
TITLE 13. CULTURAL RESOURCES 

PART 2. TEXAS HISTORICAL 
COMMISSION 

CHAPTER 13. TEXAS HISTORIC 
PRESERVATION TAX CREDIT PROGRAM 
13 TAC §§13.1 - 13.6, 13.8, 13.9 

The Texas Historical Commission (hereafter referred to as the 
Commission) proposes amendments to §§13.1 - 13.6, 13.8, and 
13.9 of Chapter 13 of the Texas Administrative Code, Title 13, 
Part 2, related to the Texas Historic Preservation Tax Credit Pro-
gram. 
The proposed amendments clarify administrative procedures 
and further explain the relationship between this program and 
the Federal Rehabilitation Tax Credit Program. Specifically, the 
proposed amendments refine definitions and remove language 
that is redundant with subsequent sections in §13.1; explain the 
circumstances under which disparate scopes of work may be 
treated as part of a single or separate applications in §13.2; add 
evaluation criteria for designation as a Recorded Texas Historic 
Landmark, and provide clarification and remove typographical 
errors regarding nonhistoric surface materials in §13.3; clarify 
procedures for the evaluation of Part B of the application and 
amendments in §13.4; consolidate duplicative information 
in §13.5; clarify application review procedures, including for 
buildings that are not yet certified historic structures in §13.6; 
disambiguate processing procedures between projects seeking 
both federal and state tax credits and projects seeking state tax 
credits only during the federal recapture period in §13.8; and 
establish that Part A of the application cannot be appealed in 
§13.9. No revisions are proposed to §13.7 at this time. 
FISCAL NOTE. Joseph Bell, Executive Director, has determined 
that for the first five-year period the rules are in effect there will be 
no fiscal implications for state or local governments as a result 
of enforcing or administering the rules. 
PUBLIC BENEFIT. Mr. Bell has also determined that for each 
year of the first five-year period the rules are in effect the pub-
lic benefit anticipated as a result of the implementation of these 
rules will be the certified rehabilitation of certain designated his-
toric buildings. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS FOR SMALL BUSINESSES, MICROBUSI-
NESSES, AND RURAL COMMUNITIES. Mr. Bell has also de-
termined that there will be no impact on rural communities, small 
businesses, or micro-businesses as a result of implementing 
these rules. Accordingly, no regulatory flexibility analysis, as 
specified in Texas Government Code §2006.002, is required. 

ECONOMIC COSTS TO PERSONS AND IMPACT ON LOCAL 
EMPLOYMENT. There are no anticipated economic costs to per-
sons who are required to comply with the amendments to these 
rules, as proposed. There is no effect on local economy for the 
first five years that the proposed new section is in effect; there-
fore, no local employment impact statement is required under 
Texas Government Code §2001.022 and 2001.024(a)(6). 
GOVERNMENT GROWTH IMPACT STATEMENT. During the 
first five years that the amendments would be in effect, the pro-
posed amendments: will not create or eliminate a government 
program; will not result in the addition or reduction of employ-
ees; will not require an increase or decrease in future legislative 
appropriations; will not create a new regulation; will not repeal 
an existing regulation; and will not result in an increase or de-
crease in the number of individuals subject to the rule. Imple-
mentation of this legislation will lead to an increase in fees paid 
to a state agency through application fees collected in accor-
dance with Texas Government Code §442.005(f) and 13 Texas 
Administrative Code §13.1(3). During the first five years that the 
amendments would be in effect, the proposed amendments will 
positively affect the Texas economy through the creation of con-
struction-related jobs. 
TAKINGS IMPACT ASSESSMENT. The Commission has deter-
mined that no private real property interests are affected by this 
proposal and the proposal does not restrict or limit an owner's 
right to his or her property that would otherwise exist in the ab-
sence of government action and, therefore, does not constitute 
a taking under Texas Government Code §2007.043. 
PUBLIC COMMENT. Comments on the proposal and as to 
whether the reasons for initially adopting these rules continue 
to exist may be submitted to Joseph Bell, Executive Director, 
Texas Historical Commission, P.O. Box 12276, Austin, Texas 
78711. Comments will be accepted for 30 days after publication 
in the Texas Register. 
STATUTORY AUTHORITY. These amendments are proposed 
under the authority of Texas Government Code §442.005(q), 
which provides the Commission with the authority to promul-
gate rules to reasonably affect the purposes of the Commission, 
and Texas Government Code §172.110, of the Texas Tax Code, 
which authorizes the Commission to adopt rules necessary to 
implement the Tax Credit for Certified Rehabilitation of Certified 
Historic Structures. 
CROSS REFERENCE TO OTHER LAW. No other statutes, arti-
cles, or codes are affected by these amendments. 
§13.1. Definitions. 

The following words and terms when used in these rules shall have the 
following meanings unless the context clearly indicates otherwise: 
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(1) Applicant--The entity that has submitted an application 
for a building or structure of which it is the owner, [it owns] or for 
which it has a contract to purchase. 

(2) Application--A fully completed Texas Historic Preser-
vation Tax Credit Application form submitted to the Commission, 
which includes three parts: 

(A) Part A - Evaluation of Significance, to be used by 
the Commission to make a determination whether the building is a cer-
tified historic structure; 

(B) Part B - Description of Rehabilitation, to be used by 
the Commission to review proposed projects for compliance with the 
Standards for Rehabilitation; and 

(C) Part C - Request for Certification of Completed 
Work, to be used by the Commission to review completed projects for 
compliance with the work approved under Part B. 

(3) Application fee--The fee charged by the Commission 
and paid by the applicant for the review of Part B and Part C of the 
application as follows: 
Figure: 13 TAC §13.1(3) (No change.) 

(4) Audited cost report--Such documentation as defined by 
the Comptroller in 34 TAC Chapter 3, Tax Administration. 

(5) Building--Any edifice enclosing a space within its 
walls, and usually covered by a roof, the purpose of which is prin-
cipally to shelter any form of human activity, such as shelter or 
housing, or to provide working, office, parking, display, or sales space. 
The term includes, among other examples, banks, office buildings, 
factories, warehouses, barns, railway or bus stations, and stores [and 
may also be used to refer to a historically and functionally related 
unit, such as a courthouse and jail or a house and barn]. Functional 
constructions made usually for purposes other than creating human 
shelter or activity such as bridges, windmills, and towers are not 
considered buildings under this definition and are not eligible to be 
certified historic structures. 

(6) Certificate of Eligibility--A document issued by the 
Commission to the owner, following review and approval of a Part C 
application, that confirms the property to which the eligible costs and 
expenses relate is a certified historic structure and the rehabilitation 
qualifies as a certified rehabilitation; and specifies the date the certified 
historic structure was first placed in service after the rehabilitation. 

(7) Certified historic structure--A building or buildings lo-
cated on a property in Texas that is certified by the Commission as: 

(A) listed individually in the National Register of His-
toric Places; 

(B) designated as a Recorded Texas Historic Landmark 
under §442.006, Texas Government Code[, or as a State Antiquities 
Landmark under Chapter 191, Texas Natural Resources Code]; §21.6 
[and §26.3(66) and (67)] of this title (relating to Recorded Texas His-
toric Landmark Designation [and Definitions, respectively]); [or] 

(C) designated as a State Antiquities Landmark under 
Chapter 191, Texas Natural Resources Code; §26.3 of this title (relating 
to Definitions); or 

(D) [(C)] certified by the Commission as contributing 
to the historic significance of: 

(i) a historic district listed in the National Register 
of Historic Places; or 

(ii) a certified local district as per 36 CFR §67.9. 

(8) Certified local district--A local historic district certified 
by the United States Department of the Interior in accordance with 36 
CFR §67.9. 

(9) Certified rehabilitation--The rehabilitation of a certified 
historic structure that the Commission has certified as meeting the Stan-
dards for Rehabilitation. If the project is submitted for the federal reha-
bilitation tax credit, it must be reviewed by the National Park Service 
prior to a determination that it meets the requirements for a certified 
rehabilitation under this rule. In the absence of a determination for the 
federal rehabilitation tax credit, the Commission shall have the sole re-
sponsibility for certifying the project. 

(10) Commission--The Texas Historical Commission. 

(11) Comptroller--The Texas Comptroller of Public Ac-
counts. 

(12) Contributing--A property [building] in a historic dis-
trict considered to be historically, culturally, or architecturally signifi-
cant according to the criteria established by state or federal government, 
including those formally promulgated by the National Park Service and 
the United States Department of the Interior at 36 CFR Part 60 and ap-
plicable National Register bulletins. 

(13) Credit--The tax credit for the certified rehabilitation 
of certified historic structures available pursuant to Chapter 172 of the 
Texas Tax Code. 

(14) District--A geographically definable area, urban[,] or 
rural, possessing a significant concentration, linkage, or continuity of 
sites, buildings [building], structures, or objects united by past events 
or aesthetically by plan or physical development. A district may also 
comprise individual elements separated geographically but linked by 
association or history. 

(15) Eligible costs and expenses--The qualified rehabilita-
tion expenditures as defined by §47(c)(2), Internal Revenue Code, in-
cluding rehabilitation expenses as set out in 26 CFR §1.48-12(c), in-
curred during the project, except as otherwise specified in Chapter 172 
of the Texas Tax Code, or, for a time period beginning January 1, 2026, 
until the statute reverts on January 1, 2035, by authorized investment 
of funds by an institution of higher education or university system as 
defined by Section 61.003, Education Code, if the other provisions of 
Section 47(c)(2) are met. 

(16) Federal rehabilitation tax credit--A federal tax credit 
for 20% of qualified rehabilitation expenditures with respect to a cer-
tified historic structure, as defined in §47, Internal Revenue Code; 26 
CFR §1.48-12; and 36 CFR Part 67. 

(17) Functionally related buildings--A collection of build-
ings that were constructed or used to serve and support an overall single 
purpose during their period of significance. Examples include but are 
not limited to: a residence and carriage house; a multi-building apart-
ment complex; a multi-building industrial or commercial complex; or 
buildings constructed as a campus. Buildings within a typical neigh-
borhood or downtown commercial historic district, among other prop-
erty types, do not count as functionally related buildings with other 
buildings in the district, unless there is a certain historical attachment 
other than community development. Functionally related buildings 
owned by one entity are viewed as a single property while those owned 
by separate entities are viewed as separate properties. 

(18) National Park Service--The agency of the U.S. De-
partment of the Interior that is responsible for certifying projects to 
receive the federal rehabilitation tax credit. 

(19) Owner--A person, partnership, company, corporation, 
whether for profit or not, governmental body, an institution of higher 
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education or university system or any other entity holding a legal or 
equitable interest in a Property or Structure, which can include a full or 
partial ownership interest. Not all of these owner entities can qualify as 
an applicant for the credit, based on the requirements listed in Chapter 
172 of the Texas Tax Code. A long-term lessee of a property may be 
considered an owner if their current lease term is at a minimum 27.5 
years for residential rental property or 39 years for nonresidential real 
property, as referenced by §47(c)(2), Internal Revenue Code. 

(20) Phased development--A rehabilitation project which 
may reasonably be expected to be completed in two or more distinct 
states of development, as defined by United States Treasury Regulation 
26 CFR §1.48-12(b)(2)(v). [Each phase of a phased development can 
independently support an Application for a credit as though it was a 
stand-alone rehabilitation, as long as each phase meets the definition of 
a Project. If any completed phase of the rehabilitation project does not 
meet the requirements of a certified rehabilitation, future applications 
by the same owner for the same certified historic structure will not be 
considered.] 

(21) Placed in Service--A status obtained upon completion 
of the rehabilitation project as described in Part B of the application, 
and any subsequent amendments, and documented in Part C of the ap-
plication. Evidence of the date a property is placed in service must 
be provided as described in §13.5(b)(4) of this title (relating to Re-
quest for Certification of Completed Work). [includes a certificate of 
occupancy issued by the local building official and/or an architect's cer-
tificate of substantial completion. Other documents will suffice when 
certificates of occupancy and/or substantial completion are not avail-
able for a specific project, including final contractor invoices or other 
verifiable statements of completion. Alternate documents should be 
approved by the Commission before submission. Placed in Service 
documentation must indicate the date that work was completed.] 

(22) Project--A specified scope of work, as described in a 
rehabilitation plan submitted with Part B of the application and sub-
sequent amendments, comprised of work items that will be fully com-
pleted and Placed in Service. Examples of a project may include, but 
are not limited to, a whole building rehabilitation, rehabilitation of in-
dividual floors or spaces within a building, repair of building features, 
or replacement of building systems (such as mechanical, electrical, 
and plumbing systems). Partial or incomplete scopes of work, such 
as project planning and design, demolition, or partial completion of 
spaces, features, or building systems are not included in this defini-
tion as projects. Per §13.6(f) of this title (relating to Application Re-
view Process), the Commission's review encompasses the entire build-
ing and site, including all concurrent work regardless of whether that 
work is eligible to generate qualified rehabilitation expenditures [ even 
if other work items are not included in a submitted project]. 

(23) Property--A parcel of real property containing one or 
more buildings or structures that is the subject of an application for a 
credit. 

(24) Rehabilitation--The process of returning a building or 
buildings to a state of utility, through repair or alteration, which makes 
possible an efficient use while retaining those portions and features of 
the building and its site and environment which are significant. 

(25) Rehabilitation plan--Descriptions, drawings, con-
struction plans, and specifications for the proposed rehabilitation of a 
certified historic structure in sufficient detail to enable the Commission 
to evaluate compliance with the Standards for Rehabilitation. 

(26) Standards for Rehabilitation--The United States Sec-
retary of the Interior's Standards for Rehabilitation as defined by the 
National Park Service in 36 CFR §67.7. 

(27) Structure--A building; see also certified historic struc-
ture. "Structure" may be used in place of the word "building," but all 
tax credit projects must involve rehabilitation of a building as defined 
in §13.1(5) of this title. 

(28) Tax Credit--A credit earned against either the state 
franchise tax or the insurance premium tax per Chapter 172 of the Texas 
Tax Code and any limitations provided therein. 

§13.2. Qualification Requirements. 
(a) Qualification for credit. 

(1) An Owner is eligible for a credit for eligible costs and 
expenses incurred in the certified rehabilitation of a certified historic 
structure if: 

(A) the rehabilitated certified historic structure is placed 
in service on or after September 1, 2013; 

(B) the Owner has an ownership interest in the certified 
historic structure in the year during which the structure is placed in 
service after the rehabilitation; and 

(C) the total amount of the eligible costs and expenses 
incurred exceeds $5,000. 

(2) A property for which eligible costs and expenses are 
submitted for the credit must meet Internal Revenue Code §47(c)(2) 
which includes: 

(A) non-residential real property; 

(B) residential rental property; or 

(C) other property types exempted from parts of Inter-
nal Revenue Code §47(c)(2) as described in Chapter 172 of the Texas 
Tax Code. 

(b) Eligible costs and expenses. Eligible costs and expenses 
means those costs and expenses allowed pursuant to Internal Revenue 
Code §47(c)(2) or as exempted by Chapter 172 of the Texas Tax Code. 
Such eligible costs and expenses, include, but are not limited to: 

(1) expenditures associated with structural components as 
defined by United States Treasury Regulation §1.48-1(e)(2) including 
walls, partitions, floors, ceilings, windows and doors, stairs, eleva-
tors, escalators, sprinkler systems, fire escapes, components of central 
air conditioning, heating, plumbing, and electrical systems, and other 
components related to the operation or maintenance of the building; 

(2) architectural services; 

(3) engineering services; 

(4) construction management and labor, materials, and rea-
sonable overhead; 

(5) subcontracted services; 

(6) development fees; 

(7) construction period interest and taxes; and 

(8) other items referenced in Internal Revenue Code 
§47(c)(2). 

(c) Ineligible costs and expenses. Eligible costs and expenses 
as defined in Internal Revenue Code §47(c)(2) do not include the fol-
lowing: 

(1) the cost of acquiring any interest in the property; 

(2) the personal labor by the applicant; 

(3) any cost associated with the enlargement of an existing 
building; 
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(4) site work expenditures, including any landscaping, 
sidewalks, paving, decks, outdoor lighting remote from the building, 
fencing, retaining walls or similar expenditures; or 

(5) any cost associated with the rehabilitation of an out-
building or ancillary structure unless it is certified by the Commission 
to contribute to the historical significance of the property. 

(d) Eligibility date for costs and expenses. 

(1) Part A of the Texas Historic Preservation Tax Credit 
Certification Application must be submitted prior to the building being 
placed in service per §13.1(21) of this title (relating to Definitions). 
Projects that have been placed in service prior to submission of Part A 
of the application do not qualify for the program. 

(2) While the credit may be claimed for eligible costs and 
expenses incurred prior to the filing of an application, potential appli-
cants are urged to file Parts A and B of the application at the earliest 
possible date. This will allow the Commission to review the applica-
tion and provide guidance to the applicant that will increase the chances 
that the application will ultimately be approved and the credit received. 

(3) In certain cases, an applicant may seek to demonstrate 
that a scope of recently completed work is part of an ongoing project, to 
be considered cumulatively for qualification for the program. In such 
cases, the applicant must provide documentation that the previous work 
is part of a cohesive, ongoing project that has not yet been placed in 
service, and the Commission will determine whether the prior work is 
eligible for consideration. 

(4) [(3)] For an institution of higher education or university 
system as defined by Section 61.003, Education Code, eligible costs 
and expenditures may only be incurred on or after January 1, 2026, 
and before January 1, 2035, in accordance with Section 172.102(b) of 
the Tax Code. 

(e) Phased development. Part B applications for rehabilita-
tion of the same certified historic structure may be submitted by the 
same owner only if they describe clearly defined phases of work that 
align with a cost report that separates the eligible costs and expenses by 
phase. Each phase of a phased development can independently support 
an Application for a credit as though it was a standalone rehabilitation, 
as long as each phase meets the definition of a Project. Separate Part 
B and C applications shall be submitted for review by the Commission 
prior to issuance of a certificate of eligibility for each phase. 

(f) Amount of credit. The total amount of credit available is 
twenty-five percent (25%) of the aggregate eligible costs and expenses 
incurred in the certified rehabilitation of the certified historic structure. 

§13.3. Evaluation of Significance. 

(a) Application Part A - Evaluation of Significance. Part A of 
the application requires information to allow the Commission to evalu-
ate whether a building is a certified historic structure and shall be com-
pleted for all buildings to be included in the project. Part A of the 
application is evaluated against criteria for significance and integrity 
issued by the National Park Service. 

(b) Application Requirements. Information to be submitted in 
Part A of the application includes: 

(1) Name, mailing address, telephone number, and email 
address of the property owner(s) and Applicant if different from the 
Owner; 

(2) Name and address of the property; 

(3) Name of the historic district, if applicable; 

(4) Current photographs of the building and its site, show-
ing exterior and interior features and spaces adequate to document the 
property's significance. Photographs must be formatted as directed by 
the Commission in published program guidance materials on the Com-
mission's online Texas Historic Preservation Tax Credit Application 
Guide available by accessing thc.texas.gov; 

(5) Date of construction of the property; 

(6) Brief description of the appearance of the property, in-
cluding alterations, characteristic features, and estimated date or dates 
of construction and alterations; 

(7) Brief statement of significance summarizing why a 
property is: 

(A) eligible for individual listing in the National Regis-
ter of Historic Places; 

(B) contributes to a historic district listed in the Na-
tional Register of Historic Places or a certified local district; or 

(C) contributes to a potential historic district, accompa-
nied by: 

(i) a map showing the boundary of the potential his-
toric district and the location of the property within the district; 

(ii) photographs of other properties in the district; 
and 

(iii) justification for the district's eligibility for list-
ing in the National Register of Historic Places; 

(8) A map showing the location of the historic property; 

(9) Signature of the Owner, and Applicant if different from 
the Owner, requesting the determination; and 

(10) Other information required on the application by the 
Commission. 

(c) Consultation with Commission. Any person may infor-
mally consult with the Commission to determine whether a property 
is: 

(1) listed individually in the National Register of Historic 
Places; 

(2) designated as a Recorded Texas Historic Landmark or 
State Antiquities Landmark; or 

(3) certified by the Commission as contributing to the his-
toric significance of a historic district listed in the National Register of 
Historic Places or a certified local district. 

(d) Automatic qualification as certified historic structure. If 
a property is individually listed in the National Register of Historic 
Places or designated as a Recorded Texas Historic Landmark or State 
Antiquities Landmark, then it is a certified historic structure and should 
be indicated as such on Part A of the application. 

(e) Preliminary determination of significance. An Applicant 
for a property not listed in the National Register of Historic Places, 
neither individually nor as a contributing element to a historic district; 
not designated a Recorded Texas Historic Landmark nor State Antiq-
uities Landmark; and not listed in a certified local district may obtain 
a preliminary determination from the Commission as to whether the 
property is individually eligible to become a certified historic structure 
or is eligible as a contributing structure in a potential or existing his-
toric district by submitting Part A of the application. 

(1) Determination of eligibility for designation in the Na-
tional Register of Historic Places, either individually or as part of a 
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historic district, will be based on criteria for listing in the National Reg-
ister of Historic Places. Applications for a preliminary determination 
of significance must show how the property meets one of the following 
criteria for listing in the National Register of Historic Places and any 
applicable criteria considerations from the National Park Service. 

(A) [1] National Register of Historic Places criteria. 
The quality of significance in American history, architecture, arche-
ology, engineering, and culture is present in districts, sites, buildings, 
structures, and objects that possess integrity of location, design, 
setting, materials, workmanship, feeling, and association and one or 
more of clauses (i) - (iv) of this subparagraph [subparagraphs (A) -
(D) of this paragraph]: 

(i) [A] Properties that are associated with events that 
have made a significant contribution to the broad patterns of our his-
tory; or 

(ii) [B] that are associated with the lives of persons 
significant in our past; or 

(iii) [C] that embody distinctive characteristics of a 
type, period, or method of construction, or that represent the work of a 
master, or that possess high artistic values, or that represent a signifi-
cant and distinguishable entity whose components may lack individual 
distinction; or 

(iv) [D] that have yielded, or may be likely to yield, 
information important in prehistory or history. 

(B) [2] Criteria considerations. Ordinarily cemeteries, 
birthplaces, or graves of historical figures, properties owned by reli-
gious institutions or used for religious purposes, structures that have 
been moved from their original locations, reconstructed historic build-
ings, properties primarily commemorative in nature, and properties that 
have achieved significance within the past 50 years shall not be consid-
ered eligible for the National Register. However, such properties will 
qualify if they are integral parts of districts that do meet the criteria or 
if they fall within the following categories: 

(i) [A] A religious property deriving primary signifi-
cance from architectural or artistic distinction or historical importance; 
or 

(ii) [B] A building or structure removed from its 
original location but which is significant primarily for architectural 
value, or which is the surviving structure most importantly associated 
with a historic person or event; or 

(iii) [C] A birthplace or grave of a historical figure 
of outstanding importance if there is no appropriate site or building 
directly associated with his or her productive life; or 

(iv) [D] A cemetery which derives its primary 
significance from graves of persons of transcendent importance, from 
age, from distinctive design features, or from association with historic 
events; or 

(v) [E] A reconstructed building when accurately 
executed in a suitable environment and presented in a dignified manner 
as part of a restoration master plan, and when no other building or 
structure with the same association has survived; or 

(vi) [F] A property primarily commemorative in in-
tent if design, age, tradition, or symbolic value has invested it with its 
own exceptional significance; or 

(vii) [G] A property achieving significance within 
the past 50 years if it is of exceptional importance. 

(2) Determination of eligibility for designation as a 
Recorded Texas Historic Landmark will be based on criteria for 
evaluation described in §442.006, Texas Government Code; §21.9 of 
this title (relating to Application Evaluation Procedures). 

(3) Issuance of a preliminary determination of significance 
does not bind the Commission to the designation of an individual 
historic structure or district. Applicants proceed with rehabilitation 
projects at their own risk. If a structure is ultimately not listed in the 
National Register of Historic Places, designated as a Recorded Texas 
Historic Landmark, or certified as a contributing element to a local 
district pursuant to 36 CFR §67.9, the preliminary determination does 
not become final, and the owner will not be eligible for the credit. The 
Commission shall not issue a certificate of eligibility until or unless 
the designation is final. 

(f) Determination of contributing structures in existing historic 
districts. If a property is located in a district listed in the National 
Register of Historic Places or in a certified local district, an Appli-
cant or an Owner of the property shall request that the Commission 
determine whether the property is of historic significance contributing 
to the district by submitting Part A of the application. The Commis-
sion evaluates properties located within historic districts listed in the 
National Register of Historic Places or certified local districts to deter-
mine whether they contribute to the historic significance of the district 
by applying the following standards: 

(1) A property contributing to the historic significance of a 
district is one which by location, design, setting, materials, workman-
ship, feeling, and association adds to the district's sense of time and 
place and historical development. 

(2) A property does not contribute to the historic signifi-
cance of a district if it does not add to the district's sense of time and 
place and historical development, or if its location, design, setting, ma-
terials, workmanship, feeling, and association have been so altered or 
have so deteriorated that the overall integrity of the building has been 
irretrievably lost. 

(3) Generally, buildings that have been built within the past 
50 years shall not be considered to contribute to the significance of a 
district unless a strong justification concerning their historical or ar-
chitectural merit is given or the historical attributes of the district are 
considered to be less than 50 years old at the date of application. 

(4) Certification of significance will be made on the basis 
of the appearance and condition of the property before beginning the 
rehabilitation work. 

(5) If a nonhistoric surface material obscures a building's 
facade [faÃƒ§ade], it may be necessary for the owner to remove some 
or all [a portion] of the surface material so that a determination of sig-
nificance can be made. After the material has been removed, if the 
obscured facade [faÃƒ§ade] has retained substantial historic integrity 
and the property otherwise contributes to the significance of the historic 
district, it will be considered eligible to be a certified historic structure. 

(g) Subsequent Designation. A building must be a certified 
historic structure prior to the issuance of the certificate of eligibility by 
the Commission as required by §172.105 (b)(1)(A) of the Texas Tax 
Code. If a property is not automatically qualified as a certified historic 
structure, an owner of a property shall request that the Commission 
determine whether the property is of historic significance by submitting 
Part A of the application in accordance with subsections (e) and (f) of 
this section. Upon listing in the National Register of Historic Places, 
designation as a Recorded Texas Historic Landmark, or certification 
as a contributing element to a local district pursuant to 36 CFR §67.9, 
Commission staff overseeing the National Register program and the 
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Official Texas Historical Marker program (as applicable), shall prepare 
a notification, to be filed with the tax credit application, indicating that 
the designation process required by Part A has been fulfilled. 

(h) Multiple buildings. If a property owned by one entity con-
tains more than one building and the Commission determines that the 
buildings have been functionally related historically, per §13.1(17) of 
this title (relating to Definitions), to serve an overall purpose (such as 
a residence and a carriage house), then the functionally related build-
ings will be treated as a single certified historic structure, regardless of 
whether one of the buildings is separately listed in the National Regis-
ter of Historic Places or as a Recorded Texas Historic Landmark or is 
located within a historic district. Buildings owned by the same appli-
cant that were not functionally related historically must be submitted 
as individual buildings on separate applications. 

(i) Portions of buildings. Portions of buildings, such as single 
condominium apartment units, are not independently eligible for certi-
fication as an individual space without assessment of any work under-
taken elsewhere in the building within the last 24 months, as described 
in §13.6(f) of this title (relating to Application Review Process). This 
rule applies even when a building has multiple owners. A full descrip-
tion of all work at the building must be provided with the application. 

(j) Relocation of historic buildings. Relocation of a historic 
building from its original site may disqualify the building from eligi-
bility or result in removal of designation as a certified historic struc-
ture. Applications involving buildings that have been moved or are to 
be moved will be evaluated on a case-by-case basis under the applica-
ble criteria for designation as provided in this section. For a building 
listed in the National Register of Historic Places, the applicant will be 
responsible for updating the National Register of Historic Places nom-
ination for the property or district, or the relocated building will not be 
considered a certified historic structure for the purpose of this credit. 
For a building designated as a Recorded Texas Historic Landmark, the 
applicant will be responsible for notifying the Commission and other-
wise complying with the requirements of §21.11 of this title (relating 
to Review of Work on Recorded Texas Historic Landmarks) prior to 
undertaking any relocation. 

§13.4. Description of Rehabilitation. 

(a) Application Part B - Description of Rehabilitation. Part 
B of the application requires information to allow the Commission to 
determine whether the proposed rehabilitation work is consistent with 
the Standards for Rehabilitation and shall be completed for all projects 
and phases of projects. Part B may only be submitted with Part A of 
the application or after the Part A of the application has been submitted 
to the Commission. 

(b) Application Requirements. If a property is a certified his-
toric structure or receives a preliminary determination of significance, 
an Applicant or Owner of the property shall request that the Commis-
sion determine whether the rehabilitation plan is in conformance with 
the Standards for Rehabilitation. Information to be submitted in the 
Part B includes: 

(1) Name, mailing address, telephone number, and email 
address of the Owner and Applicant if different from the Owner; 

(2) Name and address of the property; 

(3) Current photographs of the building and its site, show-
ing exterior and interior features and spaces adequate to document the 
property's significance. Photographs must be formatted as directed by 
the Commission in published program guidance materials on the Com-
mission's online Texas Historic Preservation Tax Credit Application 
Guide available by accessing thc.texas.gov; 

(4) A rehabilitation plan including a detailed description of 
work, drawings of the site plan and the building floor plans showing 
existing conditions and all proposed work, with elevation drawings if 
applicable to illustrate any new construction, alterations, or additions. 
Drawings of the existing building condition and drawings of the pro-
posed project are generally required to substantiate the scope of the 
project. If there are inconsistencies between the description of work 
and architectural plans or other ancillary documents, the information in 
the description of work will take precedence. If the project is a phased 
development, a description of all phases of work with the associated 
timelines shall be provided; 

(5) Additional photos as necessary to completely illustrate 
all areas of the building that will be affected by the rehabilitation; 

(6) A timeframe by which all work included in the project 
will be completed with a projected starting date and completion or 
placed in service date; 

(7) An estimate of the aggregate eligible costs and ex-
penses; 

(8) Signature of the Owner, and Applicant if different from 
the Owner, requesting the review; and 

(9) Other information required on the application by the 
Commission. 

(c) Amendment Form. Changes to the project not previously 
documented in Part B of the application must be submitted for formal 
review using an Amendment Form. Such changes may include addi-
tions or deletions to the scope of work, and/or revisions to the proposed 
rehabilitation plan. Amendment submissions must include a detailed 
description of proposed changes to the work, together with supporting 
documents such as plans, as needed to present the proposed changes to 
the work. The Amendment Form may also be used to notify the Com-
mission of updated contact information or other project updates. 

(d) [(c)] Determination of certified rehabilitation. Part B reha-
bilitation plans and amendments are reviewed by staff of the Commis-
sion for consistency with the Standards for Rehabilitation as set forth 
below: 

(1) A property shall be used for its historic purpose or be 
placed in a new use that requires minimal change to the defining char-
acteristics of the building and its site and environment. 

(2) The historic character of a property shall be retained 
and preserved. The removal of historic materials or alteration of fea-
tures and spaces that characterize a property shall be avoided. 

(3) Each property shall be recognized as a physical record 
of its time, place, and use. Changes that create a false sense of histor-
ical development, such as adding conjectural features or architectural 
elements from other buildings, shall not be undertaken. 

(4) Most properties change over time; those changes that 
have acquired historic significance in their own right shall be retained 
and preserved. 

(5) Distinctive features, finishes, and construction tech-
niques or examples of craftsmanship that characterize a historic 
property shall be preserved. 

(6) Deteriorated historic features shall be repaired rather 
than replaced. Where the severity of deterioration requires replace-
ment of a distinctive feature, the new feature shall match the old in 
design, color, texture, and other visual qualities and, where possible, 
materials. Replacement of missing features shall be substantiated by 
documentary, physical, or pictorial evidence. 
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(7) Chemical or physical treatments, such as sandblasting, 
that cause damage to historic materials shall not be used. The surface 
cleaning of structures, if appropriate, shall be undertaken using the gen-
tlest means possible. 

(8) Significant archeological resources affected by a 
project shall be protected and preserved. If such resources must be 
disturbed, mitigation measures shall be undertaken. 

(9) New additions, exterior alterations, or related new con-
struction shall not destroy historic materials that characterize the prop-
erty. The new work shall be differentiated from the old and shall be 
compatible with the massing, size, scale, and architectural features to 
protect the historic integrity of the property and its environment. 

(10) New additions and adjacent or related new construc-
tion shall be undertaken in such a manner that if removed in the future, 
the essential form and integrity of the historic property and its environ-
ment would be unimpaired. 

§13.5. Request for Certification of Completed Work. 

(a) Application Part C - Request for Certification of Com-
pleted Work. Part C of the application requires information to allow 
the Commission to certify the completed work follows the Standards 
for Rehabilitation and the rehabilitation plan as approved by the Com-
mission in the Part B review, together with any subsequent conditions 
and amendments. Part C may be submitted when the project is placed 
in service. 

(b) Application requirements. Information to be submitted in 
the Part C includes: 

(1) Name, mailing address, telephone number, and email 
address of the property owner(s); 

(2) Name and address of the property; 

(3) Photographs of the completed work showing similar 
views of the photographs provided in Parts A and B. Photographs must 
be formatted as directed by the Commission in published program guid-
ance materials on the Commission's online Texas Historic Preservation 
Tax Credit Application Guide available by accessing thc.texas.gov; 

(4) Evidence of the placed in service date. Evidence of the 
date a property is placed in service includes[, such as] a certificate of oc-
cupancy issued by the local building official and/or an architect's[,] cer-
tificate of substantial completion. Other documents will suffice when 
certificates of occupancy and/or substantial completion are not avail-
able for a specific project and may include[,] final invoices [invoice] 
issued by a contractor or other verifiable statements of completion. [, 
or ] Alternative [alternative] documentation should be approved by the 
Commission before submission. Placed in service documentation must 
indicate the date that work was completed; and 

(5) Other information required on the application by the 
Commission. 

§13.6. Application Review Process. 

(a) Application form. The Commission staff will develop the 
application and may modify it as needed over time. All required forms, 
including application Parts A, B, C, and amendment forms, are avail-
able from the Commission at no cost. 

(b) Delivery. Applications will be accepted beginning on Jan-
uary 1, 2015 and continuously thereafter. Applications should be sub-
mitted to the Commission in the manner and format directed by the 
Commission in published program guidance materials on the Commis-
sion's online Texas Historic Preservation Tax Credit Application Guide 
available by accessing thc.texas.gov. 

(c) Application Part A - Evaluation of Significance. Part A 
of the application will be used by the Commission to confirm historic 
designation or to determine if the property is eligible for qualification 
as a certified historic structure. 

(1) If a property is individually listed in the National Regis-
ter of Historic Places or designated as a Recorded Texas Historic Land-
mark or State Antiquities Landmark, the property is qualified as a cer-
tified historic structure. 

(2) The applicant will be responsible for providing suffi-
cient information to the Commission with which the Commission staff 
may make a determination. If all requested information is not provided 
to make a determination that a building is eligible for designation as a 
certified historic structure, the staff may request additional information 
from the applicant. If the additional information requested is not pro-
vided in a timely manner, the application will be considered incomplete 
and review of the application will be placed on hold until sufficient in-
formation is received. 

(3) The Commission staff review Part A of a complete ap-
plication, unless otherwise provided in §13.8 of this title (relating to 
Relationship with the Federal Rehabilitation Tax Credit Program), and 
shall notify the applicant in writing of any determination it makes upon 
completing the review of Part A of the application. 

(4) There is no fee to review Part A of the application. 

(d) Application Part B - Description of Rehabilitation. Part B 
of the application will be used by the Commission to review proposed 
projects for compliance with the Standards for Rehabilitation. 

(1) The applicant will be responsible for providing suffi-
cient information, including photographs taken prior to the project, to 
the Commission with which the Commission staff may make a deter-
mination. If all requested information is not provided to make a deter-
mination that a project is eligible as a certified rehabilitation, staff may 
request additional information from the applicant[, usually required to 
be submitted within 30 days]. If the additional information requested 
is not provided in a timely manner within the review period, the appli-
cation will be considered incomplete and review of the application will 
be placed on hold until sufficient information is received. 

(2) The Commission staff will review Part B of a complete 
application, unless otherwise provided in §13.8 of this title (relating 
to Relationship with the Federal Rehabilitation Tax Credit Program), 
and shall notify the applicant in writing of any determination it makes 
upon completing the review of Part B of the application. In reviewing 
Part B of the application, the Commission shall determine if Part B is 
approved or not as follows: 

(A) Consistent with the Standards for Rehabilitation as 
determined by the Commission. If all aspects of Part B of the applica-
tion meet the Standards for Rehabilitation, no additional information 
is required, and no conditions are imposed on the work, Part B is ap-
proved. 

(B) Consistent with the Standards for Rehabilitation 
with specific conditions of work required. The Commission may 
determine that the work described in the plan must be performed in 
a specific manner or with specific materials in order to fully comply 
with the Standards for Rehabilitation. In such cases, Part B may be 
approved with specific conditions required. For applications found 
to be consistent with the Standards for Rehabilitation with specific 
conditions required, the applicant is responsible for making changes to 
the work to allow the required conditions to be met; it is recommended 
that the applicant [shall] provide written acceptance to the Commission 
of all specific conditions required, and the applicant must present any 
proposed changes to the work for review by the Commission to ensure 

PROPOSED RULES May 8, 2026 51 TexReg 3019 

https://thc.texas.gov
https://thc.texas.gov


the conditions will be successfully met. Otherwise the application 
will be determined to be not consistent with the Standards for Reha-
bilitation; applications found to be consistent with the Standards for 
Rehabilitation with specific conditions required may proceed with the 
work but will only be eligible for the credit if the conditions listed are 
met as part of the rehabilitation work. Failure to follow the conditions 
may result in a determination by the Commission that the project is 
not consistent with the Standards for Rehabilitation. 

(C) Not consistent with the Standards for Rehabilita-
tion. Applications found not to be consistent with the Standards for 
Rehabilitation will be considered to be ineligible applications and will 
be denied. If the project can, in the opinion of the Commission, be 
brought into compliance, [;] the Commission may issue [shall make] 
recommendations for design revisions to [to the applicant that might] 
bring the project into conformance with the Standards for Rehabili-
tation, however no warranty is made that the recommendations will 
bring the project into compliance with the Standards for Rehabilitation 
. After a denial, if deniable construction work has not yet been com-
pleted,[;] the applicant may reapply with a revised proposal, and it will 
be treated as a new application and will be subject to a new application 
fee. 

(3) An application fee is required to be received by the 
Commission before Commission review of Part B of the application. 
The fee is based on the estimated amount of eligible costs and expenses 
listed by the applicant on Part B of the application. 

(A) Applicants must submit the fee with Part B of their 
application or the application will be placed on hold until the fee is 
received. The fee is calculated according to a fee schedule approved 
by the Commission and included in the application. 

(B) The fee is based on the estimated aggregate eligi-
ble costs and expenses indicated in Part B of the application and is not 
refundable. Resubmission of a rejected application or under any other 
circumstances will require a new fee. Amendments to a pending appli-
cation or approved project do not require additional fees. 

(4) Amendment Form [Sheet]. Changes to the project not 
anticipated in the original application shall be submitted to the Com-
mission on an amendment form [sheet] and must be approved by the 
Commission as consistent with the Standards for Rehabilitation before 
they are included in the project. The Commission shall review the 
amendment form [sheet] and issue a determination in writing regarding 
whether or not the proposed change in the project is consistent with the 
Standards for Rehabilitation. 

(e) Application Part C - Request for Certification of Com-
pleted Work. Part C of the application will be used by the Commission 
to review completed projects for compliance with the work approved 
under Part B. 

(1) The applicant shall file Part C of the application after 
the building is placed in service. 

(2) The applicant will be responsible for providing suffi-
cient information, including photographs before and after the project, 
to the Commission by which the Commission staff may verify com-
pliance with the approved Part B. If all requested information is not 
provided to make a determination that a project is eligible as a certified 
rehabilitation, the application is incomplete and review of the applica-
tion will be placed on hold until sufficient information is received. 

(3) The Commission staff will review Part C of a complete 
application, unless otherwise provided in §13.8 of this title (relating to 
Relationship with the Federal Rehabilitation Tax Credit Program), and 
shall notify the applicant in writing of any determination it makes upon 
completing the review of Part C of the application. 

(A) If the completed project is found to be in compli-
ance with the approved Part B and any required conditions; consistent 
with the Standards for Rehabilitation, and the building is a certified 
historic structure at the time of the application, the Commission shall 
approve the project. The Commission then shall issue to the applicant a 
certificate of eligibility that confirms the property to which the eligible 
costs and expenses relate is a certified historic structure and the reha-
bilitation qualifies as a certified rehabilitation and specifies the date the 
certified historic structure was first placed in service after the rehabili-
tation. 

(B) If the completed project is not consistent with the 
Standards for Rehabilitation, with the approved Part B, and/or the spe-
cific conditions required, and the project cannot, in the opinion of the 
Commission, be brought into compliance, [or if the building is not a 
certified historic structure at the time of the application,] then the Com-
mission shall deny Part C of the application and no certificate of eligi-
bility shall be issued. 

(C) If the completed project is not consistent with the 
Standards for Rehabilitation, with the approved Part B, and/or the spe-
cific conditions required, and the project can, in the opinion of the Com-
mission, be brought into compliance, the Commission may request re-
medial work [issue remedial conditions] that will bring the project into 
compliance. The applicant shall complete the remedial work and file 
an amended Part C. If the remedial work, in the opinion of the Com-
mission, brings the project into compliance, then the Commission shall 
issue a certificate of eligibility. 

(D) If the completed project is found to be in compli-
ance with the approved Part B and any required conditions, and con-
sistent with the Standards for Rehabilitation, but is not yet a certified 
historic structure, the Commission shall not issue a certificate of eligi-
bility until such time that the building has become a certified historic 
structure. 

(4) An application fee is charged before Commission re-
view of Part C of the application based on the amount of eligible costs 
and expenses listed by applicant on Part C of the application. 

(A) Applicants must submit the fee with Part C of their 
application or the application will be placed on hold until the fee is 
received. The fee is calculated according to a fee schedule approved 
by the Commission and included in the application. 

(B) The fee is based on the eligible costs and expenses 
as indicated in the audited cost report and is not refundable. Resub-
mission of a rejected application or under any other circumstances will 
require a new fee. Amendments do not require additional fees. 

(f) Scope of Review. The review encompasses the entire 
building's site and environment as well as any buildings that were 
functionally related historically per §13.1(17) and §13.3(h) of this title 
(relating to Definitions and Evaluation of Significance, respectively). 
The scope of review for a project is not limited to the work that 
qualifies as an eligible expense. All work completed by the current 
applicant twenty-four (24) months before the submission of the 
application can be considered part of the project, as is the cumulative 
effect of any work in previously completed or future phases. Any new 
construction and site improvements occurring on the historic property 
are considered part of the project. Individual condominiums or 
commercial spaces within a larger historic building are not considered 
individual properties apart from the whole. Multiple interior finish-out 
projects occurring at the same time, for example, whether completed 
by an owner, multiple owners, or tenants, must all be reviewed to 
ensure all work to the building meets the Standards for Rehabilitation. 
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(1) Eligibility for the credit. If a project, including a single 
phase of work or an overall rehabilitation, does not meet the Standards 
for Rehabilitation and is denied based on completed construction work, 
future work on the building or within a set of functionally related build-
ings, performed by the same owner, shall not be eligible for a credit 
under this program. If the building is purchased by a new owner, the 
new owner may apply for tax credits based on a new application and 
existing conditions at the time of purchase. 

(2) An applicant may elect to apply to receive the credit on 
only the exterior portions of a larger project that includes other work, 
in which case the scope of review will be limited to the exterior work. 
For properties that are individually listed on the National Register of 
Historic Places, are designated as a Recorded Texas Historic Landmark 
or State Antiquities Landmark, or determined to be eligible for these 
designations, the scope of review must also include primary interior 
spaces. 

(3) For these projects described in paragraph (2) of this 
subsection, all work completed by the current owner twenty-four (24) 
months before the submission of the application, and within the same 
scope of review (e.g. exterior and/or primary interior) is considered 
part of the project, as is the cumulative effect of any work in previ-
ously completed or future phases within the same scope of review. 

(g) Closure of Inactive Applications. The Commission staff 
may close applications that have been deemed inactive. Closed appli-
cations do not qualify as certified rehabilitations and are not eligible for 
the Texas Historic Preservation Tax Credit unless reopened per para-
graph (6) of this subsection. 

(1) Applications may be deemed inactive and closed under 
any of the following circumstances: Part B and Part C application fees 
have not been received within sixty (60) days of receipt of the applica-
tion parts; written requests for information necessary to complete the 
application and provide sufficient documentation to fully review the 
application are not responded to within sixty (60) days; or, approved 
application Parts have not progressed to subsequent Parts (for exam-
ple: Part B has not been submitted following approval of Part A, etc.) 
and there has been no communication from the applicant to the Com-
mission for a period of twenty-four (24) months or greater. 

(2) Applications for projects that are simultaneously apply-
ing for federal historic tax credits, per §13.8 of this title (relating to 
Relationship with the Federal Rehabilitation Tax Credit Program) may 
also be closed upon closure of the federal application by the National 
Park Service. 

(3) Applicants will be notified in writing of the potential 
closure and given sixty (60) days to respond, in writing, with a request 
for the application to remain open; supply missing or requested infor-
mation; or to request an extension allowing additional time to compile 
missing or requested information. If no response is received, the appli-
cation will be closed. Such requests shall not be unreasonably denied 
but shall not exceed an additional 60 days. 

(4) Extensions will be granted, in writing, for a period of 
time agreed upon by the Commission and the Applicant, based on the 
status of the project. If an extension is not met, further extensions 
may be granted if the Applicant documents to the Commission that the 
project is progressing. 

(5) Applications that have been closed will be reopened un-
der the following conditions: the project applicant has not changed; if 
only Part A of the application has been received, a set of current photos 
is submitted for review, or if Part B of the application has been received, 
the overall scope of work presented in Part B of the application has not 
substantially changed; and the request to reopen the application is made 

in writing within twenty-four (24) months from the date the application 
was closed. 

(6) If all conditions in paragraph (5) of this subsection are 
not met, a new application must be filed, including new Part B and Part 
C application fees. 

§13.8. Relationship with the Federal Rehabilitation Tax Credit Pro-
gram. 

(a) Projects seeking federal and state credits. Projects seeking 
certification for both the federal rehabilitation tax credit and the Texas 
Historic Preservation Tax Credit must meet eligibility requirements for 
each program separately. 

(1) Applicants for both programs shall submit [the first 
page of] the Part A, B, and C application forms, accompanied by the 
Part 1, 2, and 3 application forms for the federal rehabilitation tax 
credit program, respectively. 

(2) A project, or any part or phase of a project, also sub-
mitted for the federal rehabilitation tax credit will be reviewed and ap-
proved or rejected by the National Park Service before the Commission 
issues its determinations under this chapter. [Official written determi-
nations from the National Park Service, including Advisory Determi-
nations on phased work, may meet this qualification.] The Commission 
will consider National Park Service decisions in rendering its determi-
nations. A project that receives certification for the purposes of the 
federal rehabilitation tax credit will receive a certification of eligibility 
pursuant to the Texas Historic Preservation Tax Credit, provided that 
the building is a certified historic structure at the time the credit is taken. 

(A) An official written determination from the National 
Park Service on an analogous application part for the same scope of 
work, including an Advisory Determination for phased work, may meet 
this qualification. 

(B) When a new project is seeking the Texas Historic 
Preservation Tax Credit and the application for this program coincides 
with a post-certification amendment submitted for federal compliance 
during the federal recapture period, these submissions will not be con-
sidered analogous, even if they document the same scope of work. The 
Commission will treat these applications separately and will carry out 
review of Parts A, B, and C of the application for the state program as 
described in subsection (b) of this section. 

(3) Applicants may subdivide a phased development 
[project] submitted for the federal rehabilitation tax credit program 
into a series of smaller projects submitted for the state program. These 
smaller projects must be described in the application for the federal 
credit at the outset of the project, and must correlate to individual 
phases of the federal phased development [project]. Each project 
corresponding to a phase of the federal tax credit project may be 
submitted for the state credit when that phase of work is placed in 
service. Official determinations from the National Park Service must 
still be received for each phase of work submitted for the federal 
program before the Commission issues its determination on each 
corresponding smaller project submitted for the state program. 

(4) The review fees required per §13.6 of this title, Appli-
cation Review Process, must be paid before the Commission will is-
sue any determinations or certifications pursuant to the Texas Historic 
Preservation Tax Credit, even if the project has previously received cer-
tification by the National Park Service for the federal rehabilitation tax 
credit. 

(b) Projects seeking state credit exclusively. If the applicant is 
eligible to claim a state credit exclusively, then the application forms 
for the Texas Historic Preservation Tax Credit provided by Commis-
sion shall be used. Determinations by the Commission that a project 
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includes a certified historic structure and/or a certified rehabilitation 
apply only to the Texas Historic Preservation Tax Credit Program and 
are not binding on any other local or federal tax credit program. 

§13.9. Appeals. 

(a) Denial of Part A of the application cannot be appealed. An 
applicant may consult with the Commission to identify any available 
alternative strategies for historic designation. In such a case, the appli-
cant must submit a new Part A application for consideration. 

(b) [(a)] An applicant or owner may appeal any determina-
tion on a Part B or Part C application that a rehabilitation does not 
meet the Secretary of the Interior's Standards for Rehabilitation under 
§13.6(d)(2)(C) or (e)(3)(B) of this chapter (relating to Application Re-
view Process) and is therefore denied credits. A request for an appeal 
shall be made in writing to the Executive Director of the Texas Histor-
ical Commission, 1511 Colorado Street, Austin, Texas 78711, within 
30 days of issuance of the decision that is the subject of the appeal. 

(c) [(b)] All information that the appellant wishes the Execu-
tive Director to consider shall be presented in writing. The Executive 
Director may request additional information from the appellant if the 
Executive Director determines such additional information is neces-
sary to make a decision on the appeal. 

(d) [(c)] The Executive Director shall consider the appellant's 
previously submitted application materials, any further written submis-
sions by the appellant, and other available information. The Executive 
Director may take into account new information not previously avail-
able or submitted, alleged errors in professional judgment, alleged prej-
udicial procedural errors, or other errors related to the previous deter-
mination on Part B or Part C of an application. 

(e) [(d)] The Executive Director's decision may reverse the ap-
pealed decision in whole or in part, affirm the appealed decision in 
whole or in part, or resubmit the matter to program staff for further 
consideration. 

(f) [(e)] A written decision on the appeal will be provided to 
the appellant no more than 60 days after the Executive Director receives 
an appeal under this rule; provided, however, that if the Executive Di-
rector requests additional information from the appellant then the writ-
ten decision on the appeal will be provided within 60 days of the last 
materials provided in response to the Executive Director's request. 

(g) [(f)] The appellant may request that the Executive Director 
reconsider the Executive Director's decision on appeal. Such requests 
must be submitted to the address stated above no more than 30 days 
following issuance of the decision that is the subject of the request for 
reconsideration. The Executive Director may accept the request and 
reconsider the decision or deny the request. Appellants are not entitled 
to further review after the Executive Director's final decision upon a 
request for reconsideration. 

(h) [(g)] The appeals process established by this rule is not a 
contested case under Texas Government Code Chapter 2001 and does 
not grant any right to judicial review. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601793 

Joseph Bell 
Executive Director 
Texas Historical Commission 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 463-6100 

♦ ♦ ♦ 

CHAPTER 15. ADMINISTRATION OF 
FEDERAL PROGRAMS 
13 TAC §15.3 

The Texas Historical Commission (Commission) proposes 
amendments to the Texas Administrative Code, Title 13, Part 
2, Chapter 15, §15.3, related to the State Board of Review 
and National Register. The proposed amendments remove 
references to the Federal Register; they have changed and 
could change again in the future, so references to specific rules 
and sections are suggested to be removed entirely to avoid 
current and future inaccuracies. 
FISCAL NOTE. Joseph Bell, Executive Director, has determined 
that for the first five-year period the amended rules are in effect 
there will be no fiscal implications for state or local government 
as a result of enforcing or administering these rules. 
PUBLIC BENEFIT. Mr. Bell has also determined that for the first 
five-year period the amended rules are in effect, the public ben-
efit will be more accurate information in §15.3. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS FOR SMALL BUSINESSES, MICROBUSI-
NESSES, AND RURAL COMMUNITIES. Mr. Bell has also de-
termined that there will be no impact on rural communities, small 
businesses, or micro-businesses as a result of implementing 
these amendments. Accordingly, no regulatory flexibility anal-
ysis, as specified in Texas Government Code §2006.002, is re-
quired. 
ECONOMIC COSTS TO PERSONS AND IMPACT ON LOCAL 
EMPLOYMENT. There are no anticipated economic costs to per-
sons who are required to comply with the amendments to these 
rules, as proposed. There is no effect on local economy for 
the first five years that the proposed amendments are in effect; 
therefore, no local employment impact statement is required un-
der Texas Government Code §2001.022 and 2001.024(a)(6). 
GOVERNMENT GROWTH IMPACT STATEMENT. During the 
first five years that the amendments would be in effect, the pro-
posed amendments: will not create or eliminate a government 
program; will not result in the addition or reduction of employ-
ees; will not require an increase or decrease in future legislative 
appropriations; will not lead to an increase or decrease in fees 
paid to a state agency; will not create a new regulation; will not 
repeal an existing regulation; and will not result in an increase or 
decrease in the number of individuals subject to the rule. During 
the first five years that the amendments would be in effect, the 
proposed amendments will not positively or adversely affect the 
Texas economy. 
TAKINGS IMPACT ASSESSMENT. The Commission has deter-
mined that no private real property interests are affected by this 
proposal and the proposal does not restrict or limit an owner's 
right to his or her property that would otherwise exist in the ab-
sence of government action and, therefore, does not constitute 
a taking under Texas Government Code §2007.043. 
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PUBLIC COMMENT. Comments on the proposal and as to 
whether the reasons for initially adopting these rules continue 
to exist may be submitted to Joseph Bell, Executive Director, 
Texas Historical Commission, P.O. Box 12276, Austin, Texas 
78711. Comments will be accepted for 30 days after publication 
in the Texas Register. 
STATUTORY AUTHORITY. These amendments are proposed 
under the authority of Texas Government Code §442.005(q), 
which provides the Commission with the authority to promulgate 
rules to reasonably affect the purposes of the Commission. 
CROSS REFERENCE TO OTHER LAW. No other statutes, arti-
cles, or codes are affected by these amendments. 
§15.3. State Board of Review/National Register. 

(a) Name. The name of this organization shall be the State 
Board of Review (hereafter referred to as the "board", "review board", 
or "board of review") for the National Register of Historic Places, 
Texas. 

(b) Purpose. The purpose of this organization is to review and 
make recommendations to the state historic preservation officer regard-
ing nominations from Texas to the National Register of Historic Places 
(hereafter referred to as the "National Register"), and to perform other 
duties and responsibilities as prescribed in the Federal Register. 

(c) Membership. The voting membership of the board of re-
view shall consist of 11 Texas residents. The board shall include one 
professional in the disciplines of history, prehistoric archeology, and 
historic archeology, and two professionals each in architectural history 
and architecture. All professional members shall meet the minimum 
standards of professional qualifications as set forth in the Federal Reg-
ister [(Part V: 36 Code of Federal Regulations Part 61, §61.4(e))] and 
verified by the state historic preservation officer (state liaison officer). 
Professionals from closely related fields are eligible to serve on the 
board of review in lieu of the above specified professionals subject to 
the approval of the National Park Service. Four citizen members with 
a demonstrated interest, competence, and knowledge in historic preser-
vation will be selected and shall serve as voting members. Whenever 
possible, one of these members shall be selected from the appointed 
representatives from Texas serving as advisors to the National Trust 
for Historic Preservation. 

(d) Appointments. Appointments to the board of review shall 
be upon recommendation of the State Historic Preservation Officer 
and confirmed by a majority vote of the Texas Historical Commis-
sion (hereafter referred to as the "commission"). The term of office 
for board of review members shall be two years, with five members to 
be appointed one year and six to be appointed on alternate years. Terms 
shall begin October 1. Appointments by the commission to fill vacan-
cies may occur at any time during the year. No member of the board 
shall be appointed to more than three consecutive terms. 

(e) Election and duties of officers. A chairperson, vice-chair-
person, and secretary will be elected by the review board annually by a 
majority vote at the first meeting of each federal fiscal year. The chair-
person shall perform such duties as are properly required of him or her 
by the board. He/she shall have general supervision of the affairs of the 
board, and shall have authority to interpret and carry out all policies es-
tablished by its members. The vice-chairperson shall perform such du-
ties as the board or chairperson directs, and shall preside in the absence 
of the chairperson. The secretary shall certify the minutes of all meet-
ings of the board and shall perform other duties as may be prescribed 
by the chairperson or board. The secretary shall preside in the absence 
of both the chairperson and the vice-chairperson. The secretary shall 
complete an evaluation form for each nomination presented by staff at 

each board meeting. The form will become a part of the commission's 
permanent record of opinions and decisions by the board, and will be 
filed in the National Register programs office of the commission. 

(f) Meetings. Meetings of the board of review shall be held 
as many times per year as prescribed in the Federal Register [(Part V: 
36 Code of Federal Regulations Part 61, §61.4(e))] pertaining to the 
National Register. Other meetings may be called by the chairperson 
as needed. The majority of the membership shall constitute a quorum 
and the chairperson shall vote only to break a tie. The chairperson may 
appoint members to committees for specific purposes and committee 
meetings may be required. Committee reports, if any, shall be given to 
the full board. If the elected secretary is absent from a board meeting, 
the chairperson shall appoint a member of the board to serve as the 
secretary. 

(g) Rules. The board of review shall adopt these written pro-
cedures as required by the federal guidelines for the National Register 
as published in the Federal Register [(Part V: 36 Code of Federal Regu-
lations Part 61, §61.4(e))]. The adoption of, and amendments to, these 
rules shall be subject to approval and adoption as rules by the commis-
sion. 

(h) Code of conduct. 

(1) No member of the board of review may vote upon the 
consideration of a property for nomination to the National Register if 
the member has a conflict of interest, real or potential, in that vote. 

(2) A member of the board of review has a conflict of in-
terest in such a vote if there is likely to be a financial benefit from the 
property being considered to any of the following: 

(A) the member of the board of review; or 

(B) any person of the member's immediate family, 
which includes spouse and any minor children; or 

(C) a business partner of the member; or 

(D) any organization for profit in which the member, or 
any person of subparagraphs (B) and (C) of this paragraph is serving or 
is about to serve as an officer, director, trustee, partner, or employee. 

(3) A financial benefit includes, but is not limited to, grant 
money, contract, subcontract, royalty, commission, contingency, bro-
kerage fee, gratuity, favor, or any other things of real or potential value. 

(4) A member of the board who has a conflict of interest 
may not participate as a private citizen in the deliberations concerning 
the property being considered for nomination to the National Register. 

(5) Prior to any deliberations concerning the property in 
which a member of the board has a conflict of interest, the member 
with a conflict shall announce, for the record, that such a conflict ex-
ists and physically recuse himself/herself from the decision-making 
process and not vote directly, in absentia, or by proxy in that matter. Re-
view board minutes must indicate which member recused himself/her-
self and the reasons for the recusal. 

(i) Conduct of meetings. Parliamentary authority shall be 
according to Robert's Rules of Order, Newly Revised, except where 
specifically provided for otherwise in these rules. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601794 
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Joseph Bell 
Executive Director 
Texas Historical Commission 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 463-6100 

♦ ♦ ♦ 

CHAPTER 21. HISTORY PROGRAMS 
SUBCHAPTER B. OFFICIAL TEXAS 
HISTORICAL MARKER PROGRAM 
13 TAC §§21.6, 21.7, 21.9, 21.11, 21.12 

The Texas Historical Commission (hereafter referred to as the 
Commission) proposes amendments to the Texas Administra-
tive Code, Title 13, Part 2, Subchapter B, Chapter 21, §§21.6, 
21.7, 21.9, 21.11, and 21.12, related to Official Texas Histori-
cal Markers and Recorded Texas Historic Landmarks (RTHLs). 
Pursuant to Texas Government Code §2001.039, the Texas His-
torical Commission will assess whether the reason(s) for initially 
adopting these rules continue to exist. The proposed amend-
ments correct an inaccuracy in §21.6; remove overly specific 
and redundant language already given in Official Texas Historical 
Marker procedures and adds the new Historic Texas Freedmen's 
Cemetery designation to §21.7 and §21.9; and make language 
more accurate and clear in §21.11 and §21.12. 
FISCAL NOTE. Joseph Bell, Executive Director, has determined 
that for the first five-year period the amended rules are in effect 
there will be no fiscal implications for state or local government 
as a result of enforcing or administering these rules. 
PUBLIC BENEFIT. Mr. Bell has also determined that for the first 
five-year period the amended rules are in effect, the public ben-
efit will be more accurate information and clarity in §§21.6, 21.7, 
21.9, 21.11, and 21.12. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS FOR SMALL BUSINESSES, MICROBUSI-
NESSES, AND RURAL COMMUNITIES. Mr. Bell has also de-
termined that there will be no impact on rural communities, small 
businesses, or micro-businesses as a result of implementing 
these amendments. Accordingly, no regulatory flexibility anal-
ysis, as specified in Texas Government Code §2006.002, is re-
quired. 
ECONOMIC COSTS TO PERSONS AND IMPACT ON LOCAL 
EMPLOYMENT. There are no anticipated economic costs to per-
sons who are required to comply with the amendments to these 
rules, as proposed. There is no effect on local economy for 
the first five years that the proposed amendments are in effect; 
therefore, no local employment impact statement is required un-
der Texas Government Code §2001.022 and 2001.024(a)(6). 
GOVERNMENT GROWTH IMPACT STATEMENT. During the 
first five years that the amendments would be in effect, the pro-
posed amendments: will not create or eliminate a government 
program; will not result in the addition or reduction of employ-
ees; will not require an increase or decrease in future legislative 
appropriations; will not lead to an increase or decrease in fees 
paid to a state agency; will not create a new regulation; will not 
repeal an existing regulation; and will not result in an increase or 
decrease in the number of individuals subject to the rule. During 
the first five years that the amendments would be in effect, the 
proposed amendments will not positively or adversely affect the 
Texas economy. 

