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SECOND REGULAR SESSION
HOUSE COMMITTEE SUBSTITUTE FOR

HOUSE BILL NOS. 2413, 2355,
2394 & 2398

94TH GENERAL ASSEMBLY

Reported from the Special Committee on Healthcare Transformation, April 16, 2008 with recommendation that House Committee
Substitute for House Bill Nos. 2413, 2355, 2394 & 2398 Do Pass. Referred to the Committee on Rules pursuant to Rule 25(21)(f).

D. ADAM CRUMBLISS, Chief Clerk
4585L..05C

AN ACT

To repeal sections 148.380, 197.310, 197.315, 197.330, 374.184, 376.960, 376.962, 376.966,
376.973, 376.975, 376.980, 376.984, 376.986, 376.987, and 376.990, RSMo, and to
enact in lieu thereof twenty-eight new sections relating to transformation of the health
care market, with penalty provisions, an emergency clause, and an effective date for
certain sections.

Be it enacted by the General Assembly of the state of Missouri, as follows:

Section A. Sections 148.380, 197.310, 197.315, 197.330, 374.184, 376.960, 376.962,
376.966, 376.973, 376.975, 376.980, 376.984, 376.986, 376.987, and 376.990, RSMo, are
repeal ed and twenty-eight new sections enacted in lieu thereof, to be known as sections 148.380,
191.1000, 191.1001, 191.1002, 191.1005, 191.1008, 191.1010, 197.310, 197.315, 197.330,
374.184, 376.960, 376.962, 376.966, 376.981, 376.983, 376.985, 376.986, 376.987, 376.991, 1,
2,3,4,5,6,7,and 8, to read as follows:

148.380. 1. Every such company, on or beforethefirst day of Marchin each year, shall
make areturn verified by the affidavit of its president and secretary, or other chief officers, to
the director of the department of insurance, stating the amount of all direct premiums received
by it from policyholdersin this state, whether in cash or in notes, during the year ending on the
thirty-first day of December, next preceding. Upon receipt of such returns the director of the

EXPLANATION — Matter enclosed in bold-faced brackets [thus] in the above bill isnot enacted and is intended
to be omitted from the law. Matter in bold-face typein the above bill is proposed language.
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department of insurance shall verify the same and certify the amount of the tax due from the
various companies on the basis and at the rate provided in section 148.370, taking into
consideration deductions and credits allowed by law, and shall certify the same to the director
of revenue together with the amount of the quarterly installments to be made as provided in
subsection 2 of this section, on or before the thirtieth day of April of each year.

2. Beginning January 1, 1983, the amount of the tax due for that calendar year and each
succeeding calendar year thereafter shall be paidinfour approximately equal estimated quarterly
installments, and afifth reconciling installment. Thefirst four installments shall be based upon
the tax for the immediately preceding taxable year ending on the thirty-first day of December,
next preceding. The quarterly installments shall be made on thefirst day of March, thefirst day
of June, the first day of September and the first day of December. Immediately after receiving
certification from the director of the department of insurance of the amount of tax due from the
various companies, the director of revenue shall notify and assess each company the amount of
taxes on its premiums for the calendar year ending on the thirty-first day of December, next
preceding. Thedirector of revenue shall also notify and assess each company the amount of the
estimated quarterly installmentsto be made for the calendar year. If theamount of the actual tax
duefor any year exceeds the total of the installments made for such year, the balance of the tax
dueshall be paid onthefirst day of June of theyear following, together with theregular quarterly
payment due at that time. If the total amount of the tax actually dueislessthan thetotal amount
of theinstallments actually paid, the amount by which the amount paid exceeds the amount due
shall be credited against the tax for the following year and deducted from the quarterly
installment otherwise due on thefirst day of June. If the March first quarterly installment made
by acompany isless than the amount assessed by the director of revenue, the differencewill be
due on Junefirst, but nointerest will accrueto the state on the difference unlessthe amount paid
by the company isless than eighty percent of one-fourth of the total amount of tax assessed by
the director of revenue for the immediately preceding taxable year.

3. If theestimated quarterly tax installments are not so paid, the director of revenue shall
notify the director of the department of insurance who shall thereupon suspend such delinquent
company from the further transaction of businessin this state until such taxes shall be paid, and
such companies shall be subject to the provisions of sections 148.410 to 148.461.

4. Upon receipt of the money the state treasurer shall receipt one-half thereof into the
genera revenue fund of the state, and one-half thereof to the credit of the county foreign
insurance fund for the purposes set forth in section 148.360. Beginningin fiscal year 2009 and
every fiscal year thereafter, moneys collected under this section in connection with the
conduct of businessin thisstate by a health carrier for premiumsreported for any health
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benefit plan insurance products shall be distributed in accordance with section 376.991,
RSMo.

5. Asused inthissection " health benefit plan” and " health carrier” shall havethe
same meaning as defined in section 376.1350, RSMo.

191.1000. Asused in sections191.1000t0191.1010, thefollowing ter msshall mean:

(1) "Amount theprovider planstocharge",theamount theprovider would charge
assuming that, in the provision of the planned service, no complications or unexpected
eventsoccurred necessitatingtheprovision of any serviceother than theserviceor services
planned, or of any service or services of increased intensity;

(2) " Comparative quality of caredata”, data on a provider's performanceresults
on standard quality measur es, which arerelevant toa patient'scurrent medical condition,
adopted by the National Quality Forum (NQF) when available and when NQF measures
do not exist, the next level of measuresto be considered, to the extent practical, shall be
those endorsed by the Ambulatory Quality Alliance (AQA), national accrediting
or ganizationssuch astheNational Committeefor Quality Assurance (NCQA), or theJoint
Commission and feder al agencies;

(3) "Department”, the department of insurance, financial institutions and
professional registration;

(4) " Estimateof theallowed amount” or " estimated cost" , theamount, if any, that
the insurer has negotiated with the provider as payment in full for the provision of the
ordered or planned service, assuming that, in the provision of the planned service, no
complications or unexpected events occurred necessitating the provision of any service
other than the service or services planned, or of any service or services of increased
intensity, and further assuming that the services would be covered and approved by the
patient’sinsurer, or, if not known, a good faith estimate of the same;

(5) " Estimate of theout-of-pocket amount the patient would be expected to pay for
the planned service", thetotal amount, calculated using all known payment infor mation
in the possession of the insurer and taking into account any known unmet deductible
obligation and theparticular provisionsof the patient'sinsurance plan, the patient would
pay for the planned service, assuming that, in the provision of the planned service, no
complications or unexpected events occurred necessitating the provision of any service
other than the service or services planned, or of any service or services of increased
intensity, and further assuming that the services would be covered and approved by the
patient'sinsurer, and, if there are morethan one provider involved in the delivery of the
service, a breakdown of the amounts the patient would pay to each provider, or, if not
known, a good faith estimate of the same;
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(6) "Health care provider" or "provider", the same meaning as such term is
defined in section 376.1350, RSM o, and home health agencies,

(7) "Insurer” , thesamemeaning astheterm " health carrier” isdefined in section
376.1350, RSMo;

(8) " Procedurevolume", thenumber of proceduresor dischargesduringthesame
time period during which the estimate of cost has been calculated;

(9) "Service", any planned treatment, series of treatments, diagnostic test, or
surgical procedure.

191.1001. 1. (1) Any health care provider ordering or tentatively planning to
provide a health care service shall, upon request, provideto the patient, or if the patient
isaminor or incapacitated, to the patient's parent or guardian, for whom such serviceis
ordered or planned, the following:

(@) The patient's diagnosis or diagnoses necessitating such service and the
cor responding diagnosis code or codes, or if theprovider did not order the services, those
diagnoses and codes, if any, reported to the provider; and

(b) Thenameof theordered or planned service and the procedure code or codes
for the service if it is to be performed by the provider, and if known, for a service a
provider isordering; and

(c) If applicable, thename of the health carefacility at which the provider expects
the service to be performed or at which the provider plansto perform the service; and

(d) If applicable, the amount the provider plansto charge for the servicesto be
provided; and

(e) If known, an estimate of the allowed amount under the patient'sinsurance for
the planned service.

(2) Theprovisionsof thissubsection shall not apply tohealth careservicesdelivered
on an emer gency basis, to requestsregarding servicesto be performed aspart of ongoing
inpatient care, or to servicesrepresented by evaluation and management codes asdefined
by the Current Procedural Terminology (CPT) Code Set published by the American
Medical Association. Providers shall make their usual and customary charges for such
evaluation and management services available to prospective patients upon request.

(3) Any health care provider who hasnot made a good faith effort to comply with
the provisions of this subsection shall be subject to discipline or licensur e sanction by the
appropriate governing board for the health careprovider and if such provider isahealth
carefacility, shall be subject to licensurerevocation or suspension.
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2. (1) Aninsurer shall, upon request and upon receipt of theinformation required
under subsection 1 of this section, provide to a patient, or if the patient is a minor or
incapacitated, to the patient's parent or guardian, the following:

(a) An estimate of the allowed amount the insurer expects will be paid for the
provision of the planned or ordered service to the following:

a. Theprovider of the service; and

b. Any health carefacility participating in the provision of the service; and

c. All expected ancillary serviceproviders, if any, participating in the provision of
the service. Ancillary service providers shall include, but not be limited to, anesthesia,
pathology, and radiology providers; and

(b) An estimate of the out-of-pocket amount the patient would be expected to pay
for the planned service;

(c) For hospital services, thenameof and codefor thediagnosis-related group that
would be applicableif the payer for the planned or ordered service were Medicare.

(2) Thenatification required under this subsection shall be completed within five
business days of receipt of the request by theinsurer.

