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Introduction
The Patient Protection and Affordable Care Act
(PPACA)(1), frequently referred to as the Affordable
Care Act (ACA) or Obamacare, is an enormously
complex piece of legislation impacting almost onefifth of the U.S. economy. Though the results of its
implementation are not yet clear, it is certain that it
will have many impacts.
The PPACA will change the way health insurance
is bought and sold in the United States. Though there
have been significant implementation delays, and net
enrollment remains a small share of pre-implementation estimates, there is no current legislation to drastically change the PPACA.
One area of immediate concern to consumers is the
insurance rates for exchange participants. At issue is
the regional and individual variation in rates for consumers of health care. Given the current regulations
outlined in the act, this paper is designed to present
the impact on individual market premiums due to
the PPACA.
This review will be broken into six parts. The first
portion will be a discussion of how premiums were
decided before the PPACA. The second section will
outline the changes necessary to this process under
the PPACA. We then provide a brief overview of how
premiums are determined in Indiana, before and
after the implementation of the PPACA. The following section provides a literature review of current
research into premiums under the PPACA. We then
estimate regional variation in rates at the county level
in Indiana, and discuss those factors that determine

1. See http://housedocs.house.gov/energycommerce/ppacacon.pdf.
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rate variability. The paper ends with a summary and
policy considerations.

Determination of Premiums
Determination Before the PPACA
Before the creation of the PPACA, individual states
were charged with setting rating protocol for how
health insurance premiums were set. This responsibility included outlining rating regions, rating factors, and rating restrictions. There has been a wide
variation among how states chose to handle this

Levels of coverage are now determined based on the actuarial value
(AV) of the plans, which can be found using the following formula:
Rate = (Total health costs - Cost sharing) ⁄ Total health costs

The PPACA allows for a minimum of 60 percent actuarial value.
The PPACA has established tiers of plan types. Bronze plans have
the minimum actuarial value, 60 percent. Silver plans have a 70 percent actuarial value; gold plans have 80 percent actuarial value, and
platinum plans have 90 percent actuarial value. Catastrophic plans
are offered with actuarial values lower than 60 percent, but are only
available to certain customers (those who are relatively young and
low-income).

Geographic Rating Areas
issue. Appendix Table A1, provided by the Kaiser Family Foundation
(2012), illustrates pre-PPACA rating restrictions.
Many states had no restrictions on the health insurance ratings
within their borders. Some states imposed rating bands, meaning
that they set limits on how much a factor could influence premium
pricing. For example, a 2:1 rating band on tobacco use indicates that
a smoker can be charged no more than two times the rate of a comparable nonsmoker. A few states, such as Maine and Washington,
imposed an adjusted community rating, which allows for consideration of some factors, such as age or tobacco use, but disallows the
consideration of other factors, such as health status. New York has a
pure community rating system, which disallows consideration of all
factors besides rating area in premium determination.

Historically, states have constructed their own geographic rating
regions by ZIP code or county, but they were also allowed to consider
the entire state as one rating region or to allow insurers to define their
own rating regions. So, prior to the PPACA there was great variability
in state-level rate making supervision for health insurance.
Under the PPACA, states still have the option to determine their
rating areas. Those rating areas must now be approved by the Department of Health and Human Services. If states opt to select their rating areas, they must now follow certain guidelines. Unless otherwise
approved, there should be at least one and no more than seven rating
areas per state. They can be separated by state, county, three-digit
ZIP codes, or metropolitan statistical areas (MSAs). If the state elects
not to determine rating areas, the responsibility to create these areas
falls upon the secretary of the Department of Health and Human
Services.