TAKINGS IMPACT ASSESSMENT. The Commission has deter-
mined that no private real property interests are affected by this 
proposal and the proposal does not restrict or limit an owner's 
right to his or her property that would otherwise exist in the ab-
sence of government action and, therefore, does not constitute 
a taking under Texas Government Code § 2007.043. 
PUBLIC COMMENT. Comments on the proposed amendments 
and whether the reasons for initially adopting these rules con-
tinue to exist may be submitted to Joseph Bell, Executive Direc-
tor, Texas Historical Commission, P.O. Box 12276, Austin, Texas 
78711. Comments will be accepted for 30 days after publication 
in the Texas Register. 
STATUTORY AUTHORITY. These amendments are proposed 
under the authority of Texas Government Code §442.005(q), 
which provides the Commission with the authority to adopt rules 
that it considers proper for the effective administration of Chap-
ter 442, Texas Government Code. 
CROSS REFERENCE TO OTHER LAW. No other statutes, arti-
cles, or codes are affected by these amendments. 
§21.6. Recorded Texas Historic Landmark Designation. 

(a) Buildings, structures, and objects as defined in Chapter 26 
of this code may be designated as Recorded Texas Historic Landmarks 
(hereafter referred to as "RTHLs"), provided the following conditions 
are met: 

(1) The property is associated with events that have made 
a significant contribution to the broad patterns of our history or that are 
associated with the lives of persons significant in our past; 

(2) The property embodies the distinctive characteristics of 
a type, period, or method of construction, represents the work of a mas-
ter, possesses high artistic values, or represents a significant and distin-
guishable entity whose components may lack individual distinction; 

(3) The property retains integrity at the time of the nomi-
nation, as determined by the [executive director of the] commission; 

(4) The property, including the buildings, structures, and 
objects subject to the designation per subsection (b) of this section, is 
at least 50 years of age; and 

(5) The owner(s) of the property at the time of nomination 
consents to this designation, which runs with the land and remains in 
effect under all future owners. 

(b) At the choice of the legal owner(s) at the time of nomina-
tion, designation either applies to all buildings, structures, and objects, 
and their setting within the legal description of the property; or applies 
only to the specific buildings, structures, or objects that are the subject 
of the nomination and does not affect any other buildings, structures, 
or objects within the legal description of the property. Prior to designa-
tion, commission staff will evaluate whether each nominated building, 
structure, and object meets the criteria for designation and may recom-
mend changes, subject to owner approval. 

(c) Evidence of RTHL designation shall be recorded by the 
commission in the deed records for the county where the RTHL prop-
erty is located. Designation becomes effective upon recording. RTHLs 
designated prior to 2020 remain valid based on approval by the com-
mission; however, if the designation is not recorded, Texas Govern-
ment Code, §442.016 shall not apply. 

(d) RTHL designation shall be indicated on the Official Texas 
Historical Marker installed at the site after the designation has been ap-
proved by the commission and recorded. However, RTHL designation 
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shall be effective until removed by the commission, whether or not the 
marker remains in place. 

(e) Once designated, RTHL properties are subject to provi-
sions of the Texas Government Code, §§442.006(f), 442.011, and 
442.016; rules of the commission, including §21.11 of this title (relat-
ing to Review of Work on Recorded Texas Historic Landmarks); and 
other applicable administrative rules. 

§21.7. Application Requirements. 

(a) Any individual, group or county historical commission 
may apply to the commission for an Official Texas Historical Marker. 
The application shall include: 

(1) a completed current Official Texas Historical Marker 
application [form]; 

(2) supporting documentation as provided in program 
guidelines, criteria and procedures adopted by the commission; and 

(3) an application fee approved by the commission [ in the 
amount of $100]. 

(b) Historic Texas Cemetery and Historic Texas Freedmen's 
Cemetery markers. A marker, medallion or plaque may be awarded 
to a cemetery only if the commission has designated the cemetery as 
an Historic Texas Cemetery or a Historic Texas Freedmen's Cemetery. 
See §22.6 of this title (relating to Historic Texas Cemeteries) for infor-
mation concerning Historic Texas Cemetery and Historic Texas Freed-
men's Cemetery designations [designation]. Historic Texas Cemetery 
and Historic Texas Freedmen's Cemetery name and date plaque appli-
cations are accepted year-round. The marker should [must] be located 
either at or immediately adjacent to the designated cemetery. In cases 
where the cemetery is not publicly accessible, the commission will co-
ordinate with the County Historical Commission (CHC) and sponsor 
to determine an appropriate location for the marker. 

(c) [The following procedures shall be observed for the marker 
application process.] Potential sponsors should check the commis-
sion web site at www.thc.texas.gov for current information on the Offi-
cial Texas Historical Marker Program's marker application procedures 
[Program]. 

[(1) The sponsor must contact the county historical com-
mission (CHC) to obtain a marker application form, to review basic 
program requirements and to discuss the county's review process and 
procedures, which differ from county to county. The commission does 
not mandate a specific review process at the county level, so the spon-
sor will need to work closely with the CHC to be sure all local concerns 
and procedures are addressed properly. The CHCs cannot send the ap-
plication forward until they can certify that the history and the applica-
tion have been adequately reviewed. Applications for Recorded Texas 
Historic Landmarks (RTHL) for sites located on private land must in-
clude written owner consent of the landowner.] 

[(2) CHC reviews the marker application for accuracy and 
significance, and either approves the application or works with the 
sponsor to develop additional information as necessary.] 

[(3) CHC-approved applications are forwarded to the His-
tory Programs Division of the commission. Once the application is re-
ceived by the commission, additional notifications and correspondence 
will be between the CHC contact and the commission staff contact only, 
unless otherwise noted.] 

[(4) Commission staff makes a preliminary assessment to 
determine if the topic is eligible for review and if all required elements 
are included. The commission will notify the applicant through the 
CHC once the application has been received.] 

[(5) A $100 application fee is due within ten days upon 
notification of receipt.] 

[(6) Additional information may be requested via email. 
Failure to provide all requested materials as instructed will result in 
cancellation of the application.] 

[(7) Commission staff and commissioners review applica-
tions and determine:] 

[(A) eligibility for approval;] 

[(B) size and type of marker for each topic; and] 

[(C) priorities for work schedule on the approved appli-
cations.] 

[(8) CHC and sponsor will be notified via email of approval 
and provided a payment form for the casting of the marker.] 

[(9) The payment must be received in commission offices 
within 45 days or the application will be cancelled.] 

[(10) Commission staff will write the marker inscription. 
One review copy will be provided via email to the CHC contact only 
for local distribution as needed. Inscription review is for accuracy of 
content only; the commission determines the content, wording, punc-
tuation, phrasing, etc.] 

[(A) Upon approval of the inscription, the CHC contact 
provides additional copies as necessary for committee, commission, or 
sponsor review and conveys a single response to the commission.] 

[(B) Upon receipt of emailed approval by the CHC, the 
commission proceeds with the order.] 

[(C) If changes recommended by the CHC are approved 
by the commission, staff will send a revised copy for content review. 
Because inscription reviews are for content only, only two reviews 
should be necessary to complete this step of the process. Additional re-
quests for revisions are subject to approval by the commission, which 
will be the sole determiner of warranted requests for changes. Exces-
sive requests for change, or delays in response, may, in the determina-
tion of the commission, result in cancellation of the order.] 

[(D) Only the authorized CHC contact - chair or marker 
chair - can make the final approval of inscriptions at the county level. 
Final approval will be construed by the commission to mean concur-
rence by any interested parties, including the sponsor.] 

[(11) After final approval, the order is sent to marker sup-
plier for manufacturing. Subject to the terms of the commission vendor 
contract, only authorized commission staff may contact the manufac-
turer relative to any aspect of Official Texas Historical Markers, includ-
ing those in process or previously approved.] 

[(12) Commission staff reviews galley proofs of markers. 
With commission approval, manufacturing process proceeds. Manu-
facturer inspects, crates and ships completed markers and notifies com-
mission, which in turn notifies CHC contact.] 

[(13) With shipment notice, planning can begin on marker 
dedication ceremony, as needed, in conjunction with CHC, sponsors 
and other interested parties.] 

[(14) Information on planning and conducting marker cer-
emonies is provided by the commission through its web site.] 

[(15) Once the planning is complete, the CHC posts the 
information to the commission web site calendar.] 
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[(16) Commission staff enters marker information into the 
Texas Historic Sites Atlas at website atlas.thc.texas.gov, an online in-
ventory of marker information and inscriptions.] 

(d) Application content. 

(1) Each marker application must address the criteria spec-
ified in §21.9 of this title (relating to Applications Evaluation Proce-
dures) in sufficient detail to allow the commission to judge the merit of 
the application. 

(2) Documentation. Each marker application must contain 
sufficient documentation to verify the assertions about the above cri-
teria. If the claims in the application cannot be verified through docu-
mentation, the application will be rejected. 

(e) Limitation of markers awarded. 

(1) The commission will set a numerical limit on the num-
ber of markers that will be approved annually. 

(2) No markers in excess of the limit may be approved ex-
cept by vote of the commission to amend the limit. 

§21.9. Application Evaluation Procedures. 
(a) The commission adopts the following criteria governing 

evaluation for approval or rejection of applications for Official Texas 
Historical Markers, Recorded Texas Historic Landmark [Landmarks] 
(RTHL [RTHLs]) designations, or Historic Texas Cemetery (HTC) and 
Historic Texas Freedmen's Cemetery (HTFC) designations. 

(1) Age: Structures eligible for the RTHL designation and 
marker must be at least 50 years old. Older structures may be awarded 
additional weight in evaluation and scoring. 

(2) Historical significance/Architectural Significance: The 
Texas Historical Commission's Division of Architecture evaluates ap-
plications for RTHL designations, which are awarded to properties 
which demonstrate architectural and historical significance and archi-
tectural and historical integrity. [Architectural significance alone is not 
enough to qualify a structure for the RTHL designation. It must have 
an equally significant historical association, and that association can 
come from an event that occurred at the site; through individuals who 
owned or lived on the property; or, in the case of bridges, industrial 
plants, schoolhouses and other non-residential properties, through doc-
umented significance to the larger community. Structures deemed ar-
chitecturally significant are outstanding examples of architectural his-
tory through design, materials, structural type or construction methods. 
In all cases, eligible architectural properties must display integrity; that 
is, the structure should be in a good state of repair, maintain its appear-
ance from its period of significance and be considered an exemplary 
model of preservation. Architectural significance is often best deter-
mined by the relevance of the property to broader contexts, includ-
ing geography. Any changes over the years should be compatible with 
original design and reflect compliance with accepted preservation prac-
tices, e.g., the Secretary of the Interior's Standards for Rehabilitation.] 

(3) State of repair/Integrity: Structures not considered by 
the commission to be in a good state of repair are not eligible for RTHL 
designation. The commission reserves the sole right to make that de-
termination relative to eligibility for RTHL markers. [Subject marker 
topics placed at the appropriate site help maintain site integrity. Topics 
properly documented and understood by the public also help maintain 
a high degree of integrity.] 

(4) Diversity of topic for addressing gaps in historical 
marker program. This criterion addresses the extent to which topic 
relates to an aspect or area of Texas history that has not been well 
represented by the marker program. 

(5) Value of topic as an undertold or untold aspect of Texas 
history. This criterion addresses the extent to which topic addresses 
undertold facets of Texas history and increases the diversity of history 
and cultures interpreted through the marker program. 

(6) Endangerment level of property, site or topic. This cri-
terion addresses the extent to which the property (RTHLs), site or story 
is in danger of being lost if its history and significance are not docu-
mented through the marker program. 

(7) Available documentation and resources. This criterion 
addresses the quality and balance of the research and documentation 
for the application. 

(8) Diversity among this group of candidates. This cri-
terion addresses the extent to which this topic represents an under-
told story of Texas history among the applications received during that 
year's marker cycle. 

(9) Relevance to other commission programs. This crite-
rion addresses the extent to which the topic coordinates with other sig-
nificant programs and initiatives of the agency. 

(10) Relevance to the commission's current thematic prior-
ities. This criterion addresses the extent to which the topic coordinates 
with the thematic priorities set by the commission [each year (varies 
by year)]. 

(11) For Historic Texas Cemetery (HTC) and Historic 
Texas Freedmen's Cemetery (HTFC) markers, cemetery designation 
must be recorded before submitting the application for an Official 
Texas Historical Marker (OTHM). 

(b) Applications and topics with exceptional significance di-
rectly address established statewide themes, promote undertold sto-
ries of Texas history and have exceptional ability to educate the pub-
lic on aspects of Texas history not fully addressed by the marker pro-
gram. Applications and topics with high significance address statewide 
themes, promote undertold stories of Texas history and have some abil-
ity to educate the public on aspects of Texas history not fully addressed 
by the marker program. Applications and topics that meet requirements 
have been found to fulfill the basic application requirements and guide-
lines, relate to statewide themes but do not necessarily directly address 
topics that have not been widely addressed by the marker program. 
Applications and topics deemed not eligible do not relate to statewide 
themes and/or do not meet the basic program application requirements 
and guidelines. All markers must relate to the statewide themes es-
tablished by the commission. These themes are available on the com-
mission's web site at www.thc.texas.gov. The [From time to time the] 
commission may establish thematic priorities for the marker program. 
Additional points will be awarded to projects falling within these pri-
orities. 

(c) The scoring system for ranking applications is provided in 
the Official Texas Historical Marker Program's marker application pro-
cedures, available on the commission web site at www.thc.texas.gov. 
[as follows:] 

[(1) Age - 5 pts. max;] 

[(2) Historical Significance/Architectural Significance - 10 
pts. max;] 

[(3) State of Repair/Integrity - 10 pts. max;] 

[(4) Diversity of topic for addressing gaps in historical 
marker program - 10 pts. max;] 

[(5) Value of topic as an undertold or untold aspect of Texas 
history - 15 pts. max;] 
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[(6) Endangerment level of property, site or topic - 10 pts. 
max;] 

[(7) Available documentation and resources - 10 pts. max;] 

[(8) Diversity among this group of candidates - 10 pts. 
max;] 

[(9) Relevance to other commission programs - 5 pts. max; 
and] 

[(10) Relevance to the commission's current thematic pri-
orities - 15 pts. max.] 

§21.11. Review of Work on Recorded Texas Historic Landmarks. 

(a) Definitions. The following words and terms, when used in 
this section, shall have the following meanings, unless context clearly 
indicates otherwise. 

(1) Damage--To alter, in whole or in part. Damage to his-
torical or architectural integrity includes alterations of structural ele-
ments, decorative details, fixtures, and other material; construction of 
additions; relocation; or demolition. 

(2) Integrity--Integrity refers to the physical condition and 
therefore the capacity of the resource to convey a sense of time and 
place. Integrity is the authenticity of a property's historic identity, ev-
idenced by the survival of physical characteristics that existed during 
the property's historic or prehistoric period, including the property's 
location, design, setting, materials, workmanship, feeling, and associ-
ation. In terms of architectural design, to have integrity means that a 
building still possesses much of its mass, scale, decoration, and so on, 
of either the period in which it was conceived and built, or the period in 
which it was adapted to a later style which has validity in its own rights 
as an expression of historical character or development. The question 
of whether or not a building possesses integrity is a question of the 
building's retention of sufficient fabric to be identifiable as a historic 
resource. For a building to possess integrity, its principal features must 
be sufficiently intact for its historic identity to be apparent. A building 
that is significant because of its historic association(s) must retain suf-
ficient physical integrity to convey such association(s). 

(3) Normal maintenance and repair--Work that does not 
have the potential to cause removal, damage or alteration to the 
integrity, form, or appearance of the materials, features, or landform 
of the historic building or structure and its site, is considered to be 
normal maintenance and repair. Cleaning surfaces with non-corrosive 
mild solutions and low-pressure water, repainting window frames 
or doorways with similar paints, or minor repairs such as replacing 
putty on windows are examples of normal maintenance and repair. 
Other work, however, may not constitute normal maintenance and 
repair. For example, permanent masonry damage can result from use 
of inappropriate cleaning methods, such as sandblasting, high pressure 
water cleaning, or the use of unsuitable chemicals, or from use of 
damaging repointing techniques and materials. Replacing historic 
windows damages the historical integrity of a building, and painting 
previously unpainted surfaces constitutes alteration. Such work is not 
considered normal maintenance or repair. 

(b) Procedure. As provided for in Texas Government Code, 
§442.006(f), a person may not damage the historical or architectural 
integrity of a structure the commission has designated as a Recorded 
Texas Historic Landmark (landmark) without first notifying the com-
mission. Such notice shall not be required for normal maintenance and 
repair; for interior work that does not affect the exterior integrity of the 
property; or for work to the surrounding site unless included as part of 
the designated landmark. 

(1) Notice from the property owner to the commission. At 
least 60 days prior to the proposed work on a landmark, a written notifi-
cation from the property owner describing the project shall be submit-
ted to the commission, along with construction documents, sketches, or 
drawings which adequately describe the full scope of project work and 
photographs of the areas affected by the proposed changes. Receipt by 
the commission shall constitute the date notice is given. 

(2) Notice from the commission to the property owner. 
Written notice of the commission's comments pursuant to a review of 
the proposed work shall be provided by the commission. Comments 
shall be made based on the Secretary of the Interior's Standards for 
the Treatment of Historic Properties (1995 and subsequent revisions; 
codified at 36 Code of Federal Regulations Part 67), which are sum-
marized in subparagraphs (A) - (C) of this paragraph: 

(A) Definitions for historic preservation project treat-
ment. 

(i) Preservation is defined as the act or process of 
applying measures necessary to sustain the existing form, integrity, 
and materials of an historic property. Work, including preliminary 
measures to protect and stabilize the property, generally focuses upon 
the ongoing maintenance and repair of historic materials and features 
rather than extensive replacement and new construction. New exterior 
additions are not within the scope of this treatment; however, the lim-
ited and sensitive upgrading of mechanical, electrical, and plumbing 
systems and other code-required work to make properties functional is 
appropriate within a preservation project. 

(ii) Rehabilitation is defined as the act or process of 
making possible a compatible use for a property through repair, alter-
ations, and additions while preserving those portions or features which 
convey its historical, cultural, or architectural values. 

(iii) Restoration is defined as the act or process of 
accurately depicting the form, features, and character of a property as 
it appeared at a particular period of time by means of the removal of 
features from other periods in its history and reconstruction of miss-
ing features from the restoration period. The limited and sensitive 
upgrading of mechanical, electrical, and plumbing systems and other 
code-required work to make properties functional is appropriate within 
a restoration project. 

(iv) Reconstruction is defined as the act or process 
of depicting, by means of new construction, the form features, and de-
tailing of a non-surviving site, landscape, building, structure, or object 
for the purpose of replicating its appearance at a specific period of time 
and in its historic location. 

(B) General standards for historic preservation projects. 

(i) A property shall be used as it was historically, or 
be given a new use that maximizes the retention of distinctive materials, 
features, spaces, and spatial relationships. Where a treatment and use 
have not been identified, a property shall be protected and, if necessary, 
stabilized until additional work may be undertaken. 

(ii) The historic character of a property shall be re-
tained and preserved. The replacement of intact or repairable historic 
materials or alteration of features, spaces, and spatial relationships that 
characterize a property shall be avoided. 

(iii) Each property shall be recognized as a physical 
record of its time, place and use. Work needed to stabilize, consolidate, 
and conserve existing historic materials and features shall be physically 
and visually compatible, identifiable upon close inspection, and prop-
erly documented for future research. 
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(iv) Changes to a property that have acquired his-
toric significance in their own right shall be retained and preserved. 

(v) Distinctive materials, features, finishes, and con-
struction techniques or examples of craftsmanship that characterize a 
property shall be preserved. 

(vi) The existing condition of historic features shall 
be evaluated to determine the appropriate level of intervention needed. 
Where the severity of deterioration requires repair or limited replace-
ment of a distinctive feature, the new material shall match the old in 
composition, design, color, and texture. 

(vii) Chemical or physical treatments, if appropriate, 
shall be undertaken using the gentlest means possible. Treatments that 
cause damage to historic materials shall not be used. 

(viii) Archeological resources shall be protected and 
preserved in place to the extent possible. If such resources must be 
disturbed, mitigation measures shall be undertaken. 

(C) Specific standards for historic preservation projects. 
In conjunction with the eight general standards listed in subparagraph 
(B)(i) - (viii) of this paragraph, specific standards are to be used for 
each treatment type. 

(i) Standards for rehabilitation. 

(I) A property shall be used as it was historically 
or be given a new use that requires minimal change to its distinctive 
materials, features, spaces, and spatial relationships. 

(II) The historic character of a property shall be 
retained and preserved. The removal of distinctive materials or alter-
ation of features, spaces, and spatial relationships that characterize a 
property shall be avoided. 

(III) Each property shall be recognized as a phys-
ical record of its time, place, and use. Changes that create a false sense 
of historical development, such as adding conjectural features or ele-
ments from other historic properties, shall not be undertaken. 

(IV) Changes to a property that have acquired 
historic significance in their own right shall be retained and preserved. 

(V) Distinctive materials, features, finishes, and 
construction techniques or examples of craftsmanship that characterize 
a property shall be preserved. 

(VI) Deteriorated historic features shall be 
repaired rather than replaced. Where the severity of deterioration 
requires replacement of a distinctive feature, the new feature shall 
match the old in design, color, texture, and where possible, materials. 
Replacement of missing features shall be substantiated by documen-
tary and physical evidence. 

(VII) Chemical or physical treatments, if appro-
priate, shall be undertaken using the gentlest means possible. Treat-
ments that cause damage to historic materials shall not be used. 

(VIII) Archeological resources shall be protected 
and preserved in place to the extent possible. If such resources must be 
disturbed, mitigation measures shall be undertaken. 

(IX) New additions, exterior alterations, or re-
lated new construction shall not destroy historic materials, features, 
and spatial relationships that characterize the property. The new work 
shall be differentiated from the old and shall be compatible with the 
historic materials, features, size, scale and proportion, and massing to 
protect the integrity of the property and its environment. 

(X) New additions and adjacent or related new 
construction shall be undertaken in such a manner that, if removed in 
the future, the essential form and integrity of the historic property and 
its environment would be unimpaired. 

(ii) Standards for restoration. 

(I) A property shall be used as it was historically 
or be given a new use which reflects the property's restoration period. 

(II) Materials and features from the restoration 
period shall be retained and preserved. The removal of materials or 
alteration of features, spaces, and spatial relationships that characterize 
the period shall not be undertaken. 

(III) Each property shall be recognized as a phys-
ical record of its time, place and use. Work needed to stabilize, consol-
idate and conserve materials and features from the restoration period 
shall be physically and visually compatible, identifiable upon close in-
spection, and properly documented for future research. 

(IV) Materials, features, spaces, and finishes that 
characterize other historical periods shall be documented prior to their 
alteration or removal. 

(V) Distinctive materials, features, finishes, and 
construction techniques or examples of craftsmanship that characterize 
the restoration period shall be preserved. 

(VI) Deteriorated features from the restoration 
period shall be repaired rather than replaced. Where the severity 
of deterioration requires replacement of a distinctive feature, the 
new feature shall match the old in design, color, texture, and, where 
possible, materials. 

(VII) Replacement of missing features from the 
restoration period shall be substantiated by documentary and physical 
evidence. A false sense of history shall not be created by adding conjec-
tural features, features from other properties, or by combining features 
that never existed together historically. 

(VIII) Chemical or physical treatments, if appro-
priate, shall be undertaken using the gentlest means possible. Treat-
ments that cause damage to historic materials shall not be used. 

(IX) Archeological resources affected by a 
project shall be protected and preserved in place to the extent possible. 
If such resources must be disturbed, mitigation measures shall be 
undertaken. 

(X) Designs that were never executed histori-
cally shall not be constructed. 

(iii) Standards for reconstruction. 

(I) Reconstruction shall be used to depict van-
ished or non-surviving portions of a property when documentary and 
physical evidence is available to permit accurate reconstruction with 
minimal conjecture, and such reconstruction is essential to the public 
understanding of the property. 

(II) Reconstruction of a landscape, building, 
structure, or object in its historic location shall be preceded by a 
thorough archeological investigation to identify and evaluate those 
features and artifacts which are essential to an accurate reconstruction. 
If such resources must be disturbed, mitigation measures shall be 
undertaken. 

(III) Reconstruction shall include measures 
to preserve any remaining historic materials, features, and spatial 
relationships. 
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(IV) Reconstruction shall be based on the accu-
rate duplication of historic features and elements substantiated by doc-
umentary or physical evidence rather than on conjectural designs or 
the availability of different features from other historic properties. A 
reconstructed property shall re-create the appearance of the non-sur-
viving historic property in materials, design, color, and texture. 

(V) A reconstruction shall be clearly identified as 
a contemporary re-creation. 

(VI) Designs that were never executed histori-
cally shall not be constructed. 

(3) If the proposed work meets the Secretary of the Inte-
rior's Standards for the Treatment of Historic Properties, the commis-
sion may waive the remainder of the 60-day waiting period described 
in paragraph (1) of this subsection. If the proposed work does not 
meet these standards or otherwise would damage the integrity of the 
landmark, the commission may require an additional waiting period of 
no longer than 30 days, for a total of up to 90 days from the date no-
tice was given. The waiting period is intended to enhance the chance 
for preservation, and the commission may negotiate with the property 
owner during this period. On the expiration of the time limits imposed 
in the commission's response, the work may proceed, but must proceed 
not later than the 180th day after the date on which notice was given or 
the notice is considered to have expired. 

§21.12. Marker Text Requests. 

(a) A request for a review of the text of any Official Texas 
Historical Marker (OTHM) that is the property of the State of Texas and 
which falls under the jurisdiction of the Texas Historical Commission 
("Commission") may be submitted to dispute the factual accuracy of 
the OTHM based on verifiable, historical evidence that the marker, at 
the time of casting: 

(1) Includes the spelling of a name of an individual or or-
ganization that was not used historically [is not spelled correctly]; 

(2) Includes a date that is not historically accurate; or 

(3) Includes a statement that is not historically accurate.[; 
or] 

[(4) Has been installed at the wrong location.] 

(b) A request for review of OTHM text shall be submitted on 
a form provided by the Commission for that purpose, accompanied by 
no more than 10 single-sided pages of supplemental material printed in 
a font size no smaller than 11. 

(c) OTHM review requests shall be submitted to the Commis-
sion at 1511 Colorado St., Austin, Texas 78701; by mail to P.O. Box 
12276, Austin, Texas 78711; or by email to thc@thc.texas.gov. The 
Commission will send a copy of the request and supporting materials 
to the County Historical Commission (CHC) for the county in which 
the OTHM is located, return receipt requested. In the absence of a 
formally established [formally-established] CHC, a copy will be sub-
mitted to the county judge, return receipt requested. 

(d) The CHC or county judge shall have 10 business days from 
the date of receipt of the request to submit a response to the Commis-
sion if they wish to do so. The CHC's or county judge's response shall 
consist of not more than 10 single-sided pages of material printed in a 
font size no smaller than 11 and shall be signed by the chair of the CHC 
or, in the absence of a formally established CHC, by the county judge. 

(e) Within 20 days of receiving the CHC's or county judge's re-
sponse to the request, or within 30 days of receiving the request itself if 
there is no CHC or county judge response, the staff at the Commission 
shall review the information submitted and respond to the requestor and 

to the CHC or county judge with the staff recommendation in writing, 
return receipt requested. 

(f) During the period previously referred to in Section (e) of 
this section, Commission staff may choose to refer the request to a panel 
of professional historians for a recommendation. 

(g) The panel will consist of three professional historians: 

(1) the State Historian appointed by the Governor pursuant 
to Texas Government Code Section 3104.051; 

(2) the historian appointed by the Governor to serve on the 
Commission pursuant to Texas Government Code Section 442.002; 
and 

(3) a professional historian selected by these two historians 
from the faculty of a public college or university upon receiving the 
request. If no professional historian has been appointed by the Gover-
nor to serve on the Commission, the Governor's appointed chair of the 
Commission or the chair's designee will serve on the panel in place of 
that individual. 

(h) In reaching its decision, the panel will review the same 
information reviewed by the staff, as well as any additional informa-
tion provided by staff, which shall be no more than 10 single-sided 
pages of supplemental material printed in a font size no smaller than 
11. The panel shall be chaired by the State Historian who shall de-
termine whether the panel will meet in person or deliberate through 
electronic or other means. 

(i) The panel shall develop a written recommendation sup-
ported by at least two of its members. The written recommendation 
of the panel will be delivered to the Commission staff no later than 
30 days following the panel's receipt of the background materials as 
provided above. If the panel is unable to develop such a recommen-
dation, the panel chair shall so report in writing to the Commission's 
staff within the same 30-day period. Commission staff will consider 
the panel's report and send their final recommendation to the requestor 
and to the CHC or county judge within 15 days after receiving the 
panel's report, return receipt requested. 

(j) If the requestor, or the County Historical Commission or 
county judge are not satisfied with the staff recommendation, they may 
choose to file an objection with the Commission's History Programs 
Committee ("Committee"). Such objections must be postmarked no 
later than 5 days following receipt of the staff recommendation. If no 
such objection is filed, the staff or panel recommendation with accom-
panying marker text revisions will be placed on the next consent agenda 
of the Texas Historical Commission for approval. 

(k) Review of objections filed with the Committee shall be 
based on copies of the same information as was initially provided to 
the panel of historians under section (g) above. If the matter was not 
submitted to the panel of historians, the objection shall be based on the 
material previously submitted by the requestor or requestors and CHC 
or county judge to the marker staff under sections (b) and (d) above, and 
on any additional information provided by marker staff, which shall be 
no more than 10 single-sided pages of supplemental material printed in 
a font size no smaller than 11. 

(l) The Committee shall include the objection on the agenda of 
its next scheduled meeting, assuming said meeting happens at least 20 
days after the objection is received by the Commission. If the 20-day 
deadline is not met, the objection shall be on the agenda of the follow-
ing meeting of the Committee. 

(m) The Committee may choose to take public testimony on 
the objection, or not. If public testimony is invited, such testimony 
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may be limited by the Committee chair to a period of time allocated 
per speaker, per side (pro and con) or both. 

(n) The decision of the Committee, along with any recommen-
dation from staff and/or the panel, shall be placed on the consent agenda 
of the full Commission for approval. 

(o) If a request or objection is approved by the Commission, 
the existing marker will be replaced or another option provided at no 
cost to the requestor, subject to the availability of funds for that pur-
pose. [If such funds are not readily available, a supplemental marker 
may serve in the interim.] 

(p) With all approved requests or objections, Commission staff 
will write the replacement text. Markers will be produced by the con-
tracted foundry and production will be subject to the foundry's sched-
ule. 

(q) The Commission will not accept subsequent requests or 
objections that are substantively similar to a request or objection that is 
already going through or has already gone through this request process. 
A decision not to accept a request or objection under this section may 
be made by the Executive Director. 

(r) A request for review may only be filed against a single 
marker, and no individual or organization may file more than one re-
quest for review per calendar year. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601795 
Joseph Bell 
Executive Director 
Texas Historical Commission 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 463-6100 

♦ ♦ ♦ 
TITLE 16. ECONOMIC REGULATION 

PART 4. TEXAS DEPARTMENT OF 
LICENSING AND REGULATION 

CHAPTER 111. SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS 
The Texas Department of Licensing and Regulation (Depart-
ment) proposes amendments to existing rules at 16 Texas 
Administrative Code (TAC), Chapter 111, at Subchapter A, 
§111.2; Subchapter B, §111.12 and §111.13; Subchapter F, 
§111.50 and §111.55; Subchapter H, §111.70; and Subchapter 
W, §111.220, regarding the Speech-Language Pathologist and 
Audiologist program. These proposed changes are referred to 
as the "proposed rules." 
EXPLANATION OF AND JUSTIFICATION FOR THE RULES 

The rules under 16 TAC, Chapter 111, implement Texas Occu-
pations Code, Chapter 401, Speech-Language Pathologist and 
Audiologist. 
The proposed rules are necessary to implement the statutory 
changes made by the 89th Legislature, Regular Session. Specif-
ically, the proposed rules implement Senate Bill (SB) 904, Sec-

tion 1, SB 905, Sections 1, 2, 3, and 4, and SB 2075, Sections 
9 and 10, by the 89th Legislature, Regular Session (2025). The 
proposed rules also include changes suggested by Departmen-
tal divisions during the four-year rule review of Chapter 111, in-
cluding the Licensing division and Compliance division. 
The proposed rules remove language that would require the six-
year terms of three members of the advisory board to expire on 
February 1 of each odd-numbered year and change the advi-
sory board's presiding officer's term from one year to two years, 
allowing the advisory board member to serve their full six-term, 
regardless of when appointed. 
The proposed rules eliminate the definition of "Provisional Li-
censee," as provisional licenses are no longer needed now that 
the jurisprudence exam is always available. They also remove 
requirements for speech-language pathology (SLP) assistant 
applicants to submit verification of 25 clinical observation hours 
and 25 clinical assisting hours to the Department, as well as 
the requirement to complete any missing hours under direct 
supervision after licensure. Additionally, the rules renumber 
§111.55(b)(1) - (8). 
The proposed rules amend the existing clinical observation and 
experience requirements for SLP assistants to require that ver-
ification of their 25 hours of clinical observation and 25 hours 
of clinical assisting experience are submitted to the assistant's 
supervisor upon license issuance. The proposed rules also reor-
ganize the requirements of §111.50(d) and §111.50(e) in a more 
logical manner. 
The proposed rules allow audiology license applicants to qualify 
with a master's degree in audiology awarded on or before De-
cember 31, 2007. Applicants awarded the equivalent of a mas-
ter's degree in audiology from a foreign university on or before 
December 31, 2007, must also obtain an evaluation showing 
their degree is equivalent to a degree from an accredited U.S. 
program. The rules also repeal the requirement that the Texas 
Commission of Licensing and Regulation adopt rules for selling 
hearing instruments with input from both the Speech-Language 
Pathologist and Audiologist Advisory Board and the Hearing In-
strument Fitters and Dispensers Advisory Board. 
Advisory Board Recommendations 

The proposed rules were presented to and discussed by the 
Speech-Language Pathologists and Audiologists Advisory 
Board at its meeting on March 23, 2026. The Advisory Board 
did not make any changes to the proposed rules. The Advisory 
Board voted and recommended that the proposed rules be 
published in the Texas Register for public comment. 
SECTION-BY-SECTION SUMMARY 

Subchapter A. General Provisions 

The proposed rules amend §111.2. Definitions. The proposed 
rules repeal the definition of "Provisional Licensee." Provisional 
licenses for Speech-Language Pathologists and Audiologists 
originated when the jurisprudence exam was offered only a few 
times a year, allowing individuals to work while waiting to take it. 
Now, the jurisprudence exam is accessible year-round, making 
such provisional licenses unnecessary. 
Subchapter B. Speech-Language Pathologists and Audiologists 
Advisory Board 

The proposed rules amend §111.12, Terms; Vacancies. The 
proposed rules under subsection (a) remove language that 
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would require the six-year terms of three members of the advi-
sory board to expire on February 1 of each odd-numbered year. 
The proposed rules amend §111.13, Officers. The proposed 
rules under subsection (a) change the advisory board's presid-
ing officer's term from one year to two years. 
Subchapter F. Requirements for Assistant in Speech-Language 
Pathology License 

The proposed rules add new rules to §111.50, Assistant in 
Speech-Language Pathology License--Licensing Require-
ments--Education and Clinical Observation and Experience. 
Specifically, the new rules modify §111.50(d), Clinical Observa-
tion and Experience. 
The proposed rules add new §111.50(d)(2), which requires that 
if any of the 25 hours of clinical observation and 25 hours of clini-
cal assisting experience required for licensure as a SLP assistant 
were earned during training, then this verification must be sub-
mitted to the assistant's supervisor after the license is issued. 
The proposed rules also amend §111.50, Assistant in 
Speech-Language Pathology License--Licensing Require-
ments--Education and Clinical Observation and Experience. 
Specifically, the proposed rules amend §111.50(d)(1) to clar-
ify that the requirements of §111.50(d)(1) are prescribed by 
§111.50(d), not §111.50(e). 
Also, the proposed rules reorganize the requirements of 
§111.50(d) and §111.50(e) in a more logical manner. Specifically, 
the proposed rules move former §111.50(e) to §111.50(d)(3), 
move former §111.50(e)(1) to §111.50(d)(3)(A), move for-
mer §111.50(e)(2) to §111.50(d)(3)(B), and move former 
§111.50(d)(2) to §111.50(e). 
The proposed rules amend §111.55, Assistant in Speech-Lan-
guage Pathology License--Application and Eligibility Require-
ments. 
The proposed rules repeal subsection (b)(5) and remove the re-
quirement that applicants for licensure as an assistant in speech-
language pathology must provide the Department verification 
from their university program that the applicant completed 25 
hours of clinical observation and 25 hours of clinical assisting 
experience. 
The proposed rules repeal subsection (b)(6) and remove the 
requirement that applicants who did not obtain all 25 hours of 
clinical observation and 25 hours of clinical assisting experience 
complete those hours under direct supervision by an approved 
supervisor after the license is issued. 
Finally, the proposed rules renumber §111.55(b)(1) - (8). 
Subchapter H. Requirements for Audiology License 

The proposed rules amend §111.70, Audiology License--Licens-
ing Requirements. The proposed rules under subsection (b) now 
authorize an applicant seeking licensure as an audiologist to 
qualify if the applicant possesses a master's degree in audiol-
ogy conferred on or before December 31, 2007. 
The proposed rule of subsection (d) now require an applicant 
who earned a master's degree in audiology at a foreign univer-
sity on or before December 31, 2007 to hire a transcript evalua-
tion service to determine the applicant's degree is the equivalent 
of a degree obtained from a program accredited by a national 
accrediting organization approved by the commission or depart-
ment and recognized by the United States secretary of education 

under the Higher Education Act of 1965 (20 U.S.C. Section 1001 
et seq.). 
Finally, the proposed rules renumber §111.70(e) and (f). 
Subchapter W. Joint Rule Regarding the Sale of Hearing Instru-
ments 

The proposed rules amend §111.220, Requirements Regarding 
the Sale of Hearing Instruments. The proposed rules under sub-
section (a) repeal the requirement that the TDLR Commission 
adopt rules governing the sale of hearing instruments with the 
assistance of both the Speech-Language Pathologist and Audi-
ologist Advisory Board and the Hearing Instrument Fitters and 
Dispensers Advisory Board. 
FISCAL IMPACT ON STATE AND LOCAL GOVERNMENT 

Tony Couvillon, Senior Policy Research and Budget Analyst, has 
determined that for each year of the first five years the proposed 
rules are in effect, there are no estimated additional costs or 
reductions in costs to state or local government as a result of 
enforcing or administering the proposed rules. 
Tony Couvillon, Senior Policy Research and Budget Analyst, has 
determined that for each year of the first five years the proposed 
rules are in effect, there is no estimated increase or loss in rev-
enue to the state or local government as a result of enforcing or 
administering the proposed rules. 
LOCAL EMPLOYMENT IMPACT STATEMENT 

Because Mr. Couvillon has determined that the proposed rules 
will not affect a local economy, the agency is not required to pre-
pare a local employment impact statement under Texas Govern-
ment Code §2001.022. 
PUBLIC BENEFITS 

Mr. Couvillon also has determined that for each year of the first 
five-year period the proposed rules are in effect, the proposed 
rules will benefit speech language pathologists who graduated 
with a master's degree in audiology before 2008, if they choose 
to enter the workplace or move to Texas, since there were no 
doctorate programs available prior to that time. Previously, when 
individuals would come to the state or re-enter the workforce af-
ter an absence, they would have to request TDLR's executive di-
rector to approve an individual waiver. The proposed rules also 
eliminate an obsolete license type and streamline the process 
for speech-language pathology assistants to gain clinical ob-
servation and clinical assisting experience hours once licensed, 
thereby reducing bureaucracy. These rule changes eliminate 
confusion, allowing for a more efficient application process for 
both the applicant and staff. 
PROBABLE ECONOMIC COSTS TO PERSONS REQUIRED 
TO COMPLY WITH PROPOSAL 

Mr. Couvillon has determined that for each year of the first five-
year period the proposed rules are in effect, there are no antic-
ipated economic costs to persons who are required to comply 
with the proposed rules. 
FISCAL IMPACT ON SMALL BUSINESSES, MICRO-BUSI-
NESSES, AND RURAL COMMUNITIES 

There will be no adverse economic effect on small businesses, 
micro-businesses, or rural communities as a result of the 
proposed rules. Because the agency has determined that 
the proposed rule will have no adverse economic effect on 
small businesses, micro-businesses, or rural communities, 
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preparation of an Economic Impact Statement and a Regulatory 
Flexibility Analysis, as detailed under Texas Government Code 
§2006.002, is not required. 
ONE-FOR-ONE REQUIREMENT FOR RULES WITH A FISCAL 
IMPACT 

The proposed rules do not have a fiscal note that imposes a cost 
on regulated persons, including another state agency, a special 
district, or a local government. Therefore, the agency is not re-
quired to take any further action under Texas Government Code 
§2001.0045. 
GOVERNMENT GROWTH IMPACT STATEMENT 

Pursuant to Texas Government Code §2001.0221, the agency 
provides the following Government Growth Impact Statement for 
the proposed rules. For each year of the first five years the pro-
posed rules will be in effect, the agency has determined the fol-
lowing: 
1. The proposed rules do not create or eliminate a government 
program. 
2. Implementation of the proposed rules does not require the 
creation of new employee positions or the elimination of existing 
employee positions. 
3. Implementation of the proposed rules does not require an 
increase or decrease in future legislative appropriations to the 
agency. 
4. The proposed rules do not require an increase or decrease in 
fees paid to the agency. 
5. The proposed rules do not create a new regulation. 
6. The proposed rules expand, limit, or repeal an existing regu-
lation. 
Mr. Couvillon has determined that the proposed rules expand an 
existing regulation by authorizing an applicant for an audiology li-
cense who graduated with a master's degree in audiology before 
2008 to qualify for licensure and also clarifying the requirements 
for foreign graduates of that time period. 
Mr. Couvillon has also determined that the proposed rules repeal 
an existing regulation by removing the requirement for speech 
language pathology assistant applicants to submit a clinical de-
ficiency form under certain conditions, and to submit verification 
of clinical observation and clinical assisting experience hours to 
the speech-language pathology assistant's supervisor instead of 
submitting to TDLR. 
Mr. Couvillon has also determined that the proposed rules elimi-
nate an existing regulation by eliminating the provisional license 
type. 
Mr. Couvillon has also determined that the proposed rules limit 
an existing regulation by removing the requirement that all rule-
makings for this chapter be reviewed by the Hearing Instrument 
Fitters and Dispensers Advisory Board. 
7. The proposed rules do not increase or decrease the number 
of individuals subject to the rules' applicability. 
8. The proposed rules do not positively or adversely affect this 
state's economy. 
TAKINGS IMPACT ASSESSMENT 

The Department has determined that no private real property in-
terests are affected by the proposed rules and the proposed rules 

do not restrict, limit, or impose a burden on an owner's rights to 
his or her private real property that would otherwise exist in the 
absence of government action. As a result, the proposed rules 
do not constitute a taking or require a takings impact assessment 
under Texas Government Code §2007.043. 
PUBLIC COMMENTS AND INFORMATION RELATED TO THE 
COST, BENEFIT, OR EFFECT OF THE PROPOSED RULES 

The Department is requesting public comments on the proposed 
rules and information related to the cost, benefit, or effect of the 
proposed rules, including any applicable data, research, or anal-
ysis. Any information that is submitted in response to this request 
must include an explanation of how and why the submitted infor-
mation is specific to the proposed rules. Please do not submit 
copyrighted, confidential, or proprietary information. 
Comments on the proposed rules and responses 
to the request for information may be submit-
ted electronically on the Department's website at 
https://ga.tdlr.texas.gov:1443/form/SLPA_Rule_Making; by 
facsimile to (512) 475-3032; or by mail to Monica Nuñez, Legal 
Assistant, Texas Department of Licensing and Regulation, P.O. 
Box 12157, Austin, Texas 78711. The deadline for comments is 
30 days after publication in the Texas Register. 
SUBCHAPTER A. GENERAL PROVISIONS 
16 TAC §111.2 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 401, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 401. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), Senate Bill 905, 
89th Legislature, Regular Session (2025), and Senate Bill No. 
2075, 89th Legislature, Regular Session (2025). 
§111.2. Definitions. 
Unless the context clearly indicates otherwise, the following words and 
terms must have the following meanings. 

(1) - (30) (No change.) 

[(31) Provisional Licensee--An individual granted a provi-
sional license under Texas Occupations Code §401.308.] 

(31) [32)] Sale--The term includes a lease, rental, or any 
other purchase or exchange for value. The term does not include a sale 
at wholesale by a manufacturer to a person licensed under the Act or 
to a distributor for distribution and sale to a person licensed under the 
Act. 

(32) [(33)] Speech-language pathologist--An individual 
who holds a license under Texas Occupations Code §401.302 and 
§401.304, to practice speech-language pathology. 

(33) [(34)] Speech-language pathology--The application of 
nonmedical principles, methods, and procedures for measurement, test-
ing, evaluation, prediction, counseling, habilitation, rehabilitation, or 
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instruction related to the development and disorders of communica-
tion, including speech, voice, language, oral pharyngeal function, or 
cognitive processes, for the purpose of evaluating, preventing, or mod-
ifying or offering to evaluate, prevent, or modify those disorders and 
conditions in an individual or a group. 

(34) [(35)] Supervisor--An individual who holds a license 
under Texas Occupations Code §401.302 and §401.304 and whom the 
department has approved to oversee the services provided by the as-
signed assistant and/or intern. The term "supervisor" and "department-
approved supervisor" have the same meaning as used throughout this 
chapter. 

(35) [(36)] Telehealth--See definition(s) in Subchapter V, 
Telehealth. 

(36) [(37)] Tele-supervision--Supervision of interns or as-
sistants that is provided remotely using telecommunications technol-
ogy. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601788 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER B. SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS 
ADVISORY BOARD 
16 TAC §111.12, §111.13 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 401, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 401. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), Senate Bill 905, 
89th Legislature, Regular Session (2025), and Senate Bill No. 
2075, 89th Legislature, Regular Session (2025). 
§111.12. Terms; Vacancies. 

(a) Members are appointed for staggered six-year terms. [The 
terms of three members expire September 1 of each odd-numbered 
year.] 

(b) - (c) (No change.) 

§111.13. Officers. 

(a) The presiding officer of the commission shall designate a 
member of the advisory board to serve as the presiding officer of the 
advisory board for a term of two years [one year]. 

(b) (No change.) 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601789 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER F. REQUIREMENTS FOR 
ASSISTANT IN SPEECH-LANGUAGE 
PATHOLOGY LICENSE 
16 TAC §111.50, §111.55 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 401, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 401. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), Senate Bill 905, 
89th Legislature, Regular Session (2025), and Senate Bill No. 
2075, 89th Legislature, Regular Session (2025). 
§111.50. Assistant in Speech-Language Pathology License--Licens-
ing Requirements--Education and Clinical Observation and Experi-
ence. 

(a) - (c) (No change.) 

(d) Clinical Observation and Experience. The applicant must 
have earned at least 25 hours of clinical observation in the area of 
speech-language pathology and 25 hours of clinical assisting experi-
ence in the area of speech-language pathology. 

(1) (No change.) 

(2) Verification of 25 hours of clinical observation and 25 
hours of clinical assisting experience from the university program di-
rector or designee of the college or university training program show-
ing the applicant completed the requirements set out in paragraph (1) 
of this subsection, if any hours were earned, must be submitted to the 
assistant's supervisor upon license issuance. 

[(2) An applicant who held an assistant license in another 
state and completed hours for that license does not need to submit proof 
of completion of the 25 hours of clinical observation and 25 hours of 
clinical assisting experience.] 

PROPOSED RULES May 8, 2026 51 TexReg 3033 



(3) An applicant who has not acquired the required hours 
under this subsection must complete the hours under 100% direct su-
pervision by the approved supervisor once the license is issued and 
before the assistant may begin to practice. 

(A) The licensed speech-language pathologist who will 
provide the applicant with the training to acquire these hours must meet 
the requirements set out in the Act and §111.154, must be the approved 
supervisor of the assistant, and must have the assistant complete any 
missing hours under 100% direct supervision before allowing the as-
sistant to practice without 100% direct supervision. 

(B) If the assistant changes supervisors before complet-
ing the missing clinical observation and clinical assisting experience 
hours, the assistant must complete the missing hours under 100% di-
rect supervision by the new supervisor before being allowed to provide 
services under the assistant license. 

(e) An applicant who held an assistant license in another state 
and completed hours for that license does not need to submit proof 
of completion of the 25 hours of clinical observation and 25 hours of 
clinical assisting experience. 

[(e) An applicant who has not acquired the required hours un-
der subsection (d) must complete the hours under 100% direct super-
vision by the approved supervisor once the license is issued and before 
the assistant may begin to practice.] 

[(1) The licensed speech-language pathologist who will 
provide the applicant with the training to acquire these hours must 
meet the requirements set out in the Act and §111.154, must be the 
approved supervisor of the assistant, and must have the assistant 
complete any missing hours under 100% direct supervision before 
allowing the assistant to practice without 100% direct supervision.] 

[(2) If the assistant changes supervisors before completing 
the missing clinical observation and clinical assisting experience hours, 
the assistant must complete the missing hours under 100% direct super-
vision by the new supervisor before being allowed to provide services 
under the assistant license.] 

(f) - (g) (No change.) 

§111.55. Assistant in Speech-Language Pathology License--Applica-
tion and Eligibility Requirements. 

(a) (No change.) 

(b) An applicant for an assistant in speech-language pathology 
license must submit the following required documentation: 

(1) - (4) (No change.) 

[(5) verification of 25 hours of clinical observation and 25 
hours of clinical assisting experience from the university program di-
rector or designee of the college or university training program showing 
the applicant completed the requirements set out in §111.50(d), if any 
hours were earned;] 

[(6) for an applicant who did not obtain the hours refer-
enced in paragraph (5), the missing hours must be completed under 
direct supervision by the approved supervisor upon license issuance;] 

(5) [(7)] proof of successfully completing the jurispru-
dence examination under §111.23; and 

(6) [(8)] the initial application fee required under §111.160. 

(c) - (d) (No change.) 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601790 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER H. REQUIREMENTS FOR 
AUDIOLOGY LICENSE 
16 TAC §111.70 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 401, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 401. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), Senate Bill 905, 
89th Legislature, Regular Session (2025), and Senate Bill No. 
2075, 89th Legislature, Regular Session (2025). 
§111.70. Audiology License--Licensing Requirements. 

(a) (No change.) 

(b) Education. The applicant for an audiology license must 
possess at least: 

(1) a master's degree in audiology conferred on or before 
December 31, 2007; or 

(2) a doctoral degree in audiology or a related hearing sci-
ence completed at a college or university that has a program accredited 
by a national accrediting organization that is approved by the depart-
ment and recognized by the United States Secretary of Education under 
the Higher Education Act of 1965 (20 U.S.C. §1001 et seq.). 

[(b) Education. The doctoral degree in audiology or a related 
hearing science shall be completed at a college or university that has 
a program accredited by a national accrediting organization that is ap-
proved by the department and recognized by the United States Secre-
tary of Education under the Higher Education Act of 1965 (20 U.S.C. 
§1001 et seq.).] 

(c) An applicant whose transcript is in a language other than 
English or whose degree was earned at a foreign university must sub-
mit an evaluation form from an ASHA-approved transcript evaluation 
service. The transcript evaluation service must determine that the ap-
plicant's degree is a doctoral degree in audiology or a related hearing 
science. The applicant must bear all expenses incurred for the evalua-
tion. 

(d) If the degree earned at a foreign university is a master's 
degree in audiology conferred on or before December 31, 2007, the 
transcript evaluation service must also determine that the applicant's 
degree is the equivalent of a degree obtained from a program accredited 
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by a national accrediting organization approved by the commission or 
department and recognized by the United States secretary of education 
under the Higher Education Act of 1965 (20 U.S.C. Section 1001 et 
seq.). 

(e) [(d)] An applicant who graduated from a college or univer-
sity program not accredited by a national accrediting organization that 
is approved by the department and recognized by the United States Sec-
retary of Education under the Higher Education Act of 1965 (20 U.S.C. 
§1001 et seq.) must have the ASHA Council for Clinical Certification 
evaluate the course work to determine whether the applicant qualified 
for the Certificate of Clinical Competence. The applicant must bear all 
expenses incurred for the verification. 

(f) [(e)] Examination. An applicant must pass the examination 
referenced under §111.21. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601791 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER W. JOINT RULE REGARDING 
THE SALE OF HEARING INSTRUMENTS 
16 TAC §111.220 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 401, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 401. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), Senate Bill 905, 
89th Legislature, Regular Session (2025), and Senate Bill No. 
2075, 89th Legislature, Regular Session (2025). 
§111.220. Requirements Regarding the Sale of Hearing Instruments. 

(a) This subchapter constitutes the rules required by Texas Oc-
cupations Code §401.2021 and §402.1021 to be adopted by the com-
mission with the assistance of the Speech-Language Pathologists and 
Audiologists Advisory Board [and the Hearing Instrument Fitters and 
Dispensers Advisory Board]. The requirements of this subchapter shall 
be repealed or amended only through consultation with the Speech-
Language Pathologists and Audiologists Advisory Board[, and mutual 
action by, both advisory boards]. 

(b) - (e) (No change.) 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601792 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

CHAPTER 112. HEARING INSTRUMENT 
FITTERS AND DISPENSERS 
The Texas Department of Licensing and Regulation (Depart-
ment) proposes amendments to existing rules at 16 Texas 
Administrative Code (TAC), Chapter 112, Subchapter B, §112.12 
and §112.13; Subchapter D, §112.32; Subchapter H, §112.70; 
and Subchapter O, §112.140; regarding the Hearing Instrument 
Fitters and Dispensers program. These proposed changes are 
referred to as the "proposed rules." 
EXPLANATION OF AND JUSTIFICATION FOR THE RULES 

The rules under 16 TAC, Chapter 112, implement Texas Occu-
pations Code, Chapter 402, Hearing Instrument Fitters and Dis-
pensers. 
The proposed rules are necessary to implement Senate Bill (SB) 
904 89th Legislature, Regular Session (2025), specifically, Sec-
tions 2, 3, and 4, and SB 2075 (2025), specifically, Sections 11 
and 12. The proposed rules remove language that would require 
the six-year terms of three members of the advisory board to ex-
pire on February 1 of each odd-numbered year, allowing each 
advisory board member to serve their full six-year term, regard-
less of when appointed. The proposed rules also change the 
advisory board's presiding officer's term from one year to two 
years. 
The proposed rules require applicants seeking their initial re-
newal of their hearing instrument fitter and dispenser license 
to complete 20 hours of continuing education; remove the re-
quirement that the Commission adopt rules governing the sale 
of hearing instruments with the assistance of both the Hear-
ing Instrument Fitters and Dispensers Advisory Board and the 
Speech-Language Pathologist and Audiologist Advisory Board; 
remove the exception that allowed the Department to renew a 
license of a licensee who does not comply with the applicable 
continuing education requirements if the applicant is within the 
first 24 months of licensure; and allow hearing instruments to 
be sold to a minor with a written statement signed by a licensed 
physician, rather than requiring the statement to be signed by a 
licensed physician specializing in diseases of the ear. 
Advisory Board Recommendations 

The proposed rules were presented to and discussed by the 
Hearing Instrument Fitters and Dispensers Advisory Board at its 
meeting on March 11, 2026. The Advisory Board did not make 
any changes to the proposed rules. The Advisory Board voted 
and recommended that the proposed rules be published in the 
Texas Register for public comment. 
SECTION-BY-SECTION SUMMARY 
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Subchapter B. Hearing Instrument Fitters and Dispensers Advi-
sory Board 

The proposed rules amend §112.12, Terms; Vacancies. The 
proposed rules under subsection (a) remove language that 
would require the six-year terms of three members of the advi-
sory board to expire on February 1 of each odd-numbered year, 
allowing each advisory board member to serve their full six-year 
term, regardless of when appointed. 
The proposed rules amend §112.13, Officers. The proposed 
rules under subsection (a) change the advisory board's presid-
ing officer's term from one year to two years. 
Subchapter D. Hearing Instrument Fitter and Dispenser License 

The proposed rules amend §112.32, Hearing Instrument Fit-
ter and Dispenser License--License Term; Renewals. The 
proposed rules under subsection (c) now require applicants 
seeking their initial renewal of their hearing instrument fitter and 
dispenser license to complete 20 hours of continuing education. 
Subchapter H. Continuing Education Requirements 

The proposed rules amend §112.70. Continuing Education--
Hours, Courses, and Methods of Delivery. The proposed rules 
under subsection (i) remove the exception that allowed the De-
partment to renew a license of a licensee who does not comply 
with the applicable continuing education requirements if the ap-
plicant is within the first 24 months of licensure. 
Subchapter O. Joint Rule Regarding the Sale of Hearing Instru-
ments. 

The proposed rules amend §112.140, Requirements Regarding 
the Sale of Hearing Instruments. The proposed rules under sub-
section (a) remove the requirement that the TDLR Commission 
adopt rules governing hearing instruments with the assistance 
of both the Hearing Instrument Fitters and Dispensers Advisory 
Board and the Speech-Language Pathologist and Audiologist 
Advisory Board. 
The proposed rules add new subsection (f). The proposed rule 
allows hearing instruments to be sold to a minor with a written 
statement signed by a licensed physician, rather than requiring 
the statement to be signed by a licensed physician specializing 
in diseases of the ear. 
FISCAL IMPACT ON STATE AND LOCAL GOVERNMENT 

Tony Couvillon, Senior Policy Research and Budget Analyst, has 
determined that for each year of the first five years the proposed 
rules are in effect, there are no estimated additional costs or 
reductions in costs to state or local government as a result of 
enforcing or administering the proposed rules. 
Mr. Couvillon has determined that for each year of the first five 
years the proposed rules are in effect, there is no estimated in-
crease or loss in revenue to the state or local government as a 
result of enforcing or administering the proposed rules. 
LOCAL EMPLOYMENT IMPACT STATEMENT 

Because Mr. Couvillon has determined that the proposed rules 
will not affect a local economy, the agency is not required to pre-
pare a local employment impact statement under Texas Govern-
ment Code §2001.022. 
PUBLIC BENEFITS 

Mr. Couvillon also has determined that for each year of the first 
five-year period the proposed rules are in effect, the public will re-

ceive a benefit. Specifically, the proposed changes would result 
in increased access to hearing instruments for minors because 
they are no longer required to see a physician who specializes 
in ear diseases. The proposed changes also improve govern-
ment efficiency by eliminating the need for the speech-language 
pathology advisory board and hearing-instrument fitters and dis-
pensers advisory board to consult one another before making 
decisions regarding the sale of hearing instruments. Finally, re-
quired continuing education for new licensees would result in 
them being better educated after completing their first license 
term, strengthening overall professional standards and compe-
tence. 
PROBABLE ECONOMIC COSTS TO PERSONS REQUIRED 
TO COMPLY WITH PROPOSAL 

Mr. Couvillon has determined that for each year of the first five-
year period the proposed rules are in effect, there will be addi-
tional costs to persons who are required to comply with the pro-
posed rules. The proposed rules require first-time licensees to 
complete continuing education, which is now required by statute. 
While there is a new potential cost of $129 for licensees com-
pleting their first license term who choose continuing education 
through the unlimited access providers, several approved op-
tions are available at no cost. The $129 amount reflects the 
average cost among 15 TDLR-registered continuing education 
providers offering online, live, virtual, or recorded courses. 
FISCAL IMPACT ON SMALL BUSINESSES, MICRO-BUSI-
NESSES, AND RURAL COMMUNITIES 

There will be no adverse economic effect on small businesses, 
micro-businesses, or rural communities as a result of the 
proposed rules. Because the agency has determined that 
the proposed rule will have no adverse economic effect on 
small businesses, micro-businesses, or rural communities, 
preparation of an Economic Impact Statement and a Regulatory 
Flexibility Analysis, as detailed under Texas Government Code 
§2006.002, is not required. 
ONE-FOR-ONE REQUIREMENT FOR RULES WITH A FISCAL 
IMPACT 

The proposed rules have a fiscal note that imposes a cost on reg-
ulated persons, including another state agency, a special district, 
or a local government; however, the proposed rules fall under 
the exception for rules that are necessary to implement legisla-
tion under §2001.0045(c)(9). Therefore, the agency is not re-
quired to take any further action under Texas Government Code 
§2001.0045. 
GOVERNMENT GROWTH IMPACT STATEMENT 

Pursuant to Texas Government Code §2001.0221, the agency 
provides the following Government Growth Impact Statement for 
the proposed rules. For each year of the first five years the pro-
posed rules will be in effect, the agency has determined the fol-
lowing: 
1. The proposed rules do not create or eliminate a government 
program. 
2. Implementation of the proposed rules does not require the 
creation of new employee positions or the elimination of existing 
employee positions. 
3. Implementation of the proposed rules does not require an 
increase or decrease in future legislative appropriations to the 
agency. 
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4. The proposed rules do not require an increase or decrease in 
fees paid to the agency. 
5. The proposed rules create a new regulation. 
The proposed rules add a new regulation by allowing hearing 
instruments to be sold to a minor with a written statement from 
a licensed physician. 
6. The proposed rules expand, limit, or repeal an existing regu-
lation. 
The proposed rules expand an existing regulation by requiring 
new permit holders to complete continuing education after their 
first license term in order to renew the license. 
7. The proposed rules increase or decrease the number of indi-
viduals subject to the rules' applicability. 
The proposed rules limit an existing regulation by removing the 
requirement that all rulemakings for this chapter be reviewed by 
the Speech-Language Pathology and Audiology Advisory Board. 
8. The proposed rules do not positively or adversely affect this 
state's economy. 
TAKINGS IMPACT ASSESSMENT 

The Department has determined that no private real property in-
terests are affected by the proposed rules and the proposed rules 
do not restrict, limit, or impose a burden on an owner's rights to 
his or her private real property that would otherwise exist in the 
absence of government action. As a result, the proposed rules 
do not constitute a taking or require a takings impact assessment 
under Texas Government Code §2007.043. 
PUBLIC COMMENTS AND INFORMATION RELATED TO THE 
COST, BENEFIT, OR EFFECT OF THE PROPOSED RULES 

The Department is requesting public comments on the proposed 
rules and information related to the cost, benefit, or effect of the 
proposed rules, including any applicable data, research, or anal-
ysis. Any information that is submitted in response to this request 
must include an explanation of how and why the submitted infor-
mation is specific to the proposed rules. Please do not submit 
copyrighted, confidential, or proprietary information. 
Comments on the proposed rules and responses 
to the request for information may be submit-
ted electronically on the Department's website at 
https://ga.tdlr.texas.gov:1443/form/HEAR_Rule_Making; by 
facsimile to (512) 475-3032; or by mail to Monica Nuñez, Legal 
Assistant, Texas Department of Licensing and Regulation, P.O. 
Box 12157, Austin, Texas 78711. The deadline for comments is 
30 days after publication in the Texas Register. 
SUBCHAPTER B. HEARING INSTRUMENT 
FITTERS AND DISPENSERS ADVISORY 
BOARD 
16 TAC §112.12, §112.13 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 402, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 

The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 402. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), and Senate Bill 
2075, (2025). 
§112.12. Terms; Vacancies. 