(3) In providing the estimate required in this subsection, theinsurer shall clearly
indicatethat:

(@) Theestimated cost is based on the information provided and on assumptions
about typical utilization and costs;

(b) Because the estimated cost does not account for all the possible factors that
could affect it, the actual amount billed may differ from the estimated cost;

(c) Theestimated cost isnot a guarantee of insurance cover age;

(d) Thepatient will bebilled at the provider'schargefor any serviceprovided that
isnot a covered benefit under the patient’sinsurance; and

(e) Thepatient should contact theinsurer for any needed help under standing the
insurance benefitsfor the service planned or ordered.

(4) Theprovisionsof thissubsection shall only apply to requests made by patients
covered by the insurer and referring to services to be performed by the insurer’s
participating providers.

(5) Anyinsurer that hasnot madeagood faith effort to comply with the provisions
of this subsection shall be subject to the provisions of section 374.280, RSMo.

3. The department shall include a link on its web site to any organization that
providesquality of caredata consistent with theprovisionsof sections191.1000t0191.1010
for health care providers upon request of such organization. By January 1, 2009, the
department shall provide through itsweb site, or through a link which may be provided
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by any willing entity, the M edicar e fee schedule, by code and provider, for all Missouri
Medicareproviders,and for each Missouri hospital, theM edicar ediagnosis-r elated-group
payment for each code.

4. Nothing in this section shall be construed as preventing a patient from
negotiating a fee for services that is less than the insurer's allowed amount. Services
provided by a provider for afeelessthan the allowed amount shall not be construed asa
breach of any provider contract between a provider and insurer. Nothingin thissection
shall be construed as requiring an insurer to pay a provider more than a negotiated
amount for a service or to pay for services provided by a provider not in the insurer's
network.

191.1002. Nothingin sections 191.1000 to 191.1002 shall be construed asviolating
any provider contract provisons with a health carrier that prohibit disclosure of the
provider'sfee schedulewith a health carrier tothird parties.

191.1005. 1. For purposesof thissection, " insurer” includesthe state of Missouri
for purposes of the rendering of health care services by providers under a medical
assistance program of the state.

2. Programs of insurers that publicly assess and compare the quality and cost
efficiency of health care providersshall conform to thefollowing criteria:

(1) Theinsurersshall retain, at their own expense, the services of a nationally-
recognized independent health care quality standard-setting organization to review the
plan's programs for consumers that measure, report, and tier providers based on their
performance. Such review shall include a comparison to national standardsand areport
detailingthemeasur esand methodol ogiesused by thehealth plan. Thescopeof thereview
shall encompass all elements described in this section and section 191.1008;

(2) The program measures shall provide performance information that reflects
consumers health needs. Programs shall clearly describe the extent to which they
encompass particular areas of care, including primary care and other areas of specialty
care

(3) Performance reporting for consumers shall include both quality and cost
efficiency information. While quality information may bereported in the absence of cost
efficiency, cost efficiency infor mation shall not bereported without accompanying quality
information unless the cost provided is related to a discrete service, diagnostic test or
procedure;

(49 When any individual measures or groups of measures are combined, the
individual scores, proportionate weighting, and any other formula used to develop
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composite scores shall be disclosed. Such disclosure shall be done both when quality
measur es are combined and when quality and cost efficiency are combined;

(5) Consumersor consumer organizationsshall besolicited to provideinput onthe
program, including methods used to deter mine perfor mance strata;

(6) A clearly defined processfor receiving and resolving consumer complaintsshall
be a component of any program;

(7) Performance information presented to consumers shall include context,
discussion of data limitations, and guidance on how to consider other factorsin choosing
aprovider;

(8) Relevant providers and provider organizations shall be solicited to provide
input on the program, including the methods used to deter mine performance strata;

(9) Providers shall be given reasonable prior notice before their individual
performance information is publicly released,;

(10) A clearly defined process for providers to request review of their own
performance results and the opportunity to present information that supportswhat they
believe to be inaccurate results, within a reasonable time frame, shall be a component of
any program. Resultsdetermined to beinaccurateafter thereconsideration processshall
be corrected,;

(11) Information about the comparative performance of providers shall be
accessible and under standable to consumers and providers;

(12) Information about factors that might limit the usefulness of results shall be
publicly disclosed;

(13) Measuresused to assess provider performance and the methodology used to
calculatescor esor deter minerankingsshall bepublished and madereadily availabletothe
public. Some elements shall be assessed against national standards. Examples of
measur ement elementsthat shall be assessed against national standardsinclude: risk and
severity adjustment, minimum observations, and statistical standardsutilized. Examples
of other measurement elements that shall be fully disclosed include: data used, how
providers patients are identified, measure specifications and methodologies, known
limitations of the data, and how episodes are defined;

(14) Therationaleand methodologiessupportingtheunit of analysisreported shall
be clearly articulated, including a group practice model versustheindividual provider;

(15) Sponsorsof provider measurement and reporting shall work collabor atively
to aggregate data whenever feasible to enhance its consistency, accuracy, and use.
Sponsor s of provider measurement and reporting shall alsowork collaboratively to align
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and harmonizemeasur esused to promote consistency and reducethebur den of collection.
The nature and scope of such efforts shall be publicly reported;

(16) Theprogram shall beregularly evaluated to assess its effectiveness and any
unintended consequences,

(17) Measuresshall bebased on national standards. The primary source shall be
measur esendor sed by the National Quality Forum (NQF). When non-NQF measuresare
used because NQF measures do not exist or are unduly burdensome, it shall be with the
under standing that they will be replaced by comparable NQF-endor sed measures when
available;

(18) Where NQF-endorsed measuresdo not exist, the next level of measuresto be
considered, to the extent practical, shall be those endorsed by the AQA, national
accrediting organizations such as the NCQA, or the Joint Commission and federal
agencies,

(19) Supplemental measures are permitted if they address ar eas of measurement
for which national standards do not yet exist or for which existing national standard
measur erequirementsareunreasonably burdensome on providersor program sponsors.
Supplemental measuresmay beused if they arepart of apilot program to assesstheextent
to which the measures could fill national gaps in measurement. When supplemental
measures ar e used they shall reasonably adhere to the NQF measure criteria, including
importance, scientific acceptability, feasibility and usability, and may include sour cessuch
asprovider specialty society guidelines.

3. Theuseby insurersof programsto publicly assessand comparethe quality and
cost efficiency of health care providers under subsection 2 of this section shall not be a
basisfor aprovider todeclinetoenter intoaprovider contract with aninsurer. A provider
shall not withhold or otherwiseobstruct an insurer from using data collected from medical
claimsor other sourcesgenerated by the provider and in possession of theinsurer for the
purpose of providing plan enrollees, providers, or the public information on the quality
and cost efficiency differencesin treatmentsand providersaslong asthedataisnot used
in amanner that violates any provisions of the federal Health I nsurance Portability and
Accountability Act (HIPAA) or antitrust law.

191.1008. 1. Any personwhosellsor otherwisedistributestothepublichealth care
quality and cost efficiency data for disclosure in comparative format to the public shall
identify themeasur esour ceor evidence-based sciencebehind themeasureand thenational
consensus, multi-stakeholder, or other peer review process, if any, used to confirm the
validity of the data and itsanalysis as an objective indicator of health care quality.
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2. Articlesor research studieson thetopic of health care quality or cost efficiency
that are published in peer-reviewed academicjournalsor by nonprofit community-based
organizations shall be exempt from the requirements of subsection 1 of this section.

3. (1) Upon receipt of acomplaint of an alleged violation of thissection by aperson
or entity other than a health carrier, the department of health and senior services shall
investigate the complaint and, upon finding that a violation has occurred, shall be
authorized to impose a penalty in an amount not to exceed one thousand dollars. The
department shall promulgate rules governing its processes for conducting such
investigations and levying fines authorized by law.

(2) Anyruleor portion of arule, asthat term isdefined in section 536.010, RSMo,
that is created under the authority delegated in this section shall become effective only if
it complies with and is subject to all of the provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, arenonsever able
and if any of the power svested with the gener al assembly pur suant to chapter 536, RSM o,
to review, to delay the effective date, or to disapprove and annul a rule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or
adopted after August 28, 2008, shall beinvalid and void.

191.1010. All alleged violationsof sections191.1000t0 191.1008 by a health insurer
shall beinvestigated and enforced by the department of insurance, financial institutions
and professional registration under thedepartment'spower sand responsibilitiestoenfor ce
the insurance laws of this statein accor dance with chapter 374, RSMo.

197.310. 1. The"Missouri Health Facilities Review Committee" is hereby established.
The agency shall provide clerical and administrative support to the committee. The committee
may employ additional staff asit deems necessary.

2. The committee shall be composed of:

(1) [Two members of the senate appointed by the president pro tem, who shall be from
different political parties] One member who is professionally qualified in health insurance
plan sales and administration; and

(2) [Two members of the house of representatives appointed by the speaker, who shall
befrom different political parties] Onemember who has professionally qualified experience
in commer cial development, financing, and lending; and

(3) [Five members] Two memberswith a doctorate of philosophy in economics;

(4) Two memberswho are professionally qualified as medical doctorsor doctors
of osteopathy, but who are not employees of a hospital or consultantsto a hospital;

(5) Two memberswho are professionally experienced in hospital administration,
but are not employed by a hospital or as consultantsto a hospital;
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(6) Onemember whoisaregistered nurse, but whoisnot an employee of ahospital
or a consultant to a hospital.

All member s shall be appointed by the governor with the advice and consent of the senate, not
morethan [three] five of whom shall befrom the same political party. All membersshall serve
four-year terms.

3. No business of thiscommittee shall be performed without amajority of the full body.

4. [The members shall be appointed as soon as possible after September 28, 1979. One
of the senate members, one of the house members and three of the members appointed by the
governor shall serve until January 1, 1981, and the remaining members shall serve until January
1,1982. All subsequent members shall be appointed in the manner provided in subsection 2 of
this section and shall serve terms of two years.

