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~ 7 CONTRACTS RELATING TO MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 

8 REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEALTH CARE INFORMATION; PROVIDING 

9 DEFINITIONS; APPLYING PREMIUM INCREASE RESTRICTIONS TO HEALTH MAINTENANCE 

1 O ORGANIZATIONS; REQUIRING HEAL TH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL 

11 STATEMENTS; REQUIRING PROTECTION AGAINST INSOLVENCY BY HEALTH MAINTENANCE 

12 ORGANIZATIONS; AMENDING SECTIONS 33-22-1703, 33-22-1707, 33-31-102, 33-31-111, 33-31-211, 

13 AND 33-31-216, MCA; AND PROVIDING EFFECTIVE DATES AND AN APPLICABILITY DATE." 

14 

15 STATEMENT OF INTENT 

16 A statement of intent is required for this bill because [sections 12, 13, and 22] require rules to be 

1 7 adopted by the department of public health and human services. 

18 The rules adopted by the department must establish state network adequacy and quality assurance 

19 standards for managed care plans that amplify [sections 8 through 29] and must provide greater detail 

20 regarding specific means by which a health carrier meets the requirements of [sections 8 through 291. 

21 A managed care plan accredited by a nationally recognized organization is not required to meet 

22 some of the provisions of [sections 8 through 291, but the legislature acknowledges that small managed 

23 care plans may not be capable of meeting all of the accreditation requirements of national accrediting 

24 organizations. 

25 In order to promote uniformity of standards applicable to all managed care plans, state quality 

26 assurance standards for small managed care plans must consist of standards that are at least the equivalent 

27 of health plan employer data and information standards. Any other standards adopted must be appropriate 

28 for quality assurance in Montana. 

29 The department may refer reports of noncompliance by a health carrier to the commissioner for 

30 corrective action. Under the department's rulemaking authority, the department shall specify network 
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adequacy and quality assurance review processes. 

2 [Section 191 designates the department of public health and human services as the place for 

3 insurance carriers to file documents related to managed care provider network adequacy and quality 

4 assurance. The department shall adopt rules establishing procedures for filing these documents and shall 

5 adopt rules specifying processes for amending or withdrawing documents already filed that relate tu 

6 network adequacy and quality assurance. 

7 

8 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA: 

9 

10 

11 

Section 1. Section 33-22-1703, MCA, is amended to read: 

"33-22-1703. Definitions. As used in this part, the following definitions apply: 

12 (1) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

13 severity, including severe pain. that the absence of immediate medical attention could reasonably be 

14 expected to result in any of the following: 

15 (a) the covered person's health would be in serious ieopardy; 

16 (b) the covered person's bodily functions would be seriously impaired; or 

17 (c) a bodily organ or part would be seriously damaged. 

18 Jll "Emergency services" means ser·,·ises provided after s1cJfferin§ an aseidental bodily inj1cJry or the 

19 s1cJdden onset of a medieal eondition manifestin§ itself by ae1cJte s.,,mptoms of s1cJffisient severity (inel1cJd~ 

20 severe pain) that without immediate medieal attention the s1cJbssriber or ins1cJred oould reasoi,abl',· eJ(peot 

21 ~ 

22 (al the subseribor's or ins1cJred's health would be in serious jeopardy; 

23 (bl the s1cJbseriber's or insured's bodily funetions would be seriously impaired; or 

24 (el a bodily DF§an or part would bo seriousl',' dama§ed. health care items or services furnished or 

25 required to evaluate and treat an emergency medical condition. 

26 R+Ll.l "Health benefit plan" means the health insurance policy or subscriber arrangement between 

27 the insured or subscriber and the health care insurer that defines the covered services and benefit levels 

28 available. 

29 ~11l. "Health care insurer" means: 

30 (a) an insurer that provides disability insurance as defined in 33-1-207; 
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16 

17 

18 

19 

lb) a health service corporation as defined in 33-30-101; 

le) a health FAaintenanoe er§ani2atien as cJefined in 33 31 102; 

AA a fraternal benefit society as described in 33- 7-105; or 

+e+1Ql any other entity regulated by the commissioner that provides health coverage except a health 

maintenance organization. 

f4-Hfil "Health care services" means health care services or products rendered or sold by a provider 

within the scope of the provider's license or legal authorization or services provided under Title 33, chapter 

22, part 7. 

¼H_fil "Insured" means an individual entitled to reimbursement for expenses of health care services 

under a policy or subscriber contract issued or administered by an insurer. 

AAill "Preferred provider" means a provider or group of providers who have contracted to provide 

specified health care services. 

R-Hfil "Preferred provider agreement" means a contract between or on behalf of a health care 

insurer and a preferred provider. 

AAJ.fil "Provider" means an individual or entity licensed or legally authorized to provide health care 

services or services covered within Title 33, chapter 22, part 7. 

AAi.lQl "Subscriber" means a certificate holder or other person on whose behalf the health care 

insurer is providing or paying for health care coverage." 

20 Section 2. Section 33-22-1707, MCA, is amended to read: 

21 "33-22-1707. Rules. The commissioner shall fCJFSFAt1l§at0 may adopt rules necessary to implement 

22 the provisions of this part." 

23 

24 

25 

Section 3. Section 33-31-102, MCA, is amended to read: 

"33-31-102. Definitions. As used in this chapter, unless the context requires otherwise, the 

26 following definitions apply: , 

27 (11 "Basic health care services" means: 

28 (a) consultative, dia9nostic, therapeutic, and referral services by a provider; 

29 (bl inpatient hospital and provider care; 

30 (c) outpatient medical services; 
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Id) medical treatment and referral services; 

2 lei accident and sickness services by a provider to each newborn infant of an enrollee pursuant 

3 to 33-31-301I3)(el; 

4 (fl care and treatment of mental illness, alcoholism, and drug addiction; 

5 lg) diagnostic laboratory and diagnostic and therapeutic radiologic services; 

6 (hi preventive health services, including: 

7 Iii immunizations; 

8 Iii) well-child care from birth; 

9 (iii) periodic health evaluations for adults; 

10 liv) voluntary family planning services; 

11 Iv) infertility services; and 

1 2 lvi) children's eye and ear examinations conducted to determine the need for vision and hearing 

1 3 correction; 

14 Iii minimum mammography examination, as defined in 33-22 132; and 

15 lj) treatment for phenylketonuria. "Treatment" means licensed professional medical services under 

16 the supervision of a physician and a dietary formula product to achieve and maintain normalized blood levels 

17 of phenylalanine and adequate nutritional status. 

18 121 "Commissioner" means the commissioner of insurance of the state of Montana. 

19 13) "Enrollee" means a person: 

20 la) who enrolls in or contracts with a health maintenance organization; 

21 (bl on whose behalf a contract is made with a health maintenance organization to receive health 

22 care services; or 

23 lei on whose behalf the health maintenance organization contracts to receive health care services. 

24 (41 "Evidence of coverage" means a certificate, agreement, policy, or contract issued to an enrollee 

2 5 setting forth the coverage to which the enrollee is entitled. 

26 

27 

28 

29 

30 

(5) "Health care services" means: 

(a) the services included in furnishing medical or dental care to a person; 

(bl the services included in hospitalizing a person; 

(cl the services incident to furnishing medical or dental care or hospitalization; or 

(di the services included in furnishing to a person other services for the purpose of preventing, 
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allev1ati ng, curing, or healing illness, injury, or physical disability. 

2 (61 "Health care services agreement" means an agreement for health care services between a 

3 health maintenance organization and an enrollee. 

4 (71 "Health maintenance organization" means a person who provides or arranges for basic health 

5 care services to enrollees on a prepaid sr stF1er iinaneial basis, either directly through provider employees 

6 or through contractual or other arrangements with a provider or a group of providers. This subsection does 

7 not limit methods of provider payments made by health maintenance organizations. 

8 181 "Insurance producer" means an individual, partnership, or corporation appointed or authorized 

9 by a health maintenance organization to solicit applications for health care services agreements on its 

1 0 behalf. 

11 (91 "Person" means: 

12 la) an individual; 

1 3 ( bl a group of individuals; 

14 I c) an insurer, as defined in 33-1-201; 

15 (di a health service corporation, as defined in 33-30-101; 

16 (e) a corporation, partnership, facility, association, or trust; or 

17 If) an institution of a governmental unit of any state licensed by that state to provide health care, 

18 including but not limited to a physician, hospital, hospital-related facility, or long-term care facility. 

19 ( 10) "Plan" means a health maintenance organization operated by an insurer or health service 

20 corporation as an integral part of the corporation and not as a subsidiary. 

21 ( 11) "Provider" means a physician, hospital, hospital-related facility, long-term care facility, dentist, 

2 2 osteopath, chiropractor, optometrist, podiatrist, psychologist, licensed social worker, registered pharmacist, 

23 or nurse s13eeialist advanced practice registered nurse as specifically listed in 37-8-202 who treats any 

24 illness or injury within the scope and limitations of rus the provider's practice or any other person who is 

25 licensed or otherwise authorized in this state to furnish health care services. 

26 (12) "Uncovered expenditures" mean the costs of health care services that are covered by a health 

27 maintenance organization and for which an enrollee is liable if the health maintenance organization becomes 

28 insolvent." 

29 

30 Section 4. Section 33-31-111 , MCA, is amended to read: 
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"33-31-111. Statutory construction and relationship to other laws. ( 1 I Except as otherwise 

2 provided in this chapter, the insurance or health service corporation laws do not apply to any health 

3 maintenance organization authorized to transact business under this chapter. This provision does not ilpply 

4 to an insurer or health service corporation licensed and regulated pursuant to the insurance or health service 

5 corporation laws of this state except with respect to its health maintenance organization activities 

6 authorized and regulated pursuant to this chapter. 

7 (21 Solicitation of enrollees by a health maintenance organization granted a certificate of authority 

8 or its representatives may not i3e oonstrued as is not a violation of any law relating to solicitation or 

9 advertising by health professionals. 

1 0 131 A health maintenance organization authorized under this chapter may not i3e oonsidered to so 

11 is not practicing medicine and is exempt from Title 37, chapter 3, relating to the practice of medicine. 

12 14) The pr011isions of this This chapter oo does not exempt a health maintenance organization from 

13 the applicable certificate of need requirements under Title 50, chapter 5, parts 1 and 3. 

14 (5) The pro•,•isiens of this This section oo does not exempt a health maintenance organization from 

15 material transaction disclosure requirements under 33-3-701 through 33-3-704. A health maintenance 

16 organization must be considered an insurer for the purposes of 33-3- 701 through 33-3- 704. 

17 (6) This section does not exempt a health maintenance organization from network adequacy and 

18 quality assurance requirements provided under [sections 8 through 29)." 

19 

20 

21 

Section 5. Section 33-31-211 , MCA, is amended to read: 

"33-31-211. Annual statement statements -- revocation for failure to file -- penalty for false 

22 swearing. (11 Unless it is operated by an insurer or a health service corporation as a plan, each author'1zed 

23 health maintenance organization shall annually on or before March 1 file with the commissioner a full and 

24 true statement of its financial condition, transactions, and affairs as of the preceding December 31. The 

2 5 statement must be in the general form and content required by the commissioner. The statement must be 

26 verified by the oath of at least two principal officers of the health maintenance organization. The 

27 commissioner may in his disoretion waive any verification under oath. In addition, a health maintenance 

28 orgarnzation shall, unless it is operated by an insurer or a health service corporation as a plan, annually file 

29 on or before June 1 an audited financial statement. 

30 121 At the time of filing its the annual statement required by March 1, the health maintenance 
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organization shall pay the commissioner the fee for filing iff. the statement as prescribed in 33-31 -21 2. The 

2 commissioner may refuse to accept the fee for continuance of the insurer's certificate of authority, as 

3 provided in 33-31-212, or may in his discretion suspend or revoke the certificate of authority of a health 

4 maintenance organization that fails to file an annual statement when due. 

5 (3) The commissioner may, after notice and hearing, impose a fine not to exceed $5,000 ~ fQ.i: 

6 each violation upon a director, officer, partner, member, insurance producer, or employee of a health 

7 maintenance organization who knowingly subscribes to or concurs in making or publishing an annual 

8 statement required by law that contains a material statement wfli€fl that is false. 

9 (41 The commissioner may require St/ffi reports as he coAsiders considered reasonably necessary 

1 O and appropriate to enable fliffi the commissioner to carry out J:i.is duties required of the commissioner under 

11 this chapter, including but not limited to a statement of operations, transactions, and affairs of a health 

12 maintenance organization operated by an insurer or a health service corporation as a plan." 

1 3 

14 Section 6. Section 33-31-216, MCA, Is amended to read: 

15 "33-31-216. Protection against insolvency. ( 1 I Except as provided in subsections (41 through ( 7), 

16 each authorized health maintenance organization shall deposit with the commissioner cash, securities, or 

17 any combination of cash or securities acceptable to the commissioner in the amount set forth in this 

1 8 section. 

19 (2) The amount of the deposit for a health maintenance organization during the first year of its 

20 operation R'lUSt so the §Feater of: 

21 (al e% of its estiR'latoel ei(peAditures for health eare serviees for its first year of operat10A; 

22 (131 twiee its ostiR'lateel avera§ □ R'lOAthly uAeo,·ored eiEpeAelitures for its first year of operation; or 

23 lei $100,000 is $200,000. 

24 13) At the beginning of each succeeding year, unless not applicable, the health maintenance 

25 organization shall deposit with the commissioner cash, securities, or any combination of cash or securities 

26 acceptable to the commissioner, in an amount equal to 4% of its estimated annual uncovered expenditures 

27 for that year. 

28 (41 Unless not applicable, a health maintenance organization that is In operation on October 1, 

29 1987, shall make a deposit equal to the greater of: 

30 (a) 1 % of the preceding 12 months' uncovered expenditures; or 
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ib) $100,000 en the first day of the fiscal year beginning €i ffientic1s er were after October 1,, 1987. 

2 In the second fiscal year, if applicaBle, the amount of the additional deposit must be equal to 2% et its 

3 estimated annual uncovered expenditures. In the third fiscal ·,•ear, if applicaBle, the additional deposit must 

4 Be equal to 3% of its estimated annual uncovered eJEpenditures for that ~•ear. In the fourth fiscal year and 

5 suBsequent years, if applicable, the additional deposit must Be equal to 4% of its estimated annual 

6 uncovered expenditures for each year. Eacic1 year's estimate after t"1e lirst year of operntien must reasenaBI~ 

7 relleet the preceding year's operating Cl(perienee and deli·~erv arrangements. 

8 (5) The commissioner may in his discretion waive any of the deposit requirements set forth in 

9 subsections ( 1) through (41 whenever Re the commissioner 1s satisfied that: 

1 O (a) the health maintenance organization has sufficient net worth and an adequate history of 

11 generating net income to ilSSlclfe ensure its financial viability for the next year; 

12 (b) the health maintenance organization's performance and obligations are guaranteed by an 

13 organization with sufficient net worth and an adequate history of generating net income; or 

14 ic) the health maintenance organization's assets or its contracts with insurers, health service 

15 corporations, governments, or other organizations are reasonably sufficient to assure the performance of 

1 6 its obligations. 

17 (6) When a health maintenance organization achieves a net worth not including land, buildings, and 

18 equipment of at least $1 million or achieves a net worth including organization-related land, buildings, and 

19 equipment of at least $5 million the annual deposit requirement under subsection (3) does not apply. The 

20 annual deposit requirement under subsection (3) does not apply to a health maintenance organization if the 

21 total amount of the accumulated deposit is greater than the capital requirement for the formation or 

22 admittance of a disability insurer in this state. It the health maintenance organization has a guaranteeing 

23 organization that has been in operation for at least 5 years and has a net worth not including land, 

24 buildings, and equipment of at least $1 million or that has b_een in operation tor at least 1 O years and has 

25 a net worth including organization-related land, buildings, and equipment of at least $5 million, the annual 

26 deposit requirement under subsection (3) does not apply. It the guaranteeing organization is sponsoring 

27 more than one health maintenance organization, however, the net worth requirement is increased by a 

28 multiple equal to the number of St/Bf\ those health maintenance organizations. This requirement to maintain 

29 a deposit in excess of the deposit required of a disability insurer does not apply during any time tilat the 

30 guaranteeing organization maintains for each health maintenance organization it sponsors a net worth at 
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least equal to the capital and surplus requirements for a disability insurer. 

2 17) All income from deposits belongs to the depositing health maintenance organization and must 

3 be paid to it as it becomes available. A health maintenance organization that has made a securities deposit 

4 may withdraw the deposit or any part of it after making a substitute deposit of cash, securities, or any 

5 combination of cash or securities of equal amount and value. A health maintenance organization may not 

6 substitute securities without prior approval by the commissioner. 

7 (8) In any year in which an annual deposit is not required of a health maintenance organization, 

8 at the health maintenance organization's request, the commissioner shall reduce the previously accumulated 

9 deposit by $100,000 for each $250,000 of net worth in excess of the amount that allows the health 

10 maintenance organization to be exempt from the annual deposit requirement. If the amount of net worth 

11 no longer supports a reduction of its required deposit, the health maintenance organization shall immediately 

12 redeposit $100,000 for each $250,000 of reduction in net worth, mrnept that its. However the health 

13 maintenance organization's total deposit may not be required to exceed the maximum required under this 

14 section. 

15 (9) Unless it is operated by an insurer or a health service corporation as a plan, each health 

16 maintenance organization &A-al+ must have a minimum capital of at least $200,000 in addition to any deposit 

17 requirements under this section. The capital account must be in excess of any accrued liabilities and be in 

18 the form of cash, securities, or any combination of cash or securities acceptable to the commissioner. 

19 ( 10) Each health maintenance organization shall demonstrate that if it becomes insolvent: 

20 la) enrollees hospitalized on the date of insolvency will be covered until discharged; and 

21 lb) enrollees will be entitled to similar alternate insurance coverage that does not contain any 

22 medical underwriting or preexisting limitation requirements." 

23 

24 NEW SECTION. Section 7. Premium increase restriction -- exception. 11) A health maintenance 

25 organization may not increase a premium for an individual's or an individual's group health care services 

26 agreement more frequently than once during a 12-month period unless failure to increase the premium more 

27 frequently than once during the 12-month period would: 

28 (a) place the health maintenance organization in violation of the laws of this state; or 

29 (bl cause the financial impairment of the health maintenance organization to the extent that further 

30 transaction of insurance by the health maintenance organization would injure or be hazardous to its 
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enrollees or to the public. 

2 (2) Subsection (11 does not apply to a premium increase necessitated by a state or federal law, by 

3 a court decision, by a state rule, or by a federal regulation. 

4 

5 NEW SECTION. Section 8. Short title. [Sections 8 through 29] may be cited as the" Managed Care 

6 Plan Network Adequacy and Quality Assurance Act". 

7 

8 NEW SECTION. Section 9. Purpose. The purpose and intent of [sections 8 through 29] are to: 

9 111 establish standards for the creation and maintenance of networks by health carriers offering 

1 0 managed care plans and to ensure the adequacy, accessibility, and quality of health care services offered 

11 under a managed care plan by establishing requirements for written agreements between health carriers 

12 offering managed care plans and participating providers regarding the standards, terms, and prov1s1011s 

13 under which the participating provider will provide services to covered persons; 

14 (2) provide for the implementation of state network adequacy and quality assurance standards in 

15 administrative rules, provide for monitoring compliance with those standards, and provide a mechanism for 

16 detecting and reporting violations of those standards to the commissioner; 

17 (31 establish minimum criteria for the quality assessment activities of a health carrier issuing a 

18 closed plan or a combination plan and to require that minimum state quality assessment criteria be adopted 

19 by rule; 

20 (41 enable health carriers to evaluate, maintain, and improve the quality of health care services 

21 provided to covered persons; and 

22 151 provide a streamlined and simplified process by which managed care network adequacy and 

23 quality assurance programs may be monitored for compliance. It is not the purpose or intent of [sections 

24 8 through 291 to apply quality assurance standards applicable to medicaid or medicare to managed care 

25 plans regulated pursuant to [sections 8 through 29] or to create or require the creation of quality assurance 

26 programs that are as comprehensive as quality assurance programs applicable to medicaid or medicare. 

27 

28 NEW SECTION. Section 10. Definitions. As used in [sections 8 through 291, the following 

29 definitions apply: 

30 (1) "Closed plan" means a managed care plan that requires covered persons to use only 
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participating providers under the terms of the managed care plan. 

2 12) "Combination plan" means an open plan with a closed component. 

3 (3) "Covered benefits" means those health care services to which a covered person is entitled 

4 under the terms of a health benefit plan. 

5 14) "Covered person" means a policyholder, subscriber, or enrollee or other individual participating 

6 in a health benefit plan. 

7 (5) "Department" means the department of public health and human services established in 

8 2-15-2201. 

9 (6) "Emergency medical condition" means a condition manifesting itself by symptoms of suffic1e11t 

10 severity, including severe pain, that the absence of immediate medical attention could reasonably be 

11 expected to result in any of the following: 

12 (a) the covered person's health would be in serious jeopardy; 

13 lb) the covered person's bodily functions would be seriously impaired; or 

14 le) a bodily organ or part would be seriously damaged. 

15 17) "Emergency services" means health care items and services furnished or required to evaluate 

16 and treat an emergency medical condition. 

17 18) "Facility" means an institution providing health care services or a health care setting, including 

18 but not limited to a hospital, medical assistance facility, as defined in 50-5-101, or other licensed inpatient 

19 center. an ambulatory surgical or treatment center, a skilled nursing center, a residential treatment center, 

20 a diagnostic, laboratory, or imaging center, or a rehabilitation or other therapeutic health setting. 

21 (9) "Health benefit plan" means a policy, contract, certificate, or agreement entered into, offered, 

22 or issued by a health carrier to provide, deliver, arrange for, pay for, or reimburse any of the costs of health 

23 care services. 

24 I 1 OJ "Health care professional" means a physician or other health care practitioner licensed, 

25 accredited, or certified pursuant to the laws of this state to perform specified health care services 

26 consistent with state law. 

27 1111 "Health care provider" or "provider" means a health care professional or a facility. 

28 I 12) "Health care services" means services for the diagnosis, prevention, treatment, cure, or relief 

29 of a health condition, illness, injury, or disease. 

30 I 13) "Health carrier" means an entity subject to the insurance laws and rules of this state that 
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contracts, offers to contract, or enters into an agreement to provide, deliver, arrange for, pay for, or 

2 reimburse any of the costs of health care services, including a disability insurer, health maintenance 

3 organization, or health service corporation or another entity providing a health benefit plan. 

4 (14) "Intermediary"' means a person authorized to negotiate, execute, and be a party to a contract 

5 between a health carrier and a provider or between a health carrier and a network. 

6 (15) "Managed care plan" means a health benefit plan that either requires or creates incentives, 

7 including financial incentives, for a covered person to use health care providers managed, owned, under 

8 contract with, or employed by a health carrier, but not preferred provider organizations or other provider 

9 networks operated in a fee-for-service indemnity environment. 

10 (16) "Medically necessary" means services or supplies that are necessary and appropriate for the 

11 treatment of a covered person's emergency medical condition or for the preventive care of a covered person 

12 according to accepted standards of medical practice. 

13 (17) "Network" means the group of participating providers that provides health care services to 

14 a managed care plan. 

15 (18) "Open plan" means a managed care plan other than a closed plan that provides incentives, 

16 including financial incentives, for covered persons to use participating providers under the terms of the 

1 7 managed care plan. 

18 (19) "Participating provider" means a provider who, under a contract with a health carrier or with 

19 the health carrier's contractor, subcontractor, or intermediary, has agreed to provide health care services 

20 to covered persons with an expectation of receiving payment, other than coinsurance, copayments, or 

21 deductibles, directly or indirectly from the health carrier. 

22 (20) "Primary care professional" means a participating health care professional designated by the 

23 health carrier to supervise, coordinate, or provide initial care or continuing care to a covered person and 

24 who may be required by the health carrier to initiate a referral for specialty care and to maintain supervision 

25 of health care services rendered to the covered person. 

26 121} "Quality assessment" means the measurement and evaluation of the quality and outcomes 

27 of medical care provided to individuals, groups, or populations. 

28 122) "Quality assurance" means quality assessment and quality improvement. 

29 (23) "Quality improvement" means an effort to improve the processes and outcomes related to the 

30 provision of health care services within a health plan. 
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NEW SECTION. Section 11. Applicability and scope. !Sections 8 through 291 apply to all health 

2 carriers that offer managed care plans. [Sections 8 through 29] do not exempt a health carrier from the 

3 applicable requirements of federal law when providing a managed care plan to medicare recipients or from 

4 the applicable requirements of federal law or Title 53, chapter 6, when providing a managed care plan to 

5 medicaid recipients. 

6 

7 NEW SECTION. Section 12. Department -- general powers and duties -- rulemaking. ( 1) The 

8 department shall: 

9 (a) adopt rules pursuant to the Montana Administrative Procedure Act establishing minimum state 

10 standards for network adequacy and quality assurance and procedures for ensuring compliance with those 

11 standards; and 

12 (bl recommend action to the commissioner against a health carrier whose managed care plan does 

13 not comply with standards for network adequacy and quality assurance adopted by the department. 

14 (2) Quality assurance standards adopted by the department must consist of some but not all of the 

1 5 health plan employer data and information standards. The department shall select and adopt only standards 

16 appropriate for quality assurance in Montana. 

1 7 (3) The state may contract, through a competitive bidding process, for the development of network 

18 adequacy and quality assurance standards. 

19 

20 NEW SECTION. Section 13. Network adequacy -- standards -- access plan required. ( 1) A health 

21 carrier offering a managed care plan in this state shall maintain a network that is sufficient in numbers and 

22 types of providers to ensure that all services to covered persons are accessible without unreasonable delay. 

23 Sufficiency in number and type of provider is determined in accordance with the requirements of this 

24 section. Covered persons must have access to emergency care 24 hours a day, 7 days a week. A health 

25 carrier providing a managed care plan shall use reasonable criteria to determine sufficiency. The criteria 

26 may include but are not limited to: 

27 (a) a ratio of specialty care providers to covered persons; 

28 (bl a ratio of primary care providers to covered persons; 

29 (cl geographic accessibility; 

30 (di waiting times for appointments with participating providers; 
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{e) hours of operation; or 

2 {t) the volume ot technological and specialty services available to serve the needs of covered 

3 persons requiring technologically advanced or specialty care. 

4 121 Whenever a health carrier has an insufficient number or type of participating providers to 

5 provide a covered benefit, the health carrier shall ensure that the covered person obtains the covered 

6 benefit at no greater cost to the covered person than if the covered benefit were obtained from partic1pat1ng 

7 providers or shall make other arrangements acceptable to the department. 

8 (3) The health carrier shall establish and maintain adequate provider networks to ensure reasonable 

9 proximity of participating providers to the businesses or personal residences of covered persons. In 

1 O determining whether a health carrier has complied with this requirement, consideration must be given to 

11 the relative availability of health care providers In the service area under consideration. 

12 (4) A health carrier shall monitor, on an ongoing basis, the ability, clinical capacity, financial 

13 capability, and legal authority of its providers to furnish all covered benefits to covered persons. 

14 (5) A health carrier offering a managed care plan in this state on October 1, 1998, shall file with 

15 the department on October 1, 1998, an access plan complying with subsection (71 and the rules of Hie 

16 department. A health carrier offering a managed care plan in this state for the first time after October 1, 

17 1998, shall file with the department an access plan meeting the requirements of subsection (7) and the 

18 rules of the department before offering the managed care plan. A plan must be filed with the department 

19 in a manner and form complying with the rules of the department. A health carrier shall file any subsequent 

20 material changes in its access plan with the department within 30 days of implementation of the change. 

21 16) A health carrier may request the department to designate parts of its access plan as proprietary 

22 or competitive information, and when designated, that part may not be made public. For the purposes of 

23 this section, information is proprietary or competitive if revealing the information would cause the health 

24 carrier's competitors to obtain valuable busmess information. A health carrier shall make the access plans, 

25 absent proprietary information, available on its business premises and shall provide a copy of the plan upon 

26 request. 

27 17) An access plan for each managed care plan ottered in this state must describe or contain at 

28 least the following: 

29 (al a listing of the names and specialties of the health carrier's participating providers; 

30 (b) the health carrier's procedures for making referrals within and outside its network; 
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le) the health carrier's process for monitoring and ensuring on an ongoing basis the sufficiency of 

2 the network to meet the health care needs of populations that enroll in the managed care plan: 

3 id) the health carrier's efforts to address the needs of covered persons with limited English 

4 proficiency and illiteracy, with diverse cultural and ethnic backgrounds, and with physical and mental 

5 disabilities; 

6 lei the health carrier's methods for assessing the health care needs of covered persons and their 

7 satisfaction with services; 

8 If) the health carrier's method of informing covered persons of the plan's services and features, 

9 including but not limited to the plan's grievance procedures, its process for choosing and changing 

1 O providers, and its procedures for providing and approving emergency and specialty care; 

11 lg) the health carrier's system for ensuring the coordination and continuity of care for covered 

12 persons referred to specialty physicians and for covered persons using ancillary services. including social 

13 services and other community resources, and for ensuring appropriate discharge planning; 

14 (hi the health earner's process for enabling covered persons to change primary care professionals; 

15 Iii the health carrier's proposed plan for providing continuity of care in the event of contract 

16 termination between the health carrier and a participating provider or in the event of the health carrier's 

17 insolvency or other inability to continue operations. The description must explain how covered persons will 

18 be notified of the contract termination or the health carrier's insolvency or other cessation of operations 

19 and be transferred to other providers In a timely manner. 

20 (j) any other information required by the department to determine compliance with [sections 13 

21 through 21] and the rules implementing [sections 13 through 21]. 

22 

23 NEW SECTION. Section 14. Provider responsibility for care -- contracts -- prohibited collection 

24 practices. ( 1 I A health carrier offering a managed care plan shall establish a mechanism, described in detail 

25 in the contract, by which a participating provider will be notified on an ongoing basis of the covered health 

26 care services for which the participating provider is responsible, including any limitations or conditions on 

27 those health care services. 

28 121 A contract between a health carrier and a participating provider must set forth a hold harmless 

29 provision specifying protection for covered persons. This requirement is met by including in a contract a 

30 provision substantially the same as the following: 
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"The provider agrees that the provider may not for any reason, including but not limited to 

2 nonpayment by the health carrier or intermediary, insolvency of the health carrier or intermediary, or breach 

3 of this agreement, bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement, or 

4 have any recourse from or against a covered person or a person other than the health carrier or intermediary 

5 acting on behalf of the covered person for services provided pursuant to this agreement. This agreement 

6 does not prohibit the provider from collecting coinsurance, copayments, or deductibles, as specifically 

7 provided in the evidence of coverage, or fees for uncovered services delivered on a fee-for-service basis 

8 to a covered person. This agreement does not prohibit a provider, except a health care professional who 

9 is employed full-time on the staff of a health carrier and who has agreed to provide services exclusively to 

1 O that health carrier's covered persons and no others, and a covered person from agreeing to continue 

11 services solely at the expense of the covered person if the provider has clearly informed the covered person 

1 2 that the health carrier may not cover or continue to cover a specific service or services. Except as provided 

13 in this agreement, this agreement does not prohibit the provider from pursuing any legal remedy available 

14 for obtaining payment for services from the health carrier." 

15 I3i A contract between a health carrier and a participating provider must state that if a health 

16 carrier or intermediary becomes insolvent or otherwise ceases operations, covered benefits to covered 

17 persons will continue through the end of the period for which a premium has been paid to the health carrier 

18 on behalf of the covered person, but not to exceed 30 days, or until the covered person's discharge from 

19 an inpatient facility, whichever occurs last. Covered benefits to a covered person confined in an inpatient 

20 facility on the date of insolvency or other cessation of operations must be continued by a provider until the 

21 confinement in an inpatient facility is no longer medically necessary. 

22 141 The contract provisions that satisfy the requirements of subsections 12) and 131 must be 

23 construed in favor of the covered person, survive the termination of the contract regardless of the reason 

24 for termination, including the insolvency of the health carrier, and supersede an oral or written contrary 

25 agreement between a participating provider and a covered person or the representative of a covered person 

26 if the contrary agreement is inconsistent with the hold harmless and continuation of covered benefits 

27 provisions required by subsections 121 and (31. 

28 151 A participating provider may not collect or attempt to collect from a covered person money 

29 owed to the provider by the health carrier. 

30 
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NEW SECTION. Section 15. Selection of providers •· professional credentials standards. ( 11 A 

2 health carrier shall adopt standards for selecting participating providers who are primary care professionals 

3 and for each health care professional specialty within the health carrier's network. The health carrier shall 

4 use the standards to select health care professionals, the health carrier's intermediaries, and any provider 

5 network with which the health carrier contracts. A health carrier may not adopt selection criteria that allow 

6 the health carrier to: 

7 (a) avoid high-risk populations by excluding a provider because the provider is located in a 

8 geographic area that contains populations or providers presenting a risk of higher than average claims, 

9 losses, or use of health care services; or 

10 {bl exclude a provider because the provider treats or specializes in treating populations presenting 

11 a risk of higher than average claims, losses, or use of health care services. 

12 (2) Subsection I 1) does not prohibit a health carrier from declining to select a provider who fails 

13 to meet the other legitimate selection criteria of the health carrier adopted in compliance with {sections 13 

14 through 21] and the rules implementing [sections 13 through 21 ]. 

15 (3) [Sections 13 through 21] do not require a health carrier, its intermediary, or a provider network 

16 with which the health carrier or its intermediary contract to employ specific providers or types of providers 

17 who may meet their selection criteria or to contract with or retain more providers or types of providers than 

18 are necessary to maintain an adequate network. 

19 (4) A health carrier may use criteria established in accordance with the provisions of this section 

20 to select health care professionals allowed to participate in the health carrier's managed care plan. A health 

21 carrier shall make its selection standards for participating providers available for review by the department 

22 and by each health care professional who is subject to the selection standards. 

23 

24 NEW SECTION. Section 16. Health carriers -- general responsibilities. (1) A health carrier offering 

25 a managed care plan shall notify, in writing, prospective participating providers of the participating 

26 providers' responsibilities concerning the health carrier's administrative policies and programs, including but 

27 not limited to payment terms, utilization reviews, the quality assurance program, credentialing, grievance 

28 procedures, data reporting requirements, confidentiality requirements, and applicable federal or state 

29 requirements. 

30 12) A health carrier may not offer an inducement under a managed care plan to a participating 
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provider to provide less than medically necessary services to a covered person. 

2 (31 A health carrier may not p•ohibit a participating provider from discussing a treatment option 

3 with a covered person or from advocating on behalf of a covered person within the utilization review or 

4 grievance processes established by the health carrier or a person contracting with the health carrier. 

5 (41 A health carrier shall require a participating provider to make health records available to 

6 appropriate state and federal authorities, in accordance with the applicable state and federal laws related 

7 to the confidentiality of medical or health records, when the authorities are involved in assessing the quality 

8 of care or investigating a grievance or complaint of a covered person. 

g 151 A health carrier and participating provider shall provide at least 60 days' written notice to each 

1 O other before terminating the contract between them without cause. The health carrier shall make a good 

11 faith effort to provide written notice of a termination, within 15 working days of receipt or issuance of a 

12 notice of termination from or to a participating provider, to all covered persons who are patients seen on 

13 a regular basis by the participating provider whose contract is terminating, irrespective of whether the 

14 termination is for cause or without cause. If a contract termination involves a primary care professional, 

15 all covered persons who are patients o1 that primary care professional must be notified. 

16 (6) A health carrier shall ensL,re that a participating provider furnishes covered benefits to all 

17 covered persons without regard to the covered person's enrollment in the plan as a private purchaser or 

18 as a participant in a publicly financed program of health care services. This requirement does not apply to 

1 9 circumstances in which the participating provider should not render services because of the participating 

20 provider's lack of training, experience, or skill or because of a restriction on the participating provider's 

21 license. 

22 171 A health carrier shall notifv the participating providers of their obligation, if any, to collect 

23 applicable coinsurance, copayments, or deductibles from covered persons pursuant to the evidence of 

24 coverage or of the participating providers' obligations, if any, to notify covered persons of the covered 

25 persons' personal financial obligations for noncovered benefits. 

26 181 A health carrier may not penalize a participating provider because the participating provider, 

27 111 good faith, reports to state or fede,·al authorities an act or practice by the health carrier that may 

28 adversely affect patient health or welfare. 

29 191 A health carrier shall establish a mechanism by which a participating provider may determine 

30 in a timely manner whether or not a person is covered by the health carrier. 
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I 101 A health carrier shall establish procedures for resolution of administrative, payment, or other 

2 disputes between the health carrier and participating providers. 

3 (11) A contract between a health carrier and a participating provider may not contain definitions 

4 or other provisions that conflict with the definitions or provisions contained in the managed care plan or 

5 [sections 8 through 29]. 

6 ( 121 A contract between a health carrier and a participating provider shall set forth all of the 

7 responsibilities and obligations of the provider either in the contract or documents referenced In the 

8 contract. A health carrier shall make its best effort to furnish copies of any reference documents, if 

9 requested by a participating provider, prior to execution of the contract. 

10 

11 NEW SECTION. Section 17. Emergency services. ( 1 I A health carrier offering a managed care plan 

12 shall provide or pay for emergency services screening and emergency services and may not require prior 

13 authorization for either of those services. If an emergency services screening determines that emergency 

14 services or emergency services of a particular type are unnecessary for a covered person, emergency 

1 5 services or emergency services of the type determined unnecessary by the screening need not be covered 

16 by the health carrier unless otherwise covered under the health benefit plan. However, it screening 

17 determines that emergency services or emergency services of a particular type are necessary, those 

18 services must be covered by the health carrier. A health carrier shall cover emergency services if the health 

19 carrier, acting through a participating provider or other authorized representative, has authorized the 

20 provision of emergency services. 

21 (21 A health carrier shall provide or pay for emergency services obtained from a nonnetwork 

22 provider within the service area of a managed care plan and may not require prior authorization of those 

23 services if use of a participating provider would result in a delay that would worsen the medical condition 

24 of the covered person or if a provision of federal, state, or local law requires the use of a specific provider. 

25 (3) If a participating provider or other authorized representative of a health carrier authorizes 

26 emergency services, the health carrier may not subsequently retract its authorization after the emergency 

27 services have been provided or reduce payment for an item or health care services furnished in reliance on 

28 approval unless the approval was based on a material misrepresentation about the covered person's medical 

29 condition made by the provider of emergency services. 

30 (41 Coverage of emergency services is subiect to applicable coinsurance, copayments, and 
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deductibles. 

2 151 For postevaluation or poststabilization services required immediately after receipt of emergency 

3 services, a health carrier shall provide access to an authorized representative 24 hours a day, 7 days a 

4 week, to facilitate review. 

5 

6 NEW SECTION. Section 18. Use of intermediaries -- responsibilities of health carriers, 

7 intermediaries, and providers. 11) A health carrier is responsible for complying with applicable provisions 

8 of [sections 8 through 29], and contracting with an intermediary for all or some of the services for which 

9 a health carrier is responsible does not 1·elieve the health carrier of responsibility for compliance. 

10 12) A health carrier may determine whether a subcontracted provider participates in the provider's 

11 own network or a contracted network for the purpose of providing cov!;lred benefits to the health carrier's 

1 2 covered persons. 

13 13) A health carrier shall maintain copies of all intermediary health care subcontracts at the health 

14 carrier's principal place of business In this state or ensure that the health carrier has access to all 

1 5 intermediary subcontracts, including the right to make copies of the contracts, upon 20 days' prior written 

16 notice from the health carrier. 

17 14) If required in a contract or otherwise by a health carrier, an intermediary shall transmit utilization 

1 8 documentation and claims-paid documentation to the health carrier. The health carrier shall monitor the 

19 timeliness and appropriateness of payments made to providers and health care services received by covered 

20 persons. This duty may not be delegat1"d to an intermediary by a health carrier. 

21 15) If required in a contract or otherwise by a health carrier, an intermediary shall maintain the 

22 books, records, financial information, and documentation of services provided to covered persons at its 

23 principal place of business in the state and preserve them for 5 years in a manner that facilitates regulatory 

24 review. 

25 16) An intermediary shall allow the department access to the intermediary's books, records, claim 

26 information, billing information, and other documentation of services provided to covered persons that are 

27 required by any of those entities to dei:ermine compliance with [sections 13 through 21] and the rules 

28 implementing [sections 13 through 21 ]. 

29 17) A health carrier may, in the event of the intermediary's insolvency, require the assignment to 

30 the health carrier of the provisions of a participating provider's contract addressing the participating 
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provider's obligation to furnish covered benefits. 

2 

3 NEW SECTION. Section 19. Contract filing requirements -- material changes -- state access to 

4 contracts. I 1) On October 1, 1998, a health carrier offering a managed care plan shall file with the 

5 department sample contract forms proposed for use with its participating providers and intermediaries. 

6 (2) A health carrier shall file with the department a material change to a contract. The change must 

7 be tiled with the department at least 60 days before use of the proposed change. A change in a 

8 participating provider payment rate, coinsurance, copayment, or deductible or other plan benefit is not 

9 considered a material change for the purpose of this subsection. 

1 O (3) A health carrier shall maintain participating provider and intermediary contracts at its principal 

11 place of business in this state, or the health carrier must have access to all contracts and provide copies 

12 to the department upon 20 days' prior written notice from the department. 

13 

14 NEW SECTION. Section 20. General contracting requirements. I 1) The execution of a contract 

15 for health care services with an intermediary by a health carrier does not relieve the health carrier of its duty 

16 to provide health care services to a person with whom the health carrier has contracted and does not 

17 relieve the health carrier of its responsibility for compliance with [sections 8 through 29] or the rules 

18 implementing [sections B through 291. 

19 (2) All contracts by a health carrier for the provision of health care services by a managed care plan 

20 must be in writing and are subject to review by the department and the commissioner. 

21 

22 NEW SECTION. Section 21. Contract compliance dates. ( 1) A contract between a health carrier 

23 and a participating provider or intermediary in effect on October 1, 1997, must comply with [sections 1 3 

24 through 21] and the rules implementing [sections 13 through 21] by April 1, 1999. The department may 

25 extend the April 1 date for an additional period of up to 6 months if the health carrier demonstrates good 

26 cause for an extension. 

27 (2) A contract between a health carrier and a participating provider or intermediary issued or put 

28 into effect on or after April 1, 1998, must comply with [sections 13 through 211 and the rules implementing 

29 [sections 13 through 211 on the day that it is issued or put into effect. 

30 (3) A contract between a health carrier and a participating provider or intermediary not described 
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in subsection 11) or 12) must comply wth [sections 13 through 211 and the rules implementing !sections 

2 13 through 21] by April 1, 1999. 

3 

4 NEW SECTION. Section 22. Department rules. The department shall adopt rules to implement 

5 [sections 13 through 21 I. 

6 

7 NEW SECTION. Section 23. Quality assurance -- national accreditation. I 1) A health carrier 

8 whose managed care plan has been accredited by a nationally recognized accrediting organization shall 

9 annually provide a copy of the accreditation and the accrediting standards used by the accrediting 

10 organization to the department. 

11 12) If the department finds that the standards of a nationally recognized accrediting organization 

12 meet or exceed state standards and that the health carrier has been accredited by the nationally recognized 

13 accrediting organization, the department shall approve the quality assurance standards of the health carrier. 

14 ( 3) The department shall maintai_n a list of accrediting organizations whose standards have been 

15 determined by the department to meet or exceed state quality assurance standards. 