(a) Members of the advisory board serve staggered six-year 
terms. [The terms of three members expire on February 1 of each odd-
numbered year.] 

(b) - (c) (No change.) 

§112.13. Officers. 
(a) The presiding officer of the commission shall designate a 

member of the advisory board to serve as the presiding officer of the 
advisory board for a term of two years [one year]. The presiding officer 
of the advisory board may vote on any matter before the advisory board. 

(b) (No change.) 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601784 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER D. HEARING INSTRUMENT 
FITTER AND DISPENSER LICENSE 
16 TAC §112.32 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 402, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 402. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), and Senate Bill 
2075, (2025). 
§112.32. Hearing Instrument Fitter and Dispenser License--License 
Term; Renewals. 

(a) - (b) (No change.) 

(c) To renew a hearing instrument fitter and dispenser license, 
a license holder must: 
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(1) (No change.) 

(2) [except for the first renewal,] complete 20 [twenty (20)] 
hours of continuing education as required under §112.70; 

(3) - (5) (No change.) 

(d) - (j) (No change.) 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601785 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER H. CONTINUING EDUCATION 
REQUIREMENTS 
16 TAC §112.70 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 402, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 402. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), and Senate Bill 
2075, (2025). 
§112.70. Continuing Education--Hours, Courses, and Methods of 
Delivery. 

(a) - (h) (No change.) 

(i) Pursuant to Texas Occupations Code §402.305, the depart-
ment may renew the license of a license holder who has not com-
plied with the continuing education requirements if the license holder 
submits proof from an attending physician that the license holder suf-
fered a serious disabling illness or physical disability that prevented 
compliance with the continuing education requirements during the 24 
months before the end of the license term. [:] 

[(1) submits proof from an attending physician that the li-
cense holder suffered a serious disabling illness or physical disability 
that prevented compliance with the continuing education requirements 
during the 24 months before the end of the license term; or] 

[(2) was licensed for the first time during the 24 months 
before the end of the license term.] 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601786 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 

♦ ♦ ♦ 

SUBCHAPTER O. JOINT RULE REGARDING 
THE SALE OF HEARING INSTRUMENTS 
16 TAC §112.140 

STATUTORY AUTHORITY 

The proposed rules are proposed under Texas Occupations 
Code, Chapters 51 and 402, which authorize the Texas Commis-
sion of Licensing and Regulation, the Department's governing 
body, to adopt rules as necessary to implement these chapters 
and any other law establishing a program regulated by the 
Department. 
The statutory provisions affected by the proposed rules are those 
set forth in Texas Occupations Code, Chapters 51 and 402. No 
other statutes, articles, or codes are affected by the proposed 
rules. 
The legislation that enacted the statutory authority under which 
the proposed rules are proposed to be adopted is Senate Bill 
904, 89th Legislature, Regular Session (2025), and Senate Bill 
2075, (2025). 
§112.140. Requirements Regarding the Sale of Hearing Instruments. 

(a) This subchapter constitutes the rules required by Texas Oc-
cupations Code §401.2021 and §402.1021 to be adopted by the com-
mission with the assistance of [the Speech-Language Pathology and 
Audiology Advisory Board and] the Hearing Instrument Fitters and 
Dispensers Advisory Board. The requirements of this subchapter shall 
be repealed or amended only through consultation with the Hearing In-
strument Fitters and Dispensers Advisory Board [, and mutual action 
by, both advisory boards]. 

(b) - (e) (No change.) 

(f) A licensed hearing instrument fitter and dispenser may not 
sell a hearing instrument to a person under 18 years of age unless the 
prospective user or a parent or guardian of the prospective user has pre-
sented to the hearing instrument fitter and dispenser a written statement, 
signed by a licensed physician, that states that the patient's hearing loss 
has been medically evaluated and that the patient may be considered a 
candidate for a hearing instrument. Whenever practicable, the medical 
evaluation described should be performed by a licensed physician who 
specializes in diseases of the ear. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 24, 2026. 
TRD-202601787 
Deanne Rienstra 
General Counsel 
Texas Department of Licensing and Regulation 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-4879 
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♦ ♦ ♦ 
TITLE 19. EDUCATION 

PART 2. TEXAS EDUCATION AGENCY 

CHAPTER 89. ADAPTATIONS FOR SPECIAL 
POPULATIONS 
SUBCHAPTER AA. COMMISSIONER'S 
RULES CONCERNING SPECIAL EDUCATION 
SERVICES 
DIVISION 2. CLARIFICATION OF 
PROVISIONS IN FEDERAL REGULATIONS 
19 TAC §89.1053 

The Texas Education Agency (TEA) proposes an amendment to 
§89.1053, concerning procedures for use of restraint and time-
out. The proposed amendment would revise, expand, and align 
existing definitions; clarify procedural requirements; and estab-
lish a crisis prevention and intervention training requirement for 
school systems consistent with Senate Bill (SB) 133, 88th Texas 
Legislature, Regular Session, 2023, and House Bill (HB) 2 and 
SB 568, 89th Texas Legislature, Regular Session, 2025. 
BACKGROUND INFORMATION AND JUSTIFICATION: Section 
89.1053 establishes the procedures governing the use of re-
straint and time-out for students receiving special education and 
related services. The proposed amendment to the section title 
would align the rule with state statute. 
The proposed amendment to subsection (a) would add a require-
ment for crisis prevention and intervention training to align with 
HB 2 and SB 568 and would further clarify practices that consti-
tute prohibited forms of confinement. 
The proposed amendment to subsection (b) would add defini-
tions for the terms crisis, crisis prevention and intervention train-
ing, imminent, law enforcement duties, seclusion, and taser and 
expand the existing definitions for emergency and restraint to 
promote clarity and consistency in implementation in alignment 
with SB 133, HB 2, and SB 568. 
Proposed new subsection (d)(5) would clarify training require-
ments to emphasize instruction on disability-related behaviors 
and evidence-based, individualized positive behavioral interven-
tions in alignment with SB 133, HB 2, and SB 568. 
The proposed amendment to subsection (e) would clarify docu-
mentation and notification requirements for each use of restraint, 
including establishing a uniform timeline for placement of written 
documentation in a student's special education eligibility folder 
to support admission, review, and dismissal (ARD) committee 
review. 
The proposed amendment to subsection (f) would align with HB 
2 and SB 568 by reaffirming that restraint may not be used as a 
disciplinary or behavior management technique or as a method 
to gain student compliance. 
The proposed amendment to subsection (g) would clarify that the 
ARD committee is responsible for reviewing, at least annually, 
the use, amount, and effectiveness of time-out as a behavioral 
intervention and for considering any necessary revisions to the 
student's individualized education plan, behavioral intervention 

plan, or positive behavior supports to align with HB 2 and SB 
568. 
The proposed amendment to subsection (i) would clarify doc-
umentation requirements for time-out to ensure consistent data 
collection that enables ARD committees and TEA to monitor use, 
evaluate effectiveness, and verify compliance with individualized 
planning requirements. 
New subsection (j) would add requirements and criteria for crisis 
prevention and intervention training to align with HB 2 and SB 
568. 
FISCAL IMPACT: Jennifer Alexander, associate commissioner 
for special populations and student supports, has determined 
that for the first five-year period the proposal is in effect, there 
are no additional costs to state or local government, including 
school districts and open-enrollment charter schools, required 
to comply with the proposal. 
LOCAL EMPLOYMENT IMPACT: The proposal has no effect on 
local economy; therefore, no local employment impact statement 
is required under Texas Government Code, §2001.022. 
SMALL BUSINESS, MICROBUSINESS, AND RURAL COMMU-
NITY IMPACT: The proposal has no direct adverse economic 
impact for small businesses, microbusinesses, or rural commu-
nities; therefore, no regulatory flexibility analysis, specified in 
Texas Government Code, §2006.002, is required. 
COST INCREASE TO REGULATED PERSONS: The proposal 
does not impose a cost on regulated persons, another state 
agency, a special district, or a local government and, therefore, 
is not subject to Texas Government Code, §2001.0045. 
TAKINGS IMPACT ASSESSMENT: The proposal does not im-
pose a burden on private real property and, therefore, does not 
constitute a taking under Texas Government Code, §2007.043. 
GOVERNMENT GROWTH IMPACT: TEA staff prepared a 
Government Growth Impact Statement assessment for this 
proposed rulemaking. During the first five years the proposed 
rulemaking would be in effect, it would expand an existing 
regulation by updating and aligning definitions, clarifying pro-
cedural requirements, and establishing a crisis prevention and 
intervention training mandate for school systems in accordance 
with SB 133, HB 2, and SB 568. 
The proposed rulemaking would not create or eliminate a gov-
ernment program; would not require the creation of new em-
ployee positions or elimination of existing employee positions; 
would not require an increase or decrease in future legislative 
appropriations to the agency; would not require an increase or 
decrease in fees paid to the agency; would not create a new reg-
ulation; would not limit or repeal an existing regulation; would not 
increase or decrease the number of individuals subject to its ap-
plicability; and would not positively or adversely affect the state's 
economy. 
PUBLIC BENEFIT AND COST TO PERSONS: Ms. Alexander 
has determined that for each year of the first five years the pro-
posal is in effect, the public benefit anticipated as a result of 
enforcing the proposal would be to clarify and standardize re-
quirements for the use of confinement, restraint, seclusion, and 
time-out for students with disabilities who receive special edu-
cation and related services. It would reinforce the use of crisis 
prevention and de-escalation practices and add training require-
ments, strengthen student protections, and enhance compliance 
with state and federal law. In addition, the amendment would 
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provide clear guidance for school personnel regarding permissi-
ble and prohibited interventions and promote consistent imple-
mentation and documentation across school systems. 
DATA AND REPORTING IMPACT: The proposal would have no 
data and reporting impact. 
PRINCIPAL AND CLASSROOM TEACHER PAPERWORK RE-
QUIREMENTS: TEA has determined that the proposal would not 
require a written report or other paperwork to be completed by a 
principal or classroom teacher. 
PUBLIC COMMENTS: TEA requests public comments 
on the proposal, including, per Texas Government Code, 
§2001.024(a)(8), information related to the cost, benefit, or 
effect of the proposed rule and any applicable data, research, 
or analysis, from any person required to comply with the 
proposed rule or any other interested person. The public 
comment period on the proposal begins May 8, 2026, and 
ends June 8, 2026. Public hearings will be conducted to 
solicit testimony and input on the proposed amendment at 
9:30 a.m. on May 28 and May 29, 2026. The public may 
participate in either hearing virtually by linking to the hearing 
at https://us02web.zoom.us/j/83304675292. Anyone wishing 
to testify must be present at 9:30 a.m. and indicate to TEA 
staff their intent to comment and are encouraged to also send 
written testimony to sped@tea.texas.gov. Each hearing will 
conclude once all who have signed in have been given the 
opportunity to comment. Questions about the hearing should 
be directed to Derek Hollingsworth, Special Populations Policy 
and Compliance, Derek.Hollingsworth@tea.texas.gov. 
STATUTORY AUTHORITY. The amendment is proposed under 
Texas Education Code (TEC), §29.001, as amended by HB 2 
and SB 568, 89th Texas Legislature, Regular Session, 2025, 
which establishes criteria for the implementation of special ed-
ucation law; TEC, §29.026, as added by HB 2 and SB 568, 
89th Texas Legislature, Regular Session, 2025, which estab-
lishes rulemaking authority for the commissioner of education 
as necessary to implement TEC, Chapter 29, Subchapter A; 
TEC, §37.0021, as amended by SB 133, 88th Texas Legisla-
ture, Regular Session, 2023, and HB 2, 89th Texas Legislature, 
Regular Session, 2025, which establishes rulemaking author-
ity for the adoption of procedures governing the use of restraint 
and time-out for a student with a disability; and TEC, §37.0023, 
which prohibits aversive techniques that are intended to reduce 
the likelihood of a behavior recurring and requires the commis-
sioner to adopt procedures under this section. 
CROSS REFERENCE TO STATUTE. The amendment im-
plements TEC, §29.001, as amended by HB 2 and SB 568, 
89th Texas Legislature, Regular Session, 2025; §29.026, as 
added by HB 2 and SB 568, 89th Texas Legislature, Regular 
Session, 2025; §37.0021, as amended by SB 133, 88th Texas 
Legislature, Regular Session, 2023, and HB 2, 89th Texas 
Legislature, Regular Session, 2025; and §37.0023. 
§89.1053. Procedures for the Use of Confinement, Restraint, Seclu-
sion, and Time-Out. 

(a) Requirement to implement. In addition to the requirements 
of 34 Code of Federal Regulations (CFR), §300.324(a)(2)(i), school 
districts and charter schools must implement the provisions of this sec-
tion regarding [the use of] restraint, [and] time-out, and crisis pre-
vention and intervention training. In accordance with the provisions 
of Texas Education Code (TEC), §37.0021 (Use of Confinement, Re-
straint, Seclusion, and Time-Out), it is the policy of the state to treat 
with dignity and respect all students, including students with disabil-

ities who receive special education services under TEC, Chapter 29, 
Subchapter A. In accordance with this policy, students may not be con-
fined in a locked box, locked closet, or other specially designed locked 
space as either a discipline management practice or a behavior man-
agement technique. 

(b) Definitions. 

(1) "Crisis" means a situation in which a student is experi-
encing a state of dysregulation that overwhelms the student's baseline 
coping mechanisms and: 

(A) may cause impaired logical thinking, potential risk 
of serious physical harm to self or others, functional impairment, or 
involuntary physiological responses; and 

(B) is best addressed by crisis prevention and interven-
tion to return the student's behavior to a regulated state and avoid an 
emergency as defined in this section. 

(2) "Crisis prevention and intervention training" means ev-
idence-based strategies, including proactive ongoing use of best prac-
tices, that are designed to equip individuals to recognize, respond to, 
and de-escalate crises and emergencies through individualized, devel-
opmentally and neurologically responsive supports and to use, only 
when necessary and appropriate, safely applied physical interventions. 

(3) [(1)] "Emergency" [Emergency] means a situation in 
which a student's behavior poses a threat of: 

(A) imminent, serious physical harm to the student or 
others; or 

(B) imminent, serious property destruction. 

(4) "Imminent" means likely to occur immediately or with-
out delay, leaving no reasonable opportunity to prevent serious physical 
harm through less restrictive interventions. Imminent does not include 
situations where there is time to safely use de-escalation, redirection, 
or other less restrictive interventions. 

(5) "Law enforcement duties" means activities of a peace 
officer relating to the investigation and enforcement of state criminal 
laws and other duties authorized by the Code of Criminal Procedure, 
subject to any limitations as determined by the board of trustees of a 
school district under TEC §37.081(d). 

(6) [(2)] "Restraint" [Restraint] means the use of physical 
force or a mechanical device to significantly restrict the free movement 
of all or a portion of the student's body. 

(A) "Physical restraint" means a personal restriction 
that immobilizes or reduces the ability of a student to move his or her 
torso, arms, legs, or head freely. 

(B) "Mechanical restraint" refers to the use of any de-
vice or equipment to restrict a student's freedom of movement. The 
term does not include devices implemented by trained school person-
nel or utilized by a student that have been prescribed by an appropriate 
medical or related services provider. 

(7) "Seclusion" means a behavior management technique 
in which a student is confined in a locked box, locked closet, or locked 
room that: 

(A) is designed solely to seclude a person; and 

(B) contains less than 50 square feet of space. 

(8) "Taser" means a device manufactured, sold, or dis-
tributed by Axon Enterprises (formally known as Taser International, 
Incorporated) that is intended, designed, made, or adapted to incapac-
itate a person by inflicting an electrical charge through the emission 
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of a projectile or conductive stream. The term, for purposes of this 
section, includes a similar device manufactured, sold, or distributed 
by another person. 

(9) [(3)] "Time-out" [Time-out] means a behavior manage-
ment technique in which, to provide a student with an opportunity to 
regain self-control, the student is separated from other students for a 
limited period in a setting: 

(A) that is not locked; and 

(B) from which the exit is not physically blocked by 
furniture, a closed door held shut from the outside, or another inanimate 
object. 

(c) Use of restraint. A school employee, volunteer, or inde-
pendent contractor may use restraint only in an emergency as defined 
in subsection (b) of this section and with the following limitations. 

(1) Restraint must be limited to the use of such reasonable 
force as is necessary to address the emergency. 

(2) Restraint must be discontinued at the point at which the 
emergency no longer exists. 

(3) Restraint must be implemented in such a way as to pro-
tect the health and safety of the student and others. 

(4) Restraint must not deprive the student of basic human 
necessities. 

(d) Training on use of restraint. Training for school employ-
ees, volunteers, or independent contractors must be provided according 
to the following requirements. 

(1) A core team of personnel on each campus must be 
trained in the use of restraint, and the team must include a campus ad-
ministrator or designee and any general or special education personnel 
whose job duties may place them at high risk of utilizing [likely to 
use] restraint. 

(2) Personnel called upon to use restraint in an emergency 
and who have not received prior training must receive training within 
30 school days following the use of restraint. 

(3) Training on use of restraint must include prevention and 
de-escalation techniques and provide alternatives to the use of restraint. 

(4) All trained personnel must receive instruction in cur-
rent professionally accepted practices and standards regarding behav-
ior management and the use of restraint. 

(5) Training on the use of restraint must include instruc-
tion on disability-related behaviors, including behaviors associated 
with neurological, developmental, or emotional disabilities, and 
evidence-based strategies to prevent, reduce, or respond to such 
behaviors. This training must emphasize individualized and develop-
mentally appropriate approaches and the use of positive behavioral 
interventions and supports as alternatives to physical intervention and 
restraint. 

(e) Documentation and notification on use of restraint. In a 
case in which restraint is used, school employees, volunteers, or inde-
pendent contractors must implement the following documentation re-
quirements. 

(1) On the day restraint is utilized, the campus administra-
tor or designee must be notified verbally or in writing regarding the use 
of restraint. 

(2) On the day restraint is utilized, a good faith effort must 
be made to verbally notify the parent(s) or person standing in a parental 
relation to the student regarding the use of restraint. 

(3) Written notification of the use of restraint must be 
placed in the mail or otherwise provided to the parent(s) or person 
standing in parental relation to the student [parent] within one school 
day of the use of restraint. In the case of residential placements, writ-
ten notification must be provided to the parent(s) or person standing 
in parental relation to the student within 24 hours of the restraint, 
regardless of whether the day is a school day, weekend, or holiday. 

(4) Written documentation regarding the use of restraint 
must be placed in the student's special education eligibility folder no 
later than the third school day after the restraint [in a timely manner] 
so the information is available to the admission, review, and dismissal 
(ARD) committee when it considers the impact of the student's behav-
ior on the student's learning and/or the creation or revision of a behavior 
improvement plan or a behavioral intervention plan. 

(5) Written notification must be provided to the student's 
parent(s) or person standing in parental relation to the student for each 
use of restraint, and documentation of each restraint must be placed in 
the student's special education eligibility folder. For purposes of this 
subsection, "each restraint" refers to each time the student is restrained 
by either physical force or mechanical device and released, regardless 
of the length of time of the restraint or the time between the release and 
the restart of the restraint. Multiple restraints may not be combined into 
a single restraint notification form, reported to the campus administra-
tor or the parent(s) or person standing in parental relation to the student 
as a single restraint, or reported to the Texas Education Agency (TEA) 
as a single restraint. The written notification of each restraint must in-
clude the following: 

(A) name of the student; 

(B) name of the individual administering the restraint; 

(C) date of the restraint and the time the restraint began 
and ended; 

(D) location of the restraint; 

(E) nature of the restraint; 

(F) a description of the activity in which the student was 
engaged immediately preceding the use of restraint; 

(G) the behavior of the student that prompted the re-
straint; 

(H) the efforts made to de-escalate the situation and any 
alternatives to restraint that were attempted; 

(I) observation of the student at the end of the restraint; 

(J) contact information for the parent(s) or person 
standing in parental relation to the student to whom the school district 
sent the required [documenting parent contact and] notification of 
restraint; and 

(K) one of the following: 

(i) if the student has a behavior improvement plan or 
behavioral intervention plan, whether the behavior improvement plan 
or behavioral intervention plan may need to be revised as a result of 
the behavior that led to the restraint and, if so, identification of the 
staff member responsible for scheduling an ARD committee meeting 
to discuss any potential revisions; or 

(ii) if the student does not have a behavior improve-
ment plan or a behavioral intervention plan, information on the proce-
dure for the student's parent or person standing in parental relation to 
the student to request an ARD committee meeting to discuss the possi-
bility of conducting a functional behavioral assessment of the student 
and developing a plan for the student. 
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(f) Clarification regarding restraint. Restraint may not be used 
as a disciplinary or behavior management technique or as a method to 
gain student compliance. The provisions adopted under this section 
do not apply to the use of physical force or a mechanical device that 
does not significantly restrict the free movement of all or a portion 
of the student's body. Restraint that involves significant restriction as 
referenced in subsection (b)(6) [(b)(2)] of this section does not include: 

(1) physical contact or appropriately prescribed adaptive 
equipment to promote normative body positioning and/or physical 
functioning; 

(2) limited physical contact with a student to promote 
safety (e.g., holding a student's hand), prevent a potentially harmful 
action (e.g., running into the street), teach a skill, redirect attention, 
provide guidance to a location, or provide comfort; 

(3) limited physical contact or appropriately prescribed 
adaptive equipment to prevent a student from engaging in ongoing, 
repetitive self-injurious behaviors, with the expectation that instruction 
will be reflected in the individualized education program (IEP) as 
required by 34 CFR, §300.324(a)(2)(i), to promote student learning 
and reduce and/or prevent the need for ongoing intervention; or 

(4) seat belts and other safety equipment used to secure stu-
dents during transportation. 

(g) Use of time-out. A school employee, volunteer, or inde-
pendent contractor may use time-out in accordance with subsection 
(b)(9) [(b)(3)] of this section with the following limitations. 

(1) Physical force or threat of physical force must not be 
used to place, maintain, or keep a student in time-out. 

(2) Time-out may only be used in conjunction with an array 
of positive behavior intervention strategies and techniques and must be 
included in the student's IEP and/or behavior improvement plan or be-
havioral intervention plan if it is utilized on a recurrent basis to increase 
or decrease a targeted behavior. The student's ARD committee must re-
view, at least annually, the use, amount, and effectiveness of time-out 
as a behavioral intervention and consider whether revisions to the stu-
dent's IEP, behavioral intervention plan, or positive behavior supports 
are necessary to reduce or eliminate the need for time-out. 

(3) Use of time-out must not be implemented in a fashion 
that precludes the ability of the student to be involved in and progress 
in the general curriculum and advance appropriately toward attaining 
the annual goals specified in the student's IEP. 

(h) Training on use of time-out. Training for school employ-
ees, volunteers, or independent contractors must be provided according 
to the following requirements. 

(1) General or special education personnel who implement 
time-out based on requirements established in a student's IEP and/or 
behavior improvement plan or behavioral intervention plan must be 
trained in the use of time-out. 

(2) Newly-identified personnel called upon to implement 
time-out based on requirements established in a student's IEP and/or 
behavior improvement plan or behavioral intervention plan must re-
ceive training in the use of time-out within 30 school days of being 
assigned the responsibility for implementing time-out. 

(3) Training on the use of time-out must be provided as part 
of a program which addresses a full continuum of positive behavioral 
intervention strategies and must address the impact of time-out on the 
ability of the student to be involved in and progress in the general cur-
riculum and advance appropriately toward attaining the annual goals 
specified in the student's IEP. 

(4) All trained personnel must receive instruction in cur-
rent professionally accepted practices and standards regarding behav-
ior management and the use of time-out. 

(i) Documentation on use of time-out. Necessary documenta-
tion or data collection regarding the use of time-out, if any, must be ad-
dressed in the IEP and/or behavior improvement plan or behavioral in-
tervention plan. If a student has a behavior improvement plan or behav-
ioral intervention plan, the school district must document each use of 
time-out prompted by a behavior of the student specified in the student's 
behavior improvement plan or behavioral intervention plan, including a 
description of the behavior that prompted the time-out. Documentation 
of each use of time-out must include: 

(1) a description of the behavior specified in the student's 
behavior improvement plan or behavioral intervention plan that 
prompted the use of time out; and 

(2) any data collected regarding the use of time out, as ad-
dressed in the student's IEP, behavior improvement plan, or behavioral 
intervention plan. The ARD committee must use any collected data to 
evaluate [judge] the effectiveness of the intervention and provide a ba-
sis for making determinations regarding its continued use. 

(j) Crisis prevention and intervention training. Training for 
school employees, volunteers, or independent contractors must be pro-
vided in accordance with the following requirements. 

(1) School districts must create, document, and use risk cri-
teria based on job role, campus assignments, or incident history to de-
termine which personnel, including support staff and law enforcement, 
require training and the extent of training needed. 

(2) Personnel who are designated as high risk must receive 
training that includes non-violent crisis intervention techniques, verbal 
de-escalation strategies, and safe physical intervention procedures. 

(3) School districts shall require training using standards 
from the State Board for Educator Certification's continuing education 
clearinghouse in accordance with TEC, §21.4514. 

(4) Minimum recommended training intervals include: 

(A) annually for personnel determined to have a high 
risk of crisis involvement; and 

(B) every two years for other campus-based personnel. 

(5) Crisis prevention and intervention training may be 
combined with, or substituted by, other required training when 51% 
or more of the training content addresses the requirements of this 
subsection, including: 

(A) trauma-informed care training in accordance with 
TEC, §38.036; and 

(B) conflict resolution and positive student relation-
ships training in accordance with TEC, §21.451(d)(3). 

(k) [(j)] Student safety. Any behavior management technique 
and/or discipline management practice must be implemented in such a 
way as to protect the health, [and] safety, and dignity of the student and 
others. No discipline management practice may be calculated to inflict 
injury, cause harm, demean, or deprive the student of basic human ne-
cessities. 

(l) [(k)] Data reporting. With the exception of actions covered 
by subsection (f) of this section, data regarding the use of restraint must 
be electronically reported to TEA [the Texas Education Agency (TEA)] 
in accordance with reporting standards specified by TEA. 
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(m) [(l)] Restrictions on peace officers and security personnel. 
In accordance with TEC, §37.0021(j), a peace officer performing law 
enforcement duties or school security personnel performing security-
related duties on school property or at a school-sponsored or school-
related activity must not restrain or use a chemical irritant spray or 
Taser on a student enrolled in Grade 5 or below, unless the student 
poses a serious risk of harm to the student or another person. 

(n) [(m)] Provisions applicable to peace officers. The provi-
sions adopted under this section apply to a peace officer only if the 
peace officer is employed or commissioned by the school district or 
provides, as a school resource officer, a regular police presence on a 
school district campus under a memorandum of understanding between 
the school district and a local law enforcement agency, except that the 
data reporting requirements in subsection (l) [(k)] of this section apply 
to the use of restraint by any peace officer performing law enforcement 
duties on school property or during a school-sponsored or school-re-
lated activity. 

(o) [(n)] The provisions adopted under this section do not ap-
ply to: 

(1) juvenile probation, criminal detention, or corrections 
personnel; or 

(2) an educational services provider with whom a student 
is placed by a judicial authority, unless the services are provided in an 
educational program of a school district. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601797 
Cristina De La Fuente-Valadez 
Director, Rulemaking 
Texas Education Agency 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 475-1497 

♦ ♦ ♦ 
TITLE 28. INSURANCE 

PART 1. TEXAS DEPARTMENT OF 
INSURANCE 

CHAPTER 3. LIFE, ACCIDENT, AND HEALTH 
INSURANCE AND ANNUITIES 
The Texas Department of Insurance (TDI) proposes to amend 28 
TAC §§3.205, 3.3403, 3.3703, 3.9208, and 3.9210, concerning 
certain participating policy forms, health coverage of newborn 
children, and preferred and exclusive provider benefit plans. The 
amendments implement House Bill 4611, 88th Legislature, 2023; 
House Bills 388, 1620, and 2221, 89th Legislature, 2025; and 
Senate Bills 493, 896, and 1236, 89th Legislature, 2025. 
EXPLANATION. 
Amendments to §§3.205, 3.3403, 3.3703, 3.9208, and 3.9210 
are necessary to implement the following legislation. 
- HB 388 requires health benefit plans to use a uniform coordi-
nation of benefits questionnaire that is adopted by TDI. 

- HB 1620 revises Government Code references throughout the 
Insurance Code to reflect statutory amendments relating to Med-
icaid enacted in HB 4611, which made nonsubstantive revisions 
to various health and human services laws. 
- HB 2221 moves requirements concerning unlawful rebates and 
inducements to new Insurance Code Chapter 1702. 
- SB 493 prohibits certain pharmacy benefit manager contract 
provisions. 
- SB 896 extends the enrollment period for newborn children 
from 31 days to 60 days. 
- SB 1236 expands requirements for pharmacy benefit network 
contracts. 
In separate proposals also published in this issue of the Texas 
Register, TDI proposes amendments to 28 TAC Chapters 11 and 
26 to implement the previously referenced legislation. In a sep-
arate proposal published October 24, 2025 (50 TexReg 6976), 
TDI proposed a uniform coordination of benefits questionnaire 
in 28 TAC Chapter 3, Subchapter V, to implement HB 388. At 
a later date, TDI also plans to propose amendments to 28 TAC 
Chapter 21 to implement provisions in HB 2221 and SB 1236. 
Descriptions of the sections' proposed amendments follow. 
Section 3.205. 
A proposed amendment to §3.205 replaces the reference to In-
surance Code §541.056(c), which was repealed by HB 2221, 
with new Insurance Code §1702.102(c), which was added by 
HB 2221. 
Section 3.3403. 
The proposed amendments to §3.3403 implement SB 896. Sub-
sections (a), (b), and (d) are amended by striking general refer-
ences to "a period of time" for newborn coverage and replacing 
them with the concrete time period of "before the 61st day after 
the child's birth." Subsection (e) is amended by replacing ref-
erences to a 31-day initial coverage period with a 60-day initial 
coverage period. 
Subsections (f) - (h), addressing the original implementation pe-
riod of Insurance Code §1367.003, are deleted because they are 
no longer relevant. Subsection (i) is redesignated as subsection 
(f), and a title is added to the statutory reference in the subsec-
tion to conform to agency style. 
Section 3.3703. 
The proposed amendments to §3.3703 implement HB 388, HB 
493, and SB 1236. Subsection (a)(21) is amended by adding 
a reference to Insurance Code §1203.153. Consistent with SB 
1236, new subsection (a)(31) requires a contract between an in-
surer and a pharmacy or pharmacist to comply with Insurance 
Code Chapter 1369. New subsection (a)(32) prohibits certain 
contract provisions in a contract between an insurer and a phar-
macy or pharmacist, consistent with Insurance Code §4151.155 
as added by SB 493. Although §4151.155 affects contracts in-
volving a pharmacy benefit manager, subsection (a)(32) applies 
to contracts involving an insurer to ensure requirements for insur-
ers and their pharmacy benefit managers are consistent. New 
subsection (a)(33) is added to cross-reference 28 TAC §7.1613, 
which addresses requirements for a contract between an issuer 
and a third-party administrator (TPA), including a requirement for 
a TPA to be contractually obligated to comply with all statutory 
and regulatory requirements related to a function carried out by 
the TPA. This makes clear that the requirements of §3.3703 ap-
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ply to health plan contracts with physicians or providers, whether 
the plan contracts directly or relies on a TPA such as a pharmacy 
benefit manager to contract. 
Section 3.9208. 
The proposed amendment to §3.9208 replaces the reference to 
Government Code Chapter 533 with Government Code Chapter 
540, as repealed and replaced by HB 4611, and consistent with 
HB 1620. 
Section 3.9210. The proposed amendment to §3.9210(a) 
replaces the reference to Government Code Chapter 533 with 
Government Code Chapter 540, as repealed and replaced by 
HB 4611 and consistent with HB 1620. 
In addition, proposed amendments include nonsubstantive ed-
itorial and formatting changes to conform the sections to TDI's 
current drafting style and plain language preferences, and to im-
prove the rule's clarity. These changes appear throughout the 
amended sections and include adding titles to cited statutes; 
nonsubstantive text edits, including the addition of necessary 
words such as "to" and replacing the word "which" with "that"; 
and other grammatical, punctuational, and format changes. 
FISCAL NOTE AND LOCAL EMPLOYMENT IMPACT STATE-
MENT. 
Rachel Bowden, director of the Regulatory Initiatives Office in the 
Life and Health Division, has determined that during each year 
of the first five years the proposed amendments are in effect, 
there will be no measurable fiscal impact on state and local gov-
ernments as a result of enforcing or administering the proposed 
amendments, other than that imposed by statute. Ms. Bowden 
made this determination because the proposed amendments do 
not add to or decrease state revenues or expenditures, and be-
cause local governments are not involved in enforcing or com-
plying with the proposed amendments. 
Ms. Bowden does not anticipate any measurable effect on local 
employment or the local economy as a result of this proposal. 
PUBLIC BENEFIT AND COST NOTE. 
For each year of the first five years the proposed amendments 
are in effect, Ms. Bowden expects that administering and en-
forcing the proposed amendments will have the public benefit 
of ensuring that TDI's rules conform to House Bills 388, 1620, 
2221, and 4611, and Senate Bills 493, 896, and 1236. 
Ms. Bowden expects that the proposed amendments will not in-
crease the cost of compliance. Any costs for those required to 
comply with the proposed amendments are attributable to House 
Bills 388, 1620, 2221, and 4611; and Senate Bills 493, 896, and 
1236 because the proposed amendments do not impose require-
ments beyond those in statute. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS. 
TDI has determined that the proposed amendments will not have 
an adverse economic effect on small or micro businesses, or on 
rural communities. As a result, and in accordance with Govern-
ment Code §2006.002(c), TDI is not required to prepare a regu-
latory flexibility analysis. 
EXAMINATION OF COSTS UNDER GOVERNMENT CODE 
§2001.0045. TDI has determined that this proposal does not 
impose a possible cost on regulated persons. Even if it did, no 
additional rule amendments would be required under Govern-
ment Code §2001.0045 because the proposed amendments 

are necessary to implement legislation. The proposed rule 
implements: HB 388, HB 1620, HB 2221, HB 4611, SB 493, SB 
896, and SB 1236. 
GOVERNMENT GROWTH IMPACT STATEMENT. 
TDI has determined that for each year of the first five years that 
the proposed amendments are in effect, the proposed rule: 
- will not create or eliminate a government program; 
- will not require the creation of new employee positions or the 
elimination of existing employee positions; 
- will not require an increase or decrease in future legislative 
appropriations to the agency; 
- will not require an increase or decrease in fees paid to the 
agency; 
- will not create a new regulation; 
- will expand, limit, or repeal an existing regulation; 
- will not increase or decrease the number of individuals subject 
to the rule's applicability; and 

- will not positively or adversely affect the Texas economy. 
TAKINGS IMPACT ASSESSMENT. 
TDI has determined that no private real property interests are af-
fected by this proposal and that this proposal does not restrict or 
limit an owner's right to property that would otherwise exist in the 
absence of government action. As a result, this proposal does 
not constitute a taking or require a takings impact assessment 
under Government Code §2007.043. 
REQUEST FOR PUBLIC COMMENT. 
TDI will consider any written comments on the proposal that are 
received by TDI no later than 5:00 p.m., central time, on June 8, 
2026. Consistent with Government Code §2001.024(a)(8), TDI 
requests public comments on the proposal, including information 
related to the cost, benefit, or effect of the proposal and any 
applicable data, research, and analysis. Send your comments 
to ChiefClerk@tdi.texas.gov or to the Office of the Chief Clerk, 
MC: GC-CCO, Texas Department of Insurance, P.O. Box 12030, 
Austin, Texas 78711-2030. 
The commissioner of insurance will also consider written and 
oral comments on the proposal in a public hearing under Docket 
No. 2864. This proposal will be part of a rule hearing docket 
that will begin at 10:00 a.m., central time, on June 1, 2026. TDI 
will hold the public hearing both remotely using online resources 
and in person at the Barbara Jordan State Office Building, 1601 
Congress Avenue, Austin, Texas 78701 in Room 2.034. Visit 
www.tdi.texas.gov/alert/event/index.html for more info on the 
proposed rule, hearing, and comment submission. 
SUBCHAPTER C. APPROVAL, DISAP-
PROVAL, AND WITHDRAWAL OF APPROVAL 
OF CERTAIN PARTICIPATING POLICY FORMS 
28 TAC §3.205 

STATUTORY AUTHORITY. TDI proposes amendments to 
§3.205 under Insurance Code §1702.006 and §36.001. 
Insurance Code §1702.006 authorizes the commissioner to 
adopt reasonable rules necessary to implement Insurance Code 
Chapter 1702. 
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Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
Section 3.205 implements Insurance Code §1702.102. 
§3.205. Construction of Rules. 

This subchapter may not be construed to prohibit the use of any pro-
vision authorized by Insurance Code §1702.102(c), concerning Pro-
hibited Rebates and Inducements, [§541.056(c)] or other applicable 
statute. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601807 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER U. NEWBORN CHILDREN 
COVERAGE 
28 TAC §3.3403 

STATUTORY AUTHORITY. TDI proposes amendments to 
§3.3403 under Insurance Code §1367.002 and §36.001. 
Insurance Code §1367.002 states that certain provisions of 
Insurance Code Chapter 1201, including provisions relating 
to rulemaking under Insurance Code Chapter 1201, apply to 
Insurance Code Chapter 1367, Subchapter A. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
Section 3.3403 implements Insurance Code §1367.003. 
§3.3403. General Rules of Application. 

(a) No individual policy or group policy of accident and sick-
ness insurance that [which] provides for accident and sickness coverage 
of additional newborn children may be issued in this state if it contains 
any provisions excluding or limiting initial coverage of a newborn in-
fant before the 61st day after the date of the child's birth, [for a period 
of time,] or limitations or exclusions for congenital defects of a new-
born child. 

(b) No individual policy or group policy of accident and sick-
ness insurance that [which] provides for maternity benefits may be is-
sued in this state if it contains any provisions excluding or limiting 
initial coverage of a newborn infant before the 61st day after the date 
of the child's birth, [for a period of time,] or limitations or exclusions 
for congenital defects of a newborn child. 

(c) If the policy provides accident and sickness coverage for 
newborn children, the [such] coverage must be at least as comprehen-
sive as the coverage provided under the policy for other children for 
loss as a result of an accident or sickness. 

(d) If the policy provides maternity benefits, and included in 
those [such] benefits are coverages for newborn infants, the [such] pol-
icy may not contain any provision excluding or limiting initial coverage 
of newborn infants before the 61st day after the date of the child's birth, 
[for a period of time,] or limit or exclude coverage for congenital de-
fects of a newborn child. 

(e) The initial coverage provided to newborn children must 
continue for a period of at least 60 [31] days. The insurer may re-
quire that before the coverage continues beyond this initial 60 [31]-day 
period, the policyholder must notify the insurer of the birth of the new-
born child and pay any additional premium required to maintain the 
coverage in force. Any additional premium required for the initial pe-
riod of coverage may be charged. 

[(f) Insurance Code §1367.003 applies to all accident and 
sickness policies issued or issued for delivery, renewed, extended, 
or amended in the State of Texas on and after January 1, 1974. The 
insurer, upon a renewal, extension, or amendment, may charge such 
additional premiums as are just and reasonable for the additional risk 
incurred by compliance with Insurance Code §1367.003. With respect 
to any policy forms approved by the Texas Department of Insurance 
prior to the effective date of §1367.003, an insurer is authorized to 
achieve compliance with §1367.003 by the use of endorsements or 
riders provided such endorsements or riders are approved by the Texas 
Department of Insurance as being in compliance with Insurance Code 
§1367.003 and other provisions of the Texas Insurance Code.] 

[(g) Insurance Code §1367.003 applies to policies written be-
fore January 1, 1974, if and when such a policy is "renewed, extended 
or amended" after January 1, 1974. If the provisions of a policy writ-
ten before January 1, 1974, allow the insurer to renegotiate the terms 
of the policy after January 1, 1974, or allow the insurer to adjust the 
premiums charged under the policy after January 1, 1974, and if at the 
time such renegotiation or adjustment could be accomplished and is ac-
complished, the policy continues in force or a policy with substantially 
similar coverage is agreed to by the insured and insurer, then the policy 
will be said to have been "renewed, extended or amended" for purposes 
of Insurance Code §1367.003, and the requirements of §1367.003 will 
attach to the policy.] 

[(h) Insurance Code §1367.003 applies to any policy except 
a "non-cancellable and guaranteed renewable" policy written before 
January 1, 1974, if such policy is "renewed, extended or amended" or 
a rate adjustment could be made after January 1, 1974. If a group policy 
is written in conjunction with a collective bargaining agreement, such 
policy will be considered "renewed, extended or amended" upon the 
expiration of any applicable collective bargaining agreement.] 

(f) [(i)] Nothing in this subchapter will be deemed to extend 
the provisions of Insurance Code §1367.003, concerning Certain Lim-
itations on Coverage for Newborn Children Prohibited, to insurance 
contracts providing benefits only for specified diseases, pure accident 
policies, disability only policies, or loss of time only policies. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601809 
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Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER X. PREFERRED AND 
EXCLUSIVE PROVIDER PLANS 
DIVISION 1. GENERAL REQUIREMENTS 
28 TAC §3.3703 

STATUTORY AUTHORITY. TDI proposes amendments to 
§3.3703 under Insurance Code §§1203.152, 1301.007, 
4151.006, and 36.001. 
Insurance Code §1203.152 requires the commissioner to adopt 
rules establishing a uniform coordination of benefits question-
naire to be used by all health benefit plan issuers in Texas. 
Insurance Code §1301.007 directs the commissioner to adopt 
rules as necessary to implement Insurance Code Chapter 1301 
and to ensure reasonable accessibility and availability of pre-
ferred provider services to Texas residents. 
Insurance Code §4151.006 authorizes the commissioner to 
adopt rules that are fair, reasonable, and appropriate to augment 
and implement Insurance Code Chapter 4151. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
Section 3.3703 implements Insurance Code §1203.153 and 
§4151.155, and Chapter 1369. 
§3.3703. Contracting Requirements. 

(a) An insurer marketing a preferred provider benefit plan 
must contract with physicians and health care providers to ensure that 
all medical and health care services and items contained in the package 
of benefits for which coverage is provided, including treatment of 
illnesses and injuries, will be provided under the plan in a manner 
that ensures both availability and accessibility of adequate personnel, 
specialty care, and facilities. Each contract must meet the following 
requirements. [:] 

(1) A contract between a preferred provider and an insurer 
may not restrict a physician or health care provider from contracting 
with other insurers, preferred provider plans, preferred provider 
networks or organizations, exclusive provider benefit plans, exclusive 
provider networks or organizations, health care collaboratives, or 
HMOs. 

(2) Any term or condition limiting participation on the ba-
sis of quality that is contained in a contract between a preferred provider 
and an insurer is required to be consistent with established standards of 
care for the profession. 

(3) In the case of physicians or practitioners with hospital 
or institutional provider privileges who provide a significant portion of 
care in a hospital or institutional provider setting, a contract between 
a preferred provider and an insurer may contain terms and conditions 
that include the possession of practice privileges at preferred hospitals 
or institutions, except that if no preferred hospital or institution offers 

privileges to members of a class of physicians or practitioners, then 
the contract may not provide that the lack of hospital or institutional 
provider privileges may be a basis for denial of participation as a pre-
ferred provider to the [such] physicians or practitioners of that class. 

(4) A contract between an insurer and a hospital or in-
stitutional provider must not, as a condition of staff membership or 
privileges, require a physician or practitioner to enter into a preferred 
provider contract. This prohibition does not apply to requirements 
concerning practice conditions other than conditions of membership 
or privileges. 

(5) A contract between a preferred provider and an insurer 
may provide that the preferred provider will not bill the insured for 
unnecessary care, if a physician or practitioner panel has determined 
the care was unnecessary, but the contract may not require the preferred 
provider to pay hospital, institutional, laboratory, X-ray, or like charges 
resulting from the provision of services lawfully ordered by a physician 
or health care provider, even though such service may be determined 
to be unnecessary. 

(6) A contract between a preferred provider and an insurer 
may not: 

(A) contain restrictions on the classes of physicians and 
practitioners who may refer an insured to another physician or practi-
tioner; or 

(B) require a referring physician or practitioner to bear 
the expenses of a referral for specialty care in or out of the preferred 
provider panel. Savings from cost-effective utilization of health ser-
vices by contracting physicians or health care providers may be shared 
with physicians or health care providers in the aggregate. 

(7) A contract between a preferred provider and an insurer 
may not contain any financial incentives to a physician or a health care 
provider that [which] act directly or indirectly as an inducement to limit 
medically necessary services. This subsection does not prohibit the 
savings from cost-effective utilization of health services by contracting 
physicians or health care providers from being shared with physicians 
or health care providers in the aggregate. 

(8) An insurer's contract with a physician, physician 
group, or practitioner must have a mechanism for the resolution of 
complaints initiated by an insured, a physician, physician group, 
or practitioner. The mechanism must provide for reasonable due 
process, including, in an advisory role only, a review panel selected 
as specified in §3.3706(b)(2) of this title (relating to Designation as a 
Preferred Provider, Decision to Withhold Designation, Termination of 
a Preferred Provider, Review of Process). 

(9) A contract between a preferred provider and an insurer 
may not require any health care provider, physician, or physician group 
to execute hold harmless clauses that shift an insurer's tort liability re-
sulting from acts or omissions of the insurer to the preferred provider. 

(10) A contract between a preferred provider and an insurer 
must require a preferred provider that [who] is compensated by the 
insurer on a discounted fee basis to agree to bill the insured only on 
the discounted fee and not the full charge. 

(11) A contract between a preferred provider and an insurer 
must require the insurer to comply with all applicable statutes and rules 
pertaining to prompt payment of clean claims with respect to payment 
to the provider for covered services rendered to insureds. 

(12) A contract between a preferred provider and an in-
surer must require the provider to comply with the Insurance Code 
§§1301.152 - 1301.154, which relates to Continuity of Care. 
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(13) A contract between a preferred provider and an in-
surer may not prohibit, penalize, permit retaliation against, or terminate 
the provider for communicating with any individual listed in Insurance 
Code §1301.067, concerning Interference with Relationship Between 
Patient and Physician or Health Care Provider Prohibited, about any of 
the matters set forth in the contract. 

(14) A contract between a preferred provider and an insurer 
conducting, using, or relying on [upon] economic profiling to terminate 
physicians or health care providers from a plan must require the insurer 
to inform the provider of the insurer's obligation to comply with Insur-
ance Code §1301.058, concerning Economic Profiling. 

(15) A contract between a preferred provider and an insurer 
that engages in quality assessment is required to disclose in the contract 
all requirements of Insurance Code §1301.059(b), concerning Quality 
Assessment. 

(16) A contract between a preferred provider and an insurer 
may not require a physician to issue an immunization or vaccination 
protocol for an immunization or vaccination to be administered to an 
insured by a pharmacist. 

(17) A contract between a preferred provider and an in-
surer may not prohibit a pharmacist from administering immunizations 
or vaccinations if they are administered in accordance with the Texas 
Pharmacy Act, Chapters 551 - 566 and Chapters 568 - 569 of the Oc-
cupations Code, and implementing rules. 

(18) A contract between a preferred provider and an in-
surer must require a provider that voluntarily terminates the contract 
to provide reasonable notice to the insured, and must require the in-
surer to provide assistance to the provider as set forth in Insurance Code 
§1301.160(b), concerning Notification of Termination of Participation 
of Preferred Provider. 

(19) A contract between a preferred provider and an insurer 
must require written notice to the provider on termination of the con-
tract by the insurer, and in the case of termination of a contract between 
an insurer and a physician or practitioner, the notice must include the 
provider's right to request a review, as specified in §3.3706(d) of this 
title. 

(20) A contract between a preferred provider and an in-
surer must include provisions that will entitle the preferred provider 
on [upon] request to all information necessary to determine that the 
preferred provider is being compensated in accordance with the con-
tract. A preferred provider may make the request for information by 
any reasonable and verifiable means. The information must include a 
level of detail sufficient to enable a reasonable person with sufficient 
training, experience, and competence in claims processing to determine 
the payment to be made according to the terms of the contract for cov-
ered services that are rendered to insureds. The insurer may provide 
the required information by any reasonable method through which the 
preferred provider can access the information, including email, com-
puter disks, paper, or access to an electronic database. Amendments, 
revisions, or substitutions of any information provided in accordance 
with this paragraph are required to be made under subparagraph (D) 
of this paragraph and, when applicable subparagraph (J) of this para-
graph. The insurer is required to provide the fee schedules and other 
required information by the 30th day after the date the insurer receives 
the preferred provider's request. 

(A) This information is required to include a preferred 
provider specific summary and explanation of all payment and reim-
bursement methods that will be used to pay claims submitted by the 
preferred provider. At a minimum, the information is required to in-
clude: 

(i) a fee schedule, including, if applicable, CPT, 
HCPCS, ICD-9-CM codes or successor codes, and modifiers: 

(I) by which all claims for covered services sub-
mitted by or on behalf of the preferred provider will be calculated and 
paid; or 

(II) that pertains to the range of health care ser-
vices reasonably expected to be delivered under the contract by that 
preferred provider on a routine basis along with a toll-free number or 
electronic address through which the preferred provider may request 
the fee schedules applicable to any covered services that the preferred 
provider intends to provide to an insured and any other information re-
quired by this paragraph that pertains to the service for which the fee 
schedule is being requested if that information has not previously been 
provided to the preferred provider; 

(ii) all applicable coding methodologies; 

(iii) all applicable bundling processes, which are re-
quired to be consistent with nationally recognized and generally ac-
cepted bundling edits and logic; 

(iv) all applicable downcoding policies; 

(v) a description of any other applicable policy or 
procedure the insurer may use that affects the payment of specific 
claims submitted by or on behalf of the preferred provider, including 
recoupment; 

(vi) any addenda, schedules, exhibits, or policies 
used by the insurer in carrying out the payment of claims submitted 
by or on behalf of the preferred provider that are necessary to provide 
a reasonable understanding of the information provided under this 
paragraph; and 

(vii) the publisher, product name, and version of any 
software the insurer uses to determine bundling and unbundling of 
claims. 

(B) In the case of a reference to source information as 
the basis for fee computation that is outside the control of the insurer, 
such as state Medicaid or federal Medicare fee schedules, the informa-
tion provided by the insurer is required to clearly identify the source 
and explain the procedure by which the preferred provider may readily 
access the source electronically, telephonically, or as otherwise agreed 
to by the parties. 

(C) Nothing in this paragraph may be construed to re-
quire an insurer to provide specific information that would violate any 
applicable copyright law or licensing agreement. However, the insurer 
is required to supply, in lieu of any information withheld on the basis 
of copyright law or licensing agreement, a summary of the information 
that will allow a reasonable person with sufficient training, experience, 
and competence in claims processing to determine the payment to be 
made according to the terms of the contract for covered services that 
are rendered to insureds as required by subparagraph (A) of this para-
graph. 

(D) No amendment, revision, or substitution of claims 
payment procedures or any of the information required to be provided 
by this paragraph will be effective as to the preferred provider, unless 
the insurer provides at least 90 calendar days' written notice to the pre-
ferred provider identifying with specificity the amendment, revision, 
or substitution. An insurer may not make retroactive changes to claims 
payment procedures or any of the information required to be provided 
by this paragraph. Where a contract specifies mutual agreement of the 
parties as the sole mechanism for requiring amendment, revision, or 
substitution of the information required by this paragraph, the written 
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notice specified in this section does not supersede the requirement for 
mutual agreement. 

(E) Failure to comply with this paragraph constitutes a 
violation as set forth in subsection (b) of this section. 

(F) This paragraph applies to all contracts entered into 
or renewed on or after the effective date of this paragraph. Upon re-
ceipt of a request, the insurer is required to provide the information 
required by subparagraphs (A) - (D) of this paragraph to the preferred 
provider by the 30th day after the date the insurer receives the preferred 
provider's request. 

(G) A preferred provider that receives information un-
der this paragraph: 

(i) may not use or disclose the information for any 
purpose other than: 

(I) the preferred provider's practice manage-
ment; 

(II) billing activities; 

(III) other business operations; or 

(IV) communications with a governmental 
agency involved in the regulation of health care or insurance; 

(ii) may not use this information to knowingly sub-
mit a claim for payment that does not accurately represent the level, 
type, or amount of services that were actually provided to an insured 
or to misrepresent any aspect of the services; and 

(iii) may not rely on [upon] information provided in 
accordance with this paragraph about a service as a representation that 
an insured is covered for that service under the terms of the insured's 
policy or certificate. 

(H) A preferred provider that receives information un-
der this paragraph may terminate the contract on or before the 30th day 
after the date the preferred provider receives information requested un-
der this paragraph without penalty or discrimination in participation in 
other health care products or plans. If a preferred provider chooses 
to terminate the contract, the insurer is required to assist the preferred 
provider in providing the notice required by paragraph (18) of this sub-
section. 

(I) The provisions of this paragraph may not be waived, 
voided, or nullified by contract. 

(J) No adverse material change to a preferred provider 
contract will be effective as to the preferred provider unless the 
adverse material change is made in accordance with Insurance Code 
§1301.0642, concerning Contract Provisions Allowing Certain Ad-
verse Material Changes Prohibited, to the extent applicable. 

(21) An insurer may require a preferred provider to retain 
in the preferred provider's records updated information concerning a 
patient's other health benefit plan coverage, consistent with Insurance 
Code §1203.153, concerning Uniform Coordination of Benefits Ques-
tionnaire Required. 

(22) Upon request by a preferred provider, an insurer is re-
quired to include a provision in the preferred provider's contract pro-
viding that the insurer and the insurer's clearinghouse may not refuse 
to process or pay an electronically submitted clean claim because the 
claim is submitted together with or in a batch submission with a claim 
that is deficient. As used in this section, the term "batch submission" is 
a group of electronic claims submitted for processing at the same time 
within a HIPAA standard ASC X12N 837 Transaction Set and identi-

fied by a batch control number. This paragraph applies to a contract 
entered into or renewed on or after January 1, 2006. 

(23) A contract between an insurer and a preferred provider 
other than an institutional provider may contain a provision requiring a 
referring physician or provider, or a designee, to disclose to the insured: 

(A) that the physician, provider, or facility to which 
[whom] the insured is being referred might not be a preferred provider; 
and 

(B) if applicable, that the referring physician or 
provider has an ownership interest in the facility [to which] the insured 
is being referred to. 

(24) A contract provision that requires notice as specified 
in paragraph (23)(A) of this subsection is required to allow for excep-
tions for emergency care and as necessary to avoid interruption or delay 
of medically necessary care and may not limit access to nonpreferred 
providers. 

(25) A contract between an insurer and a preferred provider 
must require the preferred provider to comply with all applicable re-
quirements of Insurance Code §1661.005, concerning Refund of Over-
payment. 

(26) A contract between an insurer and a facility must re-
quire that the facility give notice to the insurer of the termination of a 
contract between the facility and a facility-based physician or provider 
group that is a preferred provider for the insurer as soon as reasonably 
practicable, but not later than the fifth business day following termina-
tion of the contract. 

(27) A contract between an insurer and a preferred provider 
must require, except for instances of emergency care as defined un-
der Insurance Code §1301.0053, concerning Exclusive Provider Ben-
efit Plans: Emergency Care and §1301.155(a), concerning Emergency 
Care, that a physician or provider referring an insured to a facility for 
surgery: 

(A) notify the insured of the possibility that out-of-net-
work providers may provide treatment and that the insured can contact 
the insurer for more information; 

(B) notify the insurer that surgery has been recom-
mended; and 

(C) notify the insurer of the facility that has been rec-
ommended for the surgery. 

(28) A contract between an insurer and a facility must re-
quire, except for instances of emergency care as defined under Insur-
ance Code §1301.0053 and §1301.155(a), that the facility, when sched-
uling surgery: 

(A) notify the insured of the possibility that out-of-net-
work providers may provide treatment and that the insured can contact 
the insurer for more information; and 

(B) notify the insurer that surgery has been scheduled. 

(29) A contract between an insurer and a preferred provider 
must comply with Insurance Code §1458.101, concerning Contract Re-
quirements, to the extent applicable. 

(30) A contract between an insurer and a preferred provider 
that is an optometrist or therapeutic optometrist must comply with In-
surance Code Chapter 1451, Subchapter D, concerning Access to Op-
tometrists Used Under Managed Care Plan. 

(31) A contract between an insurer and a pharmacy or phar-
macist must comply with Insurance Code Chapter 1369, concerning 
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Benefits Related to Prescription Drugs and Devices and Related Ser-
vices. 

(32) A contract between an insurer and a pharmacy or phar-
macist may not include a provision that is prohibited under Insurance 
Code §4151.155, concerning Certain Disclosures and Communications 
by Pharmacist of Pharmacy Protected. 

(33) A contract between an insurer and a third-party ad-
ministrator, including a pharmacy benefit manager, must comply with 
§7.1613 of this title (relating to Written Agreements Between Admin-
istrators and Insurers). 

(b) In addition to all other contract rights, violations of these 
rules will be treated for purposes of complaint and action in accordance 
with Insurance Code Chapter 542, Subchapter A, concerning Unfair 
Claim Settlement Practices, and the provisions of that subchapter will 
be employed to the extent practicable, as it relates to the power of the 
department, hearings, orders, enforcement, and penalties. 

(c) An insurer may enter into an agreement with a preferred 
provider organization, an exclusive provider network, or a health 
care collaborative for the purpose of offering a network of preferred 
providers, provided that it remains the insurer's responsibility to: 

(1) meet the requirements of Insurance Code Chapter 1301, 
concerning Preferred Provider Benefit Plans, and this subchapter; 

(2) ensure that the requirements of Insurance Code Chapter 
1301 and this subchapter are met; and 

(3) provide all documentation to demonstrate compliance 
with all applicable rules on request by the department. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601812 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER KK. EXCLUSIVE PROVIDER 
BENEFIT PLAN 
28 TAC §3.9208, §3.9210 

STATUTORY AUTHORITY. TDI proposes amendments to 
§3.9208 and §3.9210 under Insurance Code §36.001. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
Sections 3.9208 and 3.9210 implement HB 1620 and HB 4611. 
§3.9208. Provider Network: Accessibility and Availability. 

An issuer is subject to the same network accessibility and availabil-
ity requirements as outlined in §11.1607 of this title (relating to Ac-
cessibility and Availability Requirements). Issuers must comply with 
this section; any requirements under a Medicaid contract, subject to 

Government Code[,] Chapter 540, concerning Medicaid Managed Care 
Program [533]; and any other applicable law. 

§3.9210. Complaints System. 
(a) Complaints System. Issuers must comply with this sec-

tion; any requirements under a Medicaid contract, subject to Govern-
ment Code[,] Chapter 540, concerning Medicaid Managed Care Pro-
gram [533]; and any other applicable law. The complaint system must 
provide reasonable procedures for the resolution of oral and written 
complaints initiated by insureds or providers concerning health care 
services, including a process for the notice and appeal of complaints. 

(1) If a complainant notifies the issuer orally or in writing 
of a complaint, the issuer, not later than the fifth business day after 
the date of the receipt of the complaint, must [shall] send to the com-
plainant a letter acknowledging the date of receipt of the complaint that 
includes a description of the organization's complaint procedures and 
time frames. If the complaint is received orally, the issuer must [shall] 
also enclose a one-page complaint form. The one-page complaint form 
must prominently and clearly state that the complaint form must be re-
turned to the issuer for prompt resolution of the complaint. 

(A) The issuer must [shall] investigate each oral and 
written complaint received in accordance with its policies and in com-
pliance with this subchapter. 

(B) Investigation and resolution of complaints concern-
ing emergencies or denials of continued stays for hospitalization must 
[shall] be concluded in accordance with the medical or dental immedi-
acy of the case and may not exceed one business day from receipt of 
the complaint. 

(C) For all other complaints, the total time for acknowl-
edgment, investigation, and resolution of the complaint by the issuer 
may not exceed 30 calendar days after the date the issuer receives the 
written complaint or one-page complaint form from the complainant. 

(D) After the issuer has investigated a complaint, the 
issuer must [shall] send a response letter to the complainant explain-
ing the issuer's resolution of the complaint within the time frame as set 
forth in this section. The letter must include a statement of the specific 
medical and contractual reasons for the resolution and the specializa-
tion of any health care provider consulted. The response letter must 
contain a full description of the process for appeal, including the time 
frames for the appeal process and the time frames for the final decision 
on the appeal. 

