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TO THE HOUSE COMMITTEE ON CONSUMER PROTECTION & COMMERCE

TWENTY-SEVENTH LEGISLATURE
Regular Session of 2014

Monday, February 10, 2014
5:00 p.m.

TESTIMONY ON HOUSE BILL NO. 2355, H.D. 1 — RELATING TO IN VITRO
FERTILIZATION INSURANCE COVERAGE.

TO THE HONORABLE ANGUS K.L. McKELVEY, CHAIR, AND MEMBERS OF THE
COMMITTEE:

My name is Gordon Ito, State Insurance Commissioner, testifying on behalf of
the Department of Commerce and Consumer Affairs (“Department”). The Department
takes no position on this bill, and submits the following comments on this bill.

The purpose of this bill is to provide in vitro fertilization insurance coverage
equality for women who are diagnosed with infertility by requiring non-discriminatory
coverage. The bill, however, limits lifetime benefits for treating infertility to three in vitro
fertilization cycles or live birth. Existing law provides for a one-time benefit.

We thank the Committee for the opportunity to present testimony on this matter.
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STATE OF HAWAII

DEPARTMENT OF HUMAN SERVICES
P. O. Box 339

Honolulu, Hawaii 96809-0339

February I0, 2014

TO: The Honorable Angus L.K. l\/IcKelvey., Chair
House Committee on Consumer Protection and Commerce

FROM: Patricia McManaman, Director

SUBJECT: H.B. 2355 H D 1 - RE, . . LATING TO IN VITRO FERTILIZATION
INSURANCE COVERAGE

Hearing: Monday, February 10 2014 5 0, ; : 0 p.1n.
Conference Room 325, State Capitol

PURPOSE: The purpose ofthis bill is to 4require insurance coverage equality for women

who are diagnosed with infertility by making available t th0 em expanded treatment options.

ensuring adequate and affordable health care services.

DEPARTMENT’S POSITION: The Department of Human Services (DHS

followin '
) provides the

g comment on this measure.

It is unclear if the requirements of this bill would also apply to Medicaid. Medicaid does

not cover treatment for infertility so federal funds will not be available for this service. IfMed-

QUEST is required to cover these services, they would be state-only funded, and the DHS would

require an additional appropriation. To provide clarity, the DHS respectfully recommends that the

measure specify that Medicaid is excluded from this bill’s requirements.

Thank you for the opportunity to testify.

AN EQUAL OPPORTUNITY AGENCY
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House Committee on Consumer Protection & Commerce
Representative Angus L.K. McKe|vey, Chair

Representative Derek S.K. Kawakami, Vice Chair

Monday, February 10, 2014
Conference Room 325

5:00 p.m.
Hawaii State Capitol

Testimony Supporting House Bill 2355, HD1, Relating to In Vitro Fertilization
Insurance Coverage. Provides insurance coverage equality for women who are

diagnosed with infertility by making available to them expanded treatment option
ensuring adequate and affordable health care services.

Alice M. Hall
Acting President and Chief Executive Officer

Hawaii Health Systems Corporation

On behalf of the Hawaii Health Systems Corporation (HHSC) Corporate Board of
Directors, thank you for the opportunity to present testimony in support of HB 2355,
HD1.

We believe that insurance companies should provide coverage for patients diagnosed
and who need treatment for this disease affecting the reproductive system.

We appreciate the Committee’s focus on improving healthcare for our island
communities. Thank you for the opportunity to testify before this committee.

3675 KILAUEA AVENUE 0 HONOLULU,HAWAll 96816 I PHONE: (808) 733-4020 0 FAX: (808) 733-4028
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Chamberof Commerce HAWAI I
The Voice ofBusiness

C

Testimony to the House Committee on Consumer Protection and Commerce
Monday, February 10, 2014- at 5:00 P.M.

State Capitol - Conference Room 325

RE: HOUSE BILL 2355. HD1 RELATING TO IN VITRO FERTILIZATION INSURANCE
COVERAGE

Chair McKelvey and Vice Chair Kawakami, and members ofthe committee:

The Chamber ofCommerce ofHawaii ("The Chamber“) opposes HB 2355 Relating to In
Vitro Fertilization Insurance Coverage.

The Chamber is the largest business organization in Hawaii, representing over 1,000
businesses. Approximately 80% of our members are small businesses with less than 20
employees. As the “Voice ofBusiness” in Hawaii, the organization Works on behalfofmembers
and the entire business community to improve the state’s economic climate and to foster positive
action on issues ofcommon concem.

While We understand that persons may need additional health care services, we do not
believe that business should be the group responsible for paying for this mandated benefit.
Ninety percent ofthe cost of an employee’s health care premium is paid for by the employer.
Most employers would be unable to pass this new cost onto the consumer. Please keep in mind
that this would be in addition to the already annual increase in health care premiums of 7-l 0%
each year.

Thank you for the opportunity to testify.

1132 Bishop Street, Suite 402 0 Honolulu, Hawaii96813 0 Phone: (808) 5454300 0 Facsimile: (808) 545-4369
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February 10,2014

The Honorable Angus L. K. McKelvey, Chair
The Honorable Derek S. K. Kawakami, Vice Chair
House Committee on Consumer Protection and Commerce

Re: HB 2355, HD1 — Relating to In Vitro Fertilization Insurance Coverage

Dear Chair McKelvey, Vice Chair Kawakami and Members of the Committee:

The Hawaii Medical Service Association (HMSA) appreciates the opportunity to testify on HB 2355, HD1, which
would require health insurance coverage for women who are diagnosed with infertility by making available to
them expanded treatment options. HMSA supports one specific provision of this legislation, but we have
concerns with other parts ofthe Bill and offer comments.

HMSA certainly is aware and empathetic to the situations under which in vitro fertilization (IVF) procedures
would be conducted. To that end, HMSA does not believe marital status should be a condition for which this
medical service is provided. Consequently, we support that specific provision ofthis Bill that eliminates
reference to the term, “spouse” in Section 432:1-604, Hawaii Revised Statutes.

HMSA does have concerns with other provisions of this Bill. We offer a one-time only coverage for IVF
procedures. In seeking to expand the coverage level, this legislation raises issues that need to be clarified
because they will add to the cost ofthe health care system. For example:

(1) If three in IVF procedures are performed under coverage by one plan and the member transfers to
another plan, would the individual be eligible for three additional IVF cycle procedures in the new
plan?

(2) If a woman has a successful IVF procedure resulting in a live birth, would she still be eligible for two
remaining procedures?

(3) As written, the purpose of the Bill is to provide IVF insurance coverage equality for women who are
diagnosed with infertility. This suggests that the woman would not have previously had a child. If a
woman has had a child, it is unclear whether she could be diagnosed with infertility by meeting the
requirement of "failure to achieve a successful pregnancy after twelve months or more of appropriate,
timed unprotected intercourse or therapeutic donor insemination for women thirty-five years or
younger or six months for women over thirty-five years."

Hawaii Medical Service Association 818 Keeaurnoku Sin P.O. Box 860 (808) 948-5110 Branch offices located on Internet address
Honolulu, HI 96808-0860 Hawaii, Kauai and Maui www.HMSA.oom



(4) There will be cost implications to contend with. We are advised that a global IVF fee costs about
$16,000 per case. And, the required drugs run approximately $8,000 per case.

Thank you for allowing us to testify on this Bill. We hope the Committee considers these issues as you
proceed to review this measure.

Very truly yours,

 -"W
Jennifer Diesman
Vice President
Government Relations

Hawaii Medical Service Association 818 Keeaumoku Sin P.O. Box 860 (808) 948-5110 Branch offices located on Internet address
Honolulu, HI 96808-0860 Hawaii, Kauai and Maui www.HMSA.oom
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Testimony of

John M. Kirimitsu
Legal & Government Relations Consultant

Before:
House Committee on Consumer Protection & Commerce

The Honorable Agnus L.K. McKelvey, Chair
The Honorable Derek S.K. Kawakami, Vice Chair

February 10, 2014
5:00 pm

Conference Room 325

Re: HB 2355, HD1, Relating to In Vitro Fertilization Insurance Coverage

Chair, Vice Chair, and committee members, thank you for this opportunity to provide testimony on
this measure regarding expanded in vitro fertilization insurance coverage.

Kaiser Permanente Hawaii requests an auditor study.

It is widely recognized that the ACA was enacted with the goals of increasing the Quality and
affordability of health insurance, lowering the uninsured rate by expanding insurance coverage,
and reducing the costs of healthcare for individuals and the government. Done correctly, health
care reform can reduce costs while simultaneously improving the quality of care. However, this
will not happen if the emphasis is shifted to costly mandates that inevitably drive up the price of
health insurance, rather than emphasizing prevention.