Determination Under the PPACA

Determination of Premiums in Indiana

The Patient Protection and Affordable Care Act imposes an adjusted
community rating on all states. The PPACA allows for consideration
of rating area, age (in a 3:1 band), and tobacco use (in a 1.5:1 band).
It disallows consideration of gender and health status for setting premiums. The PPACA also includes an individual mandate, which
requires nearly all individuals to be covered under health insurance,
or a penalty tax will be assessed. Companies that do not provide
health insurance to their employees (for employers of more than 50
full-time employees) are also penalized with a tax. As of this writing,
some personal taxes and all business taxes have been delayed by the
Obama Administration.
Additionally, insurance plans are now required to provide essential
health benefits (EHB) to all customers. EHB include: Prescriptions
drugs, maternity care, pediatric services, and preventative services. A
full list of benefits and services included in EHB can be found on the
Department of Health and Human Services Centers for Medicare
and Medicaid Services website(2).

Before the implementation of the PPACA, Indiana had no restrictions on insurance rating systems for setting premiums. Rating was
allowed based on health status, age, gender, and tobacco use in the
individual health insurance market. Companies were also free to vary
rates by geography due to changes in health care costs. Insurance
companies weighted these factors as they saw fit to determine the
premiums an individual would face. This meant that, due to lower
perceived costs, a young and healthy man who did not smoke could
be paying substantially less than an older female with a tobacco habit.
The state set no restrictions on the variability between these two premiums. Health insurance was regulated primarily by the free market.

Indiana’s Geographic Rating Areas
Indiana received approval to have more than seven geographic
rating regions and therefore has 17 approved rating areas under
the PPACA. The rating areas are established as groups of counties,

2. See http://www.cms.gov/CCIIO/Resources/Files/Downloads/ehb-av-accred-final-2-25-2013v2.pdf.
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ranging from one county per rating area to nine counties per rating
area (Center for Consumer Information and Insurance Oversight).
Within each rating area, insurance companies are restricted by rate
bands on age and smoking. The 3:1 age rate band means that the oldest person in a rating area may not be charged more than three times
the rate of a person of ideal age within the area. The same applies to
the 1.5:1 band on tobacco use. Gender and health status are no longer allowed to be considered. This means that a comparable man and
woman within the rating area must be charged the same premium. It
also means that the healthiest adult in a rating area must be charged
the same as a comparable adult with a laundry list of preexisting conditions. Because Indiana was a restriction-free state before the implementation of the Patient Protection and Affordable Care Act, the state
may face wide premium variations as the risk pool is adjusted and
new entrants are added.
We next review existing research on rate setting procedures and
outcomes under the PPACA.

expensive) will be an issue. It predicts that the enrollment increase
will be great enough to prevent adverse selection and the drastic premium increases associated with it (Eibner, et al 2013).
The complete impact on premiums under the Patient Protection
and Affordable Care Act is indeterminate, but there are several factors
left unexplored in these analyses. A review of these studies is included
in Table 1 (next page).

Research Findings
Overwhelmingly, researchers found that premium changes will
impact each state differently depending upon the pre-PPACA rating
system of that particular state. States that relied heavily on medical
underwriting and health status determinants for premiums will face
greater premium variations due to the PPACA than states that did
not previously allow consideration of health factors.
Additionally, the premium impacts will affect different populations
differently. Due to the age bands, the young and healthy are likely
to face a steep premium increase, while the older, sicker population
may see premium decreases. The impacts will vary greatly. Medicaid
expansion will also play a key role in premium levels.
Geographically, the Center for Rural Health Policy Analysis found
that there is a greater percentage of uninsured in rural areas (Barker,
et al. 2013). This population also tends to be lower income and more
likely to qualify for subsidies and Medicaid. Because there is less
competition among providers in these areas, health care costs can be
higher, which results in more costs to insurers and higher premiums.
Historically, premiums have been higher in rural areas. The Muskie
School of Public Service (University of South Maine) investigated
whether these premium differences are due to geographical rating factors, but the study was inconclusive (Coburn, et al. 2012).
Throughout the existing research, it is projected that the number
of those insured will increase under the PPACA. This is due to the
greater availability of insurance to those with pre-existing conditions,
the availability of subsidies and Medicaid to low-income individuals,
and the individual mandate penalty. It is unclear exactly how drastic
this increase will be. The younger, healthier individuals may choose
a catastrophic plan, or they may opt out of insurance entirely, paying the individual mandate tax and purchasing insurance when and
if they need it. RAND Health does not believe that adverse selection (the prediction that only the older and unhealthy will purchase
insurance, polluting the risk pool and making insurance even more

