
self-audit to identify any inappropriately denied claims, re-adjudicating those 
identified claims, and providing CCIIO with a list of claims identified and re- 
adjudicated. 

 
This report is by exception; the Examination Results section only indicates areas 
where findings were noted and includes responses from the Issuer to criticisms 
noted in this report (when provided). In summary, findings were identified for the 
following Federal requirements: 

a. Coverage of preventive health services — section 2713(a) of the PHS Act 
and 45 C.F.R. § 147.130(a)(1);  
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b. COVID-19 immunization - section 3203 of the CARES Act and 45 C.F.R. § 
147.130(a)(1)(v); and, 

c. Failure to make a claim determination in accordance with governing plan 
documents — 42 U.S.C. § 300gg–19(a)(2)(A), 45 C.F.R. § 147.136(b)(3)(i), 
and 29 U.S.C. § 1135, 29 C.F.R. § 2560.503-1(b)(5). 

 
Additional details regarding these findings are in the Examination Results section of 
this report. 

 
The Examination identified practices that do not comply with applicable Federal 
requirements, some of which may also violate State insurance laws and regulations. 

 
The Issuer is directed, within 45 calendar days from the date of receipt of this final 
report, to take immediate corrective action with respect to the findings identified in 
this report to demonstrate its ability and intention to conduct business in accordance 
with Federal requirements. When applicable, corrective actions for other jurisdictions 
and/or affiliates should also be addressed. 
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The Issuer’s responses to criticisms issued during the Examination process appear 
after the findings in the Examination Results section of this report. 
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III. Issuer Profile 

Celtic Insurance Company is a Chicago-based health insurance company that 
specializes in individual health plans offered off the exchange for individuals, 
families, and self-employed workers. 

 
Celtic Insurance Company is a subsidiary of Centene Corporation in the state of 
Texas, which offers coverage nationwide and serves over 27 million members. 
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V. Examination Results 
 

A. Preventive Health Services Findings 

Finding 1 – Violation of section 2713(a) of the PHS Act and 45 C.F.R. § 147.130(a)(1). 

Section 2713(a) of the PHS Act states in pertinent part: 

(a) In General. —A group health plan and a health insurance issuer offering 
group or individual health insurance coverage shall, at a minimum provide 
coverage for and shall not impose any cost-sharing requirements for— 

 
(1) evidence-based items or services that have in effect a rating of "A" or 
"B" in the current recommendations of the United States Preventive 
Services Task Force; 

 
(2) immunizations that have in effect a recommendation from the Advisory 
Committee on Immunization Practices of the Centers for Disease Control 
and Prevention with respect to the individual involved; and 

 
(3) with respect to infants, children, and adolescents, evidence-informed 
preventive care and screenings provided for in the comprehensive 
guidelines supported by the Health Resources and Services 
Administration. 

 
(4) with respect to women, such additional preventive care and screenings 
not described in paragraph (1) as provided for in comprehensive 
guidelines supported by the Health Resources and Services 
Administration for purposes of this paragraph. 

 
(5) for the purposes of this Act, and for the purposes of any other provision 
of law, the current recommendations of the United States Preventive 
Service Task Force regarding breast cancer screening, mammography, 
and prevention shall be considered the most current other than those 
issued in or around November 2009. 

 
Nothing in this subsection shall be construed to prohibit a plan or issuer 
from providing coverage for services in addition to those recommended by 
United States Preventive Services Task Force or to deny coverage for 
services that are not recommended by such Task Force. 

 
45 C.F.R. §147.130(a)(1) Coverage of preventive health services, states in pertinent 
part: 
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(a) Services— (1) In general. Beginning at the time described in paragraph (b) of 

this section and subject to §§ 147.131, 147.132, and 147.133, a group health 
plan, or a health insurance issuer offering group or individual health insurance 
coverage, must provide coverage for and must not impose any cost-sharing 
requirements (such as a copayment, coinsurance, or a deductible) for— 

 
(i) Evidence-based items or services that have in effect a rating of A or B 
in the current recommendations of the United States Preventive Services 
Task Force with respect to the individual involved (except as otherwise 
provided in paragraph (c) of this section); 

 
(ii) Immunizations for routine use in children, adolescents, and adults that 
have in effect a recommendation from the Advisory Committee on 
Immunization Practices of the Centers for Disease Control and Prevention 
with respect to the individual involved (for this purpose, a recommendation 
from the Advisory Committee on Immunization Practices of the Centers for 
Disease Control and Prevention is considered in effect after it has been 
adopted by the Director of the Centers for Disease Control and 
Prevention, and a recommendation is considered to be for routine use if it 
is listed on the Immunization Schedules of the Centers for Disease Control 
and Prevention); 

(iii) With respect to infants, children, and adolescents, evidence-informed 
preventive care and screenings provided for in comprehensive guidelines 
supported by the Health Resources and Services Administration; 