Under the ACA, the health plans are already mandated to include ten essential benefits, from
care for pregnant mothers to substance abuse treatment, with an emphasis on prevention to keep
costs down. The ACA’s goal of reducing healthcare costs is being sought by improving
American’s health by emphasizing health care that prevents illnesses from becoming serious,
long-term health problems, thus reducing avoidable hospitalizations. The hope is that this
reduction in preventable illness through new prevention coverage will result in significant health
care savings to everyone. Therefore, any additionally mandated benefits beyond those required
under the essential benefits, notwithstanding the fact that the state may be required to defray such
costs of newly mandated benefits, will undoubtedly hinder the goal of decreasing health care
spending and health care insurance premiums.

711 Kapiolani Blvd
Honolulu, Hawaii 96813
Telephone: 808-432-5224
Facsimile: 808-432-5906
Mobile: 808-282-6642
E-mail: John.M.Kirimitsu@kp.org
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That being said, Kaiser requests that the legislative auditor conduct an impact assessment report,
as required pursuant to Sections 23-51 and 23-52 of the Hawaii Revised Statutes, to assess
among other things:

a) the extent to which this mandated insurance coverage would be reasonably expected
to increase the insurance premium and administrative expenses of policy holders; and

b) the impact of this mandated coverage on the total cost of health care.

Thank you for the opportunity to comment.

Kaiser Permanente Hawaii



TO: COMMITTEE ON CONSUMER PROTECTION & COMMERCE
The Honorable Angus L.K. McKelvey, Chair
The Honorable Derek S.K. Kawakami Vice Chair

SUBIECT: HB Z355 HD1— RELATING TO IN VITRO FERTILIZATION
COVERAGE

Hearing: Monday, February 10, 2014
Time: 5:00 p.m.
Place: Conference Room 325

FROM: Na‘unanikinau Kamali‘i

This testimony is submitted in strong support of this measure with recommended
amendments: striking “lifetime” in the measure wherever mentioned and ensuring
that it passes this session with an effective date of]uly 1, 2014- to address immediate
compliance and discriminatory concerns.

This measure provides in vitro fertilization coverage equality for women who are
diagnosed with infertility by requiring non-discriminatory coverage and ensuring
quality of care in the diagnosis and treatment of infertility. For over 27 years the in
vitro fertilization law in Hawaii provided coverage within a discriminatory
framework, which must be corrected by the legislature. In vitro fertilization
coverage is an Essential Health Benefit EH81 and as of Ianuary 1, Z014 strict
federal prohibitions apply to EHB. Foremost, diagnosis and treatment of infertility
disease should be brought in alignment with the national standards of the Center for
Disease Control and as an EHB in compliance with ERISA, the American Disabilities
Act and the Affordable Care Act. I am submitting testimony in my individual
capacity in support of HB 2355 HD1 for several reasons.

Summary:

The measure:
1. Finds that infertility is a disease of the reproductive system that impairs and

substantially limits an individual's major life activity of reproduction and
recognizes infertility as a disability.

2. Requires a diagnosis of infertility before treatment.
3. Proposes IVF coverage as a “life time" benefit as opposed to a “one time" only

benefits, however, the ACA prohibits such lifetime limits with respect to
essential health benefits after ]anuary 1, 2014 and either old or proposed
language must be stricken.

4. Focuses on the success of having a child by providing cost effective
measurable limitations of three in vitro fertilization cycles or a live birth (see
ilinois law attached].

Page 1 of 5
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Mandates in vitro fertilization coverage equality for all women diagnosed
with a medical condition of infertility by removing discriminatory language
based on marital status. EHB may not contain discriminatory provisions.
Requires a reasonable history of infertility based on national medical
standard (ASRM) instead of an arbitrary five-year history.
Is consistent with Center for Disease Control national standards of infertility
diagnosis categories.
Requires coverage for other applicable treatments for infertility, unless the
individual's physician determines that those treatments are likely to be
unsuccessful.
Provides the American Society of Reproductive Medicine definition of
“infertility”.

Expanded Comments:

1.

2

3

A diagnosis of infertility is a disability under the American Disability Act.
Courts have held that women suffering from a diagnosis of infertility meet
the definition of "disability" set forth in 42 U. S. C. § 12102(2) [A]: a physical
or mental impairment that substantially limits one or more major life
activities. In examining the definition of physical impairment, the Courts
have also concluded that women suffering from a diagnosis of infertility
suffer from a physical impairment which is defined as “any physiological
disorder, or condition, cosmetic disfigurement or anatomical loss affecting
one or more of the following body system:....reproductive ..." 29 C.F.R.
§1630.2 (h](1].

The measure provides a "lifetime" limit for the IVF treatment. However, as of
Ianuary 1, 2014, the restriction oflifetime dollar limits applies to essential
health benefits. Because IVF coverage benefit is one of Hawai‘i's essential
health benefits (EHB) for Hawai‘i as reported by CMS, lifetime and annual
dollar limits for must be eliminated in 2014. Thus it holds that "lifetime" in
the proposed legislation as well as the "one time only" in the current law
must be stricken. The prohibition on lifetime dollar limits applies equally to
grandfathered and non—grandfathered plans. Further, the plan must give the
individual a written notice that the lifetime limit no longer applies and that
the individual, if covered, is eligible for benefits. However, nothing in the
rule would appear to prohibit the use of visit limits or other treatment limits.
Thus, it would appear that the limitation of "three in vitro fertilization cycles
or a live birth" is allowed and is measureable to contain cost.

The focus of the measure is on ensuring a live birth and not simply that one
"try" is afforded the patient. The benefit becomes available when the patient
is diagnosed with infertility disease, irrespective ofwhether she has had
other children. The member becomes eligible upon her physician's diagnosis
of infertility to treat her disease of infertility. Other states have also enacted
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language, which focuses the success of a live birth. Illinois IVF coverage law,
for example, contains language similar to SB 2909 which provides coverage
for more than one oocyte retrieval and is limited if a live birth follows.
Coverage is required subject to the following conditions: "(B] the covered
individual has not undergone 4 completed oocyte retrievals, except that ifa
live birth follows a completed oocyte retrieval, then 2 more completed oocyte
retrievals shall be covered". (Attachment 1]

Marital status has no rational relation to the treatment of a medical diagnosis
and condition of infertility. The current IVF coverage law wrongfully creates
two "classes" of premium paying members and is discriminatory on its face
under ERISA, ADA, and ACA. Health plans deliberately upheld discriminatory
provisions which called for a member to be married and use her husband‘s
sperm, reaping a prohibited premium savings from the practice. In
application, employed health plan members who are single, divorced,
widowed, partnered or otherwise “not married" women pay premiums just
like married members diagnosed with infertility yet, ARE NOT eligible for the
IVF coverage. The Hawaii legislature has not provided any rational basis for
the "marital status" requirement, which rests squarely on moral grounds.
The purpose ofHB2355 HD1 is to provide in vitro fertilization insurance
coverage equality for women who are diagnosed with infertility by requiring
non-discriminatory coverage and ensuring quality of care in the diagnosis
and treatment of infertility. The corrective action by the legislature to
eliminate the discriminatory marital status requirement is long overdue. The
overriding corrective measure should prevail over any cost consideration to
address prohibited discriminatory practices. The focus must again be on a
diagnosis of infertility as a determinant on whether coverage will be
provided.

In its guidance to patients, the American Society of Reproductive Medicine
defines infertility as the inability to achieve pregnancy after one year of
unprotected intercourse. Ifthe individual has been trying to conceive for a
year or more, she should consider an infertility evaluation. However, if she is
35 years or older, she should begin the infertility evaluation after about six
months of unprotected intercourse rather than a year, so as not to delay
potentially needed treatment.

The measure provides for disease conditions that are consistent with
national published guidelines and reporting. The Center for Disease Control
reports for year 2011 is attached. (Attachment 2). Any age limitations would
violate the ACA. (45 CFR §156.125; 45 CFR §156.200 (e]]

Affordable Care Act (ACA) Considerations:

Since the enactment of the Affordable Care Act (ACA), the Department of Health and
Human Services has issued several implementing regulations and rules, which have
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since been codified in Title 45 Code of Federal Regulations. The Affordable Care Act
adds section 715(a)[1) to the Employee Retirement Income Security Act (ERISA)
and section 9815(a)[1) to the Internal Revenue Code (the Code] to incorporate the
provisions of part A oftitle XXVII of the PHS Act and ERISA and the Code, and make
them applicable to group health plans, and health insurance issuers providing
health insurance coverage in connection with group health plans. Because there are
general and specific provisions of the ACA which apply to States, general and
specific preemption considerations also apply.

