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WALLIN, JACOBSON, FRANKLIN, B. BROWN, CRIPPEN, RUSSELL,
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A BILL 'FOR ‘AN ACT ENTITLED: "AN ACT TO REGULATE EE CO%{’CT\
OF UTILIZATION REVIEWS BY HEALTH INSURERS OTHER

THIRD-PARTY PAYORS; TQ PROHIBIT A PERSON FROM CONDUCTING
UTILIZATION REVIEWS UNLESS THE PERSON MAINTAINS WITH THE
COMMISSIONER OF INSURANCE A UTILIZATION REVIEW PLAN; TO
PROTECT PATIENTS AND HEALTH CARE PROVIDERS IN THE CONDUCT OF
UTILIZATION REVIEWS BY REQUIRING CONCURRENCE OF A PHYSICIAN
IN A DETERMIKNATION RELATING TOQ THE WECESSITY OR
APPROPRIATENESS OF HEALTH CARE SERVICES RENDERED TO A
PATIENT; TO PROVIDE A PRESUMPTION OF MEDICAL NECESSITY OF
HEALTHE CARE SERVICES IFf AN INSURED PERSON IS IN NEED OF
IMMEDIATE ADMISSION TO A HEALTH CARE FACILITY; TO PROVIDE
FOR THE APPEAL OF AN ADVERSE DECISION RESULTING FROM A
OTILIZATION REVIEW; TO AUTHORIZE THE COMMISSIONER OF

INSURANCE TQ ADOPT RULES; AND PROVIDING AN EFFECTIVE DATE."

STATEMENT OF INTENT
A statement of intent is required for this bill because
[section 8] requires the commissioner of insurance to adopt
rules for the purpose of implementing [sections 1 through
10].

[t 1s the intent of the iegislature that the
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commissiconer of insurance adopt rules necessary for the
regulation of utilization reviews in this state. Rules
adopted by the commissioner may include but are not limited
to rules providing for:

{1} the performance of utilizatlion review activities:

(2) procedures for reconsideration or appeal of adverse
decisions resulting from utilization reviews;:

(3) information to be included in the utilization
review plan required in [section 3];

{4) wutilizatien review criteria, standards, and
procedures; and

{5) the protection of the confidentiality of medical
records used in the course of utilization reviews.

Rules adopted by the commissioner of insurance must be
consistent with the purposes of this bill as stated in
[section 1] and must supplement the provisions of [sections

1 through 10]}.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA:
MEW SECTION. Section 1. Purpose. The legislature finds

and declares that it is the purpose of [sections 1 through
10} to:

{L} promote the delivery of guality health care in a
cost-effective manner;

(2) foster greater coordination between health care

INTRODUCED BILL
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providers, third-party payors, and others who conduct
utilization review activities;

{3) ensure access to health care services; and

{4) protect patients, employers, and health care
providers by ensuring that utilization review activities
result in informed decisions on the appropriateness of

medical care made by those best qualified to be involved in

the utilization review process.

NEW SECTION. Section 2. pefinitioas. As used in
i{sections 1 through 10] the following definitions apply:

1) "Commissioner" means the commissicner of insurance
provided for in 2-15-1903.

{2) "Health care provider" means a person, corporation,
facility, or institution licensed by the state to provide or
otherwise lawfully providing health care services, including
but not limited to:

{a) a physician, health care facility as defined 1in
50-5-101%1, ostecopath, dentist, nurse. optometrist,
chiropractor, podiatrist, physical therapist, psycholegist,
licensed social worker, speech pathologist, audioclogist,
certified chemical dependency counselor, or licensed
professional counselor;

(b} an cfficer, employee, or agent of a person

described in subsection (2){a) acting in the ccurse and

scope of employment; and
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(c} an agency related to cor supportive of heaith care
services.

{3) "Health care services" means the health care and
services provided by health care providers, including
drugs, medicines, ampbulance services, and other therapeutic
and rehabilitative services and supplies,

(4) “Utilization review" means a system for review of
health care services for a patient tc determine the
necessity or appropriateness of services, whether that
review is prospective, concurrent, or retrospective, when
the review will be utilized directly or indirectly in order
to determine whether the health care services will be paid,
covered, or provided.

NEW SECTION. Section 3. ptiligzation review plan. A
person may not conduct a utilization review of health care
services provided or to Dbe provided to a patient covered
under a contract or plan for health care services issued in
this state unless that person, at all times, maintains with
the commissiconer a «current wutilization revsisw plan that
includes:

(1) a description of review criteria, standards, and
proceduares to be used in evaluating proposed or delivered
health care services that, to the extent possible, must:

(a) be based on nationally recognized criteria,

standards, and procedures:
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(b} reflect community standards of care;

{c) ensure quality of care; and

(d) ensure access to needed health care services;

(2) the provisions by which patients or providers may
seek reconsideration or appeal of adverse decisions by the
person conducting the utilizaticn review;

{3} the type and qualifications of the personnel either
employed or under contract to perform the wutiltization
review;

(4} policies and procedures to ensure that a
representative of the person conducting the utilization
review is reasonably accessible to patients and health care
providers at all times;

(5) policies and procedures to ensure compliance with
all applicable state and federal laws to protect the
confidentiality of individual medical records;

(6) a copy of the materials designed to inform
applicable patients and health care providers of the
requirements of the utilization review plan;

(7) a list of the persons or entities for whom the
person is performing utilization reviews in this state; and

(8) any other information as may be reguired by the
commissioner that is necessary to implement [sections 1

through 10},

NEW SECTION. Section 4. cConduct of utilization review.
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A program of utilization review with regard to health care
sarvices provided or to be provided in this state must
comply with the following:

(1) A determination adverse to a patient or to an
affected health care provider may not be made on a gquestion
relating to the necessity or appropriateness for a health
care service without prior evaluation and concurrence in the
adverse determination by a physician.

(2) A determination regarding health care services
rendered or to be rendered to a patient that may result in a
denial of third-party reimbursement or a denial of
precertification for the service must include the written
evaluation, findings, and concurrence of a physician trained
in the relevant specialty or subspecialty to make it a Einal
determination that the health care service rendered or to be
rendered was, is, or may be medically inappropriate.

(3) A determination that health care services rendered
or to be rendered are medically inappropriate may not be
made unless the physician performing the utilizaticon review
has consulted with the patient's attending physician or
other health care provider, as the case may be, concerning
the necessity or appropriateness of the health care service.

NEW SECTION. Section 5. Presumption of medical
necessity. If a licensed physician certifies in writing to

an insurer within 72 hours of an admission that the insured

-
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person admitted was in need of immediate care in a health
care facility, the certification constitutes a presumption
of the medical necessity of the admission. To overcome this
presumption, the entity requesting the utilization review or
the person conducting the utilization review shall show by
clear and convincing evidence that the admitted person was

not in need of immediate care in the health care facility.