5.] Thecommittee shall elect achairman at itsfirst meeting which shall be called by the
governor. The committee shall meet upon the call of the chairman or the governor.

[6.] 5. The committee shall review and approve or disapprove all applications for a
certificate of need made under sections 197.300 to 197.366. It shall issue reasonable rules and
regulations governing the submission, review and disposition of applications.

[7.] 6. Members of the committee shall serve without compensation but shall be
reimbursed for necessary expenses incurred in the performance of their duties.

[8.] 7. Notwithstanding the provisions of subsection 4 of section 610.025, RSMo, the
proceedings and records of the facilities review committee shall be subject to the provisions of
chapter 610, RSMo.

197.315. 1. Any person who proposes to develop or offer a new institutional health
service within the state must obtain a certificate of need from the committee prior to the time
such services are offered.

2. Only those new institutional health services which are found by the committee to be
needed shall be granted a certificate of need. Only those new institutional health serviceswhich
are granted certificates of need shall be offered or devel oped within the state. No expenditures
for new institutional health servicesin excess of the applicable expenditure minimum shall be
made by any person unless a certificate of need has been granted.

3. After October 1, 1980, no state agency charged by statute to license or certify health
carefacilities shall issue alicenseto or certify any such facility, or distinct part of such facility,
that is developed without obtaining a certificate of need.

4. If any person proposes to develop any new institutional health care service without
a certificate of need as required by sections 197.300 to 197.366, the committee shall notify the
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attorney general, and he shall apply for an injunction or other appropriate legal action in any
court of this state against that person.

5. After October 1, 1980, no agency of state government may appropriate or grant funds
to or make payment of any fundsto any person or health carefacility which hasnot first obtained
every certificate of need required pursuant to sections 197.300 to 197.366.

6. A certificate of need shall beissued only for the premises and persons named in the
application and is not transferable except by consent of the committee.

7. Project cost increases, due to changes in the project application as approved or due
to project change orders, exceeding the initial estimate by more than ten percent shall not be
incurred without consent of the committee.

8. Periodic reports to the committee shall be required of any applicant who has been
granted acertificate of need until the project has been completed. The committee may order the
forfeiture of the certificate of need upon failure of the applicant to file any such report.

9. A cetificate of need shall be subject to forfeiture for failure to incur a capital
expenditure on any approved project within six months after the date of the order. The applicant
may request an extension from the committee of not morethan six additional monthsbased upon
substantial expenditure made.

10. [Each application for a certificate of need must be accompanied by an application
fee] Thetime of filing commenceswith the receipt of the application [and the application fee.
The application fee is one thousand dollars, or one-tenth of one percent of the total cost of the
proposed project, whichever is greater. All application fees shall be deposited in the state
treasury. Because of the loss of federal funds,] . The general assembly will appropriate funds
to the Missouri health facilities review committee.

11. Indetermining whether acertificate of need should be granted, no consideration shall
be given to the facilities or equipment of any other health care facility located more than a
fifteen-mile radius from the applying facility.

12. When anursing facility shiftsfrom askilled to an intermediate level of nursing care,
it may returnto the higher level of careif it meetsthe licensure requirements, without obtaining
a certificate of need.

13. In no event shall a certificate of need be denied because the applicant refuses to
provide abortion services or information.

14. A certificate of need shall not berequired for thetransfer of ownership of an existing
and operational health facility in its entirety.

15. A certificate of need may be granted to a facility for an expansion, an addition of
services, anew institutional service, or for anew hospital facility which provides for something
less than that which was sought in the application.
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16. The provisions of this section shall not apply to facilities operated by the state, and
appropriation of fundsto such facilities by the general assembly shall be deemed in compliance
with this section, and such facilities shall be deemed to have received an appropriate certificate
of need without payment of any fee or charge.

17. Notwithstanding other provisions of this section, acertificate of need may beissued
after July 1, 1983, for anintermediate carefacility operated exclusively for the mentally retarded.

18. Toassurethesafe, appropriate, and cost-effectivetransfer of new medical technology
throughout the state, a certificate of need shall not be required for the purchase and operation of
research equipment that isto be used in aclinical tria that has received written approval from
aduly constituted institutional review board of an accredited school of medicine or osteopathy
located in Missouri to establishits safety and efficacy and does not increase the bed complement
of the institution in which the equipment is to be located. After the clinical trial has been
completed, a certificate of need must be obtained for continued use in such facility.

197.330. 1. The committee shall:

(1) Notify the applicant within fifteen days of the date of filing of an application asto
the completeness of such application;

(2) Provide written notification to affected persons located within this state at the
beginning of a review. This notification may be given through publication of the review
schedule in all newspapers of general circulation in the areato be served;

(3) Hold public hearings on all applications when a request in writing is filed by any
affected person within thirty days from the date of publication of the notification of review;

(4) Within one hundred days of the filing of any application for a certificate of need,
issue in writing its findings of fact, conclusions of law, and its approva or denial of the
certificate of need; provided, that the committee may grant an extension of not more than thirty
days on its own initiative or upon the written request of any affected person;

(5) Causeto be served upon the applicant, the respective health system agency, and any
affected person who has filed his prior request in writing, a copy of the aforesaid findings,
conclusions and decisions;

(6) Consider theneedsand circumstances of institutions providing training programsfor
health personnel;

(7) Provide for the availability, based on demonstrated need, of both medical and
osteopathic facilities and services to protect the freedom of patient choice; and

(8) Establish by regulation procedures to review, or grant a waiver from review,
nonsubstantive projects.
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Theterm "filed" or "filing" as used in this section shall mean delivery to the staff of the health
facilities review committee the document or documents the applicant believes constitute an
application.

2. Failure by the committeeto issue awritten decision on an application for acertificate
of need within the time required by this section shall constitute approval of and final
administrative action ontheapplication, and i ssubject to appeal pursuant to section 197.3350nly
on the question of approval by operation of law.

3. For all hearings held by the committee, including all public hearings under
subdivision (3) of subsection 1 of this section:

(1) All testimony and other evidence taken during such hearings shall be under
oath and subject to the penalty of perjury;

(2) Thecommitteemay, upon amajority voteof thecommittee, subpoenawitnesses,
and compel the attendance of witnesses, the giving of testimony, and the production of
records;

(3) All ex parte communications between members of the committee and any
interested party or witness which arerelated to the subject matter of a hearing shall be
prohibited at any time prior to, during, or after such hearing;

(4) The provisions of sections 105.452 to 105.458, RSMo, regarding conflict of
interest shall apply;

(5) In all hearings, there shall be a rebuttable presumption of the need for
additional medical servicesand lower costsfor such medical servicesin theaffected region
or community. Any party opposing the issuance of a certificate of need shall have the
burden of proof to show by clear and convincing evidencethat no such need existsor that
the new facility will cause a substantial and continuing loss of medical serviceswithin the
affected region or community;

(6) All hearingsbeforethe committee shall be gover ned by rulesto beadopted and
prescribed by the committee; except that, in all inquiriesor hearings, the committee shall
not bebound by thetechnical rulesof evidence. Noformality in any proceeding nor in the
manner of takingtestimony befor ethecommitteeshall invalidateany decision madeby the
committee; and

(7) Thecommitteeshall havetheauthority, upon amajority vote of thecommittee,
to assessthe costs of court reporting transcription or theissuance of subpoenasto one or
both of the partiesto the proceedings.

374.184. 1. The director of the department of insurance, financial institutions and
professional registration shall prescribe by ruleg],] :
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(1) After dueconsultationwith providersof health care or treatment and their respective
licensing boards, [accident and sickness insurers, health services corporations and health
maintenance organizations,] and after a public hearing, uniform claim forms for reporting by
health careproviders. Such prescribed formsshall includebut need not belimited to information
regarding the medical diagnosis, treatment and prognosis of the patient, together with thedetails
of chargesincident to the providing of such care, treatment or services, sufficient for the purpose
of meeting the proof requirements of an accident and sicknessinsurance or hospital, medical or
dental services contract. Such prescribed forms shall be based upon the UB-82 form, with
respect to hospital claims, and the HCFA 1500 form, with respect to physician claims, as such
forms are modified or amended from time to time by the National Uniform Billing Committee
or the federal Health Care Financing Administration; and

(2) After due consultation with accident and sickness insurers, health services
cor porations, health maintenance organizations, and insurance producers, and after a
public hearing, uniform application forms.

2. The adoption of any uniform claim forms or uniform application forms by the
director pursuant to this section shall not preclude an insurer, health services corporation, or
health maintenance organization from requesting any necessary additional information in
connection with a claims investigation from the claimant, provider of health care or treatment,
or certifier of coverage, or in connection with an application for insurance from the
applicant. Theprovisionsof this section shall not be deemed or construed to apply to electronic
claims submission. Insurers and providers may by contract provide for modifications to the
uniform billing document where both insurers and providers feel that such modifications
streamline claims processing procedures relating to the claims of the insurer involved in such
contract modification. However, a refusal by the provider to agree to modification of the
uniform billing format shall not be used by the insurer as grounds for refusing to enter into a
contract with the provider for reimbursement or payment for health services rendered to an
insured of the insurer.

3. Rules adopted or promulgated pursuant to this act shall be subject to notice and
hearing asprovidedin chapter 536, RSMo. Theregulations so adopted shall specify an effective
date, which shall not be lessthan one hundred eighty days after the date of adoption, after which
no accident and sicknessinsurer, health servicescorporation or health maintenance organization
shall require providers of health care or treatment to complete forms differing from those
prescribed by the director pursuant to this section, [and] after which no health care provider shall
submit claims except upon such prescribed forms; provided that the provisions of this section
shall not preclude the use by any insurer, health services corporation or health maintenance
organization of the UB-82 form or the HCFA 1500 form, and after which no insurer shall
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require applicants for insurance coverage to complete forms differing from those
prescribed by the director under this section.