 
(iv) With respect to women, such additional preventive care and 
screenings not described in paragraph (a)(1)(i) of this section as provided 
for in comprehensive guidelines supported by the Health Resources and 
Services Administration for purposes of section 2713(a)(4) of the Public 
Health Service Act, subject to §§ 147.131, 147.132, and 147.133; and 

 
(v) Any qualifying coronavirus preventive service, which means an item, 
service, or immunization that is intended to prevent or mitigate coronavirus 
disease 2019 (COVID-19) and that is, with respect to the individual 
involved— 

 
(A) An evidence-based item or service that has in effect a 
rating of A or B in the current recommendations of the United 
States Preventive Services Task Force; or 
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87491, 86850, 96127, 96160, and 99391 for which coverage was denied or cost 
sharing imposed for preventive services for claims that did not have preventive 
diagnosis codes and preventive service codes and claims manually processed 
improperly. 

 
Within 45 calendar days from the date of receipt of this final report, provide 

documentation containing the results from the self-audit, re-adjudicate all such 

claims and provide a list of the claims identified and re-adjudicated to CCIIO. 

Include: the claim number, date of service, date of original denial or imposition of 

cost sharing, date of re-adjudication, amount paid to provider, provider 

reimbursement check number issued, amount refunded to member, and member 

refund check number issued on the date of re-adjudication. Review, and update 

claim policies to ensure compliance with Federal Preventive Health Services 

statutes and rules. Provide the updated claim policies to CMS within 45 calendar 

days from the date of receipt of this final report. 

 

Issuer’s Response: The Company concurs with CCIIO’s position regarding codes 

45380, 45385, 96127, 96160, 86850, 87491, 80050, 77063, 77067, and 99391. 

 

Corrective Action Steps: 

 

Codes added to the Preventive Care Code Set: 

 

• Code 96127 was added to the Preventive Care Code Set effective November 

1, 2019. 

• Code 96160 was added to the Preventive Care Code Set effective January 1,  

2019. 

• Code 86850 was added to the Preventive Care Code Set effective April 1, 

2021. 

Code 87491 configuration was updated removing one per year limit effective  

January 1, 2021. 

 

For 2019-2021 claims with service codes 96127, 96160, 86850, and 87491, manual 

checks refunding cost share were issued directly to members with a letter explaining 

the issue in August 2022. 

 

For 2022 claims with service code 96127, 96160, 86850, and 87491, a claims project 

was initiated to reprocess claims. 

 

Claims denied due to Payment Integrity edit: 
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Claims denied as "x4 - Procedure code/diagnosis code inconsistent with members  

gender” (codes 80050, 77063, 77067) due to the member’s enrollment file having the  

incorrect gender. The x4 denial was applied due to a Payment Integrity edit. 

 

• Claim  – Member’s gender corrected in the system. Claim 

reprocessed and paid under claim  on April 4, 2022. 

• Claim  – Member’s gender corrected in the system. Claim  

reprocessed and paid under claim on April 12, 2022. 

• Claim  – Member’s gender corrected in the system. Claim  

reprocessed and paid under claim  on April 12, 2022. 

• Review of the Payment Integrity edit is currently under way. 

 

Please note, procedure code 80050 is a laboratory panel which may or may not be 

performed as a preventative service. When this procedure code is billed in 

conjunction with a preventative visit or with a preventative diagnosis code, the 

system is configured to apply the preventative claims payment benefit. 

 

Claim denied due to Member date of birth mismatch: 

Claim denied as “MQ - Member name number date of birth do not match” (code 

99391) due to newborn member’s date of birth on the claim form not matching the 

date of birth on the enrollment system.  

 

• Claim - Member’s date of birth was corrected in the system. 

Claim  

reprocessed and paid under claim  on April 12, 2022. 

 

Colonoscopy Codes 45380 and 45385: 

Claims processed as diagnostic colonoscopy with cost share. 

 

The colonoscopy claims referenced in Criticism #2 and #3 do not include a 

preventive modifier on the claim form. We respectfully disagree these claims should 

have processed against the preventive care benefit. 

 

The Company has taken Corrective Action Steps regarding preventive colonoscopy 

claims processing. The Company previously reported to the CMS Account Manager 

that a system limitation was identified that does not allow for preventive modifier 

positions outside of the Modifier 1 field to be adjudicated against preventive care 

benefits. Providers billing preventive modifiers in the Modifier 2 through 4 positions 

on the claim form caused claims to process as diagnostic and apply member cost 

share. 
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Corrective Action Steps 

• A claims analysis was performed to identify impacted claims with dates of 

services of 2020-2023 billed with a preventative modifier in the modifier 2 

through 4 positions. Manual checks will be issued to members for 2020 and 

2021 dates of  

      service.  

