
 
 
 
CONNECTICUT: Frequently Asked Questions About the Autism Insurance Reform Law  
 

1. What does the Autism Insurance Reform Act do? 
Broadly speaking, the act requires many private insurers to begin covering the 
costs of diagnostic assessments for autism and services for individuals with 
autism who are under the age of 15.   
 
Insurance providers can limit the coverage for behavioral therapy in the following 
manner: 

• Benefits up to $50,000 per year for a child under 9; 
• Benefits up to $35,000 per year for a child ages 9-12; and 
• Benefits up to $25,000 per year for a child ages 13-14. 

 
2. When does the law requiring insurance companies to cover services for children 

with autism spectrum disorder go into effect? 
The law went into effect on January 1, 2010. 
 

3. Once the act goes into effect, will my employer-provided health insurance be 
required to cover my child’s autism services? 

Each group health insurance policy that provides coverage for basic hospital 
expenses, basic and major medical-surgical expenses, or hospital and medical 
coverage to subscribers of a health care center will be required to provide 
coverage for the diagnosis and treatment of autism spectrum disorders. 
 

4. What happens if we get our insurance through an employer that self-insures? 
Insurance provided by an employer that self-insures is not subject to the 
requirements of this act. 
 

5. What happens if we purchase individual health insurance?  
As of January 1, 2009, each individual health insurance policy is required to 
provide coverage for physical therapy, speech therapy, and occupational therapy 
services for the treatment of autism spectrum disorders to the extent that such 
services are a covered benefit for other diseases and conditions.  Insurance 
provided by a small employer or an employer that self-insures is not subject to 
the requirements of this act (i.e., required coverage of behavioral therapy). 
 

6. Are there limits on what our private insurance is going to be required to cover? 
Yes.  The act lists seven categories of treatments that insurers will be required to 
cover.  There is an annual dollar cap on coverage of behavioral therapies that 
varies according to age – $50,000 for children under 9; $35,000 for children ages 
9-12; and $25,000 for children ages 13-14.  There are no limits on the number of 
visits to a provider.  Coverage may be subject to other general limitations and 
exclusions of the group health insurance policy.  However, an insurer cannot 
place higher copayments, deductibles, or other out-of-pocket expenses on the 
diagnosis and treatment of an autism spectrum disorder than for the diagnosis 
and treatment of any other medical, surgical, or physical health condition under 
the policy. 



 
Covered Services 
 

1. What coverage is mandated by the law? 
The act requires coverage for the following types of services: 

• Behavioral therapy, including ABA 
• Pharmacy care 
• Direct psychiatric or consultative services 
• Direct psychological or consultative services 
• Physical therapy 
• Speech and language pathology, and 
• Occupational therapy 

 
The act also requires coverage for evaluations and tests needed to diagnose 
your child’s autism disorder. 
 

2. Is applied behavioral analysis (ABA) covered? 
Yes, the law’s definition of “behavioral therapy” specifically includes ABA. 
 

3. Will all of the Autism Spectrum diagnoses be covered, or just those diagnoses 
with the keyword of "autism?" 

Any of the pervasive developmental disorders defined in the current edition of the 
Diagnostic and Statistical Manual (DSM) are covered.  These include: Autistic 
Disorder, Rett’s Disorder, Childhood Disintegration Disorder, Asperger’s 
Disorder, and Pervasive Developmental Disorder Not Otherwise Specified. 
 

4. Does Autism Spectrum Disorder (ASD) have to be the primary diagnosis for the 
child in order to qualify for coverage under the act? 

No, there is no requirement that ASD be the “primary” diagnosis for your child to 
qualify for coverage under that act. 
 

5. Is Case Management covered? 
No, insurance providers are not required to cover Case Management. 
 

6. Who determines what services are medically necessary? 
Your child’s licensed physician, licensed psychologist, or licensed clinical social 
worker will order the services that he/she identifies as medically necessary in 
accordance with your child’s treatment plan.   
 

7. Will the new law require insurance companies to cover the cost of social groups? 
Must it be prescribed by a physician? 

The act does not include a "list" of covered services. Rather, the law requires 
coverage for specific types of services. Therefore, coverage under the bill will be 
determined by the insurance company based on the requirements of the law, 
whether the treatment is medically necessary, and whether the treatment is 
ordered as part of the child’s treatment plan by a licensed physician, licensed 
psychologist, or licensed clinical social worker. 

 
Private Insurance 
 



1. On January 1, 2010, will an insurance company be able to question my child’s 
existing autism diagnosis? 

No, an autism diagnosis shall be valid for a period of not less than twelve 
months, unless your child’s licensed physician, licensed psychologist, or licensed 
clinical social worker determines a shorter period is appropriate or changes the 
results of your child’s diagnosis. 
 

2. How often will insurance companies be able to review my child’s treatment plan? 
Insurance providers may review your child’s treatment plan not once more than 
once every six months, unless your child’s licensed physician, licensed 
psychologist, or licensed clinical social worker determines more frequent review 
is appropriate or changes your child’s treatment plan. 
 

3. Will insurance companies be able to deny services if my child is not making 
"sufficient progress" or has reached a plateau in his/her progress? 

No. The law specifically requires coverage of services intended to produce 
progress as well as those intended to prevent regression.  
 

4. Will private insurers be developing their own medical necessity criteria? 
Yes, private insurers will use their own medical necessity criteria. Your child’s 
physician, psychologist, or clinical social worker will indicate on the treatment 
plan what services are medically necessary.  However, there is a utilization 
review process within the insurance company that may review the services 
ordered on the treatment plan. 

 
Qualified Providers and Licensing 
 

1. Which providers and services will be eligible for reimbursement under the act? 
Reimbursement is required for any mandated service provided pursuant to a 
comprehensive autism treatment plan and which is provided by qualified 
professionals. These professionals include licensed physicians, licensed 
physician assistants, licensed psychologists, licensed clinical social workers, 
certified registered nurse practitioners and those who work under their direction.  

 
Coinsurance, Copayments, Deductibles, and Other Out-of-Pocket Expenses 

 
1. Can insurance providers charge higher coinsurance, copayments, deductibles, or 

other out-of-pocket expenses for services for the treatment of ASD? 
No, insurance providers may not charge higher coinsurance, copayments, 
deductibles, or other out-of-pocket expenses for coverage for the diagnosis and 
treatment of an autism spectrum disorder than for the diagnosis and treatment of 
any other medical, surgical, or physical health condition under the policy. 

 