NEW SECTION. Section 6. Appeal and assignment of
claim. (1) A patient or provider affected by an adverse
decision has 30 days in which to appeal or seek
reconsideration of the adverse decision by the person
conducting the utilization review.

{2) A final decision on appeal or reconsideration must
be made within 30 days of receipt of the medical records by
the person conducting the utilization review and not less
than 60 days following the request for appeal or
reconsideration.

(3) Notwithstanding Any provision to the contrary
contained in a contract or plan for health care benefits
issued after July 1, 1991, following denial after
utilization review and appeal or reconsideration as provided

in this section, a claim for health care benefits may be

assigned to the health care provider by the covered person.
NEW SECTION. Section 7. prersons considered engaged in

practice of medicine. A physician who reviews health care
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services provided or to be provided in this state for
utilization review purposes is considered to be engaged in
the practice of medicine under Title 37, chapter 3.

NEW SECTION. Section 8. Commissioner to adopt rules.
The commissioner shall adopt rules for the implementation of
[sections 1 through 10}, including but not limited tc rules
providing for:

(1) the performance of utilization review activities;

(2) procedures for reconsideration or appeal of adverse
decisions resulting EFrom utilization reviews;

{3) information to be included in the wutilization
review plan reqguired in [(section 3];

(4) utilization review criteria, astandards, and
procedures; and

(5) the protection of the confidentiality of medical
records used in the course of utilization reviews.

NEW SECTION. Section 9. Preemption of federal law. If
any provision of [sections 1 through 10] i3 preempted by
federal law or regulations as applied to any specific health
care service, then the provision of [sections 1 through 101
that is preempted by federal law or regulations does not
apply to that health care service but only to the extent of
the preemption.

NEW SECTION. Section 10. Aapplication  of act -—

exemptions. (1) The provisions of [sections 1 through 10]
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apply to a person or entity performing utilization reviews
who 1is, or is affiliated with, under contract with, or
acting on behalf of;

fa) a Montana business entity; or

{p) a third party that provides or administers health
care benefits to citizens of this state including:

(i) a health Iinsurer, nonprofit health service plan,
health service corporaticn, employees' health and welfare
fund, or preferred provider organization authorized to offer
health insurance policies or contracts;

(ii) a health maintenance organization issued a
certificate o©of authority in accordance with Title 33,
chapter 31; or

{(iil) a state agency.

(2} A general in-house utilization review for a4 health
care provider is exempt from the provisions of {sections 1
through 10]) as long as the review does not result in the
approval or denlal of payment for health care services for a

particular case.

NEW SECTION. Section 11. codification instruction.
[Sections 1 through 10] are intended to be codified as an
integral part of Title 33, and the provisions of Title 313
apply to [sections 1 through 10].

NEW SECTION. Section 12. Effective date. [This act] is

effective July 1, 1951,

-End-
_9..
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STATE OF MONTANA - FISCAL NOTE
Form BD-15
In compliance with a written request, there is hereby submitted a Fiscal Note for SB0394, third reading.

DESCRIPTION OF PROPOSED LEGISLATICN:

An act to regulate the conduct of utilization reviews by health insurers and other third-party payors; to prohibit a person
from conducting utilization reviews unless the person maintains with the Commissioner of Insurance a utilization review
plan; to protect patients and health care providers in the conduct of utilization reviews by requiring concurrence of a
physician in a determination relating to the necessity or appropriateness of health care services rendered to a patient; to
provide for the appeal of an adverse decision resulting from a utilization review.

ASSUMPTIONS:

1. The potential current and long-term fiscal impact of this bill on health insurers and users of health care services is
not subject to reasonable estimation.

2. The bill, as amended, does not impose substantial additional duties upon the Commissioner of Insurance in the review of
utilization plans or the review of claim appeals. Therefore, there is no material fiscal impact on the State Auditor’s
Office.

3. The Department of Social and Rehabilitation Services administers the Medicaid program in Montana and is expected to incur
additional expenses for physician consultants and a 0.50 FTE utilization review coordinator as a result of the bill.
Increased hourly consultant expenses are estimated at $75 per hour based upon historical data for physicians and other
practitioners who provide utilization review services.

4. Funding for the increased expenses is based upon 75% federal funds and 25% general fund for personal services and
contract consulting services and 50% federal/50% general fund for equipment.

5. There will be no material impact on overall Medicaid benefit payments.

FISCAL IMPACT:

Department of Social and Rehabilitation Services-Medicaid Division

FY '92 FY '93
Expenditures: Current law Proposed Law Difference Current Law Proposed Law Difference
F.T.E. 0.00 0.50 0.50 0.00 0.50 0.50
Personal Services 4] 14,886 14,886 0 14,886 14,886
Operating Expenses 4] 22,781 22,781 0 30,375 30,375
Equipment 0 4,000 4,000 Q 0 0
Total 0 41,667 41,667 4] 45,261 45,261
Funding:
General Fund (01) 0 11,417 11,417 0 11,315 11,315
Federal Funds (03) ] 30,250 30,250 0 33.946 33,946
Total 0 41,667 41,667 0 45,261 45,261
General Fund Impact (Decrease) (11,417 (11,315)
wj—/}i/ ,S/’f/é————— -3//7//9/
ROD SUNDSTED, BUDGET DIRECTOR DATE PKﬁL S. SVRCEK, PRIMARY SPONSOR DATE

Office of Budget and Program Planning
Fiscal Note for SB0394, third reading 5-6 5?‘/",
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APPROVED BY COMM. ON
BUSINESS & INDUSTRY

SENATE BILL NO. 394
INTRODUCED BY SVRCEK, O'KEEFE, HOFFMAN, BENGTSON, KEATING,
WALLIN, JACOBSON, FRANKLIN, B. BROWN, CRIPPEN, RUSSELL.

BROORE, D. BROWN

A BILL FOR AN ACT ENTITLED: "AN ACT TO REGULATE THE CONDUCT
OF UTILIZATION REVIEWS BY HEALTH INSURERS AND GTHER
THIRD-PARTY PAYORS; TO PROHIBIT A PERSON FROM CONDUCTING
UTILIZATION REVIEWS UNLESS THE PERSON MAINTAINS WITH THE
COMMISSIONER OF INSURANCE A UTILIZATION REVIEW PLAN; TO
PROTECT PATIENTS AND HEALTH CARE PROVIDERS IN THE CONDUCT OF
UTILIZATION REVIEWS BY REQUIRING CONCURRENCE OF A PHYSICIAN
IN A DETERMINATION RELATING TO THE NECESSITY OR
APPROPRIATENESS OF HEALTH CARE SERVICES RENDERED TO A
PATIENT; T0-PROVIDE-A-PRESUMPTION-OP--MEDI€AbL--NHEESSEP¥--0F
HEABPH--EARE—-SBRVIEEBS--IP-—AN--iINSUREP-PERSEN-1S-IN-NEEB-OF
IMMEBIATE-ABMISSEEN-PO-A-HEARTH-CARE--PA€THIT¥s TO PROVIDE
FOR THE APPEAL OF AN ADVERSE DECISION RESULTING FROM A
UTILIZATION REVIEW; AND TO AUTHORIZE THE COMMISSIONER OF

INSURANCE TO ADOPT RULES;:-ANDB-PROVIDING-AN-BPFFEEPIVE-BATE."