Regional Differences in PPACA Rates
This study evaluates health insurance rates under the PPACA in
Indiana during the initial enrollment period. Our specific interest is
to explore how the health of the community reflects upon the premiums of members of that community. Further, we wish to observe
whether rural areas are exposed to unfavorable rates due to their rurality. The research questions being answered here will be, “Am I paying
for my neighbor’s bad health?” and “Am I paying more because I live
in a rural community?”
We begin by hypothesizing the following relationship:
Health care insurance rates =
f (Regional health, Amenities, Rurality / Income)
which is simply, that health care insurance rates are a function of regional health
conditions, available local amenities and measures of rurality or urbanness, as
well as income levels. As we outlined before, actuarial estimates that determine regional rates will include many of these data. Our goal is not to provide
a rehashing of actuarial ratemaking processes, but instead to explain how
the regional ratemaking process outlined in the PPACA differentially affects
regions.

In order to analyze which regional factors influence insurance rates
we collected data on rates, selecting the unsubsidized premium for a
silver plan on the individual market for two adults and two dependent children.
For health care measures we use modified data from the Centers
for Disease Control as compiled in the Community Asset Inventory
and Rankings (Hicks, Heupel and Devaraj 2012). These include the
county-level diabetes incidence rate, adult smoking rate, poor health
3

Table 1. Review of Current Research on Insurance Premiums Under the PPACA
Author

Title

Focus/Relevance

Key Findings

Compiled 12 individual state
studies investigating premium
changes and subsidies within the
state.

The studies found that the number of uninsured is expected to decrease
universally, but premiums are likely to increase substantially- especially
in individual insurance markets. Subsidies are unlikely to offset these
premium increases entirely. The increases will vary greatly, but the
greatest impact is likely to be felt by younger persons in the individual
market.

HCRAWG State Review
Subgroup Discussion Paper
on Geographic Area Rating
Factors

Focuses on how rating areas
are defined and how rating area
factors are determined and limited
under the PPACA.

Rating areas are determined by state and approved by the DHHS. The
study finds that how states determine their rating areas could greatly
influence premium costs. Additionally, rating area factors generally
include provider reimbursements and claims experience. Claims
experience can incorporate health status and age, which would allow
insurers to indirectly exceed the 3:1 age band outlined by the PPACA,
as well as indirectly factoring in pre-existing conditions in premium
setting. The paper goes on to explain the different options available to
states to mitigate issues.

How Do Health Care Costs
Vary by Region?

This is a policy brief explaining
reasons for variation in premiums.
It references other studies
completed by Dartmouth Atlas,
the CBO, and other individual
resources.

The authors cite demographic variations, illness severity, availability of
health care resources, provider training, prices, and payment systems,
community characteristics, etc. as causes for premium variation. They
conclude that there are various reasons for the geographic variations,
and there is no one regulatory solution. Simply reducing reimbursement
to high-cost areas would reduce variability, but would not encourage
efficient and quality care.

Muskie School of
Public Service,
The Rural Implications of
University of South Geographic Rating on Health
Maine
Insurance Premiums
2012

Investigates the effect of
geographical rating. This paper
focuses specifically on the impact
on premiums in rural versus urban
areas. The study also notes that
geographical rating will play a
larger role under the Affordable
Care Act. The study sampled 8
states and looked into the rating
practices.

