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SENATE BILL NO. 1283

94TH GENERAL ASSEMBLY

Reported from the Special Committee on Healthcare Transformation May 13, 2008 with recommendation that House Committee
Substitutefor Senate Substitutefor Senate Committee Substitutefor Senate Bill No. 1283 Do Pass. Referred to the Committee on Rulespursuant
to Rule 25(21)(f).

D. ADAM CRUMBLISS, Chief Clerk
5271L.10C

AN ACT

To repeal sections 33.103, 105.711, 135.535, 135.562, 143.111, 143.113, 143.782, 143.790,
148.380, 191.400, 192.014, 192.083, 197.305, 197.310, 197.315, 197.330, 313.321,
354.536, 374.184, 376.426, 376.450, 376.453, 376.776, 376.960, 376.962, 376.966,
376.973, 376.975, 376.980, 376.984, 376.986, 376.987, 376.990, 379.930, 379.940,
379.952, and 660.062, RSMo, and to enact in lieu thereof seventy-eight new sections
relating to the Missouri health transformation act of 2008, 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 33.103, 105.711, 135.535, 135.562, 143.111, 143.113, 143.782,
143.790, 148.380, 191.400, 192.014, 192.083, 197.305, 197.310, 197.315, 197.330, 313.321,
354.536, 374.184, 376.426, 376.450, 376.453, 376.776, 376.960, 376.962, 376.966, 376.973,
376.975, 376.980, 376.984, 376.986, 376.987, 376.990, 379.930, 379.940, 379.952, and 660.062,
RSMo, are repealed and seventy-eight new sections enacted in lieu thereof, to be known as
sections 26.850, 26.853, 26.856, 26.859, 33.103, 105.711, 135.535, 135.562, 143.111, 143.782,
143.790, 148.380, 191.845, 191.1005, 191.1008, 191.1010, 191.1200, 191.1250, 191.1256,
191.1259, 191.1265, 191.1271, 192.083, 192.990, 196.1200, 197.305, 197.310, 197.315,

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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197.330, 197.551, 197.554, 197.557, 197.563, 197.566, 197.572, 197.575, 197.578, 197.581,
197.584, 197.587, 197.588, 197.590, 197.625, 287.055, 313.321, 354.536, 374.184, 376.426,
376.450, 376.453, 376.685, 376.776, 376.960, 376.962, 376.966, 376.981, 376.983, 376.985,
376.986, 376.987, 376.991, 376.1600, 376.1618, 379.930, 379.940, 379.952, 1,2, 3,4,5,6, 7,
8,9, 10, 11, and 12, to read as follows:

26.850. Sections 26.850to 26.859 may becited asthe " Health Cabinet and Health
Policy Council Act".

26.853. 1. Thereishereby created the" Missouri Health Cabinet" .

2. The cabinet shall ensurethat the public policy of thisstaterelating to health is
developed to promote interdepartmental collaboration and program implementation in
order that servicesdesigned for health are planned, managed, and delivered in a holistic
and integrated manner to improve the health of Missourians.

3. Thecabinet iscreated in theexecutive officeof thegovernor, which shall provide
administrative support and serviceto the cabinet.

4. The cabinet shall meet for its organizational session no later than October 1,
2008. Thereafter, the cabinet shall meet at least six times each year, with two of the
meetingsin different regions of the state in order to solicit input from the public and any
other individual offering testimony relevant to theissues considered. Each meeting shall
include a public-comment session.

5. The cabinet shall consist of thirteen members, including the governor and the
following persons:

(1) Director of the department of health and senior services,

(2) Director of the department of social services,

(3) Director of the department of mental health;

(4) Commissioner of education;

(5) Director of thedepartment of insurance, financial institutionsand professional
registration.

6. The lieutenant governor, president pro tem of the senate, the speaker of the
house of representatives, the chief justice of the supreme court, the attorney general, the
commissioner of the office of administration, and the director of agriculture, or their
appointed designees, shall serve as ex officio members of the cabinet.

7. Thegovernor or the director of the department of health and senior services
shall serve asthe chairperson of the cabinet.

26.856. The cabinet shall havethe following duties and responsibilities:
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(1) Develop, no later than July 31, 2009, a plan to integrate services to improve
health outcomes. Theplan shall align publicresourcesto support the healthy growth and
development of Missourians,

(2) Develop and implement measur ableoutcomesthat areconsistent with theplan.
Thecabinet shall establish abaselinemeasurement for each outcomeand regularly report
on the progress made towar d achieving the desired outcome;

(3) Design and implement actions that will promote collaboration, creativity,
increased efficiency, information sharing, and improved service delivery between and
within state gover nmental organizationsthat provide servicesrelated to health;

(4) Foster public awar enessof health issuesand develop new partnersin theeffort
to improve health;

(5) Createahealth impact statement for evaluating proposed legislation, requested
appropriations, and programs. The impact statement shall be shared with the general
assembly in their deliberative process;

(6) Identify existing and potential funding streams and resources for health
programs and services, including, but not limited to, public funding, foundation and
organization grants, and other forms of private funding opportunities, including public-
private partnerships;

(7) Develop a health-based budget structure and nomenclature that includes all
relevant departments, funding streams, and programs. The budget shall facilitate
improved coordination and efficiency, explore options for and allow maximization of
federal financial participation, and implement the state'svision and strategic plan;

(80 Engage in other activities that will implement improved collaboration of
agenciesin order to create, manage, and promote coordinated policies, programs, and
service-delivery systemsthat support improved health outcomes;

(9) Provide an annual report by February first of each year to the governor, the
president protem of thesenate, the speaker of the house of representatives, and the public
concerning its activities and progress towards making this state the first to reach the
Healthy People 2020 goals or any updated Healthy People goals. The annual report may
include recommendations for needed legislation or rulemaking authority.

26.859. Thegovernor shall appoint a" Health Policy Council” , with theadviceand
consent of thesenate, toassist thecabinet in itstasks. Thiscouncil replacesthestateboard
of health established in section 191.400, RSMo, and the state board of senior services
established in section 660.062, RSMo. The council shall includetwenty memberswho can
providetothecabinet thebest availabletechnical and professional resear ch and assistance.
The council shall advisethe departmentsof health and senior servicesand social services
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in the development of rules and regulations. It shall include representatives of health
policy organizations, health data collection, and analysis experts, health information
technology professionals, health educators, licensed health professionals including a
minimum of four physicians, including one with experience in geriatrics and one with
experience with mental health, one dentist, and one registered nurse, representatives of
institutions of higher learning who train the health workforcein the state, health facility
operators, insurance providers, employers, health economist, health advocacy
organizations, a health professional with focus on senior issues, consumers, wherever
practicable, whohavebeen recipientsof servicesand programsoper ated or funded by state
agencies.

33.103. 1. Whenever theempl oyeesof any state department, division or agency establish
any voluntary retirement plan, or participate in any group hospital service plan, group life
insurance plan, medical service plan or other such plan, or if they are members of an employee
collective bargaining organization, or if they participate in agroup plan for uniform renta, the
commissioner of administration may deduct from such employees compensation warrants the
amount necessary for each employee's participation in the plan or collective bargaining dues,
provided that such dues deductions shall be made only from those individuals agreeing to such
deductions. Before such deductions are made, the person in charge of the department, division
or agency shall filewith the commissioner of administration an authorizati on showing the names
of participating employees, theamount to be deducted from each such employee'scompensation,
and the agent authorized to receive the deducted amounts. The amount deducted shall be paid
to the authorized agent in the amount of the total deductions by awarrant issued as provided by
law.

2. Thecommissioner of administration may, in the same manner, deduct from any state
employee's compensation warrant:

(1) Any amount authorized by the employee for the purchase of shares in a state
employees credit union in Missouri;

(2) Any amount authorized by the employee for contribution to afund resulting from a
united, joint community-wide solicitation or to afund resulting from a nationwide solicitation
by charities rendering services or otherwise fulfilling charitable purposes if the fund is
administered in a manner requiring public accountability and public participation in policy
decisions,

(3) Any amount authorized by the employee for the payment of dues in an employee
association;
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(4) Any amount determined to be owed by the employee to the state in accordance with
guidelines established by the commissioner of administration which shall include notice to the
employee and an appeal process,

(5) Any amount voluntarily assigned by the employee for payment of child support
obligations determined pursuant to chapter 452 or 454, RSMo; [and]

(6) Any amount authorized by the employee for contributions to any "qualified state
tuition program” pursuant to Section 529 of the Internal Revenue Code of 1986, as amended,
sponsored by the state of Missouri; and

(7) Any amount for cafeteria plan administrative fees under subdivision (4) of
subsection 3 of this section.

3. Thecommissioner of administration may establish acafeteriaplanin accordancewith
Section 125 of Title 26 United States Code for state employees. The commissioner of
administration must file a written plan document to be filed in accordance with chapter 536,
RSMo. Employees must be furnished with asummary plan description one hundred twenty days
prior to the effective date of the plan. In connection with such plans, the commissioner may:

(1) Include as an option in the plan any employee benefit, otherwise available to state
employees, administered by a statutorily created retirement system;

(2) Provide and administer, or select companies on the basis of competitive bids or
proposals to provide or administer, any group insurance, or other plan which may be included
as part of a cafeteria plan, provided such plan is not duplicative of any other plan, otherwise
available to state employees, administered by a statutorily created retirement system;

(3) Includeasan optioninthe plan any other product eligible under Section 125 of Title
26 of the United States Code the selection of which may be solicited by a vendor on sitein
statefacilities, subject to regulations promulgated by the office of administration, andincluding
payment to the state by vendors providing those products for the cost of administering those
deductions, as set by the office of administration; and

(4) Reduce each [participating] employee's compensation warrant by the amount
necessary for each employee's participation in the cafeteria plan, [provided that such salary
reduction shall be made only with respect to thoseindividual s agreeing to such reduction] except
for those individual employees who affirmatively elect not to participate in the cafeteria
plan. No such reduction in salary for the purpose of participation in a cafeteriaplan shall have
the effect of reducing the compensation amount used in calculating the state employee's
retirement benefit under a statutorily created retirement system or reducing the compensation
amount used in calculating the state employee's compensation or wages for purposes of any
workers compensation claim governed by chapter 287, RSMo.
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4. Employees may authorize deductions as provided in this section in writing or by
electronic enrollment.

105.711. 1. Thereishereby created a"State Legal Expense Fund" which shall consist
of moneys appropriated to the fund by the general assembly and moneys otherwise credited to
such fund pursuant to section 105.716.

2. Moneysinthe statelegal expensefund shall be availablefor the payment of any claim
or any amount required by any final judgment rendered by a court of competent jurisdiction
against:

(1) The state of Missouri, or any agency of the state, pursuant to section 536.050 or
536.087, RSMo, or section 537.600, RSMo;

(2) Any officer or employeeof the state of Missouri or any agency of thestate, including,
without limitation, elected officials, appointees, members of state boards or commissions, and
members of the Missouri national guard upon conduct of such officer or employee arising out
of and performed in connection with his or her official duties on behalf of the state, or any
agency of the state, provided that moneys in this fund shall not be available for payment of
claims made under chapter 287, RSMo;

(3) (& Any physician, psychiatrist, pharmacist, podiatrist, dentist, nurse, or other health
careprovider licensed to practicein Missouri under the provisions of chapter 330, 332, 334, 335,
336, 337 or 338, RSMo, who is employed by the state of Missouri or any agency of the state,
under formal contract to conduct disability reviews on behalf of the department of elementary
and secondary education or provide servicesto patientsor inmates of state correctional facilities
on a part-time basis, and any physician, psychiatrist, pharmacist, podiatrist, dentist, nurse, or
other health care provider licensed to practice in Missouri under the provisions of chapter 330,
332, 334, 335, 336, 337, or 338, RSMo, who is under formal contract to provide services to
patients or inmates at a county jail on a part-time basis;

(b) Any physician licensed to practice medicine in Missouri under the provisions of
chapter 334, RSMo, and his professional corporation organized pursuant to chapter 356, RSMo,
who is employed by or under contract with acity or county health department organized under
chapter 192, RSMo, or chapter 205, RSMo, or a city health department operating under a city
charter, or acombined city-county health department to provide servicesto patients for medical
care caused by pregnancy, delivery, and child care, if such medical servicesare provided by the
physician pursuant to the contract without compensation or the physicianis paid from no other
source than a governmental agency except for patient co-payments required by federal or state
law or local ordinance;

(c) Any physician licensed to practice medicine in Missouri under the provisions of
chapter 334, RSMo, who is employed by or under contract with afederally funded community
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health center organized under Section 315, 329, 330 or 340 of the Public Health ServicesAct (42
U.S.C. 216, 254c) to provide servicesto patientsfor medical care caused by pregnancy, delivery,
and child care, if such medical services are provided by the physician pursuant to the contract
or employment agreement without compensation or the physician is paid from no other source
than a governmental agency or such a federally funded community health center except for
patient co-payments required by federal or statelaw or local ordinance. Inthe caseof any claim
or judgment that arises under this paragraph, the aggregate of payments from the state legal
expense fund shall be limited to a maximum of one million dollarsfor al claims arising out of
and judgments based upon the same act or acts alleged in a single cause against any such
physician, and shall not exceed one million dollars for any one claimant;

(d) Any physician licensed pursuant to chapter 334, RSMo, who is affiliated with and
receivesno compensation fromanonprofit entity quaified asexempt from federal taxation under
Section 501(c)(3) of the Internal Revenue Code of 1986, as amended, which offersafree health
screening in any setting or any physician, nurse, physician assistant, dental hygienist, dentist, or
other health care professional licensed or registered under chapter 330, 331, 332, 334, 335, 336,
337, or 338, RSMo, who provides health care services within the scope of hisor her license or
registration at acity or county health department organized under chapter 192, RSMo, or chapter
205, RSMo, acity health department operating under acity charter, or acombined city-county
health department, or a nonprofit community health center qualified as exempt from federal
taxation under Section 501(c)(3) of the Internal Revenue Code of 1986, as amended, if such
servicesarerestricted to primary care and preventive heal th services, provided that such services
shall not include the performance of an abortion, and if such health servicesare provided by the
health care professional licensed or registered under chapter 330, 331, 332, 334, 335, 336, 337,
or 338, RSMo, without compensation. MO HealthNet or Medicare payments for primary care
and preventive health servicesprovided by aheal th care professional licensed or registered under
chapter 330, 331, 332, 334, 335, 336, 337, or 338, RSMo, who volunteers at afree health clinic
is not compensation for the purpose of this section if the total payment is assigned to the free
health clinic. For the purposes of the section, "free health clinic" meansanonprofit community
health center qualified as exempt from federal taxation under Section 501 (c)(3) of the Internal
Revenue Code of 1987, as amended, that provides primary care and preventive health services
to peoplewithout heal th insurance coveragefor the services provided without charge. Inthecase
of any claim or judgment that arises under this paragraph, the aggregate of payments from the
state legal expense fund shall be limited to amaximum of five hundred thousand dollars, for all
claimsarising out of and judgments based upon the same act or actsalleged in asingle cause and
shall not exceed five hundred thousand dollars for any one claimant, and insurance policies
purchased pursuant to the provisionsof section 105.721 shall belimited to five hundred thousand
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dollars. Liability or malpractice insurance obtained and maintained in force by or on behalf of
any health care professional licensed or registered under chapter 330, 331, 332, 334, 335, 336,
337, or 338, RSMo, shall not be considered available to pay that portion of ajudgment or claim
for which the state legal expense fund is liable under this paragraph;

(e) Any physician, nurse, physician assistant, dental hygienist, or dentist licensed or
registered to practice medicine, nursing, or dentistry or to act as a physician assistant or dental
hygienistin Missouri under the provisionsof chapter 332, RSMo, chapter 334, RSMo, or chapter
335, RSMo, who provides medical, nursing, or dental treatment within the scope of hislicense
or registration to students of a school whether a public, private, or parochial elementary or
secondary school, if such physician'streatment isrestricted to primary careand preventivehealth
services and if such medical, dental, or nursing services are provided by the physician, dentist,
physician assistant, dental hygienist, or nurse without compensation. In the case of any claim
or judgment that arises under this paragraph, the aggregate of payments from the state legal
expense fund shall be limited to a maximum of five hundred thousand dollars, for al clams
arising out of and judgments based upon the same act or acts aleged in asingle cause and shall
not exceed five hundred thousand dollarsfor any one claimant, and insurance policies purchased
pursuant to the provisions of section 105.721 shall be limited to five hundred thousand dollars;
or

(f) Any physician licensed under chapter 334, RSMo, and such physician's
professional corporation organized under chapter 356, RSMo, or dentist licensed under
chapter 332, RSMo, providing medical care without compensation to an individual referred to
hisor her care by acity or county health department organized under chapter 192 or 205, RSMo,
a city health department operating under a city charter, or a combined city-county health
department, or nonprofit health center qualified as exempt from federal taxation under Section
501(c)(3) of the Internal Revenue Code of 1986, as amended, or afederally funded community
health center organized under Section 315, 329, 330, or 340 of the Public Health Services Act,
42 U.S.C. Section 216, 254c, or a charitable health care referral network qualified as
exempt from federal taxation under Section 501(c)(3) of the Internal Revenue Code of
1986, as amended; provided that such treatment shall not include the performance of an
abortion. Inthe case of any claim or judgment that arises under this paragraph, the aggregate of
paymentsfrom the state legal expense fund shall belimited to amaximum of onemilliondollars
for all claims arising out of and judgments based upon the same act or acts alleged in asingle
cause and shall not exceed one million dollars for any one claimant, and insurance policies
purchased under the provisions of section 105.721 shall be limited to one million dollars.
Liability or malpractice insurance obtained and maintained in force by or on behalf of any
physician licensed under chapter 334, RSMo, or any dentist licensed under chapter 332, RSMo,
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shall not be considered available to pay that portion of ajudgment or claim for which the state
legal expense fund isliable under this paragraph;

(4) Staff employed by the juvenile division of any judicia circuit;

(5) Any attorney licensed to practice law in the state of Missouri who practices law at
or through a nonprofit community social services center qualified as exempt from federal
taxation under Section 501(c)(3) of the Internal Revenue Code of 1986, as amended, or through
any agency of any federal, state, or local government, if such legal practice is provided by the
attorney without compensation. In the case of any claim or judgment that arises under this
subdivision, the aggregate of payments from the state legal expense fund shall be limited to a
maximum of five hundred thousand dollars for al claims arising out of and judgments based
upon the same act or acts alleged in a single cause and shall not exceed five hundred thousand
dollars for any one claimant, and insurance policies purchased pursuant to the provisions of
section 105.721 shall be limited to five hundred thousand dollars; or

(6) Any social welfare board created under section 205.770, RSMo, and the members
and officersthereof upon conduct of such officer or employee while acting in hisor her capacity
as a board member or officer, and any physician, nurse, physician assistant, dental hygienist,
dentist, or other health care professional licensed or registered under chapter 330, 331, 332, 334,
335, 336, 337, or 338, RSMo, who isreferred to provide medical care without compensation by
the board and who provides health care services within the scope of his or her license or
registration as prescribed by the board.