• Claims projects were submitted to reprocess impacted claims for 2022 and 

2023 dates of service. 

• The Centene configuration team has developed functionality to identify claims  

with a preventative modifier outside of the modifier 1 position. If the claim is  

billed with the appropriate diagnosis code, CPT code, modifier, and the  

preventative service history meets the preventative care requirements, the 

claim will appropriately process against the preventative care benefits. 

 

Per page 33 of the 2024 Provider Billing Manual: 

Preventive benefits do not generally include services intended to treat an existing 

illness, injury, or condition. Benefits will be determined based on how the bill is 

submitted.  

Claims must be submitted with the appropriate diagnosis and/or procedure code 

and modifier(s) when applicable to be paid at the 100% benefit level. If during a 

preventive care visit a member receives services to treat an existing illness, injury, 

or condition, he/she may be required to pay a copayment, deductible and/or 

coinsurance for those covered non-preventive services. 

 

 

CCIIO concurs with the Issuer’s position.
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B. COVID-19 Immunization Finding 
 

Finding 2 - Violation of section 3203 of the CARES Act and 45 C.F.R. § 
147.130(a)(1)(v). 
 
Section 3203 of the CARES Act states in pertinent part: 
 
(a) IN GENERAL. —Notwithstanding 2713(b) of the Public Health Service Act (42 U.S.C. 
300gg-13), the Secretary of Health and Human Services, the Secretary of Labor, and the 
Secretary of the Treasury shall require group health plans and health insurance issuers 
offering group or individual health insurance to cover (without cost-sharing) any 
qualifying coronavirus preventive service, pursuant to section 2713(a) of the Public 
Health Service Act (42 U.S.C. 300gg-13(a)) (including the regulations under sections 
2590.715-2713 of title 29, Code of Federal Regulations, section 54.9815-2713 of title 26, 
Code of Federal Regulations, and section147.130 of title 45, Code of Federal 
Regulations (or any successor regulations)). The requirement described in this 
subsection shall take effect with respect to a qualifying coronavirus preventive service on 
the specified date described in subsection (b)(2).                                               
(b) DEFINITIONS. —For purposes of this section: 

 
(1) QUALIFYING CORONAVIRUS PREVENTIVE SERVICE. —The term ‘‘qualifying 
coronavirus preventive service’’ means an item, service, or immunization that is intended 
to prevent or mitigate coronavirus disease 2019 and that is— 
 
(A) an evidence-based item or service that has in effect 
a rating of ‘‘A’’ or ‘‘B’’ in the current recommendations of 
the United States Preventive Services Task Force; or 
 
(B) an immunization that has in effect a recommendation from the Advisory Committee 
on Immunization Practices of the Centers for Disease Control and Prevention 
with respect to the individual involved. 
 
(2) SPECIFIED DATE. —The term ‘‘specified date’’ means the 
date that is 15 business days after the date on which a recommendation is made relating 
to the qualifying coronavirus preventive service as described in such paragraph. 
 
(3) ADDITIONAL TERMS. —In this section, the terms ‘‘group 
health plan’’, ‘‘health insurance issuer’’, ‘‘group health insurance coverage’’, and 
‘‘individual health insurance coverage’’ have the meanings given such terms in section 
2791 of the Public Health Service Act (42 U.S.C. 300gg-91), section 733 of 
the Employee Retirement Income Security Act of 1974 (29 U.S.C. 1191b), and section 
9832 of the Internal Revenue Code, as applicable. 
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45 C.F.R. §147.130(a)(1)(v) Coverage of preventive health services, states in 
pertinent part: 
 

(a) Services— (1) In general. Beginning at the time described in paragraph (b) of 
this section and subject to §§ 147.131, 147.132, and 147.133, a group health 
plan, or a health insurance issuer offering group or individual health insurance 
coverage, must provide coverage for and must not impose any cost-sharing 
requirements (such as a copayment, coinsurance, or a deductible) for— 

 
(v)  Any qualifying coronavirus preventive service, which means an item, 

service, or immunization that is intended to prevent or mitigate coronavirus 
disease 2019 (COVID-19) and that is, with respect to the individual 
involved— 

 
(A) An evidence-based item or service that has in effect a rating 

of A or B in the current recommendations of the United 
States Preventive Services Task Force; or 

(B) An immunization that has in effect a recommendation from 
the Advisory Committee on Immunization Practices of the 
Centers for Disease Control and Prevention (regardless of 
whether the immunization is recommended for routine 
use). For purposes of this paragraph (a)(1)(v)(B), a 
recommendation from the Advisory Committee on 
Immunization Practices of the Centers for Disease Control 
and Prevention is considered in effect after it has been 
adopted by the Director of the Centers for Disease Control 
and Prevention. 

 
The Issuer failed to comply with the above requirements in the circumstances 
detailed in the finding below. 

