1433S. 02C
SENATE COWM TTEE SUBSTI TUTE

FOR

HOUSE BI LL NO. 544

AN ACT

To repeal sections 354.606, 376.383 and 376.406, RSM
2000, relating to health care services, and to enact in
lieu thereof five new sections relating to the sane
subj ect .

BE | T ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF M SSOURI
AS FOLLOWG:

Section A Sections 354.606, 376.383 and 376.406, RSM
2000, are repealed and five new sections enacted in |ieu thereof,
to be known as sections 334.097, 354.606, 376.383, 376.386 and
376.406, to read as follows:

334.097. 1. Physicians shall maintain an adequat e,

conplete and leqgible witten patient record for each patient and

nmay nmai ntain electronic records provided the record keepi ng

format is capable of being printed for review by the state board

of reqgistration for the healing arts. An adequate and conpl ete

patient record shall include docunentation of the foll ow ng

i nf ormati on:

(1) Identification of the patient, including nane,

birt hdate, address and tel ephone nunber;

(2) The date or dates the patient was seen;

(3) The current status of the patient, including the reason

for the visit:

(4) (pservation of pertinent physical findings;

(5) Assessnent and clinical inpression of diagnosis;




(6) Plan for care and treatnent, or additional

consul tations or diagnhostic testing, if necessary. | f treatnent

i ncl udes nedi cation, the physician shall include in the patient

record the nedication and dosage of any nedication prescri bed,

di spensed or adni ni stered;

(7) Any inforned consent for office procedures.

2. Patient records remaining under the care, custody and

control of the licensee shall be maintained by the |licensee of

the board, or the licensee's designee, for a mninmumof seven

vears fromthe date of when the | ast professional service was

provi ded.

3. Any correction, addition or change in any patient record

nade nore than forty-eight hours after the final entry is entered

in the record and signed by the physician shall be clearly nmarked

and identified as such, and the date, tinme and nane of the person

maki ng the correction, addition or change shall be included, as

well as the reason for the correction, addition or change.

4. A consultative report shall be considered an adeguate

nedi cal record for a radiologist, pathologist or a consulting

physi ci an.

5. The board shall not initiate disciplinary action

pursuant to subsection 2 of section 334.100 against a licensee

solely based on a violation of this section. |f the board

initiates disciplinary action against the |licensee for any reason

other than a violation of this section, the board may all ege

violation of this section as an additional cause for discipline

pursuant to subdivision (6) of subsection 2 of section 334.100.

6. The board shall not obtain a patient nedical record




without witten authorization fromthe patient to obtain the

nedi cal record or the issuance of a subpoena for the patient

nedi cal record.

354.606. 1. A health carrier shall establish a mechani sm
by which the participating provider shall be notified on an
ongoi ng basis of the specific covered health services for which
the provider shall be responsible, including any limtations or
condi tions on services.

2. Every contract between a health carrier and a
participating provider shall set forth a hold harnl ess provision
speci fying protection for enrollees. This requirenent shall be
met by including a provision substantially simlar to the
fol | ow ng:

"Provider agrees that in no event, including but not [imted
to nonpaynent by the health carrier or internediary, insolvency
of the health carrier or internediary, or breach of this
agreenent, shall the provider bill, charge, collect a deposit
from seek conpensation, remuneration or reinbursenent from or
have any recourse agai nst an enrollee or a person, other than the
health carrier or internediary, acting on behalf of the enrollee
for services provided pursuant to this agreenent. This agreenent
shal |l not prohibit the provider fromcollecting coinsurance,
deducti bl es or co-paynents, as specifically provided in the
evi dence of coverage, or fees for uncovered services delivered on
a fee-for-service basis to enrollees. This agreenent shall not
prohi bit a provider, except for a health care professional who is
enployed full tinme on the staff of a health carrier and has

agreed to provide service exclusively to that health carrier's



enrol l ees and no others, and an enrollee fromagreeing to
continue services solely at the expense of the enrollee, as |ong
as the provider has clearly informed the enrollee that the health
carrier may not cover or continue to cover a specific service or
services. Except as provided herein, this agreenent does not
prohi bit the provider from pursuing any avail abl e | egal renedy;
including, but not limted to, collecting fromany insurance
carrier providing coverage to a covered person.”