376.960. Asused in sections 376.960 to [376.989] 376.991, the following terms mean:

(1) "Benefit plan”, the coverages to be offered by the pool to eligible persons pursuant
to the provisions of section 376.986;

(2) "Board", the board of directors of the pool;

(3) "Church plan", a plan as defined in Section 3(33) of the Employee Retirement
Income Security Act of 1974, as amended,

(4) "Creditable coverage”, with respect to an individual:

(&) Coverage of theindividual provided under any of the following:

a. A group health plan;

b. Health insurance coverage;

c. Part A or Part B of Title XVIII of the Social Security Act;

d. Title X1X of the Socia Security Act, other than coverage consisting solely of benefits
under Section 1928;

e. Chapter 55 of Title 10, United States Code;

f. A medical care program of the Indian Health Service or of atribal organization;

g. A state health benefitsrisk pool;

h. A health plan offered under Chapter 89 of Title 5, United States Code;

i. A public health plan as defined in federal regulations; or

J- A health benefit plan under Section 5(e) of the Peace Corps Act, 22 U.S.C. 2504(e);

(b) Creditablecoveragedoesnot include coverageconsisting solely of excepted benefits;

(5) "Department”, the Missouri department of insurance, financial institutions and
professional registration;

(6) "Dependent”, aresident spouse or resident unmarried child under the age of nineteen
years, a child who is a student under the age of twenty-five years and who is financialy
dependent upon the parent, or achild of any age who is disabled and dependent upon the parent;

(7) "Director", thedirector of theMissouri department of insurance, financial institutions
and professional registration;

(8) "Excepted benefits':

(@ Coverage only for accident, including accidental death and dismemberment,
insurance;

(b) Coverage only for disability income insurance;

(c) Coverage issued as a supplement to liability insurance;

(d) Liability insurance, including general liability insurance and automobile liability
insurance;
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(e) Workers compensation or similar insurance;

(f) Automobile medical payment insurance;

(g) Credit-only insurance;

(h) Coverage for on-site medical clinics;

(i) Other similar insurance coverage, as approved by the director, under which benefits
for medical care are secondary or incidental to other insurance benefits;

(j) If provided under a separate policy, certificate or contract of insurance, any of the
following:

a Limited scope dental or vision benefits;

b. Benefitsfor long-term care, nursing home care, home health care, community-based
care, or any combination thereof;

c. Other smilar, limited benefits as specified by the director;

(k) If provided under a separate policy, certificate or contract of insurance, any of the
following:

a. Coverage only for a specified disease or illness,

b. Hospital indemnity or other fixed indemnity insurance;

() If offered as a separate policy, certificate or contract of insurance, any of the
following:

a. Medicare supplemental coverage (as defined under Section 1882(g)(1) of the Social
Security Act);

b. Coverage supplemental to the coverage provided under Chapter 55 of Title 10, United
States Code;

c. Similar supplemental coverage provided to coverage under a group health plan;

(9) "Federaly defined eligibleindividua", an individual:

(8) For whom, as of the date on which the individual seeks coverage through the pool,
the aggregate of the periods of creditable coverage as defined in this section is eighteen or more
months and whose most recent prior creditable coverage was under a group health plan,
governmental plan, church plan, or health insurance coverage offered in connection with any
such plan;

(b) Whoisnot eligible for coverage under agroup health plan, Part A or Part B of Title
XVIII of the Social Security Act, or state plan under Title X1X of such act or any successor
program, and who does not have other health insurance coverage;

(c) With respect to whom the most recent coverage within the period of aggregate
creditable coverage was not terminated because of nonpayment of premiums or fraud;

(d) Who, if offered the option of continuation coverage under COBRA continuation
provisionor under asimilar state program, both el ected and exhausted the continuation coverage,
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(10) "Governmental plan”, a plan as defined in Section 3(32) of the Employee
Retirement Income Security Act of 1974 and any federal governmental plan;

(11) "Group health plan", an employee welfare benefit plan as defined in Section 3(1)
of the Employee Retirement Income Security Act of 1974 and Public Law 104-191 to the extent
that the plan provides medical care and including items and services paid for asmedical careto
employees or their dependents as defined under the terms of the plan directly or through
insurance, reimbursement or otherwise, but not including excepted benefits,

(12) "Health insurance", any hospital and medical expense incurred policy, nonprofit
health care service for benefits other than through an insurer, nonprofit health care service plan
contract, health maintenance organization subscriber contract, preferred provider arrangement
or contract, or any other similar contract or agreement for the provisions of health care benefits.
Theterm "health insurance" does not include accident, fixed indemnity, limited benefit or credit
insurance, coverage issued as a supplement to liability insurance, insurance arising out of a
workers' compensation or similar law, automobile medical-payment insurance, or insurance
under which benefits are payable with or without regard to fault and which isstatutorily required
to be contained in any liability insurance policy or equivalent self-insurance;

(13) "Health maintenance organization”, any person which undertakes to provide or
arrange for basic and supplemental health care servicesto enrolleeson aprepaid basis, or which
meets the requirements of section 1301 of the United States Public Health Service Act;

(14) "Hospital", aplace devoted primarily to the maintenance and operation of facilities
for the diagnosis, treatment or care for not less than twenty-four hours in any week of three or
more nonrel ated individual s suffering fromillness, disease, injury, deformity or other abnormal
physical condition; or a place devoted primarily to provide medical or nursing care for three or
morenonrelated individual sfor not lessthan twenty-four hoursin any week. Theterm "hospital”
does not include convalescent, nursing, shelter or boarding homes, as defined in chapter 198,
RSMo;

(15) "Insurance arrangement”, any plan, program, contract or other arrangement under
which one or more employers, unions or other organizations provide to their employees or
members, either directly or indirectly through atrust or third party administration, health care
services or benefits other than through an insurer;

(16) "Insured", any individual resident of this state who is eligible to receive benefits
from any insurer or insurance arrangement, as defined in this section;

(17) "Insurer", any insurance company authorized to transact health insurance business
in this state, any nonprofit health care service plan act, or any health mai ntenance organization;

(18) "Medical care", amounts paid for:
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(a) Thediagnosis, care, mitigation, treatment, or prevention of disease, or amountspaid
for the purpose of affecting any structure or function of the body;

(b) Transportation primarily for and essential to medical care referred to in paragraph
(@) of this subdivision; and

(c) Insurance covering medical care referred to in paragraphs (a) and (b) of this
subdivision;

(19) "Medicare", coverage under both part A and part B of Title XVIII of the Social
Security Act, 42 U.S.C. 1395 et seq., as amended;

(20) "Member", al insurers and insurance arrangements participating in the pool;

(21) "Physician", physiciansand surgeonslicensed under chapter 334, RSMo, or by state
board of healing arts in the state of Missouri;

(22) "Plan of operation", the plan of operation of the pool, including articles, bylawsand
operating rules, adopted by the board pursuant to the provisionsof sections376.961, 376.962 and
376.964;

(23) "Poal", the state health insurance pool created in sections 376.961, 376.962 and
376.964,

(24) "Resident”, an individual who has been legally domiciled in this state for a period
of at least thirty days, except that for afederally defined digible individual, there shall not be a
thirty-day requirement;

(25) "Significant break in coverage”, aperiod of sixty-three consecutive days during all
of which the individual does not have any creditable coverage, except that neither a waiting
period nor an affiliation period is taken into account in determining a significant break in
coverage;

(26) "Tradeact eligibleindividual”, an individual who is eligible for the federal health
coverage tax credit under the Trade Act of 2002, Public Law 107-210.

376.962. 1. The board of directors on behalf of the pool shall submit to the director a
plan of operation for the pool and any amendments thereto necessary or suitable to assure the
fair, reasonable and equitable administration of the pool. After notice and hearing, the director
shall approve the plan of operation, provided it is determined to be suitable to assure the fair,
reasonabl e and equitable administration of the pool, and it providesfor the sharing of pool gains
or losses on an equitabl e proportionate basis. The plan of operation shall become effective upon
approval inwriting by thedirector consistent with the date on which the coverage under sections
376.960 to 376.989 becomes available. If the pool failsto submit a suitable plan of operation
within one hundred eighty days after the appointment of the board of directors, or a any time
thereafter fails to submit suitable amendments to the plan, the director shall, after notice and
hearing, adopt and promul gate such reasonabl e rules as are necessary or advisable to effectuate
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the provisions of this section. Such rules shall continue in force until modified by the director
or superseded by a plan submitted by the pool and approved by the director.

2. Initsplan, the board of directors of the pool shall:

(1) Establish procedures for the handling and accounting of assets and moneys of the
pool;

(2) Select an administering insurer in accordance with section 376.968;

(3) Establish procedures for filling vacancies on the board of directors;

(4) [Establish proceduresfor the collection of assessmentsfrom all membersto provide
for claims paid under the plan and for administrative expenses incurred or estimated to be
incurred during the period for which the assessment is made. The level of payments shall be
established by the board pursuant to the provisions of section 376.973. Assessment shall occur
at the end of each calendar year and shall be due and payabl e within thirty days of receipt of the
assessment notice;

(5)] Develop and implement a program to publicize the existence of the plan, the
eligibility requirements, and proceduresfor enrollment, and to maintain public awareness of the
plan.

376.966. 1. No employee shall involuntarily lose hisor her group coverage by decision
of hisor her employer on the grounds that such employee may subsequently enroll in the pool.
The department shall have authority to promulgate rules and regulations to enforce this
subsection.