 
COVID-19 Immunization Finding 

 
The Issuer failed to provide coverage of items and services related to COVID-19 
immunization without cost sharing for one procedure billed. COVID-19 
immunization services were reviewed as part of the claim population provided by 
the Issuer related to Pediatric Bright Futures and Immunizations claims. Claim 
files that contained violations for this finding are listed below. 
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refund check number issued on the date of re-adjudication. 
 

Issuer’s Response: The Company concurs with CCIIO’s position as outlined in the 

Draft Report. 

 

The Company would like to clarify that code 0013A is for the administration of a third 

dose of vaccine product when the initial immune response following a two-dose 

primary COVID-19 vaccine series is likely to be insufficient. It is not a COVID-19 

diagnostic test. 

 

The claim referenced in the finding was denied because the claim pricing 

configuration was not complete at the time the claim was received and processed on 

September 23, 2021. Code 0013A was a new code that became effective in mid-

August 2021. 

 

Corrective Action Steps 

 

• Service code 0013A was configured in the claims processing system as of  

September 28, 2021. 

• A review of code 0013A claims from January 1, 2021 through March 31, 2022 
was completed. A total of 234 denied claims were identified and reprocessed. 

• Subsequent to the identification of this issue, claims processes were updated 

to pend claims when a service code configuration is incomplete. 

• A review of all claims for service code 0013A that denied coverage or imposed 

cost sharing for COVID-19 vaccine administration from January 1, 2021 to 

May 11, 2023 is underway. 

 

CCIIO concurs with the Issuer regarding code 0013A. Initially, CCIIO noted that 

Celtic violated the Families First Coronavirus Response Act, Pub. L. 116-127, 

div. F § 6001(a)(1) and (2) for failing to provide coverage of COVID-19 

diagnostic testing however, CCIIO clarified that code 0013A is for the 

administration of a third dose of vaccine product. CCIIO updated this finding to 

reflect Celtic’s violation of Section 3203 of the CARES Act and 45 C.F.R. § 

147.130(a)(1)(v) for failing to provide coverage of COVID-19 immunization 

without cost sharing.
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C. Claims Process Findings 

 
Finding 3 – Violation of Section 2719(a)(2)(B) and 45 C.F.R. § 147.136(b)(3)(i) 

states in pertinent part: 

(a) Internal claims appeals 
 

* * * * 
(2) Established processes 

 
To comply with paragraph (1)— 

 
* * * * 

 
(B) a health insurance issuer offering individual health 
coverage, and any other issuer not subject to subparagraph 
(A), shall provide an internal claims and appeals process 
that initially incorporates the claims and appeals procedures 
set forth under applicable law (as in existence on March 23, 
2010), and shall update such process in accordance with 
any standards established by the Secretary of Health and 
Human Services for such issuers. 

 
45 C.F.R. § 147.136(b)(3)(i) states in pertinent part: 

 
(b) Internal claims and appeals process — (1) In general. A group health plan 
and a health insurance issuer offering group or individual health insurance 
coverage must implement an effective internal claims and appeals process, as 
described in this paragraph (b). 

 
* * * * 

(3) Requirements for individual health insurance issuers. A health 
insurance issuer offering individual health insurance coverage must 
comply with all the requirements of this paragraph (b)(3). 

 
(i) Minimum internal claims and appeals standards. A health 

insurance issuer offering individual health insurance 
coverage must comply with all the requirements of the 
ERISA internal claims and appeals procedures applicable to 
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• CPS reviewed contraceptive denials from July 1, 2015, to May 20, 2022. 

• On August 31, 2022, CPS Prior Authorization Operations implemented a 
decision tree to be used for contraceptive Prior Authorization reviews. The 
decision tree will auto-approve PA requests if criteria is met per HIM.PA.100. 

 
CCIIO concurs with Issuer’s response.
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VI. Closing 
 

A total of 2,041 claim files and documents were reviewed as part of this 
Examination. Of the files and documents reviewed, CCIIO found a total of three 
violations: one violation, affecting 22 individuals, related to coverage of preventive 
health services; one violation, affecting one individual, related to coverage of 
COVID-19 immunization; and one violation, affecting nine individuals, for failing to 
make a claim determination in accordance with governing plan documents. 
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VII. Examination Report Submission

The courtesy and cooperation extended by the officers and employees of the Issuer
during the course of the Examination are hereby acknowledged.

_____________________ 
Jeff Wu 
Deputy Director for Policy 
Center for Consumer Information and Insurance Oversight 
Centers for Medicare & Medicaid Services 
US Department of Health & Human Services 

In addition, the following individuals participated in this Examination and in the 
preparation of this report: 

Center for Consumer Information and Insurance Oversight 

• Darshell Shepphard, MCM

• Januwa Epps, MS, MSL

 Examination Resources, LLC 