STATEMENT OF INTENT
A statement of intent is required for this bill because
[section 8 7] requéires AUTHORIZES the commissioner of

insurance to adopt rules for the purpose of implementing
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[sections 1 through 18 3].

It is the intent of the legislature that the
commissioner of insurance adopt rules necessary for the
regqulation of wutilization reviews in this state. Rules
adopted by the commissioner may include but are not limited
to rules providing for:

tiyY-——-the-performance-of-ueilization-revieaw-acrivicies;

t24-~procedures-for-recensideration-or-appeat-of-adverae
decisions-resutting-from-untitization—reviewss

+3¥(1) information to be included in the utilization
review plan required in [section 3};

t43(2) wutilization review criteria, standards, and
procedures; and

t5¥(3) the protection of the confidentiality of medical
records used in the course of utilization reviews.

Rules adopted by the commissioner of insurance must be
consistent with the purposes of this bill as stated in

[section 1} and must supplement the provisions of [sections

1 through & 3}.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA:
NEW SECTION. Section 1. Purpose. The legislature finds

and declares that it is the purpose of [sections 1 through
8 9] to:

(1) promote the delivery of quality health care in a

-2- SB 394
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cost-effective manner;

{2) foster greater coordination between health care
providers, th rd-party payors, and others who conduct
utilization review activities;

(3) ensure access to health care services; and

{4) protect patients, employers, and health care
providers by ensuring that utilization review activities
result in informed decisions on the apprcopriateness of
medical care made by those best qualified to be involved in
the utilization review process.

NEW SECTION. Section 2. pefinitions. As used in
[sections 1 through 8 9] the following definitions apply:

{l) "Commissioner" means the commissioner of insurance
provided for in 2-15-1903.

(2) "Health care provider" means a person, cotrporation,
facility, or institution licensed by the state te provide or
otherwise lawfully providing health care services, including
but not limited to:

{a} a physician, health care facility as defined 1in
50-~-5-101, osteopath, dentist, nurse, optometrist,
chiropractor, podiatrist, physical therapist, psychologist,
licensed social worker, speech pathologist, audioclogist,
certified chemical dependency counselor, or licensed

professional counselor; AND

(b} an cfficer, employee, or agent of a person

-3- SB 394
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described in subsection (2)(a) acting in the course and
scope of employments-and

tey-—an--agency--retated-+to-or-suppartive-of-heatth-care
services,

{3} "Health care services" means the healtk care and
aservices provided by health care providers, including
drugs, medicines, ambulance services, and other therapeutic
and rehablilitative services and supplies.

{4} "Utilization review” means a system for review of
health care services for a patient to determine the
necessity or appropriateness of services, whether that
review ig prospective, concurrent, or retrospective, when
the review will be utilized directly or indirectly in order
to determine whether the health care services will be paid,
covered, or provided.

(5) “UTILIZATION REVIEW AGENT" MEANS A PERSON OR ENTITY

PERFORMING UTILIZATION REVIEW EXCEPT AN AGENCY OF THE

FEDERAL GOVERNMENT OR AN AGENT ACTING ON BEHALF OF THE

FEDERAL GOVERNMENT TO THE EXTENT THE AGENT IS PROVIDING

SERVICES TO THE FEDERAL GOVERNMENT.

NEW SECTION. Section 3. ugtilization review plan. A
person may not conduct a utilization review of health care
services provided or to be provided to a patient covered
under a contract or plan for health care services issued in

this state unless that person, at all times, maintains with

-4- 5B 394
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the commissioner a current utilization review plan that
includes:

(1) a description of review criteria, standards, and
procedures to be used in evaluating propoesed or delivered
health care services that, to the extent possible, must:

(a) be based on nationally recognized criteria,
standards, and procedures;

(b) reflect community standards of care, EXCEPT THAT A

UTILIZATION REVIEW PLAN FOR HEALTH CARE SERVICES UNDER THE

GENERAL RELTEF MEDICAIL ASSISTANCE OR MEDICAID PROGRAMS

PROVIDED FOR IN TITLE 53 NEED NOT REFLECT COMMUNITY

STANDARDS OF CARE;

(c) ensure gquality of care; and

({d) ensure access to needed health care services;

{2} the provisions by which patients or providers may
seek reconsideration or appeal of adverse decisions by the
person conducting the utilization review;

{3) the type and qualifications of the personnel either
employed or wunder contract to perform the utilization
review;

(4) policies and procedures to ensure that a
representative of the person conducting the wutilization
review is reasonably accessible to patients and health care
providers at all times:

(5) policies and procedures to ensure compliance with

-5- SB 394
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all appiicable state and federal laws to protect the
confidentiality of individual medical records;

(6) a copy of the materials designed to inform
applicable patients and health care providers of the
requirements of the utilization review plan; AND

$+3Fy--a--itst--of--the--persons-—-or-entities-for-whom—che
perscn—-is-performing-ueiiization-reviews-in-this-staces—and

+8){7} any other information as may be required by the
commissioner that is necessary to implement [sections 1
through 24 §].

NEW SECTION. Section 4. cConduct of utilization review.
A program of utilization review with regard to health care
services provided or to be provided in this state must
comply with the following:

{1) A determination adverse--to--a--patient—--or-—-to—-an
affected--heatth-care-provider-may-not-be-made-on-a-guestion

retating BY A UTILIZATION REVIEW AGENT AS to the necessity

or appropriateness for-a-heateh-ecare-service-without-prior
evatuation-and-concurrence-in-the-adverse--determination OF

AN ADMISSION, SERVICE, OR PROCEDURE MUST BE REVIEWED OR

DETERMINED IN ACCORDANCE WITH STANDARDS OR GUIDELINES

APPROVED by a physician.
{2) A determination regarding health care services
rendered or to be rendered to a patient that may result in a

denial of third-party reimbursement or a denial of

—6- SB 394
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precertification for the service must include the written
evaluation, findings, and concurrence of a physician trained
in the relevan: specraity-—or-subspecialey AREA OF HEALTH
CARE to make it a final determination that the health care
service rendered or to be rendered was, is, or may be
medically inappropriate.

{3) A determinaticn that health care services rendered
ot to be rendered are medically inappropriate may not be
made unless the physician performing the utilization review

has esnspited MADE A REASONABLE ATTEMPT TQ CONSULT with the

patient's attending physician or other health care provider,
as the case may be, concerning the necessity ar
appropriateness of the health care service.