In consideration ofthis measure there appear to be ACA considerations as well that
are instructive on the bill as well as statements ofHHS or CMS concerning Essential
Health Benefits.

1. Essential Health Benefits
In Vitro Fertilization Coverage is an Essential Health Benefit [EHB], which

imposes no state liability under the ACA. By way of testimony in March 2011, the
Hawaii Association of Health Plans ("HARP") raised the concern of the potential
liability that the State would be facing by mandating even more extensive infertility
treatments because the ACA is still in flux. This assertion is of no consequence and
concern at this time post Ianuary 1, 2014 since the federal government has since
issued two regulations and a final regulation at Federal Register, Vol. 78, No. 37,
February 25, 2013 which has been codified in 45 CFR §156 which address these
concerns. Also, CMS has published on its web site each states Essential Health
Benefits and IVF coverage is included as an EHB.

Generally the ACA provides that if a State requires issuers to cover benefits in
excess of EHB, the Affordable Care Act directs the state to defray the costs of these
benefits in Qualified Health Plans. States may include as part oftheir benchmark
plan state benefit requirements, avoiding costs associated with these provisions.
Because In Vitro Fertilization is a Hawaii State Required Benefit that is an Essential
Health Benefit, there is no State liability. Other general considerations regarding
the affect of the ACA on states are provided at the CMS or CCIO website at CMS.gov
[Attachment 3)

2. The ACA prohibitions on discrimination.
The ACA prohibits discrimination as set forth in Title 45 of Code of Federal

Regulations Part 156. Two sections in particular, which prohibit discrimination, are 45
CFR §156.125 and §156.200[e) of the subchapter and also in the Federal Register
Vol. 78, No. 37[February 25, 2013]. The marital status provision in the current IVF
coverage law, which requires that the member be married in order to received
treatment creates two classes of members and is in violation of the prohibitions on
discrimination. Even if you disagree with its violation with any laws, marriage
should not be the defining factor, which prohibits access to this benefit for women
who have been diagnosed with infertility disability. Equal Access should be afforded
to all.
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45 CFR §156.125 Prohibition on discrimination.
(a) An issuer does not provide EHB if its benefit design, or the

implementation ofits benefit design, discriminates based on an
individual's age, expected length oflife, present or predicted disability,
degree of medical dependency, quality of life, or other health conditions.

(b) An issuer providing EHB must comply with the requirements of
§156.200(e) ofthis subchapter; and

(c] Nothing in this section shall be construed to prevent an issuer
from appropriately utilizing reasonable medical management techniques

45 CFR §156.200 (e) Non-discrimination. A QHP issuer must not,
with respect to its QHP, discriminate on the basis of race, color, national
origin, disability, age, sex, gender identity or sexual orientation.

HB2355 HD1 should pass out of committee with amendments. The Hawaii State
legislature is a leader in health care with the historic passage ofthe Prepaid Health
Care Act and should also be the same in the implementation of the Affordable Care
Act and provision of this Essential Health Benefit for its citizens. The legislature
should not be intimidated or persuaded by insurance companies who will go to any
length to make an argument to hold the bill such as: 1) it costs too much, calling for
an auditors report to confuse the necessary elimination of discriminatory language,
2) that it needs to be held for further study, when it holds 27 years of claims data on
the benefit; or 3) that it would have difficulty administering the benefit even though
it is a national health plan or partnered with national health plan networks in states
which already administer similar plans or 4] that the State will have to pay for what
is an the essential health benefit, which CMS confirms that there is no state liability.

For over 27 years, since the passage of the IVF mandate, the women in Hawaii have
been bearing the cost to treat their disease of infertility even with IVF Coverage, the
cost financially, the indescribable pain emotionally and left with the life long scars
that poor legislation creates. For over 27 years the providers of infertility treatment
have become leaders in the nation in treatment of assisted reproductive
technologies, are highly regulated by CDC and leaders in our state by increasing IVF
success rates in Hawaii from about 10% when the IVF coverage law was enacted to
over 65% today. It is the legislature‘s responsibility to correct discriminatory
provisions and treatment provisions for all women diagnosed with infertility. Have
the courage to pass the measure out of committee and provide ALL women suffering
from infertility disability equal access to quality affordable treatment.
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Illinois IVF LEGSLATION

Sec. 356m. Infertility coverage.

(a) No group policy of accident and health insurance providing coverage for more than 25 employees
that provides pregnancy related benefits may be issued, amended, delivered, or renewed in this State
after the effective date of this amendatory Act of 1991 unless the policy contains coverage for the
diagnosis and treatment of infertility including, but not limited to, in vitro fertilization, uterine embryo
lavage, embryo transfer, artificial insemination, gamete intrafallopian tube transfer, zygote
intrafallopian tube transfer, and low tubal ovum transfer.

(b) The coverage required under subsection (a) is subject to the following conditions:

(1) Coverage for procedures for in vitro fertilization, gamete intrafallopian tube transfer, or zygote
intrafallopian tube transfer shall be required only if:

(A) the covered individual has been unable to attain or sustain a successful pregnancy through
reasonable, less costly medically appropriate infertility treatments for which coverage is available under
the policy, plan, or contract;

(B) the covered individual has not undergone 4 completed oocyte retrievals, except that if a live
birth follows a completed oocyte retrieval, then 2 more completed oocyte retrievals shall be covered;
and

(C) the procedures are performed at medical facilities that conform to the American College of
Obstetric and Gynecology guidelines for in vitro fertilization clinics or to the American Fertility Society
minimal standards for programs of in vitro fertilization.

(2) The procedures required to be covered under this Section are not required to be contained in
any policy or plan issued to or by a religious institution or organization or to or by an entity sponsored
by a religious institution or organization that finds the procedures required to be covered under this
Section to violate its religious and moral teachings and beliefs.

(c) For purpose of this Section, "infertility" means the inability to conceive after one year of
unprotected sexual intercourse or the inability to sustain a successful pregnancy.

(Source: P.A. 89-669, eff. 1-1~97.)



ADVANCED REPRODUCTIVE CENTER Of HAWAII
HONOLULU, HAWAII

A comparison of clinlc success rates may not be meaningful because patient medical characteristics and treatment approaches vary from
clinic to clinic. For more details about how to Interpret the statistics in this table, see pages 13-13.

2011 ART CYCLE PROFILE
Type of ART and Procedural Factors“ Patient Diagnosisb

IVF 100% With ICSI 78% Tubal factor 15% Uterine factor <1% Multiple Factors:
Unstimulated 2% Used PGD 3% Ovulatoiy dysfunction 2% Male factor 90% Female factors only 1%
Used gestational carrier <1 % Diminished ovarian reserve 55% Other factor 6% Female & male factors 70%

Endometriosis 5% Unknown factor 0%

2011 ART SUCCESS RATES c'd Number of cycles in table:° 154 Data verified b Christo herT. Huan MD

Type of Cycle
Fresh Embryos from Nondonor Eggs

Number of cycles
Percentage of cancellations
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of elective single embryo transfer (eSET)

Outcomes per Cycle
Percentage of cycles resulting in singleton live births
Percentage of cycles resulting in triplets or more live binhs
Percentage of cycles resulting in live births
Percentage of cycles resulting in pregnancy

Outcomes per Transfer
Number of transfers
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Outcomes per Pregnancy
Number of pregnancies
Percentage of pregnancies resulting in singleton live births
Percentage of pregnancies resulting in triplets or more live births
Percentage of pregnancies resulting in live births

Frozen Embryos from Nondonor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Donor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

CURRENT CLINIC SERVICES AND PROFILE
Current Name: Advanced Reproductive Center of Hawaii
Donor egg’? Yes Gestational carriers’? Yes SART member?