(2) If the complaint is not resolved to the satisfaction of the 
complainant, the issuer must [shall] provide an appeals process that in-
cludes the right of the complainant to either [to] appear in person before 
a complaint appeal panel at a location where the insured normally re-
ceives health care services, unless another site is agreed to by the com-
plainant, or to address a written appeal to the complaint appeal panel. 
The issuer must [shall] complete the appeals process under this section 
not later than the 30th calendar day after the date of the receipt of the 
written request for appeal. 

(A) The issuer must [shall] send an acknowledgment 
letter to the complainant not later than the fifth business day after the 
date of receipt of the written request for appeal. 

(B) The issuer must [shall] appoint members to the 
complaint appeal panel, which must [shall] advise the issuer on the 
dispute's resolution [of the dispute]. The complaint appeal panel must 
[shall] be composed of equal numbers of issuer staff, physicians or 
[other] providers, and insureds. Each member on the complaint appeal 
panel must not have been previously involved in the disputed decision. 
The health care providers must have experience in the area of care that 
is in dispute and must be independent of any health care provider that 
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[who] made any prior determination. If specialty care is in dispute, 
then the appeal panel must include a person who is a specialist in the 
field, or related field, of care [to which] the appeal relates to. Panel 
members who [that] are insureds may not be the issuer's employees 
[of the issuer]. 

(C) Not later than the fifth business day before the 
scheduled meeting of the panel, unless the complainant agrees oth-
erwise, the issuer must [shall] provide to the complainant or the 
complainant's designated representative: 

(i) any documentation to be presented to the panel 
by the issuer staff; 

(ii) the specialization of any health care providers 
consulted during the investigation; and 

(iii) the name and affiliation of each issuer represen-
tative on the panel. 

(D) The complainant, or designated representative if 
the insured is a minor or disabled, is entitled to: 

(i) appear in person before the complaint appeal 
panel; 

(ii) present alternative expert testimony; and 

(iii) request the presence of and question any person 
responsible for making the prior determination that resulted in the ap-
peal. 

(b) Notice of the final decision of the issuer on the appeal must 
include a statement of the specific contractual and clinical criteria used 
to reach the final decision. The notice must also include the toll-free 
telephone number and the address of the Texas Department of Insur-
ance. 

(c) In compliance with Chapter 21, Subchapter Q, of this Ti-
tle (relating to Complaint Records to be Maintained), the issuer shall 
maintain a record of each complaint and any complaint proceeding and 
any actions taken on a complaint for three years from the date of the 
receipt of the complaint. The record must include complaints relating 
to limited provider networks. A complainant is entitled to a copy of the 
record on the applicable complaint and any complaint proceeding. 

(1) Each issuer must [shall] maintain a complaint and ap-
peal log regarding each complaint. 

(2) Each issuer must [shall] maintain documentation on 
each complaint received and the action taken on each complaint until 
the third anniversary of the date of receipt of the complaint. The 
Texas Department of Insurance may review documentation maintained 
under this subsection, including original documentation, during any 
investigation of the issuer. 

(d) The commissioner may examine the complaint system for 
compliance with this subchapter and may require the issuer to make 
necessary corrections. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601815 

Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

CHAPTER 5. PROPERTY AND CASUALTY 
INSURANCE 
SUBCHAPTER Q. GENERAL PROPERTY AND 
CASUALTY RULES 
DIVISION 4. APPRAISAL REQUIREMENTS 
28 TAC §§5.9800 - 5.9806 

The Texas Department of Insurance (TDI) proposes new 28 TAC 
§§5.9800 - 5.9806, concerning requirements for appraisals, in 
new Division 4. Sections 5.9800 - 5.9806 implement Senate Bill 
458, 89th Legislature, 2025. 
EXPLANATION. New §§5.9800 - 5.9806 are necessary to imple-
ment SB 458, which added new Insurance Code Chapter 1813, 
concerning Appraisal of Disputed Losses. SB 458 requires cer-
tain insurers writing personal automobile or residential property 
insurance to include an appraisal provision that complies with 
Insurance Code Chapter 1813 in an insurance policy delivered, 
issued for delivery, or renewed in Texas. New Insurance Code 
§1813.002 directs the commissioner to adopt rules necessary to 
implement the chapter, including rules that mandate appraisal 
and establish the period in which appraisal must be completed. 
The statute also directs the commissioner to consider the qual-
ifications and selection of appraisers and umpires in adopting 
rules. 
Sections 5.9800 - 5.9806 are added to new Division 4, which 
addresses the appraisal process for both personal automobile 
and residential property insurance and the notice insurers must 
send to a policyholder informing them of their right to appraisal. 
The requirements and conditions in Division 4 do not prohibit 
appraisal provisions from including other requirements or con-
ditions that do not limit and are not contrary to Insurance Code 
Chapter 1813 and Division 4. Any other requirements and con-
ditions remain subject to other applicable Texas laws, such as 
the standards for forms subject to filing and approval under In-
surance Code Chapter 2301, Subchapter A. 
To provide enough time for insurers to comply with these 
changes, TDI proposes to make September 1, 2026, the 
deadline to implement the new requirements. This proposed 
compliance date will give insurers ample time to amend the 
appraisal provisions in automobile and homeowners insurance 
policies and to draft and incorporate the appraisal process 
notice into their claims-handling process. In addition, it gives 
insurers time to file the amended policy forms with TDI for 
review and approval before September 1, 2026. 
TDI received comments on an informal draft posted on Septem-
ber 22, 2025. TDI considered those comments when drafting 
this proposal. 
Descriptions of the proposed new sections follow. 
New §5.9800. This section describes the purpose and scope 
of new Division 4, relating to Appraisal Requirements. Subsec-
tion (a) states that the purpose of Division 4 is to implement In-
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surance Code Chapter 1813. Subsections (b) and (c) provide 
the applicability of Division 4, consistent with Insurance Code 
§1813.001, and state that Division 4 applies to personal auto-
mobile and residential property insurance delivered, issued for 
delivery, or renewed on or after September 1, 2026. 
New §5.9801. This section provides definitions for use in new 
Division 4, including definitions of appraisal, appraisal provision, 
appraisal award, appraiser, party, personal automobile insur-
ance, residential property insurance, and umpire. 
The definition of "appraisal" refers to the process to resolve dis-
putes about the amount of loss as described in Insurance Code 
Chapter 1813, and the definition of "appraisal provision" refers 
to the policy provision that provides for appraisal required under 
Chapter 1813. 
The definition of "appraisal award" specifies that the determina-
tion of the amount of loss is signed by both appraisers or one 
appraiser and the umpire. Consistent with a typical appraisal 
provision, the umpire cannot unilaterally determine the amount 
of loss. 
The definition of "party" means the insurer or the policyholder. 
The definitions of "personal automobile insurance" and "residen-
tial property insurance" align with the description of those terms 
in Insurance Code §2301.051, helping to ensure clear and con-
sistent application of these rules. 
"Appraiser" and "umpire" are defined similarly to mean an indi-
vidual who is qualified to act as an appraiser or umpire under 
Division 4 and who is hired or otherwise selected or appointed 
to participate in the appraisal process. 
New §5.9802. This section outlines the general requirements 
for appraisal provisions required in certain insurance policies un-
der Insurance Code Chapter 1813. These requirements do not 
prohibit appraisal provisions from including other requirements 
or conditions that do not limit and are not contrary to Insurance 
Code Chapter 1813 and new Division 4. Any other requirements 
and conditions remain subject to other applicable Texas laws, 
such as the standards for forms subject to filing and approval 
under Insurance Code Chapter 2301, Subchapter A. 
This section also requires every policy subject to Insurance Code 
Chapter 1813 to include an appraisal provision that meets the 
standards outlined in paragraphs (1) - (6) of the section. Under 
paragraph (1), applicable policies must contain an appraisal pro-
vision that states either party has the right to unilaterally demand 
appraisal. Permitting either party to invoke appraisal is consis-
tent with SB 458, which mandates that certain automobile and 
homeowners insurance policies include an appraisal provision. 
Requiring both parties to consent to appraisal before it is exe-
cuted would frustrate the purpose of SB 458. 
Under paragraph (2), the ability to demand appraisal must not be 
conditioned on the parties reaching an impasse. As described in 
Insurance Code §1813.003, the appraisal provision is intended 
to provide a dispute resolution process when the amount of loss 
is in dispute. A dispute indicates disagreement between the par-
ties and does not require the parties to show that there is no 
chance of reaching an agreement. Paragraph (2) does not pre-
vent an insurer from requiring proof of loss, consistent with In-
surance Code Chapter 542, Subchapter B. 
Paragraph (3) clarifies that appraisal is available for partial and 
total losses. Appraisal is not limited to total losses; it is also 
available for damaged property that only requires repair. 

Paragraph (4) aligns with Insurance Code §1813.004 to clarify 
that an appraisal provision must require the appraisal award to 
be binding as to the amount of loss unless it was made with-
out authority; was not made in substantial compliance with the 
appraisal provision; or there was fraud, or a material mistake rel-
evant to the appraisal. 
Paragraph (5) requires appraisal provisions to state the dead-
lines and process for appraisal. Deadlines must include the spe-
cific amounts of time listed in new §5.9805 and §5.9806 and be 
consistent with the other requirements in Division 4. The time 
limits and deadlines in new §5.9805 and §5.9806 provide a con-
sistent and reliable basic timeframe for the appraisal process. 
For example, paragraph (5) ensures that every residential prop-
erty policy subject to Insurance Code Chapter 1813 will give the 
policyholder one year to demand appraisal after the notice re-
quired under Insurance Code §542.056 is provided. It also gives 
the parties flexibility to agree to modify deadlines after a claim is 
made and the notice of acceptance or rejection under Insurance 
Code §542.056 has been provided. For example, after the no-
tice is provided, the parties could agree to shorten the amount 
of time for the appraisers to reach an agreement on the amount 
of loss because the loss at issue is relatively simple. Paragraph 
(5) does not prohibit an appraisal provision from having addi-
tional deadlines. 
Paragraph (6) clarifies that appraisal provisions must not conflict 
with new Division 4 or other Texas law, such as the policy form 
standards in Insurance Code Chapter 2301, Subchapter A. 
New §5.9803. This section outlines the information that must be 
included in an appraisal process notice to policyholders. Sub-
section (a) requires an insurer to provide an appraisal process 
notice to the policyholder at the same time the insurer provides 
the notice of acceptance or rejection of the claim required under 
Insurance Code §542.056. The insurer may add the information 
required under subsection (b) to the notice sent under Insurance 
Code §542.056. Insurers may also choose to create a separate 
notice containing the information required under new §5.9803 
and provide it to the policyholder at the same time as the notice 
required under Insurance Code §542.056. 
Findings in TDI's 2024 Appraisal Experience Data Call Report 
(available at www.tdi.texas.gov/reports/pc/documents/2024-ap-
praisal-experience-data-call-report.pdf) indicate that appraisal is 
demanded in only a small percentage of claims. Policyholders 
are unlikely to be familiar with how appraisal works and might 
not be aware of the availability of appraisal to resolve a dispute 
about the amount of loss. Policyholders should be made aware 
of appraisal and receive basic information about how it works 
when an insurer notifies the policyholder of the acceptance or 
rejection of a claim. 
Subsection (b) requires the appraisal process notice to be writ-
ten in plain language and appear in at least 10-point type, and 
explain: 
- where the appraisal provision is located in the policy contract; 
- how the policyholder may demand appraisal, including where 
to send the demand and what information the demand should 
include; 
- the policyholder's responsibilities in the appraisal process; 
- how the policyholder may request appointment of an umpire 
if the appraisers fail to jointly choose the umpire within the time 
provided, including how to request judicial appointment of an um-
pire; 
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- the applicable time limits in the appraisal process, including 
certain minimum information regarding deadlines; and 

- the effect of the appraisal award. 
New §5.9804. This section outlines the minimum qualifications 
that an appraiser or umpire must possess for appraisals sub-
ject to Insurance Code Chapter 1813 and new Division 4. Under 
subsection (a), all appraisers and umpires must meet the min-
imum qualifications, including (1) competency to evaluate the 
type of loss in the dispute, (2) independence from the parties, 
and (3) disinterest in the appraisal's outcome. A competency 
element is a long-standing, standard feature in personal auto-
mobile and residential property appraisal provisions, including in 
promulgated Texas personal automobile and homeowners poli-
cies. Likewise, independence from the parties is a common el-
ement in many appraisal provisions, including in promulgated 
Texas homeowners policies. Appraiser and umpire disinterest in 
the outcome is also preferred. It prevents appraisers from hav-
ing a particular pecuniary interest in the outcome, ensuring an 
appraisal's fairness and trustworthiness as a dispute resolution 
tool. 
Under subsection (b), appraisers and umpires in a residential 
property appraisal that involves loss to a dwelling must also be 
(1) an adjuster or public adjuster or public adjuster with expe-
rience or training in estimating residential property losses; (2) 
an engineer or architect with experience or training in residential 
construction or repair, investigating residential property damage, 
or estimating residential property losses; or (3) an individual who 
otherwise has occupational experience or training in construct-
ing or repairing the type of damaged property at issue or esti-
mating the type of property loss at issue. Specifying particular 
experience or training for appraisal of loss to a dwelling helps 
ensure that only properly qualified individuals participate and in-
creases consistency in the market. 
Because the section outlines only the minimum qualifications of 
an appraiser or umpire, appraisal provisions may establish addi-
tional or more specific qualifications as long as those provisions 
do not conflict with Division 4. This added flexibility reflects that 
loss disputes of this nature can vary significantly, such as the 
variation in the type and extent of property at issue; insurers can 
decide whether more nuanced qualifications may be appropri-
ate. 
New §5.9805. This section specifies requirements for the ap-
praisal process under residential property insurance policies. 
Subsection (a)(1) specifies that, except as provided in subsec-
tion (a)(2), an appraisal demand must be made in writing not 
later than one year after the insurer notifies the policyholder of 
acceptance or rejection of the claim as required under Insurance 
Code §542.056. Establishing the period to complete appraisal 
includes addressing the time that appraisal must begin. The 
one-year time limit to demand appraisal strikes a balance be-
tween giving time for a party to identify a disagreement about 
the amount of loss while ensuring appraisal is begun in a rea-
sonable amount of time. 
According to findings in the Appraisal Experience Data Call Re-
port, while appraisal was used in only a small percentage of 
residential property claims, it was almost always initiated by the 
claimant, i.e., the policyholder. Most policyholders are likely un-
familiar with appraisal even though it is an important dispute res-
olution tool, so it is reasonable to favor a relatively long dead-
line to demand appraisal. According to the Appraisal Experience 
Data Call Report, approximately 90% of residential property ap-

praisals were demanded within 11 months after the claim was 
filed. For the vast majority of claims, a one-year time limit from 
the date an insurer provides the notice required under Insurance 
Code §542.056 should be sufficient time for parties to evaluate 
whether to use appraisal. Using the notice required under Insur-
ance Code §542.056 as a timing trigger provides a clear, con-
sistent, well-established marker in the claim settlement process. 
Subsection (a)(2) provides that if a lawsuit is filed concerning the 
loss at issue, the respondent to the lawsuit must have 30 days to 
demand appraisal. Subsection (a)(2) preserves the ability of a 
responding party to initiate appraisal even if the deadline in sub-
section (a)(1) has passed. Appraisal can be a more affordable 
and efficient dispute resolution process than litigation when an 
amount of loss is in dispute, so preserving the ability to initiate 
appraisal is beneficial. 
Subsection (b) outlines other procedures and deadlines for resi-
dential property appraisal, including the deadlines to hire an ap-
praiser, choose an umpire, and attempt to agree on the amount 
of loss. An appraisal award ordinarily represents the completion 
of appraisal. Because an appraisal award requires either both 
appraisers or the umpire and one of the appraisers to agree on 
an amount of loss, setting deadlines fundamentally helps estab-
lish the time in which appraisal must be completed. 
Under subsection (b)(1), each party must hire an appraiser and 
provide the other party with the appraiser's name and contact 
information in writing within 20 days after written demand for ap-
praisal is made. This prevents undue delay and is consistent 
with many appraisal provisions, including those in promulgated 
Texas homeowners policies. 
Subsection (b)(2) requires appraisers to jointly choose an um-
pire and requires the appraisal provision to use one of the two 
deadline options in subparagraphs (A) and (B) for when umpire 
selection must occur. The first option requires the appraisers to 
choose an umpire not later than 15 days after the requirements 
in subsection (b)(1) are completed. This is a common deadline 
used in many appraisal provisions, including those in promul-
gated Texas homeowners policies. The second option requires 
the appraisers to choose an umpire not later than 15 days af-
ter the appraisers cannot agree on the amount of loss in dispute 
within the time under subsection (b)(4). The second option is 
an alternative for insurers that might prefer to have an appraisal 
provision that allows appraisers to wait to see whether they can 
agree on the amount of loss before choosing an umpire. The 
two options give insurers flexibility to establish when the umpire 
selection should occur during the appraisal process. 
For circumstances in which the appraisers fail to choose an 
umpire within the deadlines described in proposed subsection 
(b)(2)(A) and (B), subsection (b)(3) states the required and per-
mitted methods of umpire selection. Under subsection (b)(3)(A), 
an appraisal provision must allow either party to request judicial 
appointment of an umpire through a county or district where 
the residential property is located. Judicial appointment is the 
method many residential property appraisal provisions use, 
including in promulgated Texas homeowners policies, if the 
appraisers cannot agree on an umpire. Appraisal is a binding 
dispute resolution process that can offer an alternative to litiga-
tion, so it is reasonable to require appraisal provisions to have a 
judicial appointment option if there is a disagreement over who 
should be the umpire. 
Subsection (b)(3)(B) authorizes insurers to include, in addition 
to judicial appointment, other methods of umpire appointment 

51 TexReg 3052 May 8, 2026 Texas Register 



in an appraisal provision. Some residential property appraisal 
provisions currently provide for the umpire to be chosen by an 
independent vendor if the appraisers cannot agree. Subsection 
(b)(3)(B)(i) allows an insurer to provide an option for umpire ap-
pointment by an independent vendor that offers umpire selection 
services, but the insurer must include at least two vendors and let 
the policyholder select the vendor, or allow only the policyholder 
to invoke this option. Subsection (b)(3)(B)(ii) allows an insurer to 
provide umpire appointment through any alternative method that 
both parties mutually agree to in writing after appraisal has been 
demanded. By allowing these options in addition to judicial ap-
pointment, the proposed rule gives insurers added flexibility and 
efficiency in the appointment process while still ensuring a level 
of policyholder choice, regardless of the method. 
Subsection (b)(3)(C) requires a party requesting umpire appoint-
ment through judicial appointment or by independent vendor to 
give written notice to the other party at least 10 days before mak-
ing the request and, for judicial-appointment purposes, requires 
the written notice to include the location and identity of the court. 
Subsection (b)(3)(D) also requires the party requesting appoint-
ment to provide the other party with a copy of the request before 
or when the request is submitted. Subparagraphs (C) and (D) in 
subsection (b)(3) ensure that both parties are aware of an um-
pire appointment request. 
Subsections (b)(4) and (5) outline the deadlines for attempting to 
agree on the amount of loss in dispute during appraisal. Under 
subsection (b)(4), appraisers must attempt to agree within 120 
days after the appraisal demand was made. The 120-day dead-
line strikes a balance between providing time for the appraisers 
to attempt to agree on the amount of loss while ensuring that ap-
praisal is completed in a reasonable amount of time. Findings 
in the Appraisal Experience Data Call Report indicate that about 
75% of residential property appraisal awards that did not involve 
an umpire were made within 120 days after appraisal was de-
manded. 
Under subsection (b)(5), where appraisers are unable to agree 
and an umpire is involved, the appraisers must submit their 
differences to the umpire and each other. An appraisal award 
must be issued not later than 240 days after the appraisal 
demand was made. Appraisal provisions, including those in 
promulgated Texas homeowners policies, commonly require 
appraisers to submit their differences to an umpire if the ap-
praisers cannot agree on an amount of loss. According to 
the Appraisal Experience Data Call Report, 75% of residential 
property appraisal awards involving an umpire were made 
within 278 days after appraisal was demanded, and 50% were 
made within 193 days. The proposed 240-day deadline strikes 
a balance between completing appraisal in a timely manner and 
the need to give the umpire sufficient time to evaluate the loss, 
examine the differences, and attempt to agree on the amount of 
loss with at least one of the appraisers. Subject to subsection 
(c), if the appraisal award is not issued by the 240-day deadline, 
then the umpire's engagement is terminated on that date, and 
the appraisers must choose a new umpire within 15 days after 
the deadline passes. 
Subsection (c) authorizes parties to modify any deadline in 
the appraisal process by written agreement after the appraisal 
process notice is provided under §5.9803. This gives the parties 
flexibility to adjust the timeframe after a loss occurs, allowing 
them to tailor it to the relative breadth and complexity of the loss 
at issue. 

Section 5.9806. This section specifies requirements for the ap-
praisal process under personal automobile insurance policies. 
Subsection (a)(1) specifies that except as provided in subsec-
tion (a)(2), an appraisal demand must be made in writing not 
later than 120 days after the insurer notifies the policyholder of 
acceptance or rejection of a claim as required under Insurance 
Code §542.056. Establishing the period to complete appraisal 
reasonably includes addressing the time in which appraisal must 
begin. The 120-day deadline to demand appraisal strikes a bal-
ance between giving time for a party to identify a disagreement 
about the amount of loss while ensuring appraisal is begun in a 
reasonable amount of time. 
According to findings in the Appraisal Experience Data Call Re-
port, while appraisal was used in only a small percentage of per-
sonal automobile claims, it was almost always initiated by the 
claimant, i.e., the policyholder. Because most policyholders are 
likely unfamiliar with the appraisal process, even though it is an 
important dispute resolution tool, it is reasonable to favor a rel-
atively long deadline to demand appraisal. According to the Ap-
praisal Experience Data Call Report, over 90% of personal au-
tomobile appraisals were demanded within 120 days after the 
claim was filed. For the vast majority of claims, a 120-day dead-
line from the date an insurer provides the notice required under 
Insurance Code §542.056 should be sufficient time for parties 
to evaluate whether to use appraisal. Using the notice required 
under Insurance Code §542.056 as a timing trigger provides a 
clear, consistent, well-established marker in the claim settlement 
process. 
Subsection (a)(2) provides that if a lawsuit is filed concerning the 
loss at issue, the respondent to the lawsuit must have 30 days to 
demand appraisal. Subsection (a)(2) preserves the ability of a 
responding party to initiate appraisal in case the deadline in sub-
section (a)(1) has passed. Appraisal can be a more affordable 
and efficient dispute resolution process than litigation when an 
amount of loss is in dispute, so preserving the ability to initiate 
appraisal is beneficial. 
Subsection (b) outlines other procedures and deadlines for per-
sonal automobile appraisal, including the deadlines to hire an ap-
praiser, choose an umpire, and attempt to agree on the amount 
of loss. An appraisal award ordinarily represents the completion 
of appraisal. Because an appraisal award requires either both 
appraisers or the umpire and one of the appraisers to agree on 
an amount of loss, setting deadlines fundamentally helps estab-
lish the time in which appraisal must be completed. 
Under subsection (b)(1), each party must hire an appraiser and 
provide the other party with the appraiser's name and contact 
information in writing within 20 days after written demand for ap-
praisal is made. While many appraisal provisions do not specify 
a deadline to select an appraiser, setting a 20-day deadline will 
help ensure that appraisers are identified and able to begin ef-
forts to agree on the amount of loss in a timely manner. 
Subsection (b)(2) requires appraisers to jointly choose an um-
pire and requires the appraisal provision to use one of the two 
deadline options in subparagraphs (A) and (B) for when umpire 
selection must occur. The first option in subsection (b)(2)(A) re-
quires the appraisers to choose an umpire not later than 15 days 
after the requirements in subsection (b)(1) are completed. The 
second option in subsection (b)(2)(B) requires the appraisers to 
choose an umpire not later than 15 days after the appraisers can-
not agree on the amount of loss in dispute within the time under 
subsection (b)(4). While many personal auto appraisal provi-

PROPOSED RULES May 8, 2026 51 TexReg 3053 



sions do not specify a deadline to choose an umpire, setting a 
15-day deadline will help ensure that an umpire is identified and 
able to begin efforts to resolve the appraisal in a timely manner 
if the appraisers cannot agree on the amount of loss. The two 
options give insurers flexibility to establish when the umpire se-
lection should occur during the appraisal process. 
For circumstances in which the appraisers fail to choose an 
umpire within the deadlines described in proposed subsection 
(b)(2)(A) and (B), subsection (b)(3) states the required and per-
mitted methods of umpire selection. Under subsection (b)(3)(A), 
an appraisal provision must allow either party to request judicial 
appointment of an umpire through a county or district court 
where the residential property is located. Appraisal is a binding 
dispute resolution process that can offer an alternative to litiga-
tion, so it is reasonable to require appraisal provisions to have a 
judicial appointment option if there is a disagreement over who 
should be the umpire. 
Subsection (b)(3)(B) authorizes insurers to include, in addition 
to judicial appointment, other methods of umpire appointment in 
an appraisal provision. Subsection (b)(3)(B)(i) allows an insurer 
to provide an option for umpire appointment by an independent 
vendor that offers umpire selection services, but the insurer must 
include at least two vendors and let the policyholder select the 
vendor, or allow only the policyholder to invoke this option. Sub-
section (b)(3)(B)(ii) allows an insurer to provide umpire appoint-
ment through any alternative method that both parties mutually 
agree to in writing after appraisal has been demanded. By al-
lowing these options in addition to judicial appointment, the pro-
posed rule gives insurers the ability to increase flexibility and, po-
tentially, efficiency of the appointment process and still ensures 
a level of policyholder choice regardless of the method. 
Subsection (b)(3)(C) requires a party requesting umpire appoint-
ment through judicial appointment or by independent vendor to 
give written notice to the other party at least 10 days before mak-
ing the request and, for purposes of judicial appointment, re-
quires the written notice to include the location and identity of 
the court. Subsection (b)(3)(D) also requires the party request-
ing appointment to provide the other party with a copy of the 
request before or when the request is submitted. Subsections 
(b)(3)(C) and (D) ensure that both parties are aware of an um-
pire appointment request. 
Subsections (b)(4) and (5) outline the deadlines for attempting 
to agree on the amount of loss in dispute during appraisal. Un-
der subsection (b)(4), appraisers must attempt to agree within 40 
days after the appraisal demand was made. The 40-day dead-
line strikes a balance between providing time for the appraisers 
to attempt to agree on the amount of loss while ensuring that 
appraisal is completed in a reasonable amount of time. Find-
ings in the Appraisal Experience Data Call Report indicate that 
over 75% of personal automobile appraisal awards that did not 
involve an umpire were made within 40 days after appraisal was 
demanded. 
Under subsection (b)(5), where appraisers are unable to agree 
and an umpire is involved, the appraisers must submit their dif-
ferences to the umpire and each other. An appraisal award must 
be issued not later than 180 days after the appraisal demand was 
made. Appraisal provisions, including those in the promulgated 
Texas personal automobile policy, commonly require appraisers 
to submit their differences to an umpire if the appraisers cannot 
agree on an amount of loss. According to the Appraisal Expe-
rience Data Call Report, 75% of personal automobile appraisal 
awards that involved an umpire were made within 210 days after 

appraisal was demanded, and 50% were made within 114 days. 
Setting a 180-day deadline strikes a balance between complet-
ing appraisal in a timely manner and the need to give the umpire 
sufficient time to evaluate the loss, examine the differences, and 
attempt to agree on the amount of loss with at least one of the 
appraisers. Subject to subsection (c), if the appraisal award is 
not issued by the 180-day deadline, then the umpire's engage-
ment is terminated on that date, and the appraisers must choose 
a new umpire within 15 days after the deadline passes. 
Subsection (c) authorizes parties to modify any deadline in 
the appraisal process by written agreement after the appraisal 
process notice is provided under §5.9803. This gives the parties 
flexibility to adjust the timeframe after a loss occurs, allowing 
them to tailor it to the relative breadth and complexity of the loss 
at issue. 
FISCAL NOTE AND LOCAL EMPLOYMENT IMPACT STATE-
MENT. David Muckerheide, assistant director of the Property and 
Casualty Lines Office, has determined that during each year of 
the first five years the proposed new sections are in effect, there 
will be no measurable fiscal impact on state and local govern-
ments as a result of enforcing or administering the new sections, 
other than that imposed by statute. Mr. Muckerheide made this 
determination because the proposed new sections do not add to 
or decrease state revenues or expenditures, and because local 
governments are not involved in enforcing or complying with the 
proposed new sections. 
Mr. Muckerheide does not anticipate any measurable effect on 
local employment or the local economy as a result of this pro-
posal. 
PUBLIC BENEFIT AND COST NOTE. For each year of the first 
five years the proposed new sections are in effect, Mr. Mucker-
heide expects that administering them will have the public benefit 
of ensuring that TDI's rules conform with Insurance Code Chap-
ter 1813, as added by SB 458. In addition, the new sections will 
benefit personal automobile and residential property policyhold-
ers by creating consistent timeframes and minimum standards 
for appraisal provisions and processes, and by ensuring they are 
made aware of the right to demand appraisal. Policyholders and 
insurers will also benefit from having reasonable deadlines to 
help promote the timely completion of appraisals, and from hav-
ing required appraisal provisions in policies because appraisal 
can be cheaper, more efficient, and a timelier dispute resolution 
option than litigation. 
Mr. Muckerheide expects that the proposed new sections will 
impose an economic cost on persons required to comply with 
the new sections. 
Costs. TDI anticipates that implementing the proposed new 
sections will result in costs to insurers when updating personal 
automobile and residential property insurance policy forms and 
notices to comply with the proposed requirements. The cost 
to comply will vary depending on the contents of an insurer's 
appraisal provision, the insurer's operations, and how the in-
surer chooses to implement the notice requirements under new 
§5.9805. While it is not feasible to determine the actual time 
required or the cost of employees needed to comply with the 
requirements, TDI estimates that updating appraisal provision 
language and drafting the appraisal process notice to policy-
holders will take a range of three to five hours to complete and 
might require an attorney. According to the May 2024 Bureau of 
Labor Statistics Occupational Employment and Wage Statistics 
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at www.bls.gov/oes/current/oes_nat.htm, the national mean 
hourly wage for the "Lawyers" classification is $87.86. 
Depending on how insurers choose to implement the appraisal 
process notice to policyholders under new §5.9803, TDI antici-
pates that incorporating updated language into insurers' existing 
policy and notice form templates, filing updated policy forms with 
TDI, and updating policy and claim administration systems will 
take a range of five to 15 hours to complete and will likely require 
both software programming and clerical staff. According to the 
May 2024 Bureau of Labor Statistics Occupational Employment 
and Wage Statistics at www.bls.gov/oes/current/oes_nat.htm, 
the national mean hourly wage for the "Software and Web 
Developers, Programmers, and Testers" classification is $65.34, 
and the national mean hourly wage for the "Secretaries and Ad-
ministrative Assistants, Except Legal, Medical, and Executive" 
classification is $25.03. 
TDI anticipates there may be printing, copying, mailing, and 
transmitting costs associated with providing updated forms to 
policyholders at renewal and updated notice forms to policy-
holders when a claim is accepted or rejected. It may require 
clerical staff to implement these printing, copying, mailing, 
and transmission efforts. It is not possible for TDI to estimate 
the total increased printing, copying, mailing, and transmitting 
costs related to compliance with this proposal because there 
are many factors involved that TDI cannot quantify. For exam-
ple, an insurer might conduct business with its policyholders 
electronically and would not incur printing, copying, mailing, 
or transmitting costs. Insurers are more capable of accurately 
estimating any costs they will incur to comply. 
Factors mitigating costs. Because insurers were required to 
have an appraisal provision in their personal automobile and res-
idential property insurance policy forms delivered, issued for de-
livery, or renewed on or after January 1, 2026, TDI anticipates 
that the updates required to comply with the new sections should 
be less burdensome to implement. In addition, TDI proposes de-
laying the date that insurers must begin complying with the new 
rule requirements to September 1, 2026, so insurers have addi-
tional time to implement the new requirements. 
New §5.9803 permits insurers to choose how to comply with the 
appraisal process notice to policyholders. Insurers may choose 
to incorporate the appraisal process notice information into the 
notice of acceptance or rejection required under Insurance Code 
§542.056 or provide a separate appraisal process notice to pol-
icyholders at the same time the notice under Insurance Code 
§542.056 is sent. If insurers choose to incorporate the informa-
tion into the notice of acceptance or rejection, then insurers may 
incur lower printing, copying, mailing, and transmitting costs. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS. TDI has determined that the proposed new 
sections may have an adverse economic effect on small or mi-
cro businesses. The cost analysis in the Public Benefit and Cost 
Note section of this proposal also applies to small and micro busi-
nesses. TDI estimates that the proposed new sections may af-
fect approximately 75 to 80 personal automobile insurers and 45 
to 50 residential property insurers. The primary objective of this 
proposal is to establish the requirements for an appraisal provi-
sion in a personal auto or residential property insurance policy, 
consistent with Insurance Code Chapter 1813. 
TDI has determined that the proposed new sections will not have 
an adverse economic effect or a disproportionate effect on rural 

communities because the rules do not apply to rural communi-
ties. 
TDI considered the following alternatives to minimize any ad-
verse impact on small and micro businesses while accomplish-
ing the proposal's objectives: 
(1) not proposing the new sections; 
(2) excluding small and micro businesses from complying with 
the new sections; and 

(3) extending the deadline for small and micro businesses to 
comply with the new sections. 
Not proposing the new sections. As previously noted, the pri-
mary purpose of this rule is to implement Insurance Code Chap-
ter 1813, which requires certain insurers that write personal au-
tomobile or residential property insurance to include an appraisal 
provision in an insurance policy beginning January 1, 2026. In-
surance Code §1813.002 directs TDI to adopt rules necessary to 
implement the chapter, including rules that (1) establish the pe-
riod in which an appraisal must be completed, considering the 
qualifications and selection of appraisers and umpires; and (2) 
mandate appraisal in certain circumstances. Not proposing the 
new sections would result in TDI failing to meet the clear directive 
in Insurance Code §1813.002. For this reason, TDI has rejected 
this option. 
Excluding small and micro businesses from complying with the 
proposed new sections. Insurance Code §1813.001 identifies 
the insurers who are required to comply with Insurance Code 
Chapter 1813. Insurers who meet the definition of small and 
micro businesses under Government Code §2006.001 are not 
excluded under Insurance Code §1813.001(b). Excluding small 
and micro businesses from compliance would result in disparate 
treatment of policyholders who purchase a personal automobile 
or residential property insurance policy from a small or micro 
business. These policyholders would be deprived of the basic 
protections established by the rules, including the minimum ap-
praisal provision requirements and the appraisal process notice 
requirements. For this reason, TDI has rejected this option. 
Extending the deadline for small and micro businesses to com-
ply with the proposed new sections. TDI decided to extend the 
deadline for compliance for all insurers because this option en-
sures consistent application of Insurance Code Chapter 1813, 
protects all policyholders who purchase a personal automobile 
or residential property policy, and lessens confusion by having 
only one compliance date for all applicable Texas insurers. In 
addition, the extended deadline for compliance will help alleviate 
some of the possible economic impacts of compliance, including 
economic impacts on small and micro businesses. Insurers will 
have the opportunity to incorporate the new requirements under 
Division 4 with other planned policy updates or changes during 
that period. For these reasons, TDI has decided to incorporate 
this option into the proposal. 
EXAMINATION OF COSTS UNDER GOVERNMENT CODE 
§2001.0045. TDI has determined that this proposal does im-
pose a possible cost on regulated persons. No additional rule 
amendments are required under Government Code §2001.0045 
because the proposed rule is necessary to implement legisla-
tion. The proposed rule implements Insurance Code §1813.002, 
as added by SB 458. 
GOVERNMENT GROWTH IMPACT STATEMENT. TDI has de-
termined that for each year of the first five years that the pro-
posed new sections are in effect, the proposed rule: 
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- will not create or eliminate a government program; 
- will not require the creation of new employee positions or the 
elimination of existing employee positions; 
- will not require an increase or decrease in future legislative 
appropriations to the agency; 
- will not require an increase or decrease in fees paid to the 
agency; 
- will create a new regulation; 
- will not expand, limit, or repeal an existing regulation; 
- will increase the number of individuals subject to the rule's ap-
plicability; and 

- will positively affect the Texas economy by having appraisal 
provisions in policies because appraisal can be cheaper, more 
efficient, and a timelier dispute resolution option than litigation 
and by establishing reasonable and consistent minimum require-
ments that help ensure appraisals are fair and completed in a 
timely manner. 
TAKINGS IMPACT ASSESSMENT. TDI has determined that no 
private real property interests are affected by this proposal, and 
that this proposal does not restrict or limit an owner's right to 
property that would otherwise exist in the absence of government 
action. As a result, this proposal does not constitute a taking or 
require a takings impact assessment under Government Code 
§2007.043. 
REQUEST FOR PUBLIC COMMENT. TDI will consider any 
written comments on the proposal that are received by TDI no 
later than 5:00 p.m., central time, on June 8, 2026. Consistent 
with Government Code §2001.024(a)(8), TDI requests public 
comments on the proposal, including information related to 
the cost, benefit, or effect of the proposal and any applicable 
data, research, and analysis. Send your comments to Chief-
Clerk@tdi.texas.gov or to the Office of the Chief Clerk, MC: 
GC-CCO, Texas Department of Insurance, P.O. Box 12030, 
Austin, Texas 78711-2030. 
The commissioner of insurance will also consider written and oral 
comments on the proposal in a public hearing under Docket No. 
2862 at 10:00 a.m., central time, on June 2, 2026. TDI will hold 
the public hearing remotely using online resources and in per-
son at the Barbara Jordan State Office Building, 1601 Congress 
Avenue, Austin Texas 78701 in Room 2.035. Details of how to 
view and participate virtually in the public hearing will be made 
available on TDI's website at www.tdi.texas.gov/alert/event/in-
dex.html. 
STATUTORY AUTHORITY. TDI proposes new §§5.9800 -
5.9806 under Insurance Code §1813.002 and §36.001. 
Insurance Code §1813.002 requires the commissioner to adopt 
rules necessary to implement Insurance Code Chapter 1813, in-
cluding rules establishing the period in which an appraisal un-
der Insurance Code Chapter 1813 must be completed and rules 
mandating an appraisal for total loss and damage of the property 
that is the subject of the appraisal. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. Sections 5.9800 - 5.9806 
implement Insurance Code Chapter 1813. 

§5.9800. Purpose and Scope. 

(a) This division implements Insurance Code Chapter 1813, 
concerning Appraisal of Disputed Losses, which requires personal au-
tomobile and residential property insurance policies to include an ap-
praisal provision that is intended to provide a type of dispute resolution 
process solely to determine the amount of loss when that amount is in 
dispute between the policyholder and the insurer. 

(b) This division applies to personal automobile and residen-
tial property insurance policies delivered, issued for delivery, or re-
newed on or after September 1, 2026, in Texas by insurers described in 
Insurance Code §1813.001(a), concerning Applicability of Chapter. 

(c) This division does not apply to: 

(1) Texas Windstorm Insurance Association policies; or 

(2) commercial insurance policies. 

§5.9801. Definitions. 

The following words and terms have the following meanings when 
used in this division, unless the context clearly indicates otherwise. 

(1) Appraisal--The process to resolve a dispute between the 
insurer and a policyholder about the amount of loss as described in In-
surance Code Chapter 1813, concerning Appraisal of Disputed Losses. 

(2) Appraisal provision--The policy provision that pro-
vides for appraisal, as required under Insurance Code Chapter 1813. 

(3) Appraisal award--The written determination of the 
amount of loss which is signed during the appraisal process by: 

(A) both appraisers; or 

(B) by either of the appraisers and the umpire. 

(4) Appraiser--An individual who is qualified to be an ap-
praiser under this division and is hired by either party to participate in 
the appraisal process. 

(5) Party--The insurer or policyholder. 

(6) Personal automobile insurance--Automobile insurance 
coverage for the ownership, maintenance, or use of a private passenger, 
utility, or miscellaneous-type motor vehicle, including a motor home, 
trailer, or recreational vehicle, that is owned or leased by one or more 
individuals and not primarily used for the delivery of goods, materials, 
or services, other than for use in farm or ranch operations. 

(7) Residential property insurance--Insurance coverage 
against loss to tangible personal property or to residential real property 
at a fixed location that is provided through a homeowners insurance 
policy, including a tenants insurance policy, a condominium owners 
insurance policy, or a residential fire and allied lines insurance policy. 

(8) Umpire--An individual who is qualified to be an ap-
praisal umpire under this division and is selected by the appraisers or 
otherwise appointed to participate in the appraisal process. 

§5.9802. General Requirements for Appraisal Provisions. 

Every insurance policy subject to this division must have an appraisal 
provision that: 

(1) states either party has the right to unilaterally demand 
appraisal; 

(2) does not require the parties to reach an impasse before 
a party can demand appraisal; 

(3) applies to disputes between the parties about the 
amount of loss, including partial or total loss; 
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(4) requires the appraisal award to be binding as to the 
amount of loss, unless: 

(A) it was made without authority; 

(B) it was not made in substantial compliance with the 
appraisal provision; or 

(C) there was fraud, accident, or material mistake rele-
vant to the appraisal; 

(5) states the deadlines and process for appraisal, which 
must include the specific amounts of time listed in §5.9805 of this title 
(relating to Residential Property Appraisal Process)_or §5.9806 of this 
title (relating to Personal Automobile Appraisal Process) as applicable 
and be consistent with the other requirements in this division; and 

(6) does not conflict with this division or other Texas law. 

§5.9803. Appraisal Process Notice to Policyholders. 

(a) At the same time the insurer provides notice of acceptance 
or rejection of the claim as required under Insurance Code §542.056, 
concerning Notice of Acceptance or Rejection of Claim, the insurer 
must also provide notice of the appraisal process to the policyholder 
that is consistent with this section. Notice of the appraisal process may 
be a separate document or may be included in the notice under Insur-
ance Code §542.056. 

(b) The appraisal process notice must be written in plain lan-
guage and at least 10-point type, and explain: 

(1) where the appraisal provision is in the policy contract; 

(2) how the policyholder may demand appraisal, including 
where to send the demand and what information the demand should 
include; 

(3) the policyholder's responsibilities in the appraisal 
process, including the duty to hire an appraiser and any responsibility 
for appraisal expenses; 

(4) how the policyholder may request appointment of an 
umpire if the appraisers fail to jointly choose the umpire within the 
time provided under §5.9805(b)(2) of this title (relating to Residential 
Property Appraisal Process) or §5.9806(b)(2) of this title (relating to 
Personal Automobile Appraisal Process), including how to request ju-
dicial appointment of an umpire; 

(5) the applicable time limits in the appraisal process in-
cluding, at a minimum, the deadlines for: 

(A) demanding appraisal; 

(B) appointing appraisers; 

(C) selection of an umpire; and 

(D) issuing the appraisal award; and 

(6) the effect of the appraisal award. 

§5.9804. Minimum Qualifications for Appraisers and Umpires. 

(a) Appraisers and umpires must be: 

(1) competent by training or experience to evaluate the type 
of loss in dispute; 

(2) independent from the parties; and 

(3) disinterested in the outcome of the appraisal. 

(b) In addition to subsection (a) of this section, appraisers 
and umpires in a residential property appraisal that involves loss to a 
dwelling must also be one of the following: 

(1) an adjuster or public adjuster with experience or train-
ing in estimating residential property losses; 

(2) an engineer or architect with experience or training 
in residential building construction or repair, investigating residential 
property damage, or estimating residential property losses; or 

(3) an individual who otherwise has occupational experi-
ence or training in constructing or repairing the type of damaged prop-
erty at issue or estimating the type of property loss at issue. 

§5.9805. Residential Property Appraisal Process. 

(a) Appraisal demand. 

(1) Except as provided in paragraph (2) of this subsection, 
a demand for appraisal under a residential property insurance policy 
must be made in writing not later than one year from the date the in-
surer notifies the policyholder of acceptance or rejection of the claim 
as required under Insurance Code §542.056, concerning Notice of Ac-
ceptance or Rejection of Claim. 

(2) If a lawsuit is filed concerning the loss at issue, the re-
spondent must have 30 days from when the lawsuit is filed to make an 
appraisal demand. 

(b) Appraisal and umpire procedures. Subject to subsection 
(c) of this section, the following deadlines apply after a written demand 
for appraisal is made under subsection (a) of this section. 

(1) Within 20 days, each party must hire its own appraiser 
and provide the appraiser's name and contact information to the other 
party in writing. 

(2) The appraisers must jointly choose an umpire. The ap-
praisal provision must require the appraisers to jointly choose an um-
pire not later than 15 days after either: 

(A) the requirements in paragraph (1) of this subsection 
are completed; or 

(B) the appraisers cannot agree on the amount of loss in 
dispute within the time provided in paragraph (4) of this subsection. 

(3) If the appraisers fail to jointly choose an umpire within 
the time provided under paragraph (2) of this subsection, an umpire 
must be appointed subject to the following provisions. 

(A) The appraisal provision must allow either party to 
request judicial appointment of an umpire. The judicial appointment 
must be through a county or district court where the residential property 
is located. 

(B) An appraisal provision may also include: 

(i) an option for umpire appointment by an indepen-
dent vendor that offers umpire selection services. An option for umpire 
appointment by an independent vendor must include at least two ven-
dors and allow the policyholder to select which vendor is used, or it 
must allow only the policyholder to invoke the option for umpire ap-
pointment by a vendor; and 

(ii) an option for umpire appointment through any 
alternative method that the parties mutually agree to in writing after 
appraisal has been demanded. 

(C) A party requesting umpire appointment through ju-
dicial appointment or by an independent vendor must give written no-
tice to the other party at least 10 days before making the request. For a 
judicial appointment, the written notice must include the location and 
identity of the court. 
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(D) On or before submitting a request for umpire ap-
pointment under this subsection, the party requesting the appointment 
must give the other party a copy of the request. 

(4) Within 120 days after the appraisal demand was made, 
the two appraisers must attempt to agree on the amount of loss in dis-
pute. 

(5) If the appraisers cannot agree on the amount of loss in 
dispute, they must submit their differences to each other and the um-
pire. When an umpire is involved, the appraisal award must be issued 
not later than 240 days after the appraisal demand was made. If an ap-
praisal award is not issued by the deadline, the umpire's engagement is 
terminated on that date, and the appraisers must choose a new umpire 
within 15 days after the deadline passes. 

(c) Modifying deadlines. The parties may modify any dead-
line in the appraisal process by written agreement after the insurer pro-
vides the appraisal process notice required under §5.9803 of this title 
(relating to Appraisal Process Notice to Policyholders). 

§5.9806. Personal Automobile Appraisal Process. 

(a) Appraisal demand. 

(1) Except as provided in paragraph (2) of this subsection, 
a demand for appraisal under a personal automobile insurance policy 
must be made in writing not later than 120 days from the date the in-
surer notifies the policyholder of acceptance or rejection of the claim 
as required under Insurance Code §542.056, concerning Notice of Ac-
ceptance or Rejection of Claim. 

(2) If a lawsuit is filed concerning the loss at issue, the re-
spondent must have 30 days from when the lawsuit is filed to make an 
appraisal demand. 

(b) Appraisal and umpire procedures. Subject to subsection 
(c) of this section, the following deadlines apply after a written demand 
for appraisal is made under subsection (a) of this section. 

(1) Within 20 days, each party must hire its own appraiser 
and provide the appraiser's name and contact information to the other 
party in writing. 

(2) The appraisers must jointly choose an umpire. The ap-
praisal provision must require the appraisers to jointly choose an um-
pire not later than 15 days after either: 

(A) the requirements in paragraph (1) of this subsection 
are completed; or 

(B) the appraisers cannot agree on the amount of loss in 
dispute within the time provided in paragraph (4) of this subsection. 

(3) If the appraisers fail to jointly choose an umpire within 
the time provided under paragraph (2) of this subsection, an umpire 
must be appointed subject to the following provisions. 

(A) The appraisal provision must allow either party to 
request judicial appointment of an umpire. The judicial appointment 
must be through a county or district court where the vehicle is princi-
pally garaged. 

(B) An appraisal provision may also include: 

(i) an option for umpire appointment by an indepen-
dent vendor that offers umpire selection services. An option for umpire 
appointment by an independent vendor must include at least two ven-
dors and allow the policyholder to select which vendor is used, or it 
must allow only the policyholder to invoke the option for umpire ap-
pointment by a vendor; and 

(ii) an option for umpire appointment through any 
alternative method that the parties mutually agree to in writing after 
appraisal has been demanded. 

(C) A party requesting umpire appointment through ju-
dicial appointment or by an independent vendor must give written no-
tice to the other party at least 10 days before making the request. For 
judicial appointment, the written notice must include the location and 
identity of the court. 

(D) On or before submitting a request for umpire ap-
pointment under this subsection, the party requesting the appointment 
must give the other party a copy of the request. 

(4) Within 40 days after the appraisal demand was made, 
the two appraisers must attempt to agree on the amount of loss in dis-
pute. 

(5) If the appraisers cannot agree on the amount of loss in 
dispute, they must submit their differences to each other and the um-
pire. When an umpire is involved, the appraisal award must be issued 
not later than 180 days after the appraisal demand was made. If an ap-
praisal award is not issued by the deadline, the umpire's engagement is 
terminated on that date, and the appraisers must choose a new umpire 
within 15 days after the deadline passes. 

(c) Modifying deadlines. The parties may modify any dead-
line in the appraisal process by written agreement after the insurer pro-
vides the appraisal process notice required under §5.9803 of this title 
(relating to Appraisal Process Notice to Policyholders). 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 23, 2026. 
TRD-202601783 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

CHAPTER 11. HEALTH MAINTENANCE 
ORGANIZATIONS 
The Texas Department of Insurance (TDI) proposes to repeal 
28 TAC §11.505 and amend §§11.202, 11.301, 11.302, 11.501 -
11.504, 11.506, 11.701, 11.901, 11.902, 11.1402, 11.1604, and 
11.2503, concerning health maintenance organizations (HMOs). 
The repeal and amendments update HMO filing rules to align 
with filing requirements in 28 TAC Chapter 3, Subchapter A, and 
implement House Bills 388, 2221, and 3211, 89th Legislature, 
2025; and Senate Bills 493, 896, 926, and 1236, 89th Legisla-
ture, 2025. 
EXPLANATION. Amendments to §§11.504, 11.506, 11.901, 
11.902, 11.1402, and 11.2503 are necessary to implement the 
following legislation: 
- HB 388 requires health plans to use a uniform coordination of 
benefits questionnaire that is adopted by TDI. 
- HB 2221 repeals certain provisions in Insurance Code Chap-
ter 541, concerning unlawful rebates and inducements, and re-
places them with similar provisions in new Chapter 1702. 
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- HB 3211 establishes new contracting requirements for vision 
care plans. 
- SB 493 prohibits certain pharmacy benefit manager contract 
provisions. 
- SB 896 extends the period during which a newborn child is 
automatically covered and the deadline to enroll a newborn child 
into coverage. 
- SB 926 expands provisions related to health plans that use 
steering or tiering to encourage enrollees to use certain network 
physicians and providers. 
- SB 1236 expands requirements for pharmacy benefit network 
contracts. 
In separate proposals also published in this issue of the Texas 
Register, TDI proposes to amend 28 TAC Chapters 3 and 26 
to make changes to implement the previously referenced legis-
lation. In a separate proposal published October 24, 2025 (50 
TexReg 6976), TDI proposed a uniform coordination of benefits 
questionnaire in 28 TAC Chapter 3, Subchapter V, to implement 
HB 388. At a later date, TDI also plans to propose amendments 
to 28 TAC Chapter 21 to implement provisions in HB 2221 and 
SB 1236. 
Additional amendments to §§11.202, 11.301, 11.302, 11.501 -
11.504, 11.701, and 11.1604, and the repeal of §11.505 are nec-
essary to update HMO filing rules to align with filing requirements 
for life, health, and HMO products in 28 TAC Chapter 3, Sub-
chapter A. Historically, HMO filing requirements were addressed 
exclusively in Chapter 11. However, in 2025, TDI modernized 
the rules in 28 TAC Chapter 3, Subchapter A, and expanded the 
scope to include all HMO filings that are filed with TDI's Life and 
Health Division through the NAIC's System for Electronic Rates 
and Forms Filing (SERFF) after an HMO receives a certificate of 
authority. The proposed amendments and repeal remove pro-
visions that duplicate or conflict with the provisions in 28 TAC 
Chapter 3, Subchapter A. Because of the proposed reorganiza-
tion of §11.301, cross-references in other sections of Chapter 
11 are amended to conform to the reorganized subsections and 
paragraphs. 
Descriptions of the sections as proposed follow, organized by 
subchapter. 
Subchapter C. 
Section 11.202. 
An amendment is proposed to §11.202 to delete subsection (i), 
which requires each item in the application to be identified by 
a unique form number. This requirement is no longer neces-
sary. Form numbers are needed only for filings made in SERFF, 
and applicable requirements are contained in 28 TAC Chapter 
3, Subchapter A. The deletion of subsection (i) conforms to the 
proposed amendments to §11.301. 
Subchapter D. 
Section 11.301. 
The proposed amendments to §11.301 modify the filing require-
ments to conform to changes adopted in 28 TAC Chapter 3, 
Subchapter A, which broadly address filing requirements for life, 
health, and HMO products and remove the need for most HMO-
specific filing requirements. As part of these amendments, pro-
visions throughout the section are reorganized into subsections, 
renumbered paragraphs, and redesignated subparagraphs. 

To improve readability, amendments to newly designated sub-
section (a) add statutory citations that are currently included in 
paragraph (1) and remove language addressing filings for preap-
proval or for information only because those filing types are ad-
dressed in subsequent subsections. Cross-references to para-
graphs (4) and (5) are revised to instead reference newly des-
ignated subsections (c) and (d) to reflect the section's proposed 
reorganization. A sentence related to paper and electronic fil-
ings is deleted since other references in the section delineating 
such filing methods are also removed. 
Paragraph (1) and subparagraph (A) are redesignated as sub-
section (b) and the catchline is modified to remove the words 
"and format," consistent with other changes to the subsection. 
To improve readability, the references to statutory citations that 
require filings for approval are moved to subsection (a). Refer-
ences to statutes and rules specifying the information that must 
be contained for a filing to be considered complete are reorga-
nized into new paragraphs (1) - (3). New paragraph (4) adds a 
reference to filing rules in 28 TAC Chapter 3, Subchapter A, re-
garding submission requirements for life, health, and HMO prod-
ucts. Subparagraphs (B) - (E), related to filing format and meth-
ods, are deleted. Because almost all filings are made electron-
ically, the provisions for paper filings are not necessary. The 
references to filing methods are unnecessary because they are 
addressed in newly designated subsections (c) and (d). 
Paragraphs (2) and (3), related to form numbers, certification 
and transmittal forms, supporting documentation, and filing fees, 
are deleted because similar provisions are contained in 28 TAC 
Chapter 3, Subchapter A. Since form numbers are not required 
for filings outside the scope of 28 TAC Chapter 3, Subchapter A, 
and as previously discussed, the proposal makes a conforming 
amendment to §11.202 to remove a reference to paragraph (2). 
Paragraph (4) is redesignated as subsection (c). References 
to submissions through SERFF are replaced with a reference 
to 28 TAC Chapter 3, Subchapter A, which requires electronic 
submission through SERFF. 
Paragraph (5) is redesignated as subsection (d). The catchline 
is expanded to include filings for review because some filings, 
such as the schedule of charges, are classified as rate filings 
subject to review under 28 TAC Chapter 3, Subchapter A. To 
avoid duplication with filing requirements in 28 TAC Chapter 3, 
Subchapter A, the requirement for accompanying documents is 
removed. References to SERFF submissions are replaced with 
a reference to 28 TAC Chapter 3, Subchapter A, which requires 
electronic submission through SERFF. 
Paragraph (6) is redesignated as subsection (e). 
Paragraph (7) is redesignated as subsection (f) and updated to 
align with 28 TAC Chapter 3, Subchapter A. The catchline is re-
vised to reference "requests for corrections" instead of "pend-
ing." Internal cross-references are updated to conform with or-
ganizational changes throughout the section. Subparagraph (C), 
which addresses holding a filing in a pending status, is deleted, 
since a corresponding requirement is not found in Insurance 
Code Chapter 1271 or in the filing rules in 28 TAC Chapter 3, 
Subchapter A. Redesignated paragraph (3) is revised to add a 
reference to 28 TAC §3.23 and to indicate that if an HMO has not 
addressed TDI's request for corrections or additional information 
within 10 business days, TDI may consider the filing withdrawn 
from review. This aligns with 28 TAC §3.23(c)(3) and replaces 
the current provision, stating that after 15 calendar days, the 
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HMO may withdraw the filing before the end of the review pe-
riod. 
Section 11.302. 
An amendment is proposed to §11.302(b)(4) to revise a refer-
ence to §11.301 to conform to proposed amendments to that 
section. 
Subchapter F. 
Section 11.501. 
The proposed amendments to §11.501 remove outdated filing 
fee provisions in subsection (b) and replace them with references 
to the filing requirements in 28 TAC Chapter 3, Subchapter A. 
Subsection (c), regarding matrix filing fees, is deleted. 
Section 11.502. 
The proposed amendments to §11.502 modify subsection (a) 
to revise the reference to §11.301 to conform to the proposed 
amendments reorganizing that section and add a reference to 
filing requirements in 28 TAC Chapter 3, Subchapter A. 
Section 11.503. 
The proposed amendments to §11.503 revise subsection (a) to 
add a reference to filing requirements contained in 28 TAC Chap-
ter 3, Subchapter A. Subsection (c) is amended to remove a ref-
erence to §11.505, which is proposed for repeal. To avoid dupli-
cation with provisions in §3.23 and 28 TAC §11.301, subsections 
(d) - (f) are deleted. 
Section 11.504. 
The proposed amendments to §11.504 revise subsection (a)(1) 
to add a reference to filing requirements in 28 TAC Chapter 3, 
Subchapter A, and revise subsection (a)(3) to implement HB 
2221 by adding a reference to new Insurance Code Chapter 
1702. 
Repeal of Section 11.505. 
The proposed repeal of §11.505 avoids duplication with filing re-
quirements in 28 TAC Chapter 3, Subchapter A. 
Section 11.506. 
The proposed amendments to §11.506(b)(8)(D)(iii) and (v) im-
plement SB 896 by expanding required coverage for newborn 
children from 31 days to 60 days following birth and by extend-
ing the deadline to notify the HMO. 
Subchapter H. 
Section 11.701. 
The proposed amendments to §11.701 add a reference in sub-
section (a) to the filing requirements in 28 TAC Chapter 3, Sub-
chapter A. New subsection (c) is added to reference require-
ments for major medical rate filings in 28 TAC Chapter 3, Sub-
chapter F, which implements Insurance Code Chapter 1698. 
Subchapter J. 
Section 11.901. 
The proposed amendments to §11.901 implement legislation re-
lated to health plan contracting. An amendment to subsection 
(b)(12) implements HB 388 by adding a citation to new Insurance 
Code §1203.153, in connection to a requirement for a contracted 
physician or provider to retain records on a patient's other health 
plan coverage, including the coordination of benefits question-
naire. New subsection (h) is added to implement SB 1236 by re-

quiring that a contract between an HMO and a pharmacy or phar-
macist comply with pharmacy benefits contracting standards in 
Insurance Code Chapter 1369. 
Section 11.902. 
Subsection (a)(7) is redesignated as (a)(8), and new subsection 
(a)(7) is added to implement HB 3211 by prohibiting HMO con-
duct that violates §1451.1545 or §1451.157. New subsection 
(a)(9) is added to implement SB 493 by prohibiting conduct that 
violates Insurance Code §4151.155. 
Subsection (b) is amended to implement SB 926 by adding a 
reference to Insurance Code §843.322. To avoid duplicating the 
statute, subparagraphs (A) - (D) of paragraph (3) are deleted. 
Subchapter O. 
Section 11.1402. 
An amendment is proposed to §11.1402 to implement HB 3211 
by adding new subsection (e) to require vision care plans specif-
ically to comply with Insurance Code §1451.1545. 
Subchapter Q. 
Section 11.1604. 
A proposed amendment to §11.1604 revises a reference in para-
graph (2) to §11.301 to conform to proposed amendments to that 
section. 
Subchapter Z. 
Section 11.2503. 
An amendment is proposed to §11.2503(d) to implement HB 
2221 by adding a citation to Insurance Code Chapter 1702. 
The sections as proposed also include nonsubstantive editorial 
and formatting changes to conform them to the agency's cur-
rent style and to improve the rule's clarity. These changes ap-
pear throughout the amended sections and include correcting 
the style of statutory citations; adding headings to cited statutes 
and rules; updating cross-references to other rules; updating ter-
minology; and making other grammatical, punctuational, and for-
matting changes to reflect TDI's current drafting style and plain 
language preferences. 
FISCAL NOTE AND LOCAL EMPLOYMENT IMPACT STATE-
MENT. Rachel Bowden, director of the Regulatory Initiatives Of-
fice in the Life and Health Division, has determined that dur-
ing each year of the first five years the sections as proposed 
are in effect, there will be no measurable fiscal impact on state 
and local governments as a result of enforcing or administering 
them other than that imposed by statute. Ms. Bowden made 
this determination because the sections as proposed do not add 
to or decrease state revenues or expenditures, and because lo-
cal governments are not involved in enforcing or complying with 
them. 
Ms. Bowden does not anticipate any measurable effect on local 
employment or the local economy as a result of this proposal. 
PUBLIC BENEFIT AND COST NOTE. 
For each year of the first five years the sections as proposed are 
in effect, Ms. Bowden expects that administering them will have 
the public benefit of ensuring that TDI's rules conform to House 
Bills 388, 2221, and 3211, and Senate Bills 493, 896, 926, and 
1236. The sections as proposed will also have the public benefit 
of simplifying HMO filing rules in Chapter 11 by conforming them 
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to unified life, health, and HMO filing rules in 28 TAC Chapter 3, 
Subchapter A. 
Ms. Bowden expects that the sections as proposed will not in-
crease the cost of compliance. The 28 TAC Chapter 3 filing re-
quirements were adopted in April 2025 and are already being 
applied to HMOs. The sections as proposed conform the HMO 
rules in Chapter 11 with the 28 TAC Chapter 3 rules and will not 
increase compliance costs. Any cost for those required to com-
ply with the sections as proposed are attributable to House Bills 
388, 2221, and 3211, and Senate Bills 493, 896, 926, and 1236. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS. 
TDI has determined that the sections as proposed will not have 
an adverse economic effect on small or micro businesses, or on 
rural communities. As a result, and in accordance with Govern-
ment Code §2006.002(c), TDI is not required to prepare a regu-
latory flexibility analysis. 
EXAMINATION OF COSTS UNDER GOVERNMENT CODE 
§2001.0045. As explained in the Public Benefits and Cost Note, 
TDI has determined that this proposal does not impose a cost on 
regulated persons. Therefore, no additional rule amendments 
are required under Government Code §2001.0045. 
GOVERNMENT GROWTH IMPACT STATEMENT. 
TDI has determined that for each year of the first five years that 
the sections as proposed are in effect, the proposed rule: 
- will not create or eliminate a government program; 
- will not require the creation of new employee positions or the 
elimination of existing employee positions; 
- will not require an increase or decrease in future legislative 
appropriations to the agency; 
- will not require an increase or decrease in fees paid to the 
agency; 
- will not create a new regulation; 
- will expand, limit, or repeal an existing regulation; 
- will not increase or decrease the number of individuals subject 
to the rule's applicability; and 

- will not positively or adversely affect the Texas economy. 
TAKINGS IMPACT ASSESSMENT. 
TDI has determined that no private real property interests are af-
fected by this proposal and that this proposal does not restrict or 
limit an owner's right to property that would otherwise exist in the 
absence of government action. As a result, this proposal does 
not constitute a taking or require a takings impact assessment 
under Government Code §2007.043. 
REQUEST FOR PUBLIC COMMENT. 
TDI will consider any written comments on the proposal that are 
received by TDI no later than 5:00 p.m., central time, on June 8, 
2026. Consistent with Government Code §2001.024(a)(8), TDI 
requests public comments on the proposal, including information 
related to the cost, benefit, or effect of the proposal and any 
applicable data, research, and analysis. Send your comments 
to ChiefClerk@tdi.texas.gov or to the Office of the Chief Clerk, 
MC: GC-CCO, Texas Department of Insurance, P.O. Box 12030, 
Austin, Texas 78711-2030. 