NEW SECTION. Section 5. Presumption of medical
necessity. If a licensed physician certifies in writing to
an insurer within 72 hours of an admission that the insured
person admitted was in need of immediate care in a health
care facility, the certificaticon constitutes a presumption
of the medical necessity of the admission. To overcome this
presumpticn, the entity requesting the utilization review or
the person conducting the utilization review shall show by
clear and ceonvincing evidence that the admitted person was
not in need of immediate care in the health care facility.

NEW SECTION. Section 6. Appeal and assignment of

claim, (1) A patient or provider affected by an adverse

-7- SB 394
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decision has 30 days in which to appeal or seek
reconsideration of the adverse decision by the person
conducting the utilization review.

(2) A final decision on appeal or reconsideration must
e made within 30 days of receipt of the ALL RELEVANT
medical records by the person conducting the wutilization
review and--net-tess-than-60-days-feliowing-the-request-for
appesi-or-recensiderations

+33-—-Notwithstanding-—any--proviston--to——the—--cantrary
coneained—-in--a--contract-—or-ptan—far—heaith-care-benefits
issuned--after—--duty-t7---199%y---fottowing---deniai---after
utitization-review-and-appeai-or-teconsideracian-as-provided
in--this--sectiony——a——-ctaim-for-healtth-eare-benefita-may-be
assigned-to-the-health-care-provider-by-the-covered-person.

NEW-SBEPIONT--Seakisn-Fr-—-Persons—considered-engaged-—in
practice--of--medicina--—A-physician-who-reviews—-heatth-care
services-preovided-or--to--be--provided--in--thts--state--for
utitization--review--purposes-is-considered-to-be-engaged-in
the-practice-af-medieine-under-Fitia-37;-chapeer-37

NEW SECTION. Section 7. Commissioner to adopt rules.
The commissioner shatl MAY adopt rules for the
implementation of [sections 1 through 18 9], including but
not limited to rules providing for:

ti}--ehe-perfarmance-cf>utittzation-review-activiciess

t2)--procedures-far-reconsideration-or-appeai-of-adverse

-8~ SB 394
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decistons-resviting-frem-ukitizakion-reviewssy

t3¥(1) information to be included in the utilization
review plan required in [section 3);

t43(2) wutilization review criteria, standards, and
procedures; and

¢5¥({3) the protection of the confidentiality of medical
records used in the course of utilization reviews.

NEW SECTION. Section 8. pPreemption of federal law. If
any provision of [sections 1 through 18 9] is preempted OR
DUPLICATED by federal law or regulations as applied to any
specific health care gervice, then the provision of
[sections 1 through 8 8] that is preempted OR DUPLICATED by
federal law or regulations does not apply teo that health
care service but only to the extent of the preemption OR
DUPLICATION.

NEW SECTION. Section 9. application of act -
exemptions. (1) The provisions of [sections 1 through & 9]
apply to a person or entity performing utilization reviews
who is, or is affiliated with, under contract with, or
acting on behalf of;

{a) a Montana business entity; or

{b) a third party that provides or administers health
care benefits to citizens of this state including:

(i) a health insurer, nonprofit health service plan,

health service corporation, employees' health and welfare

-g9— sB 394
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fund, or preferred provider organization authorized to offer
health insurance policies or contracts;

(ii) a health maintenance organization issued a
certificate of autheority in accordance with Title 33,

chapter 31; or
(i1ii) a state agency.
{2) A general in-house utilization review for a health

care provider, INCLUDING AN IN-HOUSE UTILIZATION REVIEW THAT

IS CONDUCTED BY OR FOR A LONG-TERM CARE FACILITY AND THAT IS

REQUIRED BY MEDICARE OR MEDICAID REGULATIONS, is exempt from

the provisions of {sections 1 through 36 9] as long as the
review does not DIRECTLY result in the approval or denial of

payment for health care services for a particular case.

HEW SECTION. Section 10. codification instruction.
{Sections 1 through %8 9] are intended to be codified as an
integral part of Title 33, and the provisions of Title 33
apply to [sections 1 through 6 9].

NEW-SEEFION:--Seection-i2+--Effective-dates-fPhis-acti-ia
effective-Juiy—-317-1993+

-End-~
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SENATE BILL NO. 394
INTRODUCED BY SVRCEK, O'KEEFE, HOFFMAN, BENGTSON, XEATING,
WALLIN, JACOBSON, FRANKLIN, B, BROWN, CRIPPEN, RUSSELL,

BROOKE, D. BROWN

A BILL FOR AN ACT ENTITLED: "AN ACT TO REGULATE THE CONDUCT
OF UTILIZATION REVIEWS BY HEALTH INSURERS AND OTHER
THIRD-PARTY PAYORS; TO PROHIBIT A PERSON FROM CONDUCTING
UTILIZATION REVIEWS UNLESS THE PERSON MAINTAINS WITH THE
COMMISSIONER OF INSURANCE A UTILIZATION REVIEW PLAN; TO
PROTECT PATIENTS AND HEALTH CARE PROVIDERS IN THE CONDUCT OF
UTILIZATION REVIEWS BY REQUIRING CONCURRENCE OF A PHYSICIAN
IN A DETERMINATION RELATING T0 THE NECESSITY OR
APPROPRIATENESS OF HEALTH CARE SERVICES RENDERED TO A
PATIENT; P6-PROVIDE-A-PRESEMPPION-OF--MBEBICADL--NEEESSIF¥--OF
HEARFH--CARE--98RYIQES--iP--AN--fNSURED-PERSON-39-¥N-NEEB-OP
IMMEDFAFE-ABMISSION-TO-A-HEALTPH-€ARE--FAEfRIP¥+ TO PROVIDE
FOR THE APPEAL OF AN ADVERSE DECISION RESULTING FROM A
UTILIZATION REVIEW; AND TO AUTHORIZE THE COMMISSIONER OF

INSURANCE TO ADOPT RULES:-ANB-PROYVIBING-AN-EPPEEFIVB-DAFE."

STATEMENT OF INTENT
A statement of intent is required for this bill because
isection 8 7] requires AUTHORIZES the commissioner of

insurance to adopt rules for the purpose of implementing
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(sections 1 through 38 9].

It is the intent of the legislature that the
commissioner of insurance adopt rules necessary for the
regulation of wutilization reviews in this state. Rules
adopted by the commissioner may include but are pot limited
to rules providing for:

tiy-—che-performance-of-utilization-review—activititear

t2y--procedures-for-reconsideration-or-appeai-sf-adverse
decisions-resuiting-frem-ueitization-reviewss

t31(1) information to be included in the utilization
review plan required in {section 13}];

t4%(2) wutilization review criteria, standards, and
procedures; and

t5¥(3) the protection of the confidentiality of medical
records used in the course of utilization reviews.

Rules adopted by the commissioner of insurance must be
consistent with the purposes of this bill as stated in

[section 1] and must supplement the provisions of {sections

1 through 18 92].