16 14) [Section 241 does not apply to a health carrier's managed care plan if the health carrier 

17 maintains current accreditation by a nationally recognized accrediting organization whose standards meet 

18 or exceed state quality assurance standards adopted pursuant to [sections 23 through 27]. 

19 (5) This section does not prevent the department from monitoring a health carrier's compliance 

20 with [sections 23 through 271. 

21 

22 NEW SECTION. Section 24. Standards for health carrier quality assessment programs. A health 

23 carrier that issues a closed plan or a combination plan shall adopt and use infrastructure and disclosure 

24 systems sufficient to accurately measure the quality of health care services provided to covered persons 

25 on a regular basis and appropriate to the, types of plans offered by the health carrier. To comply with this 

26 requirement, a health carrier shall: 

27 ( 1) establish and use a system designed to assess the quality of health care provided to covered 

28 persons and appropriate to the types of plans offered by the health carrier. The system must include 

29 systematic collection, analysis, and reporting of relevant data. 

30 (21 communicate in a timely fashion its findings concerning the quality of health care to regulatory 
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agencies, providers, and consumers as provided in [section 26]; 

2 13) report to the appropriate professional or occupational licensing board provided in Title 37 any 

3 persistent pattern of problematic care provided by a participating provider that is sufficient to cause the 

4 health carrier to terminate or suspend a contractual arrangement with the participating provider; and 

5 (41 file a written description of the quality assessment program and any subsequent material 

6 changes with the department in a format that must be prescribed by rules of the department. The 

7 description must include a signed certification by a corporate officer of the health carrier that the health 

8 carrier's quality assessment program meets the requirements of [sections 23 through 27]. 

9 

1 O NEW SECTION. Section 25. Standards for health carrier quality improvement programs. A health 

11 carrier that issues a closed plan or a combination plan shall, in addition to complying with [section 241, 

12 adopt and use systems and methods necessary to improve the quality of health care provided in the health 

13 carrier's managed care plan as indicated by the health carrier's quality assessment program and as required 

14 by this section. To comply with this requirement, a health carrier subject to this section shall: 

15 ( 1) establish an internal system capable of identifying opportunities to improve care; 

16 (2) use the findings generated by the system required by subsection 11) to work on a continuing 

17 basis with participating providers and other staff within the closed plan or closed component to improve 

18 the health care delivered to covered persons; 

19 (3) adopt and use a program for measuring, assessing and improving the outcomes of health care 

20 as identified in the health carrier's quality improvement program plan. This quality improvement program 

21 plan must be filed with the department by October 1, 2000, and must be consistent with [sections 23 

22 through 27]. A health carrier shall file any subsequent material changes to its quality improvement program 

23 plan within 30 days of implementation of the change. The quality improvement program plan must: 

24 la) implement improvement strategies in response to quality assessment findings that indicate 

25 improvement is needed; and 

26 lb) evaluate, not less than annually, the effectiveness of the strategies implemented pursuant to 

27 subsection (3) la). 

28 

29 NEW SECTION. Section 26. Reporting and disclosure requirements. (11 A health carrier offering 

30 a closed plan or a combination plan shall document and communicate information, as required in this 
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section, about its quality assurance program. The health carrier shall: 

2 (al include a summary of its quality assurance program in marketing materials; 

3 (b) include a description of its quality assurance program and a statement of patient rights and 

4 responsibilities with respect to that pro1,ram in the certificate of coverage or handbook provided to newly 

5 enrolled covered persons; and 

6 (c) make available annually to providers and covered persons a report containing findings from its 

7 quality assurance program and information about its progress in meeting internal goals and external 

8 standards, when available. 

g (2) A health carrier shall certify to the department annually that its quality assurance program and 

1 O the materials provided to providers and consumers in accordance with subsection I 1 I meet the requirements 

11 of [sections 23 through 27]. 

12 (3) A health carrier shall make available, upon request and payment of a reasonable fee, the 

13 materials certified pursuant to subsection (2), except for the materials subject to the confidentiality 

14 requirements of [section 271 and materials that are proprietary to the managed care plan. A health carrier 

15 shall retain all certified materials for at least 3 years from the date that the material was certified or until 

16 the material has been examined as part of a market conduct examination, whichever is later. 

17 

18 NEW SECTION. Section 27. Confidentiality of health care and quality assurance records --

1 9 disclosure. I 1) Except as provided in subsection I 2), the following information held by a health carrier 

20 offering a closed plan or a combination plan is confidential and may not be disclosed by the carrier to a 

21 person: 

22 (al information pertaining to the diagnosis, treatment, or health of a covered person, regardless of 

23 whether the information is in the form of paper, is preserved on microfilm, or is stored in 

24 computer-retrievable form; 

25 lb) information considered by a quality assurance program and the records of its actions, including 

26 testimony of a member of a quality committee, of an officer, director, or other member of a health carrier 

27 or its staff engaged in assisting the quality committee or engaged in the health carrier's quality assessment, 

28 quality improvement, or quality assurance activities, or of any person assisting or furnishing information 

29 to the quality committee. 

30 (2) The information specified in subsection 111 may be disclosed: 
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2 lb) as required in proceedings before the commissioner, a professional or occupational licensing 

3 board provided in Title 37_, or the department pursuant to Title 50, chapter 5, part 2; 

4 (cl in an appeal, if an appeal is permitted, from a quality committee's findings or recommendations; 

5 or 

6 (d) as otherwise required by law or court order, including a judicial or administrative subpoena. 

7 (3) Information specified in subsection (1 I identifying: 

8 (a) the provider may also be disclosed upon a written, dated, and signed approval of the provider 

9 if the information does not identify the covered person; 

10 (bl the covered person may also be disclosed upon a written, dated, and signed approval of the 

11 covered person or of the parent or guardian of a covered person if the covered person is a minor and if the 

12 information does not identify the provider; 

1 3 (cl neither the provider nor the covered person may also be disclosed upon request for use for 

14 statistical purposes only. 

15 

16 NEW SECTION. Section 28. Enforcement. (1} If the department determines that a health carrier 

17 has not complied with [sections 8 through 29] or the rules implementing [sections 8 through 291, the 

18 department may recommend corrective action to the health carrier. 

19 (2) The commissioner may take an enforcement action provided in subsection (3) if: 

20 (a) a health carrier fails to implement corrective action recommended by the department; 

21 lb) corrective action taken by a health carrier does not result in bringing a health carrier into 

22 compliance with [sections 8 through 29] and the rules implementing [sections 8 through 29] within a 

23 reasonable period of time; 

24 (cl the department demonstrates to the commissioner that a health carrier does not comply with 

25 [sections 8 through 29] or the rules implementing [sections 8 through 29]; or 

26 (di the commissioner determines that a health carrier has violated or is violating [sections 8 through 

27 29! or the rules implementing [sections 8 through 29]. 

28 (3) The commissioner may take any of the following enforcement actions to require a health carrier 

29 to comply with [sections 8 through 29] or the rules implementing [sections 8 through 291: 

30 la) suspend or revoke the health earner's certificate of authority or deny the health carrier's 
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application for a certificate of authoritv; or 

2 (bl use any of the commissioner's other enforcement powers provided in Title 33, chapter 1, part 

3 3. 

4 

5 NEW SECTION. Section 29. Jurisdiction over contract actions. The district courts have jurisdiction 

6 over actions for the enforcement of contracts authorized or regulated by [sections 8 through 29]. 

7 

8 NEW SECTION. Section 30. Codification instruction. I 1 I [Section 71 is intended to be codified as 

9 an integral part of Title 33, chapter 31, and the provisions of Title 33, chapter 31, apply to [section 7]. 

1 O (2) [Sections 8 through 291 are intended to be codified as an integral part of Title 33, and the 

11 provisions of Title 33 apply to [sections 8 through 29]. 

12 

13 NEW SECTION. Section 31. Severability. If a part of [this act[ is invalid, all valid parts that are 

14 severable from the invalid part remain in effect. If a part of [this act] is invalid in one or more of its 

15 applications, the part remains in effoct in all valid applications that are severable from the invalid 

16 applications. 

17 

18 NEW SECTION. Section 32. Applicability. [This act] applies to a health carrier as defined in 

19 [section 101 who offers a managed care plan as defined in [section 101 on or after [the effective date of 

20 this section[. 

21 

22 NEW SECTION. Section 33. Effective dates. (11 Except as provided in subsections (21 and (3), 

23 [this act] is effective January 1, 1998. 

24 (21 [Sections 22 and 30 through 32 and this section] are effective on passage and approval. 

25 (3) [Sections 23 through 261 are effective October 1, 1999. 

26 -END-
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STATE OF MONTANA - FISCAL NOTE 

Fiscal Note for SB0365, as introduced 

DESCRIPTION OF PROPOSED LEGISLATION: 
An act providing for the regulation of health insurance carriers who offer managed care 
plans, providing tor state network adequacy and quality assurance standards. 

ASSUMPTIONS: 
Department of Public Health and Human Services (DPHHS): 
1. DPHHS arranges for professional medical consultants to assist with the adoption of 

quality assurance standards. 
2. This group of five consultants will meet six times in fiscal 1998 and four times in 

fiscal 1999. 
3. Fees, per diem, and travel costs are estimated to be $745 per meeting. MetNet costs 

are estimated at $4,000 per year. 
4. A Medical Director is contracted for 300 hours per year at $100/hr for a total 

yearly contract cost of $30,000. 
5. Registered nurses (grade 16) will be needed during fiscal 1998 (1.00 FTEI and fiscal 

1999 (l.CO additional FTE). The cost for a grade 16 FTE is $34,640 including 
benefits. That brings personal services costs to $34,640 in fiscal 1998 and $69,280 
i:-i fiscal 1999. 

6. Operating expense per FTE is estimated at $2,500 per year plus travel of $1,800 per 
year for a total per FTE per year of $4,300. 

7. Equipment costs for each FTE the first year include a PC and office equipment at a 
cost of $4,000. 

8. A.~ estimated 120 hours of legal assistance in rule drafting will be required in the 
first year at a cost of $53.00/hour for total legal costs of $6,360. 

9. Contract funds for a health systems analysis and program assistance will total 
$32,000 per year. 

10. It is estimated that 15% of the regulated HMOs will be Medicaid HMOs and that 
federal matching Medicaid funds will be available for this portion of the costs 
listed above. The federal match rate is 75% for medical personnel (Medical Director 
and RNs) and 50> for other administrative costs. 

State Auditor: 
11. The State Auditor's Office (SAO) will receive referrals from the DPHHS regarding 

complaints related to network adequacy and quality assurance. SAO will take 
appropriate enforcement actions with existing staff. 

12. Growth in Health Management Organizations (HMOs) will generate an increase in the 
number of complaints to the Policyholder Services Bureau. HMOs restrict the number 
of options available to the HMO members. This will increase complaints requiring the 
SAO to add a 1.00 FTE compliance specialist~, grade 14, to handle these complaints. 

FISCAL IMPACT: 

Department of Public Health and Human Services 
Expenditures: FY98 

FTE 
Personal Services 
Operating Expenses 
Equipment 

Total 

Funding: 
General Fund (01) 
Federal Medicaid Funds 103) 

Total 

Difference 
1.00 

$ 34,640 
81,130 

4 000 
$122,470 

$ll0, 760 
11 710 

$122,470 

:2.-lr-17 
(Continuedj 

DATE 
Office c: Budget and Program Planning 

FY99 
Dlf.;;.erence 

2.00 
$ 68,280 

77,580 
4 000 

$156,260 

$140,615 
15 6~5 

STEVE BENEDICT, PRIMARY SPONSOR DATE 
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( continued) 

state Auditor 
Expenditures: 

FTE 
Personal Services 
Operating Expenses 
Equipment 

Total 

Funding: 
General Fund (01) 

Net Impact on Fund Balance: 
General Fund (01) 

FY98 
Difference 

0.00 

0 
$ 0 

0 

( Revenue nun us Expenses I 
($110,760) 

FY99 
Difference 

1.00 
$ 31,835 

4,000 
3 585 

$ 39,420 

$ 39,420 

($180,035) 



55th Legislature 

SENATE BILL NO. 365 

SB0365.02 
APPROVED BY COM ON PL'BLIC 
HEALTH, WELFARE & SAFETY 

2 INTRODUCED BY BENEDICT, HARGROVE, GRIMES, HARP, MERCER, AKLESTAD, AHNER, GROSFIELD, 

3 MASOLO, BAER, M. TAYLOR, MILLS, ROSE, MAHLUM, MOOD, SPRAGUE, JABS, ESTRADA, 

4 DEPRATU, FOSTER, MCNUTT, KEATING, JENKINS, GRISMORE, GLASER, HERTEL, BURNETT, 

5 THOMAS, SMITH, CRIPPEN, COLE, BOHLINGER, PECK, DENNY, OHS, GRINDE, BOOKOUT-REINICKE, 

6 BARNETT, MARSHALL 

7 

8 A BILL FOR AN ACT ENTITLED: "AN ACT PROVIDING FOR THE REGULATION OF HEAL TH INSURANCE 

9 CARRIERS WHO OFFER MANAGED CARE PLANS; PROVIDING FOR STATE NETWORK ADEQUACY AND 

10 QUALITY ASSURANCE STANDARDS AND A MEANS FOR ENFORCING THE STANDARDS; REGULATING 

11 CONTRACTS RELATING TO MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 

12 REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEAL TH CARE INFORMATION; PROVIDING 

13 DEFINITIONS; APPLYING PREMIUM INCREASE RESTRICTIONS TO HEALTH MAINTENANCE 

14 ORGANIZATIONS; REQUIRING HEALTH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL 

15 STATEMENTS; REQUIRING PROTECTION AGAINST INSOLVENCY BY HEALTH MAINTENANCE 

16 ORGANIZATIONS; CREATING A BOARD OF NETWORK ADEQUACY AND QUALITY ASSURANCE 

17 EFFECTIVE JULY 1, 2001; PROVIDING FOR POWERS AND DUTIES OF THE BOARD; AMENDING 

18 SECTIONS 33-22-1703, 33-22-1707, 33-31-102, 33-31-111, 33-31-211, AND 33-31-216, MCA; AND 

19 PROVIDING EFFECTIVE DATESL MID AN APPLICABILITY DATE, AND A TERMINATION DATE." 

20 

21 STATEMENT OF INTENT 

22 A statement of intent is required for this bill because [sections 12, 13, and 22] require rules to be 

23 adopted by the department of public health and human services. 

24 The rules adopted by the department must establish state network adequacy and quality assurance 

25 standards for managed care plans that amplify [sections 8 through 291 and must provide greater detail 

26 regarding specific means by which a health carrier meets the requirements of [sections 8 through 29]. 

27 A managed care plan accredited by a nationally recognized organization is not required to meet 

28 some of the provisions of [sections 8 through 291, but the legislature acknowledges that small managed 

29 care plans may not be capable of meeting all of the accreditation requirements of national accrediting 

30 organizations. 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

In order to promote uniformity of standards applicable to all managed care plans, state quality 

assurance standards for small managed care plans must consist of standards that arc at least the equivalent 

of health plan eFRployer Elata one inforw ation stanElarEls. Any other standards adopted FRust be 3ppropriate 

for quality assurance in Montana. 

The department AND SUBSEQUENTLY THE BOARD OF NETWORK ADEQUACY AND QUALITY 

ASSURANCE may refer reports of noncompliance by a health carrier to the commissioner for corrective 

action. Under the department's rulemaking authority, the department shall specify network adequacy and 

quality assurance review processes. 

[Section 191 designates the department of public health and human services as the place for 

insurance carriers to file documents related to managed care provider network adequacy and quality 

assurance. The department shall adopt rules establishing procedures for filing these documents and shall 

adopt rules specifying processes for amending or withdrawing documents already filed that relate to 

network adequacy and quality assurance. 

15 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA: 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

Section 1. Section 33-22-1703, MCA, is amended to read: 

"33-22-1703. Definitions. As used in this part, the following definitions apply: 

( 1) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

severity, including severe pain, that the absence of immediate medical attention could reasonably be 

expected to result in any of the following: 

(a) the covered person's health would be in serious ieopardy; 

(b) the covered person's bodily functions would be seriously impaired; or 

(cl a bodily organ or part would be seriously damaged. 

J1l "Emergency services" mean11 ser~·ioes previded after sufferin!'J an aoeidental bedily injury or tM 

sudden onset of a FRedieal eenditieA FRanifestiAg itself b~• aeuto symptoFRs of suffieient severit'( (ineluding 

severe pain) that without immediarn medieal attention tho susseril:rnr or insured eould reasenasly e>(pect 

tl=fat+ 

lal tho subseriaer's or insured's health would ee in serious jeepardy; 

lbl the sueseriser's or insured··s bodily funetions would be seriously impaires; or 

ilegis{ative 
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le) a bodily organ or part wo1:1ls be serio1:1sly saR'la§es. health care items or services furnished or 

2 required to evaluate and treat an emergency medical condition. 

3 R+Lll "Health benefit plan" means the health insurance policy or subscriber arrangement between 

4 the insured or subscriber and the health care insurer that defines the covered services and benefit levels 

5 available. 

6 ~@ "Health care insurer" means: 

7 la) an insurer that provides disability insurance as defined in 33-1-207; 

8 (bl a health service corporation as defined in 33-30-101; 

9 (cl a health R'laintenanee or§anization as defines in 33 31 102; 

10 Wt a fraternal benefit society as described in 33-7-105; or 

11 te+J.Ql any other entity regulated by the commissioner that provides health coverage except a health 

1 2 maintenance organization. 

13 Will "Health care services" means health care services or products rendered or sold by a provider 

14 within the scope of the provider's license or legal authorization or services provided under Title 33, chapter 

15 22, part 7. 

16 f&tifil "Insured" means an individual entitled to reimbursement for expenses of health care services 

17 under a policy or subscriber contract issued or administered by an insurer. 

18 fel.ill "Preferred provider" means a provider or group of providers who have contracted to provide 

19 specified health care services. 

20 R+J.fil "Preferred provider agreement" means a contract between or on behalf of a health care 

21 insurer and a preferred provider. 

22 f&tifil "Provider" means an individual or entity licensed or legally authorized to provide health care 

23 services or services covered within Title 33, chapter 22, part 7. 

24 +a}il.Ql_ "Subscriber" means a certificate holder or other person on whose behalf the health care 

25 insurer is providing or paying for health care coverage." 

26 

27 Section 2. Section 33-22-1707, MCA, is amended to read: 

28 "33-22-1707. Rules. The commissioner shall pFOR'll:ll§ate may adopt rules necessary to implement 

29 the provisions of this part." 

30 
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Section 3. Section 33-31-102, MCA, is amended to read: 

2 "33-31-102. Definitions. As used in this chapter, unless the context requires otherwise, the 

3 following definitions apply: 

4 (1) "Basic health care services" means: 

5 (a) consultative, diagnostic, therapeutic, and referral services by a provider; 

6 (bl inpatient hospital and provider care; 

7 (c) outpatient medical services; 

8 (d) medical treatment and referral services; 

9 (e) accident and sickness services by a provider to each newborn infant of an enrollee pursuant 

10 to 33-31-301 (3)(e); 

11 If) care and treatment of mental illness, alcoholism, and drug addiction; 

12 lg) diagnostic laboratory and diagnostic and therapeutic radiologic services; 

13 lh) preventive health services, including: 

14 Ii) immunizations; 

15 Iii) well-child care from birth; 

16 (iii) periodic health evaluations for adults; 

17 liv) voluntary family planning services; 

18 Iv) infertility services; and 

19 (vi) children's eye and ear examinations conducted to determine the need for vision and hearing 

20 correction; 

21 {i) minimum mammography examination, as defined in 33-22-132; and 

22 {j) treatment for phenylketonurie. "Treatment" means licensed professional medical services under 

23 the supervision of a physician and a dieta1·y formula product to achieve and maintain normalized blood levels 

24 of phenylalanine and adequate nutritional status. 

25 12) "Commissioner" means the commissioner of insurance of the state of Montana. 

26 13) "Enrollee" means a person: 

27 {al who enrolls in or contracts with a health maintenance organization; 

28 {b) on whose behalf a contract is made with a health maintenance organization to receive health 

29 care services; or 

30 {cl on whose behalf the health maintenance organization contracts to receive health care services. 
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(4) "Evidence of coverage" means a certificate, agreement, policy, or contract issued to an enrollee 

2 setting forth the coverage to which the enrollee is entitled. 

3 (5) "Health care services" means: 

4 (a) the services included In furnishing medical or dental care to a person; 

5 (bl the services included in hospitalizing a person; 

6 (c) the services incident to furnishing medical or dental care or hospitalization; or 

7 (di the services included in furnishing to a person other services for the purpose of preventing, 

8 alleviating, curing, or healing illness, injury, or physical disability. 

9 (61 "Health care services agreement" means an agreement for health care services between a 

10 health maintenance organization and an enrollee. 

11 (7) "Health maintenance organization" means a person who provides or arranges for basic health 

12 care services to enrollees on a prepaid or other finaneial basis, either directly through provider employees 

13 or through contractual or other arrangements with a provider or a group of providers. This subsection does 

14 not limit methods of provider payments made by health maintenance organizations. THIS TERM APPLIES 

15 TO PROVIDER-SPONSORED ORGANIZATIONS THAT DIRECTLY ASSUME RISK OR PROVIDE SERVICES 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

DIRECTLY TO CUSTOMERS THROUGH CONTRACTS WITH EMPLOYERS OR PURCHASING 

COOPERATIVES. 

(8) "Insurance producer" means an individual, partnership, or corporation appointed or authorized 

by a health maintenance organization to solicit applications for health care services agreements on its 

behalf. 

(9) "Person" means: 

(a) an individual; 

(b) a group of individuals; 

(c) an insurer, as defined in 33-1-201; 

(di a health service corporation, as defined in 33-30-101; 

(el a corporation, partnership, facility, association, or trust; or 

(fl an institution of a governmental unit of any state licensed by that state to provide health care, 

including but not limited to a physician, hospital, hospital-related facility, or long-term care facility. 

(10) "Plan" means a health maintenance organization operated by an insurer or health service 

corporation as an integral part of the corporation and not as a subsidiary. 
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1 ( 11) "Provider" means a physician, hospital, hospital-related facility, long-term care facility, dentist, 

2 osteopath, chiropractor, optometrist, poaiatrist, psychologist, licensed social worker, registered pharmacist, 

3 or nurse specialist advanced practice registered nurse as specifically listed in 37-8-202 who treats any 

4 illness or injury within the scope and limitations of flis the provider's practice or any other person who is 

5 licensed or otherwise authorized in this state to furnish health care services. 

6 112) "PROVIDER-SPONSORED ORGANIZATION" MEANS AN ORGANIZATION OF PHYSICIANS, 

7 HOSPITALS, AND OTHER PROVIDERS THAT ARE ORGANIZED FOR THE PURPOSE OF SECURING 

8 CONTRACTS WITH PAYERS TO PROVIDE HEAL TH CARE SERVICES. THE TERM INCLUDES A 

9 PHYSICIAN-HOSPITAL ORGANIZATION, A PHYSICIAN-SPONSORED NETWORK, A PHYSICIAN GROUP 

10 PRACTICE, AND A HOSPITAL-PHYSICIAN ORGANIZATION. 

11 f4-;!+@ "Uncovered expenditures" mean the costs of health care services that are covered by a 

12 health maintenance organization and for which an enrollee is liable if the health maintenance organization 

13 becomes insolvent." 

Section 4. Section 33-31-111, MCA, is amended to read: 

14 

15 

16 "33-31-111 . Statutory construction and relationship to other laws. ( 1) Except as otherwise 

17 provided in this chapter, the insurance or health service corporation laws do not apply to any health 

18 maintenance organization authorized to transact business under this chapter. This provision does not apply 

1 9 to an insurer or health service corporation licensed and regulated pursuant to the insurance or health service 

20 corporation laws of this state except with respect to its health maintenance organization activities 

21 authorized and regulated pursuant to this chapter. 

22 (21 Solicitation of enrollees by a health maintenance organization granted a certificate of authority 

23 or its representatives may not be construed as 1s not a violation of any law relating to solicitation or 

24 advertising by health professionals. 

25 (31 A health maintenance organization authorized under this chapter may not be considered to be 

26 is not practicing medicine and is exempt from Title 37, chapter 3, relating to the practice of medicine. 

27 (4) The pro•;isions of this This chapter ee does not exempt a health maintenance organization from 

28 the applicable certificate of need requirements under Title 50, chapter 5, parts 1 and 3. 

29 (5) The provisions of this This section ee does not exempt a health maintenance organization from 

30 material transaction disclosure requirements under 33-3-701 through 33-3-704. A health maintenance 
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organization must be considered an insurer for the purposes of 33-3-701 through 33-3-704. 

2 16) This section does not exempt a health maintenance organization from network adequacy and 

3 quality assurance requirements provided under [sections 8 through 29)." 

4 

Section 5. Section 33-31-211, MCA, is amended to read: 5 

6 "33-31-211. Annual statement statements -- revocation for failure to file -- penalty tor false 

7 swearing. 11) Unless it is operated by an insurer or a health service corporation as a plan, each authorized 

8 health maintenance organization shall annually on or before March 1 file with the commissioner a full and 

9 true statement of its financial condition, transactions, and affairs as of the preceding December 31. The 

1 0 statement must be in the general form and content required by the commissioner. The statement must .be 

11 verified by the oath of at least two principal officers of the health maintenance organization. The 

12 commissioner may in his eliseretion waive any verification under oath. In addition, a health maintenance 

13 organization shall, unless it is operated by an insurer or a health service corporation as a plan, annually file 

14 on or before June 1 an audited financial statement. 

15 12) At the time of filing its the annual statement required by March 1, the health maintenance 

16 organization shall pay the commissioner the fee for filing its the statement as prescribed in 33-31-21 2. The 

17 commissioner may refuse to accept the fee for continuance of the insurer's certificate of authority, as 

18 provided in 33-31-212, or may in his discretion suspend or revoke the certificate of authority of a health 

19 maintenance organization that fails to file an annual statement when due. 

20 (31 The commissioner may, after notice and hearing, impose a fine not to exceed $5,000 ~ for 

21 each violation upon a director, officer, partner, member, insurance producer, or employee of a health 

22 maintenance organization who knowingly subscribes to or concurs in making or publishing an annual 

23 statement required by law that contains a material statement wruetl that is false. 

24 14) The commissioner may require~ reports as he sonsielors considered reasonably necessary 

25 and appropriate to enable Riffi the commissioner to carry out His duties required of the commissioner under 

26 this chapter, including but not limited to a statement of operations, transactions, and affairs of a health 

27 maintenance organization operated by an insurer or a health service corporation as a plan." 

Section 6. Section 33-31-216, MCA, is amended to read: 

28 

29 

30 "33-31-216. Protection against insolvency. 11) Except as provided in subsections 14) through 171, 

- 7 - SB 365 
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each authorized health maintenance organization shaii deposit with the commissioner cash, securities, or 

2 any combination of cash or securities acceptable to the commissioner in the amount set forth in this 

3 section. 

4 (2) The amount of the deposit for a health maintenance organization during the first year of its 

5 operation must be the greater of: 

6 {a) 6 % of its estimated e>(penditures for health eare serviees for its first year of 013eration; 

7 !bl twiee its estimatoel a·,erage menthh' uneevereel e)l13enelitures for its first year of 013eratien; er 

8 (e) $100,000 is $200,000. 

9 (3) At the beginning of each succeeding year, unless not applicable, the health maintenance 

1 O organization shall deposit with the commissioner cash, securities, or any combination of cash or securities 

11 acceptable to the commissioner, in an amount equal to 4% of its estimated annual uncovered expenditures 

12 for that year. 

13 (4) Unless not applicable, a health maintenance organization that is in operation on October 1, 

14 1987, shall make a deposit equal to the greater of: 

15 (a) 1 % of the preceding 12 months' uncovered expenditures; or 

16 (bl $100,000 on the first elay ef the fiseal ~·ear beginning €i months er mere after Oeteber 1, 1987. 

17 In the seoenel fisoal year, if a1313lieable, the amount of the aelelitional de13osit must be equal to 2% ef its 

18 estimateel annual uneovereel e1113enditures. In the third fiseal year, if a1313lieaele, the additional de13esit must 

19 be equal to 3% of its estimated annual uneovereel e1l13enelitures for that year. In the fourth fiscal •,ear and 

20 suesequent years, if a13plieaele, the aelditional de13osit must ee equal to 4% of its estimated annual 

21 uncovered expenditures for each year. l!aoh year's estimate after the first year of 013eration must reasenabl~· 

22 reflect the 13reeedin§ year's oparatin§ eHporionee and delivery arran§ements. 

23 (5) The commissioner may in his disoretion waive any of the deposit requirements set forth in 

24 subsections ( 1) through 141 whenever J:\e the commissioner is satisfied that: 

25 (a) the health maintenance organization has sufficient net worth and an adequate history of 

26 generating net income to assttfe ensure its financial viability for the next year; 

27 (b) the health maintenance org:anization's performance and obligations are guaranteed by an 

28 organization with sufficient net worth and an adequate history of generating net income; or 

29 (cl the health maintenance organization's assets or its contracts with insurers, health service 

30 corporations, governments, or other organizations are reasonably sufficient to assure the performance of 
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its obligations. 

2 (6) When a health maintenance organization achieves a net worth not including land, buildings, and 

3 equipment of at least $1 million or achieves a net worth including organization-related land, buildings, and 

4 equipment of at least $5 million the annual deposit requirement under subsection (3) does not apply. The 

5 annual deposit requirement under subsection (3) does not apply to a health maintenance organization if the 

6 total amount of the accumulated deposit is greater than the capital requirement for the formation or 

7 admittance of a disability insurer in this state. If the health maintenance organization has a guaranteeing 

8 organization that has been in operation for at least 5 years and has a net worth not including land. 

9 buildings, and equipment of at least $1 million or that has been in operation for at least 10 years and has 

1 0 a net worth including organization-related land, buildings, and equipment of at least $5 million, the annual 

11 deposit requirement under subsection (3) does not apply. If the guaranteeing organization is sponsoring 

12 more than one health maintenance organization, however, the net worth requirement is increased by a 

13 multiple equal to the number of~ those health maintenance organizations. This requirement to maintain 

14 a deposit in excess of the deposit required of a disability insurer does not apply during any time that the 

15 guaranteeing organization maintains for each health maintenance organization it sponsors a net worth at 

16 least equal to the capital and surplus requirements for a disability insurer. 

17 (7) All income from deposits belongs to the depositing health maintenance organization and must 

18 be paid to it as it becomes available. A health maintenance organization that has made a securities deposit 

19 may withdraw the deposit or any part of it after making a substitute deposit of cash, securities, or any 

20 combination of cash or securities of equal amount and value. A health maintenance organization may not 

21 substitute securities without prior approval by the commissioner. 

22 (8) In any year in which an annual deposit is not required of a health maintenance organization, 

23 at the health maintenance organization's request, the commissioner shall reduce the previously accumulated 

24 deposit by $100,000 for each $250,000 of net worth in excess of the amount that allows the health 

25 maintenance organization to be exempt from the annual deposit requirement. If the amount of net worth 

26 no longer supports a reduction of its required deposit, the health maintenance organization shall immediately 

27 redeposit $100,000 for each $250,000 of reduction in net worth, ei(ee13t that its. However the health 

28 maintenance organization's total deposit may not be required to exceed the maximum required under this 

29 section. 

30 (9) Unless it is operated by an insurer or a health service corporation as a plan, each health 
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maintenance organization SflaH must have a minimum capital of at least $200,000 in addition to any deposit 

2 requirements under this section. The capital account must be in excess of any accrued liabilities and be in 

3 the form of cash, securities, or any combination of cash or securities acceptable to the commissioner. 

4 ( 1 O) Each health maintenance organization shall demonstrate that if it becomes insolvent: 

5 (a) enrollees hospitalized on the date of insolvency will be covered until discharged; and 

6 (b) enrollees will be entitled to similar alternate insurance coverage that does not contain any 

7 medical underwriting or preexisting limitation requirements." 

8 

9 NEW SECTION. Section 7. Premium increase restriction -- exception. ( 1) A health maintenance 

1 O organization may not increase a premium for an individual's or an individual's group health care services 

11 agreement more frequently than once during a 12-month period unless failure to increase the premium more 

12 frequently than once during the 12-month period would: 

13 (a) place the health maintenance organization in violation of the laws of this state; or 

14 (bl cause the financial impairment of the health maintenance organization to the extent that further 

1 5 transaction of insurance by the health maintenance organization would injure or be hazardous to its 

16 enrollees or to the public. 

17 (2) Subsection ( 1) does not apply to a premium increase necessitated by a state or federal law, by 

18 a court decision, by a state rule, or by a federal regulation. 

19 

20 NEW SECTION. Section 8. Short title. [Sections 8 through 29] may be cited as the "Managed Care 

21 Plan Network Adequacy and Quality Assurance Act". 

22 

23 NEW SECTION. Section 9. Purpose. The purpose and intent of [sections 8 through 29] are to: 

24 ( 11 establish standards for the creation and maintenance of networks by health carriers offering 

25 managed care plans and to ensure the adequacy, accessibility, and quality of health care services offered 

26 under a managed care plan by establishing requirements for written agreements between health carriers 

27 offering managed care plans and participating providers regarding the standards, terms, and provisions 

28 under which the participating provider will provide services to covered persons; 

29 (2) provide for the implementation of state network adequacy and quality assurance standards in 

30 administrative rules, provide for monitoring compliance with those standards, and provide a mechanism for 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

detecting and reporting violations of those standards to the commissioner; 

(31 establish minimum criteria for the quality assessment activities of a health carrier issuing a 

closed plan or a combination plan and to require that minimum state quality assessment criteria be adopted 

by rule; 

(41 enable health carriers to evaluate, maintain, and improve the quality of health care services 

provided to covered persons; and 

(5) provide a streamlined and simplified process by which managed care network adequacy and 

quality assurance programs may be monitored for compliance THROUGH COORDINATED EFFORTS OF THE 

COMMISSIONER AND THE DEPARTMENT [AND THE BOARD]. It is not the purpose or intent of [sections 

8 through 29] to apply quality assurance standards applicable to medicaid or medicare to managed care 

plans regulated pursuant to [sections 8 through 291 or to create or require the creation of quality assurance 

programs that are as comprehensive as quality assurance programs applicable to med1caid or medicare. 

NEW SECTION. Section 10. Definitions. As used in [sections 8 through 291, the following 

15 definitions apply: 

16 (1) "Closed plan" means a managed care plan that requires covered persons to use only 

17 participating providers under the terms of the managed care plan. 

18 (2) "Combination plan" means an open plan with a closed component. 

19 (3) "Covered benefits" means those health care services to which a covered person is entitled 

20 under the terms of a health benefit plan. 

21 141 "Covered person" means a policyholder, subscriber, or enrollee or other individual participating 

22 in a health benefit plan. 

23 (5) "Department" means the department of public health and human services established in 

24 2-15-2201. 

25 (6) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

26 severity, including severe pain, that the absence of immediate medical attention could reasonably be 

27 expected to result in any of the following: 

28 (a) the covered person's health would be in serious jeopardy; 

29 (bl the covered person's bodily functions would be seriously impaired; or 

30 (cl a bodily organ or part would be seriously damaged. 
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17) "Emergency services" means health care items and services furnished or required to evaluate 

2 and treat an emergency medical condition. 

3 18) "Facility" means an institution providing health care services or a health care setting, including 

4 but not limited to a hospital, medical assistance facility, as defined in 50-5-101, or other licensed inpatient 

5 center, an ambulatory surgical or treatment center, a skilled nursing center, a residential treatment center, 

6 a diagnostic, laboratory, or imaging center, or a rehabilitation or other therapeutic health setting. 

7 19) "Health benefit plan" means a policy, contract, certificate, or agreement entered into, offered, 

8 or issued by a health carrier to provide, deliver, arrange for, pay for, or reimburse any of the costs of health 

9 care services. 

10 ( 10) "Health care professional" means a physician or other health care practitioner licensed, 

11 accredited, or certified pursuant to the laws of this state to perform specified health care services 

12 consistent with state law. 

13 111) "Health care provider" or "provider" means a health care professional or a facility. 

14 112) "Health care services" means services for the diagnosis, prevention, treatment, cure, or relief 

1 5 of a health condition, illness, injury, or disease. 

16 113) "Health carrier" means an entity subject to the insurance laws and rules of this state that 

17 contracts, offers to contract, or enters into an agreement to provide, deliver, arrange for, pay for, or 

18 reimburse any of the costs of health care services, including a disability insurer, health maintenance 

19 organization, or health service corporation or another entity providing a health benefit plan. 

20 114) "Intermediary" means a person authorized to negotiate, execute, and be a party to a contract 

21 between a health carrier and a provider or between a health carrier and a network. 

22 (15) "Managed care plan" means a health benefit plan that either requires or creates incentives, 

23 including financial incentives, for a covered person to use health care providers managed, owned, under 

24 contract with, or employed by a health carrier, but not preferred provider organizations or other provider 

25 networks operated in a fee-for-service indemnity environment. 

26 116) "Medically necessary" means services or supplies that are necessary and appropriate for the 

27 treatment of a covered person's emergency medical condition or for the preventive care of a covered person 

28 according to accepted standards of medical practice, 

29 (17) "Network" means the group of partIcIpating providers that provides health care services to 

30 a managed care plan. 
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(181 "Open plan" means a managed care plan other than a closed plan that provides incentives, 

2 including financial incentives, for covered persons to use participating providers under the terms of the 

3 managed care pian. 

4 I 19) "Participating provider" means a provider who, under a contract with a health carrier or with 

5 the health carrier's contractor, subcontractor, or intermediary, has agreed to provide health care services 

6 to covered persons with an expectation of receiving payment, other than coinsurance, copayments, or 

7 deductibles, directly or indirectly from the health carrier. 

8 (20) "Primary care professional" means a participating health care professional designated by the 

9 health carrier to supervise, coordinate, or provide initial care or continuing care to a covered person and 

1 O who may be required by the health carrier to initiate a referral for specialty care and to maintain supervision 

11 of health care services rendered to the covered person. 

1 2 (21} "Quality assessment" means the measurement and evaluation of the quality and outcomes 

1 3 of medical care provided to individuals, groups, or populations. 

14 (22) "Quality assurance" means quality assessment and quality improvement. 

15 (23) "Quality improvement" means an effort to improve the processes and outcomes related to the 

16 provision of health care services within a health plan. 

17 

18 NEW SECTION. Section 11. Applicability and scope. [Sections 8 through 29] apply to all health 

19 carriers that offer managed care plans. [Sections 8 through 29] do not exempt a health carrier from the 

20 applicable requirements of federal law when providing a managed care plan to medicare recipients or from 

21 the applicable requirements of federal law or Title 53, chapter 6, when providing a managed care plan to 

22 medicaid recipients. 

23 

24 NEW SECTION. Section 12. Department -- general powers and duties -- rulemaking. ( 1 l The 

25 department shall: 

26 (a) adopt rules pursuant to the Montana Administrative Procedure Act establishing minimum state 

27 standards for network adequacy and quality assurance and procedures for ensuring compliance with those 

28 standards; and 

29 (bl recommend action to the commissioner [OR TO THE BOARD] against a health carrier whose 

30 managed care plan does not comply with standards for network adequacy and quality assurance adopted 
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by the department. 

2 (21 Quality assurance standards adopted by the department must consist of some but not all of the 

3 health plan employer data and information standards. The department shall select and adopt only standards 

4 appropriate for quality assurance in Montana. 

5 (31 The state may contract, through a competitive bidding process, for the development of network 

6 adequacy and quality assurance standards. 

7 

8 NEW SECTION. Section 13. Network adequacy -- standards -- access plan required. ( 11 A health 

9 carrier offering a managed care plan in this state shall maintain a network that is sufficient in numbers and 

1 0 types of providers to ensure that all services to covered persons are accessible without unreasonable delay. 

11 Sufficiency in number and type of provider is determined in accordance with the requirements of this 

12 section. Covered persons must have access to emergency care 24 hours a day, 7 days a week. A health 

13 carrier providing a managed care plan shall use reasonable criteria to determine sufficiency. The criteria 

14 may include but are not limited to: 

1 5 (a) a ratio of specialty care providers to covered persons; 

16 (bl a ratio of primary care providers to covered persons; 

17 (c) geographic accessibility; 

18 (d) waiting times for appointments with participating providers; 

19 (e) hours of operation; or 

20 (f) the volume of technological and specialty services available to serve the needs of covered 

21 persons requiring technologically advanced or specialty care. 

22 (2) Whenever a health carrier has an insufficient number or type of participating providers to 

23 provide a covered benefit, the health carrier shall ensure that the covered person obtains the covered 

24 benefit at no greater cost to the covered person than if the covered benefit were obtained from participating 

25 providers or shall make other arrangements acceptable to the department. 

26 (31 The health carrier shall establish and maintain adequate provider networks to ensure reasonable 

27 proximity of participating providers to the businesses or personal residences of covered persons. In 

28 determining whether a health carrier has complied with this requirement, consideration must be given to 

29 the relative availability of health care providers in the service area under consideration. 

30 (4) A health carrier shall monitor, on an on§eing basis, the ability, elinieal eapaeitv, finanoial 
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ea13ability, and ler:;al authority of its 13rovielers to furnish all co·,ered benefits to eovered 13ersons. 

2 te+ill A health carrier offering a managed care plan in this state on October 1, 1998, shall file with 

3 the department on October 1, 1998, an access plan complying with subsection f++ J.fil and the rules of the 

4 department. A health carrier offering a managed care plan in this state for the first time after October 1, 

5 1998, shall file with the department an access plan meeting the requirements of subsection f+t J.fil and the 

6 rules of the department before offering the managed care plan. A plan must be filed with the department 

7 in a manner and form complying with the rules of the department. A health carrier shall file any subsequent 

8 material changes in its access plan with the department within 30 days of implementation of the change. 

9 AAJ.fil. A health carrier may request the department to designate parts of its access plan as 

1 O proprietary or competitive information, and when designated, that part may not be made public. For the 

11 purposes of this section, information is proprietary or competitive if revealing the information would cause 

12 the health carrier's competitors to obtain valuable business information. A health carrier shall make the 

13 access plans, absent proprietary information, available on its business premises and shall provide a copy 

14 of the plan upon request. 

15 f++J.fil An access plan for each managed care plan offered in this state must describe or contain 

16 at least the following: 

17 (a) a listing of the names and specialties of the health carrier's participating providers; 

18 (b) the health carrier's procedures for making referrals within and outside its network; 

19 (c) the health carrier's process for monitoring and ensuring on an ongoing basis the sufficiency of 

20 the network to meet the health care needs of populations that enroll in the managed care plan; 

21 (di the health carrier's efforts to address the needs of covered persons with limited English 

22 proficiency and illiteracy, with diverse cultural and ethnic backgrounds, and with physical and mental 

23 disabilities; 

24 (el the health carrier's methods for assessing the health care needs of covered persons and their 

25 satisfaction with services; 

26 (fl the health carrier's method of informing covered persons of the plan's services and features, 

27 including but not limited to the plan's grievance procedures, its process for choosing and changing 

28 providers, and its procedures for providing and approving emergency and specialty care; · 

29 (g) the health earner's system for ensuring the coordination and continuity of care for covered 

30 persons referred to specialty physicians and for covered persons using ancillary services, including social 
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services and other community resources, and for ensuring appropriate discharge planning; 

2 (h) the health carrier's process for enabling covered persons to change primary care professionals; 

3 (i) the health carrier's proposed plan for providing continuity of care in the event of contract 

4 termination between the health carrier and a participating provider or in the event of the health carrier's 

5 insolvency or other inability to continue operations. The description must explain how covered persons will 

6 be notified of the contract termination or the health carrier's insolvency or other cessation of operations 

7 and be transferred to other providers in a timely manner. 