The authors found the results inconclusive. They noted no defined
pattern among rural or urban rating factors. Insurance carriers were
often inconsistent among each other; they also showed variations of
ratings among plans within a carrier. The authors found no consistent
rural to urban rating differences, and concluded that regional rating is
not the sole contributor to urban vs. rural premium variations. Finally,
the study notes the possibility of the use of geographic rating as a proxy
for experience-based rating under the PPACA.

Michael J. New
Heritage
Foundation
2005

The author examined three
previous studies conducted on
this topic and determined their
shortcomings: comparability
between states and variety of
insurance regulations. Including
these in his methodology, the
author obtained data for over 37
states and analyzed the effect of
four regulations.

The author found that premiums tended to be higher in heavily
regulated states. Additionally, states with greater than 26 mandated
benefits (the average) face higher premiums. Mandated benefits were
found to have a statistically significant impact on premiums (as were
health plan liability laws, direct access laws, and due process laws).
The author was unable to examine states facing guaranteed issue and
community rating laws as none of the three companies being examined
operated in these states. The author attributes this to the difficulties of
staying competitive in these states.

The Affordable Care Act and
Health Insurance Markets:
Simulating the Effects of
Regulation

Projected the impact of the PPACA
on enrollment and premiums.
The author examines 10 states
individually as well as the nation
as a whole.

This study finds that enrollment in the non-group market is likely to
increase substantially due to the PPACA. The authors suggest that this
implies that adverse selection will not be a hindrance to the PPACA
implementation. The study notes the variability in predicting and
comparing premiums, due to the actuarial value requirements and rate
bands, but finds that for half of the ten states as well as the country
overall, no premium changes are expected. Three states were expected
to experience premium increases (up to 43 percent) and two states
could face premium reductions-assuming full Medicaid expansion.

The Uninsured: An Analysis
by Income and Geography

Considers the population now
eligible for insurance coverage
under the PPACA. This study
compares these new entrants
at a county level, differentiating
between urban and rural counties
to determine variations across
income categories.

The rural population has a higher percentage of uninsured and lower
income (below 138 percent FPL) than the urban population. Because of
this, the rural population is likely to have higher eligibility for subsidies
and Medicaid (study assumes full Medicaid expansion). The study also
found that the highest percentage of uninsured eligible for Medicaid
is in the rural South and the lowest percentage is the urban and rural
Northeast population.

America’s Health
Insurance Plans

Health Care
Reform Actuarial
Working Group

Kaiser Family
Foundation 2009

RAND Health

Rural Policy
Research Institute
Center for Rural
Health Policy
Analysis
2013

Research Findings: Projected
Impact of the Affordable Care
Act in Selected States

The Effect of State
Regulations on Health
Insurance Premiums: A
Preliminary Analysis

Source: Author research.

“The complete impact on premiums under the
Affordable Care Act is indeterminate, but there are
several factors left unexplored in these analyses.”
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Table 2. Summary Statistics for PPACA Silver Plan
Mean
Silver Plan*

Median

Std. Dev.

Source

$863.26

$873.28

10.02

9.80

25.3

25

4.75

Hicks, Heupel and Devaraj, 2012 Community Asset Inventory and Rankings
(CAIR), base data from the Community Health Rankings

Poor Health

17.41

17

3.84

Hicks, Heupel and Devaraj, 2012 CAIR, base data from the Community
Health Rankings

Years of Potential life lost

7,756

7,667

1,324

Hicks, Heupel and Devaraj, 2012 CAIR, base data from the Community
Health Rankings

Education Index

38.58

37.79

12.39

Devaraj, Sharma, Hicks, and Faulk, 2014 Human Development Survey, base
data from US Census

Unemployment Rate

10.60

10.40

$31,965

$31,117

$2,976

$2,862

$427

Devaraj, Sharma, Hicks, and Faulk, 2014 Human Development Survey, base
data from QWI

2,347

462

7,013

Devaraj, Sharma, Hicks, and Faulk, 2014 Human Development Survey, base
data from Censtats