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA ;
NEW SECTION. Section 1. Purpose. The legislature finds

and declares that it is the purpose of [sections 1 through

8 9] to:

(1) promote the delivery of quality health care in a

-2~ SB 394
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cost-effective manner;

(2} foster greater coordination between health care
providers, third-party payors, and others who conduct
utilization review activities;

(3) ensure access to health care services; and

(4) protect patients, employers, and health care
providers by ensuring that utilization review activities
result in informed decisicons on the appropriateness of
medical care made by those best qualified to be involved in
the utilization review process.

NEW SECTION. Section 2. Definitions. As used in
[sections 1 through 38 9] the following definitions apply:

(1} "Commisaioner” means the commissioner of insurance
provided for in 2-15-1903.

{2} "Health care provider" means a person, corporation,
facility, or institution licensed by the state to praovide or
otherwise lawfully providing health care services, including
but not limited to:

{a) a physician, health care facility as defined in
50-5-~101, osteopath, dentist, nurse, optometrist,
chiropractor, podiatrist, physical therapist, psychologist,
licensed social worker, speech pathologist, audiolegist,
certified chemical dependency counselor, or licensed

professional counselor; AND

(b) an officer, employee, or agent of a person
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described in subsection (2)(a) acting in the course and
scope of employmentr-and

tey--an——ageney-——related-ta-or-supperbive-af-heaith-care
services.

(3) "Health care services"™ means the health care and
services provided by health care providers, including
drugs, medicines, ambulance services, and other therapeutic
and rehabilitative services and supplies.

{4} "Otilization review" means a system for review of
health care services for a patient to determine the
necessity or appropriateness of services, whether that
review is prospective, ceoncurrent, or retrospective, when
the review will be utilized directly or indirectly in order
to determine whether the health care services will be paid,
covered, or provided.

(5) “"OUTILIZATION REVIEW AGENT" MEANS A PERSON OR ENTITY

PERFORMING UTILIZATION REVIEW EXCEPT AN AGENCY OF THE

FEDERAL GOVERNMENT OR AN AGENT ACTING ON BEHALF QF THE

FEDERAL GOVERNMENT TO THE EXTENT THE AGENT IS PRQVIDING

SERVICES TO THE FEDERAL GOVERNMENT.

NEW SECTION. Section 3. Utilization review plan. A
person may not conduct a utilization review of health care
services provided or tc be provided to a patient covered
under a contract or plan for health care services issued in

this state unless that perscon, at all times, maintains with

-4~ 5B 394
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the commissioner a current utilization review plan that
includes:

(1) a description of review criteria, standards, and
procedures to be used in evaluating proposed or delivered
health care services that, to the extent possible, must:

(a) be based an naticonally recognized criteria,
standards, and procedures;

{b) reflect community standards of care, EXCEPT THAT a

UTILIZATION REVIEW PLAN FOR HEALTH CARE SERVICES UNDER THE

GENERAL RELIEF MEDICAL ASSISTANCE OR MEDICAID PROGRAMS

PROVIDED FOR IN TITLE 53 NEED NOT REFLECT COMMUNITY

STANDARDS OF CRARE;

(c) ensure quality of care; and

{d) ensure access to needed health care services;

(2) the provisions by which patients or providers may
seek recensideration or appeal of adverse decisions by the
person conducting the utilization review;

{(3) the type and gualifications of the personnel either
employed or under contract to perform the utilization
review;

(4) policies and procedutres to ensure that a
representative of the perseon conducting the utilization
review 1s reasonably accessible to patients and health care
providers at all times;

(5) policies and procedures to ensure compliance with

-5- SB 354
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all applicable state and federal laws to protect the
confidentiality of individual medical records;

{6) a copy of the materials designed to inform
applicable patients and health care providers of the
requirements of the utilization review plan; AND

+#F¥--a--tist--gf--ehp--parssns-—-or-entities-far-whom-the
peraen-is-performing-utitization-reviews-in-this-state;—and

t83{7) any other information as may be reguired by the
commissioner that is necessary to implement (sections 1

through %8 9].

NEW SECTION. Section 4. cConduct of utilization review.
A program of utilization review with regard to health care
services provided or to be provided in this state must
comply with the following:

(1) A determination advesse--to--a--patispnce-—-—ar--to——an
affected--heaith-care-provider-may-net-be-made-on-a-gquestion

relating BY A UTILIZATION REVIEW AGENT AS to the necessity

or appropriateness fer-a-heatth-care-service-withoue-prioer
eveluarion-and-¢oncurrence-in-the-adverse--determination OF

AN ADMISSION, SERVICE, OR PROCEDURE MUST BE REVIEWED OR

DETERMINED 1IN ACCORDANCE WITH STANDARDS OR GUIDELINES

APPROVED Dy a physician.
{2) A determination regarding hrealth care services
rendered or to be rendered to a patient that may result in a

denial of third-party reimbursement or a denial of

~6- SB 1324
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precertification far the service must include the written
evaluation, findings, and concurrence of a physician trained
in the relevant speciality-—-or-subspeeiatty AREA OF HEALTH
CARE to make it a final determination that the health care
service rendered or to be rendered was, is, or may be
medically inappropriate.

(3) A determination that health care services rendered
or to be rendered are medically inappropriate may not be
made unless the physician performing the utilization review

has consuited MADE A REASONABLE ATTEMPT TO CONSULT with the

patient's attending physician or other health care provider,
as the case may be, concerning the necessity ot
appropriateness of the health care service.
NEW-SECFION:—-Section-5---Fresumprion-——--- Sf———m— medical
necensteyr--if-a-itrcensed-physician-certifiea-itn—-wricting-te
an-insurer-within-¥2-hours-af-an-admission-that-the-—insured
perasn--admiteed--was--in-need-of-rmmediate-care-in-a-heaith
care-factltityr-the-cercrfication-constitates-—a--preaumption
oé——the-medicat-necensicy-sf-the-admiasston;-FTo-overceme-tnia
peresumptiony-—the-entity-requesting-che-uttizzarion-review-or
the-persen-conducting-ehe~-utitization-review—shaii--show--by
ciear--and--convincing-evidence-ehat-the-admitted-person-was
net-in-need-af-immediate—care-in—-the-heatth-care-factitey~s

NEW SECTION. SECTION 5. COMMISSIONER NOT TQ APPRCVE OR

DISAPPROVE PLANS. NOTHING IN [SECTIONS 1 THROUGH 81 MAY BE

-7- SB 394
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CONSTRUED AS AUTHORIZING THE COMMISSIONER TO APPROVE OR

DISAPPROVE A UTILIZATION REVIEW PLAN REQUIRED IN [SECTION
3].

NEW SECTION. Section 6. appeal and assignment of
claim. (1) A patient or provider affected by an adverse
decision has 30 days in which to appeal or seek
reconsideration of the adverse decision by the persocn
conducting the utilization review.