3. Every contract between a health carrier and a
participating provider shall set forth that in the event of a
health carrier's or internmediary's insolvency or other cessation
of operations, covered services to enrollees shall continue
t hrough the period for which a prem um has been paid to the
health carrier on behalf of the enrollee or until the enrollee's
di scharge froman inpatient facility, whichever tine is greater.

4. The contract provisions satisfying the requirenents of
subsections 2 and 3 of this section shall:

(1) Be construed in favor of the enrollee;

(2) Survive the termnation of the contract regardl ess of
the reason for termnation, including the insolvency of the
health carrier; and

(3) Supersede any oral or witten contrary agreenent
bet ween a provider and an enrollee or the representative of an
enrollee if the contrary agreenent is inconsistent with the hold
harm ess and continuation of covered services provisions required
by subsections 2 and 3 of this section.

5. In no event shall a participating provider collect or

attenpt to collect froman enrollee any noney owed to the



provi der by the health carrier nor shall a participating provider
collect or attenpt to collect froman enrollee any noney in
excess of the coinsurance, co-paynents or deductibles. Failure
of a health carrier to nake tinely paynent of an anmount owed to a
provi der in accordance with the provider's contract shal
constitute an unfair clains settlenent practice subject to
sections 375.1000 to 375.1018, RSM.

6. (1) A health carrier shall devel op sel ection standards
for participating primary care professionals and each
participating health care professional specialty. Such standards
shall be in witing and used in determ ning the sel ection of
health care professionals by the health carrier, its
i ntermedi ari es and any provider networks with which it contracts.
Sel ection criteria shall not be established in a manner that
will:

(a) Alowa health carrier to avoid a high-risk popul ation
by excluding a provider because such provider is located in a
geographi c area that contains a popul ation presenting a risk of
hi gher than average clains, |osses or health services
utilization; or

(b) Exclude a provider because such provider treats or
specializes in treating a popul ation presenting a risk of higher
t han average clains, |osses or health services utilization.

(2) Paragraphs (a) and (b) of subdivision (1) of this
subsection shall not be construed to prohibit a health carrier
fromdeclining to select a provider who fails to neet the other
legitimate selection criteria of the health carrier devel oped in

conpliance with sections 354.600 to 354. 636.



(3) The provisions of sections 354.600 to 354.636 shall not
require a health carrier, its intermediaries or the provider
networks with which it contracts, to enploy specific providers or
types of providers, or to contract with or retain nore providers
or types of providers than are necessary to maintain an adequate
net wor k.

7. A health carrier shall file its selection standards for
participating providers with the director. A health carrier
shall also file any subsequent changes to its selection standards
with the director. The sel ection standards shall be nmade
available to licensed health care providers.

8. A health carrier shall notify a participating provider
of the provider's responsibilities wwth respect to the health
carrier's applicable adm nistrative policies and prograns,
including but not limted to paynent terns, utilization review,
gual ity assessnent and i nprovenent progranms, credentialing,
gri evance procedures, data reporting requirenents,
confidentiality requirenents and any applicable federal or state
progr ans.

9. No contract between a health carrier and a provider for

the delivery of health care service, entered into or renewed

after Auqust 28, 2001, shall require the mandatory use of a

hospitalist. For purposes of this subsection, "hospitalist"

neans a physici an who becones a physician of record at a hospital

for a patient of a participating provider and who may return the

care of the patient to that participating provider at the end of

hospi talizati on.