8 (j) any other information required by the department to determine compliance with [sections 13 

9 through 21] and the rules implementin~I [sections 13 through 21 l. 

10 (7) THE DEPARTMENT SHALL ENSURE TIMELY AND EXPEDITED REVIEW AND APPROVAL OF 

11 THE ACCESS PLAN AND OTHER REQUIREMENTS IN THIS SECTION. 

12 

13 NEW SECTION. Section 14. Provider responsibility for care •· contracts ·· prohibited collection 

14 practices. 11) A health earrier offeriR§ a A'laRa§eEl eare J;)laR shall estaelish a A'leehaAiSA'l, deserieed iA detail 

15 iR the eoRtraet, ey whieh a J;)artieiJ;latiR§ J3ro11ider will ee notifies on an OR§OiR§ easis of the eo11ered health 

16 eare serviees for whieh the J3artieiJ3atin9 J;)rovider is resJ3onsiele, ineluding any liA'litations or eoAditions on 

17 those health eare services. 

1 8 +2-+ill A contract between a health carrier and a participating provider must set forth a hold 

19 harmless provision specifying protection for covered persons. This requirement is met by including in a 

20 contract a provision substantially the same as the following: 

21 "The provider agrees that the provider may not for any reason, including but not limited to 

22 nonpayment by the health carrier or intermediary, insolvency of the health carrier or intermediary, or breach 

23 of this agreement, bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement, or 

24 have any recourse from or against a covered person or a person other than the health carrier or intermediary 

25 acting on behalf of the covered person for services provided pursuant to this agreement. This agreement 

26 does not prohibit the provider from collecting coinsurance, copayments, or deductibles, as specifically 

27 provided in the evidence of coverage, or fees for uncovered services delivered on a fee-for-service basis 

28 to a covered person. This agreement does not prohibit a provider, except a health care professional who 

29 is employed full-time on the staff of a h,~alth carrier and who has agreed to provide services exclusively to 

30 that health carrier's covered persons and no others, and a covered person from agreeing to continue 
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services solely at the expense of the covered person if the provider has clearly informed the covered person 

2 that the health carrier may not cover or continue to cover a specific service or services. Except as provided 

3 in this agreement, this agreement does not prohibit the provider from pursuing any legal remedy available 

4 for obtaining payment for services from the health carrier." 

5 f-a+J1l A contract between a health carrier and a participating provider must state that if a health 

6 carrier or intermediary becomes insolvent or otherwise ceases operations, covered benefits to covered 

7 persons will continue through the end of the period for which a premium has been paid to the health carrier 

8 on behalf of the covered person, but not to exceed 30 days, or until the covered person's discharge from 

9 an inpatient facility, whichever occurs last. Covered benefits to a covered person confined in an inpatient 

10 facility on the date of insolvency or other cessation of operations must be continued by a provider until the 

11 confinement in an inpatient facility is no longer medically necessary. 

12 f4t@ The contract provisions that satisfy the requirements of subsections 12) ans (3) (11 AND (2) 

13 must be construed in favor of the covered person, survive the termination of the contract regardless of the 

14 reason for termination, including the insolvency of the health carrier, and supersede an oral or written 

1 5 contrary agreement between a participating provider and a covered person or the representative of a 

16 covered person if the contrary agreement is inconsistent with the hold harmless and continuation of covered 

17 benefits provisions required by subsections 12) ans 13) (1) AND (2). 

18 +&}Bl_ A participating provider may not collect or attempt to collect from a covered person money 

1 9 owed to the provider by the health carrier. 

20 

21 NEW SECTION. Section 15. Selection of providers -- professional credentials standards. (11 A 

22 health carrier shall adopt standards for selecting participating providers who are primary care professionals 

23 and for each health care professional specialty within the health carrier's network. The health carrier shall 

24 use the standards to select health care professionals, the health carrier's intermediaries, and any provider 

25 network with which the health carrier contracts. A health carrier may not adopt selection criteria that allow 

26 the health carrier to: 

27 (a) avoid high-risk populations by excluding a provider because the provider is located in a 

28 geographic area that contains populations or providers presenting a risk of higher than average claims, 

29 losses, or use of health care services; or 

30 (b) exclude a provider because the provider treats or specializes in treating populations presenting 
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a risk of higher than average claims, losses, or use of health care services. 

2 (2) Subsection ( 1) does not prohibit a health carrier from declining to select a provider who fails 

3 to meet the other legitimate selection criteria of the health carrier adopted in compliance with [sections 13 

4 through 21] and the rules implementin~J [sections 13 through 21]. 

5 (3) [Sections 13 through 211 do not require a health carrier, its intermediary, or a provider network 

6 with which the health carrier or its intermediary contract to employ specific providers or types of providers 

7 who may meet their selection criteria or to contract with or retain more providers or types of providers than 

8 are necessary to maintain an adequate network. 

9 (4) A health carrier may use criteria established in accordance with the provisions of this section 

1 O to select health care professionals allowed to participate in the health carrier's managed care plan. A health 

11 carrier shall make its selection standards for participating providers available for review by the department 

1 2 and by each health care professional who is subject to the selection standards. 

13 

14 NEW SECTION. Section 16. Health carriers -- general responsibilities. (1) A health carrier offering 

15 a managed care plan shall notify, in writing, prospective participating providers of the participating 

16 providers' responsibilities concerning the health carrier's administrative policies and programs, including but 

17 not limited to payment terms, utilization reviews, the quality assurance program, credentialing, grievance 

18 procedures, data reporting requirements, confidentiality requirements, and applicable federal or state 

19 requirements. 

20 (21 A health carrier may not offer an inducement under a managed care plan to a participating 

21 provider to provide less than medically necessary services to a covered person. 

22 (31 A health carrier may not prohibit a participating provider from discussing a treatment option 

23 with a covered person or from advocating on behalf of a covered person within the utilization review or 

24 grievance processes established by the health carrier or a person contracting with the health carrier. 

25 (41 A health carrier shall require a participating provider to make health records available to 

26 appropriate state and federal authorities, in accordance with the applicable state and federal laws related 

27 to the confidentiality of medical or health records, when the authorities are involved in assessing the quality 

28 of care or investigating a grievance or complaint of a covered person. 

29 (5) A health carrier and participating provider shall provide at least 60 days' written notice to each 

30 other before terminating the contract b,3tween them without cause. The health carrier shall make a good 
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1 faith effort to provide written notice of a termination, within 15 working days of receipt or issuance of a 

2 notice of termination from or to a participating provider, to all covered persons who are patients seen on 

3 a regular basis by the participating provider whose contract is terminating, irrespective of whether the 

4 termination is for cause or without cause. If a contract termination involves a primary care profess,onal, 

5 all covered persons who are patients of that primary care professional must be notified. 

6 16) A health carrier shall ensure that a participating provider furnishes covered benefits to all 

7 covered persons without regard to the covered person's enrollment in the plan as a private purchaser or 

8 as a participant in a publicly financed program of health care services. This requirement does not apply to 

9 circumstances in which the participating provider should not render services because of the participating 

10 provider's lack of training, experience, or skill or because of a restriction on the participating provider's 

11 license. 

12 (71 A health carrier shall notify the participating providers of their obligation, if any, to collect 

13 applicable coinsurance, copayments, or deductibles from covered persons pursuant to the evidence of 

14 coverage or of the participating providers' obligations, if any, to notify covered persons of the covered 

15 persons' personal financial obligations for noncovered benefits. 

16 (8) A health carrier may not penalize a participating provider because the participating provider, 

17 in good faith, reports to state or federal authorities an act or practice by the health carrier that may 

18 adversely affect patient health or welfare. 

19 (9) A health carrier shall establish a mechanism by which a participating provider may determine 

20 in a timely manner whether or not a person is covered by the health carrier. 

21 ( 10) A health carrier shall establish procedures for resolution of administrative, payment, or other 

22 disputes between the health carrier and participating providers. 

23 I 11) A contract between a health carrier and a participating provider may not contain definitions 

24 or other provisions that conflict with the definitions or provisions contained in the managed care plan or 

25 [sections 8 through 29). 

26 I 12) A contract between a health carrier and a participating provider shall set forth all of the 

27 responsibilities and obligations of the provider either in the contract or documents referenced in the 

28 contract. A health carrier shall make its best effort to furnish copies of any reference documents, if 

29 requested by a participating provider, prior to execution of the contract. 

30 
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NEW SECTION. Section 17. Emergency services. 11) A health carrier offering a managed care plan 

2 shall provide or pay for emergency services screening and emergency services and may not require prior 

3 authorization for either of those services. If an emergency services screening determines that emergency 

4 services or emergency services of a particular type are unnecessary for a covered person, emergency 

5 services or emergency services of the type determined unnecessary by the screening need not be covered 

6 by the health carrier unless otherwise covered under the health benefit plan. However, if screening 

7 determines that emergency services or emergency services of a particular type are necessary, those 

8 services must be covered by the health carrier. A health carrier shall cover emergency services if the health 

9 carrier, acting through a participating provider or other authorized representative, has authorized the 

10 provision of emergency services. 

11 12) A health carrier shall provide or pay for emergency services obtained from a nonnetwork 

12 provider within the service area of a managed care plan and may not require prior authorization of those 

13 services if use of a participating provider would result in a delay that would worsen the medical condition 

14 of the covered person or if a provision of federal, state, or local law requires the use of a specific provider. 

15 (3) If a participating provider or other authorized representative of a health carrier authorizes 

16 emergency services, the health carrier may not subsequently retract its authorization after the emergency 

1 7 services have been provided or reduce payment for an item or health care services furnished in reliance on 

18 approval unless the approval was based on a material misrepresentation about the covered person's medical 

19 condition made by the provider of emergency services. 

20 14) Coverage of emergency services is subject to applicable coinsurance, copayments, and 

21 deductibles. 

22 15) For postevaluation or poststabilization services required immediately after receipt of emergency 

23 services, a health carrier shall provide access to an authorized representative 24 hours a day, 7 days a 

24 week, to facilitate review. 

25 

26 NEW SECTION. Section 18. Use of intermediaries -- responsibilities of health carriers, 

27 intermediaries, and providers. ( 1) A health carrier is responsible for complying with applicable provisions 

28 of [sections 8 through 29], and contracting with an intermediary for all or some of the services for which 

29 a health carrier Is responsible does not relieve the health carrier of responsibility for compliance. 

30 (2) A health carrier may determine whether a subcontracted provider participates in the provider's 
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own network or a contracted network for the purpose of providing covered benefits to the health carrier's 

2 covered persons. 

3 13) A health carrier shall maintain copies of all intermediary health care subcontracts at the health 

4 carrier's principal place of business in this state or ensure that the health carrier has access to all 

5 intermediary subcontracts, including the right to make copies of the contracts, upon 20 days' prior written 

6 notice from the health carrier. 

7 14) If required in a contract or otherwise by a health carrier, an intermediary shall transmit utilization 

8 documentation and claims-paid documentation to the health carrier. The health carrier shall monitor the 

9 timeliness and appropriateness of payments made to providers and health care services received by covered 

10 persons. This duty may not be delegated to an intermediary by a health carrier. 

11 15) If required in a contract or otherwise by a health carrier, an intermediary shall maintain the 

12 books, records, financial information, and documentation of services provided to covered persons at its 

13 principal place of business in the state and preserve them for 5 years in a manner that facilitates regulatory 

14 review. 

15 16) An intermediary shall allow the COMMISSIONER AND THE department access to the 

16 intermediary's books, records, claim information, billing information, and other documentation of services 

17 provided to covered persons that are required by any of those entities to determine compliance with 

18 [sections 13 through 21] and the rules implementing [sections 13 through 21 ]. 

19 (7) A health carrier may, in the event of the intermediary's insolvency, require the assignment to 

20 the health carrier of the provisions of a participating provider's contract addressing the participating 

21 provider's obligation to furnish covered benefits. 

22 

23 NEW SECTION. Section 19. Contract filing requirements -- material changes -- state access to 

24 contracts. 11) On October 1, 1998, a health carrier offering a managed care plan shall file with the 

25 department sample contract forms proposed for use with its participating providers and intermediaries. 

26 (2) A health carrier shall file with the department a material change to a contract. The change must 

27 be filed with the department at least 60 days before use of the proposed change. A change in a 

28 participating provider payment rate, coinsurance, copayment, or deductible or other plan benefit is not 

29 considered a material change for the purpose of this subsection. 

30 (3) A health carrier shall maintain participating provider and intermediary contracts at its principal 
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place of business in this state, or the health carrier must have access to all contracts and provide copies 

2 to the department upon 20 days' prior written notice from the department. 

3 

4 NEW SECTION. Section 20. G1meral contracting requirements. ( 1) The execution of a contract 

5 for health care services with an intermediary by a health carrier does not relieve the health carrier of its duty 

6 to provide health care services to a person with whom the health carrier has contracted and does not 

7 relieve the health carrier of its responsibility for compliance with [sections 8 through 29] or the rules 

8 implementing [sections 8 through 29]. 

9 {2) All contracts by a health carrier for the provision of health care services by a managed care plan 

10 must be in writing and are subject to review by the department and the commissioner. 

11 

12 NEW SECTION. Section 21. Contract compliance dates. (1) A contract between a health carrier 

13 and a participating provider or intermediary in effect on October 1, 1997, must comply with [sections 13 

14 through 21 l and the rules implementing [sections 13 through 21] by April 1, 1999. The department may 

1 5 extend the April 1 date for an additional period of up to 6 months if the health carrier demonstrates good 

16 cause for an extension. 

17 {2) A contract between a health carrier and a participating provider or intermediary issued or put 

18 into effect on or after April 1, 1998, must comply with [sections 13 through 21] and the rules implementing 

19 [sections 13 through 21] on the day that it is issued or put into effect. 

20 {3) A contract between a health carrier and a participating provider or intermediary not described 

21 in subsection ( 1) or (2) must comply with [sections 13 through 21] and the rules implementing [sections 

22 13 through 21 I by April 1, 1999. 

23 

24 NEW SECTION. Section 22. Department rules. The department shall adopt rules to implement 

25 [sections 13 through 21]. 

26 

27 NEW SECTION. Section 23. Quality assurance -- national accreditation. (1) A health carrier 

28 whose managed care plan has been accredited by a nationally recognized accrediting organization shall 

29 annually provide a copy of the accreditation and the accrediting standards used by the accrediting 

30 organization to the department. 
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(2) If the department finds that the standards of a nationally recognized accrediting organization 

2 meet or exceed state standards and that the health carrier has been accredited by the nationally recognized 

3 accrediting organization, the department shall approve the quality assurance standards of the health carrier. 

4 (31 The department shall maintain a list of accrediting organizations whose standards have been 

5 determined by the department to meet or exceed state quality assurance standards. 

6 (41 [Section 24] does not apply to a health carrier's managed care plan if the health earner 

7 maintains current accreditation by a nationally recognized accrediting organization whose standards meet 

8 or exceed state quality assurance standards adopted pursuant to [sections 23 through 27]. 

9 (5) This section does not prevent the department from monitoring a health carrier's compliance 

10 with [sections 23 through 27]. 

11 

12 NEW SECTION. Section 24. Standards for health carrier quality assessment programs. A health 

13 carrier that issues a closed plan or a combination plan shall adopt and use infrastructure and disclosure 

14 systems sufficient to accurately measure the quality of health care services provided to covered persons 

15 on a regular basis and appropriate to the types of plans offered by the health carrier. To comply with this 

16 requirement, a health carrier shall: 

1 7 ( 11 establish and use a system designed to assess the quality of health care provided to covered 

18 persons and appropriate to the types of plans offered by the health carrier. The system must include 

19 systematic collection, analysis, and reporting of relevant data. 

20 (21 communicate in a timely fashion its findings concerning the quality of health care to regulatory 

21 agencies, providers, and consumers as provided in [section 26]; 

22 (3) report to the appropriate professional or occupational licensing board provided in Title 37 any 

23 persistent pattern of problematic care provided by a participating provider that is sufficient to cause the 

24 health carrier to terminate or suspend a contractual arrangement with the participating provider; and 

25 (4) file a written description of the quality assessment program and any subsequent material 

26 changes with the department in a format that must be prescribed by rules of the department. The 

27 description must include a signed certification by a corporate officer of the health carrier that the health 

28 carrier's quality assessment program meets the requirements of [sections 23 through 27]. 

29 

30 NEW SECTION. Section 25. Standards for health carrier quality improvement programs. A health 
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carrier that issues a closed plan or a combination plan shall, in addition to complying with [section 241, 

2 adopt and use systems and methods necessary to improve the quality of health care provided in the health 

3 carrier's managed care plan as indicated by the health carrier's quality assessment program and as required 

4 by this section. To comply with this requirement, a health carrier subject to this section shall: 

5 I 1) establish an internal system capable of identifying opportunities to improve care; 

6 (2) use the findings generated by the system required by subsection ( 1) to work on a continuing 

7 basis with participating providers and other staff within the closed plan or closed component to improve 

8 the health care delivered to covered persons; 

9 (3) adopt and use a program for measuring, assessing and improving the outcomes of health care 

1 O as identified in the health carrier's quality improvement program plan. This quality improvement program 

11 plan must be filed with the department by October 1, 2000, and must be consistent with [sections 23 

12 through 27). A health carrier shall file any subsequent material changes to its quality improvement program 

13 plan within 30 days of implementation of the change. The quality improvement program plan must: 

14 la) implement improvement strategies in response to quality assessment findings that indicate 

1 5 improvement is needed; and 

16 lb) evaluate, not less than annually, the effectiveness of the strategies implemented pursuant to 

17 subsection (3)(a). 

18 

1 9 NEW SECTION. Section 26. Reporting and disclosure requirements. 11) A health carrier offering 

20 a closed plan or a combination plan shall document and communicate information, as required in this 

21 section, about its quality assurance program. The health carrier shall: 

22 (a) include a summary of its quality assurance program in marketing materials; 

23 (bl include a description of its quality assurance program and a statement of patient rights and 

24 responsibilit•es with respect to that program in the certificate of coverage or handbook provided to newly 

25 enrolled covered persons; and 

26 (cl make available annually to providers and covered persons a report containing findings from its 

27 quality assurance program and information about its progress in meeting internal goals and external 

28 standards, when available. 

29 12) A health carrier shall certify to the department annually that its quality assurance program and 

30 the materials provided to providers and consumers in accordance with subsection ( 1) meet the requirements 
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of [sections 23 through 27]. 

2 (3l A health carrier shall make available, upon request and payment of a reasonable fee, the 

3 materials certified pursuant to subsection (2l, except for the materials subject to the confidentiality 

4 requirements of [section 27] and materials that are proprietary to the managed care plan. A health carrier 

5 shall retain all certified materials for at least 3 years from the date that the material was certified or until 

6 the material has been examined as part of a market conduct examination, whichever is later. 

7 

8 NEW SECTION. Section 27. Confidentiality of health care and quality assurance records --

9 disclosure. (11 Except as provided in subsection (2), the following information held by a health carrier 

10 offering a closed plan or a combination plan is confidential and may not be disclosed by the carrier to a 

11 person: 

12 (a) information pertaining to the diagnosis, treatment, or health of a covered person, regardless of 

13 whether the information is in the form of paper, is preserved on microfilm, or is stored in 

14 computer-retrievable form; 

15 (bl information considered by a quality assurance program and the records of its actions, including 

16 testimony of a member of a quality committee, of an officer, director, or other member of a health carrier 

17 or its staff engaged in assisting the quality committee or engaged in the health carrier's quality assessment, 

18 quality improvement, or quality assurance activities, or of any person assisting or furnishing information 

19 to the quality committee. 

20 (21 The information specified in subsection ( 1 l may be disclosed: 

21 (al as allowed by Title 33, chapter 19; 

22 lb) as required in proceedings before the commissioner, a professional or occupational licensing 

23 board provided in Title 37, or the department pursuant to Title 50, chapter 5, part 2; 

24 {cl in an appeal, if an appeal is permitted, from a quality committee's findings or recommendations; 

25 or 

26 (d) as otherwise required by law or court order, including a judicial or administrative subpoena. 

27 (3l Information specified in subsection (1 I identifying: 

28 {al the provider may also be disclosed upon a written, dated, and signed approval of the provider 

29 if the information does not identify the covered person; 

30 (bl the covered person may also be disclosed upon a written, dated, and signed approval of the 
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covered person or of the parent or guardian of a covered person if the covered person is a minor and if the 

2 information does not identify the provider; 

3 (c) neither the provider nor the covered person may also be disclosed upon request for use for 

4 statistical purposes only. 

5 

6 NEW SECTION. Section 28. Enforcement. (1) If the department [OR THE BOARD] determines that 

7 a health carrier has not complied with [sections 8 through 29] or the rules implementing [sections 8 through 

8 29], the department [OR THE BOARD] may recommend corrective action to the health carrier. 

9 (21 ~AT THE RECOMMENDi!HION OF THE DEPARTMENT [OR THE BOARD] THE commissioner 

1 O may take an enforcement action provided in subsection (3) if: 

11 (a) a health carrier fails to implement corrective action recommended by the department [OR THE 

12 BOARD]; 

13 (bl corrective action taken by a health carrier does not result in bringing a health carrier into 

14 compliance with [sections 8 through 29] and the rules implementing [sections 8 through 29] within a 

15 reasonable period of time; 

16 (c) the department [OR THE BOARD] demonstrates to the commissioner that a health carrier does 

17 not comply with [sections 8 through 29] or the rules implementing [sections 8 through 29]; or 

18 (d) the commissioner determines that a health carrier has violated or is violating [sections 8 through 

19 29] or the rules implementing [sections 8 through 29]. 

20 (3) The commissioner may take any of the following enforcement actions to require a health carrier 

21 to comply with [sections 8 through 29] or the rules implementing [sections 8 through 29]: 

22 (a) suspend or revoke the health carrier's certificate of authority or deny the health carrier's 

23 application for a certificate of authority; or 

24 lb) use any of the commissione,r's other enforcement powers provided in Title 33, chapter 1, part 

25 3. 

26 

27 NEW SECTION. Section 29. Jurisdiction over contract actions. The district courts have Jurisdiction 

28 over actions for the enforcement of contracts authorized or regulated by [sections 8 through 291. 

29 

30 NEW SECTION. SECTION 30. DEFINITIONS. AS USED IN [SECTIONS 8 THROUGH 291. THE 
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FOLLOWING DEFINITIONS APPLY: 

2 (1) "BOARD" MEANS THE BOARD OF NETWORK ADEQUACY AND QUALITY ASSURANCE 

3 PROVIDED FOR IN [SECTION 31 j. 

4 (21 "CLOSED PLAN" MEANS A MANAGED CARE PLAN THAT REQUIRES COVERED PERSONS TO 

5 USE ONLY PARTICIPATING PROVIDERS UNDER THE TERMS OF THE MANAGED CARE PLAN. 

6 (31 "COMBINATION PLAN" MEANS AN OPEN PLAN WITH A CLOSED COMPONENT. 

7 (41 "COVERED BENEFITS" MEANS THOSE HEALTH CARE SERVICES TO WHICH A COVERED 

8 PERSON IS ENTITLED UNDER THE TERMS OF A HEAL TH BENEFIT PLAN. 

9 (51 "COVERED PERSON" MEANS A POLICYHOLDER, SUBSCRIBER. OR ENROLLEE OR OTHER 

10 INDIVIDUAL PARTICIPATING IN A HEAL TH BENEFIT PLAN. 

11 (6) "DEPARTMENT" MEANS THE DEPARTMENT OF PUBLIC HEALTH AND HUMAN SERVICES 

12 ESTABLISHED IN 2-15-2201. 

13 (71 "EMERGENCY MEDICAL CONDITION" MEANS A CONDITION MANIFESTING ITSELF BY 

14 SYMPTOMS OF SUFFICIENT SEVERITY. INCLUDING SEVERE PAIN, THAT THE ABSENCE OF IMMEDIATE 

15 MEDICAL ATTENTION COULD REASONABLY BE EXPECTED TO RESULT IN ANY OF THE FOLLOWING: 

16 (A) THE COVERED PERSON'S HEAL TH WOULD BE IN SERIOUS JEOPARDY; 

17 (Bl THE COVERED PERSON'S BODILY FUNCTIONS WOULD BE SERIOUSLY IMPAIRED; OR 

18 (Cl A BODILY ORGAN OR PART WOULD BE SERIOUSLY DAMAGED. 

19 (8) "EMERGENCY SERVICES" MEANS HEALTH CARE ITEMS AND SERVICES FURNISHED OR 

20 REQUIRED TO EVALUATE AND TREAT AN EMERGENCY MEDICAL CONDITION. 

21 (91 "FACILITY" MEANS AN INSTITUTION PROVIDING HEALTH CARE SERVICES OR A HEALTH 

22 CARE SETTING, INCLUDING BUT NOT LIMITED TO A HOSPITAL. MEDICAL ASSISTANCE FACILITY, AS 

23 DEFINED IN 50-5-101, OR OTHER LICENSED INPATIENT CENTER, AN AMBULATORY SURGICAL OR 

24 TREATMENT CENTER, A SKILLED NURSING CENTER, A RESIDENTIAL TREATMENT CENTER, A 

25 DIAGNOSTIC, LABORATORY, OR IMAGING CENTER. OR A REHABILITATION OR OTHER THERAPEUTIC 

26 HEALTH SETTING. 

27 (10) "HEALTH BENEFIT PLAN" MEANS A POLICY, CONTRACT, CERTIFICATE. OR AGREEMENT 

28 ENTERED INTO, OFFERED, OR ISSUED BY A HEALTH CARRIER TO PROVIDE, DELIVER, ARRANGE FOR, 

29 PAY FOR. OR REIMBURSE ANY OF THE COSTS OF HEALTH CARE SERVICES. 

30 (11) "HEALTH CARE PROFESSIONAL" MEANS A PHYSICIAN OR OTHER HEAL TH CARE 
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PRACTITIONER LICENSED, ACCREDITED, OR CERTIFIED PURSUANT TO THE LAWS OF THIS STATE TO 

2 PERFORM SPECIFIED HEALTH CARE SERVICES CONSISTENT WITH STATE LAW. 

3 (121 "HEALTH CARE PROVIDEF!" OR "PROVIDER" MEANS A HEALTH CARE PROFESSIONAL OR 

4 A FACILITY. 

5 (131 "HEALTH CARE SERVICES" MEANS SERVICES FOR THE DIAGNOSIS, PREVENTION, 

6 TREATMENT, CURE, OR RELIEF OF A HEALTH CONDITION, ILLNESS, INJURY, OR DISEASE. 

7 j14) "HEALTH CARRIER" MEANS AN ENTITY SUBJECT TO THE INSURANCE LAWS AND RULES 

8 OF THIS STATE THAT CONTRACTS, OFFERS TO CONTRACT, OR ENTERS INTO AN AGREEMENT TO 

9 PROVIDE, DELIVER, ARRANGE FOR, PAY FOR, OR REIMBURSE ANY OF THE COSTS OF HEALTH CARE 

10 SERVICES, INCLUDING A DISABILITY INSURER, HEALTH MAINTENANCE ORGANIZATION, OR HEALTH 

11 SERVICE CORPORATION OR ANOTHEFl ENTITY PROVIDING A HEALTH BENEFIT PLAN. 

12 (15) "INTERMEDIARY" MEANS A PERSON AUTHORIZED TO NEGOTIATE, EXECUTE, AND BE A 

13 PARTY TO A CONTRACT BETWEEN A HEAL TH CARRIER AND A PROVIDER OR BETWEEN A HEAL TH 

14 CARRIER AND A NETWORK. 

15 (16) "MANAGED CARE PLAN" MEANS A HEALTH BENEFIT PLAN THAT EITHER REQUIRES OR 

16 CREATES INCENTIVES, INCLUDING FINANCIAL INCENTIVES, FOR A COVERED PERSON TO USE HEAL TH 

17 CARE PROVIDERS MANAGED, OWNED, UNDER CONTRACT WITH, OR EMPLOYED BY A HEAL TH 

18 CARRIER, BUT NOT PREFERRED PROVIDER ORGANIZATIONS OR OTHER PROVIDER NETWORKS 

19 OPERATED IN A FEE-FOR-SERVICE INDEMNITY ENVIRONMENT. 

20 (17) "MEDICALLY NECESSARY" MEANS SERVICES OR SUPPLIES THAT ARE NECESSARY AND 

21 APPROPRIATE FOR THE TREATMENT OFA COVERED PERSON'S EMERGENCY MEDICAL CONDITION OR 

22 FOR THE PREVENTIVE CARE OF A COVERED PERSON ACCORDING TO ACCEPTED STANDARDS OF 

23 MEDICAL PRACTICE. 

24 (18) "NETWORK" MEANS THE GROUP OF PARTICIPATING PROVIDERS THAT PROVIDES HEALTH 

25 CARE SERVICES TO A MANAGED CAF!E PLAN. 

26 119) "OPEN PLAN" MEANS A MANAGED CARE PLAN OTHER THAN A CLOSED PLAN THAT 

27 PROVIDES INCENTIVES, INCLUDING FINANCIAL INCENTIVES, FOR COVERED PERSONS TO USE 

28 PARTICIPATING PROVIDERS UNDER THE TERMS OF THE MANAGED CARE PLAN. 

29 (20) "PARTICIPATING PROVIDER" MEANS A PROVIDER WHO, UNDER A CONTRACT WITH A 

30 HEALTH CARRIER OR WITH THE HEALTH CARRIER'S CONTRACTOR SUBCONTRACTOR OR 
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INTERMEDIARY, HAS AGREED TO PROVIDE HEAL TH CARE SERVICES TO COVERED PERSONS WITH AN 

2 EXPECTATION OF RECEIVING PAYMENT, OTHER THAN COINSURANCE, COPAYMENTS, OR 

3 DEDUCTIBLES, DIRECTLY OR INDIRECTLY FROM THE HEAL TH CARRIER. 

4 1211 "PRIMARY CARE PROFESSIONAL" MEANS A PARTICIPATING HEAL TH CARE PROFESSIONAL 

5 DESIGNATED BY THE HEALTH CARRIER TO SUPERVISE, COORDINATE, OR PROVIDE INITIAL CARE OR 

6 CONTINUING CARE TO A COVERED PERSON AND WHO MAY BE REQUIRED BY THE HEALTH CARRIER 

7 TO INITIATE A REFERRAL FOR SPECIAL TY CARE AND TO MAINTAIN SUPERVISION OF HEAL TH CARE 

8 SERVICES RENDERED TO THE COVERED PERSON. 

9 122) "QUALITY ASSESSMENT" MEANS THE MEASUREMENT AND EVALUATION OF THE QUALITY 

10 AND OUTCOMES OF MEDICAL CARE PROVIDED TO INDIVIDUALS, GROUPS, OR POPULATIONS. 

11 (23) "QUALITY ASSURANCE" MEANS QUALITY ASSESSMENT AND QUALITY IMPROVEMENT. 

12 124) "QUALITY IMPROVEMENT" MEANS AN EFFORT TO IMPROVE THE PROCESSES AND 

13 OUTCOMES RELATED TO THE PROVISION OF HEALTH CARE SERVICES WITHIN A HEALTH PLAN. 

14 

15 NEW SECTION. SECTION 31. BOARD OF NETWORK ADEQUACY AND QUALITY ASSURANCE. 

16 (11 THERE IS A BOARD OF NETWORK ADEQUACY AND QUALITY ASSURANCE. THE BOARD IS 

17 COMPOSED OF A MEDICAL DIRECTOR, THE DIRECTOR OF THE DEPARTMENT OF PUBLIC HEALTH AND 

18 HUMAN SERVICES, PROVIDED FOR IN 2-15-2201, AND THE COMMISSIONER OF INSURANCE, PROVIDED 

19 FORIN2-15-1903. 

20 12) THE MEDICAL DIRECTOR IS APPOINTED BY THE GOVERNOR AND MUST BE LICENSED AS 

21 A PHYSICIAN BY THE STATE OF MONTANA. THE MEDICAL DIRECTOR MUST BE A SPECIALIST IN 

22 EITHER FAMILY PRACTICE OR INTERNAL MEDICINE. THE GOVERNOR MAY REMOVE A MEDICAL 

23 DIRECTOR AT ANY TIME AND APPOINT A NEW MEDICAL DIRECTOR TO THE POSITION. 

24 13) THE GENERAL POWERS AND DUTIES OF THE BOARD ARE PROVIDED IN [SECTION 32). 

25 (4) THE BOARD IS ATTACHED FOR ADMINISTRATIVE PURPOSES TO THE DEPARTMENT 

26 PURSUANT TO 2-15-121. 

27 

28 NEW SECTION. SECTION 32. BOARD -- GENERAL POWERS AND DUTIES. THE BOARD SHALL: 

29 (11 PERIODICALLY REVIEW THE STATE NETWORK ADEQUACY AND QUALITY ASSURANCE 

30 STANDARDS PROVIDED IN [SECTIONS 8 THROUGH 291 AND THE RULES IMPLEMENTING [SECTIONS 8 
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THROUGH 29]; 

2 (2) RECOMMEND CORRECTIVE ACTION NECESSARY FOR THE HEAL TH CARRIER TO ACHIEVE 

3 COMPLIANCE WITH STATE NETWORK ADEQUACY AND QUALITY ASSURANCE STANDARDS; AND 

4 (3) RECOMMEND ACTION TO THE COMMISSIONER AGAINST A HEALTH CARRIER WHOSE 

5 MANAGED CARE PLAN DOES NOT COMPLY WITH STANDARDS FOR NETWORK ADEQUACY AND 

6 QUALITY ASSURANCE ADOPTED BY THE BOARD. 

7 

8 NEW SECTION. Section 33. Codification instruction. (1) [Section 7] is intended to be codified as 

9 an integral part of Title 33, chapter 31, and the provisions of Title 33, chapter 31, apply to [section 7). 

1 O (2) [Sections 8 through ~ 32] are intended to be codified as an integral part of Title 33, and the 

11 provisions of Title 33 apply to [sections 8 through~ 32]. 

12 

13 NEW SECTION. Section 34. S.everability. If a part of [this act] is invalid, all valid parts that are 

14 severable from the invalid part remain in effect. If a part of [this act] is invalid in one or more of its 

15 applications, the part remains in effect in all valid applications that are severable from the invalid 

16 applications. 

17 

18 NEW SECTION. Section 35. Applicability. [This act] applies to a health carrier as defined in 

19 [section 1 OJ who offers a managed care plan as defined in [section 101 on or after [the effective date of 

20 this section]. 

21 

22 NEW SECTION. Section 36. Effective dates. (1) Except as provided in subsections (2) and 13), 

23 [this act] is effective January 1, 1998. 

24 12) [Sections 22 aAa :30 tRFBel§I~ ~, 33 THROUGH 35, AND 37 and this section] are effective on 

2 5 passage and approval. 

26 (3) [Sections 23 through 26] are effective October 1, 1999. 

27 (4) [SECTIONS 30 THROUGH 32] AND THE LANGUAGE IN BRACKETS IN [SECTIONS 9, 12, AND 

28 28] ARE EFFECTIVE JULY 1, 2001. 

29 

30 NEW SECTION. SECTION 37. TERMINATION. [SECTION 10] TERMINATES JUNE 30, 2001. 
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SENATE BILL NO. 365 

2 INTRODUCED BY BENEDICT, HARGROVE, GRIMES, HARP, MERCER, AKLESTAD, AHNER, GROSFIELD, 

3 MASOLO, BAER, M. TAYLOR, MILLS, ROSE, MAHLUM, MOOD, SPRAGUE, JABS, ESTRADA, 

4 DEPRATU, FOSTER, MCNUTT, KEATING, JENKINS, CRISMORE, GLASER, HERTEL, BURNETT, 

5 THOMAS, SMITH, CRIPPEN, COLE, BOHLINGER, PECK, DENNY, OHS, GRINDE, BOOKOUT-REINICKE, 

6 BARNETT, MARSHALL 

7 

B A BILL FOR AN ACT ENTITLED: "AN ACT PROVIDING FOR THE REGULATION OF HEALTH INSURANCE 

9 CARRIERS WHO OFFER MANAGED CARE PLANS; PROVIDING FOR STATE NETWORK ADEQUACY AND 

10 QUALITY ASSURANCE STANDARDS AND A MEANS FOR ENFORCING THE STANDARDS; REGULATING 

11 CONTRACTS RELATING TO MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 

12 REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEAL TH CARE INFORMATION; PROVIDING 

13 DEFINITIONS; APPL YING PREMIUM INCREASE RESTRICTIONS TO HEAL TH MAINTENANCE 

14 ORGANIZATIONS; REQUIRING HEALTH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL 

15 STATEMENTS; REQUIRING PROTECTION AGAINST INSOLVENCY BY HEALTH MAINTENANCE 

16 ORGANIZATIONS; CREATING A BOARD OF NETWORK ADEQUACY AND QUALITY ASSURANCE 

17 EFFECTIVE JULY 1, 2001; PROVIDING FOR POWERS AND DUTIES OF THE BOARD: AMENDING 

18 SECTIONS 33-22-1703, 33-22-1707, 33-31-102, 33-31-111, 33-31-211, AND 33-31-216, MCA; AND 

19 PROVIDING EFFECTIVE DATES< ANO AN APPLICABILITY DATE, AND A TERMINATION DATE." 
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1 SENATE BILL NO. 365 

SB0365.03 

APPROVED BY COM ON 
HUMAN SERVICES 

2 INTRODUCED BY BENEDICT, HARGROVE, GRIMES, HARP, MERCER, AKLESTAD, AHNER, GROSFIELD, 

3 MASOLO, BAER, M. TAYLOR, MILLS, ROSE, MAHLUM, MOOD, SPRAGUE, JABS, ESTRADA, 

4 DEPRATU, FOSTER, MCNUTT, KEATING, JENKINS, CRISMORE, GLASER, HERTEL, BURNETT, 

5 THOMAS, SMITH, CRIPPEN, COLE, BOHLINGER, PECK, DENNY, OHS, GRINDE, BOOKOUT-REINICKE, 

6 BARNETT, MARSHALL 

7 

8 A BILL FOR AN ACT ENTITLED: "AN ACT PROVIDING FOR THE REGULATION OF HEALTH INSURANCE 

9 CARRIERS WHO OFFER MANAGED CARE PLANS; PROVIDING FOR STATE NETWORK ADEQUACY AND 

10 QUALITY ASSURANCE STANDARDS AND A MEANS FOR ENFORCING THE STANDARDS; REGULATING 

11 CONTRACTS RELATING TO MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 

12 REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEALTH CARE INFORMATION; PROVIDING 

13 DEFINITIONS; APPL YING PREMIUM INCREASE RESTRICTIONS TO HEAL TH MAINTENANCE 

14 ORGANIZATIONS; REQUIRING HEALTH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL 

15 STATEMENTS; REQUIRING PROTECTION AGAINST INSOLVENCY BY HEALTH MAINTENANCE 

16 ORGANIZATIONS; CREATING A 80/\RQ OF NETWORK AQEQUACY A~m QUALITY /\SSIJRA~JC!: 

17 EFF!:CTIV!: JUbY 11 2001; PROVIQl~JG FOR POWERS /\~IQ QUTl!:S OF T~E QOARQ; AMENDING 

18 SECTIONS 33-22-1703, 33-22-1707, 33-31-102, 33-31-111, 33-31-211, AND 33-31-216, MCA; AND 

19 PROVIDING EFFECTIVE DATESr-A-NQ AND AN APPLICABILITY DATE, ANQ A TERMINATIO~J DAT!:." 

20 

21 STATEMENT OF INTENT 

22 A statement of intent is required for this bill because [sections 12, 13, and 221 require rules to be 

23 adopted by the department of public health and human services. 

24 The rules adopted by the department must establish state network adequacy and quality assurance 

25 standards for managed care plans that amplify [sections 8 through 29) and must provide greater detail 

26 regarding specific means by which a health carrier meets the requirements of [sections 8 through 29]. 

27 A managed care plan accredited by a nationally recognized organization is not required to meet 

28 some of the provisions of [sections 8 through 291, but the legislature acknowledges that small managed 

29 care plans may not be capable of meeting all of the accreditation requirements of national accrediting 

30 organizations. 
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1 In order to promote uniformity of standards applicable to all managed care plans, state quality 

2 assurance standards for small managed care plans must consist of standards that are at least tf:lo OE11,1iyal0Rt 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

of l=tealtl=t plaR eFRplevor eata aRe iRforFRatioR staRElares ./\Ry otl=ter staRdards aeoptee FR1,1st ea appropriate 

for quality assurance in Montana. 

The department ANC aUB5ieQ1JHITbY THe BOARC Qi; ~leTWORK ACeQUACY AMC QUAblTY 

AaaURA~IGe may refer reports of noncompliance by a health carrier to the commissioner for corrective 

action. Under the department's rulemaking authority, the department shall specify network adequacy and 

quality assurance review processes. 

[Section 19] designates the department of public health and human services as the place for 

insurance carriers to file documents related to managed care provider network adequacy and quality 

assurance. The department shall adopt rules establishing procedures for filing these documents and shall 

adopt rules specifying processes for amending or withdrawing documents already filed that relate to 

network adequacy and quality assurance. 

15 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA: 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

Section 1. Section 33-22-1703, MCA, is amended to read: 

"33-22-1703. Definitions. As used in this part, the following definitions apply: 

(11 "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

severity, including severe pain, that the absence of immediate medical attention could reasonably be 

expected to result in any of the following: 

(al the covered person's health would be in serious jeopardy; 

(bl the covered person's bodily functions would be seriously impaired; or 

(cl a bodily organ or part would be seriously damaged. 

ill "Emergency services" means serviees provieoel after s1,1UeriR!l aR aooieoRtal eoelily iRj1,1ry or tl=te 

s1,1eeoR oRset of a FRoeisal soneitioR R1af'ifostin9 itself ey as1,1to &'fFRpt0R10 of 01,1Uioi0Rt so¥ori:ty (iRslmlin!l 

se•,oFe pain) tl=tat witl=to1,1t iFRFRediato FRoeisal aUoRtion tl=to s1,1essrieor OF iR&1,1Foe 001,1ld Foasonael•( oMpeot 

(al tl=te s1,1esmieoF's or iRs1,1Fod's l=toaltl=t we1,1le eo iR sorie1,1s jeopard•(; 

(ej tl=to s1,1esorieoF's or iRs1,1rod's eoelil',' f1,1netiono we1,1ld ee sorio1,1sl•f iFRpairod; OF 

~
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1 (ol a l:lselilv sr!jaR sr 13art •,,;ebllel Ile serisblslv elaF11a90el. health care items or services furnished or 

2 required to evaluate and treat an emergency medical condition. 

3 rnru "Health benefit plan" means the health insurance policy or subscriber arrangement between 

4 the insured or subscriber and the health care insurer that defines the covered services and benefit levels 

5 available. 

6 ~ill "Health care insurer" means: 

7 (a) an insurer that provides disability insurance as defined in 33-1-207; 

8 (b) a health service corporation as defined in 33-30-1 O 1; 

9 (c) a l=lsaltl=I F11aiRteRaF1oe er!jaRi;rntieR as eefiRee in 33 31 102; 

10 W} a fraternal benefit society as described in 33-7-105; or 

11 tel-1.Ql any other entity regulated by the commissioner that provides health coverage except a health 

12 maintenance organization. 