(2) A final decision on appeal or reconsideraticn must
be made within 30 days of receipt of ehe ALL RELEVANT
medical records by the person conducting the utilization
review and-met-iess-than-60-days-foilowing-the--requent——£for
appeat-or-reconstderations

t3-—Notwithstanding~--any--preoevisisn--to--the--centrary
concained-in-a-contrace-or-pian--for--heatth--care--benefitcs
tasued———afeer---Fuiy-t7---199t;~--folitowing---dentat--afeer
utitization-review-and-appeat-or-recensideratton-as-previded
in-this-section;-a-ectaim-for-masith--care——hanafits—-—may—-ne
assigned-to-the-heatth-carse-provider-by-the-covered-parson.

NEW-SECTION:--Section-F--—-Persons--constdered-engaged-in
practice-of-medicines-A-phystcian-whe-—-reviews—-heaith--care
services--provided--ar-—-to--be--provided--in--this-state-£for
utitizatton-review-purposes-is-considered-to-be--engaged--in
the-practice-of-medicine-under-Fitie-3F;-chapter—3-

NEW SECTION. Section 7. Commissioner to adopt rules.

-g- SB 394
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The commissioner shatl MAY adopt rules for the
implementation of [sections 1 through 1@ 9], including but
not limited to rules providing for:
tty--the-performance-of-ntiritsntion-review-activitiess
t2¥y--procedures-for-reconsideration-er-appeat-of-adverse
deeiaions-resutting-from-ntiitzation-reviewss

£3+(1l}) information to be included in the utilization
review plan required in [section 3];

+4¥(2) utilization review criteria, standards, and
procedures; and

¢5%+(3) the protection of the confidentiality of medical
records used in the course of utilization reviews.

NEW SECTION. Section B. Preemption of federal law. If
any provision of [gections 1 through 36 9} is preempted OR
DUPLICATED by federal law or requlations as applied to any
specific health care service, then the provision of
[sections 1 through & 2] that is preempted OR DUPLICATED by
federal law or regulations does not apply to that health
care service but only to the extent of the preemption OR
DUPLICATION.

NEW SECTION, Section 9. Application of act -
exemptions. (1) The provisions of [sections 1 through %8 9}
apply to a person or entity performing utilization reviews
who is, or is affiliated with, under contract with, or

acting on behalf of;

—9- SB 394
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{a) a Montana business entity; or

(b} a third party that provides or administers health
care benefits to citizens of this state including:

(i) a health insurer, nonprofit health service plan,
health service corporation, employees' health and welfare
fund, or preferred provider organization authorized to offer
health insurance policies or contracts:

(ii) a health maintenance organization issued a
certificate of authority in accordance with Title 33,
chapter 31: or

(i1i) a state agency.

(2) A general in—house utilization review for a health

care provider, INCLUDING AN IN-HOUSE UTILIZATICON REVIEW THAT

18 CONDUCTED BY OR FOR A LONG-TERM CARE FACILITY AND THAT IS

REQUIRED BY MEDICARE OR MEDICAID REGCULATIONS, is exempt from

the provisions of [sections 1 through 18 9] as long as the
review does not DIRECTLY result in the approval or denial of
payment for health care services for a particular case.

NEW sEcTion. Section 10, cCodification instruction.
[Sections 1 through 8 9] are intended to be codified as an
integral part of Title 33, and the provisions of Title 33
apply to [sections 1 through 38 9].

NEW-SECTIONr--Secttan-i2:--Effective-date:-tThis-acti-is
etfecrtve-Faiy-17-1991<

-End-
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HOUSE STANDING COMMITTEE REPORT

March 21, 1991
Page 1 of 2

Mr. Speaker: We, the committee on Business and Economic

Development report that _Senate Bill 3%4 {third reading copy -
- blue) be concurred in as amended

Signed:
Bob Bachini, Chairman

And, that such amendments read:

1. Title, line 1Z.

Strike: "PHYSICIAN"

Insert: "HEALTH CARE PROFESSICNAL"

2. Page 4, line 15.

Following: "provided."

Insert: "Utilization review does not include routine claim
administration or determination that does not include
determinations of medical necessity or appropriateness.”

3. Page 4, lines 16 through 20.
Strike: subsection (5) in its entirety

4. Page 6, line 17.

Strike: "BY A UTILIZATION REVIEW AGENT AS"

Insert: "that is made on appeal or reconsideration as provided in
[section 6] and that is adverse to a patient or to an

affected health care provider may not be made on a question
relating”

5. Page 4, lines 20 through 22.

Strike: lines 20 through 22 in their entirety

Insert: "a health care service without prior written findings,
evaluation, and concurrence in the adverse determination by
a health care professional trained in the relevant area of
health care. Copies of the written findings, evaluation,
and concurrence must be provided to the patient on request
as provided in Title 33, chapter 19."

6. Page 6, line 23 through page 7, line §.

Strike: subsection (2} in its entirety
Renumber: subseguent subsection

6107175C. Hpd

March 21, 1991
Page 2 of 2

7. Page 7, line 7.
Following: "determination®

Insert: "made on appeal or reconsideration, as provided in
{section 61,"

8. Page 7, line 9.
Strike: "physician”
Insert: "health care professicnal”

9. Page 7, line 11.
Strike: "physician or other™

10. Page 7, lines 11 and 12.
Strike: ", as the case may be,"

11. Page 8, line 6.
Following: "has”
Insert: "at least™

12, Page B, line 10.
Insert: "30"
Insert: "60"

13, Page 10, line 19.
Following: line 18

Insert: "(3) A peer review procedure conducted by a professional
society or association of providers is exempt from the
provisions of [sections 1 through 9]."

HOUSE
SA 39y

6107175C.Hpd
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SENATE BILL NO. 394
INTRODUCED BY SVRCEK, O'KEEFE, HOFFMAN, BENGTSON, KEATING,
WALLIN, JACOBSON, FRANKLIN, B. BROWN, CRIPPEN, RUSSELL,

BROGKE, D, BROWN

A BILL POR AN ACT ENTITLED: "AN ACT TO REGULATE THE CONDUCT
OF UTILIZATION REVIEWS BY HEALTH INSURERS AND OTHER
THIRD-PARTY PAYORS; TO PROHIBIT A PERSON FROM COMDUCTING
UTILIZATION REVIEWS UNLESS THE PERSON MAINTAINS WITH THE
COMMISSIONER OF INSURANCE A UTILIZATION REVIEW PLAN; TO
PROTECT PATIENTS AND HEALTH CARE PROVIDERS IN THE CONDUCT OF
UTILIZATION REVIEWS BY REQUIRING CONCURRENCE OF A PHY¥SIEIAN

HEALTH CARE PROFESSIONAL IN A DETERMINATION RELATING TO THE

NECESSITY OR APPROPRIATENESS OF HEALTH CARE SERVICES
RENDERED TC A PATIENT: Pe-PROVIBE-A-PRESUMPTION-6F-MEDIE€AL
NBEBS93F¥-oF-HPARYH-EARE~-SER¥ECES- I P-AN-INSUREB-PERSON-¥5-IN
NEEBP-6P-IMMEDTATE-ABMESSTION-PO-A-HBALPH--EARE--FACIBI¥¥s+ TO
PROVIDE FOR THE APPEAL OF AN ADVERSE DECISION RESULTING FROM
A UTILIZATION REVIEW; AND TO AUTHCRIZE THE COMMISSIONER OF

INSURANCE TO ADOPT RULESt-ANB-PROVIBING-AN-EPPHEPIVE-DATE."