3. Thedepartment of health and senior servicesshall promulgaterul esregarding contract
procedures and the documentation of care provided under paragraphs (b), (c), (d), (e), and (f) of
subdivision (3) of subsection 2 of this section. The limitation on payments from the state legal
expense fund or any policy of insurance procured pursuant to the provisions of section 105.721,
provided in subsection 7 of this section, shall not apply to any claim or judgment arising under
paragraph (a), (b), (c), (d), (e), or (f) of subdivision (3) of subsection 2 of thissection. Any claim
or judgment arising under paragraph (a), (b), (c), (d), (e), or (f) of subdivision (3) of subsection
2 of thissection shall be paid by the state legal expense fund or any policy of insurance procured
pursuant to section 105.721, to the extent damages are allowed under sections 538.205 to
538.235, RSMo. Liability or malpractice insurance obtained and maintained in force by any
health care professional licensed or registered under chapter 330, 331, 332, 334, 335, 336, 337,
or 338, RSMo, for coverage concerning his or her private practice and assets shall not be
considered available under subsection 7 of this section to pay that portion of ajudgment or claim
for which the state legal expense fund is liable under paragraph (a), (b), (c), (d), (e), or (f) of
subdivision (3) of subsection 2 of this section. However, a health care professional licensed or
registered under chapter 330, 331, 332, 334, 335, 336, 337, or 338, RSM o, may purchaseliability
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or malpracticeinsurancefor coverage of liability claims or judgments based upon care rendered
under paragraphs (c), (d), (e), and (f) of subdivision (3) of subsection 2 of this section which
exceed the amount of liability coverage provided by the state legal expense fund under those
paragraphs. Even if paragraph (a), (b), (c), (d), (e), or (f) of subdivision (3) of subsection 2 of
this section isrepealed or modified, the state legal expense fund shall be available for damages
which occur while the pertinent paragraph (a), (b), (c), (d), (e), or (f) of subdivision (3) of
subsection 2 of this sectionisin effect.

4. The attorney general shall promulgate rules regarding contract procedures and the
documentation of legal practice provided under subdivision (5) of subsection 2 of this section.
Thelimitation on paymentsfromthe statelegal expensefund or any policy of insurance procured
pursuant to section 105.721 as provided in subsection 7 of this section shall not apply to any
claim or judgment arising under subdivision (5) of subsection 2 of this section. Any claim or
judgment arising under subdivision (5) of subsection 2 of this section shall be paid by the state
legal expensefund or any policy of insurance procured pursuant to section 105.721 to the extent
damages are allowed under sections 538.205 to 538.235, RSMo. Liability or malpractice
insurance otherwise obtained and maintained in force shall not be considered available under
subsection 7 of this section to pay that portion of ajudgment or claim for which the state legal
expense fund is liable under subdivision (5) of subsection 2 of this section. However, an
attorney may obtain liability or malpractice insurance for coverage of liability claims or
judgments based upon legal practice rendered under subdivision (5) of subsection 2 of this
section that exceed the amount of liability coverage provided by the state legal expense fund
under subdivision (5) of subsection 2 of this section. Even if subdivision (5) of subsection 2 of
this section isrepealed or amended, the state legal expense fund shall be available for damages
that occur while the pertinent subdivision (5) of subsection 2 of this section isin effect.

5. All payments shall be made from the state legal expense fund by the commissioner
of administration withtheapproval of theattorney general. Payment fromthestatelegal expense
fund of aclaim or final judgment award against a health care professional licensed or registered
under chapter 330, 331, 332, 334, 335, 336, 337, or 338, RSMo, described in paragraph (a), (b),
(©), (d), (e), or (f) of subdivision (3) of subsection 2 of this section, or against an attorney in
subdivision (5) of subsection 2 of this section, shall only be made for services rendered in
accordance with the conditions of such paragraphs. Inthe case of any claim or judgment against
an officer or employee of the state or any agency of the state based upon conduct of such officer
or employee arising out of and performed in connection with hisor her official duties on behalf
of the state or any agency of the state that would give rise to a cause of action under section
537.600, RSMo, the state legal expense fund shall be liable, excluding punitive damages, for:

(1) Economic damages to any one claimant; and
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(2) Up to three hundred fifty thousand dollars for noneconomic damages.

The state legal expense fund shall be the exclusive remedy and shall preclude any other civil
actions or proceedings for money damages arising out of or relating to the same subject matter
against the state officer or employee, or the officer's or employee's estate. No officer or
employee of the state or any agency of the state shall beindividually liablein hisor her personal
capacity for conduct of such officer or employeearising out of and performed in connection with
hisor her official dutieson behalf of the state or any agency of the state. The provisions of this
subsection shall not apply to any defendant who is not an officer or employee of the state or any
agency of the state in any proceeding against an officer or employee of the state or any agency
of the state. Nothing in this subsection shall limit the rights and remedies otherwise available
to a claimant under state law or common law in proceedings where one or more defendantsis
not an officer or employee of the state or any agency of the state.

6. The limitation on awards for noneconomic damages provided for in this subsection
shall be increased or decreased on an annual basis effective January first of each year in
accordancewiththelmplicit Price Deflator for Personal Consumption Expendituresaspublished
by the Bureau of Economic Analysisof the United States Department of Commerce. Thecurrent
value of the limitation shall be calculated by the director of the department of insurance, who
shall furnish that value to the secretary of state, who shall publish such value in the Missouri
Register as soon after each January first as practicable, but it shall otherwise be exempt from the
provisions of section 536.021, RSMo.

7. Except as provided in subsection 3 of this section, in the case of any claim or
judgment that arises under sections 537.600 and 537.610, RSMo, against the state of Missouri,
or an agency of the state, the aggregate of payments from the state legal expense fund and from
any policy of insurance procured pursuant to the provisions of section 105.721 shall not exceed
the limits of liability as provided in sections 537.600 to 537.610, RSMo. No payment shall be
made from the state legal expense fund or any policy of insurance procured with state funds
pursuant to section 105.721 unless and until the benefits provided to pay the claim by any other
policy of liability insurance have been exhausted.

8. Theprovisionsof section 33.080, RSM o, notwithstanding, any moneys remaining to
the credit of the state legal expense fund at the end of an appropriation period shall not be
transferred to general revenue.

9. Any rule or portion of arule, asthat term is defined in section 536.010, RSMo, that
is promulgated under the authority delegated in sections 105.711 to 105.726 shall become
effective only if it has been promulgated pursuant to the provisions of chapter 536, RSMo.
Nothing in this section shall be interpreted to repeal or affect the validity of any rule filed or
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adopted prior to August 28, 1999, if it fully complied with the provisions of chapter 536, 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, 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, 1999, shall be invalid and void.

135535. 1. A corporation, limited liability corporation, partnership or sole
proprietorship, which moves its operations from outside Missouri or outside a distressed
community into a distressed community, or which commences operations in a distressed
community on or after January 1, 1999, and in either case has more than seventy-five percent of
itsemployees at the facility in the distressed community, and which has fewer than one hundred
employeesfor whom payroll taxes are paid, and which isamanufacturing, biomedical, medical
devices, scientific research, animal research, computer software design or development,
computer programming, including Internet, web hosting, and other information technology,
wirelessor wired or other telecommunicationsor aprofessional firm shall receiveaforty percent
credit against income taxes owed pursuant to chapter 143, 147 or 148, RSMo, other than taxes
withheld pursuant to sections 143.191 to 143.265, RSMo, for each of the three years after such
move, if approved by the department of economic development, which shall issue a certificate
of eigibility if the department determines that the taxpayer is eligible for such credit. The
maximum amount of credits per taxpayer set forth in this subsection shall not exceed one
hundred twenty-five thousand dollarsfor each of the three yearsfor which the credit is claimed.
The department of economic devel opment, by means of ruleor regulation promul gated pursuant
to the provisions of chapter 536, RSMo, shall assign appropriate North American Industry
Classification System numbers to the companieswhich are éligiblefor the tax credits provided
for inthissection. Suchthree-year creditsshall be awarded only onetimeto any company which
moves its operations from outside of Missouri or outside of a distressed community into a
distressed community or to a company which commences operations within a distressed
community. A taxpayer shall file an application for certification of the tax credits for the first
year in which credits are claimed and for each of the two succeeding taxable years for which
credits are claimed.

2. Employees of such facilities physically working and earning wages for that work
within adistressed community whose employers have been approved for tax credits pursuant to
subsection 1 of this section by the department of economic development for whom payroll taxes
are paid shall also be eligible to receive a tax credit against individual income tax, imposed
pursuant to chapter 143, RSMo, equal to one and one-half percent of their gross salary paid at
such facility earned for each of the three years that the facility receives the tax credit provided
by this section, so long as they were qualified employees of such entity. The employer shall
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calculate the amount of such credit and shall report the amount to the employee and the
department of revenue.

3. A tax credit against income taxes owed pursuant to chapter 143, 147 or 148, RSMo,
other than the taxes withheld pursuant to sections 143.191 to 143.265, RSMo, in lieu of the
credit against income taxes as provided in subsection 1 of this section, may be taken by such an
entity in adistressed community in an amount of forty percent of the amount of funds expended
for computer equipment and its maintenance, medical |aboratories and equipment, research
laboratory equipment, manufacturing equipment, fiber optic equipment, high speed
telecommunications, wiring or software devel opment expense up to amaximum of seventy-five
thousand dollarsin tax credits for such equipment or expense per year per entity and for each of
three years after commencement in or moving operations into a distressed community.

4. A corporation, partnership or sole partnership, which has no more than one hundred
employees for whom payroll taxes are paid, which isalready located in adistressed community
and which expends funds for such equipment pursuant to subsection 3 of this section in an
amount exceeding its average of the prior two years for such equipment, shall be eligible to
receive atax credit against income taxes owed pursuant to chapters 143, 147 and 148, RSMo,
in an amount equal to the lesser of seventy-five thousand dollars or twenty-five percent of the
funds expended for such additional equipment per such entity. Tax credits allowed pursuant to
this subsection or subsection 1 of this section may be carried back to any of the three prior tax
years and carried forward to any of the five tax years.

5. An existing corporation, partnership or sole proprietorship that is located within a
distressed community and that rel ocates empl oyeesfrom another facility outside of thedistressed
community to its facility within the distressed community, and an existing business located
within adistressed community that hires new employeesfor that facility may both beeligiblefor
thetax credits allowed by subsections 1 and 3 of thissection. To beéligiblefor such tax credits,
such abusiness, during one of itstax years, shall employ within adistressed community at |east
twice as many empl oyees aswere employed at the beginning of that tax year. A businesshiring
employees shall have no more than one hundred employees before the addition of the new
employees. Thissubsection shall only apply to abusinesswhichisamanufacturing, biomedical,
medical devices, scientific research, animal research, computer softwaredesign or devel opment,
computer programming or telecommunications business, or a professional firm.

6. Tax creditsshall be approved for applicants meeting the requirements of this section
in the order that such applications are received. Certificates of tax creditsissued in accordance
with this section may betransferred, sold or assigned by notarized endorsement which namesthe
transferee.
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7. Thetax credits allowed pursuant to subsections 1, 2, 3, 4 and 5 of this section shall
be for an amount of no more than ten million dollars for each year beginning in 1999. To the
extent there are available tax credits remaining under the ten million dollar cap provided inthis
section, [up to one hundred thousand dollarsin the] such remaining creditsshall first be used for
tax credits authorized under section 135.562. The total maximum credit for all entities already
located in distressed communities and claiming credits pursuant to subsection 4 of this section
shall be seven hundred and fifty thousand dollars. The department of economic developmentin
approving taxpayers for the credit as provided for in subsection 6 of this section shall use
information provided by the department of revenue regarding taxes paid in the previous year, or
projected taxes for those entities newly established in the state, as the method of determining
when this maximum will be reached and shall maintain arecord of the order of approval. Any
tax credit not used in the period for which the credit was approved may be carried over until the
full credit has been allowed.

8. A Missouri employer relocating into a distressed community and having employees
covered by acollective bargaining agreement at the facility fromwhich it isrelocating shall not
beeligiblefor the creditsin subsection 1, 3, 4 or 5 of this section, and its employees shall not be
eligible for the credit in subsection 2 of this section if the relocation violates or terminates a
collectivebargai ning agreement covering empl oyeesat thefacility, unlessthe affected collective
bargaining unit concurs with the move.

9. Notwithstanding any provision of law to the contrary, no taxpayer shall earn the tax
credits allowed in this section and the tax credits otherwise allowed in section 135.110, or the
tax credits, exemptions, and refund otherwiseal lowed in sections 135.200, 135.220, 135.225 and
135.245, respectively, for the same business for the same tax period.

135.562. 1. If any taxpayer with a federal adjusted gross income of thirty thousand
dollars or less incurs costs for the purpose of making all or any portion of such taxpayer's
principal dwelling accessible to an individual with a disability or a senior who permanently
resides with the taxpayer, such taxpayer shall receive a tax credit against such taxpayer's
Missouri income tax liability in an amount equa to the lesser of one hundred percent of such
costs or two thousand five hundred dollars per taxpayer, per tax year. For purposes of this
section, " disability" shall havethesamemeaningassuch termisdefined in section 135.010
and " senior"” shall mean a person sixty-five years of age or older.

2. Any taxpayer with afederal adjusted grossincomegreater than thirty thousand dollars
but lessthan sixty thousand dollarswho incurs costsfor the purpose of making all or any portion
of such taxpayer's principal dwelling accessibleto anindividual with adisability or senior who
permanently resideswith the taxpayer shall receive atax credit against such taxpayer's Missouri
incometax liability inan amount equal to thelesser of fifty percent of such costsor two thousand
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fivehundred dollarsper taxpayer per tax year. No taxpayer shall beeligibletoreceivetax credits
under this section in any tax year immediately following a tax year in which such taxpayer
received tax credits under the provisions of this section.

3. Tax credits issued pursuant to this section may be refundable in an amount not to
exceed two thousand five hundred dollars per tax year.

4. Eligible costs for which the credit may be claimed include:

(1) Constructing entrance or exit ramps,

(2) Widening exterior or interior doorways;

(3) Widening hallways;

(4) Installing handrails or grab bars,

(5) Moving electrical outlets and switches;

(6) Installing stairway lifts;

(7) Installing or modifying fire alarms, smoke detectors, and other alerting systems;

(8) Modifying hardware of doors; [or]

(9) Modifying bathrooms; or

(10) Constructing additional roomsin the dwelling or structureson the property
for the purpose of accommodating the senior or person with disability.

5. The tax credits allowed, including the maximum amount that may be claimed,
pursuant to this section shall be reduced by an amount sufficient to offset any amount of such
costs ataxpayer has aready deducted from such taxpayer's federal adjusted grossincome or to
the extent such taxpayer has applied any other state or federal income tax credit to such costs.

6. A taxpayer shall claim acredit allowed by this section in the sametaxable year asthe
credit is issued, and at the time such taxpayer files his or her Missouri income tax return;
provided that such return istimely filed.

7. The department may, in consultation with the department of social services,
promulgate such rulesor regul ations as are necessary to administer the provisionsof thissection.
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. Thissection and chapter 536, RSMo, are nonseverable and 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 a rule are subsequently held unconstitutional, then the grant of
rulemaking authority and any rule proposed or adopted after August 28, 2007, shall beinvalid
and void.

8. Theprovisionsof thissection shall apply to all tax years beginning on or after January
1, 2008.
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9. The provisions of this section shall expire December 31, 2013.

10. In no event shall the aggregate amount of all tax credits allowed pursuant to this
section exceed [one hundred thousand dollars] the amount of tax credits remaining unused
under theprogram authorized under section 135.535in any givenfiscal year. Thetax credits
issued pursuant to this section shall be on afirst-come, first-served filing basis.

143.111. The Missouri taxable income of aresident shall be such resident's Missouri
adjusted gross income less:

(1) Either the Missouri standard deduction or the Missouri itemized deduction;

(2) The Missouri deduction for personal exemptions,

(3) The Missouri deduction for dependency exemptions; and

(4) Thededuction for federal income taxes provided in section 143.171[; and

(5) The deduction for a self-employed individual's health insurance costs provided in
section 143.113].

143.782. Asused in sections 143.782 to 143.788, unless the context clearly requires
otherwise, the following terms shall mean and include:

(2) "Court", the supreme court, court of appeals, or any circuit court of the state;

(2) "Debt", any sum due and legally owed to any state agency which hasaccrued through
contract, subrogation, tort, or operation of law regardless of whether there is an outstanding
judgment for that sum, court costs as defined in section 488.010, RSMo, fines and fees owed,
or any support obligation which is being enforced by the family support division [of family
services| on behalf of apersonwhoisreceiving support enforcement services pursuant to section
454.425, RSMo][, or any claim for unpaid health care services which is being enforced by the
department of health and senior services on behalf of a hospital or health care provider under
section 143.790];

(3) "Debtor", any individual, sole proprietorship, partnership, corporation or other legal
entity owing a debt;

(4) "Department”, the department of revenue of the state of Missouri;

(5) "Refund”, theMissouri incometax refund which the department determinesto bedue
any taxpayer pursuant to the provisionsof thischapter. Theamount of arefund shall not include
any senior citizens property tax credit provided by sections 135.010 to 135.035, RSMo, unless
such refund is being offset for a delinquency or debt relating to individual income tax or a
property tax credit; and

(6) "Stateagency”, any department, division, board, commission, office, or other agency
of the state of Missouri, including public community college districts and housing authorities as
defined in section 99.020, RSMo.
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143.790. 1. Any hospital or health care provider who has provided health care services
to an individual who was not covered by ahealth insurance policy or wasnot eligibleto receive
benefits under the state's medical assistance program of needy persons, Title XIX, P.L. 89-97,
1965 amendments to the federal Social Security Act, 42 U.S.C. Section 301, et seq., under
chapter 208, RSMo, and the health insurance for uninsured children under sections 208.631 to
208.657, RSMo, at the time such health care services were administered, and such person has
failed to pay for such servicesfor a period greater than ninety days, may submit a claim to the
director of the department of [health and senior services| revenue for the unpaid health care
services[. Thedirector of the department of health and senior services shall review such claim.
If the claim appears meritorious on its face, the claim for the unpaid medical services shall
constitute adebt of the department of health and senior servicesfor purposesof sections 143.782
to 143.788, and the director may certify the debt to the department of revenue in order to set off
the debtor'sincometax refund. Once the debt has been certified, the director of the department
of health and senior services shall submit the debt to the department of revenue under the setoff
procedure established under section 143.783] on a claim form approved by the director of
revenue.