13 +4Hfil. "Health care services" means health care services or products rendered or sold by a provider 

14 within the scope of the provider's license or legal authorization or services provided under Title 33, chapter 

15 22,part7. 

16 i&tifil "Insured" means an individual entitled to reimbursement for expenses of health care services 

17 under a policy or subscriber contract issued or administered by an insurer. 

18 «Hill "Preferred provider" means a provider or group of providers who have contracted to provide 

19 specified health care services. 

20 fA.i..§1 "Preferred provider agreement" means a contract between or on behalf of a health care 

21 insurer and a preferred provider. 

22 ~ifil "Provider" means an individual or entity licensed or legally authorized to provide health care 

23 services or services covered within Title 33, chapter 22, part 7. 

24 {9}ll.Ql "Subscriber" means a certificate holder or other person on whose behalf the health care 

25 insurer is providing or paying for health care coverage." 

26 

27 Section 2. Section 33-22-1707, MCA, is amended to read: 

28 "33-22-1707. Rules. The commissioner sl=lall JlFOF11bll§at0 may adopt rules necessary to implement 

29 the provisions of this part." 

30 

1Legislf11ive 
1serv,ces 
'\!!jvision 

- 3 - SB 365 



55th Legislature SB0365.03 

Section 3. Section 33-31-102, MCA, is amended to read: 1 

2 "33-31-102. Definitions. As used in this chapter, unless the context requires otherwise, the 

3 following definitions apply: 

4 (1) "Basic health care services" means: 

5 (a) consultative, diagnostic, therapeutic, and referral services by a provider; 

6 (b) inpatient hospital and provider care; 

7 (c) outpatient medical services; 

8 {d) medical treatment and referral services; 

9 {e) accident and sickness services by a provider to each newborn infant of an enrollee pursuant 

10 to 33-31-301 (3){e); 

11 {f) care and treatment of mental illness, alcoholism, and drug addiction; 

1 2 (g) diagnostic laboratory and diagnostic and therapeutic radiologic services; 

13 {h) preventive health services, including: 

14 (i) immunizations; 

1 5 (ii) well-child care from birth; 

16 (iii) periodic health evaluations for adults; 

17 (iv) voluntary family planning services; 

18 (v) infertility services; and 

19 (vi) children's eye and ear examinations conducted to determine the need for vision and hearing 

20 correction; 

21 (i) minimum mammography examination, as defined in 33-22-132; and 

22 (j) treatment for phenylketonuria. "Treatment" means licensed professional medical services under 

23 the supervision of a physician and a dietary formula product to achieve and maintain normalized blood levels 

24 of phenylalanine and adequate nutritional status. 

25 (2) "Commissioner" means the commissioner of insurance of the state of Montana. 

26 (3) "Enrollee" means a person: 

27 (a) who enrolls in or contracts with a health maintenance organization; 

28 (b) on whose behalf a contract is made with a health maintenance organization to receive health 

29 care services; or 

30 (c) on whose behalf the health maintenance organization contracts to receive health care services. 
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1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

(4) "Evidence of coverage" means a certificate, agreement, policy, or contract issued to an enrollee 

setting forth the coverage to which the enrollee is entitled. 

(5) "Health care services" means: 

(a) the services included in furnishing medical or dental care to a person; 

(b) the services included in hospitalizing a person; 

(c) the services incident to furnishing medical or dental care or hospitalization; or 

(d) the services included in furnishing to a person other services for the purpose of preventing, 

alleviating, curing, or healing illness, injury, or physical disability. 

(6) "Health care services agreement" means an agreement for health care services between a 

health maintenance organization and an enrollee. 

(7) "Health maintenance organization" means a person who provides or arranges for basic health 

care services to enrollees on a prepaid er etl:ler finansial basis, either directly through provider employees 

or through contractual or other arrangements with a provider or a group of providers. This subsection does 

not limit methods of provider payments made by health maintenance organizations. THIS TeRM APPbleS 

TO PROVIOeR SPO~lSOReO ORGA~IIZATIONS Tl-I.AT OIReCTbY ASSUME RISK OR PROVIOI! Sl!RVICl!S 

OIRl!CTbY TO CIJSTOMl!RS TI-IROIJGI-I CONTRACTS WITl-l l!MPbOYl!RS OR PURCHASING 

1 7 COOPER/\Tll/l!S, 

18 (8) "Insurance producer" means an individual. partnership, or corporation appointed or authorized 

19 by a health maintenance organization to solicit applications for health care services agreements on its 

20 behalf. 

21 (9) "Person" means: 

22 (a) an individual; 

23 (b) a group of individuals; 

24 (c) an insurer, as defined in 33-1-201; 

25 (d) a health service corporation, as defined in 33-30-101; 

26 (el a corporation, partnership, facility, association, or trust; or 

27 (f) an institution of a governmental unit of any state licensed by that state to provide health care, 

28 including but not limited to a physician, hospital, hospital-related facility, or long-term care facility. 

29 (10) "Plan" means a health maintenance organization operated by an insurer or health service 

30 corporation as an integral part of the corporation and not as a subsidiary. 
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( 11) "Provider" means a physician, hospital, hospital-related facility, long-term care facility, dentist, 

2 osteopath, chiropractor, optometrist, podiatrist, psychologist, licensed social worker, registered pharmacist, 

3 or AloJrse speoialist advanced practice reqistered nurse as specifically listed in 37-8-202 who treats any 

4 illness or injury within the scope and limitations of l:\i& the provider's practice or any other person who is 

5 licensed ·or otherwise authorized in this state to furnish health care services. 

6 (12} ".PROVICi!R SPONSORl!C ORG" ~JIV\TIOW IVll!/\~JS /\~J ORGANIZ/\TIO~J OF PI-IYSICl/\~JS, 

7 I-IOSPIT/\bS, /\NC OTl-li!R PROVIC!iRS THAT ARI! ORG/\NIZ!iC FOR THI! PblRPOSi! oi;: SliCblRING 

8 CO~ITRACTS WITl-l PAYl!RS TO PROVICli 1-ili,/\bTM C/\Ri! Si!RVICl!S. Tl-Ii! Ti!RIVI INCb1JCi!S /\ 

9 PI-IYSICl/\~J I-IOSPITAb ORGMJIZATION, A PI-IYSICI/\N SPONSORl!C Ni!T1/l.'ORK 1 /\ PI-IYSICl,11,N GROUP 

10 PR/\CTICI!, A~IC /1, 1-lOSPIT/\b Pl-lYSICl./\~I ORGA~JIZ/\TIO~J. 

11 (12)(13)(12) "Uncovered expenditures" mean the costs of health care services that are covered by 

1 2 a health maintenance organization and for which an enrollee is liable if the health maintenance organization 

13 becomes insolvent." 

Section 4. Section 33-31-111 , MCA, is amended to read: 

14 

15 

16 "33-31-111. Statutory construction and relationship to other laws. ( 1) Except as otherwise 

17 provided in this chapter, the insurance or health service corporation laws do not apply to any health 

18 maintenance organization authorized to transact business under this chapter. This provision does not apply 

19 to an insurer or health service corporation licensed and regulated pursuant to the insurance or health service 

20 corporation laws of this state except with respect to its health maintenance organization activities 

21 authorized and regulated pursuant to this chapter. 

22 (2) Solicitation of enrollees by a health maintenance organization granted a certificate of authority 

23 or its representatives FAa'/ Aet t,ie oeAstrloJed as is not a violation of any law relating to solicitation or 

24 advertising by health professionals. 

25 (3) A health maintenance organization authorized under this chapter FAay Aet l:le GeAsidered te l:le 

26 is not practicing medicine and is exempt from Title 37, chapter 3, relating to the practice of medicine. 

27 (4) Ti=le pre¥isieAs ef ti=lis This chapter 99 does not exempt a health maintenance organization from 

28 the applicable certificate of need requirements under Title 50, chapter 5, parts 1 and 3. 

29 (5) Ti=le previoieAs ef ti=lio This section 99 does not exempt a health maintenance organization from 

30 material transaction disclosure requirements under 33-3-701 through 33-3-704. A health maintenance 
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1 organization must be considered an insurer for the purposes of 33-3-701 through 33-3-704. 

2 (61 This section does not exempt a health maintenance organization from network adequacy and 

3 quality assurance requirements provided under [sections 8 through 29)." 

Section 5. Section 33-31-211, MCA, is amended to read: 

4 

5 

6 "33-31-211. Annual statemeAt statements -- revocation for failure to file -- penalty for false 

7 swearing. ( 1) Unless it is operated by an insurer or a health service corporation as a plan, each authorized 

8 health maintenance organization shall annually on or before March 1 file with the commissioner a full and 

9 true statement of its financial condition, transactions, and affairs as of the preceding December 31. The 

10 statement must be in the general form and content required by the commissioner. The statement must be 

11 verified by the oath of at least two principal officers of the health maintenance organization. The 

12 commissioner may iA Ris diseretien waive any verification under oath. In addition. a health maintenance 

13 organization shall, unless it is operated by an insurer or a health service corporation as a plan. annually file 

14 on or before June 1 an audited financial statement. 

15 (2) At the time of filing i-t6 the annual statement required by March 1, the health maintenance 

16 organization shall pay the commissioner the fee for filing i-t6 the statement as prescribed in 33-31 -21 2. The 

17 commissioner may refuse to accept the fee for continuance of the insurer's certificate of authority, as 

18 provided in 33-31-212, or may in his discretion suspend or revoke the certificate of authority of a health 

1 9 maintenance organization that fails to file an annual statement when due. 

20 (3) The commissioner may, after notice and hearing, impose a fine not to exceed $5,000 f)af for 

21 each violation upon a director, officer, partner, member, insurance producer, or employee of a health 

22 maintenance organization who knowingly subscribes to or concurs in making or publishing an annual 

23 statement required by law that contains a material statement wl=liGR that is false. 

24 (4) The commissioner may require &1,1GR reports as /:le scmsiaers considered reasonably necessary 

25 and appropriate to enable~ the commissioner to carry out Ai& duties required of the commissioner under 

26 this chapter, including but not limited to a statement of operations, transactions, and affairs of a health 

27 maintenance organization operated by an insurer or a health service corporation as a plan." 

Section 6. Section 33-31-216, MCA, is amended to read: 

28 

29 

30 "33-31-216. Protection against insolvency. ( 1) Except as provided in subsections (4) through (7), 

\
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1 each authorized health maintenance organization shall deposit with the commissioner cash, securities, or 

2 any combination of cash or securities acceptable to the commissioner in the amount set forth in this 

3 section. 

4 (2) The amount of the deposit for a health maintenance organization during the first year of its 

5 operation must ee the §Feater of: 

6 (a) ~ % of its estimates o*ponelitures fer health saro servises for its first year sf speratisn; 

7 (e) twise its estimates average FRsnthly unss,;ereel B*penelituros fer its first year of oporatisn; sr 

8 (s) $100,000 is $200,000. 

9 (3) At tho beginning of each succeeding year, unless not applicable, the health maintenance 

1 O organization shall deposit with the commissioner cash, securities, or any combination of cash or securities 

11 acceptable to the commissioner, in an amount equal to 4% of its estimated annual uncovered expenditures 

1 2 for that year. 

13 (4) Unless not applicable, a health maintenance organization that is in operation on October 1, 

14 1987, shall make a deposit equal to the greater of: 

15 (a) 1 % of the preceding 12 months' uncovered expenditures; or 

16 (b) $100,000 on the first say el the fissal year lleginning e mentl=ls er mere after Ostollor 1, 1 Q87. 

17 In tho sesone fissal •,,oar, if applisalllo, tho ameunt ef the aeeitienal eopesit r.:nust so equal ta 2% ef its 

18 estimates annual unso,;orod o*poneitur01,. In tho tl=lire fissal '(Oar, if applisaelo, the aeditional deposit must 

19 ee equal to 3 % of its estir.:natoe annual unoo•,oroel e*poneituros for that year. In tl=lo feurth fissal 'fear ans 

20 suesoquont years, if apJ;1lisaelo, the aeeitional dopesit must ee equal to <I-% of its estimated annual 

21 uncovered expenditures for each year. liiaol=I year's estir.:nato after tl=le first year of operation must reasonably 

22 reflest the J'!Feseelin!J year's operating B*J'!Oriense and elellvery arrangements. 

23 (5) The commissioner may in his Elissretien 'Naive any of the deposit requirements set forth in 

24 subsections ( 1) through (4) whenever M the commissioner is satisfied that: 

25 (a) the health maintenance organization has sufficient net worth and an adequate history of 

26 generating net income to a&lWfe ensure its financial viability for the next year; 

27 (b) the health maintenance organization's performance and obligations are guaranteed by an 

28 organization with sufficient net worth and an adequate history of generating net income; or 

29 (c) the health maintenance organization's assets or its contracts with insurers, health service 

30 corporations, governments, or other organizations are reasonably sufficient to assure the performance of 
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1 its obligations. 

2 (6) When a health maintenance organization achieves a net worth not including land, buildings, and 

3 equipment of at least $1 million or achieves a net worth including organization-related land, buildings .. and 

4 equipment of at least $5 million the annual deposit requirement under subsection (3) does not apply. The 

5 annual deposit requirement under subsection (3) does not apply to a health maintenance organization if the 

6 total amount of the accumulated deposit is greater than the capital requirement for the formation or 

7 admittance of a disability insurer in this state. If the health maintenance organization has a guaranteeing 

8 organization that has been in operation for at least 5 years and has a net worth not including land, 

9 buildings, and equipment of at least $1 million or that has been in operation for at least 10 years and has 

10 a net worth including organization-related land, buildings, and equipment of at least $5 million, the annual 

11 deposit requirement under subsection (3) does not apply. If the guaranteeing organization is sponsoring 

12 more than one health maintenance organization, however, the net worth requirement is increased by a 

13 multiple equal to the number of~ those health maintenance organizations. This requirement to maintain 

14 a deposit in excess of the deposit required of a disability insurer does not apply during any time that the 

15 guaranteeing organization maintains for each health maintenance organization it sponsors a net worth at 

16 least equal to the capital and surplus requirements for a disability insurer. 

17 (7) All income from deposits belongs to the depositing health maintenance organization and must 

18 be paid to it as it becomes available. A health maintenance organization that has made a securities deposit 

19 may withdraw the deposit or any part of it after making a substitute deposit of cash, securities, or any 

20 combination of cash or securities of equal amount and value. A health maintenance organization may not 

21 substitute securities without prior approval by the commissioner. 

22 (8) In any year in which an annual deposit is not required of a health maintenance organization, 

23 at the health maintenance organization's request, the commissioner shall reduce the previously accumulated 

24 deposit by $100,000 for each $250,000 of net worth in excess of the amount that allows the health 

25 maintenance organization to be exempt from the annual deposit requirement. If the amount of net worth 

26 no longer supports a reduction of its required deposit, the health maintenance organization shall immediately 

27 redeposit $100,000 for each $250,000 of reduction in net worth, exs0F3t t"1at its. However, the health 

28 maintenance organization's total deposit may not be required to exceed the maximum required under this 

29 section. 

30 (9) Unless it is operated by an insurer or a health service corporation as a plan, each health 
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1 maintenance organization &R.ill must have a minimum capital of at least $200,000 in addition to any deposit 

2 requirements under this section. The capital account must be in excess of any accrued liabilities and be in 

3 the form of cash, securities, or any combination of cash or securities acceptable to the commissioner. 

4 ( 10) Each health maintenance organization shall demonstrate that if it becomes insolvent: 

5 (a) enrollees hospitalized on the date of insolvency will be covered until discharged; and 

6 (bl enrollees will be entitled to similar alternate insurance coverage that does not contain any 

7 medical underwriting or preexisting limitation requirements.• 

8 

9 NEW SECTION. Section 7. Premium increase restriction -- exception. (1) A health maintenance 

1 O organization may not increase a premium for an individual's or an individual's group health care services 

11 agreement more frequently than once during a 12-month period unless failure to increase the premium more 

12 frequently than once during the 12-month period would: 

1 3 (a) place the health maintenanc,e organization in violation of the laws of this state; or 

14 (b) cause the financial impairment of the health maintenance organization to the extent that further 

1 5 transaction of insurance by the health maintenance organization would injure or be hazardous to its 

16 enrollees or to the public. 

17 (2) Subsection (1) does not apply to a premium increase necessitated by a state or federal law, by 

1 8 a court decision, by a state rule, or by a federal regulation. 

19 

20 NEW SECTION. Section 8. Shorttitle. [Sections 8 through 29] may be cited as the "Managed Care 

21 Plan Network Adequacy and Quality Assurance Act". 

22 

23 NEW SECTION. Section 9. Purpose. The purpose and intent of [sections 8 through 29] are to: 

24 11) establish standards for the creation and maintenance of networks by health carriers offering 

25 managed care plans and to ensure the adequacy, accessibility, and quality of health care services offered 

26 under a managed care plan by establishing requirements for written agreements between health carriers 

27 offering managed care. plans and participating providers regarding the standards, terms, and provisions 

28 under which the participating provider will provide services to covered persons; 

29 (2) provide for the implementation of state network adequacy and quality assurance standards in 

30 administrative rules, provide for monitoring compliance with those standards, and provide a mechanism for 
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1 detecting and reporting violations of those standards to the commissioner; 

2 (3) establish minimum criteria for the quality assessment activities of a health carrier issuing a 

3 closed plan or a combination plan and to require that minimum state quality assessment criteria be adopted 

4 by rule; 

5 (4) enable health carriers to evaluate, maintain, and improve the quality of health care services 

6 provided to covered persons; and 

7 (5) provide a streamlined and simplified process by which managed care network adequacy and 

8 quality assurance programs may be monitored for compliance THROUGH COORDINATED EFFORTS OF THE 

9 COMMISSIONER AND THE DEPARTMENT fANQ TM!! 8QARQj. It is not the purpose or intent of [sections 

10 8 through 29] to apply quality assurance standards applicable to medicaid or medicare to managed care 

11 plans regulated pursuant to [sections 8 through 29] or to create or require the creation of quality assurance 

12 programs that are as comprehensive as quality assurance programs applicable to medicaid or medicare. 

13 

14 NEW SECTION. Section 10. Definitions. As used in [sections 8 through 291, the following 

15 definitions apply: 

16 (1) "Closed plan" means a managed care plan that requires covered persons to use only 

17 participating providers under the terms of the managed care plan. 

18 (2) "Combination plan" means an open plan with a closed component. 

19 (3) "Covered benefits" means those health care services to which a covered person is entitled 

20 under the terms of a health benefit plan. 

21 (4) "Covered person" means a policyholder, subscriber, or enrollee or other individual participating 

22 in a health benefit plan. 

23 (5) "Department" means the department of public health and human services established in 

24 2-15-2201. 

25 (6) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

26 severity, including severe pain, that the absence of immediate medical attention could reasonably be 

27 expected to result in any of the following: 

28 (a) the covered person's health would be in serious jeopardy; 

29 (b) the covered person's bodily functions would be seriously impaired; or 

30 (c) a bodily organ or part would be seriously damaged. 
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1 (7) "Emergency services" means health care items and services furnished or required to evaluate 

2 and treat an emergency medical condition. 

3 (8) "Facility" means an institution providing health care services or a health care setting, including 

4 but not limited to a hospital, medical assistance facility, as defined in 50-5-101, or other licensed inpatient 

5 center, an ambulatory surgical or treatment center, a skilled nursing center, a residential treatment center, 

6 a diagnostic, laboratory, or imaging center, or a rehabilitation or other therapeutic health setting. 

7 (9) "Health benefit plan" means a policy, contract, certificate, or agreement entered into, offered, 

8 or issued by a health carrier to provide, d13liver, arrange for, pay for, or reimburse any of the costs of health 

9 care services. 

10 ( 1 0) "Health care professional" means a physician or other health care practitioner licensed, 

11 accredited, or certified pursuant to the laws of this state to perform specified health care services 

1 2 consistent with state law. 

13 ( 11) "Health care provider" or "provider" means a health care professional or a facility. 

14 (12) "Health care services" means services for the diagnosis, prevention, treatment, cure, or relief 

15 of a health condition, illness, injury, or disease. 

16 ( 13) "Health carrier" means an entity subject to the insurance laws and rules of this state that 

17 contracts, offers to contract, or enters into an agreement to provide, deliver, arrange for, pay for, or 

18 reimburse any of the costs of health care services, including a disability insurer, health maintenance 

19 organization, or health service corporation or another entity providing a health benefit plan. 

20 ( 14) "Intermediary" means a person authorized to negotiate, execute, and be a party to a contract 

21 between a health carrier and a provider or between a health carrier and a network. 

22 (15) "Managed care plan" means a health benefit plan that either requires or creates incentives, 

23 including financial incentives, for a covered person to use health care providers managed, owned, under 

24 contract with, or employed by a health carrier, but not preferred provider organizations or other provider 

25 networks operated in a fee-for-service indemnity environment. 

26 ( 16) "Medically necessary" means services, MEDICINES, or supplies that are necessary and 

27 appropriate for the DIAGNOSIS OR treatment of a covered person's aR1eF!JBR6'/ ILLNESS, INJURY, OR 

28 medical condition SF fer the !)FSYeRfr<e earo ef a severed ~erseR according to accepted standards of medical 

29 practice AND THAT ARE NOT PROVIDED ONLY AS A CONVENIENCE. 

30 ( 17) "Network" means the group of participating providers that provides health care services to 
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1 a managed care plan. 

2 ( 18) "Open plan" means a managed care plan other than a closed plan that provides incentives, 

3 including financial incentives, for covered persons to use participating providers under the terms of the 

4 managed care plan. 

5 (19) "Participating provider" means a provider who, under a contract with a health carrier or with 

6 the health carrier's contractor, subcontractor, or intermediary, has agreed to provide health care services 

7 to covered persons with an expectation of receiving payment, other than coinsurance, copayments, or 

8 deductibles, directly or indirectly from the health carrier. 

9 (20) "Primary care professional" means a participating health care professional designated by the 

10 health carrier to supervise, coordinate, or provide initial care or continuing care to a covered person and 

11 who may be required by the health carrier to initiate a referral for specialty care and to maintain supervision 

12 of health care services rendered to the covered person. 

13 (21) "Quality assessment" means the measurement and evaluation of the quality and outcomes 

14 of medical care provided to individuals, groups, or populations. 

15 (22) "Quality assurance" means quality assessment and quality improvement. 

16 (23) "Quality improvement" means an effort to improve the processes and outcomes related to the 

17 provision of health care services within a health plan. 

18 

19 NEW SECTION. Section 11. Applicability and scope. [Sections 8 through 29] apply to all health 

20 carriers that offer managed care plans. [Sections 8 through 29] do not exempt a health carrier from the 

21 applicable requirements of federal law when providing a managed care plan to medicare recipients or from 

22 the applicable requirements of federal law or Title 53, chapter 6, when providing a managed care plan to 

23 medicaid recipients. 

24 

25 NEW SECTION. Section 12. Department -- general powers and duties -- rulemaking. (1) The 

26 department shall: 

27 (a) adopt rules pursuant to the Montana Administrative Procedure Act establishing minimum state 

28 standards for network adequacy and quality ass.urance and procedures for ensuring compliance with those 

29 standards; and 

30 lb) recommend action to the commissioner !OR TO TM~ BOARD] against a health carrier whose 
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1 managed care plan does not comply with standards for network adequacy and quality assurance adopted 

2 by the department. 

3 (2) Quality assurance standards adopted by the department must consist of some but not all of the 

4 health plan employer data and information standards. The department shall select and adopt only standards 

5 appropriate for quality assurance in Montana. 

6 (3) The state may contract, through a competitive bidding process, for the development of network 

7 adequacy and quality assurance standards. 

8 

9 NEW SECTION. Section 13. Network adequacy -- standards -- access plan required. (1) A health 

1 O carrier offering a managed care plan in thi1s state shall maintain a network that is sufficient in numbers and 

11 types of providers to ensure that all services to covered persons are accessible without unreasonable delay. 

1 2 Sufficiency in number and type of provider is determined in accordance with the requirements of this 

1 3 section. Covered persons must have access to emergency care 24 hours a day, 7 days a week. A health 

14 carrier providing a managed care plan shall use reasonable criteria to determine sufficiency. The criteria 

15 may include but are not limited to: 

16 (a) a ratio of specialty care providers to covered persons; 

17 (b) a ratio of primary care providers to covered persons; 

18 (c) geographic accessibility; 

19 (d) waiting times for appointments with participating providers; 

20 (el hours of operation; or 

21 (fl the volume of technological and specialty services available to serve the needs of covered 

22 persons requiring technologically advanced or specialty care. 

23 (2) Whenever a health carrier has an insufficient number or type of participating providers to 

24 provide a covered benefit, the health carrier shall ensure that the covered person obtains the covered 

25 benefit at no greater cost to the covered person than if the covered benefit were obtained from participating 

26 providers or shall make other arrangements acceptable to the department. 

27 (3) The health carrier shall establish and maintain adequate provider networks to ensure reasonable 

28 proximity of participating providers to the businesses or personal residences of covered persons. In 

29 determining whether a health carrier has complied with this requirement, consideration must be given to 

30 the relative availability of health care providers in the service area under consideration. 
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1 (4) /1. health saFFier shall R'lBRiter, BR aR ElR!!EliR!! sasis, tho asilit•r, sliRisal sa13asity, fiRansial 

2 sa13asility, ans legal a1,1th0rity sf its 13revisors ta f1,1mish all s011oros sonofits ta se\·oros !')orsens. 

3 tetlli A health carrier offering a managed care plan in this state on October 1, 1998, shall file with 

4 the department on October 1, 1998, an access plan complying with subsection m jfil and the rules of the 

5 department. A health carrier offering a managed care plan in this state for the first time after October 1, 

6 1998, shall file with the department an access plan meeting the requirements of subsection m ifil and the 

7 rules of the department before offering the managed care plan. A plan must be filed with the department 

8 in a manner and form complying with the rules of the department. A health carrier shall file any subsequent 

9 material changes in its access plan with the department within 30 days of implementation of the change. 

1 O +el,J.fil A health carrier may request the department to designate parts of its access plan as 

11 proprietary or competitive information, and when designated, that part may not be made public. For the 

1 2 purposes of this section, information is proprietary or competitive if revealing the information would cause 

13 the health carrier's competitors to obtain valuable business information. A health carrier shall make the 

14 access plans, absent proprietary information, available on its business premises and shall provide a copy 

15 of the plan upon request. 

16 µ..j.ifil An access plan for each managed care plan offered in this state must describe or contain 

17 at least the following: 

18 (a) a listing of the names and specialties of the health carrier's participating providers; 

19 (b) the health carrier's procedures for making referrals within and outside its network; 

20 (c) the health carrier's process for monitoring and ensuring on an ongoing basis the sufficiency of 

21 the network to meet the health care needs of populations that enroll in the managed care plan; 

22 (d) the health carrier's efforts to address the needs of covered persons with limited English 

23 proficiency and illiteracy, with diverse cultural and ethnic backgrounds, and with physical and mental 

24 disabilities; 

25 (e) the health carrier's methods for assessing the health care needs of covered persons and their 

26 satisfaction with services; 

27 (fl the health carrier's method of informing covered persons of the plan's services and features, 

28 including but not limited to the plan's grievance procedures, its process for choosing and changing 

29 providers, and its procedures for providing and approving emergency and specialty care; 

30 (g) the health carrier's system for ensuring the coordination and continuity of care for covered 
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1 persons referred to specialty physicians and for covered persons using ancillary services, including social 

2 services and other community resources, and for ensuring appropriate discharge planning; 

3 (h) the health carrier's process for enabling covered persons to change prin:iary care professionals; 

4 (i) the health carrier's proposed plan for providing continuity of care in the event of contract 

5 termination between the health carrier and a participating provider or in the event of the health carrier's 

6 insolvency or other inability to continue operations. The description must explain how covered persons will 

7 be notified of the contract termination 01· the health carrier's insolvency or other cessa"tion of operations 

8 and be transferred to other providers in a timely manner. 

9 (j) any other information required by the department to determine compliance with [sections 13 

1 O through 211 and the rules implementing [sections 13 through 21]. 

11 (7) THE DEPARTMENT SHALL ENSURE TIMELY AND EXPEDITED REVIEW AND APPROVAL OF 

12 THE ACCESS PLAN AND OTHER REQUIREMENTS IN THIS SECTION. 

13 

14 NEW SECTION. Section 14. Provider responsibility for care -- contracts -- prohibited collection 

15 practices. ( 1) A health saFFi8F effaFin9 a FAana9ad saFa plan shall astaelish a rnashanisrn, dessFibed iA detail 

16 in the seAtFast, by whish a partisipatin9 ~1ra 11ider will be netified en an en9ein9 basis ef the se.,erad health 

17 saFe servises foF ,..hish the J;1artisiJ;1atiA9 pra¥ideF is resJ;1ensible, insh,1din9 an•,r lirnitatiens er senditieAs en 

18 these health sare seri,ises. 

19 mm A contract between a h1ialth carrier and a participating provider must set forth a hold 

20 harmless provision specifying protection for covered persons. This requirement is met by including in a 

21 contract a provision substantially the sarne as the following: 

22 "The provider agrees that the provider may not for any reason, including but not limited to 

23 nonpayment by the health carrier or intermediary, insolvency of the health carrier or intermediary, or breach 

24 of this agreement, bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement, or 

25 have any recourse from or against a covered person or a person other than the health carrier or intermediary 

26 acting on behalf of the covered person for services provided pursuant to this agreement. This agreement 

27 does not prohibit the provider from collecting coinsurance, copayments, or deductibles, as specifically 

28 provided in the evidence of coverage, or fees for uncovered services delivered on a fee-for-service basis 

29 to a covered person. This agreement does not prohibit a provider, except a health care professional who 

30 is employed full-time on the staff of a health carrier and who has agreed to provide services exclusively to 
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that health carrier's covered persons and no others, and a covered person from agreeing to continue 

2 services solely at the expense of the covered person if the provider has clearly informed the covered person 

3 that the health carrier may not cover or continue to cover a specific service or services. Except as provided 

4 in this agreement, this agreement does not prohibit the provider from pursuing any legal remedy available 

5 . for obtaining payment for services from the health carrier." 

6 +:»ill A contract between a health carrier and a participating provider must state that if a health 

7 carrier or intermediary becomes insolvent or otherwise ceases operations, covered benefits to covered 

8 persons will continue through the end of the period for which a premium has been paid to the health carrier 

9 on behalf of the covered person, but not to exceed 30 days, or until the covered person's discharge from 

10 an ACUTE CARE inpatient facility, whichever occurs last. Covered benefits to a covered person confined 

11 in an ACUTE CARE inpatient facility on the date of insolvency or other cessation of operations must be 

12 continued by a provider until the confinement in an inpatient facility is no longer medically necessary. 

13 {4-}Ql The contract provisions that satisfy the requirements of subsections (21 ans (3) ( 1) AND (2) 

14 must be construed in favor of the covered person, survive the termination of the contract regardless of the 

15 reason for termination, including the insolvency of the health carrier, and supersede an oral or written 

16 contrary agreement between a participating provider and a covered person or the representative of a 

17 covered person if the contrary agreement is inconsistent with the hold harmless and continuation of covered 

18 benefits provisions required by subsections (2) ans (3) (1) AND (2). 

19 {&}ill A participating provider may not collect or attempt to collect from a covered person money 

20 owed to the provider by the health carrier. 

21 

22 NEW SECTION. Section 15. Selection of providers -- professional credentials standards. ( 11 A 

23 health carrier shall adopt standards for selecting participating providers who are primary care professionals 

24 and for each health care professional specialty within the health carrier's network. The health carrier shall 

25 use the standards to select health care professionals, the health carrier's intermediaries, and any provider 

26. network with which the health carrier contracts. A health carrier may not adopt selection criteria that allow 

2 7 the health carrier to: 

28 (a) avoid high-risk populations by excluding a provider because the provider is located in a 

29 geographic area that contains populations or providers presenting a risk of higher than average claims, 

30 losses, or use of health care services; or 
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1 (bl exclude a provider because the provider treats or specializes in treating populations presenting 

2 a risk of higher than average claims, losses, or use of health care services. 

3 (2) Subsection (1) does not prohibit a health carrier from declining to select a provider who fails 

4 to meet the other legitimate selection criteria of the health carrier adopted in compliance with [sections 13 

5 through 21] and the rules implementing [sections 13 through 21]. 

6 (3) [Sections 13 through 21] do not require a health carrier, its intermediary, or a provider network 

7 with which the health carrier or its intermediary contract to employ specific providers or types of providers 

8 who may meet their selection criteria or to contract with or retain more providers or types of providers than 

9 are necessary to maintain an adequate network. 

1 O (4) A health carrier may use criteria established in accordance with the provisions of this section 

11 to select health care professionals allowed to participate in the health carrier's managed care plan. A health 

12 carrier shall make its selection standards for participating providers available for review by the department 

13 and by each health care professional who is subject to the selection standards. 

14 

15 NEW SECTION. Section 16. Health carriers•· general responsibilities. ( 1) A health carrier offering 

16 a managed care plan shall notify, in writing, prospective participating providers of the participating 

17 providers' responsibilities concerning the health carrier's administrative policies and programs, including but 

18 not limited to payment terms, utilization reviews, the quality assurance program, credentialing, grievance 

19 procedures, data reporting requirements, confidentiality requirements, and applicable federal or state 

20 requirements. 

21 (2) A health carrier may not offer an inducement under a managed care plan to a participating 

22 provider to provide less than medically necessary services to a covered person. 

23 (3) A health carrier may not prohibit a participating provider from discussing a treatment option 

24 with a covered person or from advocating on behalf of a covered person within the utilization review or 

25 grievance processes established by the health carrier or a person contracting with the health carrier. 

26 (4) A health carrier shall require a participating provider to make health records available to 

27 appropriate state and federal authorities, in accordance with the applicable state and federal laws related 

28 to the confidentiality of medical or health records, when the authorities are involved in assessing the quality 

29 of care or investigating a grievance or complaint of a covered person. 

30 (5) A health carrier and participating provider shall provide at least 60 days' written notice to each 
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other before terminating the contract between them without cause. The health carrier shall make a good 

2 faith effort to provide written notice of a termination, within 15 working days of receipt or issuance of a 

3 notice of termination from or to a participating provider, to all covered persons who are patients seen on 

4 a regular basis by the participating provider whose contract is terminating, irrespective of whether the 

5 termination is for cause or without cause. If a contract termination involves a primary care professional, 

6 all covered persons who are patients of that primary care professional must be notified. 

7 (6) A health carrier shall ensure that a participating provider furnishes covered benefits to all 

8 covered persons without regard to the covered person's enrollment in the plan as a private purchaser or 

9 as a participant in a publicly financed program of health care services. This requirement does not apply to 

10 circumstances in which the participating provider should not render services because of the participating 

11 provider's lack of training, experience, or skill or because of a restriction on the participating provider's 

12 license. 

13 (7) A health carrier shall notify the participating providers of their obligation, if any, to collect 

14 applicable coinsurance, copayments, or deductibles from covered persons pursuant to the evidence of 

15 coverage or of the participating providers' obligations, if any, to notify covered persons of the covered 

16 persons' personal financial obligations for noncovered benefits. 

17 (8) A health carrier may not penalize a participating provider because the participating provider, 

18 in good faith, reports to state or federal authorities an act or practice by the health carrier that may 

19 adversely affect patient health or welfare. 

20 (9) A health carrier shall establish a mechanism by which a participating provider may determine 

21 in a timely manner whether or not a person is covered by the health carrier. 

22 ( 10) A health carrier shall establish procedures for resolution of administrative, payment, or other 

23 disputes between the health carrier and participating providers. 

24 ( 11) A contract between a health carrier and a participating provider may not contain definitions 

25 or other provisions that conflict with the definitions or provisions contained in the managed care plan or 

26 [sections 8 through 29). 

27 ( 12) A contract between a health carrier and a participating provider shall set forth all of the 

28 responsibilities and obligations of the provider either in the contract or documents referenced in the 

29 contract. A health carrier shall make its best effort to furnish copies of any reference documents, if 

30 requested by a participating provider, prior to execution of the contract. 
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NEW SECTION. Section 17. Emergency services. ( 1) A health carrier offering a managed care plan 

2 shall provide or pay for emergency services screening and emergency services and may not require prior 

3 authorization for either of those services. If an emergency services screening determines that emergency 

4 services or emergency services of a particular type are unnecessary for a covered person, emergency 

5 services or emergency services of the type determined unnecessary by the screening need not be covered 

6 by the health carrier unless otherwise i;overed under the health benefit plan. However, if screening 

7 determines that emergency services or emergency services of a particular type are necessary, those 

8 services must be covered by the health carrier. A health carrier shall cover emergency services if the health 

9 carrier, acting through a participating provider or other authorized representative, has authorized the 

10 provision of emergency services. 

11 (2) A health carrier shall provide or pay for emergency services obtained from a nonnetwork 

12 provider within the service area of a managed care plan and may not require prior authorization of those 

13 services if use of a participating provider would result in a delay that would worsen the medical condition 

14 of the covered person or if a provision of federal, state, or local law requires the use of a specific provider. 

15 (3) If a participating provider or other authorized representative of a health carrier authorizes 

16 emergency services, the health carrier may not subsequently retract its authorization after the emergency 

17 services have been provided or reduce payment for an item or health care services furnished in reliance on 

18 approval unless the approval was based on a material misrepresentation about the covered person's medical 

19 condition made by the provider of emergency services. 

20 (4) Coverage of emergency services is subject to applicable coinsurance, copayments, and 

21 deductibles. 

22 (5) For postevaluation or poststabilization services required immediately after receipt of emergency 

23 services, a health carrier shall provide access to an authorized representative 24 hours a day, 7 days a 

24 week, to facilitate review. 

25 

26 NEW SECTION. Section 18. Use of intermediaries -- responsibilities of health carriers, 

27 intermediaries, and providers. (1) A health carrier is responsible for complying with applicable provisions 

28 of [sections 8 through 29). and contracting with an intermediary for all or some of the services for which 

29 a health carrier is responsible does not relieve the health carrier of responsibility for compliance. 

30 (2) A health carrier may determine whether a subcontracted provider participates in the provider's 
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1 own network or a contracted network for the purpose of providing covered benefits to the health carrier's 

2 covered persons. 

3 (3) A health carrier shall maintain copies of all intermediary health care subcontracts at the health 

4 carrier's principal place of business in this state or ensure that the health carrier has access to all 

5 intermediary subcontracts, including the right to make copies of the contracts, upon 20 days' prior written 

6 notice from the health carrier. 

7 (4) If required in a contract or otherwise by a health carrier, an intermediary shall transmit utilization 

B documentation and claims-paid documentation to the health carrier. The health carrier shall monitor the 

9 timeliness and appropriateness of payments made to providers and health care services received by covered 

10 persons. This duty may not be delegated to an intermediary by a health carrier. 

11 (5) If required in a contract or _otherwise by a health carrier, an intermediary shall maintain the 

12 books, records, financial information, and documentation of services provided to covered persons at its 

13 principal place of business in the state and preserve them for 5 years in a manner that facilitates regulatory 

14 review. 

15 (6) An intermediary shall allow the COMMISSIONER AND THE department access to the 

16 intermediary's books, records, claim information, billing information, and other documentation of services 

17 provided to covered persons that are required by any of those entities to determine compliance with 

18 [sections 13 through 21) and the rules implementing [sections 13 through 21 ]. 

19 (7) A health carrier may, in the event of the intermediary's insolvency, require the assignment to 

20 the health carrier of the provisions of a participating provider's contract addressing the participating 

21 provider's obligation to furnish covered benefits. 

22 

23 NEW SECTION. Section 19. Contract filing requirements -- material changes -- state access to 

24 contracts. ( 1) On October 1, 1998, a health carrier offering a managed care plan shall file with the 

25 department sample contract forms proposed for use with its participating providers and intermediaries. 

26 12) A health carrier shall file with the department a material change to a contract. The change must 

27 be filed with the department at least 60 days before use of the proposed change. A change in a 

28 participating provider payment rate, coinsurance, copayment, or deductible or other plan benefit is not 

29 considered a material change for the purpose of this subsection. 

30 (3) A health carrier shall maintain participating provider and intermediary contracts at its principal 
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place of business in this state, or the health carrier must have access to all contracts and provide copies 

2 to the department upon 20 days' prior written notice from the department. 

3 

4 NEW SECTION. Section 20. General contracting requirements. (1) The execution of a contract 

5 for health care services with an intermediary by a health carrier does not relieve the health carrier of its duty 

6 to provide health care services to a person with whom the health carrier has contracted and does not 

7 relieve the health carrier of its responsibility for compliance with [sections 8 through 29) or the rules 

8 implementing [sections 8 through 29). 

9 (2) All contracts by a health carrier for the provision of health care services by a managed care plan 

1 O must be in writing and are subject tci review by the department and the commissioner. 

11 

12 NEW SECTION. Section 21. Contract compliance dates. (1) A contract between a health carrier 

1 3 and a participating provider or intermediary in effect on October 1, 1997, must comply with [sections 13 

14 through 21] and the rules implementing [sections 13 through 21] by April 1, 1999. The department may 

15 extend the April 1 date for an additional period of up to 6 months if the health carrier demonstrates good 

16 cause for an extension. 

17 (2) A contract between a health carrier and a participating provider or intermediary issued or put 

18 into effect on or after April 1, 1998, must comply with [sections 13 through 211 and the rules implementing 

19 [sections 13 through 21] on the day that it is issued or put into effect. 

20 (3) A contract between a health carrier and a participating provider or intermediary not described 

21 in subsection (1) or (2) must comply with [sections 13 through 21] and the rules implementing [sections 

22 13 through 21 J by April 1, 1999. 

23 

24 NEW SECTION. Section 22. Department rules. The department shall adopt rules to implement 

25 [sections 13 through 21 ). 

26 

27 NEW SECTION. Section 23. Quality assurance •· national accreditation. (1) A health carrier 

28 whose managed care plan has been accredited by a nationally recognized accrediting organization shall 

29 annually provide a copy of the accreditation and the accrediting standards used by the accrediting 

30 organization to the department. 
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1 (2) If the department finds that the standards of a nationally recognized accrediting organization 

2 meet or exceed state standards and that the heaith carrier has been accredited by the nationally re cog n1zed 

3 accrediting organization, the department shall approve the quality assurance standards of the health carrier. 

4 (3) The department shall maintain a list of accrediting organizations whose standards have been 

5 determined by the department to meet or exceed state quality assurance standards. 

6 (4) [Section 24) does not apply to a health carrier's managed care plan if the health carrier 

7 maintains current accreditation by a nationally recognized accrediting organization whose standards meet 

8 or exceed state quality assurance standards adopted pursuant to [sections 23 through 27]. 

9 (5) This section does not prevent the department from monitoring a health carrier's compliance 

1 O with [sections 23 through 27). 

11 

12 NEW SECTION. Section 24. Standards for health carrier quality assessment programs. A health 

13 carrier that issues a closed plan or a combination plan shall adopt and use infrastructure and disclosure 

14 systems sufficient to accurately measure the quality of health care services provided to covered persons 

15 on a regular basis and appropriate to the types of plans offered by the health carrier. To comply with this 

16 requirement, a health carrier shall: 

17 ( 1) establish and use a system designed to assess the quality of health care provided to covered 

18 persons and appropriate to the types of plans offered by the health carrier. The system must include 

19 systematic collection, analysis, and reporting of relevant data. 