2. Thefollowingindividual personsshall be eligiblefor coverage under the pool if they
are and continue to be residents of this state:

(1) Anindividual person who provides evidence of the following:

(8 A notice of rejection or refusa to issue substantially similar health insurance for
health reasons by at |east two insurers; or

(b) A refusal by an insurer to issue health insurance except at arate exceeding the plan
rate for substantially similar health insurance;

(2) A federdly defined eligibleindividual who has not experienced a significant break
in coverage,

(3) A tradeact eigibleindividual;

(4) Each resident dependent of a person who is eligible for plan coverage;

(5) Any person, regardless of age, that can be claimed as a dependent of a trade act
eligibleindividual on such trade act eligible individual's tax filing;

(6) Any person whose health insurance coverage is involuntarily terminated for any
reason other than nonpayment of premium or fraud, and who is not otherwise ineligible under
subdivision (4) of subsection 3 of thissection. If application for pool coverageis made not later
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than sixty-three days after the involuntary termination, the effective date of the coverage shall
be the date of termination of the previous coverage;

(7) Any personwhose premiumsfor health insurance coverage haveincreased abovethe
rate established by the board under paragraph (a) of subdivision (1) of subsection 3 of this
section;

(8) Any person currently insured whowould havequalified asafederally defined eligible
individual or a trade act eligible individual between the effective date of the federal Health
Insurance Portability and Accountability Act of 1996, Public Law 104-191 and the effective date
of this act;

(9) Any person who has exhausted hisor her maximum in benefitsfrom a health
insurer.

3. Thefollowing individual persons shall not be eligible for coverage under the pool:

(1) Personswho have, on the date of issue of coverage by the pool, or obtain coverage
under hedlth insurance or an insurance arrangement substantially similar to or more
comprehensive than aplan policy, or would be eligible to have coverage if the person elected to
obtain it, except that:

(@ This exclusion shall not apply to a person who has such coverage but whose
premiums have increased to [one hundred fifty percent to] beyond the eligibility limit set by
theboard. Theboard shall not set the eigibility limit in excess of two hundred percent of
rates established by the board as applicable for individual standard risks]. After December 31,
2009, thisexclusion shall not apply to aperson who has such coverage but whose premiums have
increased to three hundred percent or more of rates established by the board as applicable for
individual standard risks];

(b) A person may maintain other coveragefor the period of timethe personissatisfying
any preexisting condition waiting period under a pool policy; and

(c) A person may maintain plan coverage for the period of timethe personis satisfying
apreexisting condition waiting period under another health insurance policy intended to replace
the pool policy;

(2) Any personwhoisat thetime of pool application receiving health care benefits under
section 208.151, RSMo;

(3) Any person having terminated coverage in the pool unless twelve months have
elapsed since such termination, unless such person is afederally defined eligible individual;

(4) Any person on whose behalf the pool has paid out [one] two million dollars in
benefits;

(5) Inmates or residents of public institutions, unless such personis afederally defined
eligible individual, and persons eligible for public programs;
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(6) Any person whose medical condition which precludes other insurance coverageis
directly due to alcohol or drug abuse or self-inflicted injury, unless such person is a federally
defined eligible individual or atrade act eligible individual;

(7) Any personwho is eligible for Medicare coverage.

4. Any person who ceases to meet the eligibility requirements of this section may be
terminated at the end of such person's policy period.

5. If an insurer issues one or more of the following or takes any other action based
wholly or partially on medical underwriting considerationswhich islikely to render any person
eligible for pool coverage, the insurer shall notify all persons affected of the existence of the
pool, aswell asthe eligibility requirements and methods of applying for pool coverage:

(1) A notice of rejection or cancellation of coverage;

(2) A notice of reduction or limitation of coverage, including restrictive riders, if the
effect of thereduction or limitation isto substantially reduce coverage compared to the coverage
available to a person considered a standard risk for the type of coverage provided by the plan.

6. When an insurer determinesan insured hasexhausted eighty-five per cent of his
or her total lifetime benefits, theinsurer shall notify any affected person of the existence
of the pool, of the person's dligibility for the pool when all lifetime benefits have been
exhausted, and of methods of applying for pool coverage. When any affected person has
exhausted one hundred percent of hisor her total lifetime benefits, theinsurer shall notify
theaffected person of hisor her eligibility for pool coverageand of themethodsof applying
for such coverage. Theinsurer shall provide a copy of such notice to the pool with the
name and address of such affected person.

376.981. Thepool shall offer individual stop-losscover agefor any insurer licensed
providing individual health insurance policiesin this state. Such stop-loss coverage, if
available, shall beprovided by thepool or an insurer licensed by thestatetowriteaccident
and health insurance on a direct basis. The stop-loss coverage shall cover claim liability
for an insured person in the individual market who becomes uninsurable and any
uninsur able dependent of an insured person, if coveragefor an uninsurable dependent is
requested. The stop-loss insurer shall bear the risk of coverage for such uninsurable
persons.

376.983. 1. The pool shall establish a two-year pilot program that offers small
employer group stop-losscover agefor health insurersproviding health insurancecover age
inthesmall employer group market in themetropolitan statistical areaof ahomerulecity
with morethan four hundred thousand inhabitants and located in mor e than one county
and in the metropolitan statistical area of a home rule city with more than one hundred
fifty-one thousand five hundred but fewer than one hundred fifty-one thousand six
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hundred inhabitants. The board shall promulgate rules for implementation of the pilot
program established under this section.

2. (1) For purposesof thissection, small employer shall havethe same meaning as
such term isdefined in section 379.930, RSMo.

(2) Thestop-loss cover age offered under thissection may be provided by the poal,
an insurer, or an approved reinsurer.

(3) The pool board shall have the authority to set actuarially sound rates to be
charged for such stop-loss coverage taking into consideration anticipated tax premium
revenue and other available sour ces of income.

3. To bedigible to purchase small employer group stop-loss coverage under the
pool:

(1) Theinsurer shall not be permitted to purchase small employer group stop-loss
cover agefrom thepool in theaggr egate, but shall berequired to purchase a separ ate stop-
loss policy for each small employer group policy for which stop-loss coverage is being
sought through the pool;

(2) Theinsurer shall providethepool with sufficient infor mation, tobedeter mined
by the board, establishing a need for the purchase of such stop-loss coverage for a small
employer group policy of theinsurer. Theinsurer shall establish tothe satisfaction of the
pool board at a minimum that the purchase of stop-loss coverage for a small employer
group policy will stabilizethe standard risk rate for such small employer group policy;

(3) Thestop-losscoverage provided through the pool shall cover claim liability for
each individual risk within the small employer group health plan that exceedsthe annual
individual claim liability threshold under subdivision (4) of this subsection;

(4) Stop-loss coverage criteria shall be established by the pool board with the
following minimums:

(@) The stop-loss coverage purchased from the pool shall provide coverage in
accor dance with paragraphs(c) and (d) of thissubdivision for claim risksfor individuals
insured through asmall employer group health plan issued in Missouri that exceedsa per
policy year individual claim paymentsthreshold to be set by the board;

(b) The stop-loss coverage purchased from the pool shall provide coverage in
accor dance with paragraphs (c) and (d) of thissubdivision for claim risksfor individuals
in asmall employer group health planissued in Missouri if individual claim paymentsfor
theyear exceed an individual claim paymentsthreshold to be set by the board;

() Aninsurer purchasing stop-loss coverage from the pool shall retain a portion
of therisk associated with the individual insured through the small employer group (risk
corridor) and shall be liable for a portion of such individual's claims. The insurer's
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retained risk shall not be less than thirty percent of claimswithin therisk corridor of a
policy year claimsassociated with such individual risk beingreinsured. Therisk corridor
shall be established by the board;

(d) Aninsurer purchasing stop-loss coverage from the pool shall retain a portion
of the risk for the small employer group in the aggregate and shall be liable for that
portion of all claimsassociated with the small employer group. Theretained risk shall not
belessthan an aggregate of one hundred twenty per cent of expected claimsfor theentire
small employer group; and

(e) Thethreshold and risk corridor established in paragraphs (a) to (c) of this
subdivision shall be periodically reviewed by the board and may be adjusted for
appropriate factors as determined by the board.

4. By January 1, 2011, the board shall submit a report to the general assembly
regarding the pilot project established under this section and any recommendations for
expanding the program statewide.

5. The board, in conjunction with the department of insurance, financial
institutionsand professional registration, may promulgaterulesfor theadministration and
implementation of this section. Any rule or portion of arule, asthat term isdefined in
section 536.010, RSMo, that is created under the authority delegated in this section shall
become effective only if it complieswith and is subject to all of the provisions of chapter
536, RSMo, and, if applicable, section 536.028, RSMo. This section and chapter 536,
RSMo, are nonseverable and if any of the powers vested with the general assembly
pursuant to chapter 536, RSMo, toreview, to delay theeffectivedate, or to disapproveand
annul a rule are subsequently held unconstitutional, then the grant of rulemaking
authority and any rule proposed or adopted after August 28, 2008, shall be invalid and
void.

376.985. 1. Beginning July 1, 2008, the pool shall offer at least two plans for
uninsurable individuals eligible under the insure Missouri program established under
sections 1 to 8 of thisact that meetsthe criteria of the federal Centersfor Medicare and
Medicaid for such program. No person related within the second degr ee of consanguinity
or affinity of a statewideofficeholder whoisworkingasalobbyist, consultant, or principal
shall be awarded a contract for services under sections 1 to 8 of this act. No entity
employing such person or clientsof such person or entity shall be awarded a contract for
servicesunder sections1to 8 of thisact. For purposes of this section and section 376.986,
an uninsurable individual shall be defined by the eligibility criteria in subsection 2 of
section 376.966.
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2. Any individual receiving health insurance coverage under the state health
insurance pool whose incomeislessthan two hundred twenty-five percent of the federal
poverty level may apply for participation in theinsure Missouri program. The pool shall
provide information to pool participants on how to apply for participation in theinsure
Missouri program.