2. Thedirector of revenue shall promulgate a claim form for a hospital or health
care provider to certify the following:

(1) That the hospital or health care provider provided health care servicesto an
individual who wasnot cover ed by a health insurance policy or wasnot eligibletoreceive
benefits under the state's medical assistance program for needy persons, Title XIX, P.L.
89-97, 1965 amendmentsto the federal Social Security Act, 42 U.S.C. Section 301 et seq.,
under chapter 208, RSM o, and the children's health insurance program under sections
208.631 to 208.637, RSM o, at the time such health care services wer e administer ed;

(2) That such person failed to pay for such servicesfor aperiod of timegreater than
one hundred eighty days;

(3) That theamountsbilled werethetrue and accurate chargesfor thehealth care
services provided to theindividual; and

(4) That the hospital or health care provider has made reasonable attempts to
notify theindividual of the amounts due and hasreceived no assurance of payment from
theindividual or that theindividual hasfailed to pay theamountsdue after noticeand an
opportunity for payment.

Such certification shall be attested to under penalty of perjury by the hospital or health
careprovider.
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3. At the time of certification, the [director of the department of health and senior
services| hospital or health care provider shal supply any information necessary to identify
each debtor whose refund is sought to be set off pursuant to section 143.784 and certify the
amount of the debt or debts owed by each such debtor.

[3.] 4. If adebtor identified by the [director of the department of health and senior
services| hospital or health care provider is determined by the department of revenue to be
entitled to arefund, the department of revenue shall notify the [department of health and senior
services] hospital or health care provider that a refund has been set off on behalf of the
[department of health and senior services| hospital or health careprovider for purposesof this
section and shall certify the amount of such setoff, which shall not exceed the amount of the
claimed debt certified. When the refund owed exceeds the claimed debt, the department shall
send the excess amount to the debtor within areasonable time after such excess is determined.

[4.] 5. The department of revenue shall notify the debtor by certified mail the taxpayer
whose refund is sought to be set off that such setoff will be made. The notice shall contain the
provisions contained in subsection 3 of section 143.794, including the opportunity for ahearing
to contest the setoff provided therein, and shall otherwise substantially comply with the
provisions of subsection 3 of section 143.784.

[5.] 6. Once a debt has been set off and finally determined under the applicable
provisions of sections 143.782 to 143.788, [and the department of health and senior serviceshas
received the funds transferred from the department of revenue,] the department of [health and
senior services| revenue shall settle with each hospital or health care provider for the amounts
that the department of revenue set off for such party. At the time of each settlement, each
hospital or health care provider shall be charged for administration expenses which shall not
exceed twenty percent of the collected amount.

[6.] 7. Lottery prize payouts made under section 313.321, RSMo, shall also be subject
to the setoff procedures established in this section and any rules and regulations promul gated
thereto.

[7.] 8. The director of the department of revenue shall have priority to offset any
delinquent tax owed to the state of Missouri. Any remaining refund shall be offset to [ pay astate
agency debt or to] first meet a child support obligation that is enforced by the family support
division[of family services] on behalf of apersonwhoisreceiving support enforcement services
under section 454.425, RSMo, and then to pay a state agency debt.

[8.] 9. Thedirector of the department of revenue and the director of the department of
[health and senior] social servicesshall promulgaterul esand regul ations necessary to administer
the provisions 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



H.C.S.S.S. S.C.S. SB. 1283 19

72
73
74
75
76
77

© 00 ~NO 01Tk WNDN

N DNDDNDNDNDNMNNNDNNMNNMNRPEPRPRPEPERPEPRPEPRPRPPRPE
© 0O NO Ol D WNPFPOOOWOWNO O PMWDNEO

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 beinvalid and void.

148.380. 1. Every such company, on or beforethefirst day of March in 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
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. The first 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 the amount of the actual tax
due for any year exceeds the total of the installments made for such year, the balance of the tax
dueshall be paid on thefirst day of Juneof theyear following, together with theregular quarterly
payment due at that time. If thetotal 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 the first day of June. If the March first quarterly installment made
by acompany isless than the amount assessed by the director of revenue, the difference will be
due on Junefirst, but no interest will accrue to the state on the difference unlessthe amount paid
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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 installmentsare 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
benefit plan insurance products shall be distributed in accordance with section 376.991,
RSMo.

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

191.845. 1. Thedepartment of social services may issue, subject to appropriation,
agrant in theamount of three hundred and fifty thousand dollarsto alocal gover nment
entity or local health department to be used for the establishment of a study to assessthe
feasibility of pilot projectsin thegreater St. Charlesarea and southeast bootheel ar eas of
the state, at the same time. Any grant awarded under this section shall be matched in
equal value by the grant recipient. Grant recipients may match the grant with cash, in-
kind services, donations of cash or services, and any other forms of match deemed
acceptable by the department. The pilot projects shall have the involvement of the local
community health coalition to establish new approaches to expand coverage for the
uninsured population in the respective communities and to create healthier populations
through a single comprehensive health care plan that is focused on both of the above-
named areas of the state.

2. At aminimum, such proposals shall include a plan that:

(1) Isestablished at the community level;

(2) Will improvepopulation health, createacultureof health, and develop amodel
for providing one hundred percent health services coverage; and

(3) Providesfor thesubmission of afeasibility study by August 2009 that identifies
theinfrastructure and resour ces needed for the implementation of the pilot projectsand
that analyzesthefeasibility of extending the pilot projectsor expanding the project state-
wide.
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191.1005. 1. For purposesof thissection, "insurer” shall have the same meaning
astheterm " health carrier” isdefined in section 376.1350, RSM o, and 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 methodologiesused 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 information 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
composite scores shall be disclosed. Such disclosure shall be done both when quality
measur es ar e 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 perfor mance strata;

(9) Providers shall be given reasonable prior notice before their individual
performance information is publicly released,;
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(10) A clearly defined process for providers to request review of their own
performance resultsand 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. Resultsdeter mined to beinaccurate after thereconsideration process shall
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
calculatescoresor determinerankingsshall 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 also work collabor atively to align
and har monize measur esused to promote consistency and reducetheburden of collection.
The nature and scope of such efforts shall be publicly reported;

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

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

(18) Where NQF-endor sed measuresdo 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 organizations such as the National Committee for
Quality Assurance (NCQA), or the Joint Commission and federal agencies,
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(19) Supplemental measures are permitted if they address areas of measur ement
for which national standards do not yet exist or for which existing national standard
measur e requirementsar e unr easonably 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
measur es are used they shall reasonably adhereto the NQF measure criteria, including
importance, scientificacceptability, feasibility and usability, and may include sour cessuch
asprovider specialty society guidelines.

3. Theuseby an insurer of a program to publicly assess and compar e the quality
and cost efficiency of health care providersunder subsection 2 of this section shall not be
a basis for a provider to decline to enter into a provider contract with an insurer. A
provider shall not withhold or otherwise obstruct an insurer from using data collected
from medical claims or other sources generated by the provider and in possession of the
insurer for the purpose of providing plan enrollees, providers, or the public information
on the quality and cost efficiency differencesin treatments and providers aslong asthe
dataisnot used in a manner that violates any provisions of the federal Health Insurance
Portability and Accountability Act (HIPAA) or antitrust law.

191.1008. 1. Any person whosellsor otherwisedistributestothepublichealth care
quality and cost efficiency data for disclosurein 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 objectiveindicator of health care quality.

2. Quality of care data published by state and local government agencies and
articles or research studies on the topic of health care quality or cost efficiency that are
published in peer-reviewed academic journals or 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, 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 provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, arenonseverable
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and if any of the power svested with the general assembly pursuant to chapter 536, RSMo,
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 sections191.1005t0191.1008 by ahealth insurer
shall beinvestigated and enforced by the department of insurance, financial institutions
and professional registration under thedepartment'spower sand responsibilitiestoenforce
the insurance laws of this statein accor dance with chapter 374, RSMo.

191.1200. 1. Thegeneral assembly may appropriatefour hundred thousand dollars
from the health caretechnology fund created in section 208.975, RSM o, to thedepartment
of social servicesfor the purposeof awardingagrant toimplement an I nter net web-based
primary care access pilot project designed as a collabor ation between private and public
sectorsto connect, where appropriate, a patient with a primary care medical home, and
schedule patients into available community-based appointments as an alternative to
nonemer gency use of thehospital emergency room. Thegranteeshall establish aprogram
that diverts patients presenting at an emergency room for nonemergency care to more
appropriate outpatient settings as is consistent with federal law and regulations. The
program shall refer the patient to an appropriate health care professional based on the
patient's health care needs and situation. The program shall provide the patient with a
scheduled appointment that istimely, with an appropriate provider who is conveniently
located. If thepatient isuninsured and potentially eligiblefor MO HealthNet, the program
shall connect the patient toaprimary care provider, community clinic, or agency that can
assist the patient with the application process. The program shall also ensure that
discharged patients are connected with a community-based primary care provider and
assist in scheduling any necessary follow-up visits before the patient is discharged.

2. Theprogram shall not requireaprovider to pay afeefor accepting charity care
patientsin a Missouri public health care program.

3. Thegranteeshall report tothedirector on aquarterly bassthefollowinginformation:

(1) Thetotal number of appointments available for scheduling by specialty;

(2) Theaveragelength of time between scheduling and actual appointment;

(3) Thetotal number of patientsreferred and whether the patient wasinsured or
uninsured; and

(4) Thetotal number of appointmentsresultingin visitscompleted and number of
patients continuing serviceswith thereferring clinic.

4. The director, in consultation with the Missouri Hospital Association, or a
successor organization, shall conduct an evaluation of theemer gency room diver sion pilot
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project and submit theresultstothegener al assembly by January 15, 2009. Theevaluation
shall comparethe number of nonemergency visitsand repeat visitsto hospital emer gency
rooms for the period before the commencement of the project and one year after the
commencement, and an estimate of the costs saved from any documented reductions.

191.1250. Asused in sections191.1250t0191.1271, thefollowing ter msshall mean:

(1) "Chronic condition", any regularly recurring, potentially life-threatening
medical condition that requiresregular supervision by a primary care physician and/or
medical specialist;

(2) " Department”, the department of health and senior services;

(3 "EMR" or "€dectronic medical record", refersto a patient's medical history
that is stored in real-time using information technology and which can be amended,
updated, or supplemented by the patient or the physician using the electronic medical
record,;

(4) "HIPAA" , thefederal Health Insurance Portability and Accountability Act of
1996;

(5) "Originating site", a place where a patient may receive health care via
telehealth. An originating site may include:

(@) A licensed inpatient center;

(b) An ambulatory surgical center;

(c) Any practicelocation, office, or clinic of alicensed health care professional;

(d) A skilled nursing facility;

(e) A residential treatment facility;

(f) A home health agency;

(g) A diagnostic laboratory or imaging center;

(h) An assisted living facility;

(i) A school-based health program;

(1) A mobileclinic;

(k) A mental health clinic;

(1) A rehabilitation or other therapeutic health setting;

(m) The patient'sresidence;

(n) The patient's place of employment; or

(o) The patient's then-current location if the patient is away from the patient's
residence or place of employment;

(6) "Teehealth", the use of telephonic and other electronic means of
communicationsto provideand support health caredédivery, diagnosis, consultation, and
treatment when distance separ ates the patient and the health care provider;
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(7) "Telehealth practitioner”, a person who isalicensed health care professional
and who utilizes telehealth to diagnose, consult with, or treat patients without having
conducted an in-per son consultation with a particular patient.

191.1256. Sections 191.1250 to 191.1271 do not:

(1) Alter the scope of practice of any health care practitioner; or

(2) Limit a patient's right to choose in-person contact with a health care
practitioner for the delivery of health care services for which telehealth isavailable.

191.1259. Thededlivery of health careviatelehealth isrecognized and encour aged
asasafe, practical and necessary practicein thisstate. No health careprovider or operator
of an originating site shall bedisciplined for or discouraged from participating in sections
191.1250t0191.1271. Inusing telehealth procedur es, health careprovider sand operators
of originating sites shall comply with all applicablefederal and state guidelines and shall
follow established federal and state rulesregarding security, confidentiality and privacy
protectionsfor health careinformation.

191.1265. Only telehealth practitioners qualified under sections 191.1250 to
191.1271 may practice telehealth carein this state. Telehealth practitioners may reside
outside this state but shall be licensed by an appropriate board within the division of
professional registration. Thedepartment shall establish atwo-year pilot projectinarural
area of thestatethat requiresall health carriers, asdefined in section 376.1350, RSMo, to
reimburse services provided through telehealth.

191.1271. By January 1, 2009, the department shall promulgate quality control
rules and regulations to be used in removing and improving the services of telehealth
practitioners. Any rule or portion of arule, asthat term is defined in section 536.010,
RSMo, that iscreated 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, todelay theeffectivedate, or todisapproveand annul arule
are subsequently held unconstitutional, then the grant of rulemaking authority and any
rule proposed or adopted after August 28, 2008, shall beinvalid and void.

192.083. Thereishereby established in the department of health and senior servicesan
"Office of Minority Health". The office of minority health shall monitor the progress of all
programs in the department for their impact on eliminating the health status disparity between
minorities and the general population and shall:

(1) Address new issues related to minority health;
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(2) Ingtill cultural sensitivity and awarenessinto all existing programs of the department
of health and senior services,

(3) Develop health education programs specifically for minorities,

(4) Promote constituency development;

(5) Coordinate programs provided by other agencies,

(6) Develop culturally sensitive health education materials,

(7) Seek extramural funding for programs;

(8) Develop resources within communities through solicitation of proposals from
community programs and organizations representing minorities to develop culturally-
appropriate solutions and servicesrelating to health and wellness;

(9) Establish interagency communication to assure that agreements are established and
carried out;

(10) Ensure that personnel within the department of health and senior services have
cultural understanding and sensitivity;

(11) Ensure that all programs are designed to be responsive to unique needs of
minorities,

(12) Provide necessary health and medical information, data, and staff resourcesto the
Missouri minority health issues task force;

(13) Review al programs of the department, their impact on the health status of
minorities,

(14) Assist in the design of programs targeted specifically to improving the health of
minorities,;

(15) Develop programsthat can attract other public and private funds;

(16) Analyzefederal and statelegidlationfor itsimpact on the health status of minorities;

(17) Advisethedirector of the department of health and senior serviceson health matters
that affect minorities;

(18) Coordinate the development of educational programs designed to reduce the
incidence of disease in the minority population; and

(19) Salicit proposals from faith-based organizations on initiatives to educate
minorities on the value of personal responsibility and wellness.

192.990. 1. To support the successful and growing collaboration of community
volunteer sand probono servicesby provider sthroughout Missouriin meetingtheprimary
care health needs of many uninsured people in the state, thereis created the " Missouri
Free Clinics Fund" to be administered by the department of social services for use by
clinicsin the Missouri free clinics association, or any successor organization. For a one-
time funding appropriation of five hundred thousand dollar s from the general assembly,
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subject to appropriation, the department shall disburse funds to the association to be
equitably and evenly distributed to all free clinics in the state, in accordance with
applicable guidelines, policies, and requirements established by the department to add
servicesinto existing clinics. Grant support will be limited to capacity building projects
for existing clinics. No more than three percent of the funds shall be used by the
association for administration of the funds.

2. For purposes of thissection, " capacity building projects' means activitiesthat
improve an organization's ability to achieve its mission by providing existing clinics an
opportunity to increase their infrastructure and bolster their sustainability in order to
serveagreater number of peoplein a mor e effective manner. Such activitiesmay include
efforts to improve a clinic's ability to deliver services by covering operating expenses,
sustaining or increasing service levels, or stabilizing finances.

3. The state treasurer shall be custodian of the fund and may approve
disbursements from the fund in accordance with sections 30.170 and 30.180, RSMo.

4. Thedepartment shall promulgaterulessettingforth theproceduresand methods
for implementing the provisionsof thissection. Any ruleor 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 issubject to all of the provisions
of chapter 536, RSM o, and, if applicable, section 536.028, RSM 0. Thissection and chapter
536, RSMo, are nonseverable and if any of the powers vested with the general assembly
pursuant to chapter 536, RSM o, 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.

5. Any moneysremainingin thefund at the end of thebiennium shall revert tothe
credit of the general revenue fund, except for moneys that were gifts, donations, or
bequests. Thestatetreasurer shall invest moneysin thefund in the same manner asother
fundsareinvested. Any interest and moneysearned on such investmentsshall be credited
to thefund.

196.1200. 1. Thereis hereby established in the state treasury the " Tobacco Use
Prevention and Cessation Trust Fund" tobeheld separateand apart from all other public
moneys and funds of the state, including but not limited to the tobacco securitization
settlement trust fund established in section 8.550, RSM o. Thestatetreasurer shall deposit
intothefund thefirst fivemillion dollar srecelved from thestrategic contribution payments
received from the account provided under subsection 1X(c)(2) of the master settlement
agreement, asdefined in section 196.1000, beginning in fiscal year 2009 and in per petuity
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thereafter. All moneysin the fund shall be used for the purposes of this section only.
Notwithstandingtheprovisionsof section 33.080, RSM o, tothecontrary, themoneysinthe
fund shall not revert to the credit of general revenue at the end of the biennium.

2. Moneys in the tobacco use prevention and cessation trust fund shall be used
strategically, in cooperation with other governmental and not-for-profit entities, for a
comprehensive tobacco control program for the purpose of tobacco prevention and
cessation. At least twenty-five per cent of themoneysfrom thefund shall beused for youth
smoking prevention programs modeled upon evidence-based programs proven toreduce
youth smoking in one or morejurisdictionswithin the United States.

3. Moneysshall beallocated consistently with the Center for Disease Control and
Prevention, or it successor agency's, best practicesand guidelinesfor statetobacco control
programs and as determined by the department of health and senior services.

4. Thedepartment of health and senior services shall promulgate such rulesand
regulations as are necessary to implement the provisions 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 complies with and
issubject toall of theprovisionsof chapter 536, RSM o, and, if applicable, section 536.028,
RSMo. Thissection and chapter 536, RSM o, are nonsever able and if any of the powers
vested with the general assembly pursuant to chapter 536, RSM o, to review, to delay the
effective date, or to disapprove and annul arule are subsequently held unconstitutional,
then thegrant of rulemakingauthority and any rule proposed or adopted after August 28,
2008, shall be invalid and void.