[9.] 10. A health carrier shall not offer an inducenent



under the managed care plan to a provider to provide | ess than
medi cal | y necessary services to an enroll ee.

[10.] 11. A health carrier shall not prohibit a
participating provider fromadvocating in good faith on behal f of
enrollees within the utilization review or grievance processes
established by the health carrier or a person contracting with
the health carrier.

[11.] 12. A health carrier shall require a provider to nake
health records avail able to appropriate state and federal
authorities involved in assessing the quality of care but shal
not disclose individual identities, or investigating the
grievances or conplaints of enrollees, and to conply with the
applicable state and federal laws related to the confidentiality
of medical or health records.

[12.] 13. The rights and responsibilities of a provider
under a contract between a health carrier and a participating
provi der shall not be assigned or del egated by the provider
W thout the prior witten consent of the health carrier.

[13.] 14. A health carrier shall be responsible for
ensuring that a participating provider furnishes covered benefits
to all enrollees without regard to the enrollee's enrollnent in
the plan as a private purchaser of the plan or as a partici pant
in a publicly financed program of health care service.

[14.] 15. A health carrier shall notify the participating
provi ders of their obligations, if any, to collect applicable
coi nsurance, co-paynents or deductibles fromenrollees pursuant
to the evidence of coverage, or of the providers' obligations, if

any, to notify enrollees of their personal financial obligations



for noncovered services.

[15.] 16. A health carrier shall not penalize a provider
because the provider, in good faith, reports to state or federal
authorities any act or practice by the health carrier that my
j eopardi ze patient health or welfare.

[16.] 17. A health carrier shall establish a nechani sm by
which a participating provider may determne in a tinely manner
whet her a person is covered by the carrier.

[17.] 18. A health carrier shall not discrimnate between
heal t h care professionals when sel ecting such professionals for
enrollment in the network or when referring enrollees for health
care services to be provided by such health care professional who
is acting within the scope of his professional |icense.

[18.] 19. A health carrier shall establish procedures for
resolution of adm nistrative, paynent or other disputes between
provi ders and the health carrier.

[19.] 20. A contract between a health carrier and a
provi der shall not contain definitions or other provisions that
conflict with the definitions or provisions contained in the
managed care plan or sections 354.600 to 354. 636.

376.383. 1. To the extent consistent with the Enpl oyee
Retirement Inconme Security Act of 1974 (ERI SA), 29 U.S. C. 1001,
et seq., this section shall apply to any health [insurer] carrier
as defined in section [376.806, any nonprofit health service plan
and any heal th mai nt enance organi zation] 376.1350.

2. Wthin forty-five days after receipt of a claimfor
rei nmbursenent [froma person entitled to reinbursenment] or within

twenty-five days after receipt of an electronic claimfor




rei nbursenent for a health care service provided in this state as

defined in section 376.1350, a health [insurer, nonprofit health

service plan or health naintenance organi zation] carrier shal
pay the claimin accordance with this section or send a notice of
recei pt and status of the claimthat states:

(1) That the [insurer, nonprofit health service plan or

heal t h mai nt enance organi zation] health carrier refuses to
reinburse all or part of the claimand the reason for the
refusal; [or]

(2) Until April 1, 2002, that additional information is

necessary to determne if all or part of the claimwll be
rei nbursed and what specific additional information that is
necessary; or

(3) On or after April 1, 2002, that additional information

is necessary to deternmine if all or part of the claimw ]l be

rei nbursed and a conplete description of all specific additional

information that is necessary to process the entire claim

3. The date of receipt of the claimshall be three days

after the postmarked date or instantly upon receipt by any health

carrier or its agents if filed electronically. A confirmation of

recei pt nust be sent within ten days for clains received non-

el ectronically.