3. Subject toavailablefunds, theboar d may establish a premium subsidy program
for low-income persons who are digible for participation in the high-risk pool in
accordance with the premiums established under section 376.986. The program may
includeincentives designed to encour age and promote healthy lifestyle choiceswhich are
appropriateand attainablefor such participants, takingintoconsider ation any limitations
on lifestylechoiceswhich exist based on themedical conditionsand needsof thepopulation
served under the high-risk pool.

376.986. 1. The pool shall offer major medical expense coverage to every person
eligible for coverage under section 376.966 and may offer other health plansthat the board
determines to be in the best interest of the individuals covered under the pool. The
coverage to beissued by the pool and its schedule of benefits, exclusions and other limitations,
shall be established by the board with the advice and recommendations of the pool members, and
such plan of pool coverage shall be submitted to the director for approval. The pool shall also
offer coverage for drugs and supplies requiring amedical prescription and coverage for patient
education services, to be provided at the direction of a physician, encompassing the provision
of information, therapy, programs, or other serviceson an inpatient or outpatient basi s, designed
to restrict, control, or otherwise cause remission of the covered condition, illness or defect.

2. In establishing the pool coverage the board shall take into consideration the levels of
health insurance provided in this state and medical economic factors as may be deemed
appropriate, and shall promulgate benefit levels, deductibles, coinsurancefactors, exclusionsand
limitations determined to be generally reflective of and commensurate with health insurance
provided through a representative number of insurersin this state.

3. The pool shall establish premium rates for pool coverage as provided in [subsection
4] subsections 4 and 5 of thissection. Separate schedules of premium rates based on age, sex
and geographical location may apply for individual risks. Premium rates and schedules shall be
submitted to the director for approval prior to use.

4. The pool, with the assistance of the director, shall determine the standard risk rate by
considering the premium rates charged by other insurers offering health insurance coverage to
individuals. Thestandardrisk rate shall be established using reasonabl eactuarial techniquesand
shall reflect anticipated experience and expenses for such coverage. [Initial rates for pool
coverage shall not belessthan one hundred twenty-five percent of rates established asapplicable
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for individual standard risks.] Subject to the limits provided in this subsection, [subsequent]
rates shall be established in accor dance with the premium rate schedulein subsection 5 of
this section to provide fully for the expected costs of claimsincluding recovery of prior losses,
expenses of operation, investment income of claim reserves, and any other cost factors subject
to the limitations described herein. In no event shall pool rates exceed the following:

(1) Forfederally defined eligibleindividual sand trade act eligibleindividuals, ratesshall
be equal to the percent of rates applicableto individual standard risks actuarially determined to
be sufficient to recover the sum of the cost of benefits paid under the pool for federally defined
and trade act eligible individuals plus the proportion of the pool's administrative expense
applicable to federally defined and trade act eligible individuals enrolled for pool coverage,
provided that such rates shall not exceed [one hundred fifty] the limits established in
subsection 5 of this section, not to exceed two hundred percent of rates applicable to
individual standard risks; and

(2) For al other individuals covered under the pool, [one hundred fifty percent of rates]
theratelimitsestablished under subsection 5 of thissection applicabletoindividual standard
risks.

5. Premium rates for pool coverage shall be established in accordance with the
following schedule:

(1) For individualswith incomes of lessthan three hundred percent of thefederal
poverty level, a premium rate equal to the standard risk rates;

(2) For individualswith incomes of three hundred percent of the federal poverty
level or mor e, adliding scale premium rate based on incomewhich isbetween onehundred
and one hundred twenty-five percent of the standard risk rates established by rule.

6. For uninsurableindividualseligiblefor theinsureMissouri program established
under sections1to8of thisact, thepool shall offer thecoveragerequired under subsection
1 of section 376.985 to such individualsat thestandard risk ratesof the pool subject tothe
following:

(1) Thedepartment of social servicesshall pay all or a portion of the premium for
such coveragefor an individual in thesamemanner authorized under theinsureMissouri
program;

(2) If the premium exceeds the amount paid by the department under this
subsection, the individual covered shall beresponsible for payment of any premium for
such coverage not paid by the department;

(3) For insure Missouri program participants who are €ligible for federal
participation moneys, the losses covered under the pool for such individuals may, in
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accordance with the requirements of the federal waiver for such program, exceed the
standard risk rates of the pool; and

(4) Premiums shall be certified as actuarially sound in accordance with the
requirements established by the federal Centersfor Medicare and Medicaid Services.

7. Commission payments for the sale of Missouri health insurance pool policies
shall be set by theboard. The board shall providethat agentsand brokersselling insure
Missouri qualified plans comply with the federal Centers for Medicare and Medicaid
Services requirements concerning marketing and plan enrollment for insure Missouri
program participants eligible for federal participation.

8. Pool coverage established pursuant to this section shall provide an appropriate high
and low deductibl e to be sel ected by the pool applicant. The deductiblesand coinsurancefactors
may be adjusted annually in accordance with the medical component of the consumer price
index.

[6.] 9. Pool coverage shall exclude chargesor expensesincurred during thefirst [twelve]
six monthsfollowing the effective date of coverageasto any condition for which medical advice,
careor treatment wasrecommended or received asto such condition during the six-month period
immediately preceding the effective date of coverage. Such preexisting condition exclusions
shall be waived to the extent to which similar exclusions, if any, have been satisfied under any
prior health insurance coverage which was involuntarily terminated, if application for pool
coverage is made not later than sixty-three days following such involuntary termination and, in
such case, coveragein the pool shall be effectivefrom the date on which such prior coveragewas
terminated.

[7.] 10. No preexisting condition exclusion shall be applied to the following:

(1) A federally defined eligible individual who has not experienced asignificant gap in
coverage; or

(2) A trade act digibleindividual who maintained creditable health insurance coverage
for an aggregate period of three months prior to loss of employment and who hasnot experienced
asignificant gap in coverage since that time.

[8.] 11. Benefitsotherwise payable under pool coverage shall bereduced by all amounts
paid or payablethrough any other health insurance, or insurance arrangement, and by all hospital
and medical expense benefits paid or payable under any workers compensation coverage,
automobile medical payment or liability insurance whether provided on the basis of fault or
nonfault, and by any hospital or medical benefits paid or payable under or provided pursuant to
any state or federal law or program except Medicaid. Theinsurer or the pool shall have a cause
of action against an eligible person for the recovery of the amount of benefits paid which are not
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for covered expenses. Benefits due from the pool may be reduced or refused as a setoff against
any amount recoverable under this subsection.

[9.] 12. Medical expenses shall include expensesfor comparable benefitsfor those who
rely solely on spiritual means through prayer for healing.

376.987. 1. Theboard shall offer to al eligible personsfor pool coverage under section
376.966 the option of receiving health insurance coverage through ahigh-deductible health plan
and the establishment of a health savings account, or other similar account. In order for a
qualified individual to obtain a high-deductible health plan through the pool, such individual
shall present evidence, in a manner prescribed by regulation, to the board that he or she has
established a health savings account in compliance with 26 U.S.C. Section 223, and any
amendments and regulations promul gated thereto.

2. Asusedinthissection, theterm "heal th savingsaccount” shall have the same meaning
ascribed to it asin 26 U.S.C. Section 223(d), as amended. The term "high-deductible health
plan” shall mean a policy or contract of health insurance or health care plan that meets the
criteriaestablishedin 26 U.S.C. Section 223(c)(2), asamended, and any regul ations promul gated
thereunder.

3. Theutilization of high deductible plansand the establishment of health savings
accounts or other similar accounts shall be reviewed and reassessed annually by the
appropriate legislative committees of the general assembly.

4. Theboardisauthorized to promulgate rulesand regul ationsfor the administration and
implementation of this section. Any rule or portion of arule, asthat term is defined in section
536.010, RSMo, that is created under the authority delegated in this section shall become
effective only if it complies with and is subject to all of the provisions of chapter 536, RSMo,
and, if applicable, section 536.028, RSMo. This section and chapter 536, RSMo, are
nonseverableand if any of the powers vested with the general assembly pursuant to chapter 536,
RSMo, to review, to delay the effective date, or to disapprove and annul arule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or adopted
after August 28, 2007, shall be invalid and void.

376.991. 1. Notwithstanding any other provision of law to the contrary, beginning
January 1, 2009, any premium tax imposed and collected in connection with the conduct
of business in this state by a health carrier for premiums for any health benefit plan
insurance shall be distributed to the health insurance pool established under sections
376.960 to 376.991, asfollows:

(1) For fiscal years2009 and 2010, fifty per cent of all such premium taxescollected;

(2) For fiscal year 2011 and every fiscal year thereafter, onehundred percent of all
such premium taxes collected.
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2. For purposesof thissection, health benefit plan and health carrier shall havethe
same meaning as such terms are defined in section 376.1350.

Section 1. 1. Asused in sections 1to 8 of thisact, the following terms shall mean:

(1) " Department", the department of social services;

(2) "Healthinsurancepool” or " pool" , thehealth insurancepool established under
sections 376.960 to 376.991, RSMo;

(3 "Insure Missouri program” or "program”, the insure Missouri initiative
established in sections 1 to 8 of thisact;

(4) " Prevention and wellnessservices' , medically appropriateand ageappropriate
carethat isprovided to an individual to prevent and diagnose disease, and promote good
health and a healthy lifestyle;

(5) "Qualified plan", any health benefit plan available in the private individual
health insurance market or through the health insurance pool established under sections
376.960t0 376.991, RSM o, that meetsthe minimum benefit design contained in thefederal
waiver authorizing theinsure Missouri program.