20 (2) communicate in a timely fashion its findings concerning the quality of health care to regulatory 

21 agencies, providers, and consumers as provided in [section 26]; 

22 (3) report to the appropriate professional or occupational licensing board provided in Title 37 any 

23 persistent pattern of problematic care provided by a participating provider that is sufficient to cause the 

24 health carrier to terminate or suspend a contractual arrangement with the participating provider; and 

25 (4) file a written description of the quality assessment program and any subsequent material 

26 changes with the department in a format that must be prescribed by rules of the department. The 

27 description must include a signed certification by a corporate officer of the health carrier that the health 

28 carrier's quality assessment program meets the requirements of [sections 23 through 27]. 

29 

30 NEW SECTION. Section 25. Standards for health carrier quality improvement programs. A health 
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carrier that issues a closed plan or a combination plan shall, in addition to complying with [section 241, 

2 adopt and use systems and methods necessary to improve the quality of health care provided in the health 

3 carrier's managed care plan as indicated by the health carrier's quality assessment program and as required 

4 by this section. To comply with this requirement, a health carrier subject to this section shall: 

5 ( 11 establish an internal system Gapable of identifying opportunities to improve care; 

6 (21 use the findings generated by the system required by subsection 111 to work on a continuing 

7 basis with participating providers and other staff within the closed plan or closed component to improve 

8 the health care delivered to covered persons; 

9 (31 adopt and use a program for measuring, assessing and improving the outcomes of health care 

1 O as identified in the health carrier's quality improvement program plan. This quality improvement program 

11 plan must be filed with the department by October 1, 2000, and must be consistent with [sections 23 

12 through 27}. A health carrier shall file any subsequent material changes to its quality improvement program 

13 plan within 30 days of implementation of the change. The quality improvement program plan must: 

14 (a) implement improvement strategies in response to quality assessment findings that indicate 

1 5 improvement is needed; and 

16 (b) evaluate, not less than annually, the effectiveness of the strategies implemented pursuant to 

17 subsection (3)(al. 

18 

19 NEW SECTION. Section 26. Reporting and disclosure requirements. (1) A health carrier offering 

20 a closed plan or a combination plan shall document and communicate information, as required in this 

21 section, about its quality assurance program. The health carrier shall: 

22 (al include a summary of its quality assurance program in marketing materials; 

23 (bl include a description of its q1Jality assurance program and a statement of patient rights and 

24 responsibilities with respect to that program in the certificate of coverage or handbook provided to newly 

25 enrolled covered persons; and 

26 (cl make available annually to providers and covered persons a report containing findings from its 

27 quality assurance program and information about its progress in meeting internal goals and external 

28 standards, when available. 

29 (2) A health carrier shall certify to the department annually that its quality assurance program· and 

30 the materials provided to providers and consumers in accordance with subsection ( 1 l meet the requirements 
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of [sections 23 through 271. 

2 (3) A health carrier shall make available, upon request and payment of a reasonable fee, the 

3 materials certified pursuant to subsection 12), except for the materials subject to the confidentiality 

4 requirements of [section 27] and materials that are proprietary to the managed care plan. A health carrier 

5 shall retain all certified materials for at least 3 years from the date that the material was certified or until 

6 the material has been examined as part of a market conduct examination, whichever is later. 

7 

8 NEW SECTION. Section 27. Confidentiality of health care and quality assurance records --

9 disclosure. (1) Except as provided in subsection (2), the following information held by a health carrier 

10 offering a closed plan or a combination plan is confidential and may not be disclosed by the carrier to a 

11 person: 

12 (al information pertaining to the diagnosis, treatment, or health of a covered person, regardless of 

13 whether the information is in the form of paper, is preserved on microfilm, or is stored in 

14 computer-retrievable form; 

15 (b) information considered by a quality assurance program and the records of its actions, including 

16 testimony of a member of a quality committee, of an officer, director, or other member of a health carrier 

17 or its staff engaged in assisting the quality committee or engaged in the health carrier's quality assessment, 

18 quality improvement, or quality assurance activities, or of any person assisting or furnishing information 

19 to the quality committee. 

20 (2) The information specified in subsection (1) may be disclosed: 

21 (a) as allowed by Title 33, chapter 19; 

22 (b) as required in proceedings before the commissioner, a professional or occupational licensing 

23 board provided in Title 37, or the department pursuant to Title 50, chapter 5, part 2; 

24 (cl in an appeal, if an appeal is permitted, from a quality committee's findings or recommendations; 

25 or 

26 (d) as otherwise required by law or court order, including a judicial or administrative subpoena. 

27 (3) Information specified in subsection (1) identifying: 

28 (a) the provider may also be disclosed upon a written, dated, and signed approval of the provider 

29 if the information does not identify the covered person; 

30 (b) the covered person may also be disclosed upon a written, dated, and signed approval of the 
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covered person or of the parent or guardian of a covered person if the covered person is a minor and if the 

2 information does not identify the provider; 

3 (c) neither the provider nor the covered person may also be disclosed upon request for use for 

4 statistical purposes only. 

5 

6 NEW SECTION. Section 28. Enforcement. ( 1) If the department IOR Tl=II! 1!10.'\RQJ determines that 

7 a health carrier has not complied with [sections 8 through 29] or the rules implementing [sections 8 through 

8 29], the department fQR Tl-I I! 1!10/\RQJ may recommend corrective action to the health carrier. 

9 (2) ~AT THE RECOMMENDATION OF THE DEPARTMENT !OR Tl-II! 1!10.'\RQJ THE commissioner 

10 may take an enforcement action provided in subsection (3) if: 

11 {a) a health carrier fails to implement corrective action recommended by the department [OR TM!! 

12 80.'\RQJ; 

1 3 (bl corrective action taken by a health carrier does not result in bringing a health carrier into 

14 compliance with [sections 8 through 29] and the rules implementing [sections 8 through 29] within a 

1 5 reasonable period of time; 

16 (c) the department [OR TMI! 80/\l;iQ] demonstrates to the commissioner that a health carrier does 

17 not comply with [sections 8 through 29] or the rules implementing [sections 8 through 29]; or 

18 (d) the commissioner determines that a health carrier has violated or is violating [sections 8 through 

19 29) or the rules implementing [sections 8 through 29). 

20 (3) The commissioner may take any of the following enforcement actions to require a health carrier 

21 to comply with [sections 8 through 29] or the rules implementing [sections 8 through 29): 

22 (al suspend or revoke the health carrier's certificate of authority or deny the health carrier's 

2 3 application for a certificate of authority; or 

24 (b) use any of the commissioner's other enforcement powers provided in Title 33, chapter 1, part 

25 3. 

26 

27 NEW SECTION. Section 29. Jurisdiction over contract actions. The district courts have jurisdiction 

28 over actions for the enforcement of contracts authorized or regulated by [sections 8 through 29). 

29 

30 Nl!W SliiCTIOM. &&CTION 30. D&FINITION&. AS YSl!Q IM ISiCTIO~IS 8 TMROYGI-I :!Q). TMI! 
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FObbOWl~IG DEFl~IITIO~IS /I f1f1bY: 

2 (1 l "BOARD" MEA~IS Tl=IE BOARD OF Ni;TWORK ADEQUACY AND QUAblTY ASSURA~JCE 

3 f1ROVIDED FOR l~J [SECTIO~J 31]. 

4 (2) "CbOSED flb'\W P41!11 ~IS I\ MA~JA,;;laD CARia flbA~J THAT RlaQUIRlaS COVERED PERSO~JS TO 

5 USla O~JbY f1ARTICIPATl~IG PROVIDERS U~IDl!R Tl-II! Tl!RMS OF THIS M.'\NAi;;ED CARE PbAN. 

6 (3) "COMBl~IATION PbAN" Ml!ANS A~I OPlaN PbA~I \/VITI-I /I CbOSl!D COMPO~IE~JT. 

7 (41 "COVERED 8eNlaj;Ha" Mla.'\~Ja THOSE HEAbTH CARE SERVICl!a TO 1NHICH A COVERED 

8 PERSO~J IS l!~JTITblaD UNDER Tl-IE H:RMS OF A HEAbTi-1 8e~JEFIT Pbll ~J. 

9 (6) "COVERED Pl!RSON" MlaP.Na II f10LICYMOLDER, aUBSCRIBl!R, OR l!~JRObbl!la OR OTl-ll!R 

10 INDIVIDUAL PARTIClf1/ITl~JG l~J A HE,t\bTH BE~IEFIT Pb/1.~I. 

11 (el "DlaPARTMEMT" Ml!II ~JS Hie DEflt\RTMENT OF PUBblC HEAbTi-1 o ~ID MUM/I ~J SERVICES 

12 ESTA8blSMEQ l~I 2 16 2201. 

13 (7) "EMl!Ri;;ENCY MEQICAb co~mlTIOW Ml!AMS ,I\ CONDITIO~I MANIFESTl~JG ITSEbF BY 

14 SYP4PTOMS OF aUFFICIENT al!"l!RITY, INCLUDING SEVl!RI! P/\l~J. Ti-1.0.T TME ,0.8SENCE OF IMMEQJ,A,T!; 

15 MEDICAb ,O,TTENTIO~J COUbD REASONABLY 81! EXf1ECTED TO RESUbT IN ANY Of TME FObbO'.OJl~J<;;: 

16 (Al THE COVl!Rl!Q PERSON'S HEAbTH WOUbD Bl! l~J SERIOUS JEOPARDY: 

17 (Bl THE COVERED PERSON'S BODILY fU~JCTIONS \A/OUbD BE SERIO'JSbY IMPAIRED: OR 

18 (Cl A 80DlbY OR<;;A~J OR PART WOUbD 81! SERIOUSLY QAMA<;;ED. 

19 (Bl "EMER<;;E~JCY Sl!RIIICES" Ml!ANS MEALTM CARE ITl!MS /I.NO SERVICES FURNISMED OR 

20 Rl!GUIRl!Q TO EVALUATI! AND TRl!AT A~I l!Ml!R<;;l!~JCY MEDICAL CO~IDITIO~I. 

21 (Ql "FACILITY" MEANS '\N INSTITUTION PROVIDl~J<;; HE/\LTH CO.RE SERVICES OR A HEAbTH 

22 CORE Sl!TTING, l~ICLUDl~IG !;!UT ~JOT blP4ITEQ TO o. HOSPITAL Ml!DICOL OSSISTONCE F'\ClblTY. AS 

23 DEFl~JED 1~1 60 6 101, OR OTMl!R blCENSEQ INPATIENT CENTl!R, o.~J AMBUbATORY SURGICAL OR 

24 TREATMENT CE~ITER, A SKILLl!D ~IYRSl~I<;; CENTER, A RESIDl!NTI.O b TRlaATMENT CENTER. A 

25 DIA<;;~JOSTIC, LABORATORY, OR IM'\<;;l~J<;; CE~IH!R, OR A REH,'\BlblTATION OR OTI-IER H-lER.'\PEUTIC 

26 HEAbTM SETTIN<;;. 

27 (101 "I-IE'\bTH 8E~JEFIT Pb/1,W MEA~IS '\ POLICY, CONTR,'\CT, CERTIFICATE, GR AGREEME~JT 

28 E~ITEREQ l~ITO, OFFEREQ, OR ISSUED BY A HEALTH CARRIER TO PROVIQE. DELIVER, ARRA~l<;;E FOR. 

29 PAY FOR, OR REIMl!IURSE ANY OF TM!! COSTS OF HEALTH CARE SERVICl!S. 

30 (111 "Ml!AbTM CORI! 12ROFESSIONAb" P41!11~1S ,o PHYSICIA~J OR OTHER Hl!c\bTM CORE 
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PR/\GTITIONER LIGENSEC, /\GCRECITED, OR GERTIFIEC PURSIJA,NT TO nu~ bAWS OF nus ST/ITii TO 

2 PiiRf'ORM SPl!GIFll!C 1-11!/t,bTI-I GARI! Sl!RVICES CONSISTENT WITM STATii b/\W. 

3 (12) "MEAbTi-1 CARii PRGVICiiR" OR "PROVICiiR" P41!MIS A l-liiAbTM CARI! PROFiiSSIOf>IAb OR 

4 /\ FAClblTY. 

5 (13) "MiiAbTi-1 C.1\RI! Sl!RVIGiiS" MEAf>IS SERVICES FOR THii Cl/1,Gf>IOSIS PRiil/iiNTIOf>I 

6 TRii/\TMiiNT. CURE OR RELlliF OF/\ HEAbTl=t COf>mlTIOf>L lbbNiiSS, lf>IJURY, OR CISii/\SE. 

7 (14) "MiiAbTM CA,RRliiR" MiiA f>IS /t N l!f>ITITY SUBJECT TO Tl-IE lf>ISURANCii bAV\IS Af>m RUbiiS 

8 OF TI-IIS STATE TMAT CONTRACTS, OFFERS TO COf>ffRACT, OR iif>ffl!RS lf>ffO AN AGRiiEMiiNT TO 

9 PROVICii, Ciibl\tiiR A.RR/1,NGii FOR PAY FOR, OR REIMBURSE ANY OF TMii COSTS OF MiiA.bTi-1 GARI! 

10 Sl!RVIGl!S, INCbUClf>IG A CISABILITY INSURER, HEAbTM MAlf>ITl!!f>IANGii ORGANIZATION, OR MEAbTM 

11 SERVICE CORPORATIOf>I OR Af>IOTl=tiiR iif>ITITY PROVIClf>JG A HEAbTM BENEFIT PbAN. 

12 (1 Ii) "INTERMECIARY" MEANS I\ PERSON AUTMGRIZiiC TO NiiGGTIATI! l!XEGUTE Af>m 8ii A 

13 PARTY TO A CONTRACT 8iiT\11 £Eiif>I A l=liiAbTl=l GARRll!R Af>m A PROVICiiR OR 8iiTWiiEf>I A MiiAbTM 

15 (le) "MAf>IAGEC CARE PLAf>I" MiiAMS A l-lli!ALTM 8iiMl!FIT PLAN THAT elTMER RiiQUIRiiS OR 

16 CREATES INCEf>ITll/iiS, INGblJClf>IG Flf>l/t,f>ICIAL INCEf>ITIVES, FOR A COVeRiiC PERSON TO IJSE 1-iEAbTM 

17 CARE PROVICiiRS MA.f>IAGl!C. OWNED, Uf>mER COf>ITRACT WITl=L OR l!MPbOYEC 8¥ A MEAbHl 

18 CARRIER, l!IIJT f>IOT PRl!FERREC PROVICER ORGANIZATIOf>IS OR OTMER PROVICER f>IETIII/ORKS 

19 OPERATEC lf>I /\ FEE FOR Sl!RVIGe INO!:Mf>JITY Ef>II/IROf>IMEf>IT. 

20 1171 "MEOICAbbY NEGESS/1,RY" MEAf>IS SeRVICES OR SUPPblES TM/\T ft.Re NECESSARY Af>m 

21 APPROPRIATE FOR TMe TReA.TMl!f>IT OF A. COVEReO PERSOWS l!Ml!RGl!f>IGY Ml!OICAb CONOITION GR 

22 FOR Tl-IE PREVENTIVE GARE OF 0. COVEREO PERSON ACCOROlf>IG TO ACCEPTEO STAN0/1,RCS OF' 

23 MEOICAb PRAGTICI!. 

24 (18) "f>lli!TWORK" ME/1,f>IS Tl-IE GROUP OF PARTICIPATING PROVIOERS Ti-1/\T PROVICl!S MEALTM 

25 CARI! SERVICIOS TO A M/t,f>l/1,GEO GARI! PbAN. 

26 (1 Q) "OPef>I PbAN" Ml!/1,NS A MAf>IAGEO CARE Pb/1,f>I OTMER TMAf>I .'I. GLGSEO Pb.«\f>I TMAT 

27 PROVIQES lf>ICl!f>ITIVES, lf>IGbUOING Flf>IAf>JGIAb INCENTIVES. FOR COl'l!Rl!C Pl!RSOf>JS TO USI! 

28 PARTICIPATlf>JG PROVIOl!RS UNOl!R Tl-IE TERMS m;: Tl-II! MAf>JAGEO CARE PLAf>I. 

29 (20) "P,A.RTICIPATING PROVIOER" MEAf>IS A PROVIOER !;All-IQ, Uf>miiR A CONTR/1,CT WITM A 

30 Ml!ALTI-I CARRll!R OR WITM Tl-II! MEALTM CARRIER'S COf>ITRACTOR, 5U8GONTRA,CTOR, OR 
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INTi!RMi!OIARY, H ti C:: AGRH:O TO PROVIOi! HFA bTH CARI! Si!RVICi!S TO COVi!Ri!O Pi!RSONS 1NITH A~J 

2 FYRi!CI!IIIOM OF Ri!Ci!IVl~IG Rt1Y••q1r, OIHFP IYO'>! COl~ISURANCi!, COPAYMi!NTS, OR 

3 OEOUCTIQbi!S, OIRECTbY OR l~JDIRECTbY FROM THI! ~EAbTH C.'\RRIER. 

4 j 21 l "PRIM,11 RY C ti Re PROFESSIO~JAb" ~~i!/1 ~IS ti PARTICIP/\Tl~JG l=fE.'\bTl=f C t\Ri! PROi;ESSIO~JAb 

5 OESIG~IATEO QY THE l=fEAbTl=f CARRli!R TO SUPi!RVISE, COOROl~JATE, OR PROl'IDE INITIAb CI\RE OR 

6 co~m~JUl~JG C.t\RE TO A COVERED PERSON A~JD Wl=fO M,t\Y Qi! REQUIRED BY Tl=fE l=fEAbTl=f C.A.RRlrn 

7 TO INITIATE A REFERRAb FOR SPECIAbTY CARE A~JD TO MAl~IT/\IN SUPER"ISIO~J m= l=fEAbTl=f Ct\RE 

8 SeRVICES REN0Ei;!E0 TO THE COVEREO PERSO~J. 

9 (22) "QUAblTY ASSl!SSMe~JT" MEA~JS Tl=fE MEI\SUREMENTA~JD EVAbUATION OF Tl=fE QU,t\blTY 

10 A~JD OUTCOMi!S OF MEOICAb CARE PROVIOeD TO INDIVIDUAbS, GROUPS, OR POPUbATIO~JS. 

11 (23l "QUAblTY t\SSURA~ICe" MEl'.l.~JS QUAblTY ASSESSMENT /\~JD QUAblTY IMPROVEMENT. 

12 (24) "QUAblTY IMPROVEME~IT" Ml!A~JS A~J Ei;;FoRT TO IMPROVE THE PROCESSES A~JD 

13 OUTCOMES Rl!b.ATl!Q TO Tl-IE PROVISION OF HEAbTI-I CARI! Sl!RVICES WITl-ll~I 11 1-11!1\bTI-I Pbt\~J. 

14 

15 ~Ji!lM SECTIO~L SECTION 31. 8OJI.RD OF NETI~JORK ADl!QUACV JI.ND QUALITY ASSURANCI!. 

16 (1l HIER!! IS A QOARO OF ~IETWORK AOEOUACY A~JD QUAUTY .ASSURI\MCE. Tl=fE QQORQ IS 

17 COMPOSeO OF A MeOIC!lb OIRl!CTOi;!, Tl-le OIReCTOR OF Tl-II! OEPARTME~JT 01- PU8blC I-IEl\bTI-I .A ~JD 

18 MUM.AM SERVICl!S, PRGVIOEO FOR IN 2 1 l'i 22Q1, A~JD THe CGMMISSIG~IER OF INSURANCE, PROVIOEE) 

19 FOR IN 2 1e 1QQ3. 

20 (2) Tl-le MeOICAL OIReCTOR IS APPGINTeQ 8¥ Tl-Iii GOVeR~IOR /\~JO MUST BE blCi!~ISEE) AS 

21 A PI-IYSICIA~I Iii¥ Tl-le STATI! OF MONTA~IA. Tl-Iii MEOICAb OIReCTGR MUST QI!/\ SPECI.AblST l~I 

22 i!ITl-ll!R FAM lb¥ PR 11 CTICI! GR INTl!RN.t\b MeDICINI!. Tl-II! GOVER~JOR M !1¥ REMO"E " Ml!DIC II b 

23 OIRl!CTOR AT .t\~1¥ TIMI! !l~JD t\PPGIMT A NEl/11 Ml!OICAb OIRl!CTOR TO Tl-II! POSITIO~L 

24 (3) Tl-le Ge~leRAL POWeRS .t\~JD E)lJTli!S OF Tl-li! BOARD ARI! PROHIE)i!E) l~I [SECTION 32]. 

25 (4l Tl-le 80ARE) IS ,t\TT,!ICl=feO FOR AOMINISTRATIVE PURPOSl!S TO Tl-IE E)i!P/1 RTMe~JT 

26 PURSUANT TO 2 1 l'i 121, 

27 

28 ~Jl!W Sl!CTIG~J. SliCTION 32, 8OJI.RD GENliRJl.l POIJJliRS JI.ND DUTIES. Tl-lie 80 ORD Sl=f.<\bb: 

29 (1l Pl!RIOOICAblY Rl!llll;w Tl-lie ST.AT!! NETWORK AOl!QUACY ANO QUALITY ASSURA~ICI! 

30 STANQ!IRQS PROVIQEQ IN [SeCTIONS 8 TI-IROI...IGI-I 2QJ (l~IQ Tl=IE RUbES IMPbeMHJTING ISeCTIONS 8 
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Tl-tROUGl-t 2Qj; 

2 (2) ReCOMMe~m CORReCTIVe I\CTIO~I ~leCeSSARY FOR Tl-le 1-tE!AbTM CARRIER TO ACMleVE! 

3 COMPLIANCE \AflTl-t ST,ATe Nl!TV>/ORK AOeQUACY A~ic QU,AiblTY ASSUR,AiNCli STANC4RCS; ,ANC 

4 F~) ReCOMMeNO ACTION TO TME! COMMISSIO~leR AGAl~IST A, l=tl!A,bTI-I CARRleR Wl-tOSe 

5 MAW\GeO C/\Re PbAN COl!S ~IOT COMPbY WITM STANCARCS li'OR ~ll!H\!ORK AOl!QUACY A.~m 

6 QUAblTY 4881 IR.A.~ICI! OOOPTeC BY HH: BO.A.RC. 

7 

8 NEW SECTION. Section 30. Codification instruction. (1) [Section 7) is intended to be codified as 

9 an integral part of Title 33, chapter 31, and the provisions of Title 33, chapter 31, apply to [section 7). 

1 O (2) [Sections 8 through ~ J.~I are intended to be codified as an integral part of Title 33, and 

11 the provisions of Title 33 apply to [sections 8 through ~ 29). 

12 

13 NEW SECTION. Section 31. Severability. If a part of [this act) is invalid, all valid parts that are 

14 severable from the invalid part remain in effect. If a part of [this act) is invalid in one or more of its 

15 applications, the part remains in effect in all valid applications that are severable from the invalid 

16 applications. 

17 

18 NEW SECTION. Section 32. Applicability. [This act) applies to a health carrier as defined in 

19 [section 1 OJ who offers a managed care plan as defined in [section 1 OJ on or after [the effective date of 

20 this section). 

21 

22 NEW SECTION. Section 33. Effective dates. (1) Except as provided in subsections (2) and (3), 

23 [this act) is effective January 1, 1998. 

24 (2) [Sections 22 aRa 60 threll@h d:1 1 da TI-IROUQM 3IiL .!\~IC 37 AND 30 THROUGH 32 and this 

25 section) are effective on passage and approval. 

26 (3) [Sections 23 through 26) are effective October 1, 1999. 

27 (4) [SeCTIO~IS aO TMROUGM 321 AMC Tl-II! bANGUA.Ge IN 8RACKl!TS IN [Sl!CTIO~IS Q, 12 • .A~IO 

28 281 ARI! l!li'FeCTIVe .IUbY 1 • 2001 • 

29 

30 Ni!W Si!CTION, 81iiCTl0N :n. TliiRMINATION ISl!CTIO~I 1 OJ Ti!RMl~I.O,Tl!S JUN!! 30, 2001. 

-END-
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SENATE BILL NO. 365 

2 INTRODUCED BY BENEDICT, HARGROVE, GRIMES, HARP, MERCER, AKLESTAD, AHNER, GROSFIELD, 

3 MASOLO, BAER, M. TAYLOR, MILLS, ROSE, MAHLUM, MOOD, SPRAGUE, JABS, ESTRADA, 

4 DEPRATU, FOSTER, MCNUTT, KEATING, JENKINS, CRISMORE, GLASER, HERTEL, BURNETT, 

5 THOMAS, SMITH, CRIPPEN, COLE, BOHLINGER, PECK, DENNY, OHS, GRINDE, BOOKOUT-REINICKE. 

6 BARNETT, MARSHALL 

7 

8 A BILL FOR AN ACT ENTITLED: "AN ACT PROVIDING FOR THE REGULATION OF HEAL TH INSURANCE 

9 CARRIERS WHO OFFER MANAGED CARE PLANS; PROVIDING FOR STATE NETWORK ADEQUACY AND 

10 QUALITY ASSURANCE STANDARDS AND A MEANS FOR ENFORCING THE STANDARDS; REGULATING 

11 CONTRACTS RELATING TO MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 

12 REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEALTH CARE INFORMATION; PROVIDING 

13 DEFINITIONS; APPL YING PREMIUM INCREASE RESTRICTIONS TO HEAL TH MAINTENANCE 

14 ORGANIZATIONS; REQUIRING HEALTH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL 

15 STATEMENTS; REQUIRING PROTECTION AGAINST INSOLVENCY BY HEAL TH MAINTENANCE 

16 ORGANIZATIONS; CRl!ATING A 80 A.RO oi; Nli!TWORK 1'>,0l!QU,!\CY A~m QUAb/TY ASSURANCE 

17 J;;i;i;J;;CT/VI! Jl..lbY 11 2001 i PROV/0/~IG /;OR POWl!RS ANO DUTll!S oi; TMI! 801'> RD; AMENDING 

18 SECTIONS 33-22-1 703, 33-22-1707, 33-31-102, 33-31-111, 33-31-211, AND 33-31-216, MCA; AND 

19 PROVIDING EFFECTIVE DATESrANQ AND AN APPLICABILITY DATE, ANO A TeRMl~IATIO~I D.I\TI!." 

20 

21 STATEMENT OF INTENT 

22 A statement of intent is required for this bill because [sections 12, 13, and 22) require rules to be 

23 adopted by the department of public health and human services. 

24 The rules adopted by the department must establish state network adequacy and quality assurance 

25 standards for managed care plans that amplify [sections 8 through 29] and must provide greater detail 

26 regarding specific means by which a health carrier meets the requirements of [sections 8 through 29]. 

27 A managed care plan accredited by a nationally recognized organization is not required to meet 

28 some of the provisions of [sections 8 through 291, but the legislature acknowledges that small managed 

29 care plans may not be capable of meeting all of the accreditation requirements of national accrediting 

30 organizations. 
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1 In order to promote uniformity of standards applicable to all managed care plans, state quality 

2 assurance standards for small managed care plans must consist of standards that are at least the SE!Ui~•alent 

3 ef health 13lan eFR13leyer sata ans inferFAatien otansarso. 11 n~' ether otansarss aso13tes FRUGt 98 appropriate 

4 for quality assurance in Montana. 

5 The department I\NO SUQSi!QYi!MTbY Tl-le QOARO OF Ni!TWORK AOi!QU 11 CY AMO QUALITY 

6 6 SSUR.O.MCi! may refer reports of noncompliance by a health carrier to the commissioner for corrective 

7 action. Under the department's rulemaking authority, the department shall specify network adequacy and 

8 quality assurance review processes. 

9 [Section 19) designates the department of public health and human services as the place for 

1 O insurance carriers to file documents related to managed care provider network adequacy and quality 

11 assurance. The department shall adopt rules establishing procedures for filing these documents and shall 

12 adopt rules specifying processes for amending or withdrawing documents already filed that relate to 

13 network adequacy and quality assuranc:e. 

14 

15 BE IT ENACTED BY THE LEGISLATURE: OF THE STATE OF MONTANA: 

16 

17 Section 1. Section 33-22-1703, MCA, is amended to read: 

18 "33-22-1703. Definitions. As used in this part, the following definitions apply: 

19 ( 1) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

20 severity. including severe pain, that the absence of immediate medical attention could reasonably be 

21 expected to result in any of the followi119.i 

22 (a) the covered person's health would be in serious jeopardy: 

23 (b) the covered person's bodily functions would be seriously impaired; or 

24 (c) a bodily organ or part would be seriously damaged. 

25 ill "Emergency services" means ser¥ioes 13re•,·ises after suHering an assisental 9esil~' injury er the 

26 sussen enset ef a FResisal sensition FAanifesting itself b•,' acute &'fmpterns ef 01:1Hisient se•10rity (inelusing 

27 oe¥ere pain) that "oitheut irnrneeiate FAorlisal auentien the su9ssri9er er insured seuls reasena9ly ex13est 

28 ~ 

29 (al the su9seri9er' s er insured' s health weuls 98 in serieus jee13arsy; 

30 (B} tRe s1c1Bsoriber's er iR&urod's ~odil~1 1unstiens "'81dlE1 Ba serieus,~, iFR,aaireel; er 
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(ol a easily argaA er 13art w01:1ls se seri01:1sly saFRages, health care items or services furnished or 

2 required to evaluate and treat an emergency medical condition. 

3 RtQ.l "Health benefit plan" means the health insurance policy or subscriber arrangement between 

4 the insured or subscriber and the health care insurer that defines the covered services and benefit levels 

5 available. 

6 ~ill "Health care insurer" means: 

7 (a) an insurer that provides disability insurance as defined in 33-1-207; 

8 (b) a health service corporation as defined in 33-30-101; 

9 (c) a /:iealth FRaiRtBRBRGB 0F!JaRizatioR as ElefiReel iR 33 31 102; 

1 O AA a fraternal benefit society as described in 33-7-105; or 

11 M.[Ql any other entity regulated by the commissioner that provides health coverage except a health 

12 maintenance organization. 

13 ,!4+ifil "Health care services" means health care services or products rendered or sold by a provider 

14 within the scope of the provider's license or legal authorization or services provided under Title 33, chapter 

15 22,part7. 

16 ~ifil "Insured" means an individual entitled to reimbursement for expenses of health care services 

17 under a policy or subscriber contract issued or administered by an insurer. 

18 fetlli "Preferred provider" means a provider or group of providers who have contracted to provide 

1 9 specified health care services. 

20 t-7+.{fil "Preferred provider agreement" means a contract between or on behalf of a health care 

21 insurer and a preferred provider. 

22 ~J.fil "Provider" means an individual or entity licensed or legally authorized to provide health care 

23 services or services covered within Title 33, chapter 22, part 7. 

24 ~.l!Ql "Subscriber" means a certificate holder or other person on whose behalf the health care 

25 insurer is providing or paying for health care coverage." 

26 

27 Section 2. Section 33-22-1707, MCA, is amended to read: 

28 "33-22-1707. Rules. The commissioner s/:iall proFR1c:1l9ate may adopt rules necessary to implement 

29 the provisions of this part." 

30 
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Section 3. Section 33-31-102, MCA, is amended to read: 

2 "33-31-102. Definitions. As used in this chapter, unless the context requires otherwise, the 

3 following definitions apply: 

4 11) "Basic health care services" means: 

5 (a) consultative, diagnostic, therapeutic, and referral services by a provider; 

6 lb) inpatient hospital and provider care; 

7 (c) outpatient medical services; 

8 (d) medical treatment and referral services; 

9 (e) accident and sickness services by a provider to each newborn infant of an enrollee pursuant 

10 to 33-31-301 (3)(e); 

11 (f) care and treatment of mental illness, alcoholism, and drug addiction; 

12 (g) diagnostic laboratory and diagnostic and therapeutic radiologic services; 

13 (h) preventive health services, including: 

14 (i) immunizations; 

15 (ii) well-child care from birth; 

16 (iii) periodic health evaluations for adults; 

1 7 (iv) voluntary family planning services; 

18 (v) infertility services; and 

19 (vi) children's eye and ear examinations conducted to determine the need for vision and hearing 

20 correction; 

21 (i) minimum mammography examination, as defined in 33-22-132; and 

22 (j) treatment for phenylketonuiria. "Treatment" means licensed professional medical services under 

23 the supervision of a physician and a dietary formula product to achieve and maintain normalized blood levels 

24 of phenylalanine and adequate nutritional status. 

25 (2) "Commissioner" means the commissioner of insurance of the state of Montana. 

26 (3) "Enrollee" means a person: 

27 (a) who enrolls in or contracts with a health maintenance organization; 

28 (bl on whose behalf a contract is made with a health maintenance organization to receive health 

29 care services; or 

30 (c) on whose behalf the health maintenance organization contracts to receive health care services. 
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(4) "Evidence of coverage" means a certificate, agreement, policy, or contract issued to an enrollee 

2 setting forth the coverage to which the enrollee is entitled. 

3 (5) "Health care services" means: 

4 (a) the services included in furnishing medical or dental care to a person; 

5 (b) the services included in hospitalizing a person; 

6 le) the services incident to furnishing medical or dental care or hospitalization; or 

7 (d) the services included in furnishing to a person other services for the purpose of preventing, 

8 alleviating, curing, or healing illness, injury, or physical disability. 

9 (6) "Health care services agreement" means an agreement for health care services between a 

1 O health maintenance organization and an enrollee. 

11 (7) "Health maintenance organization" means a person who provides or arranges for basic health 

12 care services to enrollees on a prepaid er e~her ~iAaAsial basis, either directly through provider employees 

13 or through contractual or other arrangements with a provider or a group of providers. This subsection does 

14 not limit methods of provider payments made by health maintenance organizations. TI-IIS TERM APPbll!S 

15 TO PJ;l011 IDEJ;l SPONSORED ORGANl:ZATIO~IS TI-IJ'T DIRECTbY ,6,l!.SblMI! RISK OR PROVIDE SeRVICES 

16 DIRl!CTbY TO CblSTOMl!RS TI-IROUG/ol CONTRACTS \AllTI-I liiMPbOYl!RS OJ;! PURCl-l<\SING 

17 COOPl!RATIVl!S. 

18 (8) "Insurance producer" means an individual, partnership, or corporation appointed or authorized 

19 by a health maintenance organization to solicit applications for health care services agreements on its 

20 behalf. 

21 19) "Person" means: 

22 la) an individual; 

23 (b) a group of individuals; 

24 (c) an insurer, as defined in 33-1-201; 

25 (d) a health service corporation, as defined in 33-30· 101; 

26 le) a corporation, partnership, facility, association, or trust; or 

27 (f) an institution of a governmental unit of any state licensed by that state to provide health care, 

28 including but not limited to a physician, hospital, hospital-related facility, or long-term care facility. 

29 (10) "Plan" means a health maintenance organization operated by an insurer or health service 

30 corporation as an integral part of the corporation and not as a subsidiary. 
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1 ( 11) "Provider" means a physician, hospital, hospital-related facility, long-term care facility, dentist, 

2 osteopath, chiropractor, optometrist, podiatrist, psychologist, licensed social worker, registered pharmacist, 

3 or nurse speoialist advanced practice registered nurse as specifically listed in 37-8-202 who treats any 

4 illness or injury within the scope and limitations of Rio the provider's practice or any other person who is 

5 licensed or otherwise authorized in this state to furnish health care services. 

6 (12) "PRO\il[)liR SPO~JSORe[) ORt;;A~IIZATION" Me.A.NS .A~J ORt;;,t\NIZATION OF PMYSIGIAMi, 

7 1-40SPITAbS, AMP OTl=lliR P80Vl[)ERS Tl=IAT ARli ORGA~IIZEP FOR TMii PURPOSE OF SeGtJRl~JG 

8 CO~ITRAGTS \4/ITM PAYiiRS TO PBO\llPli l=lliAbTI-I CARp SliRVICliS, Tl-Iii TliRM l~JCbUOeS A 

9 PMYSICIAN MOSPITAb ORt;;.A.~llZATION, A PI-IYSICIA~! SPQ~JSORER NliT'NOEJK, A Pl=IYSICIA~I t;;ROUP 

10 PRACTIG1i1 A~lbl A MOSPITAb PMYSICIA~I ORt;;ANIZI\TION 

11 ( 12)j 131( 121 "Uncovered expenditures" mean the costs of health care services that are covered by 

1 2 a health maintenance organization and for which an enrollee is liable if the health maintenance organization 

13 becomes insolvent." 

Section 4. Section 33-31-111, MCA, is amended to read: 

14 

15 

16 "33-31-111. Statutory construction and relationship to other laws. (1) Except as otherwise 

17 provided in this chapter, the insuranc1~ or health service corporation laws do not apply to any health 

18 maintenance organization authorized to transact business under this chapter. This provision does not apply 

19 to an insurer or health service corporation licensed and regulated pursuant to the insurance or health service 

20 corporation laws of this state except with respect to its health maintenance organization activities 

21 authorized and regulated pursuant to this chapter. 

22 (2) Solicitation of enrollees by a health maintenance organization granted a certificate of authority 

23 or its representatives R'lay not 98 son1,truea as is not a violation of any law relating to solicitation or 

24 advertising by health professionals. 

25 13) A health maintenance organization authorized under this chapter R'lB'f not 0e sensiaeraEl te 00 

26 is not practicing medicine and is exempt from Title 37, chapter 3, relating to the practice of medicine. 

27 (4) The pro11 isiens ef this This chapter ee does not exempt a health maintenance organization from 

28 the applicable certificate of need requirements under Title 50, chapter 5, parts 1 and 3. 

29 (5) The pro¥isiens ef this This section ee does not exempt a health maintenance organization from 

30 material transaction disclosur!! requirements under 33-3-701 through 33-3-704. A health maintenance 
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organization must be considered an insurer for the purposes of 33-3-701 through 33-3-704. 

2 16) This section does not exempt a health maintenance organization from network adequacy and 

3 quality assurance requirements provided under [sections 8 through 29)." 

4 

Section 5. Section 33-31-211, MCA, is amended to read: 5 

6 "33-31-211. Annual statemoRt statements -- revocation for failure to file -- penalty for false 

7 swearing. ( 1) Unless it is operated by an insurer or a health service corporation as a plan, each authorized 

8 health maintenance organization shall annually on or before March 1 file with the commissioner a full and 

9 true statement of its financial condition, transactions, and affairs as of the preceding December 31. The 

10 statement must be in the general form and content required by the commissioner. The statement must be 

11 verified by the oath of at least two principal officers of the health maintenance organization. The 

12 commissioner may iR i:lis aiseretieR waive any verification under oath. In addition, a health maintenance 

13 organization shall, unless it is operated by an insurer or a health service corporation as a plan, annually file 

14 on or before June 1 an audited financial statement. 

15 (2) At the time of filing it;& the annual statement required by March 1, the health maintenance 

16 organization shall pay the commissioner the fee for filing it;& the statement as prescribed in 33-31-212. The 

17 commissioner may refuse to accept the fee for continuance of the insurer's certificate of authority, as 

18 provided in 33-31-212, or may in his discretion suspend or revoke the certificate of authority of a health 

19 maintenance organization that fails to file an annual statement when due. 

20 (3) The commissioner may, after notice and hearing, impose a fine not to exceed $5,000 ~ for 

21 each violation upon a director, officer, partner, member, insurance producer, or employee of a health 

22 maintenance organization who knowingly subscribes to or concurs in making or publishing an annual 

23 statement required by law that contains a material statement~ that is false. 

24 (4) The commissioner may require~ reports as l=ie seAsiaers considered reasonably necessary 

25 and appropriate to enable~ the commissioner to carry out Ri& duties required of the commissioner under 

26 this chapter, including but not limited to a statement of operations, transactions, and affairs of a health 

27 maintenance organization operated by an insurer or a health service corporation as a plan." 

Section 6. Section 33-31-216, MCA, is amended to read: 

28 

29 

30 "33-31-216. Protection against insolvency. ( 1) Except as provided in subsections (4) through (7). 

- 7 • SB 365 
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each authorized healtl:l maintenance organization shall deposit with the commissioner cash, securities, or 

2 any combination of cash or securities acceptable to the commissioner in the amount set forth in this 

3 section. 

4 (2) The amount of the deposit for a health maintenance organization during the first year of its 

5 operation must sa the gFoatoF of: 

6 {al ii% of its estimated ai!ponditurns faF health saFa soP,•ioos foF its fiFst yoaF of 0!J0Fation; 

7 {s) twioo its estimated aYeFago menthly unooYeFed e11penditwFos feF ito first 'feaF sf sporntien; OF 

8 Isl $1Q0,000 is $200,000. 

9 13) At the beginning of each suc,;eeding year, unless not applicable, the health maintenance 

1 O organization shall deposit with the commissioner cash, securities, or any combination of cash or securities 

11 acceptable to the commissioner, in an amount equal to 4% of its estimated annual uncovered expenditures 

1 2 for that year. 

13 (4) Unless not applicable, a health maintenance organization that is in operation on October 1, 

14 1987, shall make a deposit equal to the greater of: 

15 {a) 1 % of the preceding 12 months' uncovered expenditures; or 

16 (b) $100,000 en the first dav e1f the fissal year seginning e menths 0F n:ieFe afteF Ost0b0F 1, 198 7. 

17 In tho sooend fisoal yeaF, if applioal:Jle,, the an:iawnt sf the additianal dO!JSSit mwst l:Je oeiwal ta 2% sf its 

18 estin:iated annwal wnoa•JoFeel Ol!penditwres. In tt=le tRiFEI fisoal year, if applioable, tl=io additional deposit m1:1st 

19 BB oei1:1al ta 3% of its ostin:iated annwal wnsaYeFed el!penditwFes for tl=iat •teaF. In the fo1:1Ftl=i fisoal •feaF anel 

20 sul:Jsequent years, if ap13lisal:Jle, the aElelitional deposit must BB el!ual to 4% of its estimated annual 

21 uncovered expenditures for each year. l!asJ:1 ','ear's estimate after tt:le first year ef opeFatisn must Feassnal:Jly 

22 reflest the J3Feseeling yeaF's opernting Ell!periense anel eleliveFy aFFan9on:1ents. 

23 (5) The commissioner may in Rio elissretion waive any of the deposit requirements set forth in 

24 subsections ( 1) through (4) whenever l:ie the commissioner is satisfied that: 

25 la) the health maintenance organization has sufficient net worth and an adequate history of 

26 generating net income to ~ ensurE! its financial viability for the next year; 

27 (b) the health maintenance organization's performance and obligations are guaranteed by an 

28 organization with sufficient net worth and an adequate history of generating net income; or 

29 le) the health maintenance organization's assets or its contracts with insurers, health service 

30 corporations, governments, or other organizations are reasonably sufficient to assure the performance of 
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1 its obligations. 

2 161 When a health maintenance organization achieves a net worth not including land, buildings, and 

3 equipment of at least $1 million or achieves a net worth including organization-related land, buildings, and 

4 equipment of at least $5 million the annual deposit requirement under subsection (3) does not apply. The 

5 annual deposit requirement under subsection (3) does not apply to a health maintenance organization if the 

6 total amount of the accumulated deposit is greater than the capital requirement for the formation or 

7 admittance of a disability insurer in this state. If the health maintenance organization has a guaranteeing 

8 organization that has been in operation for at least 5 years and has a net worth not including land, 

9 buildings, and equipment of at least $1 million or that has been in operation for at least 10 years and has 

10 a net worth including organization-related land, buildings, and equipment of at least $5 million, the annual 

11 deposit requirement under subsection (3) does not apply. If the guaranteeing organization is sponsoring 

12 more than one health maintenance organization, however, the net worth requirement is increased by a 

13 multiple equal to the number of~ those health maintenance organizations. This requirement to maintain 

14 a deposit in excess of the deposit required of a disability insurer does not apply during any time that the 

1 5 guaranteeing organization maintains for each health maintenance organization it sponsors a net worth at 

16 least equal to the capital and surplus requirements for a disability insurer. 