197.305. Asused in sections 197.300 to 197.366, the following terms mean:

(1) "Affected persons’, the person proposing the development of a new institutional
health service, the public to be served, and health care facilitieswithin the service areain which
the proposed new health care service is to be devel oped;

(2) "Agency", the certificate of need program of the Missouri department of health and
Senior services,

(3) "Capita expenditure”, an expenditure by or on behalf of ahealth carefacility which,
under generally accepted accounting principles, is not properly chargeable as an expense of
operation and maintenance;

(4) "Certificate of need", awritten certificate issued by the committee setting forth the
committee's affirmative finding that a proposed project sufficiently satisfies the criteria
prescribed for such projects by sections 197.300 to 197.366;
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(5) "Develop", to undertake those activitieswhich on their completion will result in the
offering of anew institutional health service or theincurring of afinancial obligationin relation
to the offering of such aservice;

(6) "Expenditure minimum" shall mean:

(a) For bedsin existing or proposed health care facilities licensed pursuant to chapter
198, RSMo, and long-term care beds in a hospital as described in subdivision (3) of subsection
1 of section 198.012, RSMo, six hundred thousand dollars in the case of capital expenditures,
or four hundred thousand dollars in the case of major medical equipment|[, provided, however,
that prior to January 1, 2003, the expenditure minimum for bedsin such afacility and long-term
care beds in a hospital described in section 198.012, RSMo, shall be zero, subject to the
provisions of subsection 7 of section 197.318];

(b) For beds or equipment in a long-term care hospital meeting the requirements
described in 42 CFR, Section 412.23(e), the expenditure minimum shall be zero; and

(c) For hedlth carefacilities, new institutional health services or beds not described in
paragraph (a) or (b) of this subdivision one million dollars in the case of capital expenditures,
excluding major medical equipment, and onemillion fivehundred thousand dollarsinthecase
of medical equipment;

(7) "Hedth care facilities", hospitals, health maintenance organizations, tuberculosis
hospitals, psychiatric hospitals, intermediate carefacilities, skilled nursing facilities, residential
care facilities and assisted living facilities, kidney disease treatment centers, including
freestanding hemodialysis units, diagnostic imaging centers, radiation therapy centers and
ambulatory surgical facilities, but excluding the private offices of physicians, dentists and other
practitioners of the healing arts, and Christian Science sanatoriums, also known as Christian
Science Nursing facilitieslisted and certified by the Commission for Accreditation of Christian
Science Nursing Organization/Facilities, Inc., and facilities of not-for-profit corporations in
existence on October 1, 1980, subject either to the provisions and regulations of Section 302 of
the Labor-Management Relations Act, 29 U.S.C. 186 or the Labor-Management Reporting and
Disclosure Act, 29 U.S.C. 401-538, and any residential care facility or assisted living facility
operated by a religious organization qualified pursuant to Section 501(c)(3) of the federal
Internal Revenue Code, as amended, which does not require the expenditure of public fundsfor
purchase or operation, with atotal licensed bed capacity of one hundred beds or fewer;

(8) "Hedth servicearea”, ageographic region appropriate for the effective planning and
development of health services, determined on the basi s of factorsincluding population and the
availability of resources, consisting of a population of not less than five hundred thousand or
more than three million;
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(9) "Major medica equipment”, medical equipment used for the provision of medical
and other health services,

(10) "New institutional health service":

(8 The development of a new health care facility costing in excess of the applicable
expenditure minimum;

(b) The acquisition, including acquisition by lease, of any health care facility, or major
medical equipment costing in excess of the expenditure minimum;

(c) Any capital expenditure by or on behalf of a health care facility in excess of the
expenditure minimum;

(d) Predevelopment activities as defined in subdivision (13) hereof costing in excess of
one hundred fifty thousand dollars;

(e) Any changein licensed bed capacity of ahealth carefacility whichincreasesthetotal
number of beds by more than ten or more than ten percent of total bed capacity, whichever is
less, over atwo-year period,

(f) Health services, excluding home health services, which are offered in a health care
facility and which were not offered on aregular basis in such health care facility within the
twelve-month period prior to the time such services would be offered;

(g9) A reallocation by an existing health carefacility of licensed beds among major types
of service or reallocation of licensed beds from one physical facility or site to another by more
than ten beds or more than ten percent of total licensed bed capacity, whichever isless, over a
two-year period;

(11) "Nonsubstantive projects’, projectswhich do not involvetheaddition, replacement,
modernization or conversion of beds or the provision of anew health service but which include
acapital expenditure which exceeds the expenditure minimum and are due to an act of God or
anormal consequence of maintaining health care services, facility or equipment;

(12) "Person', any individual, trust, estate, partnership, corporation, including
associations and joint stock companies, state or political subdivision or instrumentality thereof,
including a municipal corporation;

(13) "Predevelopment activities', expendituresfor architectural designs, plans, working
drawings and specifications, and any arrangement or commitment made for financing; but
excluding submission of an application for a certificate of need.

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:
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(1) Two members of the senate appointed by the president pro tem, who shall be from
different political parties; and

(2) Two members of the house of representatives appointed by the speaker, who shall
be from different political parties; and

(3) Fivememberswho areconsumer sof health car e services, who shall be appointed
by the governor with the advice and consent of the senate, not more than three of whom shall be
from the same political party.

No member of the committee shall bedirectly or indirectly employed or associated with a
health facility that is regulated under sections 197.300 to 197.366. The provisions of
sections 105.452 to 105.458, RSMo, prohibiting conflicts of interest shall apply to all
committee members. In the event any member has an actual or potential conflict of
interest with regard to any party to a pending application, such member shall berecused
from participating in the proceeding.

3. No business of thiscommittee shall be performed without amajority of thefull 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 serveuntil 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. The committee shall elect achairman at its first meeting which shall be called by the
governor. The committee shall meet upon the call of the chairman or the governor.

6. Thecommitteeshall review and approveor disapproveall applicationsfor acertificate
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. Members of the committee shall serve without compensation but shall be reimbursed
for necessary expenses incurred in the performance of their duties.

8. 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 upon
apreponder ance of theevidenceto be needed shall be granted acertificate of need. Only those
new institutional health services which are granted certificates of need shall be offered or
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developed within the state. No expenditures for new institutional health servicesin excess of
the applicabl e expenditure minimum shall be made by any person unlessacertificate of need has
been granted.

3. After October 1, 1980, no state agency charged by statute to license or certify health
carefacilitiesshall issuealicenseto 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
acertificate of need as required by sections 197.300 to 197.366, the committee shall notify the
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 be issued 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 more than six additional monthsbased upon
substantial expenditure made.

10. Each application for acertificate of need must be accompanied by an applicationfee.
The time of filing commences with 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 isgreater, but such fee shall not exceed fivethousand dollar sfor
new equipment, and shall not exceed twenty-five thousand dollars for new health care
facilities. All application fees shall be deposited in the state treasury. Because of the loss of
federal funds, thegeneral assembly will appropriatefundsto the Missouri healthfacilitiesreview
committee.

11. Indetermining whether acertificate of need should begranted, 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.
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12. When anursing facility shiftsfrom askilled to an intermediate level of nursing care,
it may return to 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 afacility for an expansion, an addition of
services, anew institutional service, or for anew hospital facility which providesfor something
less than that which was sought in the application.

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, a certificate 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, acertificate of need shall not be required for the purchase and operation of
research equipment that isto be used in aclinical trial 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.

19. Prior totheinitial hearing of an application, any health care provider whois
in opposition to such application pending before the committee shall file a written
statement in opposition, and shall further providetotheapplicant and all other parties of
record for such proceeding a complete copy of such statement.

197.330. 1. The committee shall:

(1) Notify the applicant within fifteen days of the date of filing of an application as to
the compl eteness 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) Within thirty days from the date of publication of the notification of review,
hold public hearings on all applicationswhen arequest in writing isfiled by any affected person
[within thirty days from the date of publication of the notification of review] or party;
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(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 approval or denia 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.

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, andissubject to appeal pursuant to section 197.335only
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:

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

(2) Thecommittee may, upon amajority vote of the committee, exer cise subpoena
power to compel the production of documentsor compel thetestimony of witnesses. The
power of subpoena, however, shall only belimited tothe partiesengaged in the proceeding
either asan applicant or who have declared their opposition to the application;

(3) Thereshall beno ex partecommunicationsbetween member sof thecommittee
nor shall there be any ex parte communications by any person or party with committee
member sregar ding the subject matter of any pending application or potential application
under sections 197.300 to 197.366. Any member of the committee who participatesin an
ex partecommunication regarding a pending application shall berecused and prohibited
from participating in such proceeding;
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(4) In all applications or hearings upon applications under sections 197.300 to
197.366, ther e shall be no presumption in favor of or against the applicant'srequest for a
certificate;

(5) All hearingsbeforethecommitteeshall begoverned by rulesto beadopted and
prescribed by the committee; except that, in all inquiriesor hearings, the committee shall
not be bound by the technical rules of evidence. No formality of any proceeding nor the
manner of taking testimony beforethecommitteeshall invalidateany decision madeby the
committee; and

(6) Thecommitteeisauthorized to assessall or part of the costs of the proceeding,
theapplicant'scosts, including but not limited totheapplicant'sreasonableattor ney'sfees
against any health care provider who opposed in writing the application if the committee
by a majority vote finds clear and convincing evidence that the party's or parties
opposition to the application was frivolous. For the purpose of this subdivision,
"frivolous' means opposition that iswithout a reasonable basisin fact or law.

197.551. Asused in sections 197.551 to 197.587, the following ter ms shall mean:

(2) " Identifiableinformation" ,infor mation that ispresented in aformand manner
that allowstheidentification of any provider, patient, or reporter of patient safety work
product. With respect to patients, such information includesany individually identifiable
health information, asdefined in federal regulations promulgated under Section 264(c) of
the Health Insurance Portability and Accountability Act of 1996, as amended;

(2) " Nonidentifiableinformation", information presented in a form and manner
that preventstheidentification of any provider, patient, or reporter of patient safety work
product. With respect to patients, such information shall be de-identified consistent with
the federal regulations promulgated under Section 264(c) of the Health Insurance
Portability and Accountability Act of 1996, as amended,;

(3) " Patient safety organization", any entity which:

(@) Is organized as an independent not-for-profit corporation under Section
501(c)(3) of the Internal Revenue Code of 1986, as amended, and applicable state law
gover ning not-for-profit cor porations;

(b) Meetsthestatutory and regulatory criteriafor certification asa patient safety
organization under the federal Patient Safety and Quality | mprovement Act of 2005, 42
U.S.C. Section 299b-21, et seq., as amended, and regulations promulgated thereunder;

(c) Hasagoverning board or advisory committee that includesrepresentatives of
hospitals, physicians, an employer or group r epr esenting employer s, an insurancecompany
or group representing insurance companies, the long-term careindustry, and a federally
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recognized quality improvement or ganization that contractswith thefederal gover nment
to review medical necessity and quality assurancein the Medicare program;

(d) Conducts, asthe organization's primary activity, efforts to improve patient
safety and the quality of health care delivery;

(e) Collects and analyzes patient safety work product that is submitted by
providers,

(f) Developsand disseminatesevidence-based infor mation to provider swith respect
toimproving patient safety, such asrecommendations, protocols, or infor mation regarding
best practices,

(g) Utilizes patient safety work product to carry out activities limited to those
described under this section and for the purposes of encouraging a culture of safety and
of providing direct feedback and assistance to providers to effectively minimize patient
risk;

(h) Maintains confidentiality with respect to identifiable information pursuant to
federal and state law and regulations;

(i) I'mplementsappropriate security measureswith respect to patient safety work
product;

(1) Submits, if authorized by its governing board and certified by federal law and
regulation, nonidentifiable information to a national patient safety database; and

(k) Provides technical support to health care providers in the collection,
submission, and analysis of data and patient safety activities as described in sections
197.554 and 197.566;

(4) " Patient safety work product”, asdefined in federal regulations promulgated
to implement the federal Patient Safety and Quality | mprovement Act of 2005, 42 U.S.C.
Section 299h-21, et seq., as amended;

(5) "Provider", asdefined in federal regulations promulgated to implement the
federal Patient Safety and Quality |mprovement Act of 2005, 42 U.S.C. Section 299b-21,
et seq., asamended,;

(6) "Reportableincident”, an occurrence of a serious reportable event in health
careas such event isdefined in subdivision (9) of this subsection;

(7) " Reportableincident prevention plan™, awritten plan that:

(@) Defines, based on a root cause analysis, specific changes in organizational
policies and procedures designed to reduce therisk of similar incidentsoccurring in the
futureor that providesarationale that no such changes are warranted;

(b) Setsdeadlinesfor theimplementation of such changes;

(c) Establisheswhoisresponsiblefor making the changes, and
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(d) Providesa mechanism for evaluating the effectiveness of such changes;

(8) "Root cause analysis', a structured process for identifying basic or causal
factorsthat underlievariation in performance, including but not limited totheoccurrence
or possibleoccurrenceof areportableincident. A root causeanalysisfocusesprimarily on
systems and processes rather than individual performance and progresses from special
causes in clinical processes to common causes in organizational processes and identifies
potential improvementsin processesor systemsthat would tend to decreasethelikelihood
of such events in the future, or determines after analysis that no such improvement
opportunities existed; and

(9) " Seriousreportableevent in health care", an occurrence of oneor moreof the
actionsor outcomesincluded in thelist of seriousadver seeventsin health careasinitially
defined by theNational Quality ForuminitsMarch 2002 report and subsequently updated
by the National Quality Forum, including all criteria established for identifying such
events.

197.554. 1. Effectivesix monthsafter theeffectivedateof initial federal regulations
promulgated to implement the federal Patient Safety and Quality Improvement Act of
2005, 42 U.S.C. Section 299b-21, et seq., a hospital shall report each reportableincident to
a patient safety organization. The hospital's initial report of the incident shall be
submitted to the patient safety organization no later than the close of business on the next
business day following discovery of the incident. The initial report shall include a
description of immediate actionsto be taken by the hospital to minimizetherisk of harm
to patients and prevent a reoccurrence and verification that the hospital's patient safety
and performanceimprovement review processesar erespondingtothereportableincident.
Thehospital shall, within forty-fivedaysafter theincident occurs, submit acompleted r oot
causeanalysisand areportableincident prevention plan tothepatient safety or ganization.

2. Uponrequest of thehospital, apatient safety or ganization may providetechnical
assistance in the development of a root cause analysis or reportable incident prevention
plan relating to areportableincident.

3. All hospitalsshall establish a policy wher eby the patient or the patient'slegally
authorized representative is notified of the occurrence of a serious reportable event in
health care as defined in subdivision (10) of section 197.551. Such notification shall be
provided not later than seven days after the hospital or its agent becomes awar e of the
occurrence. The time, date, participants, and content of the notification shall be
documented inthepatient'smedical record. Theprovision of noticetoapatient under this
section shall not, in any action or proceeding, be considered an acknowledgment or
admission of liability.
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197.557. Pursuant to paragraphs (f) and (g) of subdivision (4) of section 197.551
and 42 U.S.C. Section 299b-21, et seq., the patient safety organization shall assess the
information provided regarding the reportable incident and furnish the hospital with a
report of itsfindings and recommendations asto how to prevent futureincidents.

197.563. 1. Theprovisionsof sections197.551 to 197.587 shall not be construed to:

(1) Restrict theavailability of information gleaned from original sour ces,

(2) Limit thedisclosure or use of information from original sourcesregarding a
reportableincident to:

(a) Stateor federal agenciesor law enforcement under law or regulation; or

(b) Health carefacility accreditation agencies.

2. Nothing in sections 197.551 to 197.566 shall modify the duty of a hospital to
report disciplinary actions or medical malpractice actions against a health care
professional under law.

197.566. 1. The patient safety organization shall publish an annual report to the
public on reportableincidents. Thefirst report shall include twelve months of reported
data and shall be published not more than fifteen months after the date data collection
begins. Thereport shall indicate the number of reportable events by the then current
National Quality Forum category of reportableincident and rateper patient encounter by
region and by category of reportable incident, as such categories are established by the
National Quality Forum in defining reportable incidents, and may identify reportable
incidentsby typeof facility. Thereport for thepreviousyear shall bemadepublicno later
than April thirtieth. For purposes of theannual report, the state shall be divided into no
fewer than threeregions, with the St. L ouis metropolitan statistical area being one of the
regions.

2. The patient safety organization as defined in this section shall report annually
to the health policy council created in section 26.859, RSMo.

197.572. No person shall disclose the actions, decisions, proceedings, discussions,
or deliberationsoccurringat a meeting of a patient safety or ganization except totheextent
necessary to carry out one or more of the purposes of a patient safety organization. A
meeting of the patient safety organization shall include any meetings of the patient safety
organization; itsstaff; itsgover ning board; any and all committees, work groups, and task
forces of the patient safety organization, whether or not formally appointed by the
governingboard; itspresident and itschair per son; and any meetingin any settingin which
patient safety work product isdiscussed in the normal cour seof carrying out the business
of the patient safety organization. The proceedings and records of a patient safety
organization shall not be subject to discovery or introduction into evidence in any civil
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action against a provider arising out of the matter or matters that are the subject of
consideration by a patient safety organization. Information, documents, or records
otherwiseavailablefrom original sour cesshall not beimmunefrom discovery or usein any
civil action merely because they were presented during proceedings of a patient safety
organization. The provisions of this section shall not be construed to prevent a person
from testifying to or reporting information obtained independently of the activities of a
patient safety organization or which is public information.

197.575. Patient safety wor k product shall beprivileged and confidential pur suant
tothefeder al Patient Safety and Quality mprovement Act of 2005, 42 U.S.C. Section 299b-
21, et seq., asamended, and regulations promulgated thereunder.

197.578. 1. Any referenceto or offer into evidencein the presence of thejury or
other fact-finder or admission into evidence of patient safety work product during any
proceeding that iscontrary totheprovisionsof sections197.551to 197.587 shall constitute
groundsfor amistrial or asimilar termination of the proceeding and reversible error on
appeal from any judgment or order entered in favor of any party who sodisclosesor offers
into evidence patient safety work product.

2. The prohibition against discovery, disclosure, or admission into evidence of
patient safety work product isin addition to any other protections provided by law.

197.581. A patient safety or ganization may disclosenonidentifiableinformation and
nonidentifiable aggregate trend data identifying the number and types of patient safety
events that occur. A patient safety organization shall publish educational and evidence-
based information from thesummary reportsthat can beused by all providerstoimprove
the care provided.