The commissioner of insurance will also consider written and 
oral comments on the proposal in a public hearing under Docket 
No. 2864. This proposal will be part of a rule hearing docket 
that will begin at 10:00 a.m., central time, on June 1, 2026. TDI 
will hold the public hearing remotely using online resources and 
in person at the Barbara Jordan State Office Building, 1601 
Congress Avenue, Austin Texas 78701 in Room 2.034. Visit 
www.tdi.texas.gov/alert/event/index.html for more info on the 
proposed rule, hearing, and comment submission. 
SUBCHAPTER C. APPLICATION FOR 
CERTIFICATE OF AUTHORITY 
28 TAC §11.202 

STATUTORY AUTHORITY. 
TDI proposes amendments to §11.202 under Insurance Code 
§§843.080, 843.151 and 36.001. 
Insurance Code §843.080 authorizes the commissioner to adopt 
reasonable rules that the commissioner considers necessary for 
the proper administration of Insurance Code Chapter 843 to re-
quire an HMO, after receiving its certificate of authority, to submit 
modifications or amendments for the commissioner's approval or 
information. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code and to ensure adequate access to health care services. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §11.202 implement Insurance Code Chap-
ter 843, Subchapter C. 
§11.202. Binding, Indexing, and Numbering Requirements. 

(a) A proposed HMO may submit an application for a certifi-
cate of authority in electronic format, by electronic file transmission or 
in a data storage format acceptable to the department, or by paper. 

(b) If an HMO submits an application in paper format, the ap-
plicant must submit three separate copies of the application in separate 
three-ring binders[,] so that pages may be easily replaced when neces-
sary. Paper applications must include dividers with identifying subject 
tabs preceding each separate exhibit. 

(c) Applications submitted in an electronic format must in-
clude separate file folders with names identifying each exhibit. 

(d) Each application must contain a table of contents. 

(e) All pages must be clearly legible and numbered. 

(f) An HMO should not use identical items in more than one 
section of the application. Instead of using the same information in 
more than one place, an application must refer to the file or page on 
which the required form or list may be found. 

(g) An original application becomes the charter file once the 
applicant submits all required revisions and the commissioner approves 
the application. 

(h) The application is subject to Government Code Chapter 
552, [(]concerning Public Information[)]. 
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[(i) Each item in the application must be identified by a unique 
number as more fully described in §11.301(2) of this title (relating to 
Filing Requirements).] 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601803 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER D. REGULATORY 
REQUIREMENTS FOR AN HMO AFTER 
ISSUANCE OF CERTIFICATE OF AUTHORITY 
28 TAC §11.301, §11.302 

STATUTORY AUTHORITY. 
TDI proposes amendments to §11.301 and §11.302 under Insur-
ance Code §§843.080, 843.151 and 36.001. 
Insurance Code §843.080 provides that the commissioner may 
adopt reasonable rules that the commissioner considers neces-
sary for the proper administration of Insurance Code Chapter 
843 to require an HMO, after receiving its certificate of authority, 
to submit modifications or amendments for the commissioner's 
approval or information. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code and to ensure adequate access to health care services. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §11.301 and §11.302 implement Insurance 
Code Chapters 843 and 1271. 
§11.301. Filing Requirements. 

(a) Filings required. Consistent with Insurance Code 
§843.080, concerning Modification or Amendment of Application 
Information, and Insurance Code Chapter 1271, Subchapter C, con-
cerning Commissioner Approval, after [After] the commissioner 
issues an HMO's certificate of authority, the HMO is required to file 
with the commissioner[, either for approval before effect or for infor-
mation only,] any items specified in §11.204 of this title (relating to 
Contents) that the HMO has deleted, amended, or revised as outlined 
in subsections (c) and (d) [paragraphs (4) and (5)] of this section and 
any items specified in §11.302 of this title (relating to Service Area 
Expansion or Reduction Applications). These requirements include 
filing changes made necessary by federal or state law or regulations. 
[All requirements in this section apply to both electronic and paper 
filings unless stated otherwise.] 

(b) [(1)] Completeness [and format] of filings. [(A)] The de-
partment will not accept a filing for review until the filing is complete. 

An application to modify an approved application for a certificate of 
authority [that requires the commissioner's approval under Insurance 
Code §843.080 (concerning Modification or Amendment of Applica-
tion Information) or Insurance Code Chapter 1271, Subchapter C, (con-
cerning Commissioner Approval)] is considered complete when all in-
formation [required by this section; §11.302; and Chapter 11, Subchap-
ter T, of this title (relating to Quality of Care)] that is applicable and 
reasonably necessary for the department to make a final determination 
has been filed, including information required by: [.] 

(1) this section; 

(2) §11.302 of this title; 

(3) Subchapter T of this chapter (relating to Quality of 
Care); and 

(4) Chapter 3, Subchapter A, of this title (relating to Sub-
mission Requirements for Filings and Departmental Actions Related to 
Such Filings). 

[(B) Unless otherwise required by this chapter or the 
Insurance Code, an HMO may submit a filing electronically through 
the NAIC's System for Electronic Rate and Form Filing or through any 
other method acceptable to the department.] 

[(C) Unless otherwise required by this chapter or the 
Insurance Code, paper filings must:] 

[(i) be submitted on 8-1/2- by 11-inch paper;] 

[(ii) not be submitted in bound booklets;] 

[(iii) be legible;] 

[(iv) be in typewritten, computer generated, or 
printer's proof format; and] 

[(v) except for maps, not contain any color high-
lighting unless accompanied by a clean copy without highlighting.] 

[(D) As provided in this section, an HMO may submit 
some filings as provided in §7.201 of this title (relating to Forms Fil-
ings).] 

[(E) As provided in this section, an HMO may submit 
some filings as provided in §11.203(a) of this title (relating to Revisions 
During Review Process).] 

[(2) Identifying form numbers required. Each item re-
quired to be filed by paragraphs (4) and (5) of this section must be 
identified by a printed unique form number, adequate to distinguish it 
from other items. The identifying form numbers must be composed of 
a total of no more than 40 letters, numbers, symbols, or spaces.] 

[(A) The identifying form number must appear in the 
lower left-hand corner of the page. In the case of a multiple-page doc-
ument, the identifying form number must only appear on the lower 
left-hand corner of the first page, and page numbers should appear on 
subsequent pages.] 

[(B) If an item is to be replaced or revised after issuance 
of a certificate of authority, a new identifying form number must be 
assigned.] 

[(i) A change in address or phone number on a form 
will not require a new identifying form number.] 

[(ii) A new edition date added to the original iden-
tifying form number is an acceptable way of revising the number so 
that it is identifiable from any previously approved item; for example, 
if "G-100" was the originally approved number, then the revision may 
be numbered "G-100 12/79."] 
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[(iii) Changing the case of the suffix is not consid-
ered to be a change in the number; for example, "ED" and "ed," or 
"REV" and "rev" are the same for form numbering purposes.] 

[(3) Attachments for filings. Filings required by para-
graphs (4)(A) and (B) and (5)(A) and (B) of this section must be 
accompanied by the following:] 

[(A) an HMO certification and transmittal form for each 
new, revised, or replaced item;] 

[(B) the supporting documentation considered neces-
sary by the commissioner to review the filing and, for filings submitted 
on paper, a cover letter which includes the following:] 

[(i) company name;] 

[(ii) form numbers that are being submitted; and] 

[(iii) a paragraph that describes the type of filing be-
ing submitted, along with any additional information that would aid in 
processing the filing, including the reasons for submitting the filing; 
and] 

[(C) the applicable filing fee as determined by §7.1301 
of this title (relating to Regulatory Fees), unless the filing is made elec-
tronically through the NAIC's System for Electronic Rate and Form 
Filing, in which case the fees should not be attached to the filing. For 
filings made electronically, the department will send an invoice for the 
fees, and the HMO must pay, as provided in §7.1302 of this title (relat-
ing to Billing System).] 

(c) [(4)] Filings requiring approval. After issuance of a cer-
tificate of authority, each HMO must file with the commissioner, using 
the method specified below, a written request to implement or modify 
the following operations or documents and receive the commissioner's 
approval before putting the modifications into effect: 

(1) as provided in Chapter 3, Subchapter A, of this title: 

[(A) electronically through the NAIC's System for 
Electronic Rate and Form Filing:] 

(A) [(i)] evidence of coverage filings, as described in 
§11.501 of this title (relating to Contents of the Evidence of Coverage); 

(B) [(ii)] a description and a map of the service area, 
with key and scale, which must identify the county or counties or por-
tions of counties to be served; 

(C) [(iii)] the written description of health care plan 
terms and conditions made available to any current or prospective 
group contract holder and current or prospective enrollee of the HMO, 
including the member handbook for all plans other than Children's 
Health Insurance Program (CHIP) plans in compliance with the 
requirements of Insurance Code §843.201, [(]concerning Disclosure 
of Information About Health Care Plan Terms,[)] and §11.1600 of 
this title (relating to Information to Prospective and Current Contract 
Holders and Enrollees); and 

(D) [(iv)] any material change in the HMO's emergency 
care procedures; 

[(B) on paper or electronically through the NAIC's Sys-
tem for Electronic Rate and Form Filing or any other method acceptable 
to the department:] 

(E) [(i)] any material change in network configuration; 
and 

(F) [(ii)] if a material change in the network configura-
tion results in the HMO's inability to comply with the network ade-
quacy standards described in §11.1607 of this title (relating to Acces-

sibility and Availability Requirements), an access plan that complies 
with that section; 

(2) [(C)] as provided in §7.201 of this title (relating to 
Forms Filings): 

(A) [(i)] the form of all contracts described in 
§11.204(14)(A), (C), (D), and (E) of this title, including any amend-
ments to those contracts and prior notification of the cancellation of 
any management contracts in §11.204(14)(E) of this title; 

(B) [(ii)] the form of all contracts or subcontracts 
between affiliated physician and provider groups with the individual 
members of the groups providing health care services to the HMO's 
enrollees described in §11.204(14)(B) of this title, including any 
amendments to those contracts; 

(C) [(iii)] any new or revised loan agreements or 
amendments documenting loans made by the HMO to any affiliated 
person or to any medical or other health care physician or provider, 
whether providing services currently, previously, or potentially in the 
future,[;] and any guarantees of any affiliated person's, physician's, or 
provider's obligations to any third party; 

(D) [(iv)] any agreement by which an affiliate agrees to 
handle an HMO's investments under §11.806 of this title (relating to 
Investment Management by Affiliate Corporation); 

(E) [(v)] any change in the physical address of the books 
and records described in §11.205 of this title (relating to Additional 
Documents to be Available for Review); 

(F) [(vi)] any change to any of the requirements for 
guarantees under §11.810 of this title (relating to Guarantee from a 
Sponsoring Organization); 

(G) [(vii)] any insurance contracts or amendments, 
guarantees, or other protection against insolvency, including the 
stop-loss or reinsurance agreements, if changing the carrier or de-
scription of coverage, between the HMO and affiliates, as described in 
§11.204(16) of this title; and 

(H) [(viii)] modifications to any type of affiliate com-
pensation arrangements, such as compensation based on fee-for-ser-
vice arrangements, risk-sharing arrangements, or capitated risk 
arrangements, made to physicians and providers in exchange for 
the provision of, or the arrangement to provide health care services 
to, enrollees, including any financial incentives for physicians and 
providers; 

(3) [(D)] as provided in §11.203(a) of this title, a copy of 
any proposed amendment to basic organizational documents, bylaws, 
rules, or any similar document regulating the conduct of the internal 
affairs of the applicant and, if the approved amendment must be filed 
with the secretary of state, a certified copy of the amendment with the 
file mark of the secretary of state; and 

(4) [(E)] as provided in Chapter 11, Subchapter B, of this 
title (relating to Name Application Procedure), any name or assumed 
name on a form, as specified in §11.105 of this title (relating to Use of 
the Term "HMO," Service Marks, Trademarks, Assumed Name). 

(d) [(5)] Filings for review or information. Material filed un-
der this subsection [paragraph] is not to be considered approved[,] but 
may be subject to review for compliance with Texas law and consis-
tency with other HMO documents. [Each item filed under this para-
graph must be accompanied by a completed HMO certification and 
transmittal form in addition to those attachments required under para-
graph (3) of this section.] Within 30 days of the effective date, an HMO 
must file with the commissioner, for review or information, deletions 
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and modifications to the following previously approved or filed opera-
tions and documents: 

(1) as provided in Chapter 3, Subchapter A, of this title: 

[(A) electronically through the NAIC's System for 
Electronic Rate and Form Filing:] 

(A) [(i)] the formula or method for calculating the 
schedule of charges as specified in Chapter 11, Subchapter H, of this 
title (relating to Schedule of Charges); 

(B) [(ii)] any modification of drug coverage under In-
surance Code §1369.0541, [(]concerning Modification of Drug Cover-
age Under Plan[)]; and 

(C) [(iii)] the member handbook for CHIP plans, to-
gether with a certification from the HMO that the handbook has been 
approved by the Texas Health and Human Services Commission and a 
copy of the document approving the handbook; 

[(B) on paper or electronically through the NAIC's Sys-
tem for Electronic Rate and Form Filing or any other method acceptable 
to the department:] 

(D) [(i)] a copy of the form of any new contract or sub-
contract or any substantive change to previously filed copies of forms of 
all contracts between the HMO and any physician or provider described 
in §11.204(14)(B) of this title, and copies of forms of all contracts be-
tween the HMO and an insurer or group hospital service corporation 
to offer indemnity benefits, whether used with all contracts or on an 
individual basis. All copies of amended contracts must be marked to 
indicate revisions. In addition, the HMO must answer all questions 
listed on the HMO certification and transmittal form; 

(E) [(ii)] a copy of the executed agreement between the 
HMO and any delegated entities and delegated networks as defined in 
§11.2602 of this title (relating to Definitions); and 

(F) [(iii)] any change in the quality assurance program, 
including the peer review program, as required by Insurance Code 
§843.082(1), [(]concerning Requirements for Approval of Applica-
tion,[)] or §843.102, [(]concerning Health Maintenance Organization 
Quality Assurance[)], with descriptions of arrangements for sharing 
pertinent medical records between physicians and providers contract-
ing or subcontracting under §11.204(14)(B) of this title with the HMO 
and ensuring the records' confidentiality; 

(2) [(C)] as provided in §7.201 of this title, a copy of any 
notice of cancellation of fidelity bonds, new fidelity bonds, or amend-
ments to fidelity bonds, for officers and employees, including notarized 
certification by the corporate secretary or corporate president that the 
material is true, accurate, and complete, as described in §11.204(7) and 
(14)(D) of this title; 

(3) [(D)] as provided in §11.203(a) of this title: 

(A) [(i)] a list of officers and directors and a biographi-
cal data sheet for each person listed on the officers and directors page 
under Insurance Code §843.078(b), [(]concerning Contents of Appli-
cation,[)] and biographical data forms in §11.204(5)(A), (B), and (C) 
of this title; and 

(B) [(ii)] any change of the certificate of authority for a 
domestic or foreign HMO[,] and, if a foreign HMO, a certified copy of 
the certificate of authority and power of attorney. 

(e) [(6)] Approval period. Any modification for which the 
commissioner's approval is required may be considered approved, un-
less it is disapproved within 30 days from the date the filing is deter-
mined by the department to be complete. The commissioner may post-

pone the action for a period not to exceed 30 days, as necessary for 
proper consideration. The department will notify the HMO in writing 
if it postpones a decision on a modification. 

(f) [(7)] Approval, disapproval, and requests for corrections 
[pending]. 

(1) [(A)] Filings requiring approval under subsection 
(c)(1)(A) - (C) [paragraph (4)(A)(i)- (iii)] of this section will be 
approved or disapproved in writing within the period set forth in 
subsection (e) [paragraph (6)] of this section unless, before the depart-
ment's issuance of notice of proposed negative action under §1.704(a) 
of this title (relating to Summary Procedure; Notice), the HMO has 
been contacted by the department regarding corrections or additional 
information necessary for commissioner's approval, and files a written 
consent to waive the approval period with the department. 

(2) [(B)] The department may waive the approval period 
on its receipt of the HMO's written consent. 

[(C) The department may hold the filing in a pending 
status for a reasonable period, but not more than 15 calendar days after 
the date of the department's request.] 

(3) [(D)] Consistent with §3.23 of this title (relating to Ac-
ceptance, Rejection, and Disposition of Filings), if [If] the HMO has 
not addressed the department's request for corrections or additional in-
formation within 10 business days, then the department may consider 
the filing withdrawn from review [15 calendar days, then the HMO 
may withdraw the filing before the end of the applicable review pe-
riod, which is either the 30th day after filing or the 60th day after filing 
for an extended review period]. 

§11.302. Service Area Expansion or Reduction Applications. 
(a) An HMO must file an application with the department for 

approval before the HMO may expand or reduce an existing service 
area[, reduce an existing service area,] or add a new service area. 

(b) For the purposes of an application to expand or reduce an 
existing service area[, reduce an existing service area,] or add a new 
service area, an HMO must file the following items: 

(1) a description and a map with key and scale, showing 
both the currently approved service area and the proposed new service 
area, as required by §11.204(13) of this title (relating to Contents); 

(2) network configuration information, as required by 
§11.204(19) of this title; 

(3) combined financial projections, as described in 
§11.204(10)(B) of this title, including a breakdown of the income 
statement for existing business, and the effect of the proposed service 
area expansion or reduction; and 

(4) if any of the items specified in §11.301 of this title (re-
lating to Filing Requirements) are changed by a service area expansion 
or reduction application, the new item or any amendments to an exist-
ing item must be filed as specified in §11.301 [for approval or filed for 
information, as outlined in §11.301(4) and (5)] of this title. 

(c) The department will not accept an application for review 
until the application is complete. An application to modify the cer-
tificate of authority that requires the commissioner's approval under 
Insurance Code §843.080, [(]concerning Modification or Amendment 
of Application Information, [)] or Chapter 1271, Subchapter C, 
[(]concerning Commissioner Approval,[)] is considered complete 
when all information required by §11.301 of this title; this section; and 
Chapter 11, Subchapter T, of this title (relating to Quality of Care) that 
is reasonably necessary for a final determination by the department 
has been filed with the department. 
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(d) Before consideration of a service area expansion or reduc-
tion application, an HMO must comply with the requirements of Chap-
ter 11, Subchapter T, of this title, in the existing service areas and in the 
proposed service areas. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601804 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER F. EVIDENCE OF COVERAGE 
28 TAC §§11.501 - 11.504, 11.506 

STATUTORY AUTHORITY. 
TDI proposes amendments to §§11.501 - 11.504 and 11.506 un-
der Insurance Code §§843.151, 1271.004, 1501.010, 1702.006, 
and 36.001. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code related to HMOs and ensure that enrollees have adequate 
access to health care services. 
Insurance Code §1271.004 authorizes the commissioner to 
adopt rules necessary to implement the section and meet the 
minimum requirements of federal law, including regulations. 
Insurance Code §1501.010 directs the commissioner to adopt 
rules necessary to implement Insurance Code Chapter 1501 and 
meet the minimum requirements of federal law, including regu-
lations. 
Insurance Code §1702.006 authorizes the commissioner to 
adopt reasonable rules necessary to implement Insurance Code 
Chapter 1702. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §§11.501 - 11.504 and 11.506 implement 
Insurance Code Chapters 843 and 1271. The amendments to 
§11.504 implement Insurance Code Chapter 1702. The amend-
ments to §11.506 implement Insurance Code §§1271.103, 
1501.157 and 1501.607. 
§11.501. Contents of the Evidence of Coverage. 

(a) An evidence of coverage or an amendment to an evidence 
of coverage may not be issued, delivered, or used in Texas unless it 
has been filed for review and has received the approval of the commis-
sioner. The following forms are always considered to be part of the 
evidence of coverage: 

(1) group agreement; 

(2) certificate issued to each subscriber who is enrolled 
through a group (the same form may be used as both the group 
agreement and the group certificate); 

(3) conversion and individual agreements; 

(4) group, conversion, and individual applications for cov-
erage; 

(5) group subscriber enrollment form; 

(6) riders, endorsements, amendments, and letters of agree-
ment; 

(7) matrix filings; 

(8) schedule of benefits; and 

(9) any other form attached to or made a part of the evi-
dence of coverage. 

(b) Each of the forms described in subsection (a) of this sec-
tion must be identified with a unique form number and individually 
approved by the commissioner before being issued, delivered, or used 
in Texas, consistent with the filing requirements under Chapter 3, Sub-
chapter A, of this title (relating to Submission Requirements for Fil-
ings and Departmental Actions Related to Such Filings). [Each form 
described in subsection (a) of this section will be considered a separate 
evidence of coverage filing and, except as provided in subsection (c) 
of this section, is subject to the filing fee prescribed in §7.1301(g)(4) 
of this title (relating to Regulatory Fees) for initial submissions.] 

[(c) The filing fee for matrix filings is $100 per individual ev-
idence of coverage provision, with a maximum fee of $500, whether 
the filing is an initial submission or a resubmission.] 

§11.502. Filing Requirements for Evidence of Coverage Filed as Part 
of an Application for a Certificate of Authority. 

(a) The filing and formatting requirements of §11.301[(1)(B) 
and (2)(A)] of this title (relating to Filing Requirements) and Chapter 
3, Subchapter A, (relating to Submission Requirements for Filings and 
Departmental Actions Related to Such Filings) apply to an evidence 
of coverage[,] when filed as part of the application for a certificate of 
authority. 

(b) During the review period, an applicant must submit each 
new page or form reflecting any revisions. 

(c) No later than the 10th calendar day after approval or is-
suance of a certificate of authority, an HMO must file a clean, final 
version of the evidence of coverage with revisions and a copy of the 
original version of the evidence of coverage showing the new or re-
vised text as redlined. The submission must include: 

(1) an explanation that the evidence of coverage was sub-
mitted as part of the application for a certificate of authority and is being 
submitted in compliance with subsection (c) of this section; 

(2) a certification that the forms are without deviation and 
are the exact final evidence of coverage versions that resulted in ap-
proval of the certificate of authority application; and 

(3) the final version of an approved service area description 
and map as attached to the evidence of coverage, with key and scale, 
which must identify the county or counties or portions of counties to 
be served. 

(d) Any discrepancy in content between the final document to 
be issued and the approved version is grounds for revocation of a cer-
tificate of authority. 

§11.503. Filing Requirements for Evidence of Coverage after Receipt 
of Certificate of Authority. 

PROPOSED RULES May 8, 2026 51 TexReg 3065 



(a) After receipt of a certificate of authority, no evidence of 
coverage filing may be amended or altered in any manner, and no new 
evidence of coverage filing may be used, unless the proposed new or 
revised evidence of coverage filing has been filed for review and has 
received the commissioner's approval [of the commissioner]. The evi-
dence of coverage must be filed as provided in Chapter 3, Subchapter 
A, of this title (relating to Submission Requirements for Filings and 
Departmental Actions Related to Such Filings) and §11.301 of this ti-
tle (relating to Filing Requirements). 

(b) The department will notify the HMO of the department's 
action in compliance with §1.704 of this title (relating to Summary 
Procedure; Notice). 

(c) The department will base its approval or disapproval on the 
content of drafts submitted to the department. [Filings must comply 
with the specifications described in §11.505 of this title (relating to 
Specifications for the Evidence of Coverage and Matrix Filings).] Any 
discrepancy in content between the final document to be issued and the 
approved draft is grounds for revocation of the certificate of authority. 

[(d) The review period for an evidence of coverage filing be-
gins on the date an acceptable, typed draft of the form is received.] 

[(e) The review period may be extended on 30-days written 
notice of extension to the HMO before the expiration of the initial re-
view period.] 

[(f) At the end of the review period, the evidence of coverage 
filing is considered approved unless it has already been withdrawn, af-
firmatively approved, or disapproved by the commissioner.] 

§11.504. Disapproval of Evidence of Coverage. 

(a) If the department disapproves any portion of an evidence 
of coverage, the department will specify the reason for the disapproval. 
The department may disapprove any form or withdraw any previous 
approval if a form: 

(1) fails to meet the requirements of Insurance Code Chap-
ter 1271, [(]concerning Benefits Provided by Health Maintenance Ev-
idence of Coverage; Charges;[),] this chapter; Chapter 3, Subchapter 
A, of this title (relating to Submission Requirements for Filings and 
Departmental Actions Related to Such Filings); [,] or other applicable 
statutes and regulations; 

(2) does not properly describe the services and benefits; 

(3) contains any statements that are unclear, untrue, unjust, 
unfair, inequitable, misleading, or deceptive or that violate Insurance 
Code Chapters 541, [(]concerning Unfair Methods of Competition 
and Unfair or Deceptive Acts or Practices;[),] 542, [(]concerning 
Processing and Settlement of Claims;[),] 543, [(]concerning Prohibited 
Practices Related to Policy or Certificate of Membership;[),] 544, 
[(]concerning Prohibited Discrimination;[), or] 547, [(]concerning 
False Advertising by Unauthorized Insurers;[),] or Insurance Code 
Chapter 1702, concerning Regulation Of Certain Trade Practices, or 
any other applicable laws [law] or regulations; 

(4) provides services or benefits that are too restrictive to 
achieve the form's purpose [for which the form was designed]; 

(5) fails to attain a reasonable degree of readability, sim-
plicity, and conciseness; 

(6) provides services or benefits or contains other provi-
sions that would endanger the solvency of the issuing HMO; or 

(7) is contrary to the laws or policies [law or policy] of this 
state. 

(b) If the department disapproves a form, the HMO may file 
a written request for a hearing on the matter under Insurance Code 
§1271.102, [(]concerning Procedures for Approval of Form of Evi-
dence of Coverage or Group Contract; Withdrawal of Approval[)]. 

§11.506. Mandatory Contractual Provisions; Group, Individual, and 
Conversion Agreement and Group Certificate. 

(a) Each enrollee residing in Texas is entitled to an evidence of 
coverage under a health care plan. An HMO may deliver the evidence 
of coverage electronically but must provide a paper copy on request. 

(b) Each group, individual, and conversion contract and group 
certificate must contain the following provisions: 

(1) Face page. Where applicable, the HMO's name, ad-
dress, website address, and phone number [of the HMO] must appear. 
The toll-free number referred to in Insurance Code §521.102, concern-
ing Health Maintenance Organization or Insurer Toll-Free Number for 
Information and Complaints, must appear on the face page. 

(A) The face page of an agreement is the first page that 
contains any written material. 

(B) If the agreements or certificates are in booklet form, 
the first page inside the cover is considered the face page. 

(C) The HMO must provide the information regarding 
the toll-free number referred to in Insurance Code Chapter 521, 
Subchapter C, concerning Health Maintenance Organization or Insurer 
Toll-Free Number for Information and Complaints, in compliance 
with §1.601 of this title (relating to Notice of Toll-Free Telephone 
Numbers and Information and Complaint Procedures). 

(2) Benefits. A schedule of all health care services that are 
available to enrollees under the basic, limited, or single service plan 
must be included, together with any copayments or deductibles and a 
description of where and how to obtain services. An HMO may use a 
variable copayment or deductible schedule. The schedule must clearly 
indicate the benefit it applies to [which it applies]. 

(A) Copayments. An HMO may require copayments to 
supplement payment for health care services. 

(i) Each basic health care service HMO may estab-
lish one or more reasonable copayment options. A reasonable copay-
ment option may not exceed 50% of the total cost of services provided. 

(ii) A basic health care service HMO may not im-
pose copayment charges on any enrollee in any calendar year[,] when 
the copayments made by the enrollee in that calendar year total 200% 
of the total annual premium cost that [which] is required to be paid by 
or on behalf of that enrollee. This limitation applies only if the en-
rollee demonstrates that copayments in that amount have been paid in 
that year. 

(iii) The HMO must state the copayment;[,] the limit 
on enrollee copayments;[,] and the enrollee reporting responsibility in 
the group, individual, or conversion agreement and group certificate. 

(B) Deductibles. A deductible must be for a specific 
dollar amount of the cost of the basic, limited, or single health care 
service. Except for a consumer choice benefit plan authorized by In-
surance Code Chapter 1507, concerning Consumer Choice of Benefits 
Plans, an HMO may not charge a deductible for services received in 
the HMO's delivery network. Except in cases involving emergency 
care and services that are not available in the HMO's delivery net-
work, as described in §11.1611 of this title (relating to Out-of-Network 
Claims; Non-Network Physicians and Providers), an HMO may charge 
an out-of-network deductible for services performed out of the HMO's 

51 TexReg 3066 May 8, 2026 Texas Register 



service area or for services performed by a physician or provider who 
is not in the HMO's delivery network. 

(C) Facility-based physicians or other health care prac-
titioners. In compliance with Insurance Code §1456.003, concerning 
Required Disclosure: Health Benefit Plan, a statement must be in-
cluded that is consistent with §21.4903 of this title (relating to Out-of-
Network Notice and Disclosure Requirements) and that provides no-
tice that: 

(i) a facility-based physician or other health care 
practitioner may not be included in the health benefit plan's provider 
network; 

(ii) unless the enrollee elects to receive out-of-net-
work care and signs a waiver of balance billing protections, a non-net-
work facility-based physician or other health care practitioner may not 
balance bill the enrollee for amounts not paid by the health benefit plan 
for covered services or supplies provided in a network facility; and 

(iii) if the enrollee receives a balance bill, the en-
rollee should contact the HMO. 

(D) Immunizations. An HMO may not charge a copay-
ment or deductible for immunizations as described in Insurance Code 
Chapter 1367, Subchapter B, concerning Childhood Immunizations, 
for a child from birth through the date the child is 6 years of age, except 
that a small employer health benefit plan as defined by Insurance Code 
§1501.002, concerning Definitions, that covers the immunizations may 
charge a copayment, and a consumer choice benefit plan under Insur-
ance Code Chapter 1507 may charge a copayment and a deductible. 

(3) Cancellation and nonrenewal. A statement must be in-
cluded that specifies the following grounds for cancellation and nonre-
newal of coverage and the minimum notice period that will apply. 

(A) Unless otherwise prohibited by law, an HMO may 
cancel coverage of a subscriber in a group and the subscriber's enrolled 
dependents under circumstances described in this subparagraph, as [so] 
long as the circumstances do not include health status-related factors: 

(i) for nonpayment of amounts due under the con-
tract, after not less than 30-days' written notice, except no additional 
written notice will be required for failure to pay premium; 

(ii) after not less than 15-days' written notice, in the 
case of fraud or intentional misrepresentation of a material fact, except 
as described in paragraph (13) of this subsection; 

(iii) after not less than 15-days' written notice, in the 
case of fraud in the use of services or facilities; 

(iv) immediately, subject to continuation of cover-
age and conversion privilege provisions, if applicable, for failure to 
meet eligibility requirements other than the requirement that the sub-
scriber reside, live, or work in the service area; and 

(v) after not less than 30-days' written notice, where 
the subscriber does not reside, live, or work in the HMO's service area 
[of the HMO] or area [for which] the HMO is authorized to do business 
in, but only if the HMO terminates coverage uniformly without regard 
to any health status-related factor of enrollees, except that an HMO 
may not cancel coverage for a child who is the subject of a medical 
support order because the child does not reside, live, or work in the 
service area. 

(B) An HMO may cancel a group under circumstances 
described below, unless otherwise prohibited by law: 

(i) for nonpayment of premium, at the end of the 
grace period as described in paragraph (12) of this subsection; 

(ii) in the case of fraud on the part of the group, after 
15-days' written notice; 

(iii) for employer groups, for violation of participa-
tion or contribution rules, under §26.8 of this title (relating to Guaran-
teed Issue; Contribution and Participation Requirements) and §26.303 
of this title (relating to Coverage Requirements); 

(iv) for employer groups, under §26.16 of this title 
(relating to Refusal to Renew and Application to Reenter Small Em-
ployer Market) and §26.309 of this title (relating to Refusal to Renew 
and Application to Reenter Large Employer Market) on discontinuance 
of: 

(I) each of its small or large employer coverages; 
or 

(II) a particular type of small or large employer 
coverage; 

(v) where no enrollee resides, lives, or works in the 
HMO's service area [of the HMO] or area [for which] the HMO is 
authorized to do business in, but only if the coverage is terminated 
uniformly without regard to any health status-related factor of enrollees 
after 30-days' written notice; and 

(vi) if an employer's membership [of an employer] 
in an association ceases, and if coverage is terminated uniformly with-
out regard to the health status of an enrollee, after 30-days' written no-
tice. 

(C) A group or individual contract holder may cancel 
a contract in the case of a material change by the HMO to any pro-
visions required to be disclosed to contract holders or enrollees under 
this chapter or other law after not less than 30-days' written notice to 
the HMO. 

(D) Unless otherwise prohibited by law, an [An] HMO 
may cancel an individual contract [under circumstances described be-
low, unless otherwise prohibited by law]: 

(i) for nonpayment of premiums under the terms of 
the contract, including any timeliness provisions, without written no-
tice, subject to paragraph (12) of this subsection; 

(ii) in the case of fraud or intentional material mis-
representation, except as described in paragraph (13) of this subsection, 
after not less than 15-days' written notice; 

(iii) in the case of fraud in the use of services or fa-
cilities, after not less than 15-days' written notice; 

(iv) after not less than 30-days' written notice where 
the subscriber does not reside, live, or work in the HMO's service area 
[of the HMO] or area [in which] the HMO is authorized to do business 
in, but only if coverage is terminated uniformly without regard to any 
health status-related factor of enrollees, except that an HMO may not 
cancel coverage for a child who is the subject of a medical support order 
because the child does not reside, live, or work in the service area; 

(v) in case of termination by discontinuance of a par-
ticular type of individual coverage by the HMO in that service area, but 
only if coverage is discontinued uniformly without regard to health sta-
tus-related factors of enrollees and dependents of enrollees who may 
become eligible for coverage, after 90-days' written notice, in which 
case the HMO must offer to each enrollee on a guaranteed-issue basis 
any other individual basic health care coverage offered by the HMO in 
that service area; and 

(vi) in case of termination by discontinuance of all 
individual basic health care coverage by the HMO in that service area, 
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but only if coverage is discontinued uniformly without regard to health 
status-related factors of enrollees and dependents of enrollees who may 
become eligible for coverage, after 180-days' written notice to the com-
missioner and the enrollees, in which case the HMO may not re-enter 
the individual market in that service area for five years beginning on 
the date of discontinuance of the last coverage not renewed. 

(4) Claim payment procedure. A provision that sets forth 
the procedure for paying claims, including any time frame for pay-
ment of claims that must comply with Insurance Code Chapter 542, 
Subchapter B, concerning Prompt Payment of Claims; Insurance Code 
§1271.005, concerning Applicability of Other Law; and rules adopted 
under these Insurance Code provisions. 

(5) Complaint and appeal procedures. A description of the 
HMO's complaint and appeal process available to complainants, in-
cluding internal adverse determination appeal and independent review 
procedures under Insurance Code Chapter 4201, concerning Utilization 
Review Agents, and Chapter 19, Subchapter R, of this title (relating to 
Utilization Reviews for Health Care Provided Under a Health Benefit 
Plan or Health Insurance Policy). 

(6) Definitions. A provision defining any words in the evi-
dence of coverage that have other than the usual meaning. Definitions 
must be in alphabetical order. 

(7) Effective date. A statement of the effective date re-
quirements of various kinds of enrollees. 

(8) Eligibility. A statement of the eligibility requirements 
for membership. 

(A) The statement must provide that the subscriber 
must reside, live, or work in the service area and the legal residence 
of any enrolled dependents must be the same as the subscriber, or 
the subscriber must reside, live, or work in the service area and the 
residence of any enrolled dependents must be: 

(i) in the service area with the person having tempo-
rary or permanent conservatorship or guardianship of the dependents, 
including adoptees or children who have become the subject of a suit 
for adoption by the enrollee, where the subscriber has legal responsi-
bility for the health care of the dependents; 

(ii) in the service area under other circumstances 
where the subscriber is legally responsible for the health care of the 
dependents; 

(iii) in the service area with the subscriber's spouse; 
or 

(iv) anywhere in the United States for a child whose 
coverage under a plan is required by a medical support order. 

(B) The statement must provide the conditions under 
which dependent enrollees may be added to those originally covered. 

(C) The statement must describe any limiting age for 
subscriber and dependents. 

(D) The statement must provide a clear statement re-
garding the coverage of newborn children. 

(i) No evidence of coverage may contain any pro-
vision excluding or limiting coverage for a newborn child of the sub-
scriber or the subscriber's spouse. 

(ii) Congenital defects must be treated the same as 
any other illness or injury [for which] coverage is provided for. 

(iii) The HMO may require that the subscriber notify 
the HMO not later than the 60th day [during the initial 31 days] after the 

birth of the child and pay any premium required to continue coverage 
for the newborn child. 

(iv) The HMO may not require that a newborn child 
receive health care services only from network physicians or providers 
after the birth if the newborn child is born outside the HMO service 
area due to an emergency or born in a non-network facility to a mother 
who does not have HMO coverage, but it may require that the newborn 
be transferred to a network facility at the HMO's expense and, if appli-
cable, to a network provider when the transfer is medically appropriate 
as determined by the newborn's treating physician. 

(v) A newborn child of the subscriber or subscriber's 
spouse is entitled to coverage during the initial 60 [31] days following 
birth. The HMO must allow an enrollee 60 [31] days after the birth 
of the child to notify the HMO, either verbally or in writing, of the 
addition of the newborn as a covered dependent. 

(E) The statement must include a clear statement re-
garding the coverage of the enrollee's grandchildren that complies with 
Insurance Code §1201.062, concerning Coverage for Certain Children 
in Individual or Group Policy or in Plan or Program, and §1271.006, 
concerning Benefits to Dependent Child and Grandchild. 

(9) Emergency services. A description of how to obtain 
services in emergency situations, including: 

(A) what to do in case of an emergency occurring out-
side or inside the service area; 

(B) a statement of any restrictions or limitations on out-
of-area services; 

(C) a statement that the HMO will provide for any med-
ical screening examination or other evaluation required by state or fed-
eral law that is necessary to determine whether an emergency medical 
condition exists in a hospital emergency facility or comparable facility; 

(D) a statement that necessary emergency care services 
will be provided, including the treatment and stabilization of an emer-
gency medical condition; 

(E) a statement that where stabilization of an emer-
gency condition originated in a hospital emergency facility or in a 
comparable facility, as defined in subparagraph (F) of this paragraph, 
treatment subject to stabilization must be provided to enrollees as 
approved by the HMO, provided that: 

(i) the HMO must approve or deny coverage of post-
stabilization care as requested by a treating physician or provider; and 

(ii) the HMO must approve or deny the treatment 
within the time appropriate to the circumstances relating to the delivery 
of the services and the condition of the patient, but in no case may 
approval or denial exceed one hour from the time of the request; and 

(F) for purposes of this paragraph, "comparable facil-
ity" includes the following: 

(i) any stationary or mobile facility, including[, but 
not limited to,] Level V Trauma Facilities and Rural Health Clinics that 
have licensed or certified or both licensed and certified personnel and 
equipment to provide Advanced Cardiac Life Support consistent with 
American Heart Association and American Trauma Society standards 
of care and a free-standing emergency medical care facility as that term 
is defined in Insurance Code §843.002, concerning Definitions; 

(ii) for purposes of emergency care related to mental 
illness, a mental health facility that can provide 24-hour residential and 
psychiatric services and that is: 
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(I) a facility operated by the Texas Department 
of State Health Services; 

(II) a private mental hospital licensed by the 
Texas Department of State Health Services; 

(III) a community center as defined by Texas 
Health and Safety Code §534.001, concerning Establishment; 

(IV) a facility operated by a community center or 
other entity the Texas Department of State Health Services designates 
to provide mental health services; 

(V) an identifiable part of a general hospital in 
which diagnosis, treatment, and care for persons with mental illness is 
provided and that is licensed by the Texas Department of State Health 
Services; or 

(VI) a hospital operated by a federal agency. 

(10) Entire contract, amendments. A provision stating that 
the form, applications, if any, and any attachments constitute the entire 
contract between the parties and that, to be valid, any change in the 
form must be approved by an officer of the HMO and attached to the 
affected form and that no agent has the authority to change the form or 
waive any of the provisions. 

(11) Exclusions and limitations. A provision setting forth 
any exclusions and limitations on basic, limited, or single health care 
services. 

(12) Grace period. A provision for a grace period of at least 
30 days for the payment of any premium due after the first premium 
payment during which the coverage remains in effect. An HMO may 
add a charge to the premium for late payments received within the grace 
period. 

(A) If payment is not received within the 30 days, cov-
erage may be canceled after the 30th day and the terminated members 
may be held liable for the cost of services received during the grace 
period, if this requirement is disclosed in the agreement. 

(B) Despite subparagraph (A) of this paragraph, provi-
sions regarding the liability of group contract holder for an enrollee's 
premiums must comply with Insurance Code §843.210, concerning 
Terms of Enrollee Eligibility, and §21.4003 of this title (relating to 
Group Policyholder, Group Contract Holder, and Carrier Premium Pay-
ment and Coverage Obligations). 

(13) Incontestability: 

(A) All statements made by the subscriber on the en-
rollment application are considered representations and not warranties. 
The statements are considered truthful and made to the best of the sub-
scriber's knowledge and belief. A statement may not be used in a con-
test to void, cancel, terminate, or nonrenew an enrollee's coverage or 
reduce benefits unless: 

(i) it is in a written enrollment application signed by 
the subscriber; and 

(ii) a signed copy of the enrollment application is or 
has been furnished to the subscriber or the subscriber's personal repre-
sentative. 

(B) An individual contract or group certificate may 
[only] be contested only because of fraud or intentional misrepre-
sentation of material fact made on the enrollment application. For 
small employer coverage, the misrepresentation must be other than a 
misrepresentation related to health status. 

(C) For a group contract or certificate, the HMO may 
increase its premium to the appropriate level if the HMO determines 
that the subscriber made a material misrepresentation of health status 
on the application. The HMO must provide the contract holder 31-days' 
prior written notice of any premium rate change. 

(14) Out-of-network services. Each contract between an 
HMO and a contract holder must provide that if medically necessary 
covered services are not available through network physicians or 
providers, the HMO must, on the request of a network physician or 
provider, within the time appropriate to the circumstances relating 
to the delivery of the services and the condition of the patient, but 
in no event to exceed five business days after receipt of reasonably 
requested documentation, allow a referral to a non-network physician 
or provider and must fully reimburse the non-network provider at the 
usual and customary or an agreed rate. 

(A) For purposes of determining whether medically 
necessary covered services are available through network physicians 
or providers, the HMO must offer its entire network, rather than 
limited provider networks within the HMO delivery network. 

(B) The HMO may not require the enrollee to change 
primary care physician or specialist providers to receive medically 
necessary covered services that are not available within the limited 
provider network. 

(C) Each contract must further provide for a review by 
a specialist of the same or similar specialty as the type of physician or 
provider to whom a referral is requested before the HMO may deny a 
referral. 

(15) Schedule of charges. A statement that discloses the 
HMO's right to change the rate charged with 60-days' written notice 
under Insurance Code §843.2071, concerning Notice of Increase in 
Charge for Coverage, and Insurance Code Chapter 1254, concerning 
Notice of Rate Increase for Group Health and Accident Coverage. 

(16) Service area. A description and a map of the service 
area, with key and scale, that identifies the county, or counties, or por-
tions of counties to be served, and indicates primary care physicians, 
hospitals, and emergency care sites. A ZIP code map and a physician 
and provider list may be used to meet the requirement. 

(17) Termination due to attaining limiting age. A provision 
that a child's attainment of a limiting age does not operate to terminate 
the child's coverage while that child is incapable of self-sustaining em-
ployment due to intellectual disability or physical disability, and chiefly 
dependent on the subscriber for support and maintenance. The HMO 
may require the subscriber to furnish proof of incapacity and depen-
dency within 31 days of the child's attainment of the limiting age and 
subsequently as required, but not more frequently than annually fol-
lowing the child's attainment of the limiting age. 

(18) Termination due to student dependent's change in sta-
tus. A provision regarding coverage of student dependents that com-
plies with Insurance Code Chapter 1503, concerning Coverage of Cer-
tain Students, if applicable. 

(19) Conformity with state law. A provision that if the 
agreement or certificate contains any provision or part of a provision 
not in conformity with Insurance Code Chapter 1271, concerning Ben-
efits Provided by Health Maintenance Organizations; Evidence of Cov-
erage; Charges, or other applicable laws, the remaining provisions and 
parts of provisions that can be given effect without the invalid provision 
or part of a provision are not rendered invalid but must be construed and 
applied as if they were in full compliance with Insurance Code Chapter 
1271 and other applicable laws. 
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(20) Conformity with Medicare supplement minimum 
standards and long-term care minimum standards. Each group, indi-
vidual, and conversion agreement, and group certificate must comply 
with Chapter 3, Subchapter T, of this title (relating to Minimum 
Standards for Medicare Supplement Policies), referred to in this 
paragraph as Medicare supplement rules, and Chapter 3, Subchapter 
Y, of this title (relating to Standards for Long-Term Care Insurance, 
Non-Partnership and Partnership Long-Term Care Insurance Coverage 
Under Individual and Group Policies and Annuity Contracts, and Life 
Insurance Policies That Provide Long-Term Care Benefits Within the 
Policy), referred to in this paragraph as long-term care rules, where 
applicable. If there is a conflict between the Medicare supplement 
or long-term care rules, or both, and the HMO rules, the Medicare 
supplement or long-term care rules will govern to the exclusion of the 
conflicting provisions of the HMO rules. Where there is no conflict, 
an HMO must follow the Medicare supplement, the long-term care 
rules, and the HMO rules where applicable. 

(21) Nonprimary care physician specialist as primary care 
physician. A provision that allows enrollees with chronic, disabling, or 
life-threatening [life threatening] illnesses to apply to the HMO's med-
ical director to use a nonprimary care physician specialist as a primary 
care physician as set out in Insurance Code §1271.201, concerning Des-
ignation of Specialist as Primary Care Physician. 

(22) Selected obstetrician or gynecologist. Group, individ-
ual, and conversion agreements, and group certificates, except small 
employer health benefit plans as defined by Insurance Code §1501.002, 
must contain a provision that permits an enrollee to select, in addition 
to a primary care physician, an obstetrician or gynecologist to provide 
health care services within the scope of the professional specialty prac-
tice of a properly credentialed obstetrician or gynecologist, and sub-
ject to the provisions of Insurance Code Chapter 1451, Subchapter F, 
concerning Access to Obstetrical or Gynecological Care. An HMO 
may not prevent an enrollee from selecting a family physician, internal 
medicine physician, or other qualified physician to provide obstetrical 
or gynecological care. 

(A) An HMO must permit an enrollee who selects an 
obstetrician or gynecologist direct access to the health care services of 
the selected obstetrician or gynecologist without a referral by the en-
rollee's primary care physician or prior authorization or precertification 
from the HMO. 

(B) Access to the health care services of an obstetrician 
or gynecologist includes: 

(i) one well-woman examination per year; 

(ii) care related to pregnancy; 

(iii) care for all active gynecological conditions; and 

(iv) diagnosis, treatment, and referral to a special-
ist within the HMO's network for any disease or condition within the 
scope of the selected professional practice of a properly credentialed 
obstetrician or gynecologist, including treatment of medical conditions 
concerning breasts. 

(C) An HMO may require an enrollee who selects an 
obstetrician or gynecologist to select the obstetrician or gynecologist 
from within the limited provider network to which the enrollee's pri-
mary care physician belongs. 

(D) An HMO may require a selected obstetrician or gy-
necologist to forward information concerning the medical care of the 
patient to the primary care physician. However, the HMO may not 
impose any penalty, financial or otherwise, on the obstetrician or gy-
necologist for failure to provide this information if the obstetrician or 

gynecologist has made a reasonable and good-faith effort to provide 
the information to the primary care physician. 

(E) An HMO may limit an enrollee in the plan to self-re-
ferral to one participating obstetrician and gynecologist for both gyne-
cological care and obstetrical care. The limitation must not affect the 
right of the enrollee to select the physician who provides that care. 

(F) An HMO must include in its enrollment form a 
space in which an enrollee may select an obstetrician or gynecologist 
as set forth in Insurance Code Chapter 1451, Subchapter F. The 
enrollment form must specify that the enrollee is not required to select 
an obstetrician or gynecologist[,] but may instead receive obstetrical 
or gynecological services from the enrollee's primary care physician or 
primary care provider. The enrollee must have the right at all times to 
select or change a selected obstetrician or gynecologist. An HMO may 
limit an enrollee's request to change an obstetrician or gynecologist to 
no more than four changes in any 12-month period. 

(G) An enrollee who elects to receive obstetrical or gy-
necological services from a primary care physician (a family physician, 
internal medicine physician, or other qualified physician) must adhere 
to the HMO's standard referral protocol when accessing other specialty 
obstetrical or gynecological services. 

(23) Diagnosis of Alzheimer's disease. An HMO that pro-
vides for the treatment of Alzheimer's disease must provide that a clin-
ical diagnosis of Alzheimer's disease under Insurance Code Chapter 
1354, concerning Eligibility for Benefits for Alzheimer's Disease, by 
a physician licensed in this state satisfies any requirement for demon-
strable proof of organic disease. 

(24) Drug coverage. An agreement that covers prescrip-
tion drugs must comply with Insurance Code Chapter 1369, concern-
ing Benefits Related to Prescription Drugs and Devices and Related 
Services, and Chapter 21, Subchapter V, of this title (relating to Phar-
macy Benefits), as applicable. 

(25) Inpatient care by nonprimary care physician. If an 
HMO or limited provider network provides for an enrollee's care by a 
physician other than the enrollee's primary care physician while the en-
rollee is in an inpatient facility, for example, hospital or skilled nursing 
facility, a provision that on admission to the inpatient facility a physi-
cian other than the primary care physician may direct and oversee the 
enrollee's care. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601805 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 
28 TAC §11.505 

STATUTORY AUTHORITY. 
TDI proposes the repeal of §11.505 under Insurance Code 
§§843.151 and 36.001. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
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Code related to HMOs and ensure adequate access to health 
care services. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The repeal of §11.505 implements Insurance Code Chapter 
1271. 
§11.505. Specifications for Evidence of Coverage Including Insert 
Pages and Matrix Filings. 
The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601818 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER H. SCHEDULE OF CHARGES 
28 TAC §11.701 

STATUTORY AUTHORITY. 
TDI proposes amendments to §11.701 under Insurance Code 
§§843.151, 1271.253, 1698.051, and 36.001. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code as applicable to HMOs, including Insurance Code Chapter 
1271. 
Insurance Code §1271.253 provides that the commissioner may 
require the submission of any relevant information the commis-
sioner considers necessary in determining whether to approve 
or disapprove a filing under Insurance Code Chapter 1271, Sub-
chapter F. 
Insurance Code §1698.051 requires that the commissioner by 
rule establish a process under which the commissioner will re-
view individual and small group health benefit plan rates and 
rate changes for compliance with Insurance Code Chapter 1698 
and other applicable state and federal laws, including 42 USC 
§§300gg, 300gg-94, and 18032(c) and those sections' imple-
menting regulations, including rules establishing geographic rat-
ing areas. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §11.701 implement Insurance Code Chap-
ter 1271 and Chapter 1698. 
§11.701. Schedule of Charges Must be Filed Before Use. 

(a) No schedule of charges, formula, or method for calculat-
ing the schedule of charges may be used until a copy of the formula or 

method for calculating the schedule of charges with supporting docu-
mentation has been filed with the commissioner, as required by §11.703 
of this title (relating to Filings and Supporting Documentation) and 
consistent with Chapter 3, Subchapter A of this title (relating to Sub-
mission Requirements For Filings and Departmental Actions Related 
to Such Filing). 

(b) The schedule of charges must include all charges made for 
group, conversion, or individual coverage. 

(c) Any applicable schedule of charges must comply with the 
requirements under Chapter 3, Subchapter F, of this title (relating to 
Rate Review for Health Benefit Plans). 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601806 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER J. PHYSICIAN AND 
PROVIDER CONTRACTS AND ARRANGE-
MENTS 
28 TAC §11.901, §11.902 

STATUTORY AUTHORITY. 
TDI proposes amendments to §11.901 and §11.902 under Insur-
ance Code §§843.151, 4151.006, and 36.001. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code related to HMOs and ensure that enrollees have adequate 
access to health care services. 
Insurance Code §4151.006 authorizes the commissioner to 
adopt rules that are fair, reasonable, and appropriate to augment 
and implement Insurance Code Chapter 4151, including rules 
establishing required contract provisions. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendment to §11.901(b)(12) implements Insurance Code 
§1203.153 The amendment to §11.901(h) implements Insurance 
Code Chapter 1369 and SB 1236. Section 11.901(i) implements 
Chapter 1451, Subchapter D. Section 11.902(a)(7) implements 
§1451.1545 and §1451.157. The amendment to §11.902(a)(8) 
implements Insurance Code §4151.155. The amendment to 
§11.902(b) implements Insurance Code §832.322. 
§11.901. Required and Prohibited Provisions. 

(a) Physician and provider contracts, subcontracts, and ar-
rangements must include provisions regarding a hold-harmless clause 
as described in Insurance Code §843.361, concerning Enrollees Held 
Harmless. 
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(1) A hold-harmless clause is a provision in a physician or 
health care provider agreement that obligates the physician or provider 
to look only to the HMO and not its enrollees for payment for covered 
services (except as described in the evidence of coverage issued to the 
enrollee). 

(2) In compliance with Insurance Code §843.002, concern-
ing Definitions, relating to an "uncovered expense," if a physician or 
health care provider agreement contains a hold-harmless clause, then 
the costs of the services will not be considered uncovered health care 
expenses in determining amounts of deposits necessary for insolvency 
protection under Insurance Code §843.405, concerning Deposit with 
Comptroller. 

(3) The following is an example of an approvable hold-
harmless clause: "(Physician or Provider) agrees that in no event, in-
cluding, but not limited to, nonpayment by the HMO, HMO insolvency, 
or breach of this agreement, may (Physician or Provider) bill, charge, 
collect a deposit from, seek compensation, remuneration, or reimburse-
ment from, or have any recourse against subscriber, enrollee, or persons 
other than the HMO acting on their behalf for services provided under 
this agreement. This provision does not prohibit collection of supple-
mental charges or copayments made in compliance with the terms of 
(applicable agreement) between the HMO and subscriber or enrollee. 
(Physician or Provider) further agrees that: 

(A) this provision will survive the termination of this 
agreement regardless of the cause giving rise to termination and must 
be construed to be for the benefit of the HMO subscriber or enrollee; 
and 

(B) this provision supersedes any oral or written con-
trary agreement now existing or later entered into between (Physician 
or Provider) and subscriber, enrollee, or persons acting on their behalf. 
Any modification, addition, or deletion to the provisions of this clause 
will be effective on a date no earlier than 15 days after the commis-
sioner has received written notice of the proposed changes." 

(b) Physician and provider contracts, subcontracts, and ar-
rangements must include provisions: 

(1) regarding retaliation as described in Insurance Code 
§843.281, concerning Retaliatory Action Prohibited; 

(2) regarding continuity of treatment, if applicable, as 
described in Insurance Code §843.309, concerning Contracts with 
Physicians or Providers: Notice to Certain Enrollees of Termination of 
Physician or Provider Participation in Plan, and §843.362, concerning 
Continuity of Care; Obligation of Health Maintenance Organization; 

(3) regarding written notification to enrollees receiving 
care from a physician or provider of the termination of that physician 
or provider in compliance with Insurance Code §843.308, concerning 
Notification of Patients of Deselected Physician or Provider, and 
§843.309; 

(4) regarding posting of complaint notices in physician or 
provider offices as described in Insurance Code §843.283, concern-
ing Posting of Information on Complaint Process Required, provided 
that a representative notice that complies with this requirement may 
be obtained from the Managed Care Quality Assurance Office, MC: 
LH-MCQA, Texas Department of Insurance, P.O. Box 12030, Austin, 
Texas 78711-2030, or the department's website at www.tdi.texas.gov; 

(5) regarding indemnification of the HMO as described in 
Insurance Code §843.310, concerning Contracts with Physicians or 
Providers: Certain Indemnity Clauses Prohibited; 

(6) regarding prompt payment of claims as described in In-
surance Code Chapter 542, Subchapter B, concerning Prompt Payment 

of Claims; §1271.005, concerning Applicability of Other Law; and all 
applicable statutes and rules pertaining to prompt payment of clean 
claims, including Insurance Code Chapter 843, Subchapter J, concern-
ing Payment of Claims to Physicians and Providers; and Chapter 21, 
Subchapter T, of this title (relating to Submission of Clean Claims) 
with respect to payment to the physician or provider for covered ser-
vices rendered to enrollees; 

(7) regarding capitation, if applicable, as described in In-
surance Code §843.315, concerning Payment of Capitation; Assign-
ment of Primary Care Physician or Provider, and §843.316, concerning 
Alternative Capitation System; 

(8) regarding selection of a primary care physician or 
provider, if applicable, as described in Insurance Code §843.203, 
concerning Selection of Primary Care Physician or Provider; 

(9) providing that a podiatrist, practicing within the scope 
of the law regulating podiatry, is permitted to furnish X-rays and 
non-prefabricated orthotics covered by the evidence of coverage as 
described in Insurance Code §843.311, concerning Contracts with 
Podiatrists; 

(10) regarding the requirements of §21.3701 of this title 
(relating to Electronic Claims Filing Requirements) if the contract re-
quires electronic submission of any information described by that sec-
tion; 

(11) requiring the preferred provider to comply with all ap-
plicable requirements of Insurance Code §1661.005, concerning Re-
fund of Overpayment; and 

(12) requiring a contracting physician or provider to retain 
in the contracting physician's or provider's records updated information 
concerning a patient's other health benefit plan coverage, consistent 
with Insurance Code §1203.153, concerning Uniform Coordination of 
Benefits Questionnaire Required. 

(c) Physician and provider contracts and arrangements must 
include provisions entitling the physician or provider, on request, to 
all information necessary to determine that the physician or provider 
is being compensated in compliance with the contract. A physician or 
provider may make the request for information by any reasonable and 
verifiable means. The information provided must include a level of 
detail sufficient to enable a reasonable person with sufficient training, 
experience, and competence in claims processing to determine the pay-
ment to be made under the terms of the contract for covered services 
rendered to enrollees. The HMO may provide the required information 
by any reasonable method through which the physician or provider can 
access the information, including email, computer disks, or other elec-
tronic storage and transfer technology, paper, or access to an electronic 
database. Amendments, revisions, or substitutions of any information 
provided under this paragraph must comply with paragraph (4) of this 
subsection. The HMO must provide the fee schedules and other re-
quired information by the 30th day after the date the HMO receives the 
physician's or provider's request. 

(1) The information provided must include a physi-
cian-specific or provider-specific summary and explanation of all 
payment and reimbursement methodologies that will be used to pay 
claims submitted by a physician or provider, including at a minimum, 
the: 

(A) fee schedule, including, if applicable, CPT, 
HCPCS, CDT, ICD-9-CM, ICD-10-CM, ICD-11-CM, and successor 
codes, and modifiers: 
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(i) by which the HMO will calculate and pay all 
claims for covered services submitted by or on behalf of the contract-
ing physician or provider; or 

(ii) that pertains to the range of health care services 
reasonably expected to be delivered under the contract by that con-
tracting physician or provider on a routine basis, along with a toll-free 
number or electronic address through which the contracting physician 
or provider may request the fee schedules applicable to any covered ser-
vices that the physician or provider intends to provide to an enrollee, 
and any other information required by this subsection that pertains to 
the service for which the fee schedule is being requested if the HMO has 
not previously provided that information to the physician or provider; 

(B) all applicable coding methodologies; 

(C) all applicable bundling processes, which must be 
consistent with nationally recognized and generally accepted bundling 
edits and logic; 

(D) all applicable downcoding policies; 

(E) a description of any other applicable policy or pro-
cedure the HMO may use that affects the payment of specific claims 
submitted by or on behalf of the contracting physician or provider, in-
cluding recoupment; 

(F) any addenda, schedules, exhibits, or policies used 
by the HMO in carrying out the payment of claims submitted by or 
on behalf of the contracting physician or provider that are necessary to 
provide a reasonable understanding of the information provided under 
this subsection; and 

(G) the published product name and version of any soft-
ware the HMO uses to determine bundling and unbundling of claims. 