2. Thereishereby established within thedepartment of social servicesthe" Insure
Missouri Program" toprovidehealth carecover agethrough theprivateinsurance market
to low-income working adults residing in this state. The department shall apply to the
United States Department of Health and Human Services for approval of a Section 1115
demonstration waiver to develop and implement the program. Such submitted waiver
shall include but not belimited to:

(1) A provisionthat allowsfor transitional participationintheprogram asset forth
in subsection 3 of section 6 of thisact; and

(2) For uninsurable individuals receiving coverage through the state's health
insurance pool, a provision that allowsfor:

(a) Federal participation moneystobeused to providesuch uninsurableindividuals
with pool coverage under the program; and

(b) Actuarially sound premiumratesfor coveragefor such individualsthat exceed
the standard risk rates of the health insurance pool based on the aggregate losses for all
such individuals eligible for federal participation moneys.

3. Prior tothe submission of an application for a federal waiver under subsection
2 of thissection, the department shall submit the proposed application for such waiver to
thejoint committeeon MO HealthNet for the committee'sreview, recommendations, and
approval.

4. The program is not an entitlement program. The maximum enrollment of
individualswho may participatein theprogram isdependent on funding appropriated for
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the program by the general assembly. Eligibility for the program may be phased in
incrementally on the basis of actionstaken by the general assembly in the appropriations
process.

5. Notwithstanding any other provision of sections1to 8 of thisact tothecontrary,
for uninsurableindividualsreceiving coverage through the state's health insurance pool,
such individuals shall be eligible for participation under the program aslong asthey are
otherwise digible for participation in the program and their incomes do not exceed two
hundred twenty-five percent of the federal poverty level.

6. Thedepartment shall establish standardsfor consumer protection, includingthe
following:

(1) Quality of care standards;

(2) A uniform processfor participant grievances and appeals;

(3 Standardized reporting concerning provider performance, consumer
experience, and cost.

7. Theinsure Missouri program shall pay one hundred percent of the premium
costsfor all participantsin the program, except for any participant whose balancein his
or her insure Missouri account at the end of the plan year exceeds the total annual
required contribution amount under subdivision (2) of subsection 2 of section 5 of thisact.
Any amount in a participant'sinsure Missouri account at the end of the plan year that
exceeds the participant's total annual required contribution amount shall go toward
payment of the participant's premium costs under the program.

Section 2. 1. Anindividual shall be€dligiblefor participationintheprogramif the
individual meetsthe following requirements:

(1) Theindividual isat least nineteen year s of age and lessthan sixty-five years of
age;

(2) Theindividual isa United Statescitizen or qualified legal alien and aresident
of Missouri;

(3) Theindividual hasan annual household income of not morethan two hundred
twenty-five percent of the federal income poverty level;

(4) The individual is not eligible for health insurance coverage through the
individual's employer;

(5) Theindividual hasnot had health insurance coveragefor at least six months,

(6) Theindividual hashousehold ear ned incomethat exceedsthe maximum income
for eligibility for Temporary Assistance for Needy Families (TANF) benefits.

2. Thefollowingindividuals shall not be éigible for the program:
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(1) An individual who participates in the federal Medicare program, 42 U.S.C.
1395, et seq.;

(2) A pregnant woman for purposes of pregnancy-related serviceswho iséeligible
for health care coverage under chapter 208, RSMo;

(3) Anindividual who hasresourcesor owns assets with a value in excess of two
hundred twenty-five thousand dollars.

3. Thedigibility requirements specified in subsection 1 of this section are subject
toapproval for federal financial participation by the United States Department of Health
and Human Services.

4. The department shall provide for enrollment with the program through the
department’'s Internet web site and family support division offices.

Section 3. 1. Theprogram shall includethefollowing medically necessary services
in amanner and to the extent deter mined by the department:

(1) Inpatient hospital services;

(2) Outpatient hospital and ambulatory surgical center services,

(3) Emergency room services,

(4) Physician and advanced practice nurse services,

(5) Federally qualified health center and rural health clinic services;

(6) Laboratory, radiology, and other diagnostic services,

(7) Prescription drug cover age;

(8) Mental health and substance abuse treatment. The program shall not per mit
treatment limitations or financial requirements on the coverage of mental health care
servicesor substanceabuseservicesif similar limitationsor requirementsarenot imposed
on the coverage of servicesfor other medical or surgical conditions;

(99 Home health services;

(10) Durable medical equipment;

(11) Family planning services:

(a) Including contraceptivesand sexually transmitted diseasetesting, asdescribed
in federal Medicaid law, 42 U.S.C. 1396, et seq.; and

(b) Not includingabortion or abortifacients, except asrequiredinfederal Medicaid
law, 42 U.S.C. 1396, et seq.;

(12) Personal care services,

(13) Emergency ground and air transportation services,

(14) Hospice services,

(15) Prevention and wellness services. The program shall, at no cost to the
individual, providepayment for at least threehundred dollar sof qualifying prevention and
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wellness services per year for an individual who participates in the program. Any
additional prevention and wellness services covered under the program and received by
theindividual duringtheyear aresubject tothe deductible and copayment requirements
of the program; and

(16) Case management, car e coordination, and disease management.

2. The program shall, at no cost to the individual, provide payment for two
physician office visits and three hundred dollars of qualifying preventative car e services
per year for program participants. Any additional physician officevisitsor preventative
care servicescovered under the program and received a participant during the year shall
be subject to the deductible and copayment requirements of the program.

3. Theprogram may includeincentivesdesigned to encour ageand promotehealthy
lifestyle choices which are medically appropriate, age appropriate, and attainable for
individual participants, takingintoconsider ation any limitationson lifestylechoiceswhich
may exist based on medical conditionsand the needs of the population serviced under the
program.

Section 4. 1. Every individual who participates in the program shall have an
individual insure Missouri account to which payments may be made for theindividual's
participation in the program by any of the following:

(1) Theindividual;

(2) An employer;

(3) Thestate, including any incentive payments contributed by the state;

(4) Any philanthropic or charitable contributor.

2. Theminimum funding amount for an individual insure Missouri account isthe
amount required under section 6 of thisact.

3. An individual insure Missouri account shall be used to pay the individual's
deductible and copaymentsfor health care services under the program.

4. An individual may make payments to his or her individual insure Missouri
account asfollows:

(1) Anemployer withholding or causing to bewithheld from an employee'swages
or salary, after taxesarededucted from thewagesor salary, theindividual'scontribution
under this section and distributed equally throughout the calendar year;

(2) Submission of the individual's contribution under sections 1 to 8 of thisact to
the department to deposit in the participant's individual insure Missouri account in a
manner prescribed by the department;

(3) Another method deter mined by the department.
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5. An employer may make, from moneys not payable by the employer to the
employee, not more than fifty percent of an individual's required payment to hisor her
individual insure Missouri account.

6. Any employer makingany contributionsfor aparticipant in theinsureMissouri
program may makesuch contribution totheemployee'sindividual insureMissouri account
or may make such contribution towardsthe payment of any premiumsfor cover age of the
employee under the program.

Section 5. 1. Anindividual's participation in the program shall not begin until an
initial payment is made for the individual's participation in the program. A required
payment to the program for theindividual's participation shall not exceed one-twelfth of
the annual payment required under subsection 2 of this section.

2. Toparticipatein the program, an individual shall:

(1) Apply for the program in a manner prescribed by the department. The
department may develop and allow ajoint application for a household;

(2) If theindividual isapproved by thedepartment to participatein the program,
contribute to an individual insure Missouri account the lesser of the following:

(8) Onethousand dollarsper year or an amount not to exceed the deductible for
theparticipant'scover ageunder theprogram, whichever isgreater, lessany amountspaid
by the individual under:

a. TheMO HealthNet program;

b. Thechildren'shealth insurance program; and

c. The Medicare program, 42 U.S.C. 1395, et seq., as determined by the
department; or

(b) Not morethan thefollowing applicable percentage of the individual's annual
household income per year, lessany amountspaid under theM O HealthNet program, the
children'shealth insurance program, and the Medicare program, 42 U.S.C. 1395, et seq.,
as determined by the department:

a. One percent of the annual household income per year for incomes up to one
hundred percent of the federal poverty level;

b. Two percent of the annual household income per year if theindividual has an
annual household income of more than one hundred percent and not more than one
hundred twenty-five per cent of the federal poverty level;

c. Threepercent of theannual household income per year if theindividual hasan
annual household incomeof morethan onehundr ed twenty-five per cent and not mor ethan
one hundred fifty percent of the federal poverty level;
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d. Four percent of theannual household income per year if theindividual hasan
annual household income of mor ethan one hundred fifty percent and not morethan two
hundred percent of the federal poverty level; or

e. Five percent of the annual household income per year if theindividual has an
annual household income of more than two hundred and not more than two hundred
twenty-five percent of the federal poverty level.

3. If theindividual's account does not have sufficient fundsto pay any deductible
or copaymentsincurred by an individual under the program, the state shall contributeto
an individual's account all or any portion of such unmet deductibles and copayments
incurred by an individual.

4. If therequired payment to the program isnot madewithin ninety daysafter the
required payment date, the individual or individuals shall be terminated from
participation in the program. Theindividual or individuals shall receive written notice
before being terminated from the program.

5. If an individual isterminated from the program for fraud or under subsection
4 of this section, the individual shall not reapply for participation in the program within
six months of termination.

Section 6. 1. Anindividual whoisapprovedtoparticipateintheprogramiseligible
for a twelve-month program period unless the individual fails to make the required
contribution. An individual who participatesin the program without a break in service
shall not be refused renewal of participation in the program:

(1) For the sole reason that the program has reached the program's maximum
enrollment; or

(2) If theindividual iseligiblefor transitional participation under subsection 3 of
this section.