197.584. 1. The confidentiality of patient safety work product shall in no way be
impaired or otherwise adver sely affected solely by reason of the submission of thesameto
apatient safety organization. Theconfidentiality of patient safety wor k product submitted
in compliancewith sections 197.551 to 197.587 to a patient safety or ganization shall not be
adversely affected if the entity later ceases to meet the statutory definition of a patient
safety organization.

2. Theexchange or disclosure of patient safety work product by a patient safety
organization shall not constituteawaiver of confidentiality or privilegeby thehealth care
provider who submitted the data.

197.587. Any provider furnishing servicesto a patient safety organization shall not
be liable for civil damages as a result of such ads, omissions, decisions, or other such
conduct in connection with the lawful duties on behalf of a patient safety organization,
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except for acts, omissions, decisions, or conduct donewith actual malice, fraudulent intent,
or bad faith.

197.588. Thissection shall apply to any hospital that reportsareportableincident
under section 197.554. A claim for payment filed by a hospital for health care services
related toareportableincident shall not besubject to sections 375.1000 or 375.383, RSMo.

197.590. 1. Beginning January 1, 2010, any hospital that reports a reportable
incident shall not chargefor or bill any entity, including third-party payorsand patients,
for all servicesrelated tothereportableincident. If athird-party payor deniesaclaim, in
whole or in part, because there is no coverage for services that resulted in any of the
reportableincidents described in this section, the health care professional or facility that
provided such servicesis prohibited from billing the patient for such services.

2. For purposes of this section, "third-party payor" means a health carrier as
defined in section 376.1350, RSMo, an organization entering into a preferred provider
arrangement, and a third-party administrator for a self-funded health benefit plan.

197.625. 1. Asused in thissection, the following terms shall mean:

(1) "Lift team", hospital employees specially trained to conduct patient lifts,
transfers, and repositioning using lifting equipment when appropriate;

(2) "Musculoskeletal disorders', conditions that involve the nerves, tendons,
muscles, and supporting structures of the body;

(3) " Safe patient handling", the use of engineering controls, lifting and transfer
aids, or assistive devices, by lift teamsor other staff instead of manual lifting, to perform
the acts of lifting, transferring, and repositioning health care patients and residents.

2. Any licensed hospital may establish a safe patient handling committee either by
creating a new committee or assigning the functions of a safe patient handling committee
to an existing committee. The purpose of the committeeisto design and recommend the
process for implementing a safe patient handling program. At least half of the members
of the safe patient handling committee shall be frontline nonmanagerial employees who
providedirect careto patients unless doing so would adver sely affect patient care.

3. Any licensed hospital may establish a safe patient handling program in
accor dancewith theprovisionsof thissection. Aspart of theprogram, each hospital shall:

(1) Implement a safe patient handling policy for all shiftsand unitsof thehospital.
I mplementation of the safe patient handling policy may be phased-in with the acquisition
of equipment under subsection 4 of this section;

(2) Conduct a patient handling hazard assessment. Such assessment shall consider
such variables as patient-handling tasks, types of nursing units, patient populations, and
the physical environment of patient care areas,
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(3) Develop a processto identify the appropriate use of the safe patient handling
policy based on the patient's physical and medical condition and the availability of lifting
equipment or lift teams. Thepolicy shall includea meansto addresscircumstancesunder
which it would be medically contraindicated to use lifting or transfer aids or assistive
devicesfor particular patients;

(4) Conduct an annual performance evaluation of the program to determine its
effectiveness, with the results of the evaluation reported to the safe patient handling
committee. The evaluation shall determine the extent to which implementation of the
program has resulted in a reduction in musculoskeletal disorder caused by patient
handling, and include recommendationsto increase the program's effectiveness; and

(5) When developing ar chitectural plansfor constructing or remodeling ahospital
or a unit of a hospital in which patient handling and movement occurs, consider the
feasibility of incorporating patient handling equipment or the physical space and
construction design needed to incor por ate such equipment at a later date.

4. Two years after establishing a patient safety program under this section, each
such hospital shall complete, at a minimum, acquisition of their choice of:

(1) Onereadily availablelift per acute care unit on the same floor unlessthe safe
patient handling committee determines a lift isunnecessary in the unit;

(2) Onelift for every ten acute care available patient beds; or

(3) Equipment for use by lift teams.

Hospitals shall train staff on policies, equipment, and devices at least annually.

5. Nothingin thissection shall precludelift team member sfrom performing other
duties as assigned during their shift.

6. Each hospital establishing a patient safety program under this section shall
develop proceduresfor hospital employeesto refuseto perform or beinvolved in patient
handling or movement that the hospital employee believes in good faith will expose a
patient or hospital employee to an unacceptablerisk of injury. A hospital employee who
in good faith follows the procedure developed by the hospital in accordance with this
subsection shall not be the subject of disciplinary action by the hospital for therefusal to
perform or beinvolved in patient handling or movement.

7. Each hospital establishingapatient safety program under thissection may apply
to the Missouri health and educational facilities authority for low cost loans to acquire
their choice of patient handling equipment. The authority may promulgate rules to
implement the provisionsof thissubsection. Any ruleor portion of arule, asthat termis
defined in section 536.010, RSMo, that is created under the authority delegated in this
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section shall become effectiveonly if it complieswith and issubject to all of the provisions
of chapter 536, RSM o, and, if applicable, section 536.028, RSMo. Thissection and chapter
536, RSM o, are nonsever able and if any of the powers vested with the general assembly
pursuant to chapter 536, RSM o, 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.

287.055. 1. By January 1, 2010, thedivision of workers compensation shall develop
rulesto provideareduced workers compensation premium for hospitalsthat implement
a safe patient handling program in accordance with section 197.625, RSMo. Therules
shall include any requirements for obtaining the reduced premium that shall be met by
hospitals.

2. Thedivision shall completean evaluation of theresultsof thereduced premium,
including changes in claim frequency and costs, and shall report to the appropriate
committees of the general assembly by December 1, 2013, and 2015.

3. 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 provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, ar enonsever able
and if any of the power svested with thegener al assembly pur suant to chapter 536, RSMo,
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 August 28, 2008, shall beinvalid and void.

313.321. 1. Themoney received by the Missouri state |lottery commission from thesale
of Missouri lottery tickets and from all other sources shall be deposited in the "State Lottery
Fund", whichishereby created in the statetreasury. At least forty-five percent, inthe aggregate,
of the money received from the sale of Missouri lottery tickets shall be appropriated to the
Missouri state lottery commission and shall be used to fund prizesto lottery players. Amounts
in the state lottery fund may be appropriated to the Missouri state lottery commission for
administration, advertising, promotion, and retailer compensation. The general assembly shall
appropriate remaining moneysnot previously allocated fromthestate | ottery fund by transferring
such moneysto the general revenuefund. Thelottery commission shall make monthly transfers
of moneys not previously allocated from the state lottery fund to the general revenue fund as
provided by appropriation.
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2. The commission may also purchase and hold title to any securities issued by the
United States government or its agencies and instrumentalities thereof that mature within the
term of the prize for funding multi-year payout prizes.

3. The"Missouri State Lottery Imprest Prize Fund" is hereby created. Thisfundisto be
established by the state treasurer and funded by warrants drawn by the office of administration
from the state | ottery fund in amounts specified by the commission. The commission may write
checks and disburse moneys from this fund for the payment of lottery prizes only and for no
other purpose. All expenditures shall be made in accordance with rules and regulations
established by the office of administration. Prize payments may also be made from the state
lottery fund. Prize payouts made pursuant to this section shall be subject to the provisions of
section 143.781, RSMo; and prize payouts made pursuant to this section shall be subject to set
off for delinquent child support payments as assessed by a court of competent jurisdiction or
pursuant to section 454.410, RSMo. Prize payouts made under this section shall be subject to
set off for unpaid health care services provided by hospitals and health care providers under the
procedure established in section 143.790, RSMo.

4. Funds of the state lottery commission not currently needed for prize money,
administration costs, commissions and promotion costs shall be invested by the state treasurer
in interest-bearing investments in accordance with the investment powers of the state treasurer
contained in chapter 30, RSMo. All interest earned by fundsinthe statelottery fund shall accrue
to the credit of that fund.

5. No state or local salestax shall be imposed upon the sale of |ottery tickets or shares
of the state lottery or on any prize awarded by the state lottery. No state income tax or local
earnings tax shall be imposed upon any lottery game prizes which accumulate to an amount of
less than six hundred dollars during a prize winner's tax year. The state of Missouri shall
withhold for state income tax purposes from a lottery game prize or periodic payment of six
hundred dollars or more an amount equal to four percent of the prize.

6. The director of revenue is authorized to enter into agreements with the lottery
commission, in conjunction with the various state agencies pursuant to sections 143.782 to
143.788, RSMo, in an effort to satisfy outstanding debts to the state from the lottery winning of
any person entitled to receive lottery payments which are subject to federal withholding. The
director of revenue is also authorized to enter into agreements with the lottery commission [in
conjunction with the department of health and senior services pursuant to section 143.790,
RSMo,] in an effort to satisfy outstanding debts owed to hospitals and health care providersfor
unpaid health care services of any person entitled to receive lottery payments which are subject
to federal withholding.
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7. In addition to the restrictions provided in section 313.260, no person, firm, or
corporation whose primary source of income is derived from the sale or rental of sexually
oriented publications or sexually oriented materials or property shall be licensed as a lottery
gameretailer and any lottery gameretailer license held by any such person, firm, or corporation
shall be revoked.

354.536. 1. If a heath maintenance organization plan provides that coverage of a
dependent child terminates upon attainment of the limiting age for dependent children, such
coverage shall continue while the child is and continues to be both incapable of salf-sustaining
employment by reason of mental or physical handicap and chiefly dependent upon the enrollee
for support and maintenance. Proof of such incapacity and dependency must be furnished to the
health mai ntenance organization by the enrollee[at | east] within thirty-one days after the child's
attainment of the limiting age. The health maintenance organization may require at reasonable
intervals during the two years following the child's attainment of the limiting age subsequent
proof of the child's disability and dependency. After such two-year period, the health
mai ntenance organization may require subsequent proof not more than once each year.

2. If ahealth maintenance organization plan providesthat coverage of adependent child
terminates upon attainment of the limiting age for dependent children, such plan, so long as it
remainsin force, until the dependent child attains the limiting age, shall remain in force at the
option of theenrollee. Theenrollee'selection for continued coverage under this section shall be
furnished to the heath maintenance organization within thirty-one days after the child's
attainment of thelimiting age. Asused in this subsection, adependent childisapersonwhoiis:

(1) Unmarried and no more than twenty-five years of age; and

(2) A resident of this state; and

(3) Not provided coverage as anamed subscriber, insured, enrollee, or covered person
under any group or individual health benefit plan, or entitled to benefitsunder Title X V111 of the
Socia Security Act, P.L. 89-97, 42 U.S.C. Section 1395, et seq.

374.184. 1. The director of the department of insurance, financial institutions and
professional registration shall prescribe by rulel,] :

(1) After due consultationwith providersof health care or trestment 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 include but need not belimited to information
regarding themedical diagnosis, treatment and prognosis of the patient, together with the details
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
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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 thissection 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 as provided in chapter 536, RSMo. Theregulationsso adopted shall specify an effective
date, which shall not belessthan one hundred eighty days after the date of adoption, after which
no accident and sicknessinsurer, health services corporation 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
require applicants for insurance coverage to complete forms differing from those
prescribed by thedirector under thissection. Theprovisionsof thissection shall not apply
to a supplemental insurance policy, including a life care contract, accident-only policy,
specified disease policy, hospital policy providing a fixed daily benefit only, Medicare
supplement policy, long-term car e policy, short-term major medical policy of six months
or less duration, an individual policy of accident and sickness insurance, or any other
policy determined by thedirector.
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376.426. No policy of group health insurance shall be delivered in this state unless it
containsin substancethefollowing provisions, or provisionswhichin the opinion of thedirector
of insurance are more favorable to the persons insured or at least as favorable to the persons
insured and more favorableto the policyholder; except that: provisionsin subdivisions (5), (7),
(12), (15), and (16) of this section shall not apply to policies insuring debtors; standard
provisions required for individual health insurance policies shall not apply to group health
insurance policies; and if any provision of this section isin whole or in part inapplicable to or
inconsistent with the coverage provided by a particular form of policy, the insurer, with the
approval of the director, shall omit from such policy any inapplicable provision or part of a
provision, and shall modify any inconsistent provision or part of the provision in such manner
asto make the provision as contained in the policy consistent with the coverage provided by the
policy:

(2) A provision that the policyholder is entitled to a grace period of thirty-one days for
the payment of any premium due except the first, during which grace period the policy shall
continue in force, unless the policyholder shall have given the insurer written notice of
discontinuance in advance of the date of discontinuance and in accordance with theterms of the
policy. The policy may provide that the policyholder shall be liable to the insurer for the
payment of a pro rata premium for the time the policy was in force during such grace period;

(2) A provision that the validity of the policy shall not be contested, except for
nonpayment of premiums, after it has been in force for two years from its date of issue, and that
no statement made by any person covered under the policy relating to insurability shall be used
in contesting the validity of the insurance with respect to which such statement was made after
such insurance has been in force prior to the contest for a period of two years during such
person's lifetime nor unlessit is contained in awritten instrument signed by the person making
such statement; except that, no such provision shall precludetheassertion at any timeof defenses
based upon the person's ineligibility for coverage under the policy or upon other provisionsin
the policy;

(3) A provision that a copy of the application, if any, of the policyholder shall be
attached to the policy whenissued, that all statements made by the policyholder or by the persons
insured shall be deemed representations and not warranties and that no statement made by any
person insured shall be used in any contest unless a copy of the instrument containing the
statement is or has been furnished to such person or, in the event of the death or incapacity of
the insured person, to the individual's beneficiary or personal representative;

(4) A provision setting forth the conditions, if any, under which theinsurer reservesthe
right to require a person dligible for insurance to furnish evidence of individual insurability
satisfactory to the insurer as a condition to part or all of the individual's coverage;
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(5) A provision specifying the additiona exclusions or limitations, if any, applicable
under the policy with respect to a disease or physical condition of a person, not otherwise
excluded from the person's coverage by name or specific description effective on the date of the
person's|oss, which existed prior to the effective date of the person's coverage under the policy.
Any such exclusion or limitation may only apply to a disease or physical condition for which
medical advice or treatment was recommended or received by the person during the [twelve]
six months prior to the [effective] enrollment date of the person's coverage. In no event shall
such exclusion or limitation apply to lossincurred or disability commencing after the earlier of:

(@ The end of a continuous period of twelve months commencing on or after the
[effective] enrollment date of the person's coverage during all of which the person hasreceived
no medical advice or treatment in connection with such disease or physical condition; or

(b) The end of the [two-year] eighteen-month period commencing on the [effective]
enrollment date of the person’'s coverage in the case of a late enrolleg;

(6) If the premiums or benefits vary by age, there shall be a provision specifying an
equitable adjustment of premiums or of benefits, or both, to be made in the event the age of the
covered person has been misstated, such provision to contain aclear statement of the method of
adjustment to be used;

(7) A provision that the insurer shall issue to the policyholder, for delivery to each
person insured, a certificate setting forth a statement asto the insurance protection to which that
person is entitled, to whom the insurance benefits are payable, and a statement asto any family
member's or dependent's coverage;

(8) A provision that written notice of claim must be given to the insurer within twenty
days after the occurrence or commencement of any loss covered by the policy. Failureto give
notice within such time shall not invalidate nor reduce any claimif it shall be shown not to have
been reasonably possibleto give such notice and that notice was given as soon aswasreasonably
possible;

(9) A provision that the insurer shall furnish to the person making claim, or to the
policyholder for delivery to such person, such formsasareusually furnished by it for filing proof
of loss. If such forms are not furnished before the expiration of fifteen days after the insurer
receives notice of any claim under the policy, the person making such claim shall be deemed to
have complied with the requirements of the policy as to proof of 1oss upon submitting, within
the time fixed in the policy for filing proof of loss, written proof covering the occurrence,
character, and extent of the loss for which claim is made;

(10) A provisionthat inthe case of claim for loss of time for disability, written proof of
such loss must be furnished to the insurer within ninety days after the commencement of the
period for which the insurer is liable, and that subsequent written proofs of the continuance of
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such disability must be furnished to the insurer at such intervals as the insurer may reasonably
require, and that in the case of claim for any other loss, written proof of such loss must be
furnished to the insurer within ninety days after the date of such loss. Failure to furnish such
proof within such time shall not invalidate nor reduce any claimif it was not reasonably possible
to furnish such proof within such time, provided such proof is furnished as soon as reasonably
possible and in no event, except in the absence of legal capacity of the claimant, later than one
year from the time proof is otherwise required,;

(11) A provisionthat all benefits payable under the policy other than benefitsfor loss of
time shall be payable not more than thirty days after receipt of proof and that, subject to due
proof of loss, all accrued benefits payable under the policy for loss of time shall be paid not less
frequently than monthly during the continuance of the period for which theinsurer isliable, and
that any balance remaining unpaid at the termination of such period shall be paid as soon as
possible after receipt of such proof;

(12) A provision that benefits for accidental loss of life of a person insured shall be
payabl e to the beneficiary designated by the person insured or, if the policy contains conditions
pertaining to family status, the beneficiary may be the family member specified by the policy
terms. In either case, payment of these benefitsis subject to the provisions of the policy in the
event no such designated or specified beneficiary isliving at the death of the personinsured. All
other benefits of the policy shall be payable to the personinsured. The policy may also provide
that if any benefit is payableto the estate of aperson, or to a person who isaminor or otherwise
not competent to give a valid release, the insurer may pay such benefit, up to an amount not
exceeding two thousand dollars, to any relative by blood or connection by marriage of such
person who is deemed by the insurer to be equitably entitled thereto;

(13) A provisionthat theinsurer shall havetheright and opportunity, at theinsurer'sown
expense, to examine the person of the individual for whom claim is made when and so often as
it may reasonably require during the pendency of the claim under the policy and also the right
and opportunity, at theinsurer's own expense, to make an autopsy in case of death whereit isnot
prohibited by law;

(14) A provision that no action at law or in equity shall be brought to recover on the
policy prior to the expiration of sixty days after proof of loss has been filed in accordance with
the requirements of the policy and that no such action shall be brought at al unless brought
within three years from the expiration of the time within which proof of lossis required by the
policy;

(15) A provision specifying the conditions under which the policy may be terminated.
Such provision shall state that except for nonpayment of the required premium or the failure to
meet continued underwriting standards, theinsurer may not terminatethe policy prior to thefirst
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anniversary date of the effective date of the policy as specified therein, and a notice of any
intention to terminate the policy by the insurer must be given to the policyholder at least
thirty-onedays prior to the effective date of thetermination. Any termination by theinsurer shall
be without prejudice to any expenses originating prior to the effective date of termination. An
expense will be considered incurred on the date the medical care or supply isreceived,

(16) A provision stating that if a policy provides that coverage of a dependent child
terminates upon attainment of the limiting age for dependent children specified in the policy,
such policy, so long asit remainsin force, shall be deemed to provide that attainment of such
limiting age does not operate to terminate the hospital and medical coverage of such child while
the child is and continues to be both incapable of self-sustaining employment by reason of
mental or physical handicap and chiefly dependent upon the certificate holder for support and
maintenance. Proof of such incapacity and dependency must be furnished to the insurer by the
certificate holder [at |east] within thirty-one days after the child's attainment of the limiting age.
The insurer may require at reasonable intervals during the two years following the child's
attainment of the limiting age subsequent proof of the child'sincapacity and dependency. After
such two-year period, the insurer may require subsequent proof not more than once each year.
This subdivision shall apply only to policies delivered or issued for delivery in this state on or
after one hundred twenty days after September 28, 1985;

(17) A provision stating that if a policy provides that coverage of a dependent child
terminates upon attainment of the limiting age for dependent children specified in the policy,
such policy, solong asit remainsinforce, until the dependent child attainsthelimiting age, shall
remain in force at the option of the certificate holder. Eligibility for continued coverage shall
be established where the dependent child is:

(8 Unmarried and no more than [that] twenty-five years of age; and

(b) A resident of this state; and

(c) Not provided coverage as a named subscriber, insured, enrollee, or covered person
under any group or individual health benefit plan, or entitled to benefitsunder Title XV 111 of the
Social Security Act, P.L. 89-97, 42 U.S.C. Section 1395, et seq.;

(18) Inthecaseof apolicy insuring debtors, aprovision that the insurer shall furnish to
the policyholder for delivery to each debtor insured under the policy a certificate of insurance
describing the coverage and specifying that the benefits payable shall first be applied to reduce
or extinguish the indebtedness.

