
Mental Health Parity and Addiction Equity Act  
The following questions and summarized answers were taken from FAQs about Affordable Care 
Act Implementation (Part 31), which was prepared by the U.S. Departments of Labor, Health and 
Human Services and the Treasury and published on April 20, 2016. 

To read the original document with complete answers, follow this link. 

Financial Requirements and Quantitative Treatment Limitations 

Q: When performing "substantially all" and "predominant" tests for financial requirements and 
quantitative treatment limitations under the Mental Health Parity and Addiction Equity Act 
(MHPAEA), may a plan or issuer base the analysis on an issuer's entire overall book of business 
for the year? 

A: No 

Q: I am a provider acting as an authorized representative for an ERISA group health plan 
participant. The health plan has requested that I complete a pre-authorization form after 
the patient's ninth visit for the treatment of depression. I understand that there are a 
number of documents that plans must provide upon request. Which of those documents 
would generally be most helpful for me to request regarding the plan's compliance with the 
MHPAEA? 

A: You may request the following documents and plan information, which could be helpful in 
evaluating the plan's compliance with MHPAEA. While it may not be necessary to review all 
of the following documents and plan information, the plan must provide any of these 
documents and plan information to you if requested, when you as a provider are acting as an 
individual's authorized representative: 

1. A Summary Plan Description (SPD) from an ERISA plan, or similar summary information 
that may be provided by non-ERISA plans; 

2. The specific plan language regarding the imposition of the nonquantitative treatment 
limitation (NQTL), such as a preauthorization requirement; 

3. The specific underlying processes, strategies, evidentiary standards, and other factors 
(including, but not limited to, all evidence) considered by the plan (including factors that 
were relied upon and were rejected) in determining that the NQTL will apply to this 
particular mental health and substance use disorder (MH/SUD) benefit; 

4. Information regarding the application of the NQTL to any medical/surgical benefits within 
the benefit classification at issue; 

5. The specific underlying processes, strategies, evidentiary standards, and other factors 
(including, but not limited to, all evidence) considered by the plan (including factors that 
were relied upon and were rejected) in determining the extent to which the NQTL will apply 
to any medical/surgical benefits within the benefit classification at issue; and 

6. Any analyses performed by the plan as to how the NQTL complies with MHPAEA 

http://www.dol.gov/ebsa/faqs/faq-aca31.html


(Please note that the following question and answer regarding a copy of the medical necessity 
criteria apply to individual and group health plans. In addition, the answer to the question is 
the complete answer provided in the FAQ document.) 

Q: I'm reviewing my individual market health insurance coverage options. I requested a 
copy of the medical necessity criteria for coverage of mental health conditions from an 
issuer, but was told that because I was not enrolled in its coverage, the issuer did not have 
to provide the criteria to me. Is this correct? 

A: No. Under MHPAEA, the criteria for medical necessity determinations under a group health plan or 
health insurance coverage with respect to MH/SUD benefits must be made available to any current or 
potential enrollee or contracting provider upon request. 
 

Medication Assisted Treatment of Opioid Use Disorder 

Q11: Does MHPAEA apply to any benefits a plan may offer for medication assisted 
treatment for opioid use disorder? 

A: Yes 
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