(2) In the case of a reference to source information outside 
the control of the HMO as the basis for fee computation, such as state 
Medicaid or federal Medicare fee schedules, the information the HMO 
provides must clearly identify the source and explain the procedure by 
which the physician or provider may readily access the source electron-
ically, telephonically, or as otherwise agreed to by the parties. 

(3) Nothing in this subsection may be construed to require 
an HMO to provide specific information that would violate any ap-
plicable copyright law or licensing agreement. However, the HMO 
must supply, instead of any information withheld on the basis of copy-
right law or licensing agreement, a summary of the information that 
will allow a reasonable person with sufficient training, experience, and 
competence in claims processing to determine the payment to be made 
under the terms of the contract for covered services that are rendered 
to enrollees as required by paragraph (1) of this subsection. 

(4) No amendment, revision, or substitution of any of the 
claims payment procedures or any of the information required to be 
provided by this subsection will be effective as to the contracting physi-
cian or provider, unless the HMO provides at least 90-calendar-days' 
written notice to the contracting physician or provider identifying with 
specificity the amendment, revision, or substitution. An HMO may not 
make retroactive changes to claims payment procedures or any of the 
information required to be provided by this subsection. Where a con-
tract specifies mutual agreement of the parties as the sole mechanism 
for requiring amendment, revision, or substitution of the information 
required by this subsection, the written notice specified in this section 
does not supersede the requirement for mutual agreement. 

(5) The HMO must provide the information required by 
paragraphs (1) - (4) of this subsection to the contracting physician or 
provider by the 30th day after the date the HMO receives the contract-
ing physician's or provider's request. 

(6) A physician or provider receiving information under 
this subsection may not: 

(A) use or disclose the information for any purpose 
other than: 

(i) the physician's or provider's practice manage-
ment; 

(ii) billing activities; 

(iii) other business operations; or 

(iv) communications with a governmental agency 
involved in the regulation of health care or insurance; 

(B) use the information to knowingly submit a claim for 
payment that does not accurately represent the level, type, or amount 
of services that were actually provided to an enrollee or to misrepresent 
any aspect of the services; or 

(C) rely on information provided under this paragraph 
about a service as a representation that an enrollee is covered for that 
service under the terms of the enrollee's evidence of coverage. 

(7) A physician or provider that receives information under 
this subsection may terminate the contract on or before the 30th day af-
ter the date the physician or provider receives the information without 
penalty or discrimination in participation in other health care products 
or plans. The contract between the HMO and physician or provider 
must provide for reasonable advance notice to enrollees being treated 
by the physician or provider before the termination consistent with In-
surance Code §843.309. 

(8) The provisions of this subsection may not be waived, 
voided, or nullified by contract. 

(d) Physician and provider contracts, subcontracts, and ar-
rangements must include provisions regarding written notification of 
termination to a physician or provider in compliance with Insurance 
Code §843.306, concerning Termination of Participation; Advisory 
Review Panel, and §843.307, concerning Expedited Review Process 
on Termination or Deselection, including provisions providing that: 

(1) the HMO must provide notice of termination by the 
HMO to the physician or provider at least 90 days before the effec-
tive date of the termination; 

(2) not later than 30 days following receipt of the written 
notification of termination, a physician or provider may request a re-
view by the HMO's advisory review panel except in a case involving: 

(A) imminent harm to patient health; 

(B) an action by a state medical or dental board, another 
medical or dental licensing board, or another licensing board or gov-
ernment agency that effectively impairs the physician's or provider's 
ability to practice medicine, dentistry, or another profession; or 

(C) fraud or malfeasance; and 

(3) within 60 days after receipt of the physician's or 
provider's request for review, the advisory review panel must make its 
formal recommendation, and the HMO must communicate its decision 
to the physician or provider. 

(e) On request by a participating physician or provider, an 
HMO must include a provision in the physician's or provider's contract 
providing that the HMO and the HMO's clearinghouse may not refuse 
to process or pay an electronically submitted clean claim because the 
claim is submitted together with or in a batch submission with a claim 
that is deficient. As used in this section, the term "batch submission" 
means "a group of electronic claims submitted for processing at the 
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same time within a Health Insurance Portability and Accountability 
Act (HIPAA) standard ASC X12N 837 Transaction Set and identified 
by a batch control number." This subsection applies to a contract 
entered into or renewed on or after August 1, 2017. For a contract 
entered into or renewed before August 1, 2017, the law and regulations 
in effect at the time the contract was entered or renewed, whichever is 
later, governs. 

(f) A contract between an HMO and a dentist may not limit 
the fee the dentist may charge for a service that is not a covered service 
under Insurance Code §843.3115, concerning Contracts with Dentists. 

(g) A contract between an HMO and a provider, as that term is 
defined in Insurance Code §1458.001, concerning General Definitions, 
must comply with Insurance Code §1458.101, concerning Contract Re-
quirements, to the extent applicable. 

(h) A contract between an HMO and a pharmacy or pharmacist 
must comply with Insurance Code Chapter 1369, concerning Benefits 
Related to Prescription Drugs and Devices and Related Services. 

§11.902. Prohibited Actions. 

(a) An HMO may not: 

(1) require a physician to use a hospitalist for a hospitalized 
patient by contract under Insurance Code §843.320, concerning Use of 
Hospitalist; 

(2) refuse to contract with a nurse first assistant to be part 
of a provider network or refuse to reimburse a nurse first assistant under 
Insurance Code §843.3045, concerning Nurse First Assistant; 

(3) require a physician to use the services of a nurse first 
assistant as defined by Occupations Code §301.354, concerning Nurse 
First Assistants; Assisting at Surgery by Other Nurses; 

(4) refuse to contract with a podiatrist licensed by the Texas 
Department of Licensing and Regulation who joins the professional 
practice of a contracted physician or provider under Insurance Code 
§843.319, concerning Certain Required Contracts; 

(5) refuse a request to identify a physician assistant or ad-
vanced practice registered nurse as a provider in the HMO's network 
under Insurance Code §843.312, concerning Physician Assistants and 
Advanced Practice Nurses; 

(6) employ an optometrist or therapeutic optometrist 
to provide a vision care product or service, pay an optometrist or 
therapeutic optometrist for a service not provided, or restrict or limit 
an optometrist's or therapeutic optometrist's choice of sources or 
suppliers of services or materials under Insurance Code §1451.156, 
[(]concerning Prohibited Conduct[)]; or 

(7) engage in conduct that violates Insurance Code 
§1451.1545, concerning Participation in Vision Care Plan; Effect on 
Other Plans, or §1451.157, concerning Vision Plan Conduct; 

(8) [(7)] contract with a dentist to limit the fee the dentist 
may charge for a service that is not a covered service under Insurance 
Code §843.3115, concerning Contracts with Dentists; or[.] 

(9) engage in conduct that violates Insurance Code 
§4151.155, concerning Certain Disclosures and Communications by 
Pharmacist or Pharmacy Protected. 

(b) An HMO that uses steering or a tiered network to en-
courage an enrollee to obtain a health care service from a particular 
provider, as defined under Insurance Code Chapter 1458, concerning 
Provider Network Contract Arrangements, must do so in a manner 
that complies with the requirements of the Insurance Code, including 
the fiduciary duty imposed by Insurance Code §843.322, concerning 

Incentives to Use Certain Physicians and Providers, and Insurance 
Code §1458.101(i), concerning Contract Requirements, to act only for 
the primary benefit of the enrollee or contract holder. For the purposes 
of this section: 

(1) "steering" refers to offering incentives to encourage en-
rollees to use specific physicians or providers; 

(2) "tiered network" refers to a network of contracted 
physicians and providers in which an HMO assigns contracted physi-
cians and providers to tiers within the network that are associated with 
different levels of cost sharing; and 

(3) violations of the fiduciary duty [under Insurance Code 
§1458.101(i)] will be determined by TDI based on an assessment of the 
HMO's conduct. [Examples of conduct that would violate the HMO's 
fiduciary duty include, but are not limited to:] 

[(A) using a steering approach or a tiered network to 
provide a financial incentive as an inducement to limit medically nec-
essary services, to encourage receipt of lower quality medically nec-
essary services or receipt of services, or in violation of state or federal 
law;] 

[(B) failing to implement reasonable processes to en-
sure that the contracted physicians and providers that enrollees are en-
couraged to use within any steering approach or tiered network are not 
of a materially lower quality as compared with contracted physicians 
and providers that enrollees are not encouraged to use;] 

[(C) failing to implement reasonable processes to en-
sure that the HMO does not make materially false statements or repre-
sentations about a physician's or provider's quality of care or costs; or] 

[(D) failing to use objectively and verifiably accurate 
and valid information as the basis of any encouragement or incentive 
under this subsection.] 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601808 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER O. ADMINISTRATIVE 
PROCEDURES 
28 TAC §11.1402 

STATUTORY AUTHORITY. 
TDI proposes amendments to §11.1402 under Insurance Code 
§843.151 and §36.001. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code related to HMOs and ensure that enrollees have adequate 
access to health care services. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
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powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §11.1402 implement Insurance Code 
§843.305 and §1451.1545 as added by HB 3211. 
§11.1402. Notification to Physicians and Providers. 

(a) An HMO that provides coverage for health care services or 
medical care through one or more physicians or providers is required 
by Insurance Code §843.305, [(]concerning Annual Application Period 
for Physician and Providers to Contract,[)] to provide a 20-calendar day 
period each calendar year during which any provider or physician in the 
geographic service area may apply to participate in each of the HMO's 
networks providing health care services or medical care under the terms 
and conditions established by the HMO for the provision of the services 
and the designation of the physicians and providers. Section 843.305 
may not be construed to: 

(1) require that an HMO use a particular type of provider 
or physician in its operation; 

(2) require that an HMO accept a physician or provider of 
a category or type that does not meet the practice standards and quali-
fications established by the HMO; or 

(3) require that an HMO contract directly with the physi-
cians or providers. 

(b) An HMO subject to Insurance Code §843.305 must publish 
a notice of an application period to physicians and providers both in 
the public notice section of at least one major newspaper with general 
circulation in each of its service areas and on the HMO's website. The 
notice must be published for at least five consecutive days during the 
period of January 2 through January 23 of each calendar year and must 
include the caption "Notice to Physicians and Providers" in bold type, 
the name and address of the HMO, what networks the HMO provides, 
and the specific dates of the 20-day period during which physicians 
and providers may make application to be a participating physician or 
provider in each network. 

(c) An HMO must notify a physician or provider of acceptance 
or nonacceptance, in writing, no later than 90 days from receipt of an 
application for participation by that physician or provider in a network. 

(d) An HMO must file a copy of the published notice with the 
department in compliance with §11.301 of this title (relating to Filing 
Requirements), for information, within 30 days of publication. The 
filing must include the following: 

(1) the name of the newspaper and the beginning and end-
ing date of the publication; and 

(2) a copy of the website screen shots and the beginning 
and ending date of the publication. 

(e) Notwithstanding other provisions in this section, with re-
spect to vision care plans, an HMO must comply with Insurance Code 
§1451.1545, concerning Participation in Vision Care Plan; Effect on 
Other Plans. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601810 

Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER Q. OTHER REQUIREMENTS 
28 TAC §11.1604 

STATUTORY AUTHORITY. 
TDI proposes amendments to §11.1604 under Insurance Code 
§§843.151, 844.004, and 36.001. 
Insurance Code §843.151 authorizes the commissioner to adopt 
reasonable rules to implement various parts of the Insurance 
Code related to HMOs and ensure that enrollees have adequate 
access to health care services. 
Insurance Code §844.004 authorizes the commissioner to adopt 
rules to implement Insurance Chapter 844. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §11.1604 implement Insurance Code Chap-
ter 843. 
§11.1604. Requirements for Certain Contracts Between Primary 
HMOs and ANHCs and Between Primary HMOs and Provider HMOs. 

A primary HMO that enters into a contract with an ANHC in which 
the ANHC agrees to arrange for or provide health care services other 
than medical care or services ancillary to the practice of medicine, or 
with a provider HMO in which the provider HMO agrees to arrange 
for or provide health care services on a risk-sharing or capitated risk 
arrangement on behalf of the primary HMO as part of the primary HMO 
delivery network must: 

(1) submit a monitoring plan to the department setting out: 

(A) how the primary HMO will ensure that the ANHC 
or provider HMO has an effective administrative system for providing 
timely and accurate reimbursement to all physicians and providers un-
der contract with the ANHC or provider HMO; and 

(B) how the primary HMO will ensure that all HMO 
functions delegated or assigned under contract with the ANHC or 
provider HMO are consistent with full compliance by the primary 
HMO with all department regulatory requirements; 

(2) file with the department a copy of the form of the writ-
ten contract with an ANHC or provider HMO, in accordance with 
§11.301 [§11.301(5)] of this title (relating to Filing Requirements), 
that: 

(A) requires that the ANHC or provider HMO cannot 
terminate the contract without 90-days written notice; 

(B) contains a hold-harmless provision that prohibits 
the ANHC or provider HMO and its contracted physicians and 
providers from billing for or attempting to collect from HMO mem-
bers, except for authorized copayments and deductibles, charges for 
covered services under any circumstance, including the insolvency of 
the primary HMO, ANHC, or provider HMO; 
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(C) contains a provision stating that nothing in the con-
tract will be construed to in any way limit the HMO's authority or re-
sponsibility to comply with all of the department's regulatory require-
ments; 

(D) includes the ANHC's or provider HMO's acknowl-
edgment and agreement that: 

(i) the primary HMO is required to establish, oper-
ate, and maintain a health care delivery system, quality assurance sys-
tem, physician and provider credentialing system, and other systems 
and programs meeting department standards and is directly account-
able for compliance with the standards; 

(ii) the role of the ANHC or provider HMO in con-
tracting with the primary HMO is limited to implementing certain sys-
tems of the primary HMO, using [utilizing] standards approved by the 
primary HMO, and subject to the primary HMO's oversight and moni-
toring of the ANHC's or provider HMO's performance; and 

(iii) the primary HMO may take necessary action to 
ensure that all HMO systems and functions that are delegated or as-
signed under the contract with the ANHC or provider HMO are in full 
compliance with all department regulatory requirements; 

(E) requires the ANHC to make available to the primary 
HMO the ANHC's contracts with physicians and providers to ensure 
compliance with contractual requirements set out in subparagraphs (B) 
and (C) of this paragraph; 

(F) requires the ANHC to provide the primary HMO 
with evidence of both financial solvency and financial ability to per-
form, such as a certified financial audit of the ANHC conducted by an 
independent certified public accountant, using generally accepted ac-
counting and auditing principles; and 

(G) requires the ANHC or provider HMO to provide 
the primary HMO, on at least a monthly basis and in a usable form 
necessary for audit purposes, the data necessary for the HMO to comply 
with department reporting requirements with respect to any services 
provided under the HMO-ANHC or HMO-provider HMO agreement, 
including the following data: 

(i) number of primary HMO enrollees served or as-
signed to the ANHC or primary HMO to receive services, including 
the number added and terminated since the last reporting period; 

(ii) form of the contracts and subcontracts between 
the ANHC and physicians and providers who will be providing ser-
vices to enrollees of the primary HMO and any material changes to the 
contracts and subcontracts; 

(iii) copayments received by the ANHC or provider 
HMO; 

(iv) summary of the amounts paid by the ANHC or 
provider HMO to physicians and providers; 

(v) methods by which physicians and providers were 
paid by the ANHC or provider HMO, for example, capitation, fee-for-
services, or other risk-sharing arrangements; 

(vi) utilization data; 

(vii) summary of the amounts paid by the ANHC 
or provider HMO for administrative services relating to the primary 
HMOs; 

(viii) the time that claims and debts related to claims 
owed by the ANHC or provider HMO have been pending; 

(ix) information required for the primary HMO to be 
able to file claims for reinsurance, coordination of benefits, and subro-
gation; 

(x) physician and provider and enrollee satisfaction 
data; 

(xi) complaint data; 

(xii) documentation of any inquiry or investigation 
of the ANHC or provider HMO, or any individual subcontracting 
physician or provider, made by regulatory agencies, and documenta-
tion of the final resolution of the inquiry or investigation; and 

(xiii) any other data necessary to ensure proper mon-
itoring and control of the primary HMO delivery network by the pri-
mary HMO; 

(3) conduct an on-site audit of the ANHC or provider HMO 
at least annually, or more frequently on indication of material noncom-
pliance, to obtain information necessary to verify compliance with all 
of the department's regulatory requirements, and provide written doc-
umentation of each audit to the department on request; and 

(4) take prompt action to correct any failure by the ANHC 
or provider HMO to comply with the department's regulatory require-
ments relating to any matters delegated by the primary HMO to the 
ANHC or provider HMO and necessary to ensure the primary HMO's 
compliance with the regulatory requirements. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601813 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

SUBCHAPTER Z. POINT-OF-SERVICE 
RIDERS 
28 TAC §11.2503 

STATUTORY AUTHORITY. 
TDI proposes to amend §11.2503 under Insurance 
Code§1702.006 and §36.001. 
Insurance Code §1702.006 authorizes the commissioner to 
adopt reasonable rules necessary to implement Insurance Code 
Chapter 1702. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. 
The amendments to §11.2503 implement Insurance Code Chap-
ter 1702, as added by HB 2221. 
§11.2503. Coverage Relating to Point-of-Service Rider Plans. 

(a) An HMO may not consider an in-plan covered service to 
be a benefit provided under the point-of-service rider. 

51 TexReg 3076 May 8, 2026 Texas Register 



(b) An HMO may not require an enrollee to use either the 
point-of-service rider benefits or in-plan covered services first. 

(c) An HMO that includes limited provider networks: 

(1) may not limit the access, under the point-of-service 
rider, of an enrollee whose in-plan covered services are restricted to 
the limited provider network, to either participating physicians and 
providers or nonparticipating physicians and providers; 

(2) may not impose cost-sharing arrangements for an 
enrollee whose in-plan covered services are restricted to a lim-
ited provider network, and who, through the point-of-service rider, 
accesses a participating physician or provider outside the limited 
provider network, that differ from the cost-sharing arrangements for 
in-plan covered services obtained by the enrollee from a physician or 
provider in the limited provider network; and 

(3) may provide for cost-sharing arrangements for benefits 
obtained from nonparticipating physicians and providers that are dif-
ferent from the cost sharing arrangements for in-plan covered services, 
provided that coinsurance required under a point-of-service rider must 
never exceed 50% [50 percent] of the total amount to be covered. 

(d) An HMO that issues or offers to issue a point-of-service 
rider plan is subject, to the same extent as the HMO is subject in is-
suing any other health plan product, to all applicable provisions of In-
surance Code Chapters 541, [(]concerning Unfair Methods of Compe-
tition and Unfair or Deceptive Acts or Practices;[),] 542, [(]concerning 
Processing and Settlement of Claims;[),] 543, [(]concerning Prohib-
ited Practices Related to Policy or Certificate of Membership;[),] 544, 
[(]concerning Prohibited Discrimination;[),] 547, [(]concerning False 
Advertising by Unauthorized Insurers;[),] 843, [(]concerning Health 
Maintenance Organizations;[), and] 1273, [(]concerning Point-Of-Ser-
vice Plans; and 1702, concerning Regulation of Certain Trade Prac-
tices[)]. 

(e) A point-of-service rider plan offered under this subchapter 
must contain: 

(1) a point-of-service rider that: 

(A) includes coverage that corresponds to all in-plan 
covered services provided in the evidence of coverage as well as cov-
erage that is provided to an enrollee as part of the enrollee's in-plan 
coverage through separate riders attached to the evidence of coverage; 

(B) may include benefits in addition to in-plan covered 
services; 

(C) may limit or exclude coverage for benefits that do 
not correspond to in-plan covered services; 

(D) may not limit coverage for benefits that correspond 
to in-plan covered services except as provided in subparagraphs (E), 
(F), and (G) of this paragraph; 

(E) may include reasonable out-of-pocket limits and 
annual and lifetime benefit allowances that differ from limits or 
allowances on in-plan covered services provided under other riders 
attached to the evidence of coverage as [so] long as the allowances 
and limits comply with applicable federal and state laws; 

(F) may provide for cost-sharing arrangements that are 
different from the cost-sharing arrangements for in-plan covered ser-
vices, provided that coinsurance required under a point-of-service rider 
must never exceed 50% [50 percent] of the total amount to be covered; 

(G) may be reduced by benefits obtained as in-plan cov-
ered services; 

(H) may not reduce or limit in-plan covered services in 
any way by coverage for benefits obtained by an enrollee under the 
point-of-service rider; 

(I) if applicable, must disclose: 

(i) how the point-of-service rider cost-sharing 
arrangements differ from those in the evidence of coverage; 

(ii) any reduction of benefits as set forth in subpara-
graph (G) of this paragraph; 

(iii) any deductible that must be met by the enrollee 
under the point-of-service rider; and 

(iv) whether copayments made for in-plan covered 
services apply toward the point-of-service rider deductible; 

(J) must provide coverage for services obtained without 
the HMO's authorization from a participating physician or provider, but 
the enrollee must comply with any precertification requirements as set 
forth in subparagraph (L) of this paragraph that are applicable to the 
point-of-service rider; 

(K) must include a description of how an enrollee may 
access out-of-plan covered benefits under the point-of-service rider, in-
cluding coverage contained in other riders attached to the evidence of 
coverage; 

(L) must disclose all precertification requirements for 
coverage under the point-of-service rider including any penalties for 
failure to comply with any precertification or cost containment provi-
sions, provided that the penalties will not reduce benefits more than 
50% [50 percent] in the aggregate; 

(M) if it is issued to a group, must contain provisions 
that comply with Insurance Code Chapter 1251, Subchapter C, 
[(]concerning Partnership for Long-Term Care Program[)]; and 

(N) if it is issued to an individual, must contain pro-
visions that comply with Insurance Code §§1201.211 - 1201.217, 
[(]concerning Policy Provision: Notice of Claim, Policy Provision: 
Claim Forms, Policy Provision: Proof of Loss, Policy Provision: Time 
of Payment of Claims, Policy Provision: Payment of Claims, Policy 
Provision: Physical Examinations and Autopsy, Policy Provision: 
Legal Actions[)]; 

(2) an evidence of coverage that includes a description and 
reference to the point-of-service rider sufficient to notify a prospective 
or current enrollee that the plan provides the option of accessing partic-
ipating physicians and providers as well as nonparticipating physicians 
and providers for out-of-plan covered benefits, and that accessing these 
benefits through the point-of-service rider may involve greater costs 
than accessing corresponding in-plan covered services; and 

(3) a side-by-side summary of the schedule of the corre-
sponding coverage for services, benefits, and supplies available under 
the point-of-service rider and services, benefits, and supplies available 
in the evidence of coverage that together constitute the point-of-service 
rider plan. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601816 
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Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

CHAPTER 21. TRADE PRACTICES 
SUBCHAPTER X. EVALUATION OF 
NETWORK PHYSICIANS AND PROVIDERS 
The Texas Department of Insurance (TDI) proposes to repeal 
28 TAC §21.3202, concerning physician ranking requirements, 
and replace it with new §21.3202, concerning designated orga-
nizations for physician ranking, which designates organizations 
whose standards may be used by health benefit plan issuers for 
physician rankings. The proposed repeal and new section are 
necessary to implement Senate Bill 926, 89th Legislature, 2025. 
EXPLANATION. The proposed repeal and replacement 
of §21.3202 implement Insurance Code §1460.003 and 
§1460.005. Chapter 1460 was added by House Bill 1888, 81st 
Legislature, 2009, to address the requirements for health benefit 
plan issuers when making certain comparisons of physicians. 
Under HB 1888, issuers could make only certain comparisons 
of physicians, using nationally recognized standards and guide-
lines adopted by the commissioner. SB 926 made substantive 
changes to Insurance Code Chapter 1460 by removing the list 
of nationally recognized organizations that establish guidelines 
and performance measures, and instead providing criteria that 
an organization and its standards must meet to be eligible to be 
designated by TDI rules. 
Under SB 926, a health benefit plan issuer may rank physicians 
or classify physicians into tiers based on performance only if 
the standards used in the ranking are developed or prescribed 
by an organization designated by the commissioner. Insurance 
Code §1460.005 provides amended eligibility criteria that orga-
nizations must meet to be designated. 
SB 926 also extends the commissioner's enforcement authority. 
Insurance Code §1460.007(c) states that the commissioner shall 
prohibit a health benefit plan issuer from using a ranking or clas-
sification system for not less than 12 consecutive months if the 
commissioner determines that the health benefit plan issuer has 
engaged in a pattern of discrepancies, falsehoods, or violations 
described by §1460.003(a-1). 
Additionally, SB 926 amended the due process protections that 
health benefit plan issuers are required to provide to affected 
physicians. 
Since the passage of SB 926, TDI has been receiving nomina-
tions of organizations that the commissioner should designate 
to implement Insurance Code Chapter 1460. On November 20, 
2025, TDI also issued a public request for such nominations. TDI 
has received nominations of the following entities: 
- Any national medical specialty society, as defined in Insurance 
Code Chapter 1460; 
- Blue Health Intelligence (BHI); 
- CareMetro; 
- Core Quality Measures Collaborative (CQMC); 
- Denniston Data Inc. (DDI); 

- Global Appropriateness Measures (GAM); 
- IntegerHealth; 
- Joint Commission; 
- Motive Medical Intelligence; 
- National Committee for Quality Assurance (NCQA); 
- National Quality Forum (NQF); 
- Partnership for Quality Measures (PQM); 
- Patient Centered Episode System (PACES); 
- Purchaser Business Group on Health (PBGH); 
- United States Department of Health and Human Services 
(HHS), including the Agency for Healthcare Research and 
Quality (AHRQ), Centers for Disease Control and Prevention 
(CDC), Centers for Medicare and Medicaid Services (CMS), 
Food and Drug Administration (FDA), and National Institutes of 
Health (NIH); 
- U.S. Preventive Services Task Force (USPSTF); 
- Commission on Accreditation of Rehabilitation Facilities 
(CARF® International); and 

- Utilization Review Accreditation Commission (URAC). 
Proposed new §21.3202 includes the nominated organizations 
for commissioner designation under Insurance Code Chapter 
1460. Two nominated organizations, CARF and URAC, are ex-
cluded from the list of proposed organizations because they in-
dicated that they did not wish to be designated. 
TDI sent a survey to each nominated organization (other than 
medical specialty societies, and federal agencies and task 
forces) to assess whether the organization and its standards 
meet the statutory criteria. TDI's determination regarding each 
entity will be based on survey responses, publicly available 
information, and comments received. For some of the listed 
organizations, eligibility has not been clearly established, and 
detailed comments are encouraged in support of, or opposi-
tion to, all of them. For example, comments are welcome on 
whether an organization is "unbiased" under Insurance Code 
§1460.005(c)(1)(B), whether an organization's standards were 
developed by "physicians currently in clinical practice," consis-
tent with Insurance Code §1460.006, whether an organization's 
standards are "nationally recognized" under Insurance Code 
§1460.005(c)(2)(A)(i), and whether an organization qualifies 
even if its standards do not themselves reference physicians' 
ability to "report data, evidentiary, factual, or mathematical 
discrepancies, errors, omissions, or faulty assumptions" under 
Insurance Code §1460.005(c)(2)(B). 
Note that if new entities are suggested for designation in com-
ments on this proposal, it is likely that they will not be considered 
in this rulemaking due to the absence of an opportunity for the 
public to comment on them. However, they may be considered 
in future rulemaking. 
In separate proposals TDI will propose to amend 28 TAC Chap-
ters 3 and 11 to make changes to implement portions of SB 926 
that amend Insurance Code Chapters 1301 and 843. 
A description of the new section follows. 
Repeal of §21.3202. TDI proposes to repeal §21.3202. 
New §21.3202. Designated Organizations for Physician Rank-
ing. 
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Proposed new §21.3202 specifically lists the designated orga-
nizations whose standards health benefit plan issuers may use 
when ranking or classifying physicians. 
New §21.3202(a) lists the organizations designated by the 
commissioner under Insurance Code Chapter 1460. New 
§21.3202(b) provides that the commissioner may enter an 
order designating a qualified entity on an interim basis, which 
would be followed by a designation by rule within three years 
in order to continue. New §21.3202(c) specifies that a health 
benefit plan issuer retains responsibility for compliance with the 
requirements of Insurance Code Chapter 1460. 
FISCAL NOTE AND LOCAL EMPLOYMENT IMPACT STATE-
MENT. Rachel Bowden, director of the Regulatory Initiatives Of-
fice, has determined that during each year of the first five years 
the proposed repeal and new section are in effect, there will be 
no measurable fiscal impact on state and local governments as a 
result of enforcing or administering the amendments, other than 
that imposed by statute. Ms. Bowden made this determination 
because the proposed amendments do not increase or decrease 
state revenues or expenditures, and because local governments 
are not involved in enforcing or complying with the proposed 
amendments. 
Ms. Bowden does not anticipate a measurable effect on local 
employment or the local economy as a result of this proposal. 
PUBLIC BENEFIT AND COST NOTE. For each year of the first 
five years the proposed repeal and new section are in effect, Ms. 
Bowden expects that administering the proposed rule will have 
the public benefit of designating the organizations to develop or 
prescribe the standards required for health benefit plan issuers 
to rank or classify physicians. These amendments ensure that 
TDI's rules conform to Insurance Code Chapter 1460 and pro-
mote a transparent system of physician ranking that is based on 
standards developed or prescribed by designated organizations 
meeting the statutory criteria. 
Ms. Bowden expects that while some designated organizations 
make standards for ranking or classifying physicians freely avail-
able, others may charge fees to access the standards. Multiple 
organizations are designated in the proposed rule, so any fees 
may vary. Nonetheless, the requirement to use designated orga-
nizations is statutory, so all associated costs are also attributable 
to statute and do not result from enforcement or administration of 
the proposed rule. Thus, the proposed repeal and new section 
will not increase the cost of compliance beyond what is already 
required by Insurance Code Chapter 1460. Issuers may choose 
to avoid cost by using standards that are available for free or 
choosing not to rank or classify physicians. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS. TDI has determined that the proposed re-
peal and new section will not have an adverse economic effect 
on small or micro businesses, or on rural communities. The 
rule does not apply to rural communities. Small or micro busi-
nesses are not required by statute or by this proposed rule to 
perform physician ranking. While costs may arise for businesses 
that choose to perform physician ranking and to use standards 
that require a fee, all businesses, including small and microbusi-
nesses, can choose to use standards from organizations that 
provide them at no cost. As a result, and in accordance with 
Government Code §2006.002(c), TDI is not required to prepare 
a regulatory flexibility analysis. 
EXAMINATION OF COSTS UNDER GOVERNMENT CODE 
§2001.0045. TDI has determined that this proposal may impose 

costs on regulated persons that choose to perform physician 
ranking and to use standards that require a fee. However, 
regulated persons may choose to instead use standards that are 
available at no cost. In addition, no additional rule amendments 
are required under Government Code §2001.0045 because the 
proposed amendments to §21.3202 are necessary to implement 
legislation. The proposed rule implements Insurance Code 
Chapter 1460, as amended by SB 926. 
GOVERNMENT GROWTH IMPACT STATEMENT. 
TDI has determined that for each year of the first five years that 
the proposed repeal and new section are in effect, the proposed 
rule: 
- will not create or eliminate a government program; 
- will not require the creation of new employee positions or the 
elimination of existing employee positions; 
- will not require an increase or decrease in future legislative 
appropriations to the agency; 
- will not require an increase or decrease in fees paid to the 
agency; 
- will create a new regulation; 
- will expand, limit, or repeal an existing regulation; 
- will not increase or decrease the number of individuals subject 
to the rule's applicability; and 

- will not positively or adversely affect the Texas economy. 
The proposed rule will expand, limit, or repeal an existing regu-
lation by removing and replacing the outdated rule applying In-
surance Code Chapter 1460 requirements for health benefit plan 
issuers to rank or classify physicians. 
TAKINGS IMPACT ASSESSMENT. TDI has determined that no 
private real property interests are affected by this proposal and 
that this proposal does not restrict or limit an owner's right to 
property that would otherwise exist in the absence of government 
action. As a result, this proposal does not constitute a taking or 
require a takings impact assessment under Government Code 
§2007.043. 
REQUEST FOR PUBLIC COMMENT. TDI will consider any 
written comments on the proposal that are received by TDI no 
later than 5:00 p.m., central time, on June 8, 2026. Consistent 
with Government Code §2001.024(a)(8), TDI requests public 
comments on the proposal, including information related to 
the cost, benefit, or effect of the proposal and any applicable 
data, research, and analysis. Send your comments to Chief-
Clerk@tdi.texas.gov or to the Office of the Chief Clerk, MC: 
GC-CCO, Texas Department of Insurance, P.O. Box 12030, 
Austin, Texas 78711-2030. 
The commissioner of insurance will also consider written and 
oral comments on the proposal in a public hearing under 
Docket No. 2863. This proposal will be part of a rule hearing 
docket that will begin at 10:00 a.m., central time, on June 1, 
2026. TDI will hold the public hearing both remotely using 
online resources and in person at the Barbara Jordan State 
Office Building, 1601 Congress Avenue, Austin Texas 78701 in 
Room 2.034. Details of how to view and participate virtually in 
the public hearing will be made available on TDI's website at 
www.tdi.texas.gov/alert/event/index.html. 

28 TAC §21.3202 
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STATUTORY AUTHORITY. TDI proposes the repeal of §21.3202 
under Insurance Code §1460.005(a) and (b) and §36.001. 
Insurance Code §1460.005(a) requires the commissioner to 
adopt rules as necessary to implement Insurance Code Chapter 
1460. 
Insurance Code §1460.005(b) requires the commissioner to 
adopt rules as necessary to ensure that a health benefit plan 
issuer that uses a physician ranking system complies with 
the standards and guidelines described in Insurance Code 
§1460.005(c). 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. The repeal of §21.3202 
implements Insurance Code Chapter 1460. 
§21.3202. Physician Ranking Requirements. 
The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601799 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 
28 TAC §21.3202 

STATUTORY AUTHORITY. TDI proposes new §21.3202 un-
der Insurance Code §§1460.003(a), 1460.005(a) and (b) and 
36.001. 
Insurance Code §1460.003(a) prohibits health benefit plan is-
suers from ranking or classifying physicians into tiers based on 
performance unless, among other things, the standards used to 
rank or classify are developed or prescribed by an organization 
designated by the commissioner by rule. 
Insurance Code §1460.005(a) requires the commissioner to 
adopt rules as necessary to implement Insurance Code Chapter 
1460. 
Insurance Code §1460.005(b) requires the commissioner to 
adopt rules as necessary to ensure that a health benefit plan 
issuer that uses a physician ranking system complies with 
the standards and guidelines described in Insurance Code 
§1460.005(c). 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. New §21.3202 imple-
ments Insurance Code Chapter 1460. 
§21.3202. Designated Organizations for Physician Ranking. 

(a) For the purposes of Insurance Code Chapter 1460, con-
cerning Standards Required Regarding Certain Physician Rankings by 
Health Benefit Plans, the commissioner designates the following orga-
nizations: 

(1) any national medical specialty society, as defined in In-
surance Code Chapter 1460; 

(2) Blue Health Intelligence (BHI); 

(3) CareMetro; 

(4) Core Quality Measures Collaborative (CQMC); 

(5) Denniston Data Inc. (DDI); 

(6) Global Appropriateness Measures (GAM); 

(7) IntegerHealth; 

(8) Joint Commission; 

(9) Motive Medical Intelligence; 

(10) National Committee for Quality Assurance (NCQA); 

(11) National Quality Forum (NQF); 

(12) Patient Centered Episode System (PACES); 

(13) Partnership for Quality Measures Evaluation and 
Maintenance (PQM); 

(14) Purchaser Business Group on Health (PBGH); 

(15) United States Department of Health and Human Ser-
vices (HHS), including: 

(A) the Agency for Healthcare Research and Quality 
(AHRQ); 

(B) Centers for Disease Control and Prevention (CDC); 

(C) Centers for Medicare and Medicaid Services 
(CMS); 

(D) Food and Drug Administration (FDA), and; 

(E) National Institutes of Health; and; 

(16) United States Preventive Services Task Force (USP-
STF). 

(b) If an entity meets the requirements for designation under 
Insurance Code Chapter 1460, the commissioner may enter an order 
designating the entity on an interim basis as one whose standards may 
be used by health benefit plan issuers for the ranking or tiering of physi-
cians consistent with Insurance Code §1460.003, concerning Physician 
Ranking Requirements. Interim designations will not be for a period 
longer than three years and will not be renewed or extended. 

(c) A health benefit plan issuer retains ultimate responsibility 
for compliance with the requirements of Insurance Code Chapter 1460, 
including ensuring that any standard used to rank physicians or classify 
physicians into tiers based on performance meets the requirements of 
Insurance Code §§1460.003 - 1460.006. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601800 
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Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 

♦ ♦ ♦ 

CHAPTER 26. EMPLOYER-RELATED 
HEALTH BENEFIT PLAN REGULATIONS 
The Texas Department of Insurance (TDI) proposes to amend 
28 TAC §26.9 and §26.305, concerning small employer and 
large employer health benefit plans. The amendments imple-
ment Senate Bill 896, 89th Legislature, 2025. 
EXPLANATION. Proposed amendments to §26.9 and §26.305 
are necessary to implement SB 896, which expands the cover-
age period for newborn children under small and large employer 
health plans subject to Insurance Code Chapter 1501. SB 896 
extends the end date of the mandatory coverage period from 
the 32nd day to the 61st day after a child's birth, and extends 
the deadline for an enrollee to notify the health plan and pay any 
additional premium from the 31st day to the 60th day after the 
date of birth. 
In separate proposals also published in this issue of the Texas 
Register, TDI proposes amendments to 28 TAC Chapters 3 and 
11 to implement multiple bills, including SB 896. 
Descriptions of the sections' proposed amendments follow. 
Section 26.9. The proposed amendments to §26.9 implement 
SB 896. Subsection (a)(4) is amended by replacing the refer-
ence to newborn coverage termination on the 32nd day after 
birth with the 61st day after birth. And the subsection is also 
amended by replacing the references to a 31-day premium pay-
ment deadline with a 60-day payment deadline. 
Section 26.305. The proposed amendments to §26.305 imple-
ment SB 896. Subsection (f) is amended by replacing the ref-
erence to newborn coverage termination on the 32nd day after 
birth with the 61st day after birth. Subsection (f)(2) is amended 
by replacing the references to a 31-day premium payment dead-
line with a 60-day payment deadline. An amendment to subsec-
tion (h)(1) deletes "an" to correct a grammatical error. 
The proposed amendments also include nonsubstantive editorial 
and formatting changes to conform the sections to TDI's current 
drafting style and plain language preferences and to improve the 
rule's clarity. These changes appear throughout the amended 
sections and include nonsubstantive text edits, including replac-
ing the word "must" with "may," replacing the word "nonpayment" 
with "no payment," and corrections to punctuation. 
FISCAL NOTE AND LOCAL EMPLOYMENT IMPACT STATE-
MENT. Rachel Bowden, director of the Regulatory Initiatives Of-
fice in the Life and Health Division, has determined that dur-
ing each year of the first five years the proposed amendments 
are in effect, there will be no measurable fiscal impact on state 
and local governments as a result of enforcing or administer-
ing the amendments other than that imposed by the statute. Ms. 
Bowden made this determination because the proposed amend-
ments do not add to or decrease state revenues or expenditures, 
and because local governments are not involved in enforcing or 
complying with the proposed amendments. 

Ms. Bowden does not anticipate any measurable effect on local 
employment or the local economy as a result of this proposal. 
PUBLIC BENEFIT AND COST NOTE. For each year of the first 
five years the proposed amendments are in effect, Ms. Bowden 
expects that administering the proposed amendments will have 
the public benefit of ensuring that TDI's rules conform to Insur-
ance Code §1501.157 and §1501.607, as amended by SB 896. 
Ms. Bowden expects that the proposed amendments will not in-
crease the cost of compliance with Insurance Code §1501.157 
and §1501.607 because it does not impose requirements be-
yond those in statute. As a result, the cost associated with ex-
tending the coverage period for newborn children does not result 
from the enforcement or administration of the proposed amend-
ments. 
ECONOMIC IMPACT STATEMENT AND REGULATORY FLEX-
IBILITY ANALYSIS. TDI has determined that the proposed 
amendments will not have an adverse economic effect on small 
or micro businesses, or on rural communities. As a result, and 
in accordance with Government Code §2006.002(c), TDI is not 
required to prepare a regulatory flexibility analysis. 
EXAMINATION OF COSTS UNDER GOVERNMENT CODE 
§2001.0045. TDI has determined that this proposal does not 
impose a possible cost on regulated persons. Even if it did, no 
additional rule amendments are required under Government 
Code §2001.0045 because the proposed amendments are nec-
essary to implement legislation. The proposed rule implements 
Insurance Code §1501.157 and §1501.607, as amended by SB 
896. 
GOVERNMENT GROWTH IMPACT STATEMENT. TDI has de-
termined that for each year of the first five years that the pro-
posed amendments are in effect, the proposed rule: 
- will not create or eliminate a government program; 
- will not require the creation of new employee positions or the 
elimination of existing employee positions; 
- will not require an increase or decrease in future legislative 
appropriations to the agency; 
- will not require an increase or decrease in fees paid to the 
agency; 
- will not create a new regulation; 
- will expand, limit, or repeal an existing regulation; 
- will not increase or decrease the number of individuals subject 
to the rule's applicability; and 

- will not positively or adversely affect the Texas economy. 
TAKINGS IMPACT ASSESSMENT. TDI has determined that no 
private real property interests are affected by this proposal and 
that this proposal does not restrict or limit an owner's right to 
property that would otherwise exist in the absence of government 
action. As a result, this proposal does not constitute a taking or 
require a takings impact assessment under Government Code 
§2007.043. 
REQUEST FOR PUBLIC COMMENT. TDI will consider any 
written comments on the proposal that are received by TDI no 
later than 5:00 p.m., central time, on June 8, 2026. Consistent 
with Government Code §2001.024(a)(8), TDI requests public 
comments on the proposal, including information related to 
the cost, benefit, or effect of the proposal and any applicable 
data, research, and analysis. Send your comments to Chief-
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Clerk@tdi.texas.gov or to the Office of the Chief Clerk, MC: 
GC-CCO, Texas Department of Insurance, P.O. Box 12030, 
Austin, Texas 78711-2030. 
The commissioner of insurance will also consider written and 
oral comments on the proposal in a public hearing under Docket 
No. 2864. This proposal will be part of a rule hearing docket 
that will begin at 10:00 a.m., central time, on June 1, 2026. 
TDI will hold the public hearing both remotely using online re-
sources and in person at the Barbara Jordan State Office Build-
ing, 1601 Congress Avenue, Austin Texas 78701 in Room 2.034. 
Visit www.tdi.texas.gov/alert/event/index.html for more info on 
the proposed rule, hearing, and comment submission. 
SUBCHAPTER A. DEFINITIONS, 
SEVERABILITY, AND SMALL EMPLOYER 
HEALTH REGULATIONS 
28 TAC §26.9 

STATUTORY AUTHORITY. TDI proposes amendments to §26.9 
under Insurance Code §1501.010(1) and §36.001. 
Insurance Code §1501.010(1) directs the commissioner to adopt 
rules necessary to implement Insurance Code Chapter 1501. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. Section 26.9 implements 
Insurance Code §1501.157, as amended by SB 896. 
§26.9. Exclusions, Limitations, Waiting Periods, Affiliation Periods, 
Preexisting Conditions, and Restrictive Riders. 

(a) All health benefit plans that provide coverage for small em-
ployers and their employees must comply with the following require-
ments. 

(1) A small employer carrier may not exclude any eligible 
employee or dependent (including a late enrollee who would otherwise 
be covered under a small employer health benefit plan), except to the 
extent permitted under Insurance Code §1501.156, [(]concerning Em-
ployee Enrollment; Waiting Period[)]. 

(2) A small employer carrier may not limit or exclude (by 
use of rider, amendment, or other provision of the plan, applicable to 
a specific individual) coverage by type of illness, treatment, medical 
condition, or accident, except for preexisting conditions or diseases or 
an affiliation period, as permitted under Insurance Code Chapter 1501, 
[(]concerning Health Insurance Portability and Availability Act[)]. 

(3) A preexisting condition provision in a small employer 
health benefit plan may not apply to expenses incurred on or after the 
expiration of the 12 months following the effective date of coverage of 
the enrollee or late enrollee, except as authorized by paragraph (9)(B) 
of this subsection. 

(4) A small employer health benefit plan may not limit or 
exclude initial coverage of a newborn child of a covered employee. 
Any coverage of a newborn child of an employee under this subsection 
terminates on the 61st [32nd] day after the date of the birth of the child 
unless notification of the birth and any required additional premium 
are received by the small employer carrier not later than the 60th [31st] 
day after the date of birth. A small employer carrier may [must] not 
terminate coverage of a newborn child if the carrier's billing cycle does 
not coincide with this 60-day [31-day] premium payment requirement, 
until the next billing cycle has occurred and there has been no payment 

[nonpayment] of the additional required premium[,] within 30 days of 
the due date of the premium. 

(5) A small employer health benefit plan may not limit or 
exclude initial coverage of an adopted child of an insured. An adopted 
child of an insured may be enrolled, at the option of the insured, within 
either: 

(A) 31 days after the insured is a party in a suit for adop-
tion; or 

(B) 31 days of the date the adoption is final. 

(6) Coverage of an adopted child of an insured under para-
graph (5) of this subsection terminates unless notification of the adop-
tion and any required additional premium are received by the small 
employer carrier not later than either: 

(A) the 31st day after the insured becomes a party in a 
suit in which the adoption of the child by the insured is sought; or 

(B) the 31st day after the date of the adoption. A small 
employer carrier may not terminate coverage of an adopted child if 
the carrier's billing cycle does not coincide with this 31-day premium 
payment requirement, until the next billing cycle has occurred and there 
has been nonpayment of the additional required premium, within 30 
days of the due date of the premium. 

(7) For purposes of paragraphs (4) and (6) of this subsec-
tion, "received by the small employer within a specified period" means 
that the item(s) must be either received or postmarked by the specified 
period. 

(8) If a newborn or adopted child is enrolled in a health 
benefit plan or other creditable coverage within the periods specified 
in paragraph (4) or (5) of this subsection, and subsequently enrolls in 
another health benefit plan without a significant break in coverage, the 
other plan may not impose any preexisting condition exclusion or af-
filiation period with regard to the child. If a newborn or adopted child 
is not enrolled within the periods specified in paragraph (4) or (5) of 
this subsection, then in accordance with paragraph (9) of this subsec-
tion, the newborn or adopted child may be considered a late enrollee or 
excluded from coverage until the next open enrollment period. 

(9) A small employer carrier must choose one of the meth-
ods set forth in subparagraph (A) or (B) of this paragraph for handling 
requests for enrollment as a late enrollee in any health benefit plan sub-
ject to this subchapter. The small employer carrier must use the same 
method for all small employer health benefit plans. 

(A) The eligible employee or dependent may be ex-
cluded from coverage and any application for coverage rejected until 
the next annual open enrollment period and, once enrolled, may be 
subject to a 12-month preexisting condition provision or, in the case of 
an HMO, may be subject to a 60-day affiliation provision, as described 
by Insurance Code §§1501.102 - 1501.104, [(]concerning Preexisting 
Condition Provision; Treatment of Certain Conditions as Preexisting 
Prohibited; and Affiliation Period[)]. 

(B) The eligible employee or dependent's application 
may be accepted immediately and the employee or dependent enrolled 
as a late enrollee during the plan year. If so enrolled, the preexist-
ing condition provision imposed for a late enrollee may not exceed 18 
months or, in the case of an HMO, the affiliation period may not exceed 
90 days from the date of the late enrollee's application for coverage. 

(C) The provisions of subparagraphs (A) and (B) of this 
paragraph do not apply to eligible employees or dependents under the 
special circumstances listed as exceptions under the definition of late 
enrollee in §26.4 of this title (relating to Definitions). 
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(D) Examples for applying subparagraphs (A) and (B) 
of this paragraph, in the case of both insurers and HMOs: Individual 
A requests coverage on October 1, 2014, after the enrollment period of 
July 1, 2014, through July 31, 2014, has ended. The next annual open 
enrollment period is July 1, 2015, through July 31, 2015. The effective 
date of coverage for persons enrolling during an open enrollment period 
is the beginning of the plan year, which is September 1 of each year. 

(i) If the carrier is an insurer and has elected to ex-
clude all applicants requesting late enrollment until the next open en-
rollment period, Individual A must reapply for coverage in July 2015 
and the carrier may apply up to a 12-month preexisting condition period 
from the effective date of coverage, and as with any other enrollee, the 
preexisting condition period would begin on September 1, 2015, and 
expire on September 1, 2016. 

(ii) If the carrier is an insurer and has elected to ac-
cept applications for late enrollment immediately and enroll the ap-
plicant during the plan year, the carrier may apply up to an 18-month 
preexisting condition period from the date of application. If Individual 
A applied for coverage on October 1, 2014, the preexisting condition 
period would begin on that date and expire on April 1, 2016. 

(iii) If the carrier is an HMO and has elected to ex-
clude all applicants requesting late enrollment until the next open en-
rollment period, Individual A must reapply for coverage in July 2015, 
and the carrier may apply up to a 60-day affiliation period, as with any 
other enrollee. 

(iv) If the carrier is an HMO and has elected to ac-
cept applications for late enrollment immediately and enroll the appli-
cant during the plan year, the carrier may apply up to a 90-day affiliation 
period from the day Individual A applied for coverage. 

(10) A preexisting condition provision in a small employer 
health benefit plan may not apply to coverage for a disease or condition 
other than a disease or condition for which medical advice, diagnosis, 
care, or treatment was recommended or received from an individual 
licensed to provide the services under state law and operating within 
the scope of practice authorized by state law during the six months 
before the effective date of coverage. 

(11) A small employer carrier may not treat genetic in-
formation as a preexisting condition described by Insurance Code 
§1501.002, [(]concerning Definitions,[)] in the absence of a diagnosis 
of the condition related to the information. 

(12) A small employer carrier may not treat a pregnancy as 
a preexisting condition described in Insurance Code §1501.002. 

(13) A preexisting condition provision in a small employer 
health benefit plan does not apply to an individual who was continu-
ously covered for an aggregate period of 12 months under creditable 
coverage that was in effect up to a date not more than 63 days before 
the effective date of coverage under the small employer health benefit 
plan, excluding any waiting period under the previous coverage. For 
example, Individual A has coverage under an individual policy for six 
months beginning on May 1, 2014, through October 31, 2014, followed 
by a gap in coverage of 61 days until December 31, 2014. Individual 
A is covered under an individual health plan beginning on January 1, 
2015, for six months through June 30, 2015, followed by a gap in cov-
erage of 62 days until August 31, 2015. Individual A's effective date 
of coverage under a small employer health benefit plan is September 
1, 2015. Individual A has 12 months of creditable coverage and would 
not be subject to a preexisting condition exclusion under the small em-
ployer health benefit plan. 

(14) In determining whether a preexisting condition provi-
sion applies to an individual covered by a small employer health bene-
fit plan, the small employer carrier must credit the time the individual 
was covered under creditable coverage if the previous coverage was 
in effect at any time during the 12 months preceding the effective date 
of coverage under a small employer health benefit plan. Any waiting 
period that applied before that coverage became effective also must 
be credited against the preexisting condition provision period. For in-
stance, Individual B is covered under an individual health insurance 
policy for 18 months beginning May 1, 2014, through November 30, 
2015, followed by a four-month gap in coverage from December 1, 
2015, to March 31, 2016. On April 1, 2016, Individual B is covered 
under a group health plan for three months through June 30, 2016, fol-
lowed by a two-month gap in coverage until August 31, 2016. Individ-
ual B's coverage became effective on September 1, 2016. Under this 
example, since there was a significant break in coverage, to determine 
the length of creditable coverage, the small employer carrier counts 
the creditable coverage the individual had for the 12-month period pre-
ceding the effective date of the individual's coverage under the small 
employer health benefit plan. Individual B has creditable coverage of 
six months and the issuer of the small employer health benefit plan may 
impose a preexisting condition limitation for six months on Individual 
B. 

(15) A small employer may establish a waiting period 
in accordance with Insurance Code §1501.156. On completion of 
the waiting period and enrollment within the time frame allowed by 
§26.7(h) of this title (relating to Requirement to Insure Entire Groups), 
coverage must be effective no later than the next premium due date. 
Coverage may be effective at an earlier date as agreed between the 
small employer and the small employer carrier. 

(16) An HMO may impose an affiliation period in accor-
dance with Insurance Code §1501.104, if the period is applied uni-
formly without regard to any health-status-related factor. The affili-
ation period may not exceed two months for an enrollee, other than a 
late enrollee, and may not exceed 90 days for a late enrollee. An affil-
iation period under a plan must run concurrently with any applicable 
waiting period under the plan. An HMO may not impose any preexist-
ing condition limitation, except for an affiliation period. 

(17) The imposition of an affiliation period by an HMO 
does not preclude application of any applicable waiting period as de-
termined by the employer for all new entrants under a health benefit 
plan. 

(18) An affiliation period provision in a small employer 
health benefit plan does not apply to an individual who would not be 
subject to a preexisting condition limitation in accordance with para-
graphs (12) and (13) of this subsection. 

(b) To determine if preexisting conditions exist, a small em-
ployer carrier must ascertain the source of previous or existing cover-
age of each eligible employee or dependent at the time the employee or 
dependent initially enrolls into the health benefit plan provided by the 
small employer carrier. The small employer carrier has the responsibil-
ity to contact the source of the previous or existing coverage to resolve 
any questions about the benefits or limitations related to that coverage 
in the absence of a creditable coverage certification form. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601811 
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Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 
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SUBCHAPTER C. LARGE EMPLOYER 
HEALTH INSURANCE REGULATIONS 
28 TAC §26.305 

STATUTORY AUTHORITY. TDI proposes amendments to 
§26.305 under Insurance Code §1501.010(1) and §36.001. 
Insurance Code §1501.010(1) directs the commissioner to adopt 
rules necessary to implement Insurance Code Chapter 1501. 
Insurance Code §36.001 provides that the commissioner may 
adopt any rules necessary and appropriate to implement the 
powers and duties of TDI under the Insurance Code and other 
laws of this state. 
CROSS-REFERENCE TO STATUTE. Section 26.305 imple-
ments Insurance Code §1501.607, as amended by SB 896. 
§26.305. Enrollment. 

(a) Periods provided for enrollment in and application for any 
health benefit plan provided to a large employer group must comply 
with the following.[:] 

(1) The [the] initial enrollment period for the employees 
meeting the large employer's participation criteria must extend at least 
31 consecutive days after the employee's initial date of employment, or, 
if the waiting period exceeds 31 days, at least 31 consecutive days after 
the date the new entrant completes the waiting period for coverage.[;] 

(2) The [the] new entrant who meets the large employer's 
participation criteria must be notified of his or her opportunity to enroll 
at least 31 days in advance of the last date enrollment is permitted.[;] 

(3) A [a] new entrant's application for coverage is timely if 
he or she submits the application within 31 consecutive days following 
the initial date of employment, or following the date the new entrant is 
eligible for coverage: 

(A) in person; 

(B) by mail, postmarked by the end of the specified pe-
riod; or 

(C) in an alternative method normally accepted by the 
large employer carrier, including facsimile transmission (fax), email, 
or web-based application.[; and] 

(4) The [the] large employer carrier must provide an annual 
open enrollment period of at least 31 consecutive days. 

(b) If dependent coverage is offered to enrollees under a large 
employer health benefit plan, the initial enrollment period for the de-
pendents must be at least 31 consecutive days, with a 31-consecu-
tive-day annual open enrollment period. 

(c) A new employee who meets the participation criteria of a 
covered large employer may not be denied coverage if the application 
for coverage is received by the large employer carrier not later than the 
31st day after the later of: 

(1) the date on which the employment begins; or 

(2) the date on which the waiting period established under 
Insurance Code §1501.606, [(]concerning Employee Enrollment; Wait-
ing Period,[)] expires. 

(d) If dependent coverage is offered to the enrollees under a 
large employer health benefit plan, a dependent of a new employee 
who meets the participation criteria established by the large employer 
may not be denied coverage if the application for coverage is received 
by the large employer carrier not later than the 31st day after the later 
of: 

(1) the date on which the employment begins; 

(2) the date on which the waiting period established under 
Insurance Code §1501.606 expires; or 

(3) the date on which the dependent becomes eligible for 
enrollment. 

(e) A large employer carrier may not exclude any eligible em-
ployee who meets the participation criteria or an eligible dependent, in-
cluding a late enrollee, who would otherwise be covered under a large 
employer group. 

(f) A large employer health benefit plan may not limit or ex-
clude initial coverage of a newborn child of a covered employee. Any 
coverage of a newborn child of an insured under this subsection ter-
minates on the 61st [32nd] day after the date of the birth of the child 
unless: 

(1) dependent children are eligible for coverage under the 
large employer health benefit plan; and 

(2) notification of the birth and any required additional pre-
mium are received by the large employer not later than the 60th [31st] 
day after the date of birth. A large employer carrier may not termi-
nate coverage of a newborn child if the carrier's billing cycle does not 
coincide with this 60-day [31-day] premium payment requirement, un-
til the next billing cycle has occurred and there has been no payment 
[nonpayment] of the additional required premium[,] within 30 days of 
the due date of the premium. 

(g) If dependent children are eligible for coverage under the 
large employer health benefit plan, a large employer health benefit plan 
may not limit or exclude initial coverage of an adopted child of an 
insured. 

(h) If dependent children are eligible for coverage under the 
large employer health benefit plan, an adopted child of an insured may 
be enrolled, at the option of the insured, within either: 

(1) 31 days after the [an] insured is a party in a suit for 
adoption; or 

(2) 31 days of the date the adoption is final. 

(i) Coverage of an adopted child of an employee terminates 
unless notification of the adoption and any required additional premi-
ums are received by the large employer not later than either: 

(1) the 31st day after the insured becomes a party in a suit 
in which the adoption of the child by the insured is sought; or 

(2) the 31st day after the date of the adoption. A large em-
ployer carrier may not terminate coverage of an adopted child if the 
carrier's billing cycle does not coincide with this 31-day premium pay-
ment requirement, until the next billing cycle has occurred and there 
has been nonpayment of the additional required premium within 30 
days of the date of the premium. 
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(j) For purposes of this section, "received by the large em-
ployer" within a specified period means that the item(s) must be post-
marked by the specified period. 

(k) If a newborn or adopted child is enrolled in a health bene-
fit plan or other creditable coverage within the periods specified in this 
section, and subsequently enrolls in another health benefit plan with-
out a significant break in coverage, the other plan may not impose any 
preexisting condition exclusion with regard to the child. If a newborn 
or adopted child is not enrolled within the periods specified in this sec-
tion, then in accordance with §26.306(h) of this title (relating to Ex-
clusions, Limitations, Waiting Periods, Affiliation Periods, Preexisting 
Conditions, and Restrictive Riders), the newborn or adopted child may 
be considered a late enrollee or excluded from coverage until the next 
open enrollment period. 

The agency certifies that legal counsel has reviewed the pro-
posal and found it to be within the state agency's legal authority 
to adopt. 