376.450. 1. Sections 376.450 to 376.454 shall be known and may be cited as the
"Missouri Health Insurance Portability and Accountability Act". Notwithstanding any other
provision of law to the contrary, health insurance coverage offered in connection with the small
group market, thelarge group market and theindividual market shall comply with the provisions
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of sections 376.450 to 376.453 and, in the case of the small group market, the provisions of
sections 379.930 to 379.952, RSMo. As used in sections 376.450 to 376.453, the following
terms mean:

(1) "Affiliation period”, a period which, under the terms of the coverage offered by a
health maintenance organization, must expire before the coverage becomes effective. The
organization is not required to provide health care services or benefits during such period and
no premium shall be charged to the participant or beneficiary for any coverage during the period;

(2) "Beneficiary”, the same meaning given such term under Section 3(8) of the Employee
Retirement Income Security Act of 1974 and Public Law 104-191;

(3) "Bonafide association”, an association which:

(&) Hasbeen actively in existence for at least five years,

(b) Has been formed and maintained in good faith for purposes other than obtaining
insurance;

(c) Doesnot condition membership in the association on any health status-rel ated factor
relating to an individual (including an employee of an employer or adependent of an employee);

(d) Makes health insurance coverage offered through the association available to all
members regardless of any health status-related factor relating to such members (or individuas
eligible for coverage through a member); and

(e) Does not make health insurance coverage offered through the association available
other than in connection with a member of the association; and

(f) Mesets al other requirements for an association set forth in subdivision (5) of
subsection 1 of section 376.421 that are not inconsistent with this subdivision;

(4) "COBRA continuation provision":

(a) Section 4980B of the Internal Revenue Code (26 U.S.C. 4980B), as amended, other
than subsection (f)(1) of such section asit relates to pediatric vaccines;

(b) Titlel, SubtitleB, Part 6, excluding Section 609, of the Employee Retirement Income
Security Act of 1974; or

(c) Title XXII of the Public Health Service Act, 42 U.S.C. 300dd, et seq.;

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

(&) Coverage of theindividual 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. TitleXIX of the Social Security Act, other than coverage consisting solely of benefits
under Section 1928 of such act;

e. Chapter 55 of Title 10, United States Code;
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f. A medical care program of the Indian Health Service or of atribal organization;

0. A state health benefitsrisk pool;

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

i. A public health plan as defined in federal regulations authorized by Section
2701(c)(2)(1) of the Public Health Services Act, as amended by Public Law 104-191;

j- A health benefit plan under Section 5(e) of the Peace Corps Act (22 U.S.C. 2504(3));

k. Title XXI of the Social Security Act (SCHIP);

(b) Creditablecoveragedoesnot include coverage consisting solely of excepted benefits;

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

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

(8) "Enrollment date", with respect to an individual covered under a group health plan
or health insurance coverage, the date of enrollment of theindividual in the plan or coverageor,
if earlier, thefirst day of the waiting period for such enrollment;

(9) "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;

(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;

() 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 similar limited benefits as specified by the director;

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



H.C.S.S.S. S.C.S. SB. 1283 53

77
78
79
80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
111
112

a. Coverage only for aspecified 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;

(10) "Group healthinsurance coverage", health insurance coverage offered in connection
with agroup health 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, as defined in this section, and including any item or service
paid for asmedical careto an employee or the employee's dependent, as defined under theterms
of the plan, directly or through insurance, reimbursement or otherwise, but not including
excepted benefits,

(12) "Heathinsurancecoverage”, or "heath benefit plan” asdefined in section 376.1350
and benefits consisting of medical care, including items and services paid for as medical care,
that are provided directly, through insurance, reimbursement, or otherwise under a policy,
certificate, membership contract, or health services agreement offered by a health insurance
issuer, but not including excepted benefits;

(13) "Hedth insurance issuer", "issuer”, or "insurer”, an insurance company, heath
services corporation, fraternal benefit society, health maintenance organization, multiple
employer welfare arrangement specifically authorized to operatein the state of Missouri, or any
other entity providing a plan of health insurance or health benefits subject to state insurance
regulation;

(14) "Individua hedlth insurance coverage’, health insurance coverage offered to
individuals in the individual market, not including excepted benefits or short-term limited
duration insurance;

(15) "Individual market", themarket for healthinsurancecoverage offeredtoindividual s
other than in connection with a group health plan;

(16) "Largeemployer", in connection with agroup health plan, with respect to acalendar
year and a plan year, an employer who employed an average of at |east fifty-one employees on
business days during the preceding calendar year and who employs at least two employees on
thefirst day of the plan year;
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(17) "Largegroup market", the health insurance market under which individuals obtain
health insurance coverage directly or through any arrangement on behalf of themselvesand their
dependents through a group health plan maintained by a large employer;

(18) "Lateenrollee", aparticipant who enrolls in agroup health plan other than during
thefirst periodinwhichtheindividual iseligibleto enroll under the plan, or aspecial enrollment
period under subsection 6 of this section;

(19) "Medical care", amounts paid for:

(&) Thediagnosis, cure, mitigation, treatment, or prevention of disease or amounts paid
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
(a) of thissubdivision; or

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

(20) "Network plan”, health insurance coverage offered by a health insurance issuer
under which the financing and delivery of medical care, including items and services paid for as
medical care, are provided, in whole or in part, through adefined set of providers under contract
with the issuer;

(21) "Participant”, the same meaning given such term under Section 3(7) of the
Employer Retirement Income Security Act of 1974 and Public Law 104-191,

(22) "Plan sponsor", the same meaning given such term under Section 3(16)(B) of the
Employee Retirement Income Security Act of 1974;

(23) "Preexisting condition exclusion”, with respect to coverage, a limitation or
exclusion of benefits relating to a condition based on the fact that the condition was present
before the date of enrollment for such coverage, whether or not any medical advice, diagnosis,
care, or treatment was recommended or received before such date. Geneticinformation shall not
betreated as apreexisting condition in the absence of adiagnosisof the condition related to such
information;

(24) "Public Law 104-191", thefederal Health Insurance Portability and Accountability
Act of 1996;

(25) "Small group market", the health insurance market under which individuals obtain
health insurance coverage directly or through an arrangement, on behalf of themselvesand their
dependents, through a group health plan maintained by a small employer as defined in section
379.930, RSMo;

(26) "Waiting period", [with respect to a group health plan and an individual who isa
potential participant or beneficiary inagroup health plan,] the period that must pass[with respect
to theindividual beforetheindividual is] befor e coveragefor an employeeor dependent who
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isotherwise éligible to [be covered for benefits] enroll under the terms of [the] a group health
plan can becomeeffective. If an employeeor dependent enrollsasalateenrolleeor special
enrollee, any period before such late or special enrollment isnot a waiting period. If an
individual seekscoveragein theindividual market, awaiting period beginson thedatethe
individual submits a substantially complete application for coverage and ends on:

(a) If theapplication resultsin coverage, the date coverage begins;

(b) If theapplication doesnot result in coverage, the date on which theapplication
isdenied by theissuer or the date on which the offer of coverage lapses.

2. A health insuranceissuer offering group health insurance coverage may, with respect
to a participant or beneficiary, impose a preexisting condition exclusion only if:

(1) Such exclusion relatesto acondition, whether physical or mental, regardless of the
cause of the condition, for which medical advice, diagnosis, care, or treatment wasrecommended
or received within the six-month period ending on the enroliment date;

(2) Such exclusion extends for a period of not more than twelve months, or eighteen
months in the case of alate enrollee, after the enrollment date; and

(3) The period of any such preexisting condition exclusion is reduced by the aggregate
of the periods of creditable coverage, if any, applicable to the participant as of the enrollment
date.

3. For the purposes of applying subdivision (3) of subsection 2 of this section:

(1) A period of creditable coverage shall not be counted, with respect to enrollment of
an individual under group health insurance coverage, if, after such period and before the
enrollment date, there was a sixty-three day period during all of which the individual was not
covered under any creditable coverage;

(2) Any period of timethat anindividual isinawaiting period for coverage under group
health insurance coverage, or is in an affiliation period, shall not be taken into account in
determining whether a sixty-three day break under subdivision (1) of this subsection has
occurred;

(3) Except as provided in subdivision (4) of this subsection, a health insurance issuer
offering group health insurance coverage shall count a period of creditable coverage without
regard to the specific benefits included in the coverage;

(4) (&) A healthinsuranceissuer offering group health insurance coverage may elect to
apply the provisions of subdivision (3) of subsection 2 of this section based on coverage within
any category of benefits within each of several classes or categories of benefits specified in
regulationsimplementing Public Law 104-191, rather than as provided under subdivision (3) of
this subsection. Such election shall be made on a uniform basis for all participants and
beneficiaries. Under such election a health insurance issuer shall count a period of creditable
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coverage with respect to any class or category of benefits if any level of benefits is covered
within the class or category.

(b) In the case of an election with respect to health insurance coverage offered by a
health insurance issuer in the small or large group market under this subdivision, the health
insurance issuer shall prominently state in any disclosure statements concerning the coverage,
and prominently state to each employer at the time of the offer or sale of the coverage, that the
issuer has made such election, and include in such statements a description of the effect of this
election;

(5) Periods of creditable coverage with respect to an individual may be established
through presentation of certifications and other means as specified in Public Law 104-191 and
regul ations pursuant thereto.

4. A healthinsuranceissuer offering group health insurance coverage shall not apply any
preexisting condition exclusion in the following circumstances:

(1) Subjecttosubdivision (4) of thissubsection, ahealth insuranceissuer offering group
health insurance coverage shall not impose any preexisting condition exclusion in the case of an
individual who, as of the last day of the thirty-one-day period beginning with the date of birth,
is covered under creditable coverage;

(2) Subject to subdivision (4) of thissubsection, ahealth insuranceissuer offering group
health insurance coverage shall not impose any preexisting condition exclusion in the case of a
child who is adopted or placed for adoption before attaining eighteen years of age and who, as
of the last day of the thirty-day period beginning on the date of the adoption or placement for
adoption, is covered under creditable coverage. The previous sentence shall not apply to
coverage before the date of such adoption or placement for adoption;

(3) A healthinsuranceissuer offering group health insurance coverage shall not impose
any preexisting condition exclusion relating to pregnancy as a preexisting condition;

(4) Subdivisions(1) and (2) of thissubsection shall nolonger apply to anindividual after
the end of the first sixty-three-day period during all of which the individual was not covered
under any creditable coverage.

5. A hedlth insurance issuer offering group health insurance coverage shall provide a
certification of creditable coverage asrequired by Public Law 104-191 and regul ations pursuant
thereto.

6. A hedthinsuranceissuer offering group health insurance coverage shall provide for
specia enrollment periods in the following circumstances:

(1) A healthinsuranceissuer offering group health insurancein connection with agroup
health plan shall permit an employee or a dependent of an employee who is eligible but not
enrolled for coverage under the terms of the plan to enroll for coverage if:
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(& The employee or dependent was covered under a group health plan or had health
insurance coverage at the time that coverage was previously offered to the employee or
dependent;

(b) The employee stated in writing at the time that coverage under a group health plan
or health insurance coverage wasthe reason for declining enrollment, but only if the plan sponsor
or health insurance issuer required the statement at the time and provided the employee with
notice of the requirement and the consequences of the requirement at the time;

(c) Theemployee'sor dependent's coveragedescribedin paragraph (@) of thissubdivision
was.

a. Under a COBRA continuation provision and was exhausted; or

b. Not under aCOBRA continuation provision and was terminated as aresult of loss of
eligibility for the coverage or because employer contributions toward the cost of coverage were
terminated; and

(d) Under the terms of the group health plan, the employee requests the enrollment not
later than thirty days after the date of exhaustion of coverage described in subparagraph a. of
paragraph (c) of thissubdivision or termination of coverage or employer contributions described
in subparagraph b. of paragraph (c) of this subdivision;

(2) (@ A group health plan shall provide for a dependent specia enrollment period
described in paragraph (b) of this subdivision during which an employee who iseligible but not
enrolled and adependent may be enrolled under the group health plan and, inthe case of thebirth
or adoption or placement for adoption of achild, the spouse of the employee may be enrolled
as a dependent if the spouse is otherwise eligible for coverage.

(b) A dependent special enrollment period under this subdivision isaperiod of not less
than thirty days that begins on the date of the marriage or adoption or placement for adoption,
or the period provided for enrollment in section 376.406 in the case of abirth;

(3) The coverage becomes effective:

(@) Inthe case of marriage, not later than the first day of the first month beginning after
the date on which the completed request for enrollment is received;

(b) Inthe case of adependent's birth, as of the date of birth; or

(c) In the case of a dependent's adoption or placement for adoption, the date of the
adoption or placement for adoption.

7. In the case of group health insurance coverage offered by a health maintenance
organization, the plan may providefor an affiliation period with respect to coverage through the
organization only if:

(1) No preexisting condition exclusion isimposed with respect to coverage through the
organization;
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(2) The period is applied uniformly without regard to any health status-related factors;

(3) Such period does not exceed two months, or three months in the case of a late
enrollee;

(4) Such period begins on the enrollment date; and

(5) Such period runs concurrently with any waiting period.

376.453. 1. Anemployer that provides health insurance coverage for which any portion
of the premium is payable by the [employer] employee shall not provide such coverage unless
the employer has established a premium-only cafeteria plan as permitted under federal law, 26
U.S.C. Section 125 or ahealth reimbur sement arrangement asper mitted under feder al law,
26 U.S.C. Section 105. Theprovisionsof thissubsection shall not apply to employerswho offer
health insurance through any self-insured or self-funded group health benefit plan of any type
or description.

2. Nothing in this section shall prohibit or otherwise restrict an employer's ability to
either provide a group health benefit plan or create a premium-only cafeteria plan with defined
contributions and in which the employee purchases the policy.

376.685. 1. Notwithstanding any provision of the law to the contrary, health
carriers may include wellness and health promotion programs, condition or disease
management programs, health risk appraisal programs, and similar provisionsin high
deductible health plansor policiesthat comport with federal requirements, provided that
such wellness and health promotion programs are approved by the department of
insurance, financial institutions and professional registration.

2. Health carriers that include and operate wellness and health promotion
programs, disease and condition management programs, health risk appraisal programs,
and similar provisionsin high deductiblehealth plansor policiesthat comport with feder al
requirementsshall not beconsidered tobeengagingin unfair tradepracticesunder section
375.936 with respect to references to the practices of illegal inducements, unfair
discrimination, and rebating.

3. Asused in this section, a" high deductible health plan” shall mean a policy or
contract of health insurance or health benefit plan, as defined in section 376.1350, that
meets the criteria established in 26 U.S.C. Section 223(c)(2), as amended, and any
regulations promulgated thereunder.

376.776. 1. This section applies to the hospital and medical expense provisions of an
accident or sickness insurance paolicy.

2. If apolicy providesthat coverage of adependent child terminates upon attainment of
the limiting age for dependent children specified in the policy, such policy so long asit remains
in force shall be deemed to provide that attainment of such limiting age does not operate to
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terminate the hospital and medical coverage of such child whilethe child is and continuesto be
both incapable of self-sustaining employment by reason of mental or physical handicap and
chiefly dependent upon the policyholder for support and maintenance. Proof of such incapacity
and dependency must be furnished to the insurer by the policyholder [at |east] within thirty-one
days after the child's attainment of the limiting age. The insurer may require at reasonable
intervals during the two years following the child's attainment of the limiting age subsequent
proof of the child's disability and dependency. After such two-year period, the insurer may
require subsequent proof not more than once each year.

3. If apolicy providesthat coverage of adependent child terminates upon attainment of
the limiting age for dependent children specified in the policy, such policy, solong asit remains
in force until the dependent child attains the limiting age, shall remain in force at the option of
the policyholder. The policyholder's election for continued coverage under this section shall be
furnished by the policyholder to theinsurer within thirty-one days after the child's attainment of
the limiting age. As used in this subsection, a dependent child is a person who:

(1) Isaresident of this state;

(2) Isunmarried and no more than twenty-five years of age; and

(3) I'snot provided coverage asanamed subscriber, insured, enrollee, or covered person
under any group or individual health benefit plan, or entitled to benefitsunder Title X V111 of the
Socia Security Act, P.L. 89-97, 42 U.S.C. Section 1395, et seq.

4. Thissection appliesonly to policiesdelivered or issued for delivery in this state more
than one hundred twenty days after October 13, 1967.