17 (7) All income from deposits belongs to the depositing health maintenance organization and must 

18 be paid to it as it becomes available. A health maintenance organization that has made a securities deposit 

19 may withdraw the deposit or any part of it after making a substitute deposit of cash, securities, or any 

20 combination of cash or securities of equal amount and value. A health maintenance organization may not 

21 substitute securities without prior approval by the commissioner. 

22 (8) In any year in which an annual deposit is not required of a health maintenance organization, 

23 at the health maintenance organization's request, the commissioner shall reduce the previously accumulated 

24 deposit by $100,000 for each $250,000 of net worth in excess of the amount that allows the health 

25 maintenance organization to be exempt from the annual deposit requirement. If the amount of net worth 

26 no longer supports a reduction of its required deposit, the health maintenance organization shall immediately 

27 redeposit $100,000 for each $250,000 of reduction in net worth, exeei:it tl=lat its. However, the health 

28 maintenance organization's total deposit may not be required to exceed the maximum required under this 

29 section. 

30 (9) Unless it is operated by an insurer or a health service corporation as a plan, each health 
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maintenance organization sl=lal+ must have a minimum capital of at least $200,000 in addition to any deposit 

2 requirements under this section. The capital account must be in excess of any accrued liabilities and be in 

3 the form of cash, securities, or any combination of cash or securities acceptable to the commissioner. 

4 110) Each health maintenance organization shall demonstrate that if it becomes insolvent: 

5 la) enrollees hospitalized on the date of insolvency will be covered until discharged; and 

6 lb) enrollees will be entitled to similar alternate insurance coverage that does not contain any 

7 medical underwriting or preexisting limitation requirements." 

B 

9 NEW SECTION. Section 7. Premium increase restriction·· exception. (1) A health maintenance 

10 organization may not increase a premium for an individual's or an individual's group health care services 

11 agreement more frequently than once during a 12-month period unless failure to increase the premium more 

12 frequently than once during the 12-month period would: 

13 la) place the health maintenance organization in violation of the laws of this state; or 

14 (b) cause the financial impairmIrnt of the health maintenance organization to the extent that further 

1 5 transaction of insurance by the health maintenance organization would injure or be hazardous to its 

16 enrollees or to the public. 

17 (21 Subsection ( 1) does not apply to a premium increase necessitated by a state or federal law, by 

1 B a court decision, by a state rule, or by a federal regulation. 

19 

20 NEW SECTION. Section 8. Short title. [Sections 8 through 29) may be cited as the "Managed Care 

21 Plan Network Adequacy and Quality Assurance Act". 

22 

23 NEW SECTION. Section 9. Purpose. The purpose and intent of [sections 8 through 291 are to: 

24 I 1) establish standards for the creation and maintenance of networks by health carriers offering 

25 managed care plans and to ensure the adequacy, accessibility, and quality of health care services offered 

26 under a managed care plan by establishing requirements for written agreements between health carriers 

2 7 offering managed care plans and participating providers regarding the standards, terms, and provisions 

28 under which the participating provider will provide services to covered persons; 

29 12) provide for the implementation of state network adequacy and quality assurance standards in 

30 administrative rules, provide for monitoring compliance with those standards, and provide a mechanism for 
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detecting and reporting violations of those standards to the commissioner; 

(3) establish minimum criteria for the quality assessment activities of a health carrier issuing a 

closed plan or a combination plan and to require that minimum state quality assessment criteria be adopted 

by rule; 

(4) enable health carriers to evaluate, maintain, and improve the quality of health care services 

provided to covered persons; and 

(5) provide a streamlined and simplified process by which managed care network adequacy and 

quality assurance programs may be monitored for compliance THROUGH COORDINATED EFFORTS OF THE 

COMMISSIONER AND THE DEPARTMENT [/\~W TI-H! 804 ROJ. It is not the purpose or intent of [sections 

8 through 291 to apply quality assurance standards applicable to medicaid or medicare to managed care 

plans regulated pursuant to [sections 8 through 29] or to create or require the creation of quality assurance 

programs that are as comprehensive as quality assurance programs applicable to medicaid or medicare. 

NEW SECTION, Section 10. Definitions. As used in [sections 8 through 291, the following 

1 5 definitions apply: 

16 (1) "Closed plan" means a managed care plan that requires covered persons to use only 

17 participating providers under the terms of the managed care plan. 

18 (2) "Combination plan" means an open plan with a closed component. 

19 (3) "Covered benefits" means those health care services to which a covered person is entitled 

20 under the terms of a health benefit plan. 

21 (4) "Covered person" means a policyholder, subscriber, or enrollee or other individual participating 

22 in a health benefit plan. 

23 (5) "Department" means the department of public health and human services established in 

24 2-15-2201. 

25 (6) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

26 severity, including severe pain, that the absence of immediate medical attention could reasonably be 

27 expected to result in any of the following: 

28 (a) the covered person's health would be in serious jeopardy; 

29 (b) the covered person's bodily functions would be seriously impaired; or 

30 (cl a bodily organ or part would be seriously damaged. 
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(7) "Emergency services" means health care items and services furnished or required to evaluate 

2 and treat an emergency medical condition. 

3 18) "Facility" means an institution providing health care services or a health care setting, including 

4 but not limited to a hospital, medical assistance facility, as defined in 50-5-101, or other licensed inpatient 

5 center, an ambulatory surgical or treatment center, a skilled nursing center, a residential treatment center, 

6 a diagnostic, laboratory, or imaging center, or a rehabilitation or other therapeutic health setting. 

7 (9) "Health benefit plan" means a policy, contract, certificate, or agreement entered into, offered, 

8 or issued by a health carrier to provide, deliver, arrange for, pay for, or reimburse any of the costs of health 

9 care services. 

10 ( 1 O) "Health care professional" means a physician or other health care practitioner licensed, 

11 accredited, or certified pursuant to the laws of this state to perform specified health care services 

12 consistent with state law. 

13 (11) "Health care provider" or "provider" means a health care professional or a facility. 

14 I 12) "Health care services" means services for the diagnosis, prevention, treatment, cure, or relief 

15 of a health condition, illness, injury, or disease. 

16 113) "Health carrier" means an entity subject to the insurance laws and rules of this state that 

17 contracts, offers to contract, or enters into an agreement to provide, deliver, arrange for, pay for, or 

18 reimburse any of the costs of health care services, including a disability insurer, health maintenance 

19 organization, or health service corporation or another entity providing a health benefit plan. 

20 114) "Intermediary" means a person authorized to negotiate, execute, and be a party to a contract 

21 between a health carrier and a provide1' or between a health carrier and a network. 

22 (15) "Managed care plan" means a health benefit plan that either requires or creates incentives, 

23 including financial incentives, for a covered person to use health care providers managed, owned, under 

24 contract with, or employed by a health carrier, but not preferred provider organizations or other provider 

25 networks operated in a fee-for-service indemnity environment. 

26 (16) "Medically necessary" means services, MEDICINES. or supplies that are necessary and 

27 appropriate for the DIAGNOSIS OR treatment of a covered person's emer90Rsy ILLNESS, INJURY, OR 

28 medical condition er fer tl=le ~re•,eRtiYe eare ef a seYereel ~arseR according to accepted standards of medical 

29 practice AND THAT ARE NOT PROVIDED ONLY AS A CONVENIENCE. 

30 117) "Network" means the group of participating providers that provides health care services to 
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a managed care plan. 

2 I 18) "Open plan" means a managed care plan other than a closed plan that provides incentives, 

3 including financial incentives, for covered persons to use participating providers under the terms of the 

4 managed care plan. 

5 ( 19) "Participating provider" means a provider who, under a contract with a health carrier or w,th 

6 the health carrier's contractor, subcontractor, or intermediary, has agreed to provide health care services 

7 to covered persons with an expectation of receiving payment, other than coinsurance, copayments, or 

8 deductibles, directly or indirectly from the health carrier. 

9 ( 20) "Primary care professional" means a participating health care professional designated by the 

10 health carrier to supervise, coordinate, or provide initial care or continuing care to a covered person and 

11 who may be required by the health carrier to initiate a referral for specialty care and to maintain supervision 

12 of health care services rendered to the covered person. 

13 (21) "Quality assessment" means the measurement and evaluation of the quality and outcomes 

14 of medical care provided to individuals, groups, or populations. 

15 (22) "Quality assurance" means quality assessment and quality improvement. 

16 (23) "Quality improvement" means an effort to improve the processes and outcomes related to the 

17 provision of health care services within a health plan. 

18 

19 NEW SECTION. Section 11, Applicability and scope. [Sections 8 through 29] apply to all health 

20 carriers that offer managed care plans. [Sections 8 through 29] do not exempt a health carrier from the 

21 applicable requirements of federal law when providing a managed care plan to medicare recipients or from 

22 the applicable requirements of federal law or Title 53, chapter 6, when providing a managed care plan to 

23 medicaid recipients. 

24 

25 NEW SECTION. Section 12. Department -- general powers and duties -- rulemaking, ( 1 l The 

26 department shall: 

27 (a) adopt rules pursuant to the Montana Administrative Procedure Act establishing minimum state 

28 standards for network adequacy and quality assurance and procedures for ensuring compliance with those 

29 standards; and 

30 (b) recommend action to the commissioner [GR TO TJ.ll! iilG /I RQJ against a health carrier whose 
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managed care plan does not comply with standards for network adequacy and quality assurance adopted 

2 by the department. 

3 (2) Quality assurance standards adopted by the department must consist of some but not all of the 

4 health plan employer data and information standards. The department shall select and adopt only standards 

5 appropriate for quality assurance in Montana. 

6 (3) The state may contract, through a competitive bidding process, for the development of network 

7 adequacy and quality assurance standards. 

8 

9 NEW SECTION. Section 13. Network adequacy -- standards -- access plan required. 11) A health 

1 O carrier offering a managed care plan in this state shall maintain a network that is sufficient in numbers and 

11 types of providers to ensure that all services to covered persons are accessible without unreasonable delay. 

12 Sufficiency in number and type of provider is determined in accordance with the requirements of this 

13 section. Covered persons must have access to emergency care 24 hours a day, 7 days a week. A health 

14 carrier providing a managed care plan shall use reasonable criteria to determine sufficiency. The criteria 

15 may include but are not limited to: 

16 {al a ratio of specialty care providers to covered persons; 

17 (b) a ratio of primary care providers to covered persons; 

18 (cl geographic accessibility; 

19 Id) waiting times for appointments with participating providers; 

20 {el hours of operation; or 

21 {fl the volume of technological and specialty services available to serve the needs of covered 

22 persons requiring technologically advanced or specialty care. 

23 { 2) Whenever a health carrier has an insufficient number or type of participating providers to 

24 provide a covered benefit, the health carrier shall ensure that the covered person obtains the covered 

25 benefit at no greater cost to the covered person than if the covered benefit were obtained from participating 

26 providers or shall make other arrangements acceptable to the department. 

27 13) The health carrier shall establish and maintain adequate provider networks to ensure reasonable 

28 proximity of participating providers to the businesses or personal residences of covered persons. In 

29 determining whether a health carrier has complied with this requirement, consideration must be given to 

30 the relative availability of health care providers in the service area under consideration. 
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1 (4) A hsalth sarrisr shall ffieRiter, eR an engeiRg basis, ths ability, sliRisal sapasity, finanoial 

2 oapability, ans legal autherity ef its 1:1re¥iElers te furRish all oe¥ereEl benefits te oe¥eree flOFsens. 

3 tf;l.J.11 A health carrier offering a managed care plan in this state on October 1, 1998, shall file with 

4 the department on October 1, 1998, an access plan complying with subsection +++ 1fil and the rules of the 

5 department. A health carrier offering a managed care plan in this state for the first time after October 1, 

6 1998, shall file with the department an access plan meeting the requirements of subsection+++ 1fil and the 

7 rules of the department before offering the managed care plan. A plan must be filed with the department 

8 in a manner and form complying with the rules of the department. A health carrier shall file any subsequent 

9 material changes in its access plan with the department within 30 days of implementation of the change. 

1 O tel-J.fil A health carrier may request the department to designate parts of its access plan as 

11 proprietary or competitive information, and when designated, that part may not be made public. For the 

12 purposes of this section, information is proprietary or competitive if revealing the information would cause 

13 the health carrier's competitors to obtain valuable business information. A health carrier shall make the 

14 access plans, absent proprietary information, available on its business premises and shall provide a copy 

15 of the plan upon request. 

16 +++1.fil An access plan for each managed care plan offered in this state must describe or contain 

17 at least the following: 

18 (al a listing of the names and specialties of the health carrier's participating providers; 

19 (bl the health carrier's procedures for making referrals within and outside its network; 

20 (c) the health carrier's process for monitoring and ensuring on an ongoing basis the sufficiency of 

21 the network to meet the health care needs of populations that enroll in the managed care plan; 

22 (d) the health carrier's efforts to address the needs of covered persons with limited English 

23 proficiency and illiteracy, with diverse cultural end ethnic backgrounds, and with physical and mental 

24 disabilities; 

25 (e) the health carrier's methods for assessing the health care needs of covered persons and their 

26 satisfaction with services; 

27 (fl the health carrier's method of informing covered persons of the plan's services and features, 

28 including but not limited to the plan's grievance procedures, its process for choosing and changing 

29 providers, and its procedures for providing and approving emergency and specialty care; 

30 (g) the health carrier's system for ensuring the coordination and continuity of care for covered 
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1 persons referred to specialty physicians and for covered persons using ancillary services, including social 

2 services and other community resourcE!S, and for ensuring appropriate discharge planning; 

3 (h) the health carrier's process for enabling covered persons to change primary care professionals; 

4 (i) the health carrier's proposed plan for providing continuity of care in the event of contract 

5 termination between the health carrier and a participating provider or in the event of the health carrier's 

6 insolvency or other inability to continue operations. The description must explain how covered persons will 

7 be notified of the contract termination or the health carrier's insolvency or other cessation of operations 

8 and be transferred to other providers in a timely manner. 

9 (j) any other information required by the department to determine compliance with [sections 13 

10 through 21] and the rules implementin11 [sections 13 through 21]. 

11 (71 THE DEPARTMENT SHALL ENSURE TIMELY AND EXPEDITED REVIEW AND APPROVAL OF 

12 THE ACCESS PLAN AND OTHER REQUIREMENTS IN THIS SECTION. 

13 

14 NEW SECTION. Section 14. Provider responsibility for care -- contracts -- prohibited collection 

15 practices. 111 A health GaFFieF effaFin9 a. n=lana0ed GaFe plan shall estalali&h a n:leshani&n=l, dessrilaed iA detail 

16 in the sentrast, lay ,,,.•hish a partisipatiA@ previder l'lill lae netifiea en an engei11g laasis ef the severea health 

17 sere servises fer whish tl=le paFtisiiaatiAi iareviaeF is resiae11silale, im;l1:1ding any liFAitatiens er senditieAs en 

18 these l=lealtl:l sare servises, 

1 9 ~ill A contract between a health carrier and a participating provider must set forth a hold 

20 harmless provision specifying protection for covered persons. This requirement is met by including in a 

21 contract a provision substantially the same as the following: 

22 "The provider agrees that the provider may not for any reason, including but not limited to 

23 nonpayment by the health carrier or intermediary, insolvency of the health carrier or intermediary, or breach 

24 of this agreement, bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement, or 

25 have any recourse from or against a covered person or a person other than the health carrier or intermediary 

26 acting on behalf of the covered person for services provided pursuant to this agreement. This agreement 

27 does not prohibit the provider from collecting coinsurance, copayments, or deductibles, as specifically 

28 provided in the evidence of coverage, cir fees for uncovered services delivered on a fee-tor-service basis 

29 to a covered person. This agreement does not prohibit a provider, except a health care professional who 

30 is employed full-time on the staff of a health carrier and who has agreed to provide services exclusively to 
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1 that health carrier's covered persons and no others, and a covered person from agreeing to continue 

2 services solely at the expense of the covered person if the provider has clearly informed the covered person 

3 that the health carrier may not cover or continue to cover a specific service or services. Except as provided 

4 in this agreement, this agreement does not prohibit the provider from pursuing any legal remedy available 

5 for obtaining payment for services from the health carrier." 

6 ~ill A contract between a health carrier and a participating provider must state that if a health 

7 carrier or intermediary becomes insolvent or otherwise ceases operations, covered benefits to covered 

8 persons will continue through the end of the period for which a premium has been paid to the health carrier 

9 on behalf of the covered person, but not to exceed 30 days, or until the covered person's discharge from 

10 an ACUTE CARE inpatient facility, whichever occurs last. Covered benefits to a covered person confined 

11 in an ACUTE CARE inpatient facility on the date of insolvency or other cessation of operations must be 

12 continued by a provider until the confinement in an inpatient facility is no longer medically necessary. 

13 +4+@1 The contract provisions that satisfy the requirements of subsections (2) ans (d) ! 1) AND !2) 

14 must be construed in favor of the covered person, survive the termination of the contract regardless of the 

15 reason for termination, including the insolvency of the health carrier, and supersede an oral or written 

16 contrary agreement between a participating provider and a covered person or the representative of a 

17 covered person if the contrary agreement is inconsistent with the hold harmless and continuation of covered 

18 benefits provisions required by subsections (2) ans (d) I 1) AND (2). 

19 +i+W A participating provider may not collect or attempt to collect from a covered person money 

20 owed to the provider by the health carrier. 

21 

22 NEW SECTION. Section 15. Selection of providers -- professional credentials standards. ( 1) A 

23 health carrier shall adopt standards for selecting participating providers who are primary care professionals 

24 and for each health care professional specialty within the health carrier's network. The health carrier shall 

25 use the standards to select health care professionals, the health carrier's intermediaries, and any provider 

26 network with which the health carrier contracts. A health carrier may not adopt selection criteria that allow 

27 the health carrier to: 

28 (a) avoid high-risk populations by excluding a provider because the provider is located in a 

29 geographic area that contains populations or providers presenting a risk of higher than average claims, 

30 losses, or use of health care services; or 
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1 (b) exclude a provider because the provider treats or specializes in treating populations presenting 

2 a risk of higher than average claims, losses, or use of health care services. 

3 (2) Subsection ( 1) does not prohibit a health carrier from declining to select a provider who fails 

4 to meet the other legitimate selection criteria of the health carrier adopted in compliance with [sections 13 

5 through 21) and the rules implementing [sections 13 through 21). 

6 (3) [Sections 13 through 211 do not require a health carrier, its intermediary, or a provider network 

7 with which the health carrier or its intermediary contract to employ specific providers or types of providers 

8 who may meet their selection criteria or to contract with or retain more providers or types of providers than 

9 are necessary to maintain an adequate network. 

1 0 (4) A health carrier may use criteria established in accordance with the provisions of this section 

11 to select health care professionals allow,~d to participate in the health carrier's managed care plan. A health 

1 2 carrier shall make its selection standards for participating providers available for review by the department 

13 and by each health care professional who is subject to the selection standards. 

14 

1 5 NEW SECTION. Section 16. Health carriers -- general responsibilities. ( 1) A health carrier offering 

16 a managed care plan shall notify, in writing, prospective participating providers of the participating 

17 providers' responsibilities concerning the1 health carrier's administrative policies and programs, including but 

18 not limited to payment terms, utilization reviews, the quality assurance program, credentialing, grievance 

19 procedures, data reporting requirements, confidentiality requirements, and applicable federal or state 

20 requirements. 

21 (2) A health carrier may not offer an inducement under a managed care plan to a participating 

22 provider to provide less than medically necessary services to a covered person. 

23 (3) A health carrier may not prohibit a participating provider from discussing a treatment option 

24 with a covered person or from advocati:ng on behalf of a covered person within the utilization review or 

25 grievance processes established by the health carrier or a person contracting with the health carrier. 

26 (4) A health carrier shall require a participating provider to make health records available to 

27 appropriate state and federal authorities, in accordance with the applicable state and federal laws related 

28 to the confidentiality of medical or health records, when the authorities are involved in assessing the quality 

29 of care or investigating a grievance or complaint of a covered person. 

30 15) A health carrier and participating provider shall provide at least 60 days' written notice to each 
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other before terminating the contract between them without cause. The health carrier shall make a good 

2 faith effort to provide written notice of a termination, within 1 5 working days of receipt or issuance of a 

3 notice of termination from or to a participating provider, to all covered persons who are patients seen on 

4 a regular basis by the participating provider whose contract is terminating, irrespective of whether the 

5 termination is for cause or without cause. If a contract termination involves a primary care professional, 

6 all covered persons who are patients of that primary care professional must be notified. 

7 (61 A health carrier shall ensure that a participating provider furnishes covered benefits to all 

B covered persons without regard to the covered person's enrollment in the plan as a private purchaser or 

9 as a participant in a publicly financed program of health care services. This requirement does not apply to 

10 circumstances in which the participating provider should not render services because of the participating 

11 provider's lack of training, experience, or skill or because of a restriction on the participating provider's 

12 license. 

13 (7) A health carrier shall notify the participating providers of their obligation, if any, to collect 

14 applicable coinsurance, copayments, or deductibles from covered persons pursuant to the evidence of 

15 coverage or of the participating providers' obligations, if any, to notify covered persons of the covered 

16 persons' personal financial obligations for noncovered benefits. 

17 (8) A health carrier may not penalize a participating provider because the participating provider, 

1 8 in good faith, reports to state or federal authorities an act or practice by the health carrier that may 

19 adversely affect patient health or welfare. 

20 (9) A health carrier shall establish a mechanism by which a participating provider may determine 

21 in a timely manner whether or not a person is covered by the health carrier. 

22 (10) A health carrier shall establish procedures for resolution of administrative, payment, or other 

23 disputes between the health carrier and participating providers. 

24 ( 11) A contract between a health carrier and a participating provider may not contain definitions 

25 or other provisions that conflict with the definitions or provisions contained in the managed care plan or 

26 [sections 8 through 29). 

27 ( 12) A contract between a health carrier and a participating provider shall set forth all of the 

28 responsibilities and obligations of the provider either in the contract or documents referenced in the 

29 contract. A health carrier shall make its best effort to furnish copies of any reference documents, if 

30 requested by a participating provider, prior to execution of the contract. 
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NEW SECTION. Section 17. Emergency services. ( 1) A health carrier offering a managed care plan 

2 shall provide or pay for emergency services screening and emergency services and may not require prior 

3 authorization for either of those services. If an emergency services screening determines that emergency 

4 services or emergency services of a particular type are unnecessary for a covered person, emergency 

5 services or emergency services of the type determined unnecessary by the screening need not be covered 

6 by the health carrier unless otherwise, covered under the health benefit plan. However, if screening 

7 determines that emergency services or emergency services of a particular type are necessary, those 

8 services must be covered by the health carrier. A health carrier shall cover emergency services if the health 

9 carrier, acting through a participating provider or other authorized representative, has authorized the 

10 provision of emergency services. 

11 12) A health carrier shall provide or pay for emergency services obtained from a nonnetwork 

12 provider within the service area of a managed care plan and may not require prior authorization of those 

13 services if use of a participating provider would result in a delay that would worsen the medical condition 

14 of the covered person or if a provision o,f federal, state, or local law requires the use of a specific provider. 

15 (3) If a participating provider or other authorized representative of a health carrier authorizes 

16 emergency services, the health carrier may not subsequently retract its authorization after the emergency 

17 services have been provided or reduce payment for an item or health care services furnished in reliance on 

18 approval unless the approval was based on a material misrepresentation about the covered person's medical 

19 condition made by the provider of emergency services. 

20 (4) Coverage of emergency services is subject to applicable coinsurance, copayments, and 

21 deductibles. 

22 15) For postevaluation or poststabilization services required immediately after receipt of emergency 

23 services, a health carrier shall provide access to an authorized representative 24 hours a day, 7 days a 

24 week, to facilitate review. 

25 

26 NEW SECTION. Section 18. Use of intermediaries •· responsibilities of health carriers, 

27 intermediaries, and providers. ( 1) A health carrier is responsible for complying with applicable provisions 

28 of [sections 8 through 291, and contracting with an intermediary for all or some of the services for which 

29 a health carrier is responsible-does not relie,:e the health carrier of responsibility for compliance. 

30 12) A health carrier may determine whether a subcontracted provider participates in the provider's 
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own network or a contracted network for the purpose of providing covered benefits to the health carrier's 

2 covered persons. 

3 (3) A health carrier shall maintain copies of all intermediary health care subcontracts at the health 

4 carrier's principal place of business in this state or ensure that the health carrier has access to all 

5 intermediary subcontracts, including the right to make copies of the contracts, upon 20 days' prior written 

6 notice from the health carrier. 

7 (4) If required in a contract or otherwise by a health carrier, an intermediary shall transmit utilization 

8 documentation and claims-paid documentation to the health carrier. The health carrier shall monitor the 

9 timeliness and appropriateness of payments made to providers and health care services received by covered 

10 persons. This duty may not be delegated to an intermediary by a health carrier. 

11 (5) If required in a contract or otherwise by a health carrier, an intermediary shall maintain the 

1 2 books, records, financial information, and documentation of services provided to covered persons at its 

13 principal place of business in the state and preserve them for 5 years in a manner that facilitates regulatory 

14 review. 

15 (6) An intermediary shall allow the COMMISSIONER AND THE department access to the 

16 intermediary's books, records, claim information, billing information, and other documentation of services 

17 provided to covered persons that are required by any of those entities to determine compliance with 

1 8 [sections 13 through 21] and the rules implementing [sections 13 through 21]. 

19 (7) A health carrier may, in the event of the intermediary's insolvency, require the assignment to 

20 the health carrier of the provisions of a participating provider's contract addressing the participating 

21 provider's obligation to furnish covered benefits. 

22 

23 NEW SECTION. Section 19. Contract filing requirements •· material changes •· state access to 

24 contracts. (11 On October 1, 1998, a health carrier offering a managed care plan shall file with the 

25 department sample contract forms proposed for use with its participating providers and intermediaries. 

26 (2) A health carrier shall file with the department a material change to a contract. The change must 

27 be filed with the department at least 60 days before use of the proposed change. A change in a 

28 participating provider payment rate, coinsurance, copayment, or deductible or other plan benefit is not 
' 

29 considered a material change for the purpose of this subsection. 

30 (3) A health carrier shall maintain participating provider and intermediary contracts at its principal 
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place of business in this state, or the health carrier must have access to all contracts and provide copies 

2 to the department upon 20 days' prior written notice from the department. 

3 

4 NEW SECTION. Section 20. General contracting requirements. (1) The execution of a contract 

5 for health care services with an intermediary by a health carrier does not relieve the health carrier of its duty 

6 to provide health care services to a person with whom the health carrier has contracted and does not 

7 relieve the health carrier of its responsibility for compliance with [sections 8 through 29] or the rules 

8 implementing [sections 8 through 29]. 

9 (2) All contracts by a health carrier for the provision of health care services by a managed care plan 

1 O must be in writing and are subject to review by the department and the commissioner. 

11 

12 NEW SECTION. Section 21. Contract compliance dates. (1) A contract between a health carrier 

13 and a participating provider or intermediary in effect on October 1, 1997, must comply with [sections 13 

14 through 21] and the rules implementing [sections 13 through 211 by April 1, 1999. The department may 

15 extend the April 1 date for an additional period of up to 6 months it'the health carrier demonstrates good 

16 cause for an extension. 

17 (2) A contract between a health carrier and a participating provider or intermediary issued or put 

18 into effect on or after April 1, 1998, must comply with [sections 13 through 21) and the rules implementing 

19 [sections 13 through 211 on the day that it is issued or put into effect. 

20 (3) A contract between a health carrier and a participating provider or intermediary not described 

21 in subsection ( 1) or (2) must comply with [sections 13 through 21 J and the rules implementing [sections 

22 13 through 21 l by April 1, 1999. 

23 

24 NEW SECTION. Section 22. Department rules. The department shall adopt rules to implement 

25 [sections 13 through 21]. 

26 

27 NEW SECTION. Section 23. Quality assurance -- national accreditation. (1) A health carrier 

28 whose managed care plan has been accredited by a nationally recognized accrediting organization shall 

29 annually provide a copy of the accreditation and the accrediting standards used by the accrediting 

30 organization to the department. 
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(2) If the department finds that the standards of a nationally recognized accrediting organization 

2 meet or exceed state standards and that the health carrier has been accredited by the nationally recognized 

3 accrediting organization, the department shall approve the quality assurance standards of the health carrier. 

4 (3) The department shall maintain a list of accrediting organizations whose standards have been 

5 determined by the department to meet or exceed state quality assurance standards. 

6 141 [Section 24 l does not apply to a health carrier's managed care plan if the health carrier 

7 maintains current accreditation by a nationally recognized accrediting organization whose standards meet 

8 or exceed state quality assurance standards adopted pursuant to [sections 23 through 27). 

9 (5) This section does not prevent the department from monitoring a health carrier's compliance 

10 with [sections 23 through 27]. 

11 

12 NEW SECTION. Section 24. Standards for health carrier quality assessment programs. A health 

1 3 carrier that issues a closed plan or a combination plan shall adopt and use infrastructure and disclosure 

14 systems sufficient to accurately measure the quality of health care services provided to covered persons 

15 on a regular basis and appropriate to the types of plans offered by the health carrier. To comply with this 

16 requirement, a health carrier shall: 

1 7 ( 1) establish and use a system designed to assess the quality of health care provided to covered 

18 persons and appropriate to the types of plans offered by the health carrier. The system must include 

19 systematic collection, analysis, and reporting of relevant data. 

20 12) communicate in a timely fashion its findings concerning the quality of health care to regulatory 

21 agencies, providers, and consumers as provided in [section 26]; 

22 (3) report to the appropriate professional or occupational licensing board provided in Title 37 any 

23 persistent pattern of problematic care provided by a participating provider that is sufficient to cause the 

24 health carrier to terminate or suspend a contractual arrangement with the participating provider; and 

25 (4) file a written description of the quality assessment program and any subsequent material 

26 changes with the department in a format that must be prescribed by rules of the department. The 

27 description must include a signed certification by a corporate officer of the health carrier that the health 

28 carrier's quality assessment program meets the requirements of [sections 23 through 27]. 

29 

30 NEW SECTION. Section 25. Standards for health carrier quality improvement programs. A health 

1 Leg/slativ~ 
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carrier that issues a closed plan or a combination plan shall, in addition to complying with [section 241, 

2 adopt and use systems and methods necessary to improve the quality of health care provided in the health 

3 carrier's managed care plan as indicated by the health carrier's quality assessment program and as required 

4 by this section. To comply with this requirement, a health carrier subject to this section shall: 

5 11) establish an internal system capable of identifying opportunities to improve care; 

6 12) use the findings generated by the system required by subsection ( 1) to work on a continuing 

7 basis with participating providers and other staff within the closed plan or closed component to improve 

8 the health care delivered to covered persons; 

9 13) adopt and use a program for measuring, assessing and improving the outcomes of health care 

10 as identified in the health carrier's quality improvement program plan. This quality improvement program 

11 plan must be filed with the department by October 1, 2000, and must be consistent with [sections 23 

12 through 27]. A health carrier shall file any subsequent material changes to its quality improvement program 

13 plan within 30 days of implementation of the change. The quality improvement program plan must: 

14 (a) implement improvement strategies in response to quality assessment findings that indicate 

15 improvement is needed; and 

16 (b) evaluate, not less than annually, the effectiveness of the strategies implemented pursuant to 

17 subsection (3)(a). 

18 

19 NEW SECTION. Section 26. Reporting and disclosure requirements. ( 1) A health carrier offering 

20 a closed plan or a combination plan shall document and communicate information, as required in this 

21 section, about its quality assurance program. The health carrier shall: 

22 (a) include a summary of its quality assurance program in marketing materials; 

23 (b) include a description of its quality assurance program and a statement of patient rights and 

24 responsibilities with respect to that program in the certificate of coverage or handbook provided to newly 

25 enrolled covered persons; and 

26 (c) make available annually to providers and covered persons a report containing findings from its 

27 quality assurance program and information about its progress in meeting internal goals and external 

28 standards, when available. 

29 (2) A health carrier shall certify to the department annually that its quality assurance program and 

30 the materials provided to providers and consumers in accordance with subsection ( 1) meet the requirements 
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of [sections 23 through 27]. 

2 (3l A health carrier shall make available, upon request and payment of a reasonable fee, the 

3 materials certified pursuant to subsection (2l, except for the materials subject to the confidentiality 

4 requirements of [section 27] and materials that are proprietary to the managed care plan. A health carrier 

5 shall retain all certified materials for at least 3 years from the date that the material was certified or until 

6 the material has been examined as part of a market conduct examination, whichever is later. 

7 

8 NEW SECTION. Section 27. Confidentiality of health care and quality assurance records --

9 disclosure. ( 1 l Except as provided in subsection ( 2), the following information held by a health carrier 

1 0 offering a closed plan or a combination plan is confidential and may not be disclosed by the carrier to a 

11 person: 

12 (al information pertaining to the diagnosis, treatment, or health of a covered person, regardless of 

13 whether the information is in the form of paper, is preserved on microfilm, or is stored in 

14 computer-retrievable form; 

15 (bl information considered by a quality assurance program and the records of its actions, including 

16 testimony of a member of a quality committee, of an officer, director, or other member of a health carrier 

1 7 or its staff engaged in assisting the quality committee or engaged in the health carrier's quality assessment, 

18 quality improvement, or quality assurance activities, or of any person assisting or furnishing information 

19 to the quality committee. 

20 (2) The information specified in subsection (1l may be disclosed: 

21 (a) as allowed by Title 33, chapter 19; 

22 (bl as required in proceedings before the commissioner, a professional or occupational licensing 

23 board provided in Title 37, or the department pursuant to Title 50, chapter 5, part 2; 

24 (cl in an appeal, if an appeal is permitted, from a quality committee's findings or recommendations; 

25 or 

26 (dl as otherwise required by law or court order, including a judicial or administrative subpoena. 

27 (3) Information specified in subsection (1) identifying: 

28 (a) the provider may also be disclosed upon a written, dated, and signed approval of the provider 

29 if the information does not identify the covered person; 

30 (b) the covered person may also be disclosed upon a written, dated, and signed approval of the 

1 Legislaliu 
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1 covered person or of the parent or guardian of a covered person if the covered person is a minor and if the 

2 information does not identify the provider; 

3 le) neither the provider nor tho covered person may also be disclosed upon request for use for 

4 statistical purposes only. 

5 

6 NEW SECTION. Section 28. Enforcement. { 1) If the department !OR Hie 80ARO[ determines that 

7 a health carrier has not complied with (sections 8 through 29] or the rules implementing (sections 8 through 

8 29), the department !OR TMi QOARDj may recommend corrective action to the health carrier. 

9 12) ~ AT THE RECOMMENDATION OF THE DEPARTMENT [OR THi QQ.A.RD! THE commissioner 

1 O may take an enforcement action provided in subsection {3) if: 

11 la) a health carrier fails to implement corrective action recommended by the department [OR THe 

12 QO,A,RDj; 

13 (b) corrective action taken by a health carrier does not result in bringing a health carrier into 

14 compliance with (sections 8 through 29) and the rules implementing (sections 8 through 29) within a 

15 reasonable period of time; 

16 (c) the department !OR TMi QQI\RDj demonstrates to the commissioner that a health carrier does 

17 not comply with [sections 8 through 291 or the rules implementing [sections 8 through 29); or 

18 {d) the commissioner determines that a health carrier has violated or is violating [sections 8 through 

19 29] or the rules implementing [sections 8 through 29). 

20 (3) The commissioner may take any of the following enforcement actions to require a health carrier 

21 to comply with [sections 8 through 29) or the rules implementing [sections 8 through 29): 

22 la) suspend or revoke the health carrier's certificate of authority or deny the health carrier's 

23 application for a certificate of authority:: or 

24 (b) use any of the commissioner's other enforcement powers provided in Title 33, chapter 1, part 

25 3. 

26 

27 NEW SECTION. Section 29. Jurisdiction over contract actions. The district courts have jurisdiction 

28 over actions for the enforcement of contracts authorized or regulated by [sections 8 through 29]. 

29 

30 l>liW SiCTION. $1i.tTION 3Q, Qli.FINITION&. AS USiD 11>1 !SiCTIONS 8 THROUGH 29], Tl=li 
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FObbO\Nl~IG OeFl~HTIO~IS /\PPbY: 

2 I 1 l "BOARD" MiiAMS Tl-Iii !WARD OF ~IHWGRK ADiQIJACY /1,~m QIJ/\blTY ASSUFMMCe 

3 PRO"IOED FOR l~J [SECTIO~I 311, 

4 (21 "CbOSED Pb/1,W ME 11 ~,s A M/l.~1 11 Gl!D CARI! PbAN TI-IAT 1-ll!QUll-leS COVeRED i;!ERSO~JS TO 

5 USe O~JbY P/1,RTICIP,OTING PROVIDERS 1,mDl!R Tl-Ii Tel-lMS m: Tl-IE MAN/\GEO Ct\1-lE i;!bAN. 

6 (3) "C0~48I~Jt\TION Pb/1,M" MEANS A~J OPEN PbAIIJ '•VITI-I A CbOSl!O cm4PO~leNT. 

7 (4) "COVeRiO QeMiFITS" MEA~H. Tl=IOSli I-IEAbTI-I CARii! SeRVICliS TO WI-IICH A COVEReO 

8 Plil-lSON IS E~ITITbiO U~IOl!R Tl-IE TERMS OF /1, I-Iii ObTI-I 8i~JiFIT PbAN, 

9 (el "CO"l!RiO PERSON" Mi/IMS A POblGYHObDER, SU8SCRl8ER1 OR E~IRObbii OR OTl-li!R 

10 l~mlVIOl.,IAb P/>IHICIP"Tl~IG l~I /1, Hli!l\bTH liENl!FIT PbA~I. 

11 (a) "Ol!PARTMiMT" MiAMS Tl-IE Ol!PARTPAi~IT OF PU8b1C l-liAbTI-I A~lO I-IU~4A~J SERVICiS 

12 iSTA8blSl-leO IM 2 1 e 22Q1. 

13 (7) "l!Ml!RGl!NCY MeOICAb COMOITIOW Ml!ANS A CONOITIOl>I MAl>IIFeSTIIIIG ITSibF BY 

14 SYMPTOMS OF SUFFICliNT Si)(l!RITY, l~ICbUQl~IG Slil'l!Ri Pl' 11>1. TI-IAT Tl-Ii AQSeNCli OF IMMli!QIATi! 

15 MiOICAb ATTEl>ITIO~I CO\JbD REASOM.A8b¥ 81! iXPiCTliD TO RiS\JbT IN Ci,MY Qi; TM!! FObbOWIIIIG: 

16 (A) Tl-II!: COVeRiQ PiRSOWS I-IEAbTI-I WOUbO Qi IN SliRIOUS .JiOPAROY; 

17 (8) Tl-Iii! COVERiQ Pl!RSON'S 80016¥ FU~ICTIONS WOUbQ 8i SiRIOUSbY IMPAIRiO; OR 

18 !Cl A 80DlbY ORG.AM OR P",RT \6/0\JbO Qi SiRIOUSbY OAM,I\GiiO, 

19 (8) "liMliRGil>IGY SliRVIGliS" Mli"l>IS l-liAbTI-I CARii ITl!MS "!>IC SliRVIGiS FURNISl-leO OR 

20 1-lliQUIRiO TO iV,t\biJATli ANO TRliAT /I l>I liMiRGl!l>ICY MliDICl\b co~mlTIOl>I, 

21 IQ) "FAGlblTY" Mli!,ONS AN IMSTITUTIOl>I PROV1011>1G l-liAbTI-I CARii SliRVlCES OR A HEAbTH 

22 C/IRi SiTTIMG, l~IGbUOING QUT l>IOT blMITliO TO A I-IOSPIT/1.b, MiOICt\b ASSISTAl>ICE FAClblTY, AS 

23 DiFll>liO 11>1 eO e 101 1 OR OTl-liiR blCl!l>l!.iD ll>JPt\TlliMT Clil>ITiR, Al>I A M811bt\TORY SURGICAb OR 

24 TRiATMiMT GiNTiR, A SKlbbiQ IIIURSll>I'- Ciil>ITiiR, A RiiS1Cli!MT1Ab TRiATMil>IT CEMTER, A 

25 OIAGl>IOSTIC, b080Rl',TORY1 OR IM"GIM'9 Clil>ITl!R. OR ,t\ Rlil-lA8IbITt1TIOl>I OR OTl-liiR Tl-liRAPliUTIC 

26 l-liAbTI-I SiTTll>IG, 

27 (10) "l-li,tl,bTI-I 8iil>lel"IT Pb/I.Ill" Mli!Al>IS /\ POblCY, CONTR/1,CT, CliRTIFICATli. OR /1,GRlil!:MliNT 

28 il>ITiRliD ll>ITO, OFFliRliO, OR ISSUiD QY A l-lli/1.bTI-I CtlRRliR TO PROVIDli. DliblHl!R. /\RR,t\NGe FOR, 

29 PAY FOR. OR RliI~4QURS1i ANY OF Tl-II! COSTS 01" l-liAbTI-I C/1,RI! SliRVICiS, 

30 111 l "l-lliAbTI-I CARii! PROl"li!SSIOl>JAb" MliAl>IS ti PI-IYSICl/1,1>1 OR OTl-ll!R 1-11! ll bTI-I CARI! 
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1 flRACTITIONliR LICliNSED. ACCRliDITliD, OR CliRTIFlliD flURSUl\~JT TO TMli LAWS 01' TMIS STI\Tli TO 

2 flliRl"ORM SflliCll'lliD l-lliALTi-1 CARE SERVICliS GO~JSISTli~IT WITI-I STATli LAW, 

3 (12) "l-lliALTi-1 CARii flROVIDliR" OR "PROVIDER" MEANS A MliALTi-1 C,I\Rli flROl'liSSIO~IAL OR 

4 A F,I\CILITY. 

5 ( 13) "l-lliALTM CARii SliRVIClsS" MliANS SERVICES FOR Tl-iii DIAGNOSIS, flRliVi,'.~ITION, 

6 TREATME~IT, CURI!, OR RliLlliF OF A MliALTM CONCITIO~I. ILL~JliSS, INJURY. OR CISliASli. 

7 (14) "l-lliALTM CARRlliR" MliA~lS A~J liNTITY SU8JliCT TO Tl-Iii l~JSURA~JCli LAWS AND RULliS 

8 Of. Tl-Iii STATE Tl-ll\T GONT~/\CTS, QCCCRS TO COMTRACT, OR CMTCRS l"ITO J\bl AGRCC'3dC:blT TO 

9 flROHICli 1 Dlibll/liR. ARRA~JGli FOR, PAY FOR, OR RlilM8URSli A~JY 01' Tl-iii COSTS OF 1-ili"LTM C.I\Rli 

10 SERVICES, INCLUDl~JG A DIS,",8ILITY l~JSURER, l-ll!ALTI-I MAl~JTl!~JANCI! ORGA~JIZATIO~L OR I-IEALTM 

11 SERVICI! CORPORI\TION OR A~JOTl-lliR liNTITY PROVIDl~JG A l-lliALTM 8ENl!l'IT flb".N. 

12 I Hil "l~JTERMEDIARY" MEANS A flliRSO~J AUTI-IORIZED TO Nl!GOTIATE. EXECUTli, A~ID 81i A 

13 PARTY TO A, CO~JTRACT 81iTWlili~J I\ MliALTM CI\RRll!R A~ID A flROVIDliR OR QliTWlili~J I\ MliA,LTM 

14 CARRll!R AND A ~JHWORK, 

15 (Hll "MANAGliD CARii flbAW MEA~JS A MliALTM 81i~JliFIT PLAN TMAT lilTMliR RliQUIRliS OR 

16 CRE,I\TES l~JCE~ITIVES 1 l~JGLUDING l'l~JMJCIAL l~JGl!~JTIVES, FOR A COVliRliD flliRSON TO USE I-IE,I\LTM 

17 GARE PROVIDl!RS MAN,I\GEQ, OW~JliC, UNCER GO~JTRAGT WITM, OR liMPLOYEC QY A MliALTI-I 

18 CARRIER. 81JT NOT flRlil'liRREQ PROVICER ORGANIZATIONS OR OTl>.fliR flRO'llCl!R ~JliTli'.'ORKS 

19 Ofll!RI\Tl!D l~J I\ l'EI! l'OR al!RVIGli l~JDl!M~JITY li~JVIRO~IMl!~JT. 

20 ( 17) "UliDIG" LL¥ ~JliGliaSI\RY" Mli,l\~Ja aliR"IGEa OR aUflflbllia TI-IAT ARE NEGliaaARY ANO 

21 t\flflROPRI ATli i;:oR Tl-Iii TRliATMli~JT 01' A COVERED flliRSON'S EMERGENCY MEDICAL CO~IDITIO~J OR 

22 r;oR Tl-Ii flRli"li~ITl"i G"Ri oi;: A COViRiD flliRSON ACCORDING TO AGGiflTiD aT0NOARDa oi;: 

23 MiDIGAL flRA,CTIGi, 

24 (1 Q) "~Jl!TWORK" Ml!,O,Na Tl-Ii GROUP 01' flARTIGlfll\Tl~JG PROVIDl!Ra TMAT flROVIDEa l-lliALTM 

25 GARI! SERVICES TO A M,l\~JAGiC CAl'ii flbA~J. 

26 (1 Q) "Ofli~J fib/I ~J" Mli,I\Na ,I\ MA~J.I\GliQ CARii flbA~J OTMliR TM OJ A CLOaiD flLA~J TMAT 

27 PROHIDl!a l~IGli~JTIVl!S, l~JCLUDING Fl~J.I\NGIAL l~JCliNTIVl!S, FOR COVl!RED fll!RaONS TO Uali 

28 flA,RTIClfl.l\Tl~lid PROVIDERS IJ~JDER Tl-Iii TER,4S OJ; Tl-Ii MA~IA QiD CA Ri flb.c\~J. 