STATEMENT OF INTENT
A statement of intent is required for this biil because
[section 8 7] vequires AUTHORIZES the commissioner of

insurance to adopt rules for the purpose cof implementing
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[sections 1 through 18 9].

It is the intent of the legislature that the
commissioner of insurance adopt rules necessary for the
regulation of wutilization reviews in this state. Rules
adopted by the commissioner may include but are not limited
to rules providing for:

f11——the-perfetnshce—af—utiii:ation~review—activitiesr

t2)--proacedures-for-reconsideration-or-appeai-of-adverse
decisions-resuiting-from-untitizarion-reviews;

€3+(1) information ta be included in the wutilization
review plan required in {section 3];

t43(2) wutilization review criteria, standards, and
procedures; and

453(3) the protection of the confidentiality of medical
records used in the course of utilization reviews.

Rules adopted by the commissioner of insurance must be
consistent with the purposes of this bill as stated in
fsection 1] and must supplement the provisions of [sections

1 through %8 3].

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA:
NEW SECTION. Section 1. Purpose. The legislature finds

and declares that it is the purpose of [sections 1 through
e E] to:

(1) promote the delivery of quality health care in a

D SB 394
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cost-effective manner;

(2) foster greater coordination between health care
providers, third-party payors, and others who conduct
utilization review activities;

(3) ensure access to health care services; and

(4) protect patients, employers, and health care
providers by ensuring that utilization review activities
result in informed decisions on the appropriateness of
medical care made by those best qualified to be involved in
the utilization review process,

NEW SECTION. Section 2. pefiniticns. As  used in

o

{sections 1 through %8 3] the following definitions apply:

(1)} "Commissioner"” means the commissioner of insurance
provided for in 2-15-1903.

{2) “Health care provider" means a person, corpeoration,
facility, or institution licensed by the state to provide or
otherwise lawfully providing health care services, including
but not limited to:

(a) a physician, health care Ffacility as defined in

50-5-101, osteopath, dentist, nurse, optometrist,
chiropracter, podiatrist, physical therapist, psychologist,
licensed social worker, speech pathoclogist, audiclogist,
certified chemical dependency counseleor, or 1licensed
professional counselor; AND

(b) an officer, employee, or agent of a person

-3- SB 394
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described in subsection (2)(a) acting in the course and
scope of employmentr-and

te-—an-agency-retated-ro-or-supportive-of-—-heatth--care
services.

{3) "Health care services"” means the health care and
services provided by health care providers, including
drugs, medicines, ambulance services, and other therapeutic
and rehabilitative services and supplies.

(4) “Utilization review" means a system for review of
health care services for a patient to determine the
necessity or appropriateness of services, whether that
review is prospective, concurrent, or retrospective, when
the review will be utilized directly or indirectly in order
to determine whether the health care services will be paid,

covered, or provided. UTILIZATION REVIEW DOES NOT INCLUDE

ROUTINE CLAIM ADMINISTRATION OR DETERMINATION THAT DOES NOT

INCLUDBE DETERMINATIONS oF MEDICAL NECESSITY OR

APPROPRIATENESS.

£53--LHPERIZATION-REVEIEW-AGENTU-MEANS-A-PERSGN-OR-ENPEP¥

PERPORMING--UTIEIBRATION--REVIEW--EXCEPP--AN--AGENE¥--OF--THE

PEBERAB--GOVERNMEN®--OR-—-AN-~AGENT--AET NG --E6N-BEHARP-OFP-PHE

PEDERAL-GOVERNMENT-PO-FHE~--BNPENT--FHE--AGENF--15S--PROVIDING

SERVICES-F0-THE-PEDERAL-GOVERNMENT

NEW SECTION. Section 3. utilization review plan. A

perseon may not conduct a utilization review of health care

4 SB 394
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services provided or to be provided to a patient covered
under a contract or plan for health care services issued in
this state unless that person, at all times, maintains with
the commissioner a ocurrent utilization review plan that
includes:

(1) a description of review criteria, standards, and
procedures to be used in evaluating proposed or delivered
health care services that, to the extent possible, must:

{a) be based on nationally recognized criteria,
standards, and procedures;

(b) reflect community standards of care, EXCEPT THAT A

UTILIZATION REVIEW PLAN FOR HEALTH CARE SERVICES UNDER THE

GENERAL RELIEF MEDICAL ASSISTANCE OR MEDICAID PROGRAMS

PROVIDED FOR_IN TITLE 53 NEED NOT REFLECT COMMUNITY

STANDARDS OF CARE;

{c) ensure guality of care; and

{d) ensure access to needed health care services;

(2) the provisions by which patieants or providers may
seek reconsideration or appeal of adverse decisions by the
person conducting the utilization review;

{3) the type and qualifications of the personnel either
employed or under contract to perform the utilization
review;

{d4) policles and procedures to ensure cthat a

representative of the person conducting the utilization

-5 SB 394
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review is reasonably accessible to patients and health care
providers at all times;

(5) policies and procedures to ensure compliance with
all applicable state and federal laws to protect the
confidentiality of individual medical records;

{6) a copy of the materials designed to inform
applicable patients and health care providers of the
requirements of the utilization review plan; AND

tF#y--a-~tisp--of--the--peraons—-or-entities-for-whom-the
person-ia-perfarming—utitizacion-reviews-in-this-secate;-and

+84(7) any other information as may be required by the
commissioner that is necessary to implement [sections 1
through #8 9].

NEW SECTION, Section 4, Conduct of utilization review.
A program of utilization review with regard to health care
services provided or to be provided in this state must
comply with the following:

(1) A determination adverse-—to--a--patient--or--te--an
affected--heatth-care-provider-may-not-be-made-on-a-question

retating BY¥-A-HPILIZAPION-REVIEW-AGEN®-AS THAT IS MADE ON

APPEAL OR RECONSIDERATION AS PROVIDED IN {SECTION 6] AND

THAT IS ADVERSE TO A PATIENT OR TO AN AFFECTED HEALTH ~ CARE

PROVIDER MAY NOT BE MADE ON_ A QUESTION RELATING to the

necessity or apprcpriateness fer--a--heaith--care-—service

withount--prior--evaiuation--and--concurrence--in-the-adverse

-6- SB 394
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determination OF AN-ABDMISSIONy-SERVIER;-OR-PROCEBURE-MUST-BE