4. If [an insurer, nonprofit health service plan or health

mai nt enance organi zation] a health carrier fails to conply with

subsection 2 of this section, the [insurer, nonprofit health

service plan or health maintenance organi zation] health carrier

shall pay interest on the anobunt of the claimthat remains unpaid

forty-five days after the claimis filed at the nonthly rate of

9



one percent. The interest paid pursuant to this subsection shal
be included in any | ate reinbursement w thout the necessity for
the person that filed the original claimto make an additi onal

claimfor that interest. A health carrier may conbi ne interest

paynents and nake paynent once the aqgqgregated anpunt reaches five

dol lars.

[4.] 5. Wthin ten days after the day on which al
additional information is received by [an insurer, nonprofit
heal th service plan or health mai ntenance organi zation] a health
carrier, it shall pay the claimin accordance with this section
or send a witten notice that:

(1) States refusal to reinburse the claimor any part of
the claim and

(2) Specifies each reason for denial
[An insurer, nonprofit health service plan or health nmai ntenance

organi zation] A health carrier that fails to conply with this

subsection shall pay interest on any anount of the claimthat
remai ns unpaid at the nonthly rate of one percent.

[5. A provider who is paid interest under this section
shal | pay the proportionate anbunt of said interest to the
enrollee or insured to the extent and for the tinme period that
the enrollee or insured had paid for the services and for which
rei mbursenent was due to the insured or enrollee.]

6. [This section shall becone effective April 1, 1999.] In

addition to other renedies provided by |aw,_a person who has

filed a claimfor reinbursenent for a health care service, as

defined in section 376.1350, may file a civil action against the

health carrier for any violation of this section; provided that

10



such person may not file a civil action until the tenth day

following the receipt by the health carrier of a certified letter

notifving the health carrier of such person's intention to file a

civil action pursuant to this section. Such notice nust include

the information previously subnmtted on the claimfor

rei nbursenent. No civil action may be filed on any cl ai mand

interest paid within the ten-day grace period. If the court

finds that a violation of this section has occurred, the court

shall award to a prevailing plaintiff a penalty of forty to

eighty dollars per day beqginning ten days follow ng the date that

interest pursuant to this section first becones due, in addition

to the clainmed reinbursenent, interest and reasonabl e attorney

f ees.

376.386. 1. For purposes of this section, "health care

provider" or "provider" neans a health care professional or

facility, and "health carrier" neans the sane as such termis

defined in section 376.1350. Any health carrier shall:

(1) Permt providers to file confirnation nunbers of

certified services and clains in the sane manner or format;

(2) Pernit providers to file clains for reinbursenent for a

period of up to one vear following the provision of a health care

service;

(3) Effective January 1, 2003, accept clains for

rei nbursenent fromhealth care providers that are filed

electronically. FEffective January 1, 2003, all clains for

rei nhursenent filed with health carriers by health care providers

that are submtted electronically shall be filed in a form and

format specified by the departnent of insurance. The departnent

11



of insurance shall pronulgate rules specifyving the form and

format governi ng such electronic clains subm ssion consi stent

with federal administrative sinplifications standards adopted

pursuant to the Health |Insurance Portability and Accountability

Act of 1996;

(4) Issue within twenty-four hours, for all clains filed

electronically, confirnmation of receiving a claimfor

rei nbur senent ;

(5) Wien processing clains, accept all codes, including

nodifiers, that are included within the physician's current

procedural term noloqgy of the Anmerican Medical Association, as

anended; the Health Care Financing Adninistration's connbn

procedure coding system as anended; the |Internationa

Classification of Diseases 9'" Revision dinical Mdification

system as anended; Diagnosis Related G oup codi ng, as anended;

and any additional procedure, diagnosis and treatnent codes

approved by the departnent of insurance. The departnent of

i nsurance shall pronmulgate rules for the inplenentation of such

st andard codes and the approval of additional procedure,

di agnhosi s and treatnent codes; and

(6) During contract negotiations with providers and upon

delivery of the final contract, provide a current fee schedul e

for provider reinbursenent for all covered services for which the

health care professional is contracted to provide and forward to

the provider, at least thirty days in advance of the effective

date of such nodifications, all nodifications to such fee

schedul e.