29 (20) "flARTIGlflATl~Jid flROVIDliR" MEMJS A flROVIDl!R WI-IQ, U~JDl!R c\ GO~ITR"GT 1MITI-I A 

30 1-11!,0,LTI-I CARRIER OR 1.0JITI-I Tl-Iii l-lliALTI-I CARRll!R'S CONTRA,CTOR, SIJl!ICO~JTR.O.GTOR, OR 

-L lsladn 
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I~IrcoucoI0 PY, 1-lAS AGRFFD TO PRO10DF UF0I TU cooc scowces TO GOVERl!D PHISO~IS WITl-l A~I 

2 EXPl!GTATION OF Rl!Gl!IVING PAYMl!~IT, OTl-ll!R TM.O.~I GOINSURA~IGI!, GOP.OYMl!~ITS, OR 

3 DEDUGTIQbE!S, DIREGTbY OR l~IEJIRl!GTbY FROM THI! Ml!AbTM GO.RRll!R. 

4 121 ! "PRl~4 ORY C,.'I RE! PROFESSIO~I.A,b" MEA~IS .'I P.'I RTICIP o Tl~IG l=IEAbTH CARE PROF'H,SIO~I Ob 

5 Dl!SlmlATeD QY Tl=IE HEAbTH CARRIER TO supc:cwsc, COORDINATE. OR PRO"IDE INITl.0.b CARE OR 

6 CONTl~IUING CARI! TO A COltERl!D Pl!RSON A~m WHO MAY QI! REQUIRED QY THI! HE.'lbTH C"RRlrn 

7 TO l~JITIATE A REFERR.A,b FOR SPECIALTY CARI! .A~IEJ TO MAl~IT0l~I SUPERVISIO~I oi; FlEAbTH CORE 

8 SERVIGl!S RE~IEJl!RED TO TME COVERED PERSON, 

9 1221 "QUALITY ASSl!SSME~IT" Ml!A~IS Tl-IE P4E0 S1JREP4ENT o ~m EVAbU.O.TION OF Tl-ll! QUALITY 

10 A~m OUTCOMeS OF MEDICAb GARE PROVIDEEJ TO INEJIVIDUAbS, GROUPS, OR POPUbO.TIOPIS. 

11 (:!di "QUOblTY "SSUR.O.~ICE" ~4E.\PIS Q! I.A.blTY OSSESSME~IT APIEJ QUALITY IMPROVEME~IT. 

12 124) "QUAblTY IMPROVl!ME~IT" ME.A.PIS APJ EFFORT TO IMPROVE TME PROCl!SSES o ~m 

13 OUTCOMES RlibATliD TO TME PROVISIO~J OF Ml!AbTM CM~E SERVICES WITMIPI O MEP,bTM PLAPL 

14 

15 Pll!W SeCTIOPI. SliCTION 31. BOARD OF NliTWORK ADl!QUACV "ND QU/1 blTV "SSUR O,NCli, 

16 (11 TMERE IS A QOORD OF NETWORK ODliQIIO.CY C.PJD QUOblTY 0SSURO.NCli. THE QOPRD IS 

17 GOMPOSliD OF A MliDICAL DIRliCTOR 1 Tl-Iii DIRECTOR OF Tl-Iii DliP,O.RTMliPIT OF PU8LIG MliALTM A~IEJ 

18 MU MAN SERVICl!S, PROVIDl!D FOR IPJ 2 1 Ii 2201, APIEJ TMli COMMISSIOPJER OF IPISURA~ICli, PROVIDED 

19 FOR IPI 2 1 Ii 1903. 

20 (21 TME MliDIGAL DIRliCTOR IS APPOl~ITED 8Y TM!! GOVl!RNOR .A,ND MUST Qli blCliPISliD o S 

21 A PMYSICIAN 8¥ TMI! STAT!! OF MOPIT.A,PIA, Tl-Iii Ml!DICAL DIRliCTOR MUST QI! A SPl!GIALIST IN 

22 EITMER i;i0MlbY PRACTICli OR IPITl!RNAL MEDICIPIE. Tl-IE GOVERPJOR MAY REMOVE A MEDICAL 

23 QIRliiCTOR OT APIY TIME OND O,PPOINT o ~IEW MEDICOL QIRECTOR TO TMlii POSITIO~I. 

24 (31 Tl-iii <.E~ll!R"L POl,AfERS ,".~ID DIJTlliS OF TMli QOARD ARI! PROVIDliiQ IPI [SECTIO~I 32]. 

25 (41 TMli QOO.RC IS ATT"CMliC FOR /IDUIPJISTR.O,TIVE PURPOSl!S TO TME QEPARTMEPIT 

26 PURSII0NTTO211i121. 

27 

28 ~ll!W Sl!CTION. SliCTION 3~ 80AR0 GliNliRAL PO'A!liiRS .\N0 0UTlliS, TM& QOARD SMALL: 

29 (11 PliRIODICOLbY REVIEW TME STATE NETWORK ADEQUACY APJC QUALITY ASSUROMCli 

30 STAPIEJARDS PROVIDED IN [SliiCTIO~IS 8 TMROUGM 2Qj ANQ TM& RUbliS IMPbE~4ENTl~l<Oi [Sli!CTIO~IS Q 

[ legisl!'l'w 
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TMROUGI-I 2Qj; 

2 

3 

4 

5 

6 

7 

(21 REGOMMe~m GORRiGTIVE .t\GTIO~I ~liGiSSARY FOR nu; l-le,t\bTl-l GARRliR TO .t\Gl-lll!Ve 

GOMPbl4,MGI! WITl,I STATi ~n;:TWORK AOiQU4,CY ANO QUALITY ASSt.lR4,MCi STt\~ID.t\ROS; A~m 

(31 REGOMMii~m AGTIO~I TO Tl-Ii COMMISSIO~IER AG4,I~18T 4, l-liAbTI-I CA.RRl€R WI-IOSi 

MMIAGEI) CARE PbA~I DOES ~,or COMPLY WITM STA~mAROS FOR ~lHWORK AOEQU C.,CY Mm 
QU1\blTY 4,SSURA.~lCE AOQPTiO 8¥ TME 80 A RO. 

8 NEW SECTION. Section 30. Codification instruction. (1) [Section 71 is intended to be codified as 

9 an integral part of Title 33, chapter 31, and the provisions of Title 33, chapter 31, apply to [section 7] 

1 O (2) [Sections 8 through ~ .291 are intended to be codified as an integral part of Title 33, and 

11 the provisions of Title 33 apply to [sections 8 through~ 29]. 

12 

13 NEW SECTION. Section 31. Severability. If a part of [this act) is invalid, all valid parts that are 

14 severable from the invalid part remain in effect. If a part of [this act) is invalid in one or more of its 

15 applications, the part remains in effect in all valid applications that are severable from the invalid 

16 applications. 

17 

18 NEW SECTION. Section 32. Applicability. [This act) applies to a health carrier as defined in 

19 [section 101 who offers a managed care plan as defined in [section 1 OJ on or after [the effective date of 

20 this section). 

21 

22 NEW SECTION. Section 33. Effective dates. 11) Except as provided in subsections (2) and (3), 

23 [this act] is effective January 1, 1998. 

24 (2) [Sections 22 aREl 30 ti'lFeiigl'l 321 33 TMROUGM 31i, A ~H) 37 AND 30 THROUGH 32 and this 

25 section) are effective on passage and approval. 

26 (3) [Sections 23 through 26] are effective October 1, 1999. 

27 14 I !SECTIONS 30 Tl-lROUGM 32] ANO TM ii bA~IGUAGii IN i!IRt\CKHS IN [SiCTIOMS Q, 12, A~lO 

28 28] ,r. Rli EFFiCTIVE Jt.lbY 11 2001. 

29 

30 ~liW SECTIOM GliCTION 37. T&R•AiN,f\llON. 18iiCTIO~I 10) TiiRUIN/1,TliS ,H.l~IE 301 2001, 

-END-
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OFFICE OF THE GOVERNOR 

STATE OF MONTANA 

'IIARC RACICOT 

GOVERNOR 

April 21, 1997 

The Honorable Gary Aklestad 
President of the Senate 
State Capitol 
Helena MT 59620 

The Honorable John Mercer 
Speaker of the House 
State Capitol 
Helena MT 59620 

~.••.,. __ .: ~ 
•• >'· '.. • • " 

. -

' . 

Dear President Aklestad and Speaker Mercer: 

STATE CAPITOL 

HELENA, MONTA~A59620·0801 

In accordance with the power vested in me as Governor by the Constitution and laws of 
the State of Montana, I hereby return with amendments Senate Bill 365, "AN ACT 
PROVIDING FOR THE REGULATION OF HEALTH INSURANCE CARRIERS WHO 
OFFER MANAGED CARE PLANS; PROVIDING FOR STATE NETWORK 
ADEQUACY AND QUALITY ASSURANCE STANDARDS AND A MEANS FOR 
ENFORCING THE STANDARDS; REGULATING CONTRACTS RELATING TO 
MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 
REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEALTH CARE 
INFORMATION; PROVIDING DEFINITIONS; APPLYING PREMIUM INCREASE 
RESTRICTIONS TO HEALTH MAINTENANCE ORGANIZATIONS; REQUIRING 
HEALTH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL STATEMENTS; 
REQUIRING PROTECTION AGAINST INSOLVENCY BY HEAL TH MAINTENANCE 
ORGANIZATIONS; AMENDING SECTIONS 33-22-1703, 33-22-1707, 33-31-102, 33-
31-111, 33-31-211, AND 33-31-216, MCA; AND PROVIDING EFFECTIVE DATES 
AND AN APPLICABILITY DATE" for the following reasons. 

Senate Bill 365 establishes adequate health care networks and quality of managed 
care. It is an important and visionary bill that will benefit both consumers and managed 
health care providers in Montana. Applications for health maintenance organizations 
are pending, and the bill needs to be passed this session. 

However, Senate Bill 365 will have a fiscal impact on both the Department of Public 

TELEPHO~E: (406) 444-3111 FAX: (406) 144-5529 



Health and Human Services, as well as the State Auditor's Office. These costs were 
not funded in House Bill 2, and thus it will be necessary to delay the effective dates of 
several of the sections of Senate Bill 365. 

Senator Benedict, the bill's sponsor, has been informed of the need for these 
amendments. 

Sincerely, 

-·. -~ (. 
\\, ~ -«',..,_,_\j 

MARC RACICOT 
Governor 



Page 15, line 3. 
Strike: "1998" 
Insert: "1999" 
Following: " October 1," 

Page 15, line 4. 
Strike: "1998" 
Insert: "1999" 
Following: "October l," 

Page 15, line 6. 
Strike: "1998" 
Insert: "1999" 
Following: "October l," 

Page 21, line 24. 
Strike: "1998" 
Insert: "1999" 
Following: "October l," 

Page 22, line 13 . 
Strike: "1997" 
Insert: "1999" 
Following: "October l," 

Page 22, line 14. 
Strike: "April" 
Insert: "October" 
Following: "by" 

Page 22, line 15 . 
Strike: "April" 
Insert: "October" 

GOVERNOR'S Al\lENDl\fENTS TO 
Senate Bill No. 365 

(Reference Copy) 
April 21, 1997 



Page 22, line 18 . 
Strike: "April 1, 1998" 
Insert: "October 1, 1999" 
Following: "after'' 

Page 22, line 22. 
Strike: "April" 
Insert: "October" 
Following: "by" 

Page 22, line 24 . 
Strike: "shall" 
Insert: "may'' 
Following: "department" 

Page 30, Line 24. 
Insert: "12," 
Following: "Sections" 

Page 30, line 26. 

GOVERNOR'S AMENDMENTS TO 
Senate Bill No. 365 

(Reference Copy) 
April 21, 1997 

Insert: "13, 15, 18 through 21," 
Foil owing: "Sections" 
Strike: "26" 
Insert: "29" 

• 



55th Legislature SB0365.04 

SENATE BILL NO. 365 

2 INTRODUCED BY BENEDICT, HARGROVE, GRIMES, HARP, MERCER, AKLESTAD, AHNER, GROSFIELD, 

3 MASOLO, BAER, M. TAYLOR, MILLS, ROSE, MAHLUM, MOOD, SPRAGUE, JABS, ESTRADA, 

4 DEPRATU, FOSTER, MCNUTT, KEATING, JENKINS, CRISMORE, GLASER, HERTEL, BURNETT, 

5 THOMAS, SMITH, CRIPPEN, COLE, BOHLINGER, PECK, DENNY, OHS, GRINDE, BOOKOUT-REINICKE, 

6 BARNETT, MARSHALL 

7 

8 A BILL FOR AN ACT ENTITLED: "AN ACT PROVIDING FOR THE REGULATION OF HEALTH INSURANCE 

9 CARRIERS WHO OFFER MANAGED CARE PLANS; PROVIDING FOR STATE NETWORK ADEQUACY AND 

10 QUALITY ASSURANCE STANDARDS AND A MEANS FOR ENFORCING THE STANDARDS; REGULATING 

11 CONTRACTS RELATING TO MANAGED CARE PLANS; PROVIDING REPORTING AND DISCLOSURE 

12 REQUIREMENTS; PROVIDING FOR CONFIDENTIALITY OF HEAL TH CARE INFORMATION; PROVIDING 

13 DEFINITIONS; APPL YING PREMIUM INCREASE RESTRICTIONS TO HEAL TH MAINTENANCE 

14 ORGANIZATIONS; REQUIRING HEALTH MAINTENANCE ORGANIZATIONS TO FILE FINANCIAL 

15 STATEMENTS; REQUIRING PROTECTION AGAINST INSOLVENCY BY HEAL TH MAINTENANCE 

16 ORGANIZATIONS; CReOTING A !WARD Of NETWORK .ODeQUOCY 1'.MD QUALITY ASSURANCE 

17 effEGTIVE JULY 1, 2GG1; ?RO)IIDIMG fOR ?OWERS A~m QUTll!S Of Tl-le !WARD; AMENDING 

18 SECTIONS 33-22-1703, 33-22-1707, 33-31-102, 33-31-111, 33-31-211, AND 33-31-216, MCA; AND 

19 PROVIDING EFFECTIVE DATES,Af>,IG AND AN APPLICABILITY DATE, A~m A TeRMl~J,O,TION DOTI!." 

20 

21 STATEMENT OF INTENT 

22 A statement of intent is required for this bill because [sections 12, 1 3, and 22] require rules to be 

23 adopted by the department of public health and human services. 

24 The rules adopted by the department must establish state network adequacy and quality assurance 

25 standards for managed care plans that amplify [sections 8 through 29] and must provide greater detail 

26 regarding specific means by which a health carrier meets the requirements of [sections 8 through 291. 

27 A managed care plan accredited by a nationally recognized organization is not required to meet 

28 some of the provisions of [sections 8 through 29], but the legislature acknowledges that small managed 

29 care plans may not be capable of meeting all of the accreditation requirements of national accrediting 

30 organizations. 

1Legislf11ive 
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In order to promote uniformity of standards applicable to all managed care plans, state quality 

2 assurance standards for small managed care plans must consist of standards that are at least tho O(luivalont 

3 of health plan omplo•;or data and information standards. /\ny other standards adopted must 130 appropriate 

4 for quality assurance in Montana. 

5 The department l\~lD SUBSEQUHJTLY THE BOA~D OF NETWO~K /\DEQU/\CY A~lD OUALIT-¥ 

6 ASSU~ANCE may refer reports of noncompl'lance by a health carrier to the commissioner for corrective 

7 action. Under the department's rulemak ing authority, the department shall specify network adequacy and 

8 quality assurance review processes. 

9 [Section 19] designates the department of public health and human services as the place for 

1 O insurance carriers to file documents related to managed care provider network adequacy and quality 

11 assurance. The department shall adopt rules establishing procedures for filing these documents and shall 

1 2 adopt rules specifying processes for amending or withdrawing documents already filed that relate to 

13 network adequacy and quality assurance. 

14 

15 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA: 

16 

17 

18 

Section 1. Section 33-22-1703, MCA, is amended to read: 

"33-22-1703. Definitions. As used in this part, the following definitions apply: 

19 ( 11 "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

20 severity, including severe pain, that the absence of immediate medical attention could reasonably be 

21 expected to result in any of the following: 

22 (a) the covered person's health would be in serious ieopardy; 

23 (b) the covered person's bodily functions would be seriously impaired; or 

24 (cl a bodily organ or part would be seriously damaged. 

25 J1J. "Emergency services" means sorvioos provided after suHorin9 an aosidontal boElily injury or tho 

26 sudElon onset of a modisal sonElition manifostin9 itself e•t asuto E'fffiptoms of suffisier1t SO"'Ority 1insluElin!:J 

27 severe pain) that without immediate moclisal attention tho sul3ssril3or or insured soulEI roasona13I•,· ol'cpost 

28 ~ 

29 (al the subssribor's or iRsuroEl's health weule be in serious jeopardy; 

30 (b) the subssri13or's or insurod's l:lodily funstioRS y,•oulEI 130 seriously irnpairee; or 

( legislative 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

1 5 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

(01 a l:Jodily organ or 13art would l:Jo seriously damaged. health care items or services furnished or 

required to evaluate and treat an emergency medical condition. 

rn@ "Health benefit plan" means the health insurance policy or subscriber arrangement between 

the insured or subscriber and the health care insurer that defines the covered services and benefit levels 

available. 

~ill "Health care insurer" means: 

{a) an insurer that provides disability insurance as defined in 33-1-207; 

(bl a health service corporation as defined in 33-30-101; 

{c) a health maintenanoe organization as defined in 33 31 102; 

AA a fraternal benefit society as described in 33-7-105; or 

WJ.Ql any other entity regulated by the commissioner that provides health coverage except a health 

maintenance organization. 

{4Hfil "Health care services" means health care services or products rendered or sold by a provider 

within the scope of the provider's license or legal authorization or services provided under Title 33, chapter 

22, part 7. 

Wifil "Insured" means an individual entitled to reimbursement for expenses of health care services 

under a policy or subscriber contract issued or administered by an insurer. 

{9}0 ''Preferred provider" means a provider or group of providers who have contracted to provide 

specified health care services. 

ffi.[fil "Preferred provider agreement" means a contract between or on behalf of a health care 

insurer and a preferred provider. 

~ifil "Provider" means an individual or entity licensed or legally authorized to provide health care 

services or services covered within Title 33, chapter 22, part 7. 

~i.l.Ql "Subscriber" means a certificate holder or other person on whose behalf the health care 

insurer is providing or paying for health care coverage." 

27 Section 2. Section 33-22-1707, MCA, is amended to read: 

28 "33-22-1707. Rules. The commissioner shall 13romulgato may adopt rules necessary to implement 

29 the provisions of this part." 

30 
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Section 3. Section 33-31-102, MCA, is amended to read: 

2 "33-31-102. Definitions. As used in this chapter, unless the context requires otherwise, the 

3 following definitions apply: 

4 { 1) "Basic health care services" means: 

5 {a) consultative, diagnostic, therapeutic, and referral services by a provider; 

6 (b) inpatient hospital and provider care; 

7 (cl outpatient medical services; 

8 (d) medical treatment and referral services; 

9 le) accident and sickness services by a provider to each newborn infant of an enrollee pursuant 

10 to 33-31-301 (3)(e); 

11 (f) care and treatment of mental illness, alcoholism, and drug addiction; 

12 (g) diagnostic laboratory and diagnostic and therapeutic radiologic services; 

13 (h) preventive health services, including: 

14 (i) immunizations; 

15 (ii) well-child care from birth; 

16 (iii) periodic health evaluations for adults; 

1 7 {iv) voluntary family planning services; 

18 (v) infertility services; and 

19 (vi) children's eye and ear examinations conducted to determine the need for vision and hearing 

20 correction; 

21 (i) minimum mammography examination, as defined in 33-22-132; and 

22 (j) treatment for phenylketonuria. "Treatment" means licensed professional medical services under 

23 the supervision of a physician and a dietary formula product to achieve and maintain normalized blood levels 

24 of phenylalanine and adequate nutritional status. 

25 {2) "Commissioner" means the commissioner of insurance of the state of Montana. 

26 (3) "Enrollee" means a person: 

27 (a) who enrolls in or contracts with a health maintenance organization; 

28 (b) on whose behalf a contract is: made with a health maintenance organization to receive health 

29 care services; or 

30 (cl on whose behalf the health maintenance organization contracts to receive health care services. 

( Legislative 
1servic,s 
"J!ivision 

- 4 - SB 365 



55th Legislature S80365.04 

14) "Evidence of coverage" means a certificate, agreement, policy, or contract issued to an enrollee 

2 setting forth the coverage to which the enrollee is entitled. 

3 15) "Health care services" means: 

4 la) the services included in furnishing medical or dental care to a person; 

5 lb) the services included in hospitalizing a person; 

6 le) the services incident to furnishing medical or dental care or hospitalization; or 

7 Id) the services included in furnishing to a person other services for the purpose of preventing, 

8 alleviating, curing, or healing illness, injury, or physical disability. 

9 16) "Health care services agreement" means an agreement for health care services between a 

10 health maintenance organization and an enrollee. 

11 17) "Health maintenance organization" means a person who provides or arranges for basic health 

12 care services to enrollees on a prepaid er etl:ler fiRaRsial basis, either directly through provider employees 

13 or through contractual or other arrangements with a provider or a group of providers. This subsection does 

14 not limit methods of provider payments made by health maintenance organizations. Tl=US TERM APPLIES 

15 TO PROVmER SPO~JSORED ORG,f\~JIZATIO~JS THAT DIRECTLY ASSUME RISK OR PROVIDE SERVICES 

16 DIRECTLY TO CUSTOMERS THROUGH CONTRACTS WITH EMPLOYERS OR PURCHASING 

17 COOPERATIVES. 

18 18) "Insurance producer" means an individual, partnership, or corporation appointed or authorized 

19 by a health maintenance organization to solicit applications for health care services agreements on its 

20 behalf. 

21 19) "Person" means: 

22 la) an individual; 

23 lb) a group of individuals; 

24 le) an insurer, as defined in 33-1-201; 

25 Id) a health service corporation, as defined in 33-30-101; 

26 le) a corporation, partnership, facility, association, or trust; or 

27 If) an institution of a governmental unit of any state licensed by that state to provide health care, 

28 including but not limited to a physician, hospital, hospital-related facility, or long-term care facility. 

29 110) "Plan" means a health maintenance organization operated by an insurer or health service 

30 corporation as an integral part of the corporation and not as a subsidiary. 

Clegislf<live 
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l.,.,,J!jvision 

. 5 . SB 365 



5 5th Legislature S80365.04 

1 ( 11) "Provider" means a physician, hospital, hospital-related facility, long-term care facility, dentist, 

2 osteopath, chiropractor, optometrist, podiatrist, psychologist, licensed social worker, registered pharmacist, 

3 or m-JF&O s13osialist advanced practice registered nurse as specifically listed in 37-8-202 who treats any 

4 illness or injury within the scope and limitations of fliG the provider's practice or any other person who is 

5 licensed or otherwise authorized In this state to furnish health care services. 

6 {12) "PROVIDrn SPOMSORli'O ORGANIZ,ATIOW MEl\~IS AN ORGA~llZATIO~I Of PHYSICIMU,, 

7 HOSPITAbS, c\ND OTHER PROVIDERg Tlall\T ARE ORGANIZED fiOR Tla!E PURPOSE Ofi SECURING 

8 CO~ITR,c\CTS WITH PAYERS TO PROVIOE HEAbTH Cc\RE SERVICES. Tl=II! TERM INCbUDES A 

9 Pla!YSICIA~I HOSPITAb ORGANIZATION, ,o, Pla!YSICIAN SPONSORED ~ll!TWORK, A PHYSIClc\~I GROUP 

10 PRl\CTICE, A~m A HOSPITl\b Pla!YSICIA~I ORGA~IIZATlml. 

11 1121113)(12) "Uncovered expenclitures" mean the costs of health care services that are covered by 

1 2 a health maintenance organization and for which an enrollee is liable if the health maintenance organization 

13 becomes insolvent." 

Section 4. Section 33-31-111, MCA, is amended to read: 

14 

15 

16 "33-31-111. Statutory construction and relationship to other laws. (1) Except as otherwise 

17 provided in this chapter, the insurance or health service corporation laws do not apply to any he:.lth 

1 8 maintenance organization authorized to transact business under this chapter. This provision does not apply 

19 to an insurer or health service corporation licensed and regulated pursuant to the insurance or health service 

20 corporation laws of this state except with respect to its health maintenance organization activities 

21 authorized and regulated pursuant to this chapter. 

22 (21 Solicitation of enrollees by a health maintenance organization granted a certificate of authority 

23 or its representatives Fnav not be sonstruoe as is not a violation of any law relating to solicitation or 

24 advertising by health professionals. 

25 (31 A health maintenance organization authorized under this chapter FRO'( net bo sonsieeroe ta bo 

26 is not practicing medicine and is exempt from Title 37, chapter 3, relating to the practice of medicine. 

27 (4) Tho 13r0Yisions of this This chapter oo does not exempt a health maintenance organization from 

28 the applicable certificate of need requirements under Title 50, chapter 5, parts 1 and 3. 

29 (51 The 13ro>«isions af this This section oo does not exempt a health maintenance organization from 

30 material transaction disclosure requirements under 33-3-701 through 33-3-704. A health maintenance 
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organization must be considered an insurer for the purposes of 33-3-701 through 33-3- 704. 

2 

3 

4 

5 

6 

(6) This section does not exempt a health maintenance organization from network adequacy and 

quality assurance requirements provided under [sections 8 through 29]." 

Section 5. Section 33-31-211, MCA, is amended to read: 

"33-31-211. Annual statemeRt statements -- revocation for failure to file -- penalty for false 

7 swearing. I 1) Unless it is operated by an insurer or a health service corporation as a plan, each authorized 

8 health maintenance organization shall annually on or before March 1 file with the commissioner a full and 

9 true statement of its financial condition, transactions, and affairs as of the preceding December 31. The 

1 O statement must be in the general form and content required by the commissi.oner. The statement must be 

11 verified by the oath of at least two principal officers of the health maintenance organization. The 

12 commissioner may in his Elissretion waive any verification under oath. In addition, a health maintenance 

13 organization shall, unless it is operated by an insurer or a health service corporation as a plan, annually file 

14 on or before June 1 an audited financial statement. 

15 (21 At the time of filing its the annual statement required by March 1, the health maintenance 

16 organization shall pay the commissioner the fee for filing its the statement as prescribed in 33-31-21 2. The 

17 commissioner may refuse to accept the fee for continuance of the insurer's certificate of authority, as 

18 provided in 33-31-212, or may in his discretion suspend or revoke the certificate of authority of a health 

19 maintenance organization that fails to file an annual statement when due. 

20 (3) The commissioner may, after notice and hearing, impose a fine not to exceed $5,000 f}8f for 

21 each violation upon a director, officer, partner, member, insurance producer, or employee of a health 

22 maintenance organization who knowingly subscribes to or concurs in making or publishing an annual 

23 statement required by law that contains a material statement~ that is false. 

24 (4) The commissioner may require 6tlGR reports as he sonsiaeFS considered reasonably necessary 

25 and appropriate to enable Rim the commissioner to carry out l:!+s duties required of the commissioner under 

26 this chapter, including but not limited to a statement of operations, transactions, and affairs of a health 

27 maintenance organization operated by an insurer or a health service corporation as a plan." 

Section 6. Section 33-31-216, MCA, is amended to read: 

28 

29 

30 "33-31-216. Protection against insolvency. 11) Except as provided in subsections (4) through 171, 

~ legisl!'tive 
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each authorized health maintenance organization shall deposit with the commissioner cash, securities, or 

2 any combination of cash or securities acceptable to the commissioner in the amount set forth in this 

3 section. 

4 (21 The amount of the deposit for a health maintenance organization during the first year of its 

5 operation FAt1st be the greater of: 

6 (al 6 % of its estiFAatod oxpenditt1ros for health oaro sor 11ioos for its first )'Oar of operation+ 

7 lb) twioe its ostiFAatod a¥erago FAonthly t1nsovorod m,ponditt1ros for its first year of operation; or 

8 lol $100,000 is $200,000. 

9 (3) At the beginning of each succeeding year, unless not applicable, the health maintenance 

1 O organization shall deposit with the commissioner cash, securities, or any combination of cash or securities 

11 acceptable to the commissioner, in an amount equal to 4 % of its estimated annual uncovered expenditures 

1 2 for that year. 

13 (4) Unless not applicable, a hesdth maintenance organization that is in operation on October 1, 

14 1987, shall make a deposit equal to the greater of: 

15 (a) 1 % of the preceding 12 months' uncovered expenditures; or 

16 (b) $100,000 on tho first da•r of tho fisoal year bo9innin9 El FAonths or FAoro after Osto0or 1, 1 Q87. 

17 In tho sosond fissal •,roar, if applioa0lo, tho aFAot1nt of the additional deposit FAtJSt 00 SEJUal to 2 % o'-ifs 

18 estiFAatoa annual unso110roa oxpenaitt1rOB. In tho thira fissal '(Bar, if applioa0lo, the additional Eloposit mt1st 

19 00 BEJUal to 3% of its estimated ann1Jal 1Jnoo¥erod expenaitt1res for that year. In the fot1rth fissal yoar ans 

20 st1bs0Ejuont years, if applisable, tho adaitional Eloposit FAUSt bo OEJ1Jal to '1-% of its estimated annual 

21 uncovered expenditures for each year. eaoh •;oar's estimate after the first year of operation mt1st roasonabl•t 

22 reflost tho prosodin!'l year's oporatin9 exporionse and doliver>,1 arran90monts. 

23 (5) The commissioner may il=l-flis Elissrotion waive any of the deposit requirements set forth in 

24 subsections ( 11 through (4) whenever l=le, the commissioner is satisfied that: 

25 (a) the health maintenance organization has sufficient net worth and an adequate history of 

26 generating net income to 06&\He ensure its financial viability for the next year; 

27 lb) the health maintenance organization's performance and obligations are guaranteed by an 

28 organization with sufficient net worth and an adequate history of generating net income; or 

29 le) the health maintenance organization's assets or its contracts with insurers, health service 

30 corporations, governments, or other organizations are reasonably sufficient to assure the performance of 
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its obligations. 

2 (61 When a health maintenance organization achieves a net worth not in.eluding land, buildings, and 

3 equipment of at least $1 million or achieves a net worth including organization-related land, buildings, and 

4 equipment of at least $5 million the annual deposit requirement under subsection 13) does not apply. The 

5 annual deposit requirement under subsection (3) does not apply to a health maintenance organization if the 

6 total amount of the accumulated deposit is greater than the capital requirement for the formation or 

7 admitt;ince of a disability insurer in this state. If the health maintenance organization has a guaranteeing 

8 organization that has been in operation for at least 5 years and has a net worth not including land, 

9 buildings, and equipment of at least $1 million or that has been in operation for at least 10 years and has 

10 a net worth including organization-related land, buildings, and equipment of at least $5 million, the annual 

11 deposit requirement under subsection (31 does not apply. If the guaranteeing organization is sponsoring 

12 more than one health maintenance organization, however, the net worth requirement is increased by a 

13 multiple equal to the number of~ those health maintenance organizations. This requirement to maintain 

14 a deposit in excess of the deposit required of a disability insurer does not apply during any time that the 

1 5 guaranteeing organization maintains for each health maintenance organization it sponsors a net worth at 

1 6 least equal to the capital and surplus requirements for a disability insurer. 

17 (71 All income from deposits belongs to the depositing health maintenance organization and must 

18 be paid to it as it becomes available. A health maintenance organization that has made a securities deposit 

19 may withdraw the deposit or any part of it after making a substitute deposit of cash, securities, or any 

20 combination of cash or securities of equal amount and value. A health maintenance organization may not 

21 substitute securities without prior approval by the commissioner. 

22 (8) In any year in which an annual deposit is not required of a health maintenance organization, 

23 at the health maintenance organization's request, the commissioner shall reduce the previously accumulated 

24 deposit by $100,000 for each $250,000 of net worth in excess of the amount that allows the health 

25 maintenance organization to be exempt from the annual deposit requirement. If the amount of net worth 

26 no longer supports a reduction of its required deposit, the health maintenance organization shall immediately 

27 redeposit $100,000 for each $250,000 of reduction in net worth, exsefjt that its. However, the health 

28 maintenance organization's total deposit may not be required to exceed the maximum required under this 

29 section. 

30 19) Unless it is operated by an insurer or a health service corporation as a plan, each health 
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maintenance organization Sflall must have a minimum capital of at least $200,000 in addition to any deposit 

2 requirements under this section. The capital account must be in excess of any accrued liabilities and be in 

3 the form of cash, securities, or any combination of cash or securities acceptable to the commissioner. 

4 ( 10) Each health maintenance or!Janization shall demonstrate that if it becomes insolvent: 

5 (a) enrollees hospitalized on the date of insolvency will be covered until discharged; and 

6 (b) enrollees will be entitled to similar alternate insurance coverage that does not contain any 

7 medical underwriting or preexisting limitation requirements." 

8 

9 NEW SECTION. Section 7. Premium increase restriction -- exception. { 1) A health maintenance 

10 organization may not increase a premium for an individual's or an individual's group health care services 

11 agreement more frequently than once during a 12-month period unless failure to increase the premium more 

12 frequently than once during the 12-month period would: 

13 {a) place the health maintenance organization in violation of the laws of this state; or 

14 {b) cause the financial impairment of the health maintenance organization to the extent that further 

15 transaction of insurance by the health maintenance organization would injure or be hazardous to its 

16 enrollees or to the public. 

17 12) Subsection {1) does not apply to a premium increase necessitated by a state or federal law ::,y 

18 a court decision, by a state rule, or by a federal regulation. 

19 

20 NEW SECTION. Section 8. Short title. [Sections 8 through 291 may be cited as the "Managed Care 

21 Plan Network Adequacy and Quality Assurance Act". 

22 

23 NEW SECTION. Section 9. Purpose. The purpose and intent of [sections 8 through 29] are to: 

24 { 1) establish standards for the creation and maintenance of networks by health carriers offering 

2 5 managed care plans and to ensure the adequacy, accessibility, and quality of health care services offered 

26 under a managed care plan by establishing requirements for written agreements between health carriers 

27 offering managed care plans and participating providers regarding the standards, terms, and provisions 

28 under which the participating provider wid provide services to covered persons; 

29 (21 provide for the implementation of state network adequacy and quality assurance standards in 

30 administrative rules, provide for rnonitorin9 compliance with those standards, and provide a mechanism for 
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detecting and reporting violations of those standards to the commissioner; 

2 (3) establish minimum criteria for the quality assessment activities of a health carrier issuing a 

3 closed plan or a combination plan and to require that minimum state quality assessment criteria be adopted 

4 by rule; 

5 (4) enable health carriers to evaluate, maintain, and improve the quality of health care services 

6 provided to covered persons; and 

7 (51 provide a streamlined and simplified process by which managed care network adequacy and 

8 quality assurance programs may be monitored for compliance THROUGH COORDINATED EFFORTS OF THE 

9 COMMISSIONER AND THE DEPARTMENT [A~ID TH~ BQ/1.RDI. It is not the purpose or intent of [sections 

10 8 through 291 to apply quality assurance standards applicable to medicaid or medicare to managed care 

11 plans regulated pursuant to [sections 8 through 29] or to create or require the creation of quality assurance 

12 programs that are as comprehensive as quality assurance programs applicable to medicaid or medicare. 

13 

14 NEW SECTION. Section 10. Definitions. As used in [sections 8 through 291, the following 

15 definitions apply: 

16 I 11 "Closed plan" means a managed care plan that requires covered persons to use only 

17 participating providers under the terms of the managed care plan. 

18 (2) "Combination plan" means an open plan with a closed component. 

19 (3) "Covered benefits" means those health care services to which a covered person is entitled 

20 under the terms of a health benefit plan. 

21 (4) "Covered person" means a policyholder, subscriber, or enrollee or other individual participating 

22 in a health benefit plan. 

23 (51 "Department" means the department of public health and human services established in 

24 2-15-2201. 

25 (6) "Emergency medical condition" means a condition manifesting itself by symptoms of sufficient 

26 severity, including severe pain, that the absence of immediate medical attention could reasonably be 

2 7 expected to result in any of the following: 

28 (a) the covered person's health would be in serious jeopardy; 

29 lb) the covered person's bodily functions would be seriously impaired; or 

30 (Cl a bodily organ or part would be seriously damaged. 
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(7) "Emergency services" means health care items and services furnished or required to evaluate 

2 and treat an emergency medical condition. 

3 (8) "Facility" means an institution providing health care services or a health care setting, including 

4 but not limited to a hospital, medical assistance facility, as defined in 50-5-101, or other licensed inpatient 

5 center, an ambulatory surgical or treatment center, a skilled nursing center, a residential treatment center, 

6 a diagnostic, laboratory, or imaging center, or a rehabilitation or other therapeutic health setting. 

7 (91 "Health benefit plan" means a policy, contract, certificate, or agreement entered into, offered, 

8 or issued by a health carrier to provide, deliver, arrange for, pay for, or reimburse any of the costs of health 

9 care services. 

10 (10) "Health care professional" means a physician or other health care practitioner licensed, 

11 accredited, or certified pursuant to the laws of this state to perform specified health care services 

1 2 consistent with state law. 

13 (11) "Health care provider" or "provider" means a health care professional or a facility. 

14 (121 "Health care services" means services for the diagnosis, prevention, treatment, cure, or relief 

15 of a health condition, illness, injury, or disease. 

16 ( 131 "Health carrier" means an entity subject to the insurance laws and rules of this state that 

17 contracts, offers to contract, or enters into an agreement to provide, deliver, arrange for, pay for, or 

18 reimburse any of the costs of health care services, including a disability insurer, health maintenance 

19 organization, or health service corporation or another entity providing a health benefit plan. 

20 { 14) "Intermediary" means a person authorized to negotiate, execute, and be a party to a contract 

21 between a health carrier and a provider or between a health carrier and a network. 

22 {151 "Managed care plan" means a health benefit plan that either requires or creates incentives, 

23 including financial incentives, for a covered person to use health care providers managed, owned, under 

24 contract with, or employed by a health carrier, but not preferred provider organizations or other provider 

25 networks operated in a fee-for-service indemnity environment. 

26 { 16) "Medically necessary" means services, MEDICINES. or supplies that are necessary and 

27 appropriate for the DIAGNOSIS OR treatment of a covered person's omorgeAoy ILLNESS, INJURY, OR 

28 medical condition or_ fer the f)rovoAti•~o oars sf a severed fJOFSBA according to accepted standards of medical 

29 practice AND THAT ARE NOT PROVIDED ONLY AS A CONVENIENCE. 

30 {17) "Network" means the group of participating providers that provides health care services to 
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a managed care plan. 

2 (18) "Open plan" means a managed care plan other than a closed plan that provides incentives, 

3 including financial incentives, for covered persons to use participating providers under the terms of the 

4 managed care plan. 

5 (19) "Participating provider" means a provider who, under a contract with a health carrier or with 

6 the health carrier's contractor, subcontractor, or intermediary, has agreed to provide health care services 

7 to covered persons with an expectation of receiving payment, other than coinsurance, copayments, or 

8 deductibles, directly or indirectly from the health carrier. 

9 (20) "Primary care professional" means a participating health care professional designated by the 

10 health carrier to supervise, coordinate, or provide initial care or continuing care to a covered person and 

11 who may be required by the health carrier to initiate a referral for specialty care and to maintain supervision 

1 2 of health care services rendered to the covered person. 

13 (21) "Quality assessment" means the measurement and evaluation of the quality and outcomes 

14 of medical care provided to individuals, groups, or populations. 

15 (22) "Quality assurance" means quality assessment and quality improvement. 

16 (23) "Quality improvement" means an effort to improve the processes and outcomes related to the 

17 provision of health care services within a health plan. 

18 

19 NEW SECTION. Section 11. Applicability and scope. [Sections 8 through 29] apply to all health 

20 carriers that offer managed care plans. [Sections 8 through 29] do not exempt a health carrier from the 

21 applicable requirements of federal law when providing a managed care plan to medicare recipients or from 

22 the applicable requirements of federal law or Title 53, chapter 6, when providing a managed care plan to 

23 medicaid recipients. 

24 

25 NEW SECTION. Section 12. Department -- general powers and duties -- rulemaking. I 1) The 

26 department shall: 

2 7 (a) adopt rules pursuant to the Montana Administrative Procedure Act establishing minimum state 

28 standards for network adequacy and quality assurance and procedures for ensuring compliance with those 

29 standards; and 

30 lb) recommend action to the commissioner [OR TO TMIO BO,I\RDj against a health carrier whose 
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managed care plan does not comply with standards for network adequacy and quality assurance adopted 

2 by the department. 