Filed with the Office of the Secretary of State on April 27, 2026. 
TRD-202601814 
Jessica Barta 
General Counsel 
Texas Department of Insurance 
Earliest possible date of adoption: June 7, 2026 
For further information, please call: (512) 676-6555 
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	TITLE 13. CULTURAL RESOURCES PART 2. TEXAS HISTORICAL COMMISSION CHAPTER 13. TEXAS HISTORIC PRESERVATION TAX CREDIT PROGRAM 13 TAC §§13.1 -13.6, 13.8, 13.9 The Texas Historical Commission (hereafter referred to as the Commission) proposes amendments to §§13.1 -13.6, 13.8, and 13.9 of Chapter 13 of the Texas Administrative Code, Title 13, Part 2, related to the Texas Historic Preservation Tax Credit Pro-gram. The proposed amendments clarify administrative procedures and further explain the relationship betwe
	TITLE 13. CULTURAL RESOURCES PART 2. TEXAS HISTORICAL COMMISSION CHAPTER 13. TEXAS HISTORIC PRESERVATION TAX CREDIT PROGRAM 13 TAC §§13.1 -13.6, 13.8, 13.9 The Texas Historical Commission (hereafter referred to as the Commission) proposes amendments to §§13.1 -13.6, 13.8, and 13.9 of Chapter 13 of the Texas Administrative Code, Title 13, Part 2, related to the Texas Historic Preservation Tax Credit Pro-gram. The proposed amendments clarify administrative procedures and further explain the relationship betwe
	ECONOMIC COSTS TO PERSONS AND IMPACT ON LOCAL EMPLOYMENT. There are no anticipated economic costs to per-sons who are required to comply with the amendments to these rules, as proposed. There is no effect on local economy for the first five years that the proposed new section is in effect; there-fore, no local employment impact statement is required under Texas Government Code §2001.022 and 2001.024(a)(6). GOVERNMENT GROWTH IMPACT STATEMENT. During the first five years that the amendments would be in effect

	(1) Applicant--The entity that has submitted an application for a building or structure of which it is the owner, [it owns] or for which it has a contract to purchase. (2) Application--A fully completed Texas Historic Preser-vation Tax Credit Application form submitted to the Commission, which includes three parts: (A) Part A -Evaluation of Significance, to be used by the Commission to make a determination whether the building is a cer-tified historic structure; (B) Part B -Description of Rehabilitation, to
	(1) Applicant--The entity that has submitted an application for a building or structure of which it is the owner, [it owns] or for which it has a contract to purchase. (2) Application--A fully completed Texas Historic Preser-vation Tax Credit Application form submitted to the Commission, which includes three parts: (A) Part A -Evaluation of Significance, to be used by the Commission to make a determination whether the building is a cer-tified historic structure; (B) Part B -Description of Rehabilitation, to
	(1) Applicant--The entity that has submitted an application for a building or structure of which it is the owner, [it owns] or for which it has a contract to purchase. (2) Application--A fully completed Texas Historic Preser-vation Tax Credit Application form submitted to the Commission, which includes three parts: (A) Part A -Evaluation of Significance, to be used by the Commission to make a determination whether the building is a cer-tified historic structure; (B) Part B -Description of Rehabilitation, to


	(8) Certified local district--A local historic district certified by the United States Department of the Interior in accordance with 36 CFR §67.9. (9) Certified rehabilitation--The rehabilitation of a certified historic structure that the Commission has certified as meeting the Stan-dards for Rehabilitation. If the project is submitted for the federal reha-bilitation tax credit, it must be reviewed by the National Park Service prior to a determination that it meets the requirements for a certified rehabilit
	(8) Certified local district--A local historic district certified by the United States Department of the Interior in accordance with 36 CFR §67.9. (9) Certified rehabilitation--The rehabilitation of a certified historic structure that the Commission has certified as meeting the Stan-dards for Rehabilitation. If the project is submitted for the federal reha-bilitation tax credit, it must be reviewed by the National Park Service prior to a determination that it meets the requirements for a certified rehabilit
	(8) Certified local district--A local historic district certified by the United States Department of the Interior in accordance with 36 CFR §67.9. (9) Certified rehabilitation--The rehabilitation of a certified historic structure that the Commission has certified as meeting the Stan-dards for Rehabilitation. If the project is submitted for the federal reha-bilitation tax credit, it must be reviewed by the National Park Service prior to a determination that it meets the requirements for a certified rehabilit


	education or university system or any other entity holding a legal or equitable interest in a Property or Structure, which can include a full or partial ownership interest. Not all of these owner entities can qualify as an applicant for the credit, based on the requirements listed in Chapter 172 of the Texas Tax Code. A long-term lessee of a property may be considered an owner if their current lease term is at a minimum 27.5 years for residential rental property or 39 years for nonresidential real property,
	education or university system or any other entity holding a legal or equitable interest in a Property or Structure, which can include a full or partial ownership interest. Not all of these owner entities can qualify as an applicant for the credit, based on the requirements listed in Chapter 172 of the Texas Tax Code. A long-term lessee of a property may be considered an owner if their current lease term is at a minimum 27.5 years for residential rental property or 39 years for nonresidential real property,
	(27) Structure--A building; see also certified historic struc-ture. "Structure" may be used in place of the word "building," but all tax credit projects must involve rehabilitation of a building as defined in §13.1(5) of this title. (28) Tax Credit--A credit earned against either the state franchise tax or the insurance premium tax per Chapter 172 of the Texas Tax Code and any limitations provided therein. §13.2. Qualification Requirements. (a) Qualification for credit. (1) An Owner is eligible for a credit
	(27) Structure--A building; see also certified historic struc-ture. "Structure" may be used in place of the word "building," but all tax credit projects must involve rehabilitation of a building as defined in §13.1(5) of this title. (28) Tax Credit--A credit earned against either the state franchise tax or the insurance premium tax per Chapter 172 of the Texas Tax Code and any limitations provided therein. §13.2. Qualification Requirements. (a) Qualification for credit. (1) An Owner is eligible for a credit
	(27) Structure--A building; see also certified historic struc-ture. "Structure" may be used in place of the word "building," but all tax credit projects must involve rehabilitation of a building as defined in §13.1(5) of this title. (28) Tax Credit--A credit earned against either the state franchise tax or the insurance premium tax per Chapter 172 of the Texas Tax Code and any limitations provided therein. §13.2. Qualification Requirements. (a) Qualification for credit. (1) An Owner is eligible for a credit



	(4) site work expenditures, including any landscaping, sidewalks, paving, decks, outdoor lighting remote from the building, fencing, retaining walls or similar expenditures; or (5) any cost associated with the rehabilitation of an out-building or ancillary structure unless it is certified by the Commission to contribute to the historical significance of the property. (d) Eligibility date for costs and expenses. (1) Part A of the Texas Historic Preservation Tax Credit Certification Application must be submit
	(4) site work expenditures, including any landscaping, sidewalks, paving, decks, outdoor lighting remote from the building, fencing, retaining walls or similar expenditures; or (5) any cost associated with the rehabilitation of an out-building or ancillary structure unless it is certified by the Commission to contribute to the historical significance of the property. (d) Eligibility date for costs and expenses. (1) Part A of the Texas Historic Preservation Tax Credit Certification Application must be submit
	(4) site work expenditures, including any landscaping, sidewalks, paving, decks, outdoor lighting remote from the building, fencing, retaining walls or similar expenditures; or (5) any cost associated with the rehabilitation of an out-building or ancillary structure unless it is certified by the Commission to contribute to the historical significance of the property. (d) Eligibility date for costs and expenses. (1) Part A of the Texas Historic Preservation Tax Credit Certification Application must be submit


	(4) Current photographs of the building and its site, show-ing exterior and interior features and spaces adequate to document the property's significance. Photographs must be formatted as directed by the Commission in published program guidance materials on the Com-mission's online Texas Historic Preservation Tax Credit Application Guide available by accessing thc.texas.gov; (5) Date of construction of the property; (6) Brief description of the appearance of the property, in-cluding alterations, characteris
	(4) Current photographs of the building and its site, show-ing exterior and interior features and spaces adequate to document the property's significance. Photographs must be formatted as directed by the Commission in published program guidance materials on the Com-mission's online Texas Historic Preservation Tax Credit Application Guide available by accessing thc.texas.gov; (5) Date of construction of the property; (6) Brief description of the appearance of the property, in-cluding alterations, characteris
	(4) Current photographs of the building and its site, show-ing exterior and interior features and spaces adequate to document the property's significance. Photographs must be formatted as directed by the Commission in published program guidance materials on the Com-mission's online Texas Historic Preservation Tax Credit Application Guide available by accessing thc.texas.gov; (5) Date of construction of the property; (6) Brief description of the appearance of the property, in-cluding alterations, characteris
	(4) Current photographs of the building and its site, show-ing exterior and interior features and spaces adequate to document the property's significance. Photographs must be formatted as directed by the Commission in published program guidance materials on the Com-mission's online Texas Historic Preservation Tax Credit Application Guide available by accessing thc.texas.gov; (5) Date of construction of the property; (6) Brief description of the appearance of the property, in-cluding alterations, characteris
	LBody
	Link




	historic district, will be based on criteria for listing in the National Reg-ister of Historic Places. Applications for a preliminary determination of significance must show how the property meets one of the following criteria for listing in the National Register of Historic Places and any applicable criteria considerations from the National Park Service. (A) [1] National Register of Historic Places criteria. The quality of significance in American history, architecture, arche-ology, engineering, and cultur
	historic district, will be based on criteria for listing in the National Reg-ister of Historic Places. Applications for a preliminary determination of significance must show how the property meets one of the following criteria for listing in the National Register of Historic Places and any applicable criteria considerations from the National Park Service. (A) [1] National Register of Historic Places criteria. The quality of significance in American history, architecture, arche-ology, engineering, and cultur
	historic district, will be based on criteria for listing in the National Reg-ister of Historic Places. Applications for a preliminary determination of significance must show how the property meets one of the following criteria for listing in the National Register of Historic Places and any applicable criteria considerations from the National Park Service. (A) [1] National Register of Historic Places criteria. The quality of significance in American history, architecture, arche-ology, engineering, and cultur

	(2) Determination of eligibility for designation as a Recorded Texas Historic Landmark will be based on criteria for evaluation described in §442.006, Texas Government Code; §21.9 of this title (relating to Application Evaluation Procedures). (3) Issuance of a preliminary determination of significance does not bind the Commission to the designation of an individual historic structure or district. Applicants proceed with rehabilitation projects at their own risk. If a structure is ultimately not listed in th
	(2) Determination of eligibility for designation as a Recorded Texas Historic Landmark will be based on criteria for evaluation described in §442.006, Texas Government Code; §21.9 of this title (relating to Application Evaluation Procedures). (3) Issuance of a preliminary determination of significance does not bind the Commission to the designation of an individual historic structure or district. Applicants proceed with rehabilitation projects at their own risk. If a structure is ultimately not listed in th
	(2) Determination of eligibility for designation as a Recorded Texas Historic Landmark will be based on criteria for evaluation described in §442.006, Texas Government Code; §21.9 of this title (relating to Application Evaluation Procedures). (3) Issuance of a preliminary determination of significance does not bind the Commission to the designation of an individual historic structure or district. Applicants proceed with rehabilitation projects at their own risk. If a structure is ultimately not listed in th
	(2) Determination of eligibility for designation as a Recorded Texas Historic Landmark will be based on criteria for evaluation described in §442.006, Texas Government Code; §21.9 of this title (relating to Application Evaluation Procedures). (3) Issuance of a preliminary determination of significance does not bind the Commission to the designation of an individual historic structure or district. Applicants proceed with rehabilitation projects at their own risk. If a structure is ultimately not listed in th




	Official Texas Historical Marker program (as applicable), shall prepare a notification, to be filed with the tax credit application, indicating that the designation process required by Part A has been fulfilled. (h) Multiple buildings. If a property owned by one entity con-tains more than one building and the Commission determines that the buildings have been functionally related historically, per §13.1(17) of this title (relating to Definitions), to serve an overall purpose (such as a residence and a carri
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	(4) A rehabilitation plan including a detailed description of work, drawings of the site plan and the building floor plans showing existing conditions and all proposed work, with elevation drawings if applicable to illustrate any new construction, alterations, or additions. Drawings of the existing building condition and drawings of the pro-posed project are generally required to substantiate the scope of the project. If there are inconsistencies between the description of work and architectural plans or ot
	(4) A rehabilitation plan including a detailed description of work, drawings of the site plan and the building floor plans showing existing conditions and all proposed work, with elevation drawings if applicable to illustrate any new construction, alterations, or additions. Drawings of the existing building condition and drawings of the pro-posed project are generally required to substantiate the scope of the project. If there are inconsistencies between the description of work and architectural plans or ot
	(4) A rehabilitation plan including a detailed description of work, drawings of the site plan and the building floor plans showing existing conditions and all proposed work, with elevation drawings if applicable to illustrate any new construction, alterations, or additions. Drawings of the existing building condition and drawings of the pro-posed project are generally required to substantiate the scope of the project. If there are inconsistencies between the description of work and architectural plans or ot


	(7) Chemical or physical treatments, such as sandblasting, that cause damage to historic materials shall not be used. The surface cleaning of structures, if appropriate, shall be undertaken using the gen-tlest means possible. (8) Significant archeological resources affected by a project shall be protected and preserved. If such resources must be disturbed, mitigation measures shall be undertaken. (9) New additions, exterior alterations, or related new con-struction shall not destroy historic materials that 
	(7) Chemical or physical treatments, such as sandblasting, that cause damage to historic materials shall not be used. The surface cleaning of structures, if appropriate, shall be undertaken using the gen-tlest means possible. (8) Significant archeological resources affected by a project shall be protected and preserved. If such resources must be disturbed, mitigation measures shall be undertaken. (9) New additions, exterior alterations, or related new con-struction shall not destroy historic materials that 
	(7) Chemical or physical treatments, such as sandblasting, that cause damage to historic materials shall not be used. The surface cleaning of structures, if appropriate, shall be undertaken using the gen-tlest means possible. (8) Significant archeological resources affected by a project shall be protected and preserved. If such resources must be disturbed, mitigation measures shall be undertaken. (9) New additions, exterior alterations, or related new con-struction shall not destroy historic materials that 
	(7) Chemical or physical treatments, such as sandblasting, that cause damage to historic materials shall not be used. The surface cleaning of structures, if appropriate, shall be undertaken using the gen-tlest means possible. (8) Significant archeological resources affected by a project shall be protected and preserved. If such resources must be disturbed, mitigation measures shall be undertaken. (9) New additions, exterior alterations, or related new con-struction shall not destroy historic materials that 
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	(c) Application Part A -Evaluation of Significance. Part A of the application will be used by the Commission to confirm historic designation or to determine if the property is eligible for qualification as a certified historic structure. (1) If a property is individually listed in the National Regis-ter of Historic Places or designated as a Recorded Texas Historic Land-mark or State Antiquities Landmark, the property is qualified as a cer-tified historic structure. (2) The applicant will be responsible for 
	(c) Application Part A -Evaluation of Significance. Part A of the application will be used by the Commission to confirm historic designation or to determine if the property is eligible for qualification as a certified historic structure. (1) If a property is individually listed in the National Regis-ter of Historic Places or designated as a Recorded Texas Historic Land-mark or State Antiquities Landmark, the property is qualified as a cer-tified historic structure. (2) The applicant will be responsible for 
	(c) Application Part A -Evaluation of Significance. Part A of the application will be used by the Commission to confirm historic designation or to determine if the property is eligible for qualification as a certified historic structure. (1) If a property is individually listed in the National Regis-ter of Historic Places or designated as a Recorded Texas Historic Land-mark or State Antiquities Landmark, the property is qualified as a cer-tified historic structure. (2) The applicant will be responsible for 



	the conditions will be successfully met. Otherwise the application will be determined to be not consistent with the Standards for Reha-bilitation; applications found to be consistent with the Standards for Rehabilitation with specific conditions required may proceed with the work but will only be eligible for the credit if the conditions listed are met as part of the rehabilitation work. Failure to follow the conditions may result in a determination by the Commission that the project is not consistent with 
	the conditions will be successfully met. Otherwise the application will be determined to be not consistent with the Standards for Reha-bilitation; applications found to be consistent with the Standards for Rehabilitation with specific conditions required may proceed with the work but will only be eligible for the credit if the conditions listed are met as part of the rehabilitation work. Failure to follow the conditions may result in a determination by the Commission that the project is not consistent with 

	(A) If the completed project is found to be in compli-ance with the approved Part B and any required conditions; consistent with the Standards for Rehabilitation, and the building is a certified historic structure at the time of the application, the Commission shall approve the project. The Commission then shall issue to the applicant a certificate of eligibility that confirms the property to which the eligible costs and expenses relate is a certified historic structure and the reha-bilitation qualifies as 
	(A) If the completed project is found to be in compli-ance with the approved Part B and any required conditions; consistent with the Standards for Rehabilitation, and the building is a certified historic structure at the time of the application, the Commission shall approve the project. The Commission then shall issue to the applicant a certificate of eligibility that confirms the property to which the eligible costs and expenses relate is a certified historic structure and the reha-bilitation qualifies as 
	(A) If the completed project is found to be in compli-ance with the approved Part B and any required conditions; consistent with the Standards for Rehabilitation, and the building is a certified historic structure at the time of the application, the Commission shall approve the project. The Commission then shall issue to the applicant a certificate of eligibility that confirms the property to which the eligible costs and expenses relate is a certified historic structure and the reha-bilitation qualifies as 


	(1) Eligibility for the credit. If a project, including a single phase of work or an overall rehabilitation, does not meet the Standards for Rehabilitation and is denied based on completed construction work, future work on the building or within a set of functionally related build-ings, performed by the same owner, shall not be eligible for a credit under this program. If the building is purchased by a new owner, the new owner may apply for tax credits based on a new application and existing conditions at t
	(1) Eligibility for the credit. If a project, including a single phase of work or an overall rehabilitation, does not meet the Standards for Rehabilitation and is denied based on completed construction work, future work on the building or within a set of functionally related build-ings, performed by the same owner, shall not be eligible for a credit under this program. If the building is purchased by a new owner, the new owner may apply for tax credits based on a new application and existing conditions at t
	(1) Eligibility for the credit. If a project, including a single phase of work or an overall rehabilitation, does not meet the Standards for Rehabilitation and is denied based on completed construction work, future work on the building or within a set of functionally related build-ings, performed by the same owner, shall not be eligible for a credit under this program. If the building is purchased by a new owner, the new owner may apply for tax credits based on a new application and existing conditions at t
	(1) Eligibility for the credit. If a project, including a single phase of work or an overall rehabilitation, does not meet the Standards for Rehabilitation and is denied based on completed construction work, future work on the building or within a set of functionally related build-ings, performed by the same owner, shall not be eligible for a credit under this program. If the building is purchased by a new owner, the new owner may apply for tax credits based on a new application and existing conditions at t


	in writing within twenty-four (24) months from the date the application was closed. (6) If all conditions in paragraph (5) of this subsection are not met, a new application must be filed, including new Part B and Part C application fees. §13.8. Relationship with the Federal Rehabilitation Tax Credit Pro-gram. (a) Projects seeking federal and state credits. Projects seeking certification for both the federal rehabilitation tax credit and the Texas Historic Preservation Tax Credit must meet eligibility requir

	includes a certified historic structure and/or a certified rehabilitation apply only to the Texas Historic Preservation Tax Credit Program and are not binding on any other local or federal tax credit program. §13.9. Appeals. (a) Denial of Part A of the application cannot be appealed. An applicant may consult with the Commission to identify any available alternative strategies for historic designation. In such a case, the appli-cant must submit a new Part A application for consideration. (b) [(a)] An applica
	Joseph Bell Executive Director Texas Historical Commission Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 463-6100 ♦ ♦ ♦ CHAPTER 15. ADMINISTRATION OF FEDERAL PROGRAMS 13 TAC §15.3 The Texas Historical Commission (Commission) proposes amendments to the Texas Administrative Code, Title 13, Part 2, Chapter 15, §15.3, related to the State Board of Review and National Register. The proposed amendments remove references to the Federal Register; they have changed and 
	Joseph Bell Executive Director Texas Historical Commission Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 463-6100 ♦ ♦ ♦ CHAPTER 15. ADMINISTRATION OF FEDERAL PROGRAMS 13 TAC §15.3 The Texas Historical Commission (Commission) proposes amendments to the Texas Administrative Code, Title 13, Part 2, Chapter 15, §15.3, related to the State Board of Review and National Register. The proposed amendments remove references to the Federal Register; they have changed and 

	PUBLIC COMMENT. Comments on the proposal and as to whether the reasons for initially adopting these rules continue to exist may be submitted to Joseph Bell, Executive Director, Texas Historical Commission, P.O. Box 12276, Austin, Texas 78711. Comments will be accepted for 30 days after publication in the Texas Register. STATUTORY AUTHORITY. These amendments are proposed under the authority of Texas Government Code §442.005(q), which provides the Commission with the authority to promulgate rules to reasonabl
	PUBLIC COMMENT. Comments on the proposal and as to whether the reasons for initially adopting these rules continue to exist may be submitted to Joseph Bell, Executive Director, Texas Historical Commission, P.O. Box 12276, Austin, Texas 78711. Comments will be accepted for 30 days after publication in the Texas Register. STATUTORY AUTHORITY. These amendments are proposed under the authority of Texas Government Code §442.005(q), which provides the Commission with the authority to promulgate rules to reasonabl
	each board meeting. The form will become a part of the commission's permanent record of opinions and decisions by the board, and will be filed in the National Register programs office of the commission. (f) Meetings. Meetings of the board of review shall be held as many times per year as prescribed in the Federal Register [(Part V: 36 Code of Federal Regulations Part 61, §61.4(e))] pertaining to the National Register. Other meetings may be called by the chairperson as needed. The majority of the membership 

	Joseph Bell Executive Director Texas Historical Commission Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 463-6100 ♦ ♦ ♦ CHAPTER 21. HISTORY PROGRAMS SUBCHAPTER B. OFFICIAL TEXAS HISTORICAL MARKER PROGRAM 13 TAC §§21.6, 21.7, 21.9, 21.11, 21.12 The Texas Historical Commission (hereafter referred to as the Commission) proposes amendments to the Texas Administra-tive Code, Title 13, Part 2, Subchapter B, Chapter 21, §§21.6, 21.7, 21.9, 21.11, and 21.12, related to
	TAKINGS IMPACT ASSESSMENT. The Commission has deter-mined that no private real property interests are affected by this proposal and the proposal does not restrict or limit an owner's right to his or her property that would otherwise exist in the ab-sence of government action and, therefore, does not constitute a taking under Texas Government Code § 2007.043. PUBLIC COMMENT. Comments on the proposed amendments and whether the reasons for initially adopting these rules con-tinue to exist may be submitted to J
	shall be effective until removed by the commission, whether or not the marker remains in place. (e) Once designated, RTHL properties are subject to provi-sions of the Texas Government Code, §§442.006(f), 442.011, and 442.016; rules of the commission, including §21.11 of this title (relat-ing to Review of Work on Recorded Texas Historic Landmarks); and other applicable administrative rules. §21.7. Application Requirements. (a) Any individual, group or county historical commission may apply to the commission 
	shall be effective until removed by the commission, whether or not the marker remains in place. (e) Once designated, RTHL properties are subject to provi-sions of the Texas Government Code, §§442.006(f), 442.011, and 442.016; rules of the commission, including §21.11 of this title (relat-ing to Review of Work on Recorded Texas Historic Landmarks); and other applicable administrative rules. §21.7. Application Requirements. (a) Any individual, group or county historical commission may apply to the commission 
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	[(5) A $100 application fee is due within ten days upon notification of receipt.] [(6) Additional information may be requested via email. Failure to provide all requested materials as instructed will result in cancellation of the application.] [(7) Commission staff and commissioners review applica-tions and determine:] [(A) eligibility for approval;] [(B) size and type of marker for each topic; and] [(C) priorities for work schedule on the approved appli-cations.] [(8) CHC and sponsor will be notified via e
	[(5) A $100 application fee is due within ten days upon notification of receipt.] [(6) Additional information may be requested via email. Failure to provide all requested materials as instructed will result in cancellation of the application.] [(7) Commission staff and commissioners review applica-tions and determine:] [(A) eligibility for approval;] [(B) size and type of marker for each topic; and] [(C) priorities for work schedule on the approved appli-cations.] [(8) CHC and sponsor will be notified via e


	[(16) Commission staff enters marker information into the Texas Historic Sites Atlas at website atlas.thc.texas.gov, an online in-ventory of marker information and inscriptions.] (d) Application content. (1) Each marker application must address the criteria spec-ified in §21.9 of this title (relating to Applications Evaluation Proce-dures) in sufficient detail to allow the commission to judge the merit of the application. (2) Documentation. Each marker application must contain sufficient documentation to ve
	[(16) Commission staff enters marker information into the Texas Historic Sites Atlas at website atlas.thc.texas.gov, an online in-ventory of marker information and inscriptions.] (d) Application content. (1) Each marker application must address the criteria spec-ified in §21.9 of this title (relating to Applications Evaluation Proce-dures) in sufficient detail to allow the commission to judge the merit of the application. (2) Documentation. Each marker application must contain sufficient documentation to ve
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	(5) Value of topic as an undertold or untold aspect of Texas history. This criterion addresses the extent to which topic addresses undertold facets of Texas history and increases the diversity of history and cultures interpreted through the marker program. (6) Endangerment level of property, site or topic. This cri-terion addresses the extent to which the property (RTHLs), site or story is in danger of being lost if its history and significance are not docu-mented through the marker program. (7) Available d
	(5) Value of topic as an undertold or untold aspect of Texas history. This criterion addresses the extent to which topic addresses undertold facets of Texas history and increases the diversity of history and cultures interpreted through the marker program. (6) Endangerment level of property, site or topic. This cri-terion addresses the extent to which the property (RTHLs), site or story is in danger of being lost if its history and significance are not docu-mented through the marker program. (7) Available d
	(5) Value of topic as an undertold or untold aspect of Texas history. This criterion addresses the extent to which topic addresses undertold facets of Texas history and increases the diversity of history and cultures interpreted through the marker program. (6) Endangerment level of property, site or topic. This cri-terion addresses the extent to which the property (RTHLs), site or story is in danger of being lost if its history and significance are not docu-mented through the marker program. (7) Available d
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	[(6) Endangerment level of property, site or topic -10 pts. max;] [(7) Available documentation and resources -10 pts. max;] [(8) Diversity among this group of candidates -10 pts. max;] [(9) Relevance to other commission programs -5 pts. max; and] [(10) Relevance to the commission's current thematic pri-orities -15 pts. max.] §21.11. Review of Work on Recorded Texas Historic Landmarks. (a) Definitions. The following words and terms, when used in this section, shall have the following meanings, unless context
	[(6) Endangerment level of property, site or topic -10 pts. max;] [(7) Available documentation and resources -10 pts. max;] [(8) Diversity among this group of candidates -10 pts. max;] [(9) Relevance to other commission programs -5 pts. max; and] [(10) Relevance to the commission's current thematic pri-orities -15 pts. max.] §21.11. Review of Work on Recorded Texas Historic Landmarks. (a) Definitions. The following words and terms, when used in this section, shall have the following meanings, unless context
	[(6) Endangerment level of property, site or topic -10 pts. max;] [(7) Available documentation and resources -10 pts. max;] [(8) Diversity among this group of candidates -10 pts. max;] [(9) Relevance to other commission programs -5 pts. max; and] [(10) Relevance to the commission's current thematic pri-orities -15 pts. max.] §21.11. Review of Work on Recorded Texas Historic Landmarks. (a) Definitions. The following words and terms, when used in this section, shall have the following meanings, unless context
	[(6) Endangerment level of property, site or topic -10 pts. max;] [(7) Available documentation and resources -10 pts. max;] [(8) Diversity among this group of candidates -10 pts. max;] [(9) Relevance to other commission programs -5 pts. max; and] [(10) Relevance to the commission's current thematic pri-orities -15 pts. max.] §21.11. Review of Work on Recorded Texas Historic Landmarks. (a) Definitions. The following words and terms, when used in this section, shall have the following meanings, unless context
	(1) Notice from the property owner to the commission. At least 60 days prior to the proposed work on a landmark, a written notifi-cation from the property owner describing the project shall be submit-ted to the commission, along with construction documents, sketches, or drawings which adequately describe the full scope of project work and photographs of the areas affected by the proposed changes. Receipt by the commission shall constitute the date notice is given. (2) Notice from the commission to the prope



	(iv) Changes to a property that have acquired his-toric significance in their own right shall be retained and preserved. (v) Distinctive materials, features, finishes, and con-struction techniques or examples of craftsmanship that characterize a property shall be preserved. (vi) The existing condition of historic features shall be evaluated to determine the appropriate level of intervention needed. Where the severity of deterioration requires repair or limited replace-ment of a distinctive feature, the new 
	(iv) Changes to a property that have acquired his-toric significance in their own right shall be retained and preserved. (v) Distinctive materials, features, finishes, and con-struction techniques or examples of craftsmanship that characterize a property shall be preserved. (vi) The existing condition of historic features shall be evaluated to determine the appropriate level of intervention needed. Where the severity of deterioration requires repair or limited replace-ment of a distinctive feature, the new 
	(iv) Changes to a property that have acquired his-toric significance in their own right shall be retained and preserved. (v) Distinctive materials, features, finishes, and con-struction techniques or examples of craftsmanship that characterize a property shall be preserved. (vi) The existing condition of historic features shall be evaluated to determine the appropriate level of intervention needed. Where the severity of deterioration requires repair or limited replace-ment of a distinctive feature, the new 


	(X) New additions and adjacent or related new construction shall be undertaken in such a manner that, if removed in the future, the essential form and integrity of the historic property and its environment would be unimpaired. (ii) Standards for restoration. (I) A property shall be used as it was historically or be given a new use which reflects the property's restoration period. (II) Materials and features from the restoration period shall be retained and preserved. The removal of materials or alteration o
	(X) New additions and adjacent or related new construction shall be undertaken in such a manner that, if removed in the future, the essential form and integrity of the historic property and its environment would be unimpaired. (ii) Standards for restoration. (I) A property shall be used as it was historically or be given a new use which reflects the property's restoration period. (II) Materials and features from the restoration period shall be retained and preserved. The removal of materials or alteration o
	(X) New additions and adjacent or related new construction shall be undertaken in such a manner that, if removed in the future, the essential form and integrity of the historic property and its environment would be unimpaired. (ii) Standards for restoration. (I) A property shall be used as it was historically or be given a new use which reflects the property's restoration period. (II) Materials and features from the restoration period shall be retained and preserved. The removal of materials or alteration o
	(X) New additions and adjacent or related new construction shall be undertaken in such a manner that, if removed in the future, the essential form and integrity of the historic property and its environment would be unimpaired. (ii) Standards for restoration. (I) A property shall be used as it was historically or be given a new use which reflects the property's restoration period. (II) Materials and features from the restoration period shall be retained and preserved. The removal of materials or alteration o



	(IV) Reconstruction shall be based on the accu-rate duplication of historic features and elements substantiated by doc-umentary or physical evidence rather than on conjectural designs or the availability of different features from other historic properties. A reconstructed property shall re-create the appearance of the non-sur-viving historic property in materials, design, color, and texture. (V) A reconstruction shall be clearly identified as a contemporary re-creation. (VI) Designs that were never execute
	(IV) Reconstruction shall be based on the accu-rate duplication of historic features and elements substantiated by doc-umentary or physical evidence rather than on conjectural designs or the availability of different features from other historic properties. A reconstructed property shall re-create the appearance of the non-sur-viving historic property in materials, design, color, and texture. (V) A reconstruction shall be clearly identified as a contemporary re-creation. (VI) Designs that were never execute
	(IV) Reconstruction shall be based on the accu-rate duplication of historic features and elements substantiated by doc-umentary or physical evidence rather than on conjectural designs or the availability of different features from other historic properties. A reconstructed property shall re-create the appearance of the non-sur-viving historic property in materials, design, color, and texture. (V) A reconstruction shall be clearly identified as a contemporary re-creation. (VI) Designs that were never execute
	(IV) Reconstruction shall be based on the accu-rate duplication of historic features and elements substantiated by doc-umentary or physical evidence rather than on conjectural designs or the availability of different features from other historic properties. A reconstructed property shall re-create the appearance of the non-sur-viving historic property in materials, design, color, and texture. (V) A reconstruction shall be clearly identified as a contemporary re-creation. (VI) Designs that were never execute


	L
	LI
	LBody
	Link



	to the CHC or county judge with the staff recommendation in writing, return receipt requested. (f) During the period previously referred to in Section (e) of this section, Commission staff may choose to refer the request to a panel of professional historians for a recommendation. (g) The panel will consist of three professional historians: (1) the State Historian appointed by the Governor pursuant to Texas Government Code Section 3104.051; (2) the historian appointed by the Governor to serve on the Commissi

	may be limited by the Committee chair to a period of time allocated per speaker, per side (pro and con) or both. (n) The decision of the Committee, along with any recommen-dation from staff and/or the panel, shall be placed on the consent agenda of the full Commission for approval. (o) If a request or objection is approved by the Commission, the existing marker will be replaced or another option provided at no cost to the requestor, subject to the availability of funds for that pur-pose. [If such funds are 
	tion 1, SB 905, Sections 1, 2, 3, and 4, and SB 2075, Sections 9 and 10, by the 89th Legislature, Regular Session (2025). The proposed rules also include changes suggested by Departmen-tal divisions during the four-year rule review of Chapter 111, in-cluding the Licensing division and Compliance division. The proposed rules remove language that would require the six-year terms of three members of the advisory board to expire on February 1 of each odd-numbered year and change the advi-sory board's presiding 
	tion 1, SB 905, Sections 1, 2, 3, and 4, and SB 2075, Sections 9 and 10, by the 89th Legislature, Regular Session (2025). The proposed rules also include changes suggested by Departmen-tal divisions during the four-year rule review of Chapter 111, in-cluding the Licensing division and Compliance division. The proposed rules remove language that would require the six-year terms of three members of the advisory board to expire on February 1 of each odd-numbered year and change the advi-sory board's presiding 

	would require the six-year terms of three members of the advi-sory board to expire on February 1 of each odd-numbered year. The proposed rules amend §111.13, Officers. The proposed rules under subsection (a) change the advisory board's presid-ing officer's term from one year to two years. Subchapter F. Requirements for Assistant in Speech-Language Pathology License The proposed rules add new rules to §111.50, Assistant in Speech-Language Pathology License--Licensing Require-ments--Education and Clinical Obs
	would require the six-year terms of three members of the advi-sory board to expire on February 1 of each odd-numbered year. The proposed rules amend §111.13, Officers. The proposed rules under subsection (a) change the advisory board's presid-ing officer's term from one year to two years. Subchapter F. Requirements for Assistant in Speech-Language Pathology License The proposed rules add new rules to §111.50, Assistant in Speech-Language Pathology License--Licensing Require-ments--Education and Clinical Obs
	under the Higher Education Act of 1965 (20 U.S.C. Section 1001 et seq.). Finally, the proposed rules renumber §111.70(e) and (f). Subchapter W. Joint Rule Regarding the Sale of Hearing Instru-ments The proposed rules amend §111.220, Requirements Regarding the Sale of Hearing Instruments. The proposed rules under sub-section (a) repeal the requirement that the TDLR Commission adopt rules governing the sale of hearing instruments with the assistance of both the Speech-Language Pathologist and Audi-ologist Adv
	under the Higher Education Act of 1965 (20 U.S.C. Section 1001 et seq.). Finally, the proposed rules renumber §111.70(e) and (f). Subchapter W. Joint Rule Regarding the Sale of Hearing Instru-ments The proposed rules amend §111.220, Requirements Regarding the Sale of Hearing Instruments. The proposed rules under sub-section (a) repeal the requirement that the TDLR Commission adopt rules governing the sale of hearing instruments with the assistance of both the Speech-Language Pathologist and Audi-ologist Adv


	preparation of an Economic Impact Statement and a Regulatory Flexibility Analysis, as detailed under Texas Government Code §2006.002, is not required. ONE-FOR-ONE REQUIREMENT FOR RULES WITH A FISCAL IMPACT The proposed rules do not have a fiscal note that imposes a cost on regulated persons, including another state agency, a special district, or a local government. Therefore, the agency is not re-quired to take any further action under Texas Government Code §2001.0045. GOVERNMENT GROWTH IMPACT STATEMENT Pur
	do not restrict, limit, or impose a burden on an owner's rights to his or her private real property that would otherwise exist in the absence of government action. As a result, the proposed rules do not constitute a taking or require a takings impact assessment under Texas Government Code §2007.043. PUBLIC COMMENTS AND INFORMATION RELATED TO THE COST, BENEFIT, OR EFFECT OF THE PROPOSED RULES The Department is requesting public comments on the proposed rules and information related to the cost, benefit, or e
	do not restrict, limit, or impose a burden on an owner's rights to his or her private real property that would otherwise exist in the absence of government action. As a result, the proposed rules do not constitute a taking or require a takings impact assessment under Texas Government Code §2007.043. PUBLIC COMMENTS AND INFORMATION RELATED TO THE COST, BENEFIT, OR EFFECT OF THE PROPOSED RULES The Department is requesting public comments on the proposed rules and information related to the cost, benefit, or e
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	instruction related to the development and disorders of communica-tion, including speech, voice, language, oral pharyngeal function, or cognitive processes, for the purpose of evaluating, preventing, or mod-ifying or offering to evaluate, prevent, or modify those disorders and conditions in an individual or a group. (34) [(35)] Supervisor--An individual who holds a license under Texas Occupations Code §401.302 and §401.304 and whom the department has approved to oversee the services provided by the as-signe
	instruction related to the development and disorders of communica-tion, including speech, voice, language, oral pharyngeal function, or cognitive processes, for the purpose of evaluating, preventing, or mod-ifying or offering to evaluate, prevent, or modify those disorders and conditions in an individual or a group. (34) [(35)] Supervisor--An individual who holds a license under Texas Occupations Code §401.302 and §401.304 and whom the department has approved to oversee the services provided by the as-signe
	(a) The presiding officer of the commission shall designate a member of the advisory board to serve as the presiding officer of the advisory board for a term of two years [one year]. (b) (No change.) The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 24, 2026. TRD-202601789 Deanne Rienstra General Counsel Texas Department of Licensing and Regulation Earliest possibl

	(3) An applicant who has not acquired the required hours under this subsection must complete the hours under 100% direct su-pervision by the approved supervisor once the license is issued and before the assistant may begin to practice. (A) The licensed speech-language pathologist who will provide the applicant with the training to acquire these hours must meet the requirements set out in the Act and §111.154, must be the approved supervisor of the assistant, and must have the assistant complete any missing 
	(3) An applicant who has not acquired the required hours under this subsection must complete the hours under 100% direct su-pervision by the approved supervisor once the license is issued and before the assistant may begin to practice. (A) The licensed speech-language pathologist who will provide the applicant with the training to acquire these hours must meet the requirements set out in the Act and §111.154, must be the approved supervisor of the assistant, and must have the assistant complete any missing 
	(3) An applicant who has not acquired the required hours under this subsection must complete the hours under 100% direct su-pervision by the approved supervisor once the license is issued and before the assistant may begin to practice. (A) The licensed speech-language pathologist who will provide the applicant with the training to acquire these hours must meet the requirements set out in the Act and §111.154, must be the approved supervisor of the assistant, and must have the assistant complete any missing 
	(3) An applicant who has not acquired the required hours under this subsection must complete the hours under 100% direct su-pervision by the approved supervisor once the license is issued and before the assistant may begin to practice. (A) The licensed speech-language pathologist who will provide the applicant with the training to acquire these hours must meet the requirements set out in the Act and §111.154, must be the approved supervisor of the assistant, and must have the assistant complete any missing 



	Filed with the Office of the Secretary of State on April 24, 2026. TRD-202601790 Deanne Rienstra General Counsel Texas Department of Licensing and Regulation Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 475-4879 ♦ ♦ ♦ SUBCHAPTER H. REQUIREMENTS FOR AUDIOLOGY LICENSE 16 TAC §111.70 STATUTORY AUTHORITY The proposed rules are proposed under Texas Occupations Code, Chapters 51 and 401, which authorize the Texas Commis-sion of Licensing and Regulation, the Departme
	by a national accrediting organization approved by the commission or department and recognized by the United States secretary of education under the Higher Education Act of 1965 (20 U.S.C. Section 1001 et seq.). (e) [(d)] An applicant who graduated from a college or univer-sity program not accredited by a national accrediting organization that is approved by the department and recognized by the United States Sec-retary of Education under the Higher Education Act of 1965 (20 U.S.C. §1001 et seq.) must have t
	by a national accrediting organization approved by the commission or department and recognized by the United States secretary of education under the Higher Education Act of 1965 (20 U.S.C. Section 1001 et seq.). (e) [(d)] An applicant who graduated from a college or univer-sity program not accredited by a national accrediting organization that is approved by the department and recognized by the United States Sec-retary of Education under the Higher Education Act of 1965 (20 U.S.C. §1001 et seq.) must have t
	by a national accrediting organization approved by the commission or department and recognized by the United States secretary of education under the Higher Education Act of 1965 (20 U.S.C. Section 1001 et seq.). (e) [(d)] An applicant who graduated from a college or univer-sity program not accredited by a national accrediting organization that is approved by the department and recognized by the United States Sec-retary of Education under the Higher Education Act of 1965 (20 U.S.C. §1001 et seq.) must have t

	The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 24, 2026. TRD-202601792 Deanne Rienstra General Counsel Texas Department of Licensing and Regulation Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 475-4879 ♦ ♦ ♦ CHAPTER 112. HEARING INSTRUMENT FITTERS AND DISPENSERS The Texas Department of Licensing and Regulation (Dep

	Subchapter B. Hearing Instrument Fitters and Dispensers Advi-sory Board The proposed rules amend §112.12, Terms; Vacancies. The proposed rules under subsection (a) remove language that would require the six-year terms of three members of the advi-sory board to expire on February 1 of each odd-numbered year, allowing each advisory board member to serve their full six-year term, regardless of when appointed. The proposed rules amend §112.13, Officers. The proposed rules under subsection (a) change the advisor
	ceive a benefit. Specifically, the proposed changes would result in increased access to hearing instruments for minors because they are no longer required to see a physician who specializes in ear diseases. The proposed changes also improve govern-ment efficiency by eliminating the need for the speech-language pathology advisory board and hearing-instrument fitters and dis-pensers advisory board to consult one another before making decisions regarding the sale of hearing instruments. Finally, re-quired cont
	ceive a benefit. Specifically, the proposed changes would result in increased access to hearing instruments for minors because they are no longer required to see a physician who specializes in ear diseases. The proposed changes also improve govern-ment efficiency by eliminating the need for the speech-language pathology advisory board and hearing-instrument fitters and dis-pensers advisory board to consult one another before making decisions regarding the sale of hearing instruments. Finally, re-quired cont

	4. The proposed rules do not require an increase or decrease in fees paid to the agency. 5. The proposed rules create a new regulation. The proposed rules add a new regulation by allowing hearing instruments to be sold to a minor with a written statement from a licensed physician. 6. The proposed rules expand, limit, or repeal an existing regu-lation. The proposed rules expand an existing regulation by requiring new permit holders to complete continuing education after their first license term in order to r
	4. The proposed rules do not require an increase or decrease in fees paid to the agency. 5. The proposed rules create a new regulation. The proposed rules add a new regulation by allowing hearing instruments to be sold to a minor with a written statement from a licensed physician. 6. The proposed rules expand, limit, or repeal an existing regu-lation. The proposed rules expand an existing regulation by requiring new permit holders to complete continuing education after their first license term in order to r
	4. The proposed rules do not require an increase or decrease in fees paid to the agency. 5. The proposed rules create a new regulation. The proposed rules add a new regulation by allowing hearing instruments to be sold to a minor with a written statement from a licensed physician. 6. The proposed rules expand, limit, or repeal an existing regu-lation. The proposed rules expand an existing regulation by requiring new permit holders to complete continuing education after their first license term in order to r
	4. The proposed rules do not require an increase or decrease in fees paid to the agency. 5. The proposed rules create a new regulation. The proposed rules add a new regulation by allowing hearing instruments to be sold to a minor with a written statement from a licensed physician. 6. The proposed rules expand, limit, or repeal an existing regu-lation. The proposed rules expand an existing regulation by requiring new permit holders to complete continuing education after their first license term in order to r
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	The statutory provisions affected by the proposed rules are those set forth in Texas Occupations Code, Chapters 51 and 402. No other statutes, articles, or codes are affected by the proposed rules. The legislation that enacted the statutory authority under which the proposed rules are proposed to be adopted is Senate Bill 904, 89th Legislature, Regular Session (2025), and Senate Bill 2075, (2025). §112.12. Terms; Vacancies. (a) Members of the advisory board serve staggered six-year terms. [The terms of thre

	(1) (No change.) (2) [except for the first renewal,] complete 20 [twenty (20)] hours of continuing education as required under §112.70; (3) -(5) (No change.) (d) -(j) (No change.) The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 24, 2026. TRD-202601785 Deanne Rienstra General Counsel Texas Department of Licensing and Regulation Earliest possible date of adoption: 
	(1) (No change.) (2) [except for the first renewal,] complete 20 [twenty (20)] hours of continuing education as required under §112.70; (3) -(5) (No change.) (d) -(j) (No change.) The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 24, 2026. TRD-202601785 Deanne Rienstra General Counsel Texas Department of Licensing and Regulation Earliest possible date of adoption: 

	Filed with the Office of the Secretary of State on April 24, 2026. TRD-202601786 Deanne Rienstra General Counsel Texas Department of Licensing and Regulation Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 475-4879 ♦ ♦ ♦ SUBCHAPTER O. JOINT RULE REGARDING THE SALE OF HEARING INSTRUMENTS 16 TAC §112.140 STATUTORY AUTHORITY The proposed rules are proposed under Texas Occupations Code, Chapters 51 and 402, which authorize the Texas Commis-sion of Licensing and Regul
	TITLE 19. EDUCATION PART 2. TEXAS EDUCATION AGENCY CHAPTER 89. ADAPTATIONS FOR SPECIAL POPULATIONS SUBCHAPTER AA. COMMISSIONER'S RULES CONCERNING SPECIAL EDUCATION SERVICES DIVISION 2. CLARIFICATION OF PROVISIONS IN FEDERAL REGULATIONS 19 TAC §89.1053 The Texas Education Agency (TEA) proposes an amendment to §89.1053, concerning procedures for use of restraint and time-out. The proposed amendment would revise, expand, and align existing definitions; clarify procedural requirements; and estab-lish a crisis p
	TITLE 19. EDUCATION PART 2. TEXAS EDUCATION AGENCY CHAPTER 89. ADAPTATIONS FOR SPECIAL POPULATIONS SUBCHAPTER AA. COMMISSIONER'S RULES CONCERNING SPECIAL EDUCATION SERVICES DIVISION 2. CLARIFICATION OF PROVISIONS IN FEDERAL REGULATIONS 19 TAC §89.1053 The Texas Education Agency (TEA) proposes an amendment to §89.1053, concerning procedures for use of restraint and time-out. The proposed amendment would revise, expand, and align existing definitions; clarify procedural requirements; and estab-lish a crisis p
	plan, or positive behavior supports to align with HB 2 and SB 568. The proposed amendment to subsection (i) would clarify doc-umentation requirements for time-out to ensure consistent data collection that enables ARD committees and TEA to monitor use, evaluate effectiveness, and verify compliance with individualized planning requirements. New subsection (j) would add requirements and criteria for crisis prevention and intervention training to align with HB 2 and SB 568. FISCAL IMPACT: Jennifer Alexander, as
	plan, or positive behavior supports to align with HB 2 and SB 568. The proposed amendment to subsection (i) would clarify doc-umentation requirements for time-out to ensure consistent data collection that enables ARD committees and TEA to monitor use, evaluate effectiveness, and verify compliance with individualized planning requirements. New subsection (j) would add requirements and criteria for crisis prevention and intervention training to align with HB 2 and SB 568. FISCAL IMPACT: Jennifer Alexander, as


	provide clear guidance for school personnel regarding permissi-ble and prohibited interventions and promote consistent imple-mentation and documentation across school systems. DATA AND REPORTING IMPACT: The proposal would have no data and reporting impact. PRINCIPAL AND CLASSROOM TEACHER PAPERWORK RE-QUIREMENTS: TEA has determined that the proposal would not require a written report or other paperwork to be completed by a principal or classroom teacher. PUBLIC COMMENTS: TEA requests public comments on the p
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	ities who receive special education services under TEC, Chapter 29, Subchapter A. In accordance with this policy, students may not be con-fined in a locked box, locked closet, or other specially designed locked space as either a discipline management practice or a behavior man-agement technique. (b) Definitions. (1) "Crisis" means a situation in which a student is experi-encing a state of dysregulation that overwhelms the student's baseline coping mechanisms and: (A) may cause impaired logical thinking, pot
	ities who receive special education services under TEC, Chapter 29, Subchapter A. In accordance with this policy, students may not be con-fined in a locked box, locked closet, or other specially designed locked space as either a discipline management practice or a behavior man-agement technique. (b) Definitions. (1) "Crisis" means a situation in which a student is experi-encing a state of dysregulation that overwhelms the student's baseline coping mechanisms and: (A) may cause impaired logical thinking, pot

	of a projectile or conductive stream. The term, for purposes of this section, includes a similar device manufactured, sold, or distributed by another person. (9) [(3)] "Time-out" [Time-out] means a behavior manage-ment technique in which, to provide a student with an opportunity to regain self-control, the student is separated from other students for a limited period in a setting: (A) that is not locked; and (B) from which the exit is not physically blocked by furniture, a closed door held shut from the out
	of a projectile or conductive stream. The term, for purposes of this section, includes a similar device manufactured, sold, or distributed by another person. (9) [(3)] "Time-out" [Time-out] means a behavior manage-ment technique in which, to provide a student with an opportunity to regain self-control, the student is separated from other students for a limited period in a setting: (A) that is not locked; and (B) from which the exit is not physically blocked by furniture, a closed door held shut from the out
	of a projectile or conductive stream. The term, for purposes of this section, includes a similar device manufactured, sold, or distributed by another person. (9) [(3)] "Time-out" [Time-out] means a behavior manage-ment technique in which, to provide a student with an opportunity to regain self-control, the student is separated from other students for a limited period in a setting: (A) that is not locked; and (B) from which the exit is not physically blocked by furniture, a closed door held shut from the out

	(3) Written notification of the use of restraint must be placed in the mail or otherwise provided to the parent(s) or person standing in parental relation to the student [parent] within one school day of the use of restraint. In the case of residential placements, writ-ten notification must be provided to the parent(s) or person standing in parental relation to the student within 24 hours of the restraint, regardless of whether the day is a school day, weekend, or holiday. (4) Written documentation regardin
	(3) Written notification of the use of restraint must be placed in the mail or otherwise provided to the parent(s) or person standing in parental relation to the student [parent] within one school day of the use of restraint. In the case of residential placements, writ-ten notification must be provided to the parent(s) or person standing in parental relation to the student within 24 hours of the restraint, regardless of whether the day is a school day, weekend, or holiday. (4) Written documentation regardin
	(3) Written notification of the use of restraint must be placed in the mail or otherwise provided to the parent(s) or person standing in parental relation to the student [parent] within one school day of the use of restraint. In the case of residential placements, writ-ten notification must be provided to the parent(s) or person standing in parental relation to the student within 24 hours of the restraint, regardless of whether the day is a school day, weekend, or holiday. (4) Written documentation regardin



	(f) Clarification regarding restraint. Restraint may not be used as a disciplinary or behavior management technique or as a method to gain student compliance. The provisions adopted under this section do not apply to the use of physical force or a mechanical device that does not significantly restrict the free movement of all or a portion of the student's body. Restraint that involves significant restriction as referenced in subsection (b)(6) [(b)(2)] of this section does not include: (1) physical contact o
	(f) Clarification regarding restraint. Restraint may not be used as a disciplinary or behavior management technique or as a method to gain student compliance. The provisions adopted under this section do not apply to the use of physical force or a mechanical device that does not significantly restrict the free movement of all or a portion of the student's body. Restraint that involves significant restriction as referenced in subsection (b)(6) [(b)(2)] of this section does not include: (1) physical contact o
	(f) Clarification regarding restraint. Restraint may not be used as a disciplinary or behavior management technique or as a method to gain student compliance. The provisions adopted under this section do not apply to the use of physical force or a mechanical device that does not significantly restrict the free movement of all or a portion of the student's body. Restraint that involves significant restriction as referenced in subsection (b)(6) [(b)(2)] of this section does not include: (1) physical contact o


	(4) All trained personnel must receive instruction in cur-rent professionally accepted practices and standards regarding behav-ior management and the use of time-out. (i) Documentation on use of time-out. Necessary documenta-tion or data collection regarding the use of time-out, if any, must be ad-dressed in the IEP and/or behavior improvement plan or behavioral in-tervention plan. If a student has a behavior improvement plan or behav-ioral intervention plan, the school district must document each use of ti
	(4) All trained personnel must receive instruction in cur-rent professionally accepted practices and standards regarding behav-ior management and the use of time-out. (i) Documentation on use of time-out. Necessary documenta-tion or data collection regarding the use of time-out, if any, must be ad-dressed in the IEP and/or behavior improvement plan or behavioral in-tervention plan. If a student has a behavior improvement plan or behav-ioral intervention plan, the school district must document each use of ti
	(4) All trained personnel must receive instruction in cur-rent professionally accepted practices and standards regarding behav-ior management and the use of time-out. (i) Documentation on use of time-out. Necessary documenta-tion or data collection regarding the use of time-out, if any, must be ad-dressed in the IEP and/or behavior improvement plan or behavioral in-tervention plan. If a student has a behavior improvement plan or behav-ioral intervention plan, the school district must document each use of ti


	(m) [(l)] Restrictions on peace officers and security personnel. In accordance with TEC, §37.0021(j), a peace officer performing law enforcement duties or school security personnel performing security-related duties on school property or at a school-sponsored or school-related activity must not restrain or use a chemical irritant spray or Taser on a student enrolled in Grade 5 or below, unless the student poses a serious risk of harm to the student or another person. (n) [(m)] Provisions applicable to peace
	(m) [(l)] Restrictions on peace officers and security personnel. In accordance with TEC, §37.0021(j), a peace officer performing law enforcement duties or school security personnel performing security-related duties on school property or at a school-sponsored or school-related activity must not restrain or use a chemical irritant spray or Taser on a student enrolled in Grade 5 or below, unless the student poses a serious risk of harm to the student or another person. (n) [(m)] Provisions applicable to peace
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	(m) [(l)] Restrictions on peace officers and security personnel. In accordance with TEC, §37.0021(j), a peace officer performing law enforcement duties or school security personnel performing security-related duties on school property or at a school-sponsored or school-related activity must not restrain or use a chemical irritant spray or Taser on a student enrolled in Grade 5 or below, unless the student poses a serious risk of harm to the student or another person. (n) [(m)] Provisions applicable to peace
	(m) [(l)] Restrictions on peace officers and security personnel. In accordance with TEC, §37.0021(j), a peace officer performing law enforcement duties or school security personnel performing security-related duties on school property or at a school-sponsored or school-related activity must not restrain or use a chemical irritant spray or Taser on a student enrolled in Grade 5 or below, unless the student poses a serious risk of harm to the student or another person. (n) [(m)] Provisions applicable to peace



	-HB 1620 revises Government Code references throughout the Insurance Code to reflect statutory amendments relating to Med-icaid enacted in HB 4611, which made nonsubstantive revisions to various health and human services laws. -HB 2221 moves requirements concerning unlawful rebates and inducements to new Insurance Code Chapter 1702. -SB 493 prohibits certain pharmacy benefit manager contract provisions. -SB 896 extends the enrollment period for newborn children from 31 days to 60 days. -SB 1236 expands requ

	ply to health plan contracts with physicians or providers, whether the plan contracts directly or relies on a TPA such as a pharmacy benefit manager to contract. Section 3.9208. The proposed amendment to §3.9208 replaces the reference to Government Code Chapter 533 with Government Code Chapter 540, as repealed and replaced by HB 4611, and consistent with HB 1620. Section 3.9210. The proposed amendment to §3.9210(a) replaces the reference to Government Code Chapter 533 with Government Code Chapter 540, as re
	are necessary to implement legislation. The proposed rule implements: HB 388, HB 1620, HB 2221, HB 4611, SB 493, SB 896, and SB 1236. GOVERNMENT GROWTH IMPACT STATEMENT. TDI has determined that for each year of the first five years that the proposed amendments are in effect, the proposed rule: -will not create or eliminate a government program; -will not require the creation of new employee positions or the elimination of existing employee positions; -will not require an increase or decrease in future legis
	are necessary to implement legislation. The proposed rule implements: HB 388, HB 1620, HB 2221, HB 4611, SB 493, SB 896, and SB 1236. GOVERNMENT GROWTH IMPACT STATEMENT. TDI has determined that for each year of the first five years that the proposed amendments are in effect, the proposed rule: -will not create or eliminate a government program; -will not require the creation of new employee positions or the elimination of existing employee positions; -will not require an increase or decrease in future legis
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	Insurance Code §36.001 provides that the commissioner may adopt any rules necessary and appropriate to implement the powers and duties of TDI under the Insurance Code and other laws of this state. CROSS-REFERENCE TO STATUTE. Section 3.205 implements Insurance Code §1702.102. §3.205. Construction of Rules. This subchapter may not be construed to prohibit the use of any pro-vision authorized by Insurance Code §1702.102(c), concerning Pro-hibited Rebates and Inducements, [§541.056(c)] or other applicable statu
	Insurance Code §36.001 provides that the commissioner may adopt any rules necessary and appropriate to implement the powers and duties of TDI under the Insurance Code and other laws of this state. CROSS-REFERENCE TO STATUTE. Section 3.205 implements Insurance Code §1702.102. §3.205. Construction of Rules. This subchapter may not be construed to prohibit the use of any pro-vision authorized by Insurance Code §1702.102(c), concerning Pro-hibited Rebates and Inducements, [§541.056(c)] or other applicable statu
	(c) If the policy provides accident and sickness coverage for newborn children, the [such] coverage must be at least as comprehen-sive as the coverage provided under the policy for other children for loss as a result of an accident or sickness. (d) If the policy provides maternity benefits, and included in those [such] benefits are coverages for newborn infants, the [such] pol-icy may not contain any provision excluding or limiting initial coverage of newborn infants before the 61st day after the date of th
	(c) If the policy provides accident and sickness coverage for newborn children, the [such] coverage must be at least as comprehen-sive as the coverage provided under the policy for other children for loss as a result of an accident or sickness. (d) If the policy provides maternity benefits, and included in those [such] benefits are coverages for newborn infants, the [such] pol-icy may not contain any provision excluding or limiting initial coverage of newborn infants before the 61st day after the date of th
	(c) If the policy provides accident and sickness coverage for newborn children, the [such] coverage must be at least as comprehen-sive as the coverage provided under the policy for other children for loss as a result of an accident or sickness. (d) If the policy provides maternity benefits, and included in those [such] benefits are coverages for newborn infants, the [such] pol-icy may not contain any provision excluding or limiting initial coverage of newborn infants before the 61st day after the date of th



	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ SUBCHAPTER X. PREFERRED AND EXCLUSIVE PROVIDER PLANS DIVISION 1. GENERAL REQUIREMENTS 28 TAC §3.3703 STATUTORY AUTHORITY. TDI proposes amendments to §3.3703 under Insurance Code §§1203.152, 1301.007, 4151.006, and 36.001. Insurance Code §1203.152 requires the commissioner to adopt rules establishing a uniform coordination of benefits question
	privileges to members of a class of physicians or practitioners, then the contract may not provide that the lack of hospital or institutional provider privileges may be a basis for denial of participation as a pre-ferred provider to the [such] physicians or practitioners of that class. (4) A contract between an insurer and a hospital or in-stitutional provider must not, as a condition of staff membership or privileges, require a physician or practitioner to enter into a preferred provider contract. This pro
	(13) A contract between a preferred provider and an in-surer may not prohibit, penalize, permit retaliation against, or terminate the provider for communicating with any individual listed in Insurance Code §1301.067, concerning Interference with Relationship Between Patient and Physician or Health Care Provider Prohibited, about any of the matters set forth in the contract. (14) A contract between a preferred provider and an insurer conducting, using, or relying on [upon] economic profiling to terminate phy
	(13) A contract between a preferred provider and an in-surer may not prohibit, penalize, permit retaliation against, or terminate the provider for communicating with any individual listed in Insurance Code §1301.067, concerning Interference with Relationship Between Patient and Physician or Health Care Provider Prohibited, about any of the matters set forth in the contract. (14) A contract between a preferred provider and an insurer conducting, using, or relying on [upon] economic profiling to terminate phy
	(13) A contract between a preferred provider and an in-surer may not prohibit, penalize, permit retaliation against, or terminate the provider for communicating with any individual listed in Insurance Code §1301.067, concerning Interference with Relationship Between Patient and Physician or Health Care Provider Prohibited, about any of the matters set forth in the contract. (14) A contract between a preferred provider and an insurer conducting, using, or relying on [upon] economic profiling to terminate phy
	(13) A contract between a preferred provider and an in-surer may not prohibit, penalize, permit retaliation against, or terminate the provider for communicating with any individual listed in Insurance Code §1301.067, concerning Interference with Relationship Between Patient and Physician or Health Care Provider Prohibited, about any of the matters set forth in the contract. (14) A contract between a preferred provider and an insurer conducting, using, or relying on [upon] economic profiling to terminate phy


	(i) a fee schedule, including, if applicable, CPT, HCPCS, ICD-9-CM codes or successor codes, and modifiers: (I) by which all claims for covered services sub-mitted by or on behalf of the preferred provider will be calculated and paid; or (II) that pertains to the range of health care ser-vices reasonably expected to be delivered under the contract by that preferred provider on a routine basis along with a toll-free number or electronic address through which the preferred provider may request the fee schedul
	(i) a fee schedule, including, if applicable, CPT, HCPCS, ICD-9-CM codes or successor codes, and modifiers: (I) by which all claims for covered services sub-mitted by or on behalf of the preferred provider will be calculated and paid; or (II) that pertains to the range of health care ser-vices reasonably expected to be delivered under the contract by that preferred provider on a routine basis along with a toll-free number or electronic address through which the preferred provider may request the fee schedul
	(i) a fee schedule, including, if applicable, CPT, HCPCS, ICD-9-CM codes or successor codes, and modifiers: (I) by which all claims for covered services sub-mitted by or on behalf of the preferred provider will be calculated and paid; or (II) that pertains to the range of health care ser-vices reasonably expected to be delivered under the contract by that preferred provider on a routine basis along with a toll-free number or electronic address through which the preferred provider may request the fee schedul



	notice specified in this section does not supersede the requirement for mutual agreement. (E) Failure to comply with this paragraph constitutes a violation as set forth in subsection (b) of this section. (F) This paragraph applies to all contracts entered into or renewed on or after the effective date of this paragraph. Upon re-ceipt of a request, the insurer is required to provide the information required by subparagraphs (A) -(D) of this paragraph to the preferred provider by the 30th day after the date t
	fied by a batch control number. This paragraph applies to a contract entered into or renewed on or after January 1, 2006. (23) A contract between an insurer and a preferred provider other than an institutional provider may contain a provision requiring a referring physician or provider, or a designee, to disclose to the insured: (A) that the physician, provider, or facility to which [whom] the insured is being referred might not be a preferred provider; and (B) if applicable, that the referring physician or
	Benefits Related to Prescription Drugs and Devices and Related Ser-vices. (32) A contract between an insurer and a pharmacy or phar-macist may not include a provision that is prohibited under Insurance Code §4151.155, concerning Certain Disclosures and Communications by Pharmacist of Pharmacy Protected. (33) A contract between an insurer and a third-party ad-ministrator, including a pharmacy benefit manager, must comply with §7.1613 of this title (relating to Written Agreements Between Admin-istrators and I
	Benefits Related to Prescription Drugs and Devices and Related Ser-vices. (32) A contract between an insurer and a pharmacy or phar-macist may not include a provision that is prohibited under Insurance Code §4151.155, concerning Certain Disclosures and Communications by Pharmacist of Pharmacy Protected. (33) A contract between an insurer and a third-party ad-ministrator, including a pharmacy benefit manager, must comply with §7.1613 of this title (relating to Written Agreements Between Admin-istrators and I
	Benefits Related to Prescription Drugs and Devices and Related Ser-vices. (32) A contract between an insurer and a pharmacy or phar-macist may not include a provision that is prohibited under Insurance Code §4151.155, concerning Certain Disclosures and Communications by Pharmacist of Pharmacy Protected. (33) A contract between an insurer and a third-party ad-ministrator, including a pharmacy benefit manager, must comply with §7.1613 of this title (relating to Written Agreements Between Admin-istrators and I

	Government Code[,] Chapter 540, concerning Medicaid Managed Care Program [533]; and any other applicable law. §3.9210. Complaints System. (a) Complaints System. Issuers must comply with this sec-tion; any requirements under a Medicaid contract, subject to Govern-ment Code[,] Chapter 540, concerning Medicaid Managed Care Pro-gram [533]; and any other applicable law. The complaint system must provide reasonable procedures for the resolution of oral and written complaints initiated by insureds or providers con
	Government Code[,] Chapter 540, concerning Medicaid Managed Care Program [533]; and any other applicable law. §3.9210. Complaints System. (a) Complaints System. Issuers must comply with this sec-tion; any requirements under a Medicaid contract, subject to Govern-ment Code[,] Chapter 540, concerning Medicaid Managed Care Pro-gram [533]; and any other applicable law. The complaint system must provide reasonable procedures for the resolution of oral and written complaints initiated by insureds or providers con


	[who] made any prior determination. If specialty care is in dispute, then the appeal panel must include a person who is a specialist in the field, or related field, of care [to which] the appeal relates to. Panel members who [that] are insureds may not be the issuer's employees [of the issuer]. (C) Not later than the fifth business day before the scheduled meeting of the panel, unless the complainant agrees oth-erwise, the issuer must [shall] provide to the complainant or the complainant's designated repres
	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ CHAPTER 5. PROPERTY AND CASUALTY INSURANCE SUBCHAPTER Q. GENERAL PROPERTY AND CASUALTY RULES DIVISION 4. APPRAISAL REQUIREMENTS 28 TAC §§5.9800 -5.9806 The Texas Department of Insurance (TDI) proposes new 28 TAC §§5.9800 -5.9806, concerning requirements for appraisals, in new Division 4. Sections 5.9800 -5.9806 implement Senate Bill 458, 89th
	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ CHAPTER 5. PROPERTY AND CASUALTY INSURANCE SUBCHAPTER Q. GENERAL PROPERTY AND CASUALTY RULES DIVISION 4. APPRAISAL REQUIREMENTS 28 TAC §§5.9800 -5.9806 The Texas Department of Insurance (TDI) proposes new 28 TAC §§5.9800 -5.9806, concerning requirements for appraisals, in new Division 4. Sections 5.9800 -5.9806 implement Senate Bill 458, 89th

	surance Code Chapter 1813. Subsections (b) and (c) provide the applicability of Division 4, consistent with Insurance Code §1813.001, and state that Division 4 applies to personal auto-mobile and residential property insurance delivered, issued for delivery, or renewed on or after September 1, 2026. New §5.9801. This section provides definitions for use in new Division 4, including definitions of appraisal, appraisal provision, appraisal award, appraiser, party, personal automobile insur-ance, residential p
	surance Code Chapter 1813. Subsections (b) and (c) provide the applicability of Division 4, consistent with Insurance Code §1813.001, and state that Division 4 applies to personal auto-mobile and residential property insurance delivered, issued for delivery, or renewed on or after September 1, 2026. New §5.9801. This section provides definitions for use in new Division 4, including definitions of appraisal, appraisal provision, appraisal award, appraiser, party, personal automobile insur-ance, residential p
	Paragraph (4) aligns with Insurance Code §1813.004 to clarify that an appraisal provision must require the appraisal award to be binding as to the amount of loss unless it was made with-out authority; was not made in substantial compliance with the appraisal provision; or there was fraud, or a material mistake rel-evant to the appraisal. Paragraph (5) requires appraisal provisions to state the dead-lines and process for appraisal. Deadlines must include the spe-cific amounts of time listed in new §5.9805 an
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	-the applicable time limits in the appraisal process, including certain minimum information regarding deadlines; and -the effect of the appraisal award. New §5.9804. This section outlines the minimum qualifications that an appraiser or umpire must possess for appraisals sub-ject to Insurance Code Chapter 1813 and new Division 4. Under subsection (a), all appraisers and umpires must meet the min-imum qualifications, including (1) competency to evaluate the type of loss in the dispute, (2) independence from t
	praisals were demanded within 11 months after the claim was filed. For the vast majority of claims, a one-year time limit from the date an insurer provides the notice required under Insurance Code §542.056 should be sufficient time for parties to evaluate whether to use appraisal. Using the notice required under Insur-ance Code §542.056 as a timing trigger provides a clear, con-sistent, well-established marker in the claim settlement process. Subsection (a)(2) provides that if a lawsuit is filed concerning 
	praisals were demanded within 11 months after the claim was filed. For the vast majority of claims, a one-year time limit from the date an insurer provides the notice required under Insurance Code §542.056 should be sufficient time for parties to evaluate whether to use appraisal. Using the notice required under Insur-ance Code §542.056 as a timing trigger provides a clear, con-sistent, well-established marker in the claim settlement process. Subsection (a)(2) provides that if a lawsuit is filed concerning 

	in an appraisal provision. Some residential property appraisal provisions currently provide for the umpire to be chosen by an independent vendor if the appraisers cannot agree. Subsection (b)(3)(B)(i) allows an insurer to provide an option for umpire ap-pointment by an independent vendor that offers umpire selection services, but the insurer must include at least two vendors and let the policyholder select the vendor, or allow only the policyholder to invoke this option. Subsection (b)(3)(B)(ii) allows an i
	in an appraisal provision. Some residential property appraisal provisions currently provide for the umpire to be chosen by an independent vendor if the appraisers cannot agree. Subsection (b)(3)(B)(i) allows an insurer to provide an option for umpire ap-pointment by an independent vendor that offers umpire selection services, but the insurer must include at least two vendors and let the policyholder select the vendor, or allow only the policyholder to invoke this option. Subsection (b)(3)(B)(ii) allows an i
	Section 5.9806. This section specifies requirements for the ap-praisal process under personal automobile insurance policies. Subsection (a)(1) specifies that except as provided in subsec-tion (a)(2), an appraisal demand must be made in writing not later than 120 days after the insurer notifies the policyholder of acceptance or rejection of a claim as required under Insurance Code §542.056. Establishing the period to complete appraisal reasonably includes addressing the time in which appraisal must begin. Th

	sions do not specify a deadline to choose an umpire, setting a 15-day deadline will help ensure that an umpire is identified and able to begin efforts to resolve the appraisal in a timely manner if the appraisers cannot agree on the amount of loss. The two options give insurers flexibility to establish when the umpire se-lection should occur during the appraisal process. For circumstances in which the appraisers fail to choose an umpire within the deadlines described in proposed subsection (b)(2)(A) and (B)
	appraisal was demanded, and 50% were made within 114 days. Setting a 180-day deadline strikes a balance between complet-ing appraisal in a timely manner and the need to give the umpire sufficient time to evaluate the loss, examine the differences, and attempt to agree on the amount of loss with at least one of the appraisers. Subject to subsection (c), if the appraisal award is not issued by the 180-day deadline, then the umpire's engage-ment is terminated on that date, and the appraisers must choose a new 
	appraisal was demanded, and 50% were made within 114 days. Setting a 180-day deadline strikes a balance between complet-ing appraisal in a timely manner and the need to give the umpire sufficient time to evaluate the loss, examine the differences, and attempt to agree on the amount of loss with at least one of the appraisers. Subject to subsection (c), if the appraisal award is not issued by the 180-day deadline, then the umpire's engage-ment is terminated on that date, and the appraisers must choose a new 

	at www.bls.gov/oes/current/oes_nat.htm, the national mean hourly wage for the "Lawyers" classification is $87.86. Depending on how insurers choose to implement the appraisal process notice to policyholders under new §5.9803, TDI antici-pates that incorporating updated language into insurers' existing policy and notice form templates, filing updated policy forms with TDI, and updating policy and claim administration systems will take a range of five to 15 hours to complete and will likely require both softwa
	at www.bls.gov/oes/current/oes_nat.htm, the national mean hourly wage for the "Lawyers" classification is $87.86. Depending on how insurers choose to implement the appraisal process notice to policyholders under new §5.9803, TDI antici-pates that incorporating updated language into insurers' existing policy and notice form templates, filing updated policy forms with TDI, and updating policy and claim administration systems will take a range of five to 15 hours to complete and will likely require both softwa
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	communities because the rules do not apply to rural communi-ties. TDI considered the following alternatives to minimize any ad-verse impact on small and micro businesses while accomplish-ing the proposal's objectives: (1) not proposing the new sections; (2) excluding small and micro businesses from complying with the new sections; and (3) extending the deadline for small and micro businesses to comply with the new sections. Not proposing the new sections. As previously noted, the pri-mary purpose of this ru
	communities because the rules do not apply to rural communi-ties. TDI considered the following alternatives to minimize any ad-verse impact on small and micro businesses while accomplish-ing the proposal's objectives: (1) not proposing the new sections; (2) excluding small and micro businesses from complying with the new sections; and (3) extending the deadline for small and micro businesses to comply with the new sections. Not proposing the new sections. As previously noted, the pri-mary purpose of this ru


	-will not create or eliminate a government program; -will not require the creation of new employee positions or the elimination of existing employee positions; -will not require an increase or decrease in future legislative appropriations to the agency; -will not require an increase or decrease in fees paid to the agency; -will create a new regulation; -will not expand, limit, or repeal an existing regulation; -will increase the number of individuals subject to the rule's ap-plicability; and -will positivel
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	§5.9800. Purpose and Scope. (a) This division implements Insurance Code Chapter 1813, concerning Appraisal of Disputed Losses, which requires personal au-tomobile and residential property insurance policies to include an ap-praisal provision that is intended to provide a type of dispute resolution process solely to determine the amount of loss when that amount is in dispute between the policyholder and the insurer. (b) This division applies to personal automobile and residen-tial property insurance policies
	§5.9800. Purpose and Scope. (a) This division implements Insurance Code Chapter 1813, concerning Appraisal of Disputed Losses, which requires personal au-tomobile and residential property insurance policies to include an ap-praisal provision that is intended to provide a type of dispute resolution process solely to determine the amount of loss when that amount is in dispute between the policyholder and the insurer. (b) This division applies to personal automobile and residen-tial property insurance policies

	(4) requires the appraisal award to be binding as to the amount of loss, unless: (A) it was made without authority; (B) it was not made in substantial compliance with the appraisal provision; or (C) there was fraud, accident, or material mistake rele-vant to the appraisal; (5) states the deadlines and process for appraisal, which must include the specific amounts of time listed in §5.9805 of this title (relating to Residential Property Appraisal Process)_or §5.9806 of this title (relating to Personal Automo
	(4) requires the appraisal award to be binding as to the amount of loss, unless: (A) it was made without authority; (B) it was not made in substantial compliance with the appraisal provision; or (C) there was fraud, accident, or material mistake rele-vant to the appraisal; (5) states the deadlines and process for appraisal, which must include the specific amounts of time listed in §5.9805 of this title (relating to Residential Property Appraisal Process)_or §5.9806 of this title (relating to Personal Automo
	(4) requires the appraisal award to be binding as to the amount of loss, unless: (A) it was made without authority; (B) it was not made in substantial compliance with the appraisal provision; or (C) there was fraud, accident, or material mistake rele-vant to the appraisal; (5) states the deadlines and process for appraisal, which must include the specific amounts of time listed in §5.9805 of this title (relating to Residential Property Appraisal Process)_or §5.9806 of this title (relating to Personal Automo
	(4) requires the appraisal award to be binding as to the amount of loss, unless: (A) it was made without authority; (B) it was not made in substantial compliance with the appraisal provision; or (C) there was fraud, accident, or material mistake rele-vant to the appraisal; (5) states the deadlines and process for appraisal, which must include the specific amounts of time listed in §5.9805 of this title (relating to Residential Property Appraisal Process)_or §5.9806 of this title (relating to Personal Automo
	(4) requires the appraisal award to be binding as to the amount of loss, unless: (A) it was made without authority; (B) it was not made in substantial compliance with the appraisal provision; or (C) there was fraud, accident, or material mistake rele-vant to the appraisal; (5) states the deadlines and process for appraisal, which must include the specific amounts of time listed in §5.9805 of this title (relating to Residential Property Appraisal Process)_or §5.9806 of this title (relating to Personal Automo
	(4) requires the appraisal award to be binding as to the amount of loss, unless: (A) it was made without authority; (B) it was not made in substantial compliance with the appraisal provision; or (C) there was fraud, accident, or material mistake rele-vant to the appraisal; (5) states the deadlines and process for appraisal, which must include the specific amounts of time listed in §5.9805 of this title (relating to Residential Property Appraisal Process)_or §5.9806 of this title (relating to Personal Automo




	(1) an adjuster or public adjuster with experience or train-ing in estimating residential property losses; (2) an engineer or architect with experience or training in residential building construction or repair, investigating residential property damage, or estimating residential property losses; or (3) an individual who otherwise has occupational experi-ence or training in constructing or repairing the type of damaged prop-erty at issue or estimating the type of property loss at issue. §5.9805. Residential
	(1) an adjuster or public adjuster with experience or train-ing in estimating residential property losses; (2) an engineer or architect with experience or training in residential building construction or repair, investigating residential property damage, or estimating residential property losses; or (3) an individual who otherwise has occupational experi-ence or training in constructing or repairing the type of damaged prop-erty at issue or estimating the type of property loss at issue. §5.9805. Residential
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	(1) an adjuster or public adjuster with experience or train-ing in estimating residential property losses; (2) an engineer or architect with experience or training in residential building construction or repair, investigating residential property damage, or estimating residential property losses; or (3) an individual who otherwise has occupational experi-ence or training in constructing or repairing the type of damaged prop-erty at issue or estimating the type of property loss at issue. §5.9805. Residential




	(D) On or before submitting a request for umpire ap-pointment under this subsection, the party requesting the appointment must give the other party a copy of the request. (4) Within 120 days after the appraisal demand was made, the two appraisers must attempt to agree on the amount of loss in dis-pute. (5) If the appraisers cannot agree on the amount of loss in dispute, they must submit their differences to each other and the um-pire. When an umpire is involved, the appraisal award must be issued not later 
	(D) On or before submitting a request for umpire ap-pointment under this subsection, the party requesting the appointment must give the other party a copy of the request. (4) Within 120 days after the appraisal demand was made, the two appraisers must attempt to agree on the amount of loss in dis-pute. (5) If the appraisers cannot agree on the amount of loss in dispute, they must submit their differences to each other and the um-pire. When an umpire is involved, the appraisal award must be issued not later 
	(D) On or before submitting a request for umpire ap-pointment under this subsection, the party requesting the appointment must give the other party a copy of the request. (4) Within 120 days after the appraisal demand was made, the two appraisers must attempt to agree on the amount of loss in dis-pute. (5) If the appraisers cannot agree on the amount of loss in dispute, they must submit their differences to each other and the um-pire. When an umpire is involved, the appraisal award must be issued not later 
	(D) On or before submitting a request for umpire ap-pointment under this subsection, the party requesting the appointment must give the other party a copy of the request. (4) Within 120 days after the appraisal demand was made, the two appraisers must attempt to agree on the amount of loss in dis-pute. (5) If the appraisers cannot agree on the amount of loss in dispute, they must submit their differences to each other and the um-pire. When an umpire is involved, the appraisal award must be issued not later 



	(ii) an option for umpire appointment through any alternative method that the parties mutually agree to in writing after appraisal has been demanded. (C) A party requesting umpire appointment through ju-dicial appointment or by an independent vendor must give written no-tice to the other party at least 10 days before making the request. For judicial appointment, the written notice must include the location and identity of the court. (D) On or before submitting a request for umpire ap-pointment under this su
	(ii) an option for umpire appointment through any alternative method that the parties mutually agree to in writing after appraisal has been demanded. (C) A party requesting umpire appointment through ju-dicial appointment or by an independent vendor must give written no-tice to the other party at least 10 days before making the request. For judicial appointment, the written notice must include the location and identity of the court. (D) On or before submitting a request for umpire ap-pointment under this su
	(ii) an option for umpire appointment through any alternative method that the parties mutually agree to in writing after appraisal has been demanded. (C) A party requesting umpire appointment through ju-dicial appointment or by an independent vendor must give written no-tice to the other party at least 10 days before making the request. For judicial appointment, the written notice must include the location and identity of the court. (D) On or before submitting a request for umpire ap-pointment under this su
	(ii) an option for umpire appointment through any alternative method that the parties mutually agree to in writing after appraisal has been demanded. (C) A party requesting umpire appointment through ju-dicial appointment or by an independent vendor must give written no-tice to the other party at least 10 days before making the request. For judicial appointment, the written notice must include the location and identity of the court. (D) On or before submitting a request for umpire ap-pointment under this su



	-HB 3211 establishes new contracting requirements for vision care plans. -SB 493 prohibits certain pharmacy benefit manager contract provisions. -SB 896 extends the period during which a newborn child is automatically covered and the deadline to enroll a newborn child into coverage. -SB 926 expands provisions related to health plans that use steering or tiering to encourage enrollees to use certain network physicians and providers. -SB 1236 expands requirements for pharmacy benefit network contracts. In sep
	-HB 3211 establishes new contracting requirements for vision care plans. -SB 493 prohibits certain pharmacy benefit manager contract provisions. -SB 896 extends the period during which a newborn child is automatically covered and the deadline to enroll a newborn child into coverage. -SB 926 expands provisions related to health plans that use steering or tiering to encourage enrollees to use certain network physicians and providers. -SB 1236 expands requirements for pharmacy benefit network contracts. In sep
	To improve readability, amendments to newly designated sub-section (a) add statutory citations that are currently included in paragraph (1) and remove language addressing filings for preap-proval or for information only because those filing types are ad-dressed in subsequent subsections. Cross-references to para-graphs (4) and (5) are revised to instead reference newly des-ignated subsections (c) and (d) to reflect the section's proposed reorganization. A sentence related to paper and electronic fil-ings is

	HMO may withdraw the filing before the end of the review pe-riod. Section 11.302. An amendment is proposed to §11.302(b)(4) to revise a refer-ence to §11.301 to conform to proposed amendments to that section. Subchapter F. Section 11.501. The proposed amendments to §11.501 remove outdated filing fee provisions in subsection (b) and replace them with references to the filing requirements in 28 TAC Chapter 3, Subchapter A. Subsection (c), regarding matrix filing fees, is deleted. Section 11.502. The proposed 
	quiring that a contract between an HMO and a pharmacy or phar-macist comply with pharmacy benefits contracting standards in Insurance Code Chapter 1369. Section 11.902. Subsection (a)(7) is redesignated as (a)(8), and new subsection (a)(7) is added to implement HB 3211 by prohibiting HMO con-duct that violates §1451.1545 or §1451.157. New subsection (a)(9) is added to implement SB 493 by prohibiting conduct that violates Insurance Code §4151.155. Subsection (b) is amended to implement SB 926 by adding a ref
	quiring that a contract between an HMO and a pharmacy or phar-macist comply with pharmacy benefits contracting standards in Insurance Code Chapter 1369. Section 11.902. Subsection (a)(7) is redesignated as (a)(8), and new subsection (a)(7) is added to implement HB 3211 by prohibiting HMO con-duct that violates §1451.1545 or §1451.157. New subsection (a)(9) is added to implement SB 493 by prohibiting conduct that violates Insurance Code §4151.155. Subsection (b) is amended to implement SB 926 by adding a ref

	to unified life, health, and HMO filing rules in 28 TAC Chapter 3, Subchapter A. Ms. Bowden expects that the sections as proposed will not in-crease the cost of compliance. The 28 TAC Chapter 3 filing re-quirements were adopted in April 2025 and are already being applied to HMOs. The sections as proposed conform the HMO rules in Chapter 11 with the 28 TAC Chapter 3 rules and will not increase compliance costs. Any cost for those required to com-ply with the sections as proposed are attributable to House Bil
	to unified life, health, and HMO filing rules in 28 TAC Chapter 3, Subchapter A. Ms. Bowden expects that the sections as proposed will not in-crease the cost of compliance. The 28 TAC Chapter 3 filing re-quirements were adopted in April 2025 and are already being applied to HMOs. The sections as proposed conform the HMO rules in Chapter 11 with the 28 TAC Chapter 3 rules and will not increase compliance costs. Any cost for those required to com-ply with the sections as proposed are attributable to House Bil
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	The commissioner of insurance will also consider written and oral comments on the proposal in a public hearing under Docket No. 2864. This proposal will be part of a rule hearing docket that will begin at 10:00 a.m., central time, on June 1, 2026. TDI will hold the public hearing remotely using online resources and in person at the Barbara Jordan State Office Building, 1601 Congress Avenue, Austin Texas 78701 in Room 2.034. Visit www.tdi.texas.gov/alert/event/index.html for more info on the proposed rule, h
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	[(i) Each item in the application must be identified by a unique number as more fully described in §11.301(2) of this title (relating to Filing Requirements).] The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 27, 2026. TRD-202601803 Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information,
	[(i) Each item in the application must be identified by a unique number as more fully described in §11.301(2) of this title (relating to Filing Requirements).] The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 27, 2026. TRD-202601803 Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information,

	An application to modify an approved application for a certificate of authority [that requires the commissioner's approval under Insurance Code §843.080 (concerning Modification or Amendment of Applica-tion Information) or Insurance Code Chapter 1271, Subchapter C, (con-cerning Commissioner Approval)] is considered complete when all in-formation [required by this section; §11.302; and Chapter 11, Subchap-ter T, of this title (relating to Quality of Care)] that is applicable and reasonably necessary for the 
	[(iii) Changing the case of the suffix is not consid-ered to be a change in the number; for example, "ED" and "ed," or "REV" and "rev" are the same for form numbering purposes.] [(3) Attachments for filings. Filings required by para-graphs (4)(A) and (B) and (5)(A) and (B) of this section must be accompanied by the following:] [(A) an HMO certification and transmittal form for each new, revised, or replaced item;] [(B) the supporting documentation considered neces-sary by the commissioner to review the fili
	[(iii) Changing the case of the suffix is not consid-ered to be a change in the number; for example, "ED" and "ed," or "REV" and "rev" are the same for form numbering purposes.] [(3) Attachments for filings. Filings required by para-graphs (4)(A) and (B) and (5)(A) and (B) of this section must be accompanied by the following:] [(A) an HMO certification and transmittal form for each new, revised, or replaced item;] [(B) the supporting documentation considered neces-sary by the commissioner to review the fili
	[(iii) Changing the case of the suffix is not consid-ered to be a change in the number; for example, "ED" and "ed," or "REV" and "rev" are the same for form numbering purposes.] [(3) Attachments for filings. Filings required by para-graphs (4)(A) and (B) and (5)(A) and (B) of this section must be accompanied by the following:] [(A) an HMO certification and transmittal form for each new, revised, or replaced item;] [(B) the supporting documentation considered neces-sary by the commissioner to review the fili

	sibility and Availability Requirements), an access plan that complies with that section; (2) [(C)] as provided in §7.201 of this title (relating to Forms Filings): (A) [(i)] the form of all contracts described in §11.204(14)(A), (C), (D), and (E) of this title, including any amend-ments to those contracts and prior notification of the cancellation of any management contracts in §11.204(14)(E) of this title; (B) [(ii)] the form of all contracts or subcontracts between affiliated physician and provider groups

	and modifications to the following previously approved or filed opera-tions and documents: (1) as provided in Chapter 3, Subchapter A, of this title: [(A) electronically through the NAIC's System for Electronic Rate and Form Filing:] (A) [(i)] the formula or method for calculating the schedule of charges as specified in Chapter 11, Subchapter H, of this title (relating to Schedule of Charges); (B) [(ii)] any modification of drug coverage under In-surance Code §1369.0541, [(]concerning Modification of Drug C
	pone the action for a period not to exceed 30 days, as necessary for proper consideration. The department will notify the HMO in writing if it postpones a decision on a modification. (f) [(7)] Approval, disapproval, and requests for corrections [pending]. (1) [(A)] Filings requiring approval under subsection (c)(1)(A) -(C) [paragraph (4)(A)(i)-(iii)] of this section will be approved or disapproved in writing within the period set forth in subsection (e) [paragraph (6)] of this section unless, before the dep
	(d) Before consideration of a service area expansion or reduc-tion application, an HMO must comply with the requirements of Chap-ter 11, Subchapter T, of this title, in the existing service areas and in the proposed service areas. The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 27, 2026. TRD-202601804 Jessica Barta General Counsel Texas Department of Insurance Ea
	(d) Before consideration of a service area expansion or reduc-tion application, an HMO must comply with the requirements of Chap-ter 11, Subchapter T, of this title, in the existing service areas and in the proposed service areas. The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 27, 2026. TRD-202601804 Jessica Barta General Counsel Texas Department of Insurance Ea
	(2) certificate issued to each subscriber who is enrolled through a group (the same form may be used as both the group agreement and the group certificate); (3) conversion and individual agreements; (4) group, conversion, and individual applications for cov-erage; (5) group subscriber enrollment form; (6) riders, endorsements, amendments, and letters of agree-ment; (7) matrix filings; (8) schedule of benefits; and (9) any other form attached to or made a part of the evi-dence of coverage. (b) Each of the fo

	(a) After receipt of a certificate of authority, no evidence of coverage filing may be amended or altered in any manner, and no new evidence of coverage filing may be used, unless the proposed new or revised evidence of coverage filing has been filed for review and has received the commissioner's approval [of the commissioner]. The evi-dence of coverage must be filed as provided in Chapter 3, Subchapter A, of this title (relating to Submission Requirements for Filings and Departmental Actions Related to Suc
	(a) After receipt of a certificate of authority, no evidence of coverage filing may be amended or altered in any manner, and no new evidence of coverage filing may be used, unless the proposed new or revised evidence of coverage filing has been filed for review and has received the commissioner's approval [of the commissioner]. The evi-dence of coverage must be filed as provided in Chapter 3, Subchapter A, of this title (relating to Submission Requirements for Filings and Departmental Actions Related to Suc
	(a) After receipt of a certificate of authority, no evidence of coverage filing may be amended or altered in any manner, and no new evidence of coverage filing may be used, unless the proposed new or revised evidence of coverage filing has been filed for review and has received the commissioner's approval [of the commissioner]. The evi-dence of coverage must be filed as provided in Chapter 3, Subchapter A, of this title (relating to Submission Requirements for Filings and Departmental Actions Related to Suc


	(b) If the department disapproves a form, the HMO may file a written request for a hearing on the matter under Insurance Code §1271.102, [(]concerning Procedures for Approval of Form of Evi-dence of Coverage or Group Contract; Withdrawal of Approval[)]. §11.506. Mandatory Contractual Provisions; Group, Individual, and Conversion Agreement and Group Certificate. (a) Each enrollee residing in Texas is entitled to an evidence of coverage under a health care plan. An HMO may deliver the evidence of coverage ele
	service area or for services performed by a physician or provider who is not in the HMO's delivery network. (C) Facility-based physicians or other health care prac-titioners. In compliance with Insurance Code §1456.003, concerning Required Disclosure: Health Benefit Plan, a statement must be in-cluded that is consistent with §21.4903 of this title (relating to Out-of-Network Notice and Disclosure Requirements) and that provides no-tice that: (i) a facility-based physician or other health care practitioner m
	service area or for services performed by a physician or provider who is not in the HMO's delivery network. (C) Facility-based physicians or other health care prac-titioners. In compliance with Insurance Code §1456.003, concerning Required Disclosure: Health Benefit Plan, a statement must be in-cluded that is consistent with §21.4903 of this title (relating to Out-of-Network Notice and Disclosure Requirements) and that provides no-tice that: (i) a facility-based physician or other health care practitioner m
	(ii) in the case of fraud on the part of the group, after 15-days' written notice; (iii) for employer groups, for violation of participa-tion or contribution rules, under §26.8 of this title (relating to Guaran-teed Issue; Contribution and Participation Requirements) and §26.303 of this title (relating to Coverage Requirements); (iv) for employer groups, under §26.16 of this title (relating to Refusal to Renew and Application to Reenter Small Em-ployer Market) and §26.309 of this title (relating to Refusal 

	but only if coverage is discontinued uniformly without regard to health status-related factors of enrollees and dependents of enrollees who may become eligible for coverage, after 180-days' written notice to the com-missioner and the enrollees, in which case the HMO may not re-enter the individual market in that service area for five years beginning on the date of discontinuance of the last coverage not renewed. (4) Claim payment procedure. A provision that sets forth the procedure for paying claims, includ
	birth of the child and pay any premium required to continue coverage for the newborn child. (iv) The HMO may not require that a newborn child receive health care services only from network physicians or providers after the birth if the newborn child is born outside the HMO service area due to an emergency or born in a non-network facility to a mother who does not have HMO coverage, but it may require that the newborn be transferred to a network facility at the HMO's expense and, if appli-cable, to a network
	birth of the child and pay any premium required to continue coverage for the newborn child. (iv) The HMO may not require that a newborn child receive health care services only from network physicians or providers after the birth if the newborn child is born outside the HMO service area due to an emergency or born in a non-network facility to a mother who does not have HMO coverage, but it may require that the newborn be transferred to a network facility at the HMO's expense and, if appli-cable, to a network

	(I) a facility operated by the Texas Department of State Health Services; (II) a private mental hospital licensed by the Texas Department of State Health Services; (III) a community center as defined by Texas Health and Safety Code §534.001, concerning Establishment; (IV) a facility operated by a community center or other entity the Texas Department of State Health Services designates to provide mental health services; (V) an identifiable part of a general hospital in which diagnosis, treatment, and care fo
	(I) a facility operated by the Texas Department of State Health Services; (II) a private mental hospital licensed by the Texas Department of State Health Services; (III) a community center as defined by Texas Health and Safety Code §534.001, concerning Establishment; (IV) a facility operated by a community center or other entity the Texas Department of State Health Services designates to provide mental health services; (V) an identifiable part of a general hospital in which diagnosis, treatment, and care fo
	(I) a facility operated by the Texas Department of State Health Services; (II) a private mental hospital licensed by the Texas Department of State Health Services; (III) a community center as defined by Texas Health and Safety Code §534.001, concerning Establishment; (IV) a facility operated by a community center or other entity the Texas Department of State Health Services designates to provide mental health services; (V) an identifiable part of a general hospital in which diagnosis, treatment, and care fo
	(I) a facility operated by the Texas Department of State Health Services; (II) a private mental hospital licensed by the Texas Department of State Health Services; (III) a community center as defined by Texas Health and Safety Code §534.001, concerning Establishment; (IV) a facility operated by a community center or other entity the Texas Department of State Health Services designates to provide mental health services; (V) an identifiable part of a general hospital in which diagnosis, treatment, and care fo


	(C) For a group contract or certificate, the HMO may increase its premium to the appropriate level if the HMO determines that the subscriber made a material misrepresentation of health status on the application. The HMO must provide the contract holder 31-days' prior written notice of any premium rate change. (14) Out-of-network services. Each contract between an HMO and a contract holder must provide that if medically necessary covered services are not available through network physicians or providers, the
	(C) For a group contract or certificate, the HMO may increase its premium to the appropriate level if the HMO determines that the subscriber made a material misrepresentation of health status on the application. The HMO must provide the contract holder 31-days' prior written notice of any premium rate change. (14) Out-of-network services. Each contract between an HMO and a contract holder must provide that if medically necessary covered services are not available through network physicians or providers, the
	(C) For a group contract or certificate, the HMO may increase its premium to the appropriate level if the HMO determines that the subscriber made a material misrepresentation of health status on the application. The HMO must provide the contract holder 31-days' prior written notice of any premium rate change. (14) Out-of-network services. Each contract between an HMO and a contract holder must provide that if medically necessary covered services are not available through network physicians or providers, the



	(20) Conformity with Medicare supplement minimum standards and long-term care minimum standards. Each group, indi-vidual, and conversion agreement, and group certificate must comply with Chapter 3, Subchapter T, of this title (relating to Minimum Standards for Medicare Supplement Policies), referred to in this paragraph as Medicare supplement rules, and Chapter 3, Subchapter Y, of this title (relating to Standards for Long-Term Care Insurance, Non-Partnership and Partnership Long-Term Care Insurance Coverag
	(20) Conformity with Medicare supplement minimum standards and long-term care minimum standards. Each group, indi-vidual, and conversion agreement, and group certificate must comply with Chapter 3, Subchapter T, of this title (relating to Minimum Standards for Medicare Supplement Policies), referred to in this paragraph as Medicare supplement rules, and Chapter 3, Subchapter Y, of this title (relating to Standards for Long-Term Care Insurance, Non-Partnership and Partnership Long-Term Care Insurance Coverag
	(20) Conformity with Medicare supplement minimum standards and long-term care minimum standards. Each group, indi-vidual, and conversion agreement, and group certificate must comply with Chapter 3, Subchapter T, of this title (relating to Minimum Standards for Medicare Supplement Policies), referred to in this paragraph as Medicare supplement rules, and Chapter 3, Subchapter Y, of this title (relating to Standards for Long-Term Care Insurance, Non-Partnership and Partnership Long-Term Care Insurance Coverag


	gynecologist has made a reasonable and good-faith effort to provide the information to the primary care physician. (E) An HMO may limit an enrollee in the plan to self-re-ferral to one participating obstetrician and gynecologist for both gyne-cological care and obstetrical care. The limitation must not affect the right of the enrollee to select the physician who provides that care. (F) An HMO must include in its enrollment form a space in which an enrollee may select an obstetrician or gynecologist as set f
	Code related to HMOs and ensure adequate access to health care services. Insurance Code §36.001 provides that the commissioner may adopt any rules necessary and appropriate to implement the powers and duties of TDI under the Insurance Code and other laws of this state. CROSS-REFERENCE TO STATUTE. The repeal of §11.505 implements Insurance Code Chapter 1271. §11.505. Specifications for Evidence of Coverage Including Insert Pages and Matrix Filings. The agency certifies that legal counsel has reviewed the pro
	Code related to HMOs and ensure adequate access to health care services. Insurance Code §36.001 provides that the commissioner may adopt any rules necessary and appropriate to implement the powers and duties of TDI under the Insurance Code and other laws of this state. CROSS-REFERENCE TO STATUTE. The repeal of §11.505 implements Insurance Code Chapter 1271. §11.505. Specifications for Evidence of Coverage Including Insert Pages and Matrix Filings. The agency certifies that legal counsel has reviewed the pro

	method for calculating the schedule of charges with supporting docu-mentation has been filed with the commissioner, as required by §11.703 of this title (relating to Filings and Supporting Documentation) and consistent with Chapter 3, Subchapter A of this title (relating to Sub-mission Requirements For Filings and Departmental Actions Related to Such Filing). (b) The schedule of charges must include all charges made for group, conversion, or individual coverage. (c) Any applicable schedule of charges must c
	method for calculating the schedule of charges with supporting docu-mentation has been filed with the commissioner, as required by §11.703 of this title (relating to Filings and Supporting Documentation) and consistent with Chapter 3, Subchapter A of this title (relating to Sub-mission Requirements For Filings and Departmental Actions Related to Such Filing). (b) The schedule of charges must include all charges made for group, conversion, or individual coverage. (c) Any applicable schedule of charges must c
	method for calculating the schedule of charges with supporting docu-mentation has been filed with the commissioner, as required by §11.703 of this title (relating to Filings and Supporting Documentation) and consistent with Chapter 3, Subchapter A of this title (relating to Sub-mission Requirements For Filings and Departmental Actions Related to Such Filing). (b) The schedule of charges must include all charges made for group, conversion, or individual coverage. (c) Any applicable schedule of charges must c


	(1) A hold-harmless clause is a provision in a physician or health care provider agreement that obligates the physician or provider to look only to the HMO and not its enrollees for payment for covered services (except as described in the evidence of coverage issued to the enrollee). (2) In compliance with Insurance Code §843.002, concern-ing Definitions, relating to an "uncovered expense," if a physician or health care provider agreement contains a hold-harmless clause, then the costs of the services will 
	(1) A hold-harmless clause is a provision in a physician or health care provider agreement that obligates the physician or provider to look only to the HMO and not its enrollees for payment for covered services (except as described in the evidence of coverage issued to the enrollee). (2) In compliance with Insurance Code §843.002, concern-ing Definitions, relating to an "uncovered expense," if a physician or health care provider agreement contains a hold-harmless clause, then the costs of the services will 
	(1) A hold-harmless clause is a provision in a physician or health care provider agreement that obligates the physician or provider to look only to the HMO and not its enrollees for payment for covered services (except as described in the evidence of coverage issued to the enrollee). (2) In compliance with Insurance Code §843.002, concern-ing Definitions, relating to an "uncovered expense," if a physician or health care provider agreement contains a hold-harmless clause, then the costs of the services will 
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	of Claims; §1271.005, concerning Applicability of Other Law; and all applicable statutes and rules pertaining to prompt payment of clean claims, including Insurance Code Chapter 843, Subchapter J, concern-ing Payment of Claims to Physicians and Providers; and Chapter 21, Subchapter T, of this title (relating to Submission of Clean Claims) with respect to payment to the physician or provider for covered ser-vices rendered to enrollees; (7) regarding capitation, if applicable, as described in In-surance Code 
	(i) by which the HMO will calculate and pay all claims for covered services submitted by or on behalf of the contract-ing physician or provider; or (ii) that pertains to the range of health care services reasonably expected to be delivered under the contract by that con-tracting physician or provider on a routine basis, along with a toll-free number or electronic address through which the contracting physician or provider may request the fee schedules applicable to any covered ser-vices that the physician o
	(i) by which the HMO will calculate and pay all claims for covered services submitted by or on behalf of the contract-ing physician or provider; or (ii) that pertains to the range of health care services reasonably expected to be delivered under the contract by that con-tracting physician or provider on a routine basis, along with a toll-free number or electronic address through which the contracting physician or provider may request the fee schedules applicable to any covered ser-vices that the physician o
	(i) by which the HMO will calculate and pay all claims for covered services submitted by or on behalf of the contract-ing physician or provider; or (ii) that pertains to the range of health care services reasonably expected to be delivered under the contract by that con-tracting physician or provider on a routine basis, along with a toll-free number or electronic address through which the contracting physician or provider may request the fee schedules applicable to any covered ser-vices that the physician o
	(i) by which the HMO will calculate and pay all claims for covered services submitted by or on behalf of the contract-ing physician or provider; or (ii) that pertains to the range of health care services reasonably expected to be delivered under the contract by that con-tracting physician or provider on a routine basis, along with a toll-free number or electronic address through which the contracting physician or provider may request the fee schedules applicable to any covered ser-vices that the physician o


	(6) A physician or provider receiving information under this subsection may not: (A) use or disclose the information for any purpose other than: (i) the physician's or provider's practice manage-ment; (ii) billing activities; (iii) other business operations; or (iv) communications with a governmental agency involved in the regulation of health care or insurance; (B) use the information to knowingly submit a claim for payment that does not accurately represent the level, type, or amount of services that were
	(6) A physician or provider receiving information under this subsection may not: (A) use or disclose the information for any purpose other than: (i) the physician's or provider's practice manage-ment; (ii) billing activities; (iii) other business operations; or (iv) communications with a governmental agency involved in the regulation of health care or insurance; (B) use the information to knowingly submit a claim for payment that does not accurately represent the level, type, or amount of services that were
	(6) A physician or provider receiving information under this subsection may not: (A) use or disclose the information for any purpose other than: (i) the physician's or provider's practice manage-ment; (ii) billing activities; (iii) other business operations; or (iv) communications with a governmental agency involved in the regulation of health care or insurance; (B) use the information to knowingly submit a claim for payment that does not accurately represent the level, type, or amount of services that were



	same time within a Health Insurance Portability and Accountability Act (HIPAA) standard ASC X12N 837 Transaction Set and identified by a batch control number." This subsection applies to a contract entered into or renewed on or after August 1, 2017. For a contract entered into or renewed before August 1, 2017, the law and regulations in effect at the time the contract was entered or renewed, whichever is later, governs. (f) A contract between an HMO and a dentist may not limit the fee the dentist may charge
	Incentives to Use Certain Physicians and Providers, and Insurance Code §1458.101(i), concerning Contract Requirements, to act only for the primary benefit of the enrollee or contract holder. For the purposes of this section: (1) "steering" refers to offering incentives to encourage en-rollees to use specific physicians or providers; (2) "tiered network" refers to a network of contracted physicians and providers in which an HMO assigns contracted physi-cians and providers to tiers within the network that are
	Incentives to Use Certain Physicians and Providers, and Insurance Code §1458.101(i), concerning Contract Requirements, to act only for the primary benefit of the enrollee or contract holder. For the purposes of this section: (1) "steering" refers to offering incentives to encourage en-rollees to use specific physicians or providers; (2) "tiered network" refers to a network of contracted physicians and providers in which an HMO assigns contracted physi-cians and providers to tiers within the network that are

	powers and duties of TDI under the Insurance Code and other laws of this state. CROSS-REFERENCE TO STATUTE. The amendments to §11.1402 implement Insurance Code §843.305 and §1451.1545 as added by HB 3211. §11.1402. Notification to Physicians and Providers. (a) An HMO that provides coverage for health care services or medical care through one or more physicians or providers is required by Insurance Code §843.305, [(]concerning Annual Application Period for Physician and Providers to Contract,[)] to provide a
	powers and duties of TDI under the Insurance Code and other laws of this state. CROSS-REFERENCE TO STATUTE. The amendments to §11.1402 implement Insurance Code §843.305 and §1451.1545 as added by HB 3211. §11.1402. Notification to Physicians and Providers. (a) An HMO that provides coverage for health care services or medical care through one or more physicians or providers is required by Insurance Code §843.305, [(]concerning Annual Application Period for Physician and Providers to Contract,[)] to provide a
	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ SUBCHAPTER Q. OTHER REQUIREMENTS 28 TAC §11.1604 STATUTORY AUTHORITY. TDI proposes amendments to §11.1604 under Insurance Code §§843.151, 844.004, and 36.001. Insurance Code §843.151 authorizes the commissioner to adopt reasonable rules to implement various parts of the Insurance Code related to HMOs and ensure that enrollees have adequate ac
	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ SUBCHAPTER Q. OTHER REQUIREMENTS 28 TAC §11.1604 STATUTORY AUTHORITY. TDI proposes amendments to §11.1604 under Insurance Code §§843.151, 844.004, and 36.001. Insurance Code §843.151 authorizes the commissioner to adopt reasonable rules to implement various parts of the Insurance Code related to HMOs and ensure that enrollees have adequate ac


	(C) contains a provision stating that nothing in the con-tract will be construed to in any way limit the HMO's authority or re-sponsibility to comply with all of the department's regulatory require-ments; (D) includes the ANHC's or provider HMO's acknowl-edgment and agreement that: (i) the primary HMO is required to establish, oper-ate, and maintain a health care delivery system, quality assurance sys-tem, physician and provider credentialing system, and other systems and programs meeting department standar
	(C) contains a provision stating that nothing in the con-tract will be construed to in any way limit the HMO's authority or re-sponsibility to comply with all of the department's regulatory require-ments; (D) includes the ANHC's or provider HMO's acknowl-edgment and agreement that: (i) the primary HMO is required to establish, oper-ate, and maintain a health care delivery system, quality assurance sys-tem, physician and provider credentialing system, and other systems and programs meeting department standar
	(C) contains a provision stating that nothing in the con-tract will be construed to in any way limit the HMO's authority or re-sponsibility to comply with all of the department's regulatory require-ments; (D) includes the ANHC's or provider HMO's acknowl-edgment and agreement that: (i) the primary HMO is required to establish, oper-ate, and maintain a health care delivery system, quality assurance sys-tem, physician and provider credentialing system, and other systems and programs meeting department standar


	(ix) information required for the primary HMO to be able to file claims for reinsurance, coordination of benefits, and subro-gation; (x) physician and provider and enrollee satisfaction data; (xi) complaint data; (xii) documentation of any inquiry or investigation of the ANHC or provider HMO, or any individual subcontracting physician or provider, made by regulatory agencies, and documenta-tion of the final resolution of the inquiry or investigation; and (xiii) any other data necessary to ensure proper mon-
	(ix) information required for the primary HMO to be able to file claims for reinsurance, coordination of benefits, and subro-gation; (x) physician and provider and enrollee satisfaction data; (xi) complaint data; (xii) documentation of any inquiry or investigation of the ANHC or provider HMO, or any individual subcontracting physician or provider, made by regulatory agencies, and documenta-tion of the final resolution of the inquiry or investigation; and (xiii) any other data necessary to ensure proper mon-
	(ix) information required for the primary HMO to be able to file claims for reinsurance, coordination of benefits, and subro-gation; (x) physician and provider and enrollee satisfaction data; (xi) complaint data; (xii) documentation of any inquiry or investigation of the ANHC or provider HMO, or any individual subcontracting physician or provider, made by regulatory agencies, and documenta-tion of the final resolution of the inquiry or investigation; and (xiii) any other data necessary to ensure proper mon-


	(b) An HMO may not require an enrollee to use either the point-of-service rider benefits or in-plan covered services first. (c) An HMO that includes limited provider networks: (1) may not limit the access, under the point-of-service rider, of an enrollee whose in-plan covered services are restricted to the limited provider network, to either participating physicians and providers or nonparticipating physicians and providers; (2) may not impose cost-sharing arrangements for an enrollee whose in-plan covered 
	(b) An HMO may not require an enrollee to use either the point-of-service rider benefits or in-plan covered services first. (c) An HMO that includes limited provider networks: (1) may not limit the access, under the point-of-service rider, of an enrollee whose in-plan covered services are restricted to the limited provider network, to either participating physicians and providers or nonparticipating physicians and providers; (2) may not impose cost-sharing arrangements for an enrollee whose in-plan covered 
	(b) An HMO may not require an enrollee to use either the point-of-service rider benefits or in-plan covered services first. (c) An HMO that includes limited provider networks: (1) may not limit the access, under the point-of-service rider, of an enrollee whose in-plan covered services are restricted to the limited provider network, to either participating physicians and providers or nonparticipating physicians and providers; (2) may not impose cost-sharing arrangements for an enrollee whose in-plan covered 
	(b) An HMO may not require an enrollee to use either the point-of-service rider benefits or in-plan covered services first. (c) An HMO that includes limited provider networks: (1) may not limit the access, under the point-of-service rider, of an enrollee whose in-plan covered services are restricted to the limited provider network, to either participating physicians and providers or nonparticipating physicians and providers; (2) may not impose cost-sharing arrangements for an enrollee whose in-plan covered 
	(b) An HMO may not require an enrollee to use either the point-of-service rider benefits or in-plan covered services first. (c) An HMO that includes limited provider networks: (1) may not limit the access, under the point-of-service rider, of an enrollee whose in-plan covered services are restricted to the limited provider network, to either participating physicians and providers or nonparticipating physicians and providers; (2) may not impose cost-sharing arrangements for an enrollee whose in-plan covered 



	(H) may not reduce or limit in-plan covered services in any way by coverage for benefits obtained by an enrollee under the point-of-service rider; (I) if applicable, must disclose: (i) how the point-of-service rider cost-sharing arrangements differ from those in the evidence of coverage; (ii) any reduction of benefits as set forth in subpara-graph (G) of this paragraph; (iii) any deductible that must be met by the enrollee under the point-of-service rider; and (iv) whether copayments made for in-plan covere
	(H) may not reduce or limit in-plan covered services in any way by coverage for benefits obtained by an enrollee under the point-of-service rider; (I) if applicable, must disclose: (i) how the point-of-service rider cost-sharing arrangements differ from those in the evidence of coverage; (ii) any reduction of benefits as set forth in subpara-graph (G) of this paragraph; (iii) any deductible that must be met by the enrollee under the point-of-service rider; and (iv) whether copayments made for in-plan covere
	(H) may not reduce or limit in-plan covered services in any way by coverage for benefits obtained by an enrollee under the point-of-service rider; (I) if applicable, must disclose: (i) how the point-of-service rider cost-sharing arrangements differ from those in the evidence of coverage; (ii) any reduction of benefits as set forth in subpara-graph (G) of this paragraph; (iii) any deductible that must be met by the enrollee under the point-of-service rider; and (iv) whether copayments made for in-plan covere
	(H) may not reduce or limit in-plan covered services in any way by coverage for benefits obtained by an enrollee under the point-of-service rider; (I) if applicable, must disclose: (i) how the point-of-service rider cost-sharing arrangements differ from those in the evidence of coverage; (ii) any reduction of benefits as set forth in subpara-graph (G) of this paragraph; (iii) any deductible that must be met by the enrollee under the point-of-service rider; and (iv) whether copayments made for in-plan covere




	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ CHAPTER 21. TRADE PRACTICES SUBCHAPTER X. EVALUATION OF NETWORK PHYSICIANS AND PROVIDERS The Texas Department of Insurance (TDI) proposes to repeal 28 TAC §21.3202, concerning physician ranking requirements, and replace it with new §21.3202, concerning designated orga-nizations for physician ranking, which designates organizations whose stand
	-Global Appropriateness Measures (GAM); -IntegerHealth; -Joint Commission; -Motive Medical Intelligence; -National Committee for Quality Assurance (NCQA); -National Quality Forum (NQF); -Partnership for Quality Measures (PQM); -Patient Centered Episode System (PACES); -Purchaser Business Group on Health (PBGH); -United States Department of Health and Human Services (HHS), including the Agency for Healthcare Research and Quality (AHRQ), Centers for Disease Control and Prevention (CDC), Centers for Medicare a
	-Global Appropriateness Measures (GAM); -IntegerHealth; -Joint Commission; -Motive Medical Intelligence; -National Committee for Quality Assurance (NCQA); -National Quality Forum (NQF); -Partnership for Quality Measures (PQM); -Patient Centered Episode System (PACES); -Purchaser Business Group on Health (PBGH); -United States Department of Health and Human Services (HHS), including the Agency for Healthcare Research and Quality (AHRQ), Centers for Disease Control and Prevention (CDC), Centers for Medicare a

	Proposed new §21.3202 specifically lists the designated orga-nizations whose standards health benefit plan issuers may use when ranking or classifying physicians. New §21.3202(a) lists the organizations designated by the commissioner under Insurance Code Chapter 1460. New §21.3202(b) provides that the commissioner may enter an order designating a qualified entity on an interim basis, which would be followed by a designation by rule within three years in order to continue. New §21.3202(c) specifies that a he
	Proposed new §21.3202 specifically lists the designated orga-nizations whose standards health benefit plan issuers may use when ranking or classifying physicians. New §21.3202(a) lists the organizations designated by the commissioner under Insurance Code Chapter 1460. New §21.3202(b) provides that the commissioner may enter an order designating a qualified entity on an interim basis, which would be followed by a designation by rule within three years in order to continue. New §21.3202(c) specifies that a he
	costs on regulated persons that choose to perform physician ranking and to use standards that require a fee. However, regulated persons may choose to instead use standards that are available at no cost. In addition, no additional rule amendments are required under Government Code §2001.0045 because the proposed amendments to §21.3202 are necessary to implement legislation. The proposed rule implements Insurance Code Chapter 1460, as amended by SB 926. GOVERNMENT GROWTH IMPACT STATEMENT. TDI has determined t
	costs on regulated persons that choose to perform physician ranking and to use standards that require a fee. However, regulated persons may choose to instead use standards that are available at no cost. In addition, no additional rule amendments are required under Government Code §2001.0045 because the proposed amendments to §21.3202 are necessary to implement legislation. The proposed rule implements Insurance Code Chapter 1460, as amended by SB 926. GOVERNMENT GROWTH IMPACT STATEMENT. TDI has determined t
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	STATUTORY AUTHORITY. TDI proposes the repeal of §21.3202 under Insurance Code §1460.005(a) and (b) and §36.001. Insurance Code §1460.005(a) requires the commissioner to adopt rules as necessary to implement Insurance Code Chapter 1460. Insurance Code §1460.005(b) requires the commissioner to adopt rules as necessary to ensure that a health benefit plan issuer that uses a physician ranking system complies with the standards and guidelines described in Insurance Code §1460.005(c). Insurance Code §36.001 provi
	(a) For the purposes of Insurance Code Chapter 1460, con-cerning Standards Required Regarding Certain Physician Rankings by Health Benefit Plans, the commissioner designates the following orga-nizations: (1) any national medical specialty society, as defined in In-surance Code Chapter 1460; (2) Blue Health Intelligence (BHI); (3) CareMetro; (4) Core Quality Measures Collaborative (CQMC); (5) Denniston Data Inc. (DDI); (6) Global Appropriateness Measures (GAM); (7) IntegerHealth; (8) Joint Commission; (9) Mo
	(a) For the purposes of Insurance Code Chapter 1460, con-cerning Standards Required Regarding Certain Physician Rankings by Health Benefit Plans, the commissioner designates the following orga-nizations: (1) any national medical specialty society, as defined in In-surance Code Chapter 1460; (2) Blue Health Intelligence (BHI); (3) CareMetro; (4) Core Quality Measures Collaborative (CQMC); (5) Denniston Data Inc. (DDI); (6) Global Appropriateness Measures (GAM); (7) IntegerHealth; (8) Joint Commission; (9) Mo
	(a) For the purposes of Insurance Code Chapter 1460, con-cerning Standards Required Regarding Certain Physician Rankings by Health Benefit Plans, the commissioner designates the following orga-nizations: (1) any national medical specialty society, as defined in In-surance Code Chapter 1460; (2) Blue Health Intelligence (BHI); (3) CareMetro; (4) Core Quality Measures Collaborative (CQMC); (5) Denniston Data Inc. (DDI); (6) Global Appropriateness Measures (GAM); (7) IntegerHealth; (8) Joint Commission; (9) Mo
	(a) For the purposes of Insurance Code Chapter 1460, con-cerning Standards Required Regarding Certain Physician Rankings by Health Benefit Plans, the commissioner designates the following orga-nizations: (1) any national medical specialty society, as defined in In-surance Code Chapter 1460; (2) Blue Health Intelligence (BHI); (3) CareMetro; (4) Core Quality Measures Collaborative (CQMC); (5) Denniston Data Inc. (DDI); (6) Global Appropriateness Measures (GAM); (7) IntegerHealth; (8) Joint Commission; (9) Mo



	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ CHAPTER 26. EMPLOYER-RELATED HEALTH BENEFIT PLAN REGULATIONS The Texas Department of Insurance (TDI) proposes to amend 28 TAC §26.9 and §26.305, concerning small employer and large employer health benefit plans. The amendments imple-ment Senate Bill 896, 89th Legislature, 2025. EXPLANATION. Proposed amendments to §26.9 and §26.305 are necessa
	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ CHAPTER 26. EMPLOYER-RELATED HEALTH BENEFIT PLAN REGULATIONS The Texas Department of Insurance (TDI) proposes to amend 28 TAC §26.9 and §26.305, concerning small employer and large employer health benefit plans. The amendments imple-ment Senate Bill 896, 89th Legislature, 2025. EXPLANATION. Proposed amendments to §26.9 and §26.305 are necessa
	Ms. Bowden does not anticipate any measurable effect on local employment or the local economy as a result of this proposal. PUBLIC BENEFIT AND COST NOTE. For each year of the first five years the proposed amendments are in effect, Ms. Bowden expects that administering the proposed amendments will have the public benefit of ensuring that TDI's rules conform to Insur-ance Code §1501.157 and §1501.607, as amended by SB 896. Ms. Bowden expects that the proposed amendments will not in-crease the cost of complian
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	Clerk@tdi.texas.gov or to the Office of the Chief Clerk, MC: GC-CCO, Texas Department of Insurance, P.O. Box 12030, Austin, Texas 78711-2030. The commissioner of insurance will also consider written and oral comments on the proposal in a public hearing under Docket No. 2864. This proposal will be part of a rule hearing docket that will begin at 10:00 a.m., central time, on June 1, 2026. TDI will hold the public hearing both remotely using online re-sources and in person at the Barbara Jordan State Office Bu
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	[nonpayment] of the additional required premium[,] within 30 days of the due date of the premium. (5) A small employer health benefit plan may not limit or exclude initial coverage of an adopted child of an insured. An adopted child of an insured may be enrolled, at the option of the insured, within either: (A) 31 days after the insured is a party in a suit for adop-tion; or (B) 31 days of the date the adoption is final. (6) Coverage of an adopted child of an insured under para-graph (5) of this subsection 
	(D) Examples for applying subparagraphs (A) and (B) of this paragraph, in the case of both insurers and HMOs: Individual A requests coverage on October 1, 2014, after the enrollment period of July 1, 2014, through July 31, 2014, has ended. The next annual open enrollment period is July 1, 2015, through July 31, 2015. The effective date of coverage for persons enrolling during an open enrollment period is the beginning of the plan year, which is September 1 of each year. (i) If the carrier is an insurer and 
	(D) Examples for applying subparagraphs (A) and (B) of this paragraph, in the case of both insurers and HMOs: Individual A requests coverage on October 1, 2014, after the enrollment period of July 1, 2014, through July 31, 2014, has ended. The next annual open enrollment period is July 1, 2015, through July 31, 2015. The effective date of coverage for persons enrolling during an open enrollment period is the beginning of the plan year, which is September 1 of each year. (i) If the carrier is an insurer and 
	(D) Examples for applying subparagraphs (A) and (B) of this paragraph, in the case of both insurers and HMOs: Individual A requests coverage on October 1, 2014, after the enrollment period of July 1, 2014, through July 31, 2014, has ended. The next annual open enrollment period is July 1, 2015, through July 31, 2015. The effective date of coverage for persons enrolling during an open enrollment period is the beginning of the plan year, which is September 1 of each year. (i) If the carrier is an insurer and 
	(D) Examples for applying subparagraphs (A) and (B) of this paragraph, in the case of both insurers and HMOs: Individual A requests coverage on October 1, 2014, after the enrollment period of July 1, 2014, through July 31, 2014, has ended. The next annual open enrollment period is July 1, 2015, through July 31, 2015. The effective date of coverage for persons enrolling during an open enrollment period is the beginning of the plan year, which is September 1 of each year. (i) If the carrier is an insurer and 


	(14) In determining whether a preexisting condition provi-sion applies to an individual covered by a small employer health bene-fit plan, the small employer carrier must credit the time the individual was covered under creditable coverage if the previous coverage was in effect at any time during the 12 months preceding the effective date of coverage under a small employer health benefit plan. Any waiting period that applied before that coverage became effective also must be credited against the preexisting 
	(14) In determining whether a preexisting condition provi-sion applies to an individual covered by a small employer health bene-fit plan, the small employer carrier must credit the time the individual was covered under creditable coverage if the previous coverage was in effect at any time during the 12 months preceding the effective date of coverage under a small employer health benefit plan. Any waiting period that applied before that coverage became effective also must be credited against the preexisting 
	(14) In determining whether a preexisting condition provi-sion applies to an individual covered by a small employer health bene-fit plan, the small employer carrier must credit the time the individual was covered under creditable coverage if the previous coverage was in effect at any time during the 12 months preceding the effective date of coverage under a small employer health benefit plan. Any waiting period that applied before that coverage became effective also must be credited against the preexisting 



	Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 ♦ ♦ ♦ SUBCHAPTER C. LARGE EMPLOYER HEALTH INSURANCE REGULATIONS 28 TAC §26.305 STATUTORY AUTHORITY. TDI proposes amendments to §26.305 under Insurance Code §1501.010(1) and §36.001. Insurance Code §1501.010(1) directs the commissioner to adopt rules necessary to implement Insurance Code Chapter 1501. Insurance Code §36.001 provides that the commiss
	(2) the date on which the waiting period established under Insurance Code §1501.606, [(]concerning Employee Enrollment; Wait-ing Period,[)] expires. (d) If dependent coverage is offered to the enrollees under a large employer health benefit plan, a dependent of a new employee who meets the participation criteria established by the large employer may not be denied coverage if the application for coverage is received by the large employer carrier not later than the 31st day after the later of: (1) the date on
	(2) the date on which the waiting period established under Insurance Code §1501.606, [(]concerning Employee Enrollment; Wait-ing Period,[)] expires. (d) If dependent coverage is offered to the enrollees under a large employer health benefit plan, a dependent of a new employee who meets the participation criteria established by the large employer may not be denied coverage if the application for coverage is received by the large employer carrier not later than the 31st day after the later of: (1) the date on
	(2) the date on which the waiting period established under Insurance Code §1501.606, [(]concerning Employee Enrollment; Wait-ing Period,[)] expires. (d) If dependent coverage is offered to the enrollees under a large employer health benefit plan, a dependent of a new employee who meets the participation criteria established by the large employer may not be denied coverage if the application for coverage is received by the large employer carrier not later than the 31st day after the later of: (1) the date on


	(j) For purposes of this section, "received by the large em-ployer" within a specified period means that the item(s) must be post-marked by the specified period. (k) If a newborn or adopted child is enrolled in a health bene-fit plan or other creditable coverage within the periods specified in this section, and subsequently enrolls in another health benefit plan with-out a significant break in coverage, the other plan may not impose any preexisting condition exclusion with regard to the child. If a newborn 
	(j) For purposes of this section, "received by the large em-ployer" within a specified period means that the item(s) must be post-marked by the specified period. (k) If a newborn or adopted child is enrolled in a health bene-fit plan or other creditable coverage within the periods specified in this section, and subsequently enrolls in another health benefit plan with-out a significant break in coverage, the other plan may not impose any preexisting condition exclusion with regard to the child. If a newborn 
	(j) For purposes of this section, "received by the large em-ployer" within a specified period means that the item(s) must be post-marked by the specified period. (k) If a newborn or adopted child is enrolled in a health bene-fit plan or other creditable coverage within the periods specified in this section, and subsequently enrolls in another health benefit plan with-out a significant break in coverage, the other plan may not impose any preexisting condition exclusion with regard to the child. If a newborn 
	(j) For purposes of this section, "received by the large em-ployer" within a specified period means that the item(s) must be post-marked by the specified period. (k) If a newborn or adopted child is enrolled in a health bene-fit plan or other creditable coverage within the periods specified in this section, and subsequently enrolls in another health benefit plan with-out a significant break in coverage, the other plan may not impose any preexisting condition exclusion with regard to the child. If a newborn 


	The agency certifies that legal counsel has reviewed the pro-posal and found it to be within the state agency's legal authority to adopt. Filed with the Office of the Secretary of State on April 27, 2026. TRD-202601814 Jessica Barta General Counsel Texas Department of Insurance Earliest possible date of adoption: June 7, 2026 For further information, please call: (512) 676-6555 