2. No health carrier shall request a refund or offset

12



against a claimnore than twelve nonths after a health carrier

has paid a claimexcept in cases of fraud or nisrepresentation by

t he provider.

3. Al health carriers shall provide access on the |nternet

to a current provider directory.

4. A health carrier shall informan enroll ee when the

health carrier denies coverage of a health care service requested

to be provided to such enrollee. The health carrier shal

expl ain such denial of coverage in plain | anquage that i s easy

for a | ayperson to understand.

5. FEffective July 1, 2002, a health carrier shall issue to

each enrollee an enrollee card which includes a tel ephone nunber

for the plan, prescription drug information and a bri ef

description of the enrollee's type of health care plan. Such

description shall include, but not be linmted to, terns such as

preferred provider organi zation, point of service, health

nmai nt enance organi zation or indemity plan. Such enrollee card

shall be rei ssued upon any change in the enroll ee's benefits or

coverage that inpacts the information included on the card.

6. Any rule or portion of a rule, as that termis defined

in section 536.010, RSMo, that is created under the authority

del egated in this section shall becone effective only if it

conplies with and is subject to all of the provisions of chapter

536, RSMb, and, if applicable, section 536.028, RSMb. This

section and chapter 536, RSMb, are nonseverable and if any of the

powers vested with the general assenbly pursuant to chapter 536,

RSMb, to review, to delay the effective date or to di sapprove and

annul a rule are subsequently held unconstitutional, then the

13



grant _of rul emaki ng authority and any rul e proposed or adopted

after Augqust 28, 2001, shall be invalid and void.

376.406. 1. Al [individual and group health insurance
policies providing coverage on an expense incurred basis,
i ndi vi dual and group service or indemity type contracts issued
by a nonprofit corporation, and all self-insured group health

benefit plans, of any type or description,] health benefit plans,

as defined in section 376.1350, which provide coverage for a

famly nmenber of [the insured or subscriber] an enrollee shall,

as to such famly menber's coverage, also provide that the health
[i nsurance] benefits applicable for children shall be payable
with respect to a newly born child of the [insured or subscriber]
enrollee fromthe nonent of birth.

2. The coverage for newy born children shall consist of
coverage of injury or sickness including the necessary care and
treatnment of nedically diagnosed congenital defects and birth
abnormalities.

3. |If paynent of a specific prem um or subscription fee is
required to provide coverage for a child, the [policy or

contract] health benefit plan may require that notification of

birth of a newy born child and paynent of the required prem um
or fees nust be furnished to the [insurer or nonprofit service or

indemmity corporation] health carrier within thirty-one days

after the date of birth in order to have the coverage continue

beyond such thirty-one day period. |[f an application or other

formof enrollnent is required in order to continue coverage

beyond the thirty-one-day period after the date of birth and the

enrollee has notified the health carrier of the birth, either
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orally or in witing, the health carrier shall, upon

notification, provide the enrollee with all forns and

i nstructions necessary to enroll the newly born child and shal

allow the enrollee an additional ten days fromthe date the forns

and instructions are provided in which to enroll the newy born

child.

4. The requirenents of this section shall apply to al

[ i nsurance policies and subscriber contracts] health benefit

pl ans delivered or issued for delivery in this state [nore than

one hundred twenty days after August 13, 1974] on or after August

28, 2001.
5. For the purposes of this section, any review, renewal,
extension, or continuation of any [plan, policy, or contract]

health benefit plan or of any of the terns, prem uns, or

subscriptions of the [plan, policy, or contract] health benefit

plan shall constitute a new delivery or issuance for delivery of

the [plan, policy or contract] health benefit plan.

6. As used in this section, the terns "health benefit

plan", "health carrier" and "enroll ee" shall have the sane

neani ng as defined in section 376.1350.
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