3 121 Quality assurance standards adopted by the department must consist of some but not all of the 

4 health plan employer data and information standards. The department shall select and adopt only standards 

5 appropriate for quality assurance in Montana. 

6 (31 The state may contract, through a competitive bidding process, for the development of network 

7 adequacy and quality assurance standards. 

8 

9 NEW SECTION. Section 13. Network adequacy•· standards·· access plan required. ( 11 A health 

1 O carrier offering a managed care plan in this state shall maintain a network that is sufficient in numbers and 

11 types of providers to ensure that all servic:es to covered persons are accessible without unreasonable delay. 

12 Sufficiency in number and type of provider is determined in accordance with the requirements of this 

13 section. Covered persons must have access to emergency care 24 hours a day, 7 days a week. A health 

14 carrier providing a managed care plan shall use reasonable criteria to determine sufficiency. The criteria 

15 may include but are not limited to: 

16 (al a ratio of specialty care providers to covered persons; 

17 (bl a ratio of primary care providers to covered persons; 

18 (cl geographic accessibility; 

19 Id) waiting times for appointments with participating providers; 

20 le) hours of operation; or 

21 (fl the volume of technological and specialty services available to serve the needs of covered 

22 persons requiring technologically advanced or specialty care. 

23 (2) Whenever a health carrier rIas an insufficient number or type of participating providers to 

24 provide a covered benefit, the health carrier shall ensure that the covered person obtains the covered 

25 benefit at no greater cost to the covered person than if the covered benefit were obtained from participating 

26 providers or shall make other arrangements acceptable to the department. 

27 13) The health carrier shall establish and maintain adequate provider networks to ensure reasonable 

28 proximity of participating providers to the businesses or personal residences of covered persons. In 

29 determining whether a health carrier has complied with this requirement, consideration must be given to 

30 the relative availability of health care providers in the service area under consideration. 
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(4 I o health oarrier shall meniter, sn an sngsing easis, the aeility, olinioal capaoity, financial 

2 oapatiility, and IB§al authsrity sf its prsvidsrs ts furnish all osvered tiensfiM ts osvered persons. 

3 te+HJ. A health carrier offering a managed care plan in this state on October 1, ~ 1999, shall 

4 file with the department on October 1, ~ 1999, an access plan complying with subsection t7+@ and 

5 the rules of the department. A health carrier offering a managed care plan in this state for the first time 

6 after October 1, ~ 1999, shall file with the department an access plan meeting the requirements of 

7 subsection t7+@ and the rules of the department before offering the managed care plan. A plan must be 

8 filed with the department in a manner and form complying with the rules of the department. A health 

9 carrier shall file any subsequent material changes in its access plan with the department within 30 days of 

10 implementation of the change. 

11 AAJ.fil A health carrier may request the department to designate parts of its access plan as 

12 proprietary or competitive information, and when designated, that part may not be made public. For the 

13 purposes of this section, information is proprietary or competitive if revealing the information would cause 

14 the health carrier's competitors to obtain valuable business information. A health carrier shall make the 

15 access plans, absent proprietary information, available on its business premises and shall provide a copy 

16 of the plan upon request. 

17 t7+@ An access plan for each managed care plan offered in this state must describe or contain 

18 at least the following: 

19 (al a listing of the names and specialties of the health carrier's participating providers; 

20 (bl the health carrier's procedures for making referrals within and outside its network; 

21 (cl the health carrier's process for monitoring and ensuring on an ongoing basis the sufficiency of 

22 the network to meet the health care needs of populations that enroll in the managed care plan; 

23 (dl the health carrier's efforts to address the needs of covered persons with limited English 

24 proficiency and illiteracy, with diverse cultural and ethnic backgrounds, and with physical and mental 

25 disabilities; 

26 (el the health carrier's methods for assessing the health care needs of covered persons and their 

27 satisfaction with services; 

28 (fl the health carrier's method of informing covered persons of the plan's services and features, 

29 including but not limited to the plan's grievance procedures, its process for choosing and changing 

30 providers, and its procedures for providing and approving emergency and specialty care; 
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(g) the health carrier's system for ensuring the coordination and continuity of care for covered 

2 persons referred to specialty physicians and for covered persons using ancillary services, including social 

3 services and other community resources, and for ensuring appropriate discharge planning; 

4 (h) the health carrier's process for enabling covered persons to change primary care professionals; 

5 (i) the health carrier's proposed plan for providing continuity of care in the event of contract 

6 termination between the health carrier and a participating provider or in the event of the health carrier's 

7 insolvency or other inability to continue operations. The description must explain how covered persons will 

8 be notified of the contract termination or the health carrier's insolvency or other cessation of operations 

9 and be transferred to other providers in a timely manner. 

10 (j) any other information required by the department to determine compliance with [sections 13 

11 through 21] and the rules implementing [sections 13 through 21]. 

12 (7) THE DEPARTMENT SHALL ENSURE TIMELY AND EXPEDITED REVIEW AND APPROVAL OF 

13 THE ACCESS PLAN AND OTHER REQUIREMENTS IN THIS SECTION. 

14 

1 5 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

NEW SECTION. Section 14. Provider responsibility for care -- contracts -- prohibited collection 

practices. 11) A health oarrier offering a 111anagee oaro 13lan shall ostaslish a meohanis111, eossrisee in eotail 

in tho oontraot, B'f whish a 13artioi13ating pre1,ieer '"iill l:Jo notifioe on an ongoing sasis of tho oovored heaW\ 

oaro sorvioes fer whioh tho 13artioipatin9 13rovidor is rosponsielo, inoluding any li111itations or oonditions on 

those health saro sorvioos. 

RHll A contract between a health carrier and a participating provider must set forth a hold 

harmless provision specifying protection for covered persons. This requirement is met by including in a 

contract a provision substantially the same as the following: 

"The provider agrees that the provider may not for any reason, including but not limited to 

nonpayment by the health carrier or intermediary, insolvency of the health carrier or intermediary, or breach 

of this agreement, bill, charge, collect a deposit, seek compensation, remuneration, or reimbursement, or 

have any recourse from or against a covered person or a person other than the health carrier or intermediary 

acting on behalf of the covered person for services provided pursuant to this agreement. This agreement 

does not prohibit the provider from collecting coinsurance, copayments, or deductibles, as specifically 

provided in the evidence of coverage, or fees for uncovered services delivered on a fee-for-service basis 

to a covered person. This agreement do;~s not prohibit a provider, except a health care professional who 
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is employed full-time on the staff of a health carrier and who has agreed to provide services exclusively to 

2 that health carrier's covered persons and no others, and a covered person from agreeing to continue 

3 services solely at the expense of the covered person if the provider has clearly informed the covered person 

4 that the health carrier may not cover or continue to cover a specific service or services. Except as provided 

5 in this agreement, this agreement does not prohibit the provider from pursuing any legal remedy available 

6 for obtaining payment for services from the health carrier." 

7 +J+J1l A contract between a health carrier and a participating provider must state that if a health 

8 carrier or intermediary becomes insolvent or otherwise ceases operations, covered benefits to covered 

9 persons will continue through the end of the period for which a premium has been paid to the health carrier 

1 O on behalf of the covered person, but not to exceed 30 days, or until the covered person's discharge from 

11 an ACUTE CARE inpatient facility, whichever occurs last. Covered benefits to a covered person confined 

12 in an ACUTE CARE inpatient facility on the date of insolvency or other cessation of operations must be 

13 continued by a provider until the confinement in an inpatient facility is no longer medically necessary. 

14 {4-}Ql The contract provisions that satisfy the requirements of subsections (2) ans (d) (1) AND (21 

15 must be construed in favor of the covered person, survive the termination of the contract regardless of the 

16 reason for termination, including the insolvency of the health carrier, and supersede an oral or written 

17 contrary agreement between a participating provider and a covered person or the representative of a 

·1 8 covered person if the contrary agreement is inconsistent with the hold harmless and continuation of covered 

19 benefits provisions required by subsections 12) ans (d) (1) AND (2). 

20 Wi±l. A participating provider may not collect or attempt to collect from a covered person money 

21 owed to the provider by the health carrier. 

22 

23 NEW SECTION. Section 15. Selection of providers -- professional credentials standards. ( 1) A 

24 health carrier shall adopt standards for selecting participating providers who are primary care professionals 

25 and for each health care professional specialty within the health carrier's network. The health carrier shall 

26 use the standards to select health care professionals, the health carrier's intermediaries, and any provider 

27 network with which the health carrier contracts. A health carrier may not adopt selection criteria that allow 

28 the health carrier to: 

29 (a) avoid high-risk populations by excluding a provider because the provider is located in a 

30 geographic area that contains populations or providers presenting a risk of higher than average claims, 
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losses, or use of health care services; or 

2 (b) exclude a provider because the provider treats or specializes in treating populations presenting 

3 a risk of higher than average claims, losses, or use of health care services. 

4 (2) Subsection { 1) does not prohibit a health carrier from declining to select a provider who fails 

5 to meet the other legitimate selection criteria of the health carrier adopted in compliance with [sections 13 

6 through 21] and the rules implementing [sections 13 through 211. 

7 (3) [Sections 13 through 211 do not require a health carrier, its intermediary, or a provider network 

8 with which the health carrier or its intermediary contract to employ specific providers or types of providers 

9 who may meet their selection criteria or to contract with or retain more providers or types of providers than 

10 are necessary to maintain an adequate network. 

11 (4) A health carrier may use criteria established in accordance with the provisions of this section 

12 to select health care professionals allowed to participate in the health carrier's managed care plan. A health 

13 carrier shall make its selection standards for participating providers available for review by the department 

14 and by each health care professional who is subject to the selection standards. 

15 

16 NEW SECTION. Section 16. Health carriers -- general responsibilities. (1) A health carrier offering 

17 a managed care plan shall notify, in writing, prospective participating providers of the participatir.g 

18 providers' responsibilities concerning the health carrier's administrative policies and programs, including but 

19 not limited to payment terms, utilization reviews, the quality assurance program, credentialing, grievance 

20 procedures, data reporting requirements, confidentiality requirements, and applicable federal or state 

21 requirements. 

22 (2) A health carrier may not offer an inducement under a managed care plan to a participating 

23 provider to provide less than medically necessary services to a covered person. 

24 (3) A health carrier may not prohibit a participating provider from discussing a treatment option 

25 with a covered person or from advocating on behalf of a covered person within the utilization review or 

26 grievance processes established by the hea(th carrier or a person contracting with the health carrier. 

27 (4) A health carrier shall require a participating provider to make health records available to 

28 appropriate state and federal authorities, in accordance with the applicable state and federal laws related 

29 to the confidentiality of medical or health records, when the authorities are involved in assessing the quality 

30 of care or investigating a grievance or complaint of a covered person. 
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(5) A health carrier and participating provider shall provide at least 60 days' written notice to each 

2 other before terminating the contract between them without cause. The health carrier shall make a good 

3 faith effort to provide written notice of a termination, within 1 5 working days of receipt or issuance of a 

4 notice of termination from or to a participating provider, to all covered persons who are patients seen on 

5 a regular basis by the participating provider whose contract is terminating, irrespective of whether the 

6 termination is for cause or without cause. If a contract termination involves a primary care professional, 

7 all covered persons who are patients of that primary care professional must be notified. 

8 (6) A health carrier shall ensure that a participating provider furnishes covered benefits to all 

9 covered persons without regard to the covered person's enrollment in the plan as a private purchaser or 

10 as a participant in a publicly financed program of health care services. This requirement does not apply to 

11 circumstances in which the participating provider should not render services because of the participating 

12 provider's lack of training, experience, or skill or because of a restriction on the participating provider's 

13 license. 

14 (7) A health carrier shall notify the participating providers of their obligation, if any, to collect 

15 applicable coinsurance, copayments, or deductibles from covered persons pursuant to the evidence of 

16 coverage or of the participating providers' obligations, if any, to notify covered persons of the covered 

17 persons' personal financial obligations for noncovered benefits. 

18 (8) A health carrier may not penalize a participating provider because the participating provider, 

19 in good faith, reports to state or federal authorities an act or practice by the health carrier that may 

20 adversely affect patient health or welfare. 

21 (9) A health carrier shall establish a mechanism by which a participating provider may determine 

22 in a timely manner whether or not a person is covered by the health carrier. 

23 { 1 Ol A health carrier shall establish procedures for resolution of administrative, payment, or other 

24 disputes between the health carrier and participating providers. 

25 { 11) A contract between a health carrier and a participating provider may not contain definitions 

26 or other provisions that conflict with the definitions or provisions contained in the managed care plan or 

2 7 [sections 8 through 29]. 

28 11 2) A contract between a health carrier and a participating provider shall set forth all of the 

29 responsibilities and obligations of the provider either in the contract or documents referenced in the 

30 contract. A health carrier shall make its best effort to furnish copies of any reference documents, if 
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requested by a participating provider, prior to execution of the contract. 

2 

3 NEW SECTION. Section 17. Emergency services. ( 11 A health carrier offering a managed care plan 

4 shall provide or pay for emergency services screening and emergency services and may not require prior 

5 authorization for either of those services. If an emergency services screening determines that emergency 

6 services or emergency services of a particular type are unnecessary for a covered person, emergency 

7 services or emergency services of the type determined unnecessary by the screening need not be covered 

8 by the health carrier unless otherwise covered under the health benefit plan. However, if screening 

9 determines that emergency services or emergency services of a particular type are necessary, those 

1 0 services must be covered by the health carrier. A health carrier shall cover emergency services if the health 

11 carrier, acting through a participating provider or other authorized representative, has authorized the 

12 provision of emergency services. 

13 (21 A health carrier shall provide or pay for emergency services obtained from a nonnetwork 

14 provider within the service area of a managed care plan and may not require prior authorization of those 

15 services if use of a participating provider would result in a delay that would worsen the medical condition 

16 of the covered person or if a provision of federal, state, or local law requires the use of a specific provider. 

17 (31 If a participating provider or other authorized representative of a health carrier authorizes 

18 emergency services, the health carrier may not subsequently retract its authorization after the emergency 

19 services have been provided or reduce payment for an item or health care services furnished in reliance on 

20 approval unless the approval was based on a material misrepresentation about the covered person's medical 

21 condition made by the provider of emergency services. 

22 (4) Coverage of emergency services is subject to applicable coinsurance, copayments, and 

23 deductibles. 

24 (51 For postevaluation or poststabilization services required immediately after receipt of emergency 

25 services, a health carrier shall provide access to an authorized representative 24 hours a day, 7 days a 

26 week, to facilitate review. 

27 

28 NEW SECTION. Section 18. Use of intermediaries •· responsibilities of health carriers, 

29 intermediaries, and providers. ( 1) A health carrier is responsible for complying with applicable provisions 

30 of [sections 8 through 29], and contracting with an intermediary for all or some of the services for which 
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a health carrier is responsible does not relieve the health carrier of responsibility for compliance. 

2 12) A health carrier may determine whether a subcontracted provider participates in the provider's 

3 own network or a contracted network for the purpose of providing covered benefits to the health carrier's 

4 covered persons. 

5 13) A health carrier shall maintain copies of all intermediary health care subcontracts at the health 

6 carrier's principal place of business in this state or ensure that the health carrier has access to all 

7 intermediary subcontracts, including the right to make copies of the contracts, upon 20 days' prior written 

8 notice from the health carrier. 

9 14) If required in a contract or otherwise by a health carrier, an intermediary shall transmit utilization 

10 documentation and claims-paid documentation to the health carrier. The health carrier shall monitor the 

11 timeliness and appropriateness of payments made to providers and health care services received by covered 

12 persons. This duty may not be delegated to an intermediary by a health carrier. 

13 (5) If required in a contract or otherwise by a health carrier, an intermediary shall maintain the 

14 books, records, financial information, and documentation of services provided to covered persons at its 

1 5 principal place of business in the state and preserve them for 5 years in a manner that facilitates regulatory 

16 review. 

17 16) An intermediary shall allow the COMMISSIONER AND THE department access to the 

18 intermediary's books, records, claim information, billing information, and other documentation of services 

19 provided to covered persons that are required by any of those entities to determine compliance with 

20 [sections 13 through 21 l and the rules implementing [sections 13 through 21 ]. 

21 17) A health carrier may, in the event of the intermediary's insolvency, require the assignment to 

22 the health carrier of the provisions of a participating provider's contract addressing the participating 

23 provider's obligation to furnish covered benefits. 

24 

25 NEW SECTION. Section 19. Contract filing requirements -- material changes -- state access to 

26 contracts. (11 On October 1, ~ 1999, a health carrier offering a managed care plan shall file with the 

27 department sample contract forms proposed for use with its participating providers and intermediaries. 

28 ( 2) A health carrier shall file with the department a material change to a contract. The change must 

29 be filed with the department at least 60 days before use of the proposed change. A change in a 

30 participating provider payment rate, coinsurance, copayment, or deductible or other plan benefit is not 
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considered a material change for the purpose of this subsection. 

2 (3) A health carrier shall maintain participating provider and intermediary contracts at its principal 

3 place of business in this state, or the health carrier must have access to all contracts and provide copies 

4 to the department upon 20 days' prior written notice from the department. 

5 

6 NEW SECTION. Section 20. G,~neral contracting requirements. 11) The execution of a contract 

7 for health care services with an intermediary by a health carrier does not relieve the health carrier of its duty 

8 to provide health care services to a petson with whom the health carrier has contracted and does not 

9 relieve the health carrier of its responsibility for compliance with [sections 8 through 29] or the rules 

1 O implementing [sections 8 through 29]. 

11 (2) All contracts by a health carrier for the provision of health care services by a managed care plan 

12 must be in writing and are subject to review by the department and the commissioner. 

13 

14 NEW SECTION. Section 21. Contract compliance dates. (1 l A contract between a health carrier 

15 and a participating provider or intermediary in effect on October 1, +89-7- 1999, must comply with [sections 

16 13 through 21] and the rules implementing [sections 13 through 21] by ~ OCTOBER 1, 1999. The 

1 7 department may extend the ~ OCTOBER 1 date for an additional period of up to 6 months if the hE>::ii1h 

18 carrier demonstrates good cause for an extension. 

1 9 12) A contract between a health carrier and a participating provider or intermediary issued or put 

20 into effect on or after .April 1, 1QQ8 OCTOBER 1, 1999, must comply with [sections 13 through 21] and 

21 the rules implementing [sections 13 through 21 l on the day that it is issued or put into effect. 

22 (3) A contract between a health carrier and a participating provider or intermediary not described 

23 in subsection ( 1) or (21 must comply with [sections 13 through 21] and the rules implementing [sections 

24 13 through 21 l by ~ OCTOBER 1, 1999. 

25 

26 NEW SECTION. Section 22. Department rules. The department &Rall MAY adopt rules to 

27 implement [sections 13 through 21]. 

28 

29 NEW SECTION. Section 23. Quality assurance -- national accreditation. 111 A health carrier 

30 whose managed care plan has been accredited by a nationally recog_nized accrediting organization shall 

(Legislative 
'1Services 
,.!!,jvision 

- 22 - SB 365 



55th Legislature SB0365.04 

annually provide a copy of the accreditation and the accrediting standards used by the accrediting 

2 organization to the department. 

3 (2) If the department finds that the standards of a nationally recognized accrediting organization 

4 meet or exceed state standards and that the health carrier has been accredited by the nationally recognized 

5 accrediting organization, the department shall approve the quality assurance standards of the health carrier. 

6 (3) The department shall maintain a list of accrediting organizations whose standards have been 

7 determined by the department to meet or exceed state quality assurance standards. 

8 (4) [Section 24] does not apply to a health carrier's managed care plan if the health carrier 

9 maintains current accreditation by a nationally recognized accrediting organization whose standards meet 

10 or exceed state quality assurance standards adopted pursuant to !sections 23 through 27]. 

11 (5) This section does not prevent the department from monitoring a health carrier's compliance 

12 with [sections 23 through 27]. 

13 

14 NEW SECTION. Section 24. Standards for health carrier quality assessment programs. A health 

15 carrier that issues a closed plan or a combination plan shall adopt and use infrastructure and disclosure 

16 systems sufficient to accurately measure the quality of health care services provided to covered persons 

17 on a regular basis and appropriate to the types of plans offered by the health carrier. To comply with this 

18 requirement, a health carrier shall: 

19 ( 1) establish and use a system designed to assess the quality of health care provided to covered 

20 persons and appropriate to the types of plans offered by the health carrier. The system must include 

21 systematic collection, analysis, and reporting of relevant data. 

22 (2) communicate in a timely fashion its findings concerning the quality of health care to regulatory 

23 agencies, providers, and consumers as provided in !section 26]; 

24 (3) report to the appropriate professional or occupational licensing board provided in Title 37 any 

25 persistent pattern of problematic care provided by a participating provider that is sufficient to cause the 

26 health carrier to terminate or suspend a contractual arrangement with the participating provider; and 

27 (4) file a written description of the quality assessment program and any subsequent material 

28 changes with the department in a format that must be prescribed by rules of the department. The 

29 description must include a signed certification by a corporate officer of the health carrier that the health 

30 carrier's quality assessment program meets the requirements of [sections 23 through 27]. 
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NEW SECTION. Section 25. St,mdards for health carrier quality improvement programs. A health 

2 carrier that issues a closed plan or a combination plan shall, in addition to complying with [section 24], 

3 adopt and use systems and methods necessary to improve the quality of health care provided :n the health 

4 carrier's managed care plan as indicated by the health carrier's quality assessment program and as required 

5 by this section. To comply with this requirement, a health carrier subject to this section shall: 

6 ( 1) establish an internal system capable of identifying opportunities to improve care; 

7 (2) use the findings generated by the system required by subsection ( 1) to work on a continuing 

8 basis with participating providers and other staff within the closed plan or closed component to improve 

9 the health care delivered to covered persons; 

10 ( 3) adopt and use a program for measuring, assessing and improving the outcomes of health care 

11 as identified in the health carrier's qualitv improvement program plan. This quality improvement program 

12 plan must be filed with the department by October 1, 2000, and must be consistent with [sections 23 

13 through 27]. A health carrier shall file any subsequent material changes to its quality improvement program 

14 plan within 30 days of implementation of the change. The quality improvement program plan must: 

15 (a) implement improvement strategies in response to quality assessment findings that indicate 

16 improvement is needed; and 

17 (b) evaluate, not less than annually, the effectiveness of the strategies implemented pursuant to 

18 subsection (3)(a). 

19 

20 NEW SECTION. Section 26. Reporting and disclosure requirements. ( 1) A health carrier offering 

21 a closed plan or a combination plan shall document and communicate information, as required in this 

22 section, about its quality assurance program. The health carrier shall: 

23 (a) include a summary of its quality assurance program in marketing materials; 

24 (b) include a description of its quality assurance program and a statement of patient rights and 

25 responsibilities with respect to that program in the certificate of coverage or handbook provided to newly 

26 enrolled covered persons; and 

27 (cl make available annually to providers and covered persons a report containing findings from its 

28 quality assurance program and informa1ion abou1 its progress in meeting internal goals and external 

29 standards, when available. 

30 (2) A health carrier shall certify to the department annually that its quality assurance program and 
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the materials provided to providers and consumers in accordance with subsection ( 11 meet the requirements 

2 of [sections 23 through 27]. 

3 (3) A health carrier shall make available, upon request and payment of a reasonable fee, the 

4 materials certified pursuant to subsection (21, except tor the materials subject to the confidentiality 

5 requirements of [section 271 and materials that are proprietary to the managed care plan. A health carrier 

6 shall retain all certified materials for at least 3 years from the date that the material was certified or until 

7 the material has been examined as part of a market conduct examination, whichever is later. 

8 

9 NEW SECTION. Section 27. Confidentiality of health care and quality assurance records --

10 disclosure. ( 1 I Except as provided in subsection (2), the following information held by a health carrier 

11 offering a closed plan or a combination plan is confidential and may not be disclosed by the carrier to a 

12 person: 

13 (al information pertaining to the diagnosis, treatment, or health of a covered person, regardless of 

14 whether the information is in the form of paper, is preserved on microfilm, or is stored in 

15 computer-retrievable form; 

16 (b) information considered by a quality assurance program and the records of its actions, including 

17 testimony of a member of a quality committee, of an officer, director, or other member of a health carrier 

18 or its staff engaged in assisting the quality committee or engaged in the health carrier's quality assessment, 

19 quality improvement, or quality assurance activities, or of any person assisting or furnishing information 

20 to the quality committee. 

21 (21 The information specified in subsection ( 1 I may be disclosed: 

22 (a) as allowed by Title 33, chapter 19; 

23 (bl as required in proceedings before the commissioner, a professional or occupational licensing 

24 board provided in Title 37, or the department pursuant to Title 50, chapter 5, part 2; 

25 (cl in an appeal, if an appeal is permitted, from a quality committee's findings or recommendations; 

26 or 

27 (d) as otherwise required by law or court order, including a judicial or administrative subpoena. 

28 13) Information specified in subsection (1) identifying: 

29 (a) the provider may also be disclosed upon a written, dated, and signed approval of the provider 

30 if the information does not identify the covered person; 
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lb) the covered person may also be disclosed upon a written, dated, and signed approval of the 

2 covered person or of the parent or guardian of a covered person if the covered person is a minor and if the 

3 information does not identify the provider; 

4 le) neither the provider nor the covered person may also be disclosed upon request for use for 

5 statistical purposes only. 

6 

7 NEW SECTION. Section 28. Enforcement. (1I If the department [OR Hie QO.A.RDj determines that 

8 a health carrier has not complied with [sections 8 through 29] or the rules implementing [sections 8 through 

9 291, the department [OR Tl=te QOARDI may recommend corrective action to the health carrier. 

10 (21 TM AT THE RECOMMENDATION OF THE DEPARTMENT [OR Tl=te BO A J;U)j THE commissioner 

11 may take an enforcement action provided in subsection (3) if: 

1 2 la) a health carrier fails to implement corrective action recommended by the department [OR Tl=te 

13 QOI\RDJ; 

14 (bl corrective action taken by a health carrier does not result in bringing a health carrier into 

15 compliance with [sections 8 through 29] and the rules implementing [sections 8 through 29] within a 

16 reasonable period of time; 

17 (c) the department [OR Tl=IE BOARQ¾ demonstrates to the commissioner that a health carrier dues 

18 not comply with [sections 8 through 29] or the rules implementing [sections 8 through 29]; or 

19 (d) the commissioner determines that a health carrier has violated or is violating [sections 8 through 

20 29] or the rules implementing (sections 8 through 29]. 

21 (3) The commissioner may take any of the following enforcement actions to require a health carrier 

22 to comply with (sections 8 through 29] or the rules implementing [sections 8 through 29]: 

23 (a) suspend or revoke the health carrier's certificate of authority or deny the health carrier's 

24 application for a certificate of authority; or 

25 (b) use any of the commissioner's other enforcement powers provided in Title 33, chapter 1, part 

26 3. 

27 

28 NEW SECTION. Section 29. Jurii1diction over contract actions. The district courts have jurisdiction 

29 over actions for the enforcement of contracts authorized or regulated by [sections 8 through 29). 

30 
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PJE\"' SECTION. SliGTION 30. DEFINITIONS. AS USED l~J IS!;CTIONS 8 Tl=IROUGl=I 291, THE 

2 FOLLO""IPJG DEFIPllTIOPJS "PPL¥: 

3 j1) "BOARD" MEA~JS THE BOARD OF NETWORK ADEOU l\CY ,l\~m OU l\LITY /\SSURANCE 

4 PROVIDED FOR IN [SECTION 31 j. 

5 (2) "CLOSED PLAN" MEANS/' MMJ6Ge0 CARE PL/',N Tl=IAT REQUIRES COVERED PERSO~JS TO 

6 USE O~JLY P/'RTICIP6Tl~JG PROVIOERS U~IDER Tl=IE TERMS OF Tl=IE MAN.A.GED CARE PL 11 ~1. 

7 (3) "COMBl~JATIO~J PLAN" ME.l\~JS /\N OPE~J PLAN \h/lTH A CLOSEO cm4PO~JE~IT. 

8 (4) "COVERED BE~JEFITS" ME,l\~JS Tl=IOSE HEALTl=I CARE SER"ICES TO Wl=IICl=I A COVEREO 

9 PERSON IS ENTITLED UPIDER Tl=IE TERMS OF o l=IEALTl=I Ql!Nl!flT PLl\~L 

10 (e) "CO"l!Rl;D Pl!RSOW Ml;/' ~JS A POLICYl=IOLOleR, SUBSCRIBl;R, OR E~lROLLEE OR OTHER 

11 INOIVIDUAL PARTICIPATIPJG IPJ A l=IEALTl=I BEPJEFIT PLA~l. 

12 (€i) "DEPARTMENT" MEA~IS Tl=IE DEPARTMENT Of PUBLIC HEALTH 11 ~ID HUMAN SER"ICES 

13 i;ST 11.BLISl=lleD l~J 2 1 e 22G1, 

14 (7) "l;Ml;RGE~JCY MEDIC6L CO~IDITIOW Mle/\PJS A COPIDITIOPJ MA~llFESTIPJG ITSELF B¥ 

15 SYMPTOMS OF SUFFICIENT SEVleRITY, l~JCLUDING SEVERE PAIN, Tl=I.A.T Tl=IE ABSENCE OF IMMEDIATE 

16 MEDICAL ATTE~lTIO~J COULD REASO~JABLY Bl; EXPECTEO TO RESULT l~J A~JY OF THE FOLLOWING: 

17 (A) Tl-II! CO"leREO PleRSOWS l=lleALTI-I WOULO QE IN SERIOUS JEOPl\RDY; 

18 (B) Tl=IE COVEREO PERSOPl'S BODILY FU~ICTIONS 1/1/0ULO BE SERIOUSLY IMPAIREO; OR 

19 (C) A BODILY ORGMJ OR PART 'JVOULD BE SERIOUSLY DAMAGEO. 

20 (8) "EMERGE~JCY SERVICES" MEANS HEALTH CARE ITEMS APID SERVICES FURNISl=IEO OR 

21 Rl!OUIRl!O TO EVALUATE A~m TREAT Ml EP4ERGENCY P4EDICAL CONDITIOPl. 

22 jQ) "fOCILITY" P4E 11 NS 11 PI l~JSTITttTION PROlilOIPIG l=IE 11 LTH C 11 RE SER"ICEio OR II l=IE 11 LTl=I 

23 C6 RE SETTl~JG, IPJCLUDING BUT NOT LIMITEO TO A HOSPIT,A,L, MEOICAL ASSISTANCE FACILITY, AS 

24 OEFINED l~J 60 6 1G1, OR OTHER LICEPJSEO INPATIE~JT CEPITER, AN AMBULATORY SURGIC,11.L OR 

25 TREATMEPIT CENTER, A SKILLEO NURSIPJG CENTER, .A. RESIDENTIAL TREATMENT CEPJTER, A 

26 0I6GNOSTIC, LABORATORY, OR IMAGl~JG CEPITER, OR A REHABILITATION OR OTl=IER THERAPEUTIC 

27 l=IEALTl=I Sl!TTING. 

28 (1G) "l=IEALTl=I BENeFIT PLAN" MEANS A POLICY, CO~ITRACT, CERTIFICATE, OR AGREEMEPJT 

29 EPITEREO INTO, OfFERleO, OR ISSUEO BY ,l\ HEALTH CARRIER TO PROVIDE, OELIVER, ARRANGE fOR, 

30 poy fOR, OR REIMBURSE APIY Of THE COSTS Of l=IEALTH CARE SERVICES. 
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(11) "l=IE/\LTl=I CARE PROFESSIO~IAL" Ml!"NS I\ Pl=IYSICl:\N OR OTl=IER l=IEALTl=I CARE 

2 PR/\CTITIONER LICE~ISEO ACCREOIT~;o, OR GERTIFIEO PURSU'\l>lT TO Tl=IE LAWS OF TJ.llS ST/ITE TO 

3 PERFORM SPl!Clfi'IEO HEALTl=I CARE SERVICES COt>ISISTl!~JT WITl=I STATE LAW. 

4 (12) "l=IEALTl=I C/\RE PROVIDE!":" OR "PRO"IDER" ME/\NS /\ HEALTH CARE PROFESSION/\L OR 

5 A Ji'ACILITY. 

6 (131 "HEALTH CARE SERVICES" MEANS SERVICES FOR Tl=IE DI/\GNOSIS PREVE~rno~,, 

7 TREATME~IT. CURE, OR RELIEF OF A f~l!ALTH COt>JDITIOt>J. ILLNESS. INJURY, OR DISE/\SE. 

8 (141 "HEALTH C.'\RRll!R" MEANS AN ENTITY SUBJECT TO Tl=IE l~ISURANCE LAWS "ND RULES 

9 OF THIS ST/I.TE Tl=IAT COt>JTRACTS, OFFliRS TO CONTRACT. OR ENTERS l~JTO ,o t-1 AGREEMEt>JT TO 

10 PROVIDE. DELIVER, /1.RRANGE FOR, Pl\¥ fi'OR, OR REIMBURSE ANY OF THE COSTS OF HEALTH CARI; 

11 SI.R"ICES. lt>JCLUDING /\ DISABILITY II11SURER, HEALTl=I M,O,lt>ITE~JMJCI! ORGP ~IIZATIOM. OR l=IIS,O LTH 

12 SeRVICE CORPOR.".TION OR MIOTH!iR ENTITY PROVIDlt,JG A l=lii"LTH BENEFIT PL/\N. 

13 (1el "IMTERMISDI.ORY" ~Al!MIS A PERSOt>I AldTl=IORIZeD TO NEGOTIATE ISXECUTI! /\MO BE A 

14 PARTY TO A CONTRACT BETWEEt>J ,o, HEALTl=I CARRleR MID A PROVIDER OR Bl.TWEEN A HE.I\LTH 

15 CORRIER '\t>ID A NETWORK. 

16 IHll "M/\NAGEO CARE PLAN" MEANS A HE.O.LTH QEt>lleFIT PLAt-1 THAT EITHER REQUIRES OR 

17 CREATES lt>JCENTl"ES. lt>JCLUDlt>JG FINANCIAL INCENTIVES, FOR A COVl!Rl!D PERSON TO usi;; l=IE/1 '--™ 

18 CARE PROVIDeRS M/\NAGED. OV•l~JED, Ut>JDER CONTRACT WITM, OR EMPLOYED BY " l=IEALTl=I 

19 CO RRIER, BUT NOT PREFERRl!O PRCIVIDleR ORGAt,112.1\TIONS OR OTHER PROVIDER NETWORKS 

20 OPERATED IN /I FEis FOR SERI/IC!e INOEMt>IITY Et,11/IRONMEt>JT. 

21 (17) "MEDICI\LLY t,JleCESSARY" MEAt>JS SERI/ICES OR SUPPLll!S THAT ARE NECESSARY A~JD 

22 O,PPROPRIATE FOR Tl=IE TREATMENT OF A CO"ERJ.[) PERSON'S EMERGl!t>JCY MEDICAL CONDITIOt>J OR 

23 ►OJ;l Tl=IE PREVleNTIVE C/IRE OJ; A COVERED PERSQt,J ,I\CCORDING TO OCCEPTED STANDARDS 0 ► 

24 MEQICAb PR.O.CTICE. 

25 I18I "NETWORK" MEANS TH!e GROUP OF P/\J;lTICIPATING PROVIDERS Tl=IAT PRO"IDES HE.".LTl=I 

26 CARE SERVICES TO A MANAGED C"RE PLAN. 

27 (19) "OPEN PLAN" MEAt>JS A MANAGED CO.RI. Pb.AN OTl=lleR Tl=ll\t>J A CLOSED PLA~J Tl=IAT 

28 PRO\ilDFS iMCFMrnrFS, iMCi i iDiMG i=IMANGIAL IMCl!t,ITIVES FOR CO\/ERED PERSONS TO USE 

29 P,O.RTICIPATING PROVIDERS i lt,JDJ;;R Tl-ti. TERMS OF TME MAt>JAGleD C.ORI. PL,O.N. 

30 (2Q) "PARTICIPATlt>IG PROVIDER" MEANS I\ PROVIDI.R WMO, Ut,JDER A CONTR/ICT WITH A 
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HE/I LTH CARRIER OR 11\IITl-l THE HEALTH CARRIER'S CONTRACTOR SUQGO~ITRAGTOR OR 

2 l~ITERMEOIARY, HAS AGREED TO PROHIOE l=IE/1,LTH GARE SERVICES TO GO\/EREO PERSONS 'NITH MJ 

3 EXPEGT/1.TION oi;: RECEl\/l~JG PAY~4E~IT, OTHER THAN COl~JSURA~JGE, GOPAYME~ITS, OR 

4 DEDUCTIBLES, Oll~EGTLY OR l~JOIREGTLY i;:ROM THE HEALTl-l CARRIER. 

5 (211 "PRIMARY GARE PROi;cESSIO~IAL" MEMIS /I PARTICIPATING HE.t\LTH G,t\RE PROHCSSION/1,L 

6 DESIGNATED BY THE HE,t\LTH Ct\RRIER TO SUPERVISE, COORDINATE, OR PROVIDE INITIAL GARE OR 

7 GO~JTl~JUl~JG Gt\RE TO A C011EREO PERSO~J A~JO WHO MAY BE REQUIRED BY THE HEALTH CARRIER 

8 TO l~IITI '\TE A REi;:ERRAL FOR SPECIALTY GARE ANO TO MA INTAl~J SUPERVISIO~J oi;: HEALTH GARE 

9 SERVICES RENDERED TO THE COVERED PERSON. 

1 O (22) "QUALITY ASSESSMENT" MEMJS THE MEASUREMENT AND EVALUATION oi;: Tl=IE QU/1,LITY 

11 .'\~JD OUTCGP4ES oi;: ~4EDIC/\L C M~E PROVIDED TO l~JDIVIOUJ\LS, GROUPS, OR POPULO.T\O~JS. 

12 (23) "QUAblTY ASSURANCE" MEA~JS QU,t\LITY ASSESSME~IT A~JO QUALITY IMPROVEME~IT. 

13 124) "QUALITY IMPROVEMENT" MEANS AN Ei;:i;:oRT TO IMPROVE THE PROCESSES t\~JD 

14 OUTCOMES RELATED TO THE PROl'ISIO~J oi;: Hl!ALTH GARE SERVICES WITHIN /1, 1-lEALTH PLAN. 

15 

16 ~JEW SEGTIO~J. SECTION J1, BOARD OF NETWORK J'DEQUACV 'I.ND QUALITY ASSURANCE. 

17 (1 I THERE IS A BOARD OF NETWORK AOEQUt\CY /> ~JO QU,O LIT¥ t\SSURA~JGE. THE BOARD IS 

18 COMPOSED oi;: A MEDICAL DIRECTOR, THE DIRECTOR OF THE OEPARTME~IT oi;: PUBLIC HEO LTH ANO 

19 HUM/>.~J SERVICES, PRO)IIDEO i;oi;i l~J 2 1 e 2201, A~m THE COMMISSIO~JER m: l~JSUlilANGE, PROVIDED 

20 FOR l~J 2 Hi 1 Q03. 

21 12) THE MEDICAL OllilECTOR IS APPOl~JTEO 8¥ THE G011Elil~JOlil MIO MUST BE LICHJSED AS 

22 ◊ PI-IYSICIA~J 8¥ Tl-IE STATE oi; MONTA~I.'\. THE MEDICAL DIRECTOR MUST BE A SPECIALIST l~J 

23 EITHER i;ct\MILY Plil.t\CTICE Olil l~JTER~JAL MEDICINE. THE GOI/ERNOlil MAY REM011E t\ MEDICO,L 

24 DIRECTOR J'T O~JY TIME ◊~JO />PPOl~IT t\ ~JEW MEDICAL DIRECTOR TO THE POSITION. 

25 f!LTHE GE~JERAL PQl/l!ERS .ANO 0' !TIES Qi; THE BO.t\RD ARE PROVIDED IN [SECTIO~J 32). 

26 (4\ THE QO,A,fm IS A,TTACI-IEO i;iOR JI DMl~IISTRATIVE PURPOSES TO Tl=IE DEPARTMHIT 

27 PURSUA~JT TO 2 1 e 121. 

28 

29 

30 

~JEW SECTIO~I. SiiCTION J2. 8OARD GENERAL POWERS AND DUTIES, THE QOAfm SHALL: 

(1) PERIOQIC◊LLY Ri!VIEW Tl=IE ST'ITE ~JETWQRK AQEQUACY ANQ QUALITY ASSi ll>IA~ICE 
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STA~lD,",RDS PROVIDED IN (SECTIONS 8 THROUGf.l 2Qj A~m Tf.lE RULES IMPLEMl!~ITING (SECTIONS 8 

2 THROUGH 29]; 

3 12) RECOMME~ID CORRECTIVE ACTION NECESSARY FOR THE HEAbTf.l Cl' f.lRIER TO ACHIEVE 

4 COMPblA~ICE WITH STATE NETWORK ADl!QUACY A~ID QUALITY ASSUR/l~lCI! ST/\~ID/\RDS: /\ND 

5 (J) RECOMMHID ACTIO~I TO THE COMMISSIONER AGAl~IST A HEALTH C,O.RRIER \'\/HOSE 

6 M/\N,t\GED Cl' RE Pb.I' ~I DOES NOT COMPLY \l\llTH ST.I' ~IDARDS FOR ~IET\i\lORK O.Dl!QUAGY .'\ND 

7 QU/\LITY l\SSURMICE ADOPTED QY Tf.lE QOARD. 

8 

9 NEW SECTION. Section 30. Cc,dification instruction. ( 1) [Section 7) is intended to be codified as 

10 an integral part of Title 33, chapter 31, and the provisions of Title 33, chapter 31, apply to [section 71. 

11 (2) [Sections 8 through~ ~19] are intended to be codified as an integral part of Title 33, and 

12 the provisions of Title 33 apply to [sections 8 through ~ 29]. 

13 

14 NEW SECTION. Section 31. SE1verability. If a part of [this act) is invalid, all valid parts that are 

15 severable from the invalid part remain in effect. If a part of [this act) is invalid in one or more of its 

16 applications, the part remains in effect in all valid applications that are severable from the invalid 

17 applications. 

18 

19 NEW SECTION. Section 32. Applicability. [This act] applies to a health carrier as defined in 

20 [section 1 OJ who offers a managed care plan as defined in [section 1 OJ on or after [the effective date of 

21 this section). 

22 

23 NEW SECTION. Section 33. Ef1'ective dates. ( 1 l Except as provided in subsections (2) and (3), 

24 [this act) is effective January 1, 1998. 

25 (2) [Sections 1,L 22L aAEI Jg tt:lrn1,19t:I J2, 33 IYROI IGY 36 A'ID 37 AND 30 THROUGH 32 and 

26 this section] are effective on passage an,j approval. 

27 (3) [Sections 13, 15, 18 THROUGH 21, AND 23 through -2-e 29) are effective October 1, 1999. 

28 \4) [aECTIONS Jg n-lROUGI-I J2l A~ID THE LANGUAGE IN 8RACKeTa IN [SECTIO~IS Q, 12, A~ID 

29 28] /\RE EFFECTIVE JULY 1, 2001. 

30 
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2 

~JEW SECTIQ~J. Sl!CTION 37. Tl!RMINJ\TION. (SECTION 10! Hi;!MIM "TES JU~IE 30, 2001. 

-END-

\ legisl!'tive 
)Services 
l.\f!jvision 

- 31 - SB 365 