2. If theindividual choosesto renew participation in the program, theindividual
shall completearenewal application and any necessary documentation, and submit tothe
insureMissouri program the documentation and application on aform prescribed by the
department. At the time of renewal under the program, a participant may change
qualified plansfor hisor her receipt of benefits under the program.

3. If anindividual is eligible and participatesin the program without a break in
serviceand such individual'sincome subsequently exceedsthe current incomelimitations
for participation in theprogram, based on appropriations, at thetimeof such individual's
renewal, but otherwise remains eligible for participation in the program, the individual
may choose and shall beeligiblefor transitional participation in the program; except that,
such individual'sparticipation in the program shall terminateif hisor her income exceeds
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two hundred twenty-five percent of the federal poverty level. A transitional participant
shall receive coverage under a qualified plan and shall be responsible for the required
paymentsin the samemanner established under the program in accordancewith sections
1to 8 of thisact.

4. Any moneysremainingin an individual insureMissouri account of aparticipant
who renews participation in the program at the end of the individual's twelve-month
program period shall be used to reduce the individual's payments for the subsequent
program period.

5. If an individual is no longer €ligible for the program, does not renew
participation in the program at the end of the program period or isterminated from the
program for nonpayment of arequired payment, the department shall, asdetermined by
rule and not more than ninety days after the last date of participation in the program,
refund to the individual the amount of any balance remaining in the individual insure
Missouri account less any outstanding individual obligations under the program.

Section 7. 1. For individuals approved for participation in the program, health
car e cover age shall be obtained asfollows:

(2) Anindividual approved for participation in the program shall seek health care
coverage through a qualified plan available in the private individual health insurance
mar ket from insurance agents and brokers; or

(2) If anindividual approved for participation in the program isdenied coverage
under two qualified plansavailablein theprivateindividual health insurance market, the
individual shall receive health care coverage through a qualified plan available in the
health insurance pool in accordance with the provisions of sections 376.960 to 376.991,
RSMo, established for such coverage.

2. Thedeductiblefor any qualified plan under the program shall not exceed two
thousand five hundred dollars.

3. The premium required of the qualified plan shall be certified as actuarially
sound in accordancewith therequirementsestablished by thefederal Centersfor Medicare
and Medicaid Services.

4. Commission payments for the sale of qualified plansto individuals under the
insureMissouri program shall be set by the department of social services. Theinsurance
agent or broker shall comply with thefederal Centersfor M edicareand M edicaid Services
requirements concerning marketing and plan enrollment for insure Missouri program
participantseligiblefor federal participation.

5. The department of social services, in consultation and coordination with the
department of insurance, financial institutionsand professional registration and theboard
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of directors for the health insurance pool, shall ensure that individuals approved for
participation in the program ar e ableto seek and obtain health insurance coverageunder
the program through insurance agents and brokerslicensed in this state.

6. The department of social services, the department of insurance, financial
institutions and professional registration, and the board of directors for the health
insurance pool may promulgaterulesand/or joint rulestoimplement theprovisionsof this
section. Any ruleor portion of arule, asthat term isdefined in section 536.010, RSMo,
that iscreated under the authority delegated in this section shall become effective only if
it complies with and is subject to all of the provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, ar enonseverable
and if any of the power svested with thegener al assembly pursuant to chapter 536, RSM o,
toreview, to delay the effective date, or to disapprove and annul a rule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or
adopted after the effective date of this section shall beinvalid and void.

Section 8. Thedepartment of social servicesshall promulgaterulesand regulations
for theimplementation of sections 1to 8 of thisact. Any ruleor portion of arule, asthat
term isdefined in section 536.010, RSM o, that iscreated under the authority delegated in
this section shall become effective only if it complies with and is subject to all of the
provisionsof chapter 536, RSMo, and, if applicable, section 536.028, RSMo. Sections1to
8 of thisact and chapter 536, RSM o, arenonsever ableand if any of the power svested with
thegeneral assembly pursuant to chapter 536, RSM o, toreview, todelay theeffectivedate,
or to disapprove and annul arule are subsequently held unconstitutional, then the grant
of rulemaking authority and any rule proposed or adopted after the effective date of
sections 1 to 8 of thisact shall beinvalid and void.

[376.973. 1. Following the close of each fiscal year, the pool
administrator shall determine the net premiums (premiums less administrative
expense allowances), the pool expenses of administration and theincurred |osses
for the year, taking into account investment income and other appropriate gains
and losses. Health insurance premiums and benefits paid by an insurance
arrangement that are less than an amount determined by the board to justify the
cost of collection shall not be considered for purposes of determining
assessments. Thetotal cost of pool operation shall be the amount by which all
program expenses, including pool expensesof administration, incurred|ossesfor
theyear, and other appropriatel ossesexceedsall program revenues, including net
premiums, investment income, and other appropriate gains.

2. Eachinsurer's assessment shall be determined by multiplying the total
cost of pool operation by afraction, the numerator of which equalsthat insurer's
premium and subscriber contract chargesfor health insurance writtenin the state
during the preceding calendar year and the denominator of which equalsthetotal
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of all premiums, subscriber contract chargeswritten in the state and one hundred
ten percent of al claims paid by insurance arrangements in the state during the
preceding calendar year; provided, however, that the assessment for each health
maintenance organization shall be determined through the application of an
equitable formula based upon the value of services provided in the preceding
calendar year.

3. Each insurance arrangement's assessment shall be determined by
multiplying the total cost of pool operation calculated under subsection 1 of this
section by afraction, the numerator of which equals one hundred ten percent of
the benefits paid by that insurance arrangement on behalf of insuredsin this state
during the preceding calendar year and the denominator of which equalsthetotal
of al premiums, subscriber contract charges and one hundred ten percent of all
benefits paid by insurance arrangements made on behalf of insuredsin this state
during the preceding calendar year. Insurance arrangements shall report to the
board claims payments madein this state on an annual basison aform prescribed
by the director.

4. If assessments exceed actual losses and administrative expensesof the
pool, the excess shall be held at interest and used by the board to offset future
losses or to reduce pool premiums. As used in this subsection, "future losses"
include reserves for incurred but not paid claims.]

[376.975. Each member's proportion of participation in the pool shall be
determined annually by the board based on annual statements and other reports
deemed necessary by the board and filed by the member with it. Any deficit
incurred by the pool shall be recouped by assessments apportioned as provided
in subsections 1, 2, and 3 of section 376.973 by the board anong members. The
amount of assessments incurred by each member of the pool shall be allowed as
an offset against certain taxes, and shall be subject to certain limitations, as
follows. Each pool member subject to chapter 148, RSMo, may deduct from
premium taxes payable for any calendar year to the state any and all assessments
paid for the same year pursuant to sections 376.960 to 376.989. All assessments,
for afiscal year, shall not exceed the net premium tax due and payable by such
member in the previousyear. If the assessment exceeds any premium tax due or
payablein such year, the excess shall be acredit or offset carried forward against
any premium tax due or payable in succeeding years until the excess is
exhausted.]

[376.980. Each pool member exempt from chapter 148, RSMo, shall be
allowed to offset against any sales or use tax on purchases due, paid, or payable
in the calendar year in which such assessments are made. Further, such
assessment, for any fiscal year, shall not exceed one percent of nongroup
premium income, exclusive of Medicare supplement programs, received in the
previousyear. If the assessment exceeds the part of any salestax or usetax due
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or payable in such year, the excess shall be a credit or offset carried forward
against the part of any sales tax or use tax due or payable in succeeding years
until the excessis exhausted. The director of revenue, in consultation with the
board, shall promulgate and enforce reasonable rules and regulations and
prescribe forms for the administration and enforcement of thislaw.]

[376.984. The board may abate or defer, in whole or in part, the
assessment of a member if, in the opinion of the board, payment of the
assessment would endanger the ability of the member to fulfill its contractual
obligations. In the event an assessment against a member is abated or deferred
in whole or in part, the amount by which such assessment is abated or deferred
may be assessed against the other membersin amanner consistent with the basis
for assessment set forth in subsections 1, 2, and 3 of section 376.973. The
member receiving such abatement or deferment shall remain liableto the pool for
the deficiency for four years.]

[376.990. The board of directors of the state health insurance pool is
hereby directed to conduct a study regarding the financing of the state health
insurance pool. Such study shall include, but not be limited to, research and
findings of how other states finance their state high-risk pools. The study shall
consider alternative assessment approaches to the current assessment method
employed in section 376.975. In addition to studying alternative financing
mechanisms empl oyed by other state high-risk pools, the board shall explore the
ramifications of eliminating or reducing a carrier's ability to offset their
assessments against their premium tax liability. The polestar of the study shall
be establishing a stable funding source for the Missouri state health insurance
pool while providing adequate health insurance coverage to Missouri's
uninsurable population. The board of directors of the state health insurance pool
shall submit areport of itsfindings and recommendationsto each member of the
general assembly no later than January 1, 2008.]

Section B. Becauseimmediate action isnecessary to ensure adequate provision of health
care services to the low-income citizens of this state, the enactment of section 376.985,
subsections 6 and 7 of section 376.986 and sections 1 to 8 of section A of this act are deemed
necessary for theimmediate preservation of the public health, welfare, peace, and safety, and is
hereby declared to be an emergency act within themeaning of the constitution, and the enactment
of section 376.985, subsections 6 and 7 of section 376.986 and sections 1 to 8 of section A of
thisact shall beinfull forceand effect July 1, 2008, or upon its passage and approval, whichever
later occurs.

Section C. Sections 148.380, 376.960, 376.966, 376.981, and 376.983, subsections 1 to
5 and 8 to 12 of section 376.986, and section 376.991, and the repeal of sections 376.973,
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3 376.975, 376.980, 376.984, and 376.990 of section A of thisact shall become effective January
4 1,2009.
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