M SSI SSI PPl LEQ SLATURE REGULAR SESSI ON 2005

By: Representative Bentz To: Public Health and Hunman
Servi ces; |nsurance

HOUSE BI LL NO. 1374

1 AN ACT TO PROVI DE FOR THE REGULATI ON AND LI CENSURE OF HEALTH
2 CARE SERVI CE PLANS BY THE DEPARTMENT OF | NSURANCE; TO PROVI DE FOR
3 THE PAYMENT OF MEDI CAL PROVI DER CLAI M5 BY A HEALTH CARE SERVI CE

4 PLAN AND THE RESCLUTI ON OF CLAI M5 DI SPUTES; TO PROVI DE FOR

5 I NTEREST TO ACCRUE | F AN UNCONTESTED MEDI CAL PROVI DER CLAI M | S NOT
6 REI MBURSED BY THE PLAN W THI N A PRESCRI BED Tl ME PERI OD; TO

7 PROH BIT A HEALTH CARE SERVI CE PLAN FROM ENGAG NG I N AN UNFAI R

8 PAYMENT PATTERN I N | TS REI MBURSEMENT OF A MEDI CAL PROVI DER;, TO

9 AUTHORI ZE THE COWM SSI ONER OF | NSURANCE TO | MPOSE SANCTI ONS ON THE
10 PLAN FOR ENGAG NG I N AN UNFAI R PAYMENT PATTERN; AND FOR RELATED
11  PURPCSES.

12 BE | T ENACTED BY THE LEG SLATURE OF THE STATE OF M SSI SSI PPI
13 SECTION 1. The Legislature finds and declares the foll ow ng:
14 (a) Health care services nust be available to citizens
15 w thout unnecessary adm nistrative procedures, interruptions or

16 del ays.

17 (b) The billing by providers and the handling of clains
18 by health care service plans are essential conponents of the

19 health care delivery process and can be nmade nore effective and

20 efficient.

21 (c) The present system of clains subm ssion by

22 providers and the processing and paynent of those clains by health
23 care service plans are conplex and are in need of reformin order
24 to facilitate the pronpt and efficient subm ssion, processing and
25 paynment of clains. Providers and health care service plans both
26 recogni ze the problens in the current systemand that there is an
27 urgent need to resolve these matters.

28 (d) To ensure that health care service plans and

29 providers do not engage in patterns of unacceptable practices, the
30 Departnent of Insurance should be authorized to assist in the
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devel opment of a new and nore efficient systemof clains
subm ssi on, processing, and paynent.

SECTION 2. Each health care service plan and, if applicable,

each specialized health care service plan shall neet the foll ow ng
requi renents:

(a) Al facilities located in this state including, but
not limted to, clinics, hospitals and skilled nursing facilities
to be utilized by the plan shall be licensed by the State Board of
Heal th, where licensure is required by law. Facilities not
| ocated in this state shall conformto all licensing and ot her
requi renents of the jurisdiction in which they are | ocated.

(b) Al personnel enployed by or under contract to the
pl an shall be licensed or certified by their respective board or
agency, where licensure or certification is required by | aw

(c) Al equipnment required to be |icensed or registered
by | aw shall be so licensed or registered and the operating
personnel for that equi pnment shall be licensed or certified as
requi red by | aw.

(d) The plan shall furnish services in a manner
providing continuity of care and ready referral of patients to
other providers at tinmes as nmay be appropriate consistent with
good professional practice.

(e) (i) Al services shall be readily avail able at
reasonable times to all enrollees. To the extent feasible, the
pl an shall make all services readily accessible to all enrollees.

(i11) To the extent that tel enedicine services are
appropriately provided through tel enedicine, these services
shal |l be considered in determ ning conpliance with this act.

(f) The plan shall enploy and utilize allied health
manpower for the furnishing of services to the extent permtted by
| aw and consistent with good nedical practice.

(g) The plan shall have the organi zational and

adm ni strative capacity to provide services to subscribers and
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enroll ees. The plan shall be able to denponstrate to the
departnent that nedical decisions are rendered by qualified
nmedi cal providers, unhindered by fiscal and adm nistrative
managenent .

(h) (i) Al contracts with subscribers and enroll ees,
i ncluding group contracts, and all contracts with providers, and
ot her persons furnishing services, equipnment, or facilities to or
in connection with the plan, shall be fair, reasonable and
consistent wwth the objectives of this chapter. Al contracts
Wi th providers shall contain provisions requiring a fast, fair and
cost-effective dispute resolution nechani smunder which providers
may submt disputes to the plan and requiring the plan to inform
its providers upon contracting with the plan, or upon change to
t hese provisions, of the procedures for processing and resol ving
di sputes, including the |location and tel ephone nunber where
i nformation regardi ng di sputes nmay be submtted.

(i1i) Each health care service plan shall ensure
that a dispute resolution nechanismis accessible to
noncontracting providers for the purpose of resolving billing and
cl ai ms di sputes.

(iiti) On and after January 1, 2006, each health
care service plan shall annually submt a report to the departnent
regarding its dispute resolution mechanism The report shal
i nclude information on the nunber of providers who utilized the
di spute resol ution nechanismand