<35

30
30.0
2.0

27.8
0/ 15

20.0
0.0

26.7
26.7

18
6/18
0/18
8/18
8/18

8
6/8
0/8
8/8

7
5

2.0
6/10
2/5
0/5
4/5
4/5

25
28.0
2.3

32.4
0 / 15

12.0
0.0

24.0
32.0

16
3/16
0/16
6/16
8/16

8
3/8
0/8
6/8

3
3

2.0
3/6
1/3
O/3
1/3
2/3

v P 9.
Age of Woman

35-37 38-40 41-42 43-44 >44

27
11.1
3.0

21.4
0.0

25.9
0.0

33.3
44.4

23
30.4
0.0

39.1
52.2

12
7/12
0/12
9/12

4
3

3.7
0/11
0/3
0/3
0/3
0/3

All Ages Combined

26
11.5
3.5
0.0

0/ 16

0.0
0.0
0.0
3.8

17
0/17
0/17
0/17
1/17

1
0/1
0/1
0/1

2
2

3.5
0/7
0/2
0/2
0/2
1/2

f

7
0/7
3.7
0.0
0/6

0/7
O/7
0/7
0/7

6
0/6
0/6
0/6
O/6

0

1
1

3.0
0/3
0/1
O/1
0/1
0/1

8
1/8
2.2

1/11
0/4

1/8
0/8
1/8
1/8

5
1/5
0/5
1/5
1/5

1
1/1
0/1
1/1

0
0

Fresh Embryos Frozen Embryos
8 6
6

2.0
8/12
1/6
4/6
4/6

6
2.2

9/13
4/6
5/6
6/6

Yes
Donor embryo’? Yes Embryo ch/opreservation? Yes Verified lab accreditation’? Yes
Single women’? Yes (See Appendix C for details.)
E Reflects features of fresh nondonor cycles. If lVF is <100%, the remaining cycles are GIFT, ZIFT or a combination of these procedures with IVF.

-was

Total patient diagnosis percentages may be greater than 100% because more than one diagnosis can be reported for each cycle.
A multiple-infant birth is counted as one live birth if at least one infant is live born.
When denominator is <20, rates are shown as fractions. Calculating percentages from these fractions may be misleading.
Number excludes 0 oocyte/embryo banking cycle(s). (If 0, no banking cycles were reported.)
All ages are reported together because previous data show that patient age does not materially affect success with donor eggs.
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HAWAII

ADVANCED REPRODUCTIVE MEDICINE 8t GYNECOLOGY OI" HAWAII, INC.
HONOLULU, HAWAII

A comparison of clinic success rates may not be meaningful because patient medical characteristics and treatment approaches vary from
clinic to clinic. for more details about how to interpret the statistics in this table, see pages 13-13.

2011 ART CYCLE PROFILE
Type of ART and Procedural Factors“ Patient Diagnosisb

IVF 100% With ICSI 93% Tubal factor 21% Uterine factor 3% Multiple Factors:
Unstimulated 0% Used PGD 0% Ovulatory dysfunction 12% Male factor 78% Female factors only °
Used gestational carrier 0% Diminished ovarian reserve 28% Other factor 1% Female & male factors 46%

Endometriosis 11 % Unknown factor 2%

2011 ART $UCCE$$ RATES c'd Number of c cles in table:° 224 Data verified b John L. Frattarelli, MD
Type of Cycle

Fresh Embryos from Nondonor Eggs
Number of cycles
Percentage of cancellations
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of elective single embryo transfer (eSET)

Outcomes per Cycle
Percentage of cycles resulting in singleton live births
Percentage of cycles resulting in triplets or more live births
Percentage of cycles resulting in live births
Percentage of cycles resulting in pregnancy

Outcomes per Transfer
Number of transfers
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Outcomes per Pregnancy
Number of pregnancies
Percentage of pregnancies resulting in singleton live births
Percentage of pregnancies resulting in triplets or more live births
Percentage of pregnancies resulting in live births

Frozen Embryos from Nondonor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Donor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

CURRENT CLINIC SERVICES AND PROFILE

y v
Age of Woman

<35 35-37 38-40 41 -42 43-44

59
3.4
2.3

35.0
0.0

49.2
0.0

59.3
61.0

54
53.7
0.0

64.8
66.7

36
80.6
0.0

97.2

6
6

2.0
4/12
2/6
0/6
3/6
4/6

52
3.8
2.4

24.3
0.0

26,9
0.0

38.5
46.2

47
29.8
0.0

42.6
51.1

24
58.3
0.0

83.3

9
9

1.6
4/14
4/9
0/9
4/9
6/9

38
2.6
2.6
13.0
0.0

18.4
0.0

21.1
34.2

36
19.4
0.0

22.2
36.1

13
7/13
0/13
8/13

4
4

2.5
4/10
3/4
0/4
3/4
3/4

All Ages Combined

22
9.1
2.7
9.3

0 / 17

22.7
0.0

22.7
31.8

20
25.0
0.0

25.0
35.0

7
5/7
0/7
5/7

0
0

f

8
1/8
3.3
0.0
0/7

0/8
0/8
0/8
0/8

7
0/7
0/7
0/7
0/7

0

1
1

3.0
2/3
0/1
0/1
1/1
1/1

>44

6
0/6
2.0
1/4
0/1

0/6
0/6
0/6
1/6

2
0/2
0/2
0/2
1/2

1
0/1
0/1
0/1

0
0

Fresh Embryos Frozen Embryos
15
15
2.2

48.5
3/15
9/15
10/15

4
4

2.0
4/8
0/4
2/4
2/4

Current Name: Advanced Reproductive Medicine & Gynecology of Hawaii, Inc.
Donor egg? Yes Gestational carriers’?
Donor embryo? Yes Embryo cryopreservation’? Yes
Single women? Yes

Yes SAFIT member’? Yes
Verified lab accreditation? Yes
(See Appendix C for details.)

E Reflects features of fresh nondonor cycles. If IVF is <100%, the remaining cycles are GIFT. ZIFT or a combination of these procedures with IVF.
Total patient diagnosis percentages may be greater than 100% because more than one diagnosis can be reported for each cycle.

—rt>Qa

A multiple-infant birth is counted as one live birth if at least one infant is live born.
When denominator is <20, rates are shown as fractions. Calculating percentages from these fractions may be misleading.
Number excludes 17 oocyte/embryo banking cycle(s). (If 0, no banking cycles were reported.)
All ages are reported together because previous data show that patient age does not materially affect success with donor eggs.
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HAWAII REPRODUCTIVE CENTER
HONOLULU, HAWAII

This clinic provided ART sen/ices during 201 1 and is therefore required to submit ART cycle data
under the provisions of the Fertility Clinic Success Rate and Certification Act.

This clinic either did not submit Z01 1 ART cycle data or the clinic's Medical Director did not approve
the clinic's Z01 1 ART cycle data for inclusion in this report.
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HAWAII

IVF HAWAII
HONOLULU, HAWAII

A comparison of clinic success rates may not be meaningful because patient medical characteristics and treatment approaches vary from
clinic to clinic. for more details about how to interpret the statistics in this table, see pages 13-13.

2011 ART CYCLE PROFILE
Type of ART and Procedural Factors“

IVF 100% With ICSI 85% Tubal factor
Unstimulated 0% Used PGD 2% Ovulatory dysfunction
Used gestational carrier 0% Diminished ovarian reserve

Endometriosis

2011 ART SUCCESS RATES Cid Number of cycles in tab|e:° 110 Data verified b Benton Chun, MD

Patient Diagnosisb
49% Uterine factor 0% Multiple Factors:
26% Male factor 49% Femalefactors only 47°
45% Other factor 18% Female & male factors 44%
73% Unknown factor 0%

Type of Cycle
Fresh Embryos from Nondonor Eggs

Number of cycles
Percentage of cancellations
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of elective single embryo transfer (eSET)

Outcomes per Cycle
Percentage of cycles resulting in singleton live births
Percentage of cycles resulting in triplets or more live births
Percentage of cycles resulting in live births
Percentage of cycles resulting in pregnancy

Outcomes per Transfer
Number of transfers
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Outcomes per Pregnancy
Number of pregnancies
Percentage of pregnancies resulting in singleton live births
Percentage of pregnancies resulting in triplets or more live births
Percentage of pregnancies resulting in live births

Frozen Embryos from Nondonor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Donor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

CURRENT CLINIC SERVICES AND PROFILE
Current Name: IVF Hawaii

<35 35-37 38-40 41 -42 43-44 >44

19
2/19

2.1
41.9
1/14

6/19
0/19
9/19
10/19

15
6/15
0/15
9/15
10/15

10
6/10
0/10
9/10

4
4

2.3
2/9
2/4
0/4
2/4
2/4

12
0/12

2.7
25.0
0/11

2/12
0/12
5/12
6/12

12
2/12
0/12
5/12
6/12

6
2/6
0/6
5/6

9
7

2.1
3/15
1/7
0/7
2/7
3/7

y
Age of Woman

34
17.6
3.0
15.0
0.0

17.6
0.0

23.5
29.4

27
22.2
0.0

29.6
37.0

10
6/10
O/10
8/10

5
5

2.0
2/10
2/5
O/5
2/5
3/5

All Ages Combined
Fresh Embryos Frozen Embryos

10
2/10

3.1
9.1
0/5

1/10
0/10
1/10
2/10

7
1/7
0/7
1/7
2/7

2
1/2
0/2
1/2

2
2

4.0
0/8
0/2
0/2
0/2
0/2

8
2/8
4.5
3.7
O/6

0/8
O/8
0/8
1/8

6
0/6
0/6
0/6
1/6

1
0/1
0/1
0/1

2
0/2
3.5
0/7
0/1

0/2
0/2
0/2
0/2

2
0/2
0/2
O/2
O/2

0

0 O
0 0

f

4 1
2

2.5
0/5
0/2
0/2
0/2

1
3.0
0/3
0/1
0/1
1/1

Donor egg? Yes Gestational carriers? No SART member’?
Donor embryo? No Embryo cryopreservation? Yes Verified lab accreditation? Yes
Single women? Yes (See Appendix C for details.)
E Reflects features of fresh nondonor cycles. If IVF is <100%, the remaining cycles are GIFT. ZIFT or a combination of these procedures with IVF.

Total patient diagnosis percentages may be greater than 100% because more than one diagnosis can be reported for each cycle.

—rr>Qa

A multiple—infant birth is counted as one live birth if at least one infant is live born.
When denominator is <20, rates are shown as fractions. Calculating percentages from these fractions may be misleading.
Number excludes 0 oocyte/embryo banking cycle(s). (If O, no banking cycles were reported.)
All ages are reported together because previous data show that patient age does not materially affect success with donor eggs.
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PACIFIC IN VITRO FERTILIZATION INSTITUTE
HONOLULU, HAWAII

A comparison of clinic success rates may not be meaningful because patient medical characteristics and treatment approaches vary from
clinic to clinic. For more (Ietails about how to Interpret the statistics in this table, see pages 13-13.

2011 ART CYCLE PROFILE
Type of ART and Procedural Factors“ Patient Diagnosisb

IVF 100% With ICSI 71% Tubal factor 18% Uterine factor <1% Multiple Factors:
Unstimulated 0% Used PGD 2% Ovulatony dysfunction 8% Male factor 39% Female factors only 11%
Used gestational carrier 0% Diminished ovarian resen/e 33% Other factor 6% Female & male factors 25%

Endometriosis 38% Unknown factor 1%

2011 ART SUCCESS RATES Cid Number of cycles in table:° 421 Data verified by Thomas S. Kosasa. MD

Type of Cycle
Fresh Embryos from Nondonor Eggs

Number of cycles
Percentage of cancellations
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of elective single embryo transfer (eSET)

Outcomes per Cycle
Percentage of cycles resulting in singleton live births
Percentage of cycles resulting in triplets or more live binhs
Percentage of cycles resulting in live births
Percentage of cycles resulting in pregnancy

Outcomes per Transfer
Number of transfers
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Outcomes per Pregnancy
Number of pregnancies
Percentage of pregnancies resulting in singleton live births
Percentage of pregnancies resulting in triplets or more live births
Percentage of pregnancies resulting in live births

Frozen Embryos from Nondonor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Donor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

CURRENT CLINIC SERVICES AND PROFILE
Current Name: Pacific In Vitro Fertilization Institute
Donor egg’? Yes Gestational carriers’? Yes SAFtT member? Yes
Donor embryo’? Yes Embryo cn/opresen/ation? Yes Verified lab accreditation’? Yes
Single women’? Yes (See Appendix C for details.)

<35

63
7.9
2.2

35.6
2.3

19.0
0.0

31.7
38.1

45
26.7
0.0

44.4
53.3

24
50.0
0.0

83.3

27
25
2.1

36.5
44.0
0.0

52.0
64.0

Age of Woman
35-37 38-40 41-42 43-44 >44

48
12.5
2.6

20.4
0.0

10.4
0.0

20.8
31.3

36
13.9
0.0

27,8
41.7

15
5/15
O/15
10/15

21
21
2.1

34.1
14.3
0.0

33.3
61,9

53
17.0
3.4
11.1
0.0

9.4
0.0
15.1
28.3

40
12.5
0.0

20.0
37.5

15
5/15
0/15
8/15

19
18
2.5

22.2
2/18
0/18
4/18
7/18

All Ages Combined‘

38
18.4
2.9
5.1
0.0

5.3
0.0
7.9
7.9

27
7.4
0.0
11.1
11.1

3
2/3
0/3
3/3

5
4

1.3
1/5
1/4
0/4
1/4
1/4

21
19.0
3.6
1.9

0/ 13

0.0
0.0
0.0
4.8

15
0/15
0/15
O/15
1/15

1
O/1
0/1
0/1

1
1

2.0
1/2
O/1
O/1
O/1
1/1

11
3/11

2.0
0/12
0/3

0/11
0/11
0/11
0/11

6
0/6
0/6
0/6
0/6

0

2
2

2.0
0/4
0/2
0/2
0/2
0/2

Fresh Embryos Frozen Embryos
80
69
2.0

47.4
24.6
52.2
60.9

32
26
2.1

40.7
23.1
34.6
61.5

E Reflects features of fresh nondonor cycles. If lVF is <100%, the remaining cycles are GIFT, ZIFT or a combination of these procedures with IVF.

‘man

Total patient diagnosis percentages may be greater than 100% because more than one diagnosis can be reported for each cycle.
A multiple—infant birth is counted as one live birth if at least one infant is live born.
When denominator is <20, rates are shown as fractions. Calculating percentages from these fractions may be misleading.
Number excludes 1 oocyte/embryo banking cycle(s). (If 0, no banking cycles were reported.)
All ages are reported together because previous data show that patient age does not materially affect success with donor eggs.
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HAWAII

TRIPLER ARMY MEDICAL CENTER IVF INSTITUTE
TRIPLER AMC, HAWAII

A comparison of clinic success rates may not be meaningful because patient medical characteristics and treatment approaches vary from
clinic to clinic. for more details about how to interpret the statistics in this table, see pages 13-13.

2011 ART CYCLE PROFILE
Type of ART and Procedural Factors“ Patient Diagnosisb

IVF 100% With ICSI 57% Tubal factor 56% Uterine factor 8% Multiple Factors:
Unstimulated 0% Used PGD 0% Ovulatory dysfunction 8% Male factor 36% Female factors only 4%
Used gestational carrier 0% Diminished ovarian reserve 8% Other factor 0% Female & male factors 16%

Endometriosis 4% Unknown factor 16%

2011 ART $UCCE$$ RATES c'd Number of c cles in table:° 25 Data verified b Nia Middleton, MD
Type of Cycle

Fresh Embryos from Nondonor Eggs
Number of cycles
Percentage of cancellations
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of elective single embryo transfer (eSET)

Outcomes per Cycle
Percentage of cycles resulting in singleton live births
Percentage of cycles resulting in triplets or more live births
Percentage of cycles resulting in live births
Percentage of cycles resulting in pregnancy

Outcomes per Transfer
Number of transfers
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Outcomes per Pregnancy
Number of pregnancies
Percentage of pregnancies resulting in singleton live births
Percentage of pregnancies resulting in triplets or more live births
Percentage of pregnancies resulting in live births

Frozen Embryos from Nondonor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in triplets or more live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

Donor Eggs
Number of cycles
Number of transfers
Average number of embryos transferred
Percentage of embryos transferred resulting in implantation
Percentage of transfers resulting in singleton live births
Percentage of transfers resulting in live births
Percentage of transfers resulting in pregnancy

CURRENT CLINIC SERVICES AND PROFILE
Current Name: Tripler Army Medical Center IVF Institute

y v
Age of Woman

<35 35-37 38-40 41 -42 43-44 >44

11
2/11

2.0
7/16
0/8

1/11
0/11
4/11
5/11

8
1/8
0/8
4/B
5/8

5
1/5
0/5
4/5

1
1

2.0
0/2
0/1
0/1
0/1
0/1

1
0/1
2.0
0/2
0/1

0/1
0/1
0/1
0/1

1
0/1
0/1
0/1
0/1

0

1
1

2.0
0/2
0/1
0/1
0/1
1/1

5
2/5
4.0
2/4
0/1

0/5
0/5
1/5
1/5

1
0/1
0/1
1/1
1/1

1
O/1
0/1
1/1

2
2

3.0
5/6
O/2
1/2
2/2
2/2

All Ages Combined

4
1/4
4.0

0/12
0/3

0/4
0/4
0/4
1/4

3
0/3
0/3
0/3
1/3

1
0/1
0/1
0/1

0
0

0 O

0 O

0 O

0 O
0 0

f

Fresh Embryos Frozen Embryos
O O
O O

Donor egg? No Gestational carriers’? No SART member’? Yes
Donor embryo? No Embryo cryopreservation? Yes Verified lab accreditation’? Yes
Single women? Yes (See Appendix C for details.)
E Reflects features of fresh nondonor cycles. If IVF is <100%, the remaining cycles are GIFT. ZIFT or a combination of these procedures with IVF.

Total patient diagnosis percentages may be greater than 100% because more than one diagnosis can be reported for each cycle.

—rr>ga
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A multiple—infant birth is counted as one live birth if at least one infant is live born.
When denominator is <20, rates are shown as fractions. Calculating percentages from these fractions may be misleading.
Number excludes 0 oocyte/embryo banking cycle(s). (If O, no banking cycles were reported.)
All ages are reported together because previous data show that patient age does not materially affect success with donor eggs.



CMS . gov
Centers for Medicare 8. Medicaid Services

CCIIO Home > Data Resources > Additional Information on Proposed State Essential Health Benefits Benchmark Plans

The Center for Consumer Information & Insurance Oversight

Additional Information on Proposed State Essential Health Benefits
Benchmark Plans
Background

Beginning in 2014, the Affordable Care Act requires non-grand fathered health plans to cover essential health
benefits (EHB), which include items and sen/ices in the following ten benefit categories: (1) ambulatory patient
services; (2) emergency services;(3) hospitalization; (4) maternity and newborn care;(5) mental health and substance
use disorder sen/ices including behavioral health treatment; (6) prescription drugs; (7) rehabilitative and habilitative
sen/ices and devices;(8) laboratory sen/ices;(9) preventive and wellness services and chronic disease management;
and (10) pediatric services, including oral and vision care. The essential health benefits should be equal in scope to a
typical employer health plan.

In the Standards Related to Essential Health Benefits, Actuarial Value, and Accreditation Final Rule ("EHB Rule"),
HHS defines EHB based on state-specific EHB-benchmark plans. This page contains information on EHB-benchmark
plans for each of the 50 states, the District of Columbia (D.C.), and the U.S. territories. Two documents are provided
for each EHB-benchmark plan in the 50 states, D.C. and Puerto Rico: (1) a summary of the plan's specific benefits
and limits, and list of covered prescription drug categories and classes; and (2) state—required benefits.

The summaries of the covered benefits and limits, and lists of prescription drug categories and classes have been
compiled based on the EHB-benchmark plan selection process described in 45 CFR 156.100 and 156.110. These
summaries describe the EHB-benchmark plans that have been selected by states, as well as those that have been
developed by HHS using the default benchmark plan selection process described in 45 CFR 156.100(c) and the
supplementation methodology in 45 CFR 156.110.

Because EHB-benchmark plan benefits are based on 2012 plan designs, and include state-required benefits that
were enacted before December 31, 2011, some of the benchmark plan summaries may not reflect requirements
effective for plan years starting on or after January 1, 2014. Therefore, when designing plans that are substantially
equal to the EHB-benchmark plan, beginning in 2014, issuers may need to conform plan benefits, including coverage
and limitations, to comply with these requirements and limitations.

A list of each state's required benefits has also been compiled to help states and issuers determine the state~required
benefits in excess of EHB. We consider state-required benefits (or mandates) to include only specific care, treatment.
or sen/ices that a health plan must cover. We do not consider provider mandates, which require a health plan to
reimburse specific health care professionals who render a covered service within their scope of practice, to be state-
required benefits for purposes of EHB coverage. Similarly, we do not consider state-required benefits to include
dependent mandates, which require a health plan to define dependents in a specific manner or to cover dependents
under certain circumstances (e.g., newborn coverage, adopted children, domestic partners, and disabled children).
Finally, we do not consider state anti-discrimination requirements, and state requirements relating to service delivery
method (e.g., telemedicine) to be state-required benefits.

- Guide to Reviewing Essential Health Benefits Benchmark Plans

Essential Health Benefits Benchmark Plans

Alabama | Alaska | American Samoa I Arizona | Arkansas I California I Colorado | Connecticut | Delaware I District of
Columbia | Florida I Georgia] Guam IHawaii | Idaho I Illinois | Indiana | Iowa I Kansas | Kentucky I Louisiana I Maine I
Maryland | Massachusetts | Michigan I Minnesota I Mississippi I Missouri | Montana | Nebraska | Nevada | New
Hampshire | New Jersey | New Mexico | New York | North Carolina | North Dakota INorthern Mariana Islands | Ohio |
Oklahoma | Oregon I Pennsylvania I Puerto Rico | Rhode Island | South Carolina | South Dakota I Tennessee I Texas
I Utah | Vermont I Virgin Islands| Virginia | Washington | West Virginia | Wisconsin I Wyoming |

Alabama

e Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF - 333 KB)



0 State-required benefits (PDF - 65 KB)

Alaska

0 Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 446 KB)

- State~required benefits (PDF — 78 KB)

American Samoa

u Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF - 333 KB)

Arizona

0 Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF — 442 KB)

I State~required benefits (PDF — 74 KB)

Arkansas

0 Guide to reviewing EHB benchmark materials

- Summary of EHB benefits, limits, and prescription drug coverage (PDF — 514 KB)

u State-required benefits (PDF - 79 KB)

California

0 Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF — 364 KB)

0 State»required benefits (PDF — 67 KB)

Colorado

0 Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF — 306 KB)

I State-required benefits (PDF — 74 KB)

Connecticut

0 Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF — 250 KB)

0 State»required benefits (PDF — 77 KB)

Delaware

0 Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF — 340 KB)

0 State-required benefits (PDF — 70 KB)

District of Columbia

0 Guide to reviewing EHB benchmark materials

0 Summany of EHB benefits, limits, and prescription drug coverage (PDF — 226 KB)

0 State-required benefits (PDF — 68 KB)

Florida



I Guide to reviewing EHB benchmark materials

I Summany of EHB benefits, limits, and prescription drug coverage (PDF — 397 KB)

I State»required benefits (PDF — 73 KB)

Georgia

I Guide to reviewing EHB benchmark materials

0 Summary of EHB benefits, limits, and prescription drug coverage (PDF — 444 KB)

0 State-required benefits (PDF — 74 KB)

Guam

I Guide lo reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 333 KB)

Hawaii

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 430 KB)

I State~required benefits (PDF — 69 KB)

Idaho

Q Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 341 KB)

I State-required benefits (PDF - 63 KB)

Illinois

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 261 KB)

I State~required benefits (PDF — 78 KB)

Indiana

Q Guide to reviewing EHB benchmark materials

Q Summary of EHB benefits, limits, and prescription drug coverage (PDF - 482 KB)

I State-required benefits (PDF - 72 KB)

Iowa

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 448 KB)

I State~required benefits (PDF — 71 KB)

Kansas

0 Guide to reviewing EHB benchmark materials

Q Summary of EHB benefits, limits, and prescription drug coverage (PDF — 371 KB)

Q State-required benefits (PDF - 69 KB)

Kentucky

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 330 KB)

I State»required benefits (PDF — 74 KB)



Louisiana

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 573 KB)

I State»required benefits (PDF — 73 KB)

Maine

I Guide to reviewing EHB benchmark materials

Q Summary of EHB benefits, limits, and prescription drug coverage (PDF — 363 KB)

Q State-required benefits (PDF - 79 KB)

Maryland

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 387 KB)

I State»required benefits (PDF — 86 KB)

Massachusetts

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 278 KB)

Q State-required benefits (PDF — 80 KB)

Michigan

I Guide to reviewing EHB benchmark materials

I Summany of EHB benefits, limits, and prescription drug coverage (PDF — 310 KB)

I State»required benefits (PDF — 68 KB)

Minnesota

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 314 KB)

I State-required benefits (PDF — 89 KB)

Mississippi

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 376 KB)

I State-required benefits (PDF — 69 KB)

Missouri

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 432 KB)

I State-required benefits (PDF — 74 KB)

Montana

I Guide to reviewing EHB benchmark materials

I $UmlT\8l'\/ of EHB benefits, limits, and prescription drug coverage (PDF - 440 KB)

I State-required benefits (PDF — 67 KB)

Nebraska

I Guide to reviewing EHB benchmark materials



I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 370 KB)

I State~required benefits (PDF — 67 KB)

Nevada

Q Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 555 KB)

I State-required benefits (PDF - 74 KB)

New Hampshire

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 492 KB)

I State~required benefits (PDF ~ 114 KB)

New Jersey

I Guide to reviewing EHB benchmark materials

Q Summary of EHB benefits, limits, and prescription drug coverage (PDF - 400 KB)

I State-required benefits (PDF - 77 KB)

New Mexico

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 272 KB)

I State~required benefits (PDF — 71 KB)

New York

I Guide to reviewing EHB benchmark materials

Q Summary of EHB benefits, limits, and prescription drug coverage (PDF — 364 KB)

Q State-required benefits (PDF - 90 KB)

North Carolina

I Guide to reviewing EHB benchmark materials

I Summary cf EHB benefits, limits, and prescription drug coverage (PDF — 341 KB)

I State»required benefits (PDF — 72 KB)

North Dakota

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 378 KB)

Q State-required benefits (PDF — 69 KB)

Northern Mariana Islands

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage(PDF - 333 KB)

Ohio

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 262 KB)

I State-required benefits (PDF — 65 KB)



Oklahoma

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 275 KB)

I State»required benefits (PDF — 77 KB)

Oregon

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 462 KB)

Q State-required benefits (PDF - 74 KB)

Pennsylvania

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 254 KB)

I State»required benefits (PDF — 69 KB)

Puerto Rico

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 333 KB)

Q State-required benefits(PDF - 213 KB)

Rhode Island

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 357 KB)

I State»required benefits (PDF — 78 KB)

South Carolina

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 374 KB)

I State-required benefits (PDF — 69 KB)

South Dakota

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 261 KB)

I State-required benefits (PDF — 66 KB)

Tennessee

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 590 KB)

I State-required benefits (PDF — 68 KB)

Texas

I Guide to reviewing EHB benchmark materials

I $UmlT\8l'\/ of EHB benefits, limits, and prescription drug coverage (PDF - 274 KB)

I State-required benefits (PDF — 80 KB)

Utah

I Guide to reviewing EHB benchmark materials



I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 476 KB)

I State~required benefits (PDF — 64 KB)

Vermont

Q Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 416 KB)

I State-required benefits (PDF - 106 KB)

Virgin Islands

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF - 333 KB

Virginia

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 354 KB)

Q State-required benefits (PDF - 78 KB)

Washington

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 356 KB)

I State»required benefits (PDF — 74 KB)

West Virginia

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 403 KB)

Q State-required benefits (PDF — 75 KB)

Wisconsin

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 372 KB)

I State»required benefits (PDF — 81 KB)

Wyoming

I Guide to reviewing EHB benchmark materials

I Summary of EHB benefits, limits, and prescription drug coverage (PDF — 391 KB)

I State-required benefits (PDF — 71 KB)

Guide to Reviewing EHB Benchmark Plans

I Printable version (PDF — 128 KB)

Essential health benefits (EHB)-benchmark plans are based on 2012 plan designs, and therefore do not necessarily
reflect requirements effective for plan years beginning on or after January 1, 2014. Therefore, when designing plans
that are substantially equal to the EHB-benchmark plan beginning January 1, 2014, issuers may need to design plan
benefits, including coverage and limitations, to comply with these requirements and limitations, including but not
limited to, the following:

Annual and Lifetime Dollar Limits

The EHB-benchmark plans displayed may include annual and/or lifetime dollar limits; however, in accordance with 45
CFR 147.126, these limits cannot be applied to the essential health benefits. Annual and lifetime dollar limits can be
converted to actuarially equivalent treatment or service limits.



Excluded Benefits

Pursuant to 45 CFR 156.115, the following benefits are excluded from EHB even though an EHB-benchmark plan
may cover them: routine non-pediatric dental services, routine non-pediatric eye exam services, long-term/custodial
nursing home care benefits, and/or non-medically necessary orthodontia. Please also note that although the EHB-
benchmark plan may cover abortion services, pursuant to section 1303(b)(1)(A) of the Affordable Care Act, a QHP
issuer is not required to cover these sen/ices. Section 156,115(c) provides that no health plan is required to cover
abortion services as part of the requirement to cover EHB. Nothing in this provision impedes an issuer's ability to
choose to cover abortion services or limits a state‘s ability to either prohibit or require these sen/ices under state law.

Habilitative Services

If the EHB-benchmark plan does not cover any habilitative services and the state does not define those benefits. then
pursuant to 45 CFR 156.115(a)(5), the issuer determines which habilitative sen/ices to offer as a part ofa two year
transitional policy.

Coverage Limits

Pursuant to 45 CFR 156.115(a)(2), with the exception of coverage for pediatric services. a plan may not exclude an
enrollee from coverage in an entire EHB category, regardless of whether such limits exist in the EHB-benchmark
plan. For example, a plan may not exclude dependent children from the category of maternity and newborn coverage.

State-Required Benefits

For purposes of determining EHB, we consider state-required benefits (or mandates) to include only requirements
that a health plan cover specific care, treatment, or services. We do not consider provider mandates, which require a
health plan to reimburse specific health care professionals who render a covered service within their scope of
practice, to be state-required benefits for purposes of EHB coverage. Similarly, we do not consider state-required
benefits to include dependent mandates, which require a health plan to define dependents in a specific manner or to
cover dependents under certain circumstances (e.g., newborn coverage, adopted children, domestic partners, and
disabled children). Finally, we do not consider state anti-discrimination requirements relating to service delivery
method (e.g., telemedicine) as state-required benefits.

Mental Health Parity

The EHB-benchmark plans displayed may not comply with the Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA). However, as described in 45 CFR 156.115(a)(3). EHB plans must comply with the standards
implemented under MHPAEA.

EHB-Benchmark Plan Prescription Drugs by Category and Class

Please note that in some cases a category is listed without a United States Pharmacopeia (USP) class because there
are some drugs within the category that have not been assigned to a specific class.

Please also note that where the EHB-benchmark plan does not include coverage in a USP category and/or class,
pursuant to 45 CFR 156.122, one drug would have to be offered in that USP category and/or class.

In conjunction with the policy that plans must offer the greater of one drug in every USP category and class or the
number of drugs in each USP category and class offered by the EHB-benchmark, HHS is considering developing a
drug counting sen/ice to assist states and issuers with implementation of the proposed prescription drug policy, as
described in the following methodology document:

I EHB Rx Crosswalk Methodology (PDF » 52 KB)

Preventive Services

The EHB-benchmark plans displayed may not offer the preventive sen/ices described in 45 CFR 147.130. However,
as described in 45 CFR156.115(a)(4), EHB plans must comply with that section.

A federal government website managed by the Centers for Medicare & Medicaid Services
‘g 7500 Security Boulevard, Baltimore, MD 21244
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T0: COMMITTEE ON CONSUMER PROTECTION & COMMERCE
The Honorable Angus L.K. McKelvey, Chair
The Honorable Derek S.K. Kawakami Vice Chair

SUBIECT: HB Z355 HD1— RELATING TO IN VITRO FERTILIZATION
COVERAGE

Hearing: Monday, February 10, 2014
Time: 5:00 p.m.
Place: Conference Room 325

FROM: Piilani Smith

This testimony is in strong support of H.B. 2355 HD1 with one amendment. H.B.
2355 HD1 provides for in vitro fertilization coverage equality for women diagnosed
with infertility by requiring non-discriminatory coverage and ensuring quality of
care in the diagnosis and treatment of infertility. Certainly, since the passage and
enactment of this Hawai‘i mandated benefit in 1987, nearly 27 years ago, H.B. 2355
HD1 addresses the blatant discrimination by the State of Hawai‘i and the Health
plans to wrongfully deny its female members of an employers health plan equal
access to its members health benefits.

This bill is the result of my personal experience of discrimination by the State and
HMSA. I am the author of this legislation.

HB 2355 HD1 makes the following necessary changes that are timely and withstand
legal and medical scrutiny:

1. A lifetime benefit of three in vitro fertilization cycles or a live birth.
' AMENDMENT #1 — delete “lifetime” to read..A benefit ofthree in vitro

fertilization cycles or a live birth.
2. Getting rid of the marital status requirement.
3. Defines "infertility" consistent with the American Society of Reproductive

Medicine [ARSM].
4. Recognizes that infertility is a disability that is protected under the American

Disabilities Act.
S. Updates the present law with National standards of medical conditions of

infertility consistent with Center for Disease Control reporting.

Comments:
1. The benefit ofthree in vitro fertilization cycles includes a limiting factor ofa live

birth. This is reasonable, with its aim on increasing the odds ofhaving a child
when diagnosed with a medical condition ofinfertility. Should a live birth occur
anywhere in the process of accessing the three IVF cycles benefit, the member‘s
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IVF mandated benefit is exhausted. By increasing the IVF cycles to three cycles,
the odds of pregnancy increase yet are not guaranteed. The same can be said for
other treatments, which have no guarantee yet are afforded to those diagnosed
with cancer and other diseases.

Amendment #1 - delete "lifetime" to comply with PHS §2711 (no limit rule)

The Affordable Care Act and the Reconciliation Act amended the provisions of
the Public Health Service Act [PHS Act) relating to group health plans and health
insurance issuers in the group and individual markets. Section 2711 of the Public
Health Service Act (PHS Act), generally prohibits group health plans and health
insurance issuers offering group or individual health insurance coverage from
imposing lifetime or annual limits on the dollar value of essential health benefits [as
defined in section 1302(b) of the Affordable Care Act]. Essential Health Benefits
must include items and services within at least ten categories and each state may
include certain state mandates. In Vitro Fertilization coverage is an Essential Health
Benefit (EHB) as reported by CMS and as an essential health benefit [EHB], is
subject to the provisions of PHS Section 2711 prohibiting limits. Therefore, more
specifically, the “one time only" or “life time" limit in the current IVF coverage law
and HB 2355 HD1 is prohibited. However, it would appear that the limitation of
three cycles or life birth would not violate the prohibition.

Marital status has no bearing to the treatment ofa medical diagnosis and
condition of infertility. The present Hawai‘i IVF mandated benefit for 27 years
has been and continues to impose religious dogma related to marital status, thus
creating two classes of members, violating ACA Title 45 of the Code of Federal
Regulations Part 156, 445 CFR §156.20()[e] of the Federal Register Vol. 78 No. 37
(Feb. 25, 2013] and discriminatorily providing IVF treatment of infertility to one
class offemale members who are married and prohibiting another class of
female members who are single, divorced, widowed, or never married the same
IVF health benefit, while charging both classes for female members for such
benefit.

Certainly, the health plans are aware of such discrimination and have been
wrongfully collecting on two classes of members while resting of this
discriminatory law. For 27 years, the women of Hawaii with employer health
plans have endured this two-class discrimination. From personal experience,
HMSA aggressively denies its 2"‘ class female health plan members pre-
authorization for IVF, as well as the denying the members right to appeals on the
medical benefit due to failure of meeting the "administrative" requirement of
marriage or civil union. In addition, this creation of two classes predicated on
marital status violates an individuals right of Religious Freedom.

Certainly, the marriage requirement cannot stand legal scrutiny of
constitutionality of Equal Rights, Religious Freedom and the Affordable Care Act.
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HMSA denies that they are in violation of these laws and regulations, by resting
on the present antiquated discriminatory Hawaii IVF mandated law.

3. With infertility defined as a disease, those who struggle with an infertility
diagnosis are given the considerations ofinfertility as a medical condition and
serious medical treatment verses, random applications of treatment.

4. Under the Americans with Disabilities Act (ADA), reproduction is considered a
major life activity, and thus one cannot be discriminated against. Equal
treatment is required.

5. The medical conditions allowed under the present Hawaii IVF mandate are
limiting and discriminate and are randomly applied. There are multiple
considerations that are recognized by the U.S. Center for Disease Control in
which all Fertility Clinics are required to report on. These categories are
reasonable and medically sound as they provide for treatment ofinfertility
under broad categories directly tied to the reproductive system.

I ask that this committee pass this bill with Amendment #1 (as stated here) which
after 27 years, speaks to the rightful treatment ofwomen to access and receive
adequate and quality medical care without discrimination, bringing the Hawaii IVF
mandated health benefit in compliance with state and federal laws regulations and
policies.
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kawakami3-Benigno

From: mailing|ist@capito|.hawaii.gov
Sent: Sunday, February 09,2014 4:31 PM
To: CPCtestimony
Cc: babyjean@hotmai|.com
Subject: Submitted testimony for HB2355 on Feb 10, 2014 17:00PM

HB2355
Submitted on: 2/9/2014
Testimony for CPC on Feb 10, 2014 17:00PM in Conference Room 325

Submitted By Organization Testifier Position Present at Hearing
I Ronnie Perry Individual Comments Only No i

Comments: Dear Chair Angus McKelvey and committee members: I would like to express my strong
support for HB2355 related to equality in- vitro insurance coverage. As a woman that cannot conceive,
I cannot express enough the pain to have no family in your life, no children to help you when you are
old or visit you and not to have any grandchildren. it is a curse I wish on no one. So I strongly support
this bill and am heartened that people recognize this problem. I would like an amendment to this bill
to include infertility services extended to those on Medicaid and or Medicare health insurance also. IF
we want true equality, we cannot deny anyone especially due to their economic situation/disability a
chance at a family. Please include Medicare and Medicaid to cover infertility services. Mahalo,
Ronnie Perry

Please note that testimony submitted less than 24 hours prior to the hearinq,_improperIy identified, or
directed to the incorrect office, may not be posted online or distributed to the committee prior to the
convening of the public hearing.

Do not reply to this email. This inbox is not monitored. For assistance please email
webmaster@capitoI.hawaii.gov
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"""""°‘“‘°“‘ HAWAII CATHOLIC CONFERENCE
6301 Pali Highway
Kaneohe, HI 96744-5224

CONFERENCE

Submitted: Online
Hearing on: Monday, February 10, 2014

Conference Room: 325

I 1 1DATE: Februar 9, 2014 4Y 4T0-. House Committee on Consumer Protection & Finance
Rep. Angus McKelvey, Chair
Rep. Derek Kawakami, Vice Chair

From: Walter Yoshimitsu, Executive Director
Re: Opposition to HB 2355 HD 1 Relating to In Vitro Fertilization Insurance Coverage

Honorable Chair and members of the House Committee on Consumer Protection & Finance, I am Walter
Yoshimitsu, gpresenting the Hawaii Catholic Conference. The Hawaii Catholic Conference is the public
policy voice for the Roman Catholic Church in the State of Hawaii, which under the leadership of Bishop
Larry Silva, represents Roman Catholics in Hawaii. We oppose this bill because there is no exemption for
religious institutions.

As problems ofinfertility and sterility become more evident, people turn to medical science for solutions.
Modern science has developed various techniques such as artificial insemination and in vitro fertilization.
In addition, there are also ancillary techniques designed to store semen, ova, and embryos. The fact that
these techniques have been developed and have a certain success rate does not make them morally
acceptable. The ends do not justify the means. In this case, the ends are very noble: helping an infertile
couple to become parents. The Church, however, cannot accept the means.

The "Catechism ofthe Catholic Church" addresses those cases where the techniques employed to bring
about the conception involve exclusively the married couple's semen, ovum, and womb. Such techniques
are "less reprehensible, yet remain morally unacceptable." They dissociate procreation from the sexual
act. The act which brings the child into existence is no longer an act by which two persons [husband and
wife] give themselves to one another, but one that "entrusts the life and identity ofthe embryo into the
power of the doctors and biologists, and establishes the domination of technology over the origin and
destiny ofthe human person. Such a relationship of domination is in itself contrary to the dignity and
equality that must be common to parents and children" (#2377).

In vitro fertilization puts a great number of embryos at risk, or simply destroys them. These early stage
abortions are never morally acceptable. Unfortunately, many people of good will have no notion of what is
at stake and simply focus on the baby that results from in vitro fertilization, not adverting to the fact that
the procedure involves creating many embryos, most of which will never be born because they will be
frozen or discarded.

The Church's teaching on the respect that must be accorded to human embryos has been constant and
very clear. The Second Vatican Council reaffirms this teaching: "Life once conceived must be protected
with the utmost care." Likewise, the more recent "Charter of the Rights of the Family," published by the
Holy See reminds us that: "Human life must be absolutely respected and protected from the moment of
conception." HB2355 HD1 would force the Catholic Church to provide services which are contrary to the
tenets of our faith.

6301 Pali Highway - Kaneohe, HI 96744-5224 ' Ph: 808-203-6735 ' Fax: 808-261-7022
E-mail: Moshimitsu@rcchawaii.orq | hcc@rcchawaii.orq | www.catho|ichawaii.orq



kawakami3-Benigno

From: mailing|ist@capito|.hawaii.gov
Sent: Monday, February 10, 2014 1:32 AM
To: CPCtestimony J
Cc: al|yandres@gmail.com
Subject: Submitted testimony for HB2355 on Feb 10, 2014 17:00PM

HB2355
Submitted On: 2/10/2014
Testimony for CPC on Feb 10, 2014 17:00PM in Conference Room 325

Submitted By Organization Testifier Position Present at Hearing
I A Andres Individual Support No l

Comments: I fully support HB 2355. I personally know several couples who have had to undergo
more than two to three cycle of IVF in order to attain a successful pregnancy. For one couple, that
meant having to refinance their home in order to pay for the IVF costs after they had exhausted their
IVF insurance benefits.

Please note that testimony submitted less than 24 hours prior to the hearinq,_improperly identified, or
directed to the incorrect office, may not be posted online or distributed to the committee prior to the
convening of the public hearing.

Do not reply to this email. This inbox is not monitored. For assistance please email
webmaster@capitol.hawaii.gov
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