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:

(a) 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. TitleXI1X of the Social 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;
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0. 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 coverage consisting 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 the Missouri 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;

(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;

() 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 similar, 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;
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() 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:

(a) For whom, as of the date on which theindividual 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;

(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 as medical 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) "Hedlth 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 payabl e with or without regard to fault and whichisstatutorily required
to be contained in any liability insurance policy or equivalent self-insurance;
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(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 from illness, 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 maintenance organization;

(18) "Medical care", amounts paid for:

(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
(a) 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 surgeons|icensed 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;
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(24) "Resident”, an individua 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. Asused in thissubdivision, " waiting period” and " affiliation period" shall have
the same meaning as such terms are defined in section 376.450;

(26) "Trade act 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 losseson an equitable proportionate basis. The plan of operation shall become effective upon
approval inwriting by the director 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 at 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
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 proceduresfor 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;
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(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 beeligiblefor coverage under the pool if they
are and continue to be residents of this state:

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

(& A notice of rejection or refusal to issue substantially similar health insurance for
health reasons by at |least two insurers; or

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

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

(3) A tradeact eligibleindividual;

(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
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 () of subdivision (1) of subsection 3 of this
section;

(8) Any person currently insured whowould havequalified asafederally defined eligible
individual or a trade act eigible 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 benefits from a health
insurer.

3. Thefollowing individual persons shall not be eligible for coverage under the pool:
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(1) Personswho have, on the date of issue of coverage by the pool, or obtain coverage
under hedth insurance or an insurance arrangement substantially similar to or more
comprehensive than a plan policy, or would be eligible to have coverageif 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 riskg[. 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; and

(d) Such exclusion shall not apply to a federally defined éigible individual;

(2) Any personwhoisat thetime of pool application receiving health care benefitsunder
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;

(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 eligibleindividual 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 al 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;
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(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 deter minesan insur ed 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 digibility for the pool when all lifetime benefits have been
exhausted, and of methods of applying for pool coverage. When any affected person has
exhausted onehundred percent of hisor her total lifetimebenefits, 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-losscoveragefor any insurer licensed
providing individual health insurance policies in this state. Such stop-loss coverage, if
available, shall beprovided by thepool or aninsurer 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 per son, 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 insurersprovidinghealth insurancecover age
in thesmall employer group market in the metropolitan statistical area of ahomerulecity
with morethan four hundred thousand inhabitants and located in morethan 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
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-losscoverage offered under this section may be provided by the pooal,
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 beédigible to purchase small employer group stop-loss coverage under the
pool:
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(1) Theinsurer shall not be permitted to purchase small employer group stop-loss
cover agefrom thepool in theaggregate, 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 planissued 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 dancewith 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 theindividual insured through the small employer group (risk
corridor) and shall be liable for a portion of such individual's claims. The insurer's
retained risk shall not be lessthan 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 cover age 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) The threshold 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 factor s as determined by the board.
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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 is defined 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, RSM o, 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 this act 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 purposesof thissection and section 376.986,
an uninsurable individual shall be defined by the dligibility criteria in subsection 2 of
section 376.966.

2. Any individual receiving health insurance coverage under the state health
insurance pool whose income isless than 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 participantson 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 encourage 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.
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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 recommendati ons 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 promul gate benefit |evel s, deductibl es, coinsurancefactors, exclusionsand
limitations determined to be generaly 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 this section. 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. Thestandard risk rateshall be established using reasonabl e actuarial techniquesand
shall reflect anticipated experience and expenses for such coverage. [Initial rates for pool
coverageshall not belessthan one hundred twenty-five percent of rates established asapplicable
for individual standard risks.] Subject to the limits provided in this subsection, [subsequent]
rates shall be established in accordance with the premium rate schedulein subsection 5 of
thissection 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, rates shall
be equal to the percent of rates applicable to 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
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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 incomesof 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 ratebased on incomewhich isbetween onehundred
and one hundred twenty-five percent of the standard risk rates established by rule.

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

(1) Thedepartment of social servicesshall pay all or aportion of the premium for
such coveragefor an individual in the same manner authorized under theinsureMissouri
program;

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

(3) For insure Missouri program participants who are €eligible for federal
participation moneys, the losses covered under the pool for such individuals may, in
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. Theboard shall providethat agentsand brokerssellinginsure
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 deductibleto be sel ected by the pool applicant. The deductiblesand coinsurancefactors
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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 was recommended or recei ved 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 thepool shall be effective from 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 gapin
coverage; or

(2) A tradeact eligibleindividual who maintained creditable health insurance coverage
for an aggregate period of threemonthsprior toloss of employment and who hasnot experienced
asignificant gap in coverage since that time.

[8.] 11. Benefitsotherwise payable under pool coverage shall be reduced 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
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.
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2. Asusedinthissection, theterm "health savingsaccount” shall have the samemeaning
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
criteriaestablishedin26 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 promul gate rulesand regulationsfor the administration and
implementation of this section. Any rule or portion of arule, asthat termis 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 powersvested 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 tothe 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.

2. For purposesof thissection, health benefit plan and health carrier shall havethe
same meaning as such terms are defined in section 376.1350.

376.1600. 1. Thedirector of thedepartment of insurance, financial institutionsand
professional registration isauthorized to allow employeesto use funds from one or more
employer health reimbursement arrangement only plansto help pay for coveragein the
individual health insurance market. Thiswill encourage employer financial support of
health insurance or health-related expenses recognized under the rules of the federal
Internal RevenueService. Health reimbur sement arrangement only plansthat ar enot sold
in connection with or packaged with individual health insurance policies shall not be
consider ed insurance under this chapter.
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2. Asused in this section, the term " health reimbursement arrangement” shall
mean an employee benefit plan provided by an employer which:

(1) Establishesan account or trust which isfunded solely by theemployer and not
through a salary reduction or otherwise under a cafeteria plan established pursuant to
Section 125 of the Internal Revenue Code of 1986;

(2) Reimbursestheemployeefor qualified medical careexpenses, asdefined by 26
U.S.C. Section 213(d), incurred by the employee and the employee's spouse and
dependents,

(3) Providesreimbursementsup toamaximum stated dollar amount for a defined
cover age period; and

(4) Carriesforward any unused portion of themaximum dollar amount at theend
of the coverage period to increase the maximum reimbursement amount in subsequent
cover age periods.

376.1618. Thedirector shall study and recommend tothegener al assembly changes
toremoveany unnecessary application and marketingbarriersthat limit theentry of new
health insurance products into the Missouri market. The director shall examine state
statutory and regulatory requirementsalongwith market conditionswhich createbarriers
for the entry of new health insurance products and health insurance companies. The
director shall alsoexamineproposalsadopted in other statesthat streamlinetheregulatory
environment to makeit easier for health insurance companiesto market new and existing
products. Thedirector shall submit areport of hisor her findingsand recommendations
to each member of the general assembly no later than January 1, 20009.

379.930. 1. Sections379.930 to 379.952 shall be known and may be cited asthe"Small
Employer Health Insurance Availability Act”.

2. For the purposes of sections 379.930 to 379.952, the following terms shall mean:

(1) "Actuaria certification”, awritten statement by amember of the American Academy
of Actuaries or other individual acceptable to the director that a small employer carrier isin
compliance with the provisions of section 379.936, based upon the person's examination,
including areview of the appropriate records and of the actuarial assumptions and methods used
by the small employer carrier in establishing premium rates for applicable health benefit plans,

(2) "Affiliate" or "affiliated", any entity or person who directly or indirectly through one
or moreintermediaries, controlsor iscontrolled by, or isunder common control with, aspecified
entity or person;

(3) "Base premium rate", for each class of business as to a rating period, the lowest
premium rate charged or that could have been charged under the rating system for that class of
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business, by the small employer carrier to small employers with similar case characteristics for
health benefit plans with the same or similar coverage;

(4) "Board" [meang] , the board of directors of the program established pursuant to
sections 379.942 and 379.943;

(5) "Bonafide association”, an association which:

(&) Hasbeen actively in existence for at least five years,

(b) Has been formed and maintained in good faith for purposes other than obtaining
insurance;

(c) Doesnot condition membership in the association on any health status-rel ated factor
relating to an individual (including an employee of an employer or adependent of an employee);

(d) Makes health insurance coverage offered through the association available to all
members regardless of any health status-related factor relating to such members (or individuas
eligible for coverage through a member);

(e) Does not make health insurance coverage offered through the association available
other than in connection with a member of the association; and

(f) Meets all other requirements for an association set forth in subdivision (5) of
subsection 1 of section 376.421, RSMo, that are not inconsi stent with this subdivision;

(6) "Carrier" or "hedlth insurance issuer”, any entity that provides health insurance or
health benefitsin this state. For the purposes of sections 379.930 to 379.952, carrier includes
aninsurance company, health services corporation, fraternal benefit society, health maintenance
organization, multiple employer welfare arrangement specifically authorized to operate in the
state of Missouri, or any other entity providing a plan of health insurance or health benefits
subject to state insurance regulation;

(7) "Case characteristics', demographic or other objective characteristics of a small
employer that are considered by the small employer carrier inthedetermination of premium rates
for the small employer, provided that claim experience, health status and duration of coverage
since issue shall not be case characteristics for the purposes of sections 379.930 to 379.952;

(8 "Church plan”, the meaning given such term in Section 3(33) of the Employee
Retirement Income Security Act of 1974,

(9) "Class of business’, al or a separate grouping of small employers established
pursuant to section 379.934;

(10) "Committee", the health benefit plan committee created pursuant to section
379.944;

(11) "Control" shall be defined in manner consistent with chapter 382, RSMo;

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

() Coverage of theindividual under any of the following:
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a. A group health plan;

b. Health insurance coverage;

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

d. TitleXI1X of the Social Security Act, other than coverage consisting solely of benefits
under Section 1928 of such act;

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

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

0. 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 authorized by Section
2701(c)(2)(1) of the Public Health Services Act, as amended by Public Law 104-191; and

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

(b) Creditablecoverageshall notinclude coverage consisting solely of excepted benefits;

(13) "Dependent”, aspouse [or] ; an unmarried child [under the age of nineteen years,
an unmarried child who is a full-time student under the age of twenty-three years and who is
financially dependent upon the parent] who is a resident of this state, is under the age of
twenty-fiveyears, and isnot provided coverage asanamed subscriber, insured, enrollee,
or cover ed person under any group or individual health benefit plan, or entitled to benefits
under Title XVIII of thefederal Social Security Act, 42 U.S.C. Section 1395, et seq.; or an
unmarried child of any agewhoismedically certified asdisabled and dependent upon the parent;

(14) "Director", the director of the department of insurance, financia institutions and
professional registration of this state;

(15) "Eligibleemployee”, an employee who works on afull-time basis and hasanormal
work week of thirty or more hours. The term includes a sole proprietor, a partner of a
partnership, and an independent contractor, if the sole proprietor, partner or independent
contractor isincluded as an employee under a health benefit plan of asmall employer, but does
not include an empl oyee who works on a part-time, temporary or substitute basis. For purposes
of sections 379.930to 379.952, aperson, his spouse and hisminor children shall constitute only
one eligible employee when they are employed by the same small employer;

(16) "Established geographic service area’, a geographical area, as approved by the
director and based onthecarrier'scertificate of authority to transact insurancein thisstate, within
which the carrier is authorized to provide coverage,

(17) "Excepted benefits':

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

(b) Coverage only for disability income insurance;
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(c) Coverage issued as a supplement to liability insurance;

(d) Liability insurance, including genera liability insurance and automobile liability
insurance;

(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;

() 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 similar, 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;

(18) "Governmental plan”, the meaning given such term under Section 3(32) of the
Employee Retirement Income Security Act of 1974 or any federal government plan;

(19) "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, as defined in this section, and including any item or service
paid for asmedical careto an employee or the employee's dependent, as defined under the terms
of the plan, directly or through insurance, reimbursement or otherwise, but not including
excepted benefits,

(20) "Health benefit plan™ or "health insurance coverage”, benefits consisting of medical
care, including items and services paid for as medical care, that are provided directly, through



H.C.S.S.S. S.C.S. SB. 1283 77

122
123
124
125
126
127
128
129
130
131
132
133
134
135
136
137
138
139
140
141
142
143
144
145
146
147
148
149
150
151
152
153
154
155
156
157

insurance, reimbursement, or otherwise, under a policy, certificate, membership contract, or
health services agreement offered by a health insurance issuer, but not including excepted
benefits or apolicy that isindividually underwritten;

(21) "Hedlth status-related factor”, any of the following:

() Hedlth status,

(b) Medical condition, including both physical and mental illnesses;

(c) Claims experience;

(d) Receipt of health care;

(e) Medical history;

(f) Genetic information;

(g) Evidence of insurability, including a condition arising out of an act of domestic
violence;

(h) Disability;

(22) "Index rate", for each class of business as to arating period for small employers
with similar case characteristics, the arithmetic mean of the applicable base premium rate and
the corresponding highest premium rate;

(23) "Late enrollee”, an eigible employee or dependent who requests enroliment in a
health benefit plan of a small employer following the initial enrollment period for which such
individua is entitled to enroll under the terms of the health benefit plan, provided that such
initial enrollment period is a period of at least thirty days. However, an eligible employee or
dependent shall not be considered alate enrollee if:

(& Theindividua meets each of the following:

a. The individual was covered under creditable coverage at the time of the initial
enrollment;

b. Theindividua lost coverage under creditable coverage as a result of cessation of
employer contribution, termination of employment or eligibility, reduction in the number of
hours of employment, the involuntary termination of the creditable coverage, death of aspouse,
dissolution or legal separation;

Cc. The individual requests enrollment within thirty days after termination of the
creditable coverage;

(b) Theindividual isemployed by an employer that offers multiple health benefit plans
and theindividual elects a different plan during an open enrollment period; or

(c) A court has ordered coverage be provided for a spouse or minor or dependent child
under a covered employee's health benefit plan and request for enrollment is made within thirty
days after issuance of the court order;

(24) "Medical care', an amount paid for:
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(a) Thediagnosis, care, mitigation, treatment or prevention of disease, or 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
(a) of thissubdivision; or

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

(25) "Network plan”, health insurance coverage offered by a health insurance issuer
under which thefinancing and delivery of medical care, including items and servicespaid for as
medical care, are provided, inwholeor in part, through adefined set of providers under contract
with the issuer;

(26) "New business premium rate", for each class of business asto arating period, the
lowest premium rate charged or offered, or which could have been charged or offered, by the
small employer carrier to small employers with similar case characteristics for newly issued
health benefit plans with the same or similar coverage;

(27) "Plan of operation”, the plan of operation of the program established pursuant to
sections 379.942 and 379.943;

(28) "Plan sponsor”, the meaning given such term under Section 3(16)(B) of the
Employee Retirement Income Security Act of 1974;

(29) "Premium", al moneys paid by a small employer and eligible employees as a
condition of receiving coverage from a small employer carrier, including any fees or other
contributions associated with the health benefit plan;

(30) "Producer", the meaning given such term in section 375.012, RSMo, and includes
an insurance agent or broker;

(31 "Program", the Missouri small employer health reinsurance program created
pursuant to sections 379.942 and 379.943;

(32) "Rating period", the calendar period for which premium rates established by asmall
employer carrier are assumed to be in effect;

(33) "Restricted network provision”, any provision of a heath benefit plan that
conditions the payment of benefits, in whole or in part, on the use of health care providers that
have entered into acontractual arrangement with the carrier pursuant to section 354.400, RSMo,
et seq. to provide health care servicesto covered individuals;

(34) "Small employer”, in connection with agroup health plan with respect to acalendar
year and a plan year, any person, firm, corporation, partnership, association, or political
subdivision that is actively engaged in business that employed an average of at least two but no
more than fifty eligible employees on business days during the preceding calendar year and that
employs at |east two employees on thefirst day of the plan year. All personstreated asasingle
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employer under subsection (b), (c), (m) or (0) of Section 414 of the Internal Revenue Code of
1986 shall be treated as one employer. Subsequent to the issuance of a health plan to a small
employer and for the purpose of determining continued eligibility, the size of a small employer
shall be determined annually. Except as otherwise specifically provided, the provisions of
sections 379.930 to 379.952 that apply to asmall employer shall continue to apply at least until
the plan anniversary following the date the small employer no longer meets the requirements of
thisdefinition. Inthe case of an employer which was not in existence throughout the preceding
calendar year, the determination of whether the employer isasmall or large employer shall be
based on the average number of employeesthat it is reasonably expected that the employer will
employ on business days in the current calendar year. Any reference in sections 379.930 to
379.952 to an employer shall include areference to any predecessor of such employer;

(35) "Small employer carrier”, acarrier that offers health benefit plans covering eligible
employees of one or more small employersin this state.

3. Other terms used in sections 379.930 to 379.952 not set forth in subsection 2 of this
section shall have the same meaning as defined in section 376.450, RSMo.

379.940. 1. (1) Every smal employer carrier shal, as a condition of transacting
businessin this state with small employers, actively offer to small employers all health benefit
plansit actively marketsto small employersin this state, except for plans devel oped for health
benefit trust funds.

(2) (8 A small employer carrier shall issue a health benefit plan to any eligible small
employer that applies for either such plan and agrees to make the required premium payments
and to satisfy the other reasonable provisions of the health benefit plan not inconsistent with
sections 379.930 to 379.952.

(b) In the case of a small employer carrier that establishes more than one class of
business pursuant to section 379.934, the small employer carrier shall maintain and issue to
eligible small employers [al health benefit plans] in each class of business so established all
health benefit plansit actively marketsto small employersin thisstate. A small employer
carrier may apply reasonable criteriain determining whether to accept a small employer into a
class of business, provided that:

a. Thecriteriaare not intended to discourage or prevent acceptance of small employers
applying for a health benefit plan;

b. The criteria are not related to the health status or claim experience of the small
employer;

c. Thecriteriaare applied consistently to al small employers applying for coverage in
the class of business; and
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d. Thesmall employer carrier providesfor the acceptance of al eligiblesmall employers
into one or more classes of business. The provisions of this paragraph shall not apply to aclass
of business into which the small employer carrier is no longer enrolling new small employers.

2. Hedth benefit plans covering small employers shal comply with the following
provisions:

(1) A health benefit plan shall comply with the provisions of sections 376.450 and
376.451, RSMo.

(2) (a) Except asprovided in paragraph (d) of this subdivision, requirements used by a
small employer carrier in determining whether to provide coverage to a small employer,
including requirementsfor minimum participation of eligibleempl oyeesand minimum employer
contributions, shall be applied uniformly among al small employers with the same number of
eligible employees applying for coverage or receiving coveragefrom the small employer carrier.

(b) A small employer carrier shall not requireaminimum participationlevel greater than:

a. One hundred percent of eligible employees working for groups of three or less
employees; and

b. Seventy-five percent of eligible employeesworking for groups with more than three
employees.