REVIEWEP-OR--DETERMINEB~-IN--ACCORPANCE-—WEFH-~SPANBARDS-—OR

GUEIDELINBS--APPRO¥EP by--a-physician: A HEALTH CARE SERVICE

WITHQUT PRICR WRITTEN FINDINGS, EVALUATION, AND CONCURRENCE

IN THE ADVERSE DETERMINATION BY A HEALTH CARE PROFESSIONAL

TRAINED IN THE RELEVANT AREA OF HEALTH CARE. COPIES OF THE

WRITTEN FINDINGS, EVALUATION, AND CONCURRENCE MUST BE

PROVIDED TO THE PATIENT ON REQUEST AS PROVIDED IN TITLE 33,

CEAPTER 19.

t2}--A--determination--regarding--heatth--care--services
rendered-cr-to—be-renderesd-to-a-patient-that-may-resultt-in-a
denisi-——-ab---third-party-—-reimbursement-—or—-a--dental--of
precertification-for-the-service-must-~incinde--the--written
evaicationy-findings;-and-e¢oncurrence-of-a-physician-trained
in--the--relevant-——aspeciatty--or-aubspeciatey ARBA-OF-HEARTH
EARE to-maie-it-a-final-determinacion-that-the—-heatreth--eare
service--rendered--sr--to~~-be~--rendered--was;--is;-oc-may-be
medicatiy-tnappropriates

31(2) A
RECONSIDERATION, AS PROVIDED IN ([SECTION 6}, that health

determination MADE QN APPEAL OR

care services rendered or to be rendered are medically
inappropriate may not be made unless the physician HEALTH

CARE PROFESSIONAL performing the utilization review has

consutted MADE A REASONABLE ATTEMPT TO CONSULT with the

patient's attending phystetan-er-other health care providersy
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as-~-phe--—case---may——--bes concerning the necessity or
appropriateness of the health care service.
NEW-SEE¥iONs--Section-5+--Presumption-~--- of~=-—== medicat
necessity--If-a-ticensed-phystecian-ceretfies-tn—writing--to
an-~insurer-within-3?2-hours~ef-an-admission-that-the-insured
perscn-admétted-was-én-need-of-immediate—cure——in--a--heaith
eara-——fasitibyr-—the-certification-conseicuces-a-presumption
of-the-medical-necessity-of-the-admiaston:-Po-overcome--this
presumptieny-the—eneity-requesting-the-utitization-review—-or
the-—persen-—conductéag—the—utii&taticn-review—shaii-show-by
eltear-and-convincing-evidence-that-the-admitbed--person--was
Aet-in-need-of-immediate-care-in-the-heaith-care-faeiiitys

NEW SECcTION. SECTION 5. COMMISSIONER NOT TQ APPROGVE OR

DISAPPROVE PLANS. NOTHING IN [SECTIONS 1 THROUGH 9] MAY BE

CONSTRUED AS AUTHORIZING THE COMMISSIONER TO APPROVE ©R

DISAPPROVE A UTILIZATION REVIEW PLAN REQUIRED IN {SECTION

3].

NEW SECTION. Section 6. Appeal and asaignment  of
claim. (1) A patient or provider affected by an adverse
decision has AT LEAST 30 days in which to appeal or seek
reconsideration of the adverse decision by the person
conducting the utilization review.

(2) A final decision on appeal ot reconsideration must

be made within 36 60 days of receipt of the ALL RELEVANT

medical records by the person conducting the utilization
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review and--not-iess-than-60-days-fotitewing-the-request-for
appeal-or-reconsiderations

$3y—-Notwithstanding—-—any—-previsten-—-to--the-—-cantrary
econtained-—-tn--a--contract--sr-ptan-for-heatth-care-benefits
tasved--afrer---Foty-t7---19917---foilowing——-deniai—-after
utilization-review-and-appeat-or-reconsideratton-as-provided
in-—this-—-section;——a--ciaim-for-heatth-care-benafits-may-be
assigned-to-the-heatrth-care-previder—by-the-covered-parson.

NEW-SEEPIGN:--Seetien-3F:--Fersons-considered-engaged-—in
practice-—of--mediciner-—A-physietan-who-reviewa—heatch-care
services-provided—or——to--be—-ﬁrovided*—in—*this——state~—for
utttization-—revipw--purpases-is-considerad-re-he-engaged-in
the-practice-—of-medicine-under-Ffitie-377-chapter-3s

NEW SECTION. Section 7. Commissioner to adopt rules.
The commissiconer shaii MAY  adopt rules for the
implementation of [sections 1 through #8 %], including but
not limited to rules providing for:

tiy-—-the-performance-of-uttirzation-review-activitiess

t2)-——procedures-for-reconaideration-or-appeai-of-adverse
decistons-resulting-from-utitization-reviewss

€3¥(1) information to be included Iin the wucilization
review plan reqguired in [section 3j;

t4¥(2) wutilization review criteria, standards, and

procedures; and

+5+(3) the protection of the confidentiality of mnedical
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records used in the course of utilization reviews.

NEW SECTION. Section 8. Preemption of federal law. If
any provision of [sections 1 through 18 9] is preempted OR
DUPLICATED by federal law or regulations as applied to any
specific health care service, then the provision of
[sections 1 through 16 9] that is preempted OR _DUPLICATED by
federal law or regulations does not apply to that health
care service but only to the extent of the preemption OR

DUFPLICATION.

NEW SECTION. Section 9. Application of act -

exemptions. (1)} The provisions of [sections 1 through ¢ 9]
apply to a person or entity performing utilization reviews
who is, or is affiliated with, under contract with, or
acting on behalf of;

{a) a Montana business entity; or

(by a third party that provides or administers health
care benefits to citizens of this state including:

(i) a health insurer, nonprofit health service plan,
nealth service corporation, employees' health and welfare
fund, or preferred provider crganization authorized to offer
health insurance policies or contracts;

(ii) a hnealth maintenance organization issued a
certificate of authority in accordance with Title 33,
chapter 3i.; or

{iii) a state agency.
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{2) A general in-house utilization review for a health

care provider, INCLUDING AN IN-HOUSE UTILIZATION REVIEW THAT

IS CONDUCTED BY OR FOR A LONG-TERM CARE FACILITY AND THAT IS

REQUIRED BY MEDICARE OR MEDICAID REGULATIONS, is exempt from

the provisions of [sections 1l through & 9] as long as the
review does not DIRECTLY result in the approval or denial of
payment for health care services for a particular case.

(3) A PEER REVIEW PROCEDURE CONDUCTED BY A PROFESSIONAL

SOCIETY OR ASSOCIATION OF PROVIDERS IS EXEMPT FROM THE

PROVISIONS OF [SECTIONS 1 THROUGE §].

NEW SECTION. Section 10. codification instruection,
[{Sections 1 through 6 9] are intended to be codified as an
integral part of Title 33, and the provisions of Title 33
apply to [sections 1 through e 31.

NEW-SEETIONs--Section-12---Effective-dater—{Phis-acti-is
effeertve-guty-7-199%~

-End-
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