178

83

Gini Coefficient

41.10

40.55

2.67 U.S. Census ACS (2012)

Median Age

39.26

39.80

2.97 U.S. Census ACS (2012)

Changeable Amenities

100.20

99.57

8.81 Hicks, Heupel and Devaraj, 2012 CAIR Index

Static Amenities

100.12

101.20

14.27 Hicks, Heupel and Devaraj, 2012 CAIR Index

Diabetes Incidence rate
Adult Smoking Rate

Per Capita Income
Average Earnings
Total Crimes
Population Density

$55.46 Kaiser Family Foundation (2014)
1.21 CDC-BRFSS (2010)

2.23 Base data from Community Health Rankings (2011)
$4,327 Bureau of Economic Analysis (2011)

282 U.S. Census (2010)

Note: n = 92 counties.
*The authors selected the unsubsidized premium for a silver plan on the individual market for two adults and two dependent children.
Source: Author research and calculations.

status, and years of potential life lost, where the lowest number represents the lowest rates.
For our amenity measures, we include the rankings of both changeable and static natural amenities and improvements from Hicks,
Heupel and Devaraj (2012). These are measures of the number of
available parks, park area, water features, etc. and their improvements, scaled to the square miles in each county.
Finally, we use measures of per capita income and population density as proxies for affluence and rurality in each county. We include
the Gini coefficient for each county, a measure of income inequality.
Summary statistics appear in Table 2.
We estimate three different versions of this simple model, starting with health and demo information, then adding regional amenities, and finally income, rurality, and median measures. For these
measures we normalized percentages and the Gini coefficient to a
0-100 scale. As mentioned earlier, the silver plan is for a two-adult,
two-child household with county median per capita income for each
county. All standard errors are treated for heteroskedasticity using
White’s (1980) method. Results of these models appear in Table 3.

paying for my neighbor’s bad health?” and “Am I paying more because
I live in a rural community?” These results provide some answers.
Model 1 offers a pure analysis of health care and demography characteristics within regions. We include diabetes incidence, smoking,
health variables, education, unemployment, income and earnings,
crime and rurality (population density). We expect smoking would
not be statistically significant because the parameters of the PPACA
rating exclude smoking, which is paid for by individuals and not
subsidized. As expected it is not. The only variables that explain the
differences in rates are the diabetes incidence rate of a county and

Results and Conclusion
As discussed earlier, actuarial estimates are employed to derive
regional rates for health insurance under a number of PPACA rate
plans (e.g. bronze, silver, silver plus, etc.). Our goal here is not to replicate these estimates, but rather to understand the questions “Am I
5

unemployment rate of a county. Both of these variables are statistically meaningful, and both imply meaningful economic magnitudes.
For example, moving from the worst county for diabetes incidence
rate to the median would reduce health care plan costs by roughly 2.2
percent, or $19.20 per month, all other things held equal. The higher
plan costs in high diabetes incidence rate counties may be associated
with the inclusion of pre-existing conditions (such as diabetes) under
the PPACA.
This finding remains robust across all three different models as we
expand our analysis to include other characteristics. In Model 2 we
include income inequality (Gini) and median resident age within
each county. This inclusion does not alter the significance of the diabetes incidence rate, and the Gini coefficient was positive and significant. For example, moving from the county with the highest Gini
coefficient to the county with the median would reduce monthly
costs by roughly $39.50 per month. The increase in plan costs for
high income inequality areas may be attributable to better access to
care in those areas and superior plan choices or additional benefits
and coverage.
In our final model (Model 3), we include amenity characteristics,
such as trails, parks and water features. In no instance do these additional variables meaningfully alter the coefficient in the initial estimate, and in no instance are these additional variables themselves
significant in either the statistical or economic sense. Neither changeable nor static amenities affect the cost of the silver plus health care
plans under the PPACA.
We caution that this is not a model of health care costs, only an
assessment of those regional factors that influence rate setting under
the PPACA, which is a far less ambitious task. Still, our findings here
do cast some light upon the actuarial assessments, and answer the two
compelling questions posed within the research literature.
The answer to the first question is “Yes.” Households will pay for
the ill health of fellow residents within their county. These costs are
not trivial. All other things being equal, the additional health care
expenses of living in the highest diabetes incidence rate county in the
state costs a household an additional $230.40 per year over what it
would spend in the median county for diabetes incidence. The same
costs for Gini coefficient are more than $474 per year in additional
costs for a household living in the county with the highest inequality,
versus the county with the median inequality. These are not unexpected results, and point directly to some of the PPACA justification
for community ratings.
On the second question, the answer is “No.” Residents who are
otherwise similar will not pay higher health care costs because of their
county’s rural or urban status. Both the size of the rurality measure
and the statistical significance of rurality suggest that it plays no direct
role on rates.