(c) Inapplying minimum participation requirements with respect to a small employer,
a small employer carrier shall not consider employees or dependents who have qualifying
existing coverage in determining whether the applicable percentage of participation is met.

(d) A small employer carrier shall not increase any requirement for minimum employee
participation or modify any requirement for minimum employer contribution applicable to a
small employer at any time after the small employer has been accepted for coverage.

(3 (& If asmal employer carrier offers coverage to a smal employer, the small
employer carrier shall offer coverage to all of the eligible employees of a small employer and
their dependents who apply for enroliment during the period in which the employee first
becomes eligible to enroll under the terms of the plan. A small employer carrier shall not offer
coverage to only certain individuals or dependentsin asmall employer group or to only part of
the group.

(b) A small employer carrier shall not modify a health benefit plan with respect to a
small employer or any eligible employee or dependent through riders, endorsements or
otherwise, to restrict or exclude coverage for certain diseases or medical conditions otherwise
covered by the health benefit plan.

(c) An digible employee may choose to retain their individually underwritten health
benefit plan at the time such eligible employee is entitled to enroll in a small employer health
benefit plan. If the eligible employeeretainstheir individually underwritten health benefit plan,
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asmall employer may provideadefined contribution through the establishment of acafeterial25
plan or health reimbur sement arrangement under section [379.953] 376.453, RSMo. Small
employers shall establish an equal amount of defined contribution for all plans. If an eligible
employee retains their individually underwritten health benefit plan under this subdivision, the
provisionsof sections 379.930to 379.952 shall not apply to theindividually underwritten health
benefit plan.

3. (1) Subject to subdivision (3) of this subsection, a small employer carrier shall not
be required to offer coverage or accept applications pursuant to subsection 1 of this sectionin
the case of the following:

(@ To asmall employer, where the small employer is not physically located in the
carrier's established geographic service areg;

(b) Toanemployee, when the employee doesnot live, work or residewithinthecarrier's
established geographic service area; or

(c) Within an area where the small employer carrier reasonably anticipates, and
demonstrates to the satisfaction of the director, that it will not have the capacity within its
established geographic service areato deliver service adequately to the members of such groups
because of its obligations to existing group policyholders and enrollees.

(2) A small employer carrier that cannot offer coverage pursuant to paragraph (c) of
subdivision (1) of this subsection may not offer coveragein the applicable areato new cases of
employer groups with more than fifty eligible employees or to any small employer groups until
the later of one hundred eighty days following each such refusal or the date on which the carrier
notifies the director that it has regained capacity to deliver services to small employer groups.

(3) A small employer carrier shall apply the provisions of this subsection uniformly to
all small employers without regard to the claims experience of a small employer and its
employeesand their dependentsor any health status-rel ated factor rel ating to such employeesand
their dependents.

4. A small employer carrier shall not berequired to provide coverageto small employers
pursuant to subsection 1 of this section for any period of time for which the director determines
that requiring the acceptance of small employersin accordance with the provisionsof subsection
1 of this section would place the small employer carrier in afinancially impaired condition, and
the small employer is applying this subsection uniformly to all small employers in the small
group market in this state consistent with applicable state law and without regard to the claims
experience of a small employer and its employees and their dependents or any health
status-related factor relating to such employees and their dependents.
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379.952. 1. Each small employer carrier shall actively market all health benefit plans
sold by the carrier in the small group market to eligible employersin the state, except for plans
developed for health benefit trust funds.

2. (1) Except asprovidedinsubdivision (2) of thissubsection, no small employer carrier
or agent or broker shall, directly or indirectly, engage in the following activities:

(&) Encouraging or directing small employers to refrain from filing an application for
coverage with the small employer carrier because of the health status, claims experience,
industry, occupation or geographic location of the small employer;

(b) Encouraging or directing small employers to seek coverage from another carrier
because of the health status, claims experience, industry, occupation or geographic location of
the small employer.

(2) Theprovisions of subdivision (1) of this subsection shall not apply with respect to
information provided by a small employer carrier or agent or broker to a small employer
regarding the established geographic service area or a restricted network provision of a small
employer carrier.

3. (1) Except asprovidedinsubdivision (2) of thissubsection, no small employer carrier
shall, directly or indirectly, enter into any contract, agreement or arrangement with an agent or
broker that providesfor or resultsin the compensation paid to an agent or broker for the sale of
a health benefit plan to be varied because of the health status, claims experience, industry,
occupation or geographic location of the small employer.

(2) Subdivision (1) of this subsection shall not apply with respect to a compensation
arrangement that provides compensation to an agent or broker on the basis of percentage of
premium, provided that the percentage shall not vary because of the hedth status, claims
experience, industry, occupation or geographic area of the small employer.

4. A small employer carrier shall provide reasonable compensation, as provided under
the plan of operation of the program, to an agent or broker, if any, for the sale of a[basic or
standard] small employer health benefit plan.

5. No small employer carrier shall terminate, fail to renew or limit its contract or
agreement of representation with an agent or broker for any reason related to the health status,
claimsexperience, occupation, or geographiclocation of the small empl oyersplaced by the agent
or broker with the small employer carrier.

6. No small employer carrier or producer shall induce or otherwise encourage a small
employer to separate or otherwise exclude an employee from health coverage or benefits
provided in connection with the empl oyee'semployment; except that, acarrier may offer apolicy
toasmall employer that chargesareduced premium rate or deductiblefor employeeswho do not
smoke or use tobacco products, and such carrier shall not be considered in violation of sections
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379.930t0 379.952 or any unfair trade practice, asdefined in section [379.936] 375.936, RSM o,
evenif only some small employers el ect to purchase such apolicy and other small employersdo
not.

7. Denia by a smal employer carrier of an application for coverage from a small
employer shall be in writing and shall state the reason or reasons for the denia with specificity.

8. Thedirector may promulgate rulessetting forth additional standardsto providefor the
fair marketing and broad availability of health benefit plans to small employersin this state.

9. (1) A violation of this section by a small employer carrier or a producer shall be an
unfair trade practice under sections 375.930 to 375.949, RSMo.

(2) If asmall employer carrier enters into a contract, agreement or other arrangement
with athird-party administrator to provide administrative marketing or other services related to
the offering of health benefit plansto small employersin this state, the third-party administrator
shall be subject to this section asif it were asmall employer carrier.

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
376.960 to 376.991, RSMo, that is determined by the department of insurance, financial
institutions and professional registration to meet the minimum benefit design contained
in the federal waiver authorizing theinsure Missouri program.

2. Thereishereby established within thedepartment of social servicesthe" Insure
Missouri Program” toprovidehealth carecoveragethrough theprivateinsurancemarket
to low-income working adults residing in this state. The department shall apply to the
United States Department of Health and Human Servicesfor approval of a Section 1115
demonstration waiver to develop and implement the program. Such submitted waiver
shall include but not be limited to:

(1) A provisionthat allowsfor transitional participationintheprogram asset forth
in subsection 3 of section 6 of thisact; and
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(2) For uninsurable individuals receiving coverage through the state's health
insurance pool, a provision that allowsfor:

(a) Federal participation moneystobeused toprovidesuch 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 afederal waiver under subsection
2 of thissection, the department shall submit the proposed application for such waiver to
thejoint committee on 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
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 eligiblefor participation under the program aslong asthey are
otherwise eligible for participation in the program and their incomes do not exceed two
hundred twenty-five per cent of the federal poverty level.

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

(1) Quality of carestandards,

(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€digiblefor participationintheprogramif the
individual meetsthe following requirements:
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(1) Theindividual isat least nineteen years 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 exceedsthemaximum income
for eligibility for Temporary Assistance for Needy Families (TANF) benefits.

2. Thefollowingindividuals shall not be éligible for the program:

(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 iseligible
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;
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(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; 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 services covered 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 toencour 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.

4. The program shall, subject to appropriations, provide to an individual who
participatesin the program alist of health care services that qualify as preventive care
services for the age, gender, and preexisting conditions of the individual. The program
shall consult with the federal U.S. Preventive Services Task Force for a list of
recommended preventive car e services.

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.
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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 theindividual'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.

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 towar dsthe payment of any premiumsfor coverage of the
employee under the program.

Section 5. 1. Anindividual'sparticipation 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 the department to participatein the program,
contribute to an individual insure Missouri account the lesser of the following:

(8) Onethousand dollars per 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 the following applicable percentage of the individual's annual
household income per year, lessany amountspaid under the M O HealthNet program, the
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children'shealth insurance program, and the M edicar e 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 percent of the federal poverty level;

c. Threepercent of theannual household income per year if theindividual hasan
annual household incomeof mor ethan onehundred twenty-five per cent and not mor ethan
one hundred fifty percent of the federal poverty level;

d. Four percent of theannual household income per year if theindividual hasan
annual household income of mor e than one hundred fifty percent and not more than 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 tothe 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 anindividual 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 whoisapproved to participateintheprogramiseligible
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 is€ligiblefor transitional participation under subsection 3 of
this section.
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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 theprogram shall terminateif hisor her incomeexceeds
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 same manner established under the program in accordance with sections
1to 8 of thisact.

4. Any moneysremainingin anindividual 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 eligible 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 is denied coverage
under two qualified plansavailablein the privateindividual 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.
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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
participants igiblefor federal participation.

5. The department of social services, in consultation and coordination with the
department of insurance, financial institutionsand pr ofessional registr ation and theboard
of directors for the health insurance pool, shall ensure that individuals approved for
participation in the program are ableto seek and obtain health insurance coverage under
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
insurancepool 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 thegeneral assembly pursuant to chapter 536, RSM o,
toreview, 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 the effective date of this section shall beinvalid and void.

7. No more than eighty-five percent of the individuals covered by any qualified
insurance plan shall be members covered under theinsure Missouri program.

Section 8. Thedepartment of social servicesshall promulgaterulesand regulations
for theimplementation of sections 1to 8 of thisact. Any ruleor portion of arule, asthat
termisdefined in section 536.010, RSM o, that iscreated under theauthority 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, arenonseverableand if any of thepower svested with
thegeneral assembly pursuant to chapter 536, RSMo, toreview, todelay theeffectivedate,
or to disapprove and annul arule are subsequently held unconstitutional, then the grant
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of rulemaking authority and any rule proposed or adopted after the effective date of
sections 1 to 8 of thisact shall beinvalid and void.

Section 9. The provisions of section 208.227, RSM o, shall apply to any additional
geographicareasof thestateor populationscover ed and designated after theeffectivedate
of thissection toreceiveM O HealthNet benefitsthrough ahealth improvement plan other
than fee-for-service.

Section 10. The professional services payment committee created by section
208.197, RSMo, shall review and make recommendationsto the MO HealthNet division
regarding standards and policies for denying or withholding payment to a health care
provider for treatment costs associated with preventable errors, injuries and infections
occurringunder that provider'scare. Therecommendationsshall includealist of medical
incidents proposed to be included in the payment prohibition, which shall include those
incidentsfor which thefederal Centersfor Medicareand Medicaid Serviceswill not make
payment under the Medicare program or all or some serious reportable eventsin health
careasdefined in section 197.551, RSMo. Such recommendationsshall be completed and
issued by the committee to the division by December 31, 2008, or six months after the
committeeis appointed with the advice and consent of the senate, whichever occurslater.
After reviewing the recommendations of the committee, the MO HealthNet division may
promulgate regulations pursuant to chapter 536, RSMo, to implement such payment
restrictions.

Section 11. Any health benefit plan as defined in section 376.1350, RSMo, third
party administrator, administrativeserviceor ganization, and phar macy benefitsmanager,
shall processand pay all properly submitted medical assistancesubrogation claimsor MO
HealthNet subrogation claimsfor a period of threeyearsfrom the date the serviceswere
provided or render ed, regar dlessof any other timely filingrequir ement otherwiseimposed
by such entity and the entity shall not deny such claimson the basis of thetype or format
of theclaim form, or afailureto present proper documentation of coverage at the point of
sale.

Section 12. Inimplementingtheprovisionsrelated to cover ageof theuninsured and
paymentsto providersfor providing caretotheuninsured under sections1to 8 of thisact
and under the MO HealthNet program, the MO HealthNet division shall take into
consideration the special needs of Missouri's Tier | Safety Net providersso that they are
not disproportionately impacted by rulespromulgated by thedivision asit implementsthe
provisions of such programs.

[143.113. 1. For all taxable years beginning on or after January 1, 2000,
an individual taxpayer who is an employee within the meaning of Section
401(c)(1) of theInternal Revenue Code of 1986, asamended, shall beallowed to
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subtract from the taxpayer's Missouri adjusted gross income to determine
Missouri taxable income an amount equal to the amount which the taxpayer has
paid during the taxable year for insurance which constitutes medical carefor the
taxpayer, the taxpayer's spouse, and dependents to the extent that such amounts
qualify as deductible pursuant to Section 162(1) of the Internal Revenue Code of
1986, as amended, for the same taxable year, and shall only be deductible to the
extent that such amounts are not deducted on the taxpayer's federal income tax
return for that taxable year.

2. Thedirector of the department of revenue shall promulgate rules and
regulations to administer the provisions of this section. No rule or portion of a
rule promulgated pursuant to the authority of this section shall become effective
unlessit hasbeen promul gated pursuant to the provisions of chapter 536, RSMo.]

[191.400. 1. Thereis hereby created a "State Board of Health" which
shall consist of seven members, who shall be appointed by the governor, by and
with the advice and consent of the senate. No member of the state board of
health shall hold any other office or employment under the state of Missouri other
than inaconsulting status relevant to the member's professional status, licensure
or designation. Not more than four of the members of the state board of health
shall be from the same political party.

2. Each member shall be appointed for aterm of four years; except that
of the membersfirst appointed, two shall be appointed for aterm of oneyear, two
for aterm of two years, two for aterm of three years, and one for aterm of four
years. The successors of each shall be appointed for full termsof four years. No
person may serveon the state board of health for morethan twoterms. Theterms
of all membersshall continueuntil their successorshave been duly appointed and
qgualified. Three of the persons appointed to the state board of health shall be
persons who are physicians and surgeons licensed by the state board of
registration for the healing arts of Missouri. One of the persons appointed to the
state board of health shall be adentist licensed by the Missouri dental board. One
of the persons appointed to the state board of health shall be a chiropractic
physician licensed by the Missouri state board of chiropractic examiners. Two
of the persons appointed to the state board of health shall be persons other than
those licensed by the state board of registration for the healing arts, the Missouri
dental board, or the Missouri state board of chiropractic examiners and shall be
representative of those persons, professions and businesses which are regulated
and supervised by the department of health and senior services and the state
board of health. If avacancy occursin the appointed membership, the governor
may appoint amember for the remaining portion of the unexpired term created
by the vacancy. If the vacancy occurs while the senate is not in session, the
governor shall make a temporary appointment subject to the approval of the
senate when it next convenes. The members shall receive actual and necessary
expenses plus twenty-five dollars per day for each day of actual attendance.
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3. The board shall elect from among its membership a chairperson and
avice chairperson, who shall act as chairpersonin hisor her absence. Theboard
shall meet at the call of the chairperson. The chairperson may call meetings at
such times as he or she deemsadvisable, and shall call ameeting when requested
to do so by three or more members of the board.]

[192.014. Thestate board of health shall advise the department of health
and senior servicesin the:

(1) Promulgation of rulesand regulationsby the department of health and
senior services. At least sixty daysbeforetherulesand regulations prescribed by
the department or any subsequent changesin them become effective, acopy shall
be filed in the office of the secretary of state. All rules and regulations
promulgated by the department shall, as soon as practicable after their adoption,
be submitted to the general assembly. The rules and regulations shall continue
in force and effect until disapproved by the general assembly;

(2) Formulation of the budget for the department of health and senior
Services,

(3) Planning for and operation of the department of health and senior
services)

[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. Hedlth 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 lossesfor
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
of al premiums, subscriber contract chargeswritten in the state and one hundred
ten percent of all 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
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section by afraction, the numerator of which equals one hundred ten percent of
the benefitspaid by that insurance arrangement on behal f 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 |osses and administrative expenses of 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 among 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 inthe 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
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 this law.]

[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
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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 aternative assessment approaches to the current assessment method
employed in section 376.975. In addition to studying alternative financing
mechanisms employed by other state high-risk pools, the board shall explorethe
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. Theboard of directors of the state health insurance pool
shall submit areport of itsfindings and recommendations to each member of the
genera assembly no later than January 1, 2008.]

[660.062. 1. Thereishereby created a"State Board of Senior Services'
which shall consist of seven members, who shall be appointed by the governor,
by and with the advice and consent of the senate. No member of the state board
of senior services shall hold any other office or employment under the state of
Missouri other than in a consulting status relevant to the member's professional
status, licensure or designation. Not more than four of the members of the state
board of senior services shall be from the same political party.

2. Each member shall be appointed for aterm of four years; except that
of the membersfirst appointed, two shall be appointed for aterm of oneyear, two
for aterm of two years, two for aterm of three years and one for aterm of four
years. The successors of each shall be appointed for full termsof four years. No
person may serve on the state board of senior services for more than two terms.
The terms of all members shall continue until their successors have been duly
appointed and qualified. One of the persons appointed to the state board of
senior services shall be a person currently working in the field of gerontology.
One of the persons appointed to the state board of senior services shall be a
physician with expertise in geriatrics. One of the persons appointed to the state
board of senior services shall be a person with expertise in nutrition. One of the
persons appointed to the state board of senior services shall be a person with
expertise in rehabilitation services of persons with disabilities. One of the
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persons appointed to the state board of senior services shall be a person with
expertisein mental health issues. 1n making thetwo remaining appointments, the
governor shall give consideration to individuals having a specia interest in
gerontology or disability-related issues, including senior citizens. Four of the
seven members appointed to the state board of senior services shall be members
of the governor's advisory council on aging. If avacancy occursin the appointed
membership, the governor may appoint a member for the remaining portion of
the unexpired term created by the vacancy. Themembersshall receive actual and
necessary expenses plus twenty-five dollars per day for each day of actual
attendance.

3. The board shall elect from among its membership a chairman and a
vice chairman, who shall act aschairmanin hisor her absence. The board shall
meet at the call of the chairman. The chairman may call meetings at such times
as he or she deems advisable, and shall call a meeting when requested to do so
by three or more members of the board.

4. Thestate board of senior servicesshall advisethe department of health
and senior servicesin the:

(1) Promulgation of rulesand regulations by the department of health and
senior services,

(2) Formulation of the budget for the department of health and senior
services; and

(3) Planning for and operation of the department of health and senior
services]

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 the immediate 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,
376.975, 376.980, 376.984, and 376.990 of section A of thisact shall become effective January
1, 2009.
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