Table 3. Estimation Results for Health Insurance Rate Model
Model 1

Model 2

Model 3

Diabetes
incidence rate

0.0076*
(0.0045)

0.0081*
(0.0046)

0.0081*
(0.0047)

Adult smoking
rate

-0.0009
(0.0025)

-0.0005
(0.0026)

-0.0002
(0.0026)

Poor health
percent

-0.0009
(0.0027)

-0.0026
(0.0030)

-0.0028
(0.0030)

Ln years of
potential life lost

0.0010
(0.0470)

0.0109
(0.0569)

0.0059
(0.0640)

Education index

-0.0002
(0.0005)

-0.0008
(0.0006)

-0.0008
(0.0006)

Unemployment
rate

-0.0064*
(0.0035)

-0.0055
(0.0041)

-0.0060
(0.0043)

Ln per capita
income

0.0814
(0.0639)

0.1107
(0.0972)

0.1018
(0.1020)

Ln average
earnings

0.0844
(0.0570)

0.0703
(0.0553)

0.0808
(0.0570)

Ln total crimes

0.0046
(0.0064)

0.0034
(0.0060)

0.0037
(0.0061)

Ln population
density

-0.0223
(0.0183)

-0.0302
(0.0216)

-0.0304
(0.0218)

Gini coefficient

0.0053*
(0.0029)

0.0056**
(0.0028)

Ln median age

-0.0591
(0.1354)

-0.0615
(0.1417)

Changeable
amenities

-0.0003
(0.0010)

Static amenities

-0.0002
(0.0004)

Constant

5.3519***
(0.8871)

5.1389***
(1.0673)

R-squared

0.179

0.207

S.E. of regression

0.064

0.063

0.064

112.881

114.255

114.461

F-statistic

3.448

3.863

4.066

Probability
(F-Statistic)

0.001

0.000

0.000

Log likelihood

Note: Parentheses indicate standard deviation.
Significance: * at 0.10 level, ** at 0.05 level, *** at 0.01 level.
Source: Author calculations.
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5.2451***
(1.1502)
0.211
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Appendix
Table A1. Pre-PPACA Rating Restrictions
Location

Limits on Rating?

Types of Rating
Restrictions?

Rating Allowed
for Health Status?

Rating Allowed
for Age?

Rating Allowed
for Gender?

Rating Allowed
for Tobacco Use?

Rating Allowed
for Industry?

United States

18+DC Yes

NA

43+DC Yes

48+DC Yes

37 Yes

44+DC Yes

37+DC Yes

Alabama

No

No

Yes

Yes

Yes

Yes

Yes

Alaska

No

No

Yes

Yes

Yes

Yes

Yes

Arizona

No

No

Yes

Yes

Yes

Yes

Yes

Arkansas

No

No

Yes

Yes

Yes

Yes

Yes

California

No

No

Yes

Yes

No

Yes

Yes

Colorado

No

No

Yes

Yes

No

Yes

Yes

Connecticut

No

No

Yes

Yes

Yes

Yes

Yes

Delaware

No

No

Yes

Yes

Yes

Yes

Yes

District of
Columbia

Yes

Rate Bands

Yes

Yes

No

Yes

Yes

Florida

No

No

Yes

Yes

Yes

Yes

Yes

Georgia

No

No

Yes

Yes

Yes

Yes

Yes

Hawaii

No

No

Yes

Yes

Yes

Yes

Yes

Idaho

Yes

Rate Bands

Yes

Yes

Yes

Yes

No

Illinois

No

No

Yes

Yes

Yes

Yes

Yes

Indiana

No

No

Yes

Yes

Yes

Yes

Yes

Iowa

Yes

Rate Bands

Yes

Yes

Yes

Yes

No

Kansas

No

No

Yes

Yes

Yes

Yes

Yes

Kentucky

Yes

Rate Bands

Yes

Yes

Yes

Yes

Yes

Louisiana

Yes

Rate Bands

Yes

Yes

Yes

Yes

Yes

Maine

Yes

Adjusted
Community
Rating

No

Yes

No

Yes

No

Maryland

No

No

Yes

Yes

Yes

Yes

Yes

Massachusetts

Yes

Adjusted
Community
Rating

No

Yes

No

Yes

Yes

Michigan

No

No

Yes

Yes

Yes

Yes

Yes

Minnesota

Yes

Rate Bands

Yes

Yes

No

Yes

Yes

Mississippi

No

No

Yes

Yes

Yes

Yes

Yes

Missouri

No

No

Yes

Yes

Yes

Yes

Yes

Montana

No

No

Yes

Yes

No

Yes

Yes

Nebraska

No

No

Yes

Yes

Yes

Yes

Yes

Nevada

Yes

Rate Bands

Yes

Yes

Yes

Yes

Yes

New Hampshire

Yes

Rate Bands

Yes

Yes

No

Yes

No

New Jersey

Yes

Adjusted
Community
Rating

No

Yes

No

No

No

New Mexico

Yes

Rate Bands

Yes

Yes

Yes

Yes

Yes

New York

Yes

Yes

No

No

No

No

No

North Carolina

No

No

Yes

Yes

Yes

Yes

Yes

North Dakota

Yes

Rate Bands

Yes

Yes

No

Yes

Yes

Ohio

No

No

Yes

Yes

Yes

Yes

Yes

Oklahoma

No

No

Yes

Yes

Yes

Yes

Yes

Oregon

Yes

Adjusted
Community
Rating

No

Yes

No

No

No

Pennsylvania

No

No

Yes

Yes

Yes

Yes

No

Rhode Island

No

No

Yes

Yes

Yes

No

No
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Continued: Table A1
Location

Limits on Rating?

Types of Rating
Restrictions?

Rating Allowed
for Health Status?

Rating Allowed
for Age?

Rating Allowed
for Gender?

Rating Allowed
for Tobacco Use?

Rating Allowed
for Industry?

South Carolina

No

No

Yes

Yes

Yes

Yes

Yes

South Dakota

Yes

Rate Bands

Yes

Yes

Yes

Yes

No

Tennessee

No

No

Yes

Yes

Yes

Yes

Yes

Texas

No

No

Yes

Yes

Yes

Yes

Yes

Utah

Yes

Rate Bands

Yes

Yes

Yes

No

No

Vermont

Yes

Adjusted
Community
Rating

No

No

No

No

No

Virginia

No

No

Yes

Yes

Yes

Yes

Yes

Washington

Yes

Adjusted
Community
Rating

No

Yes

No

Yes

No

West Virginia

No

No

Yes

Yes

Yes

Yes

Yes

Wisconsin

No

No

Yes

Yes

Yes

Yes

Yes

Wyoming

No

No

Yes

Yes

Yes

Yes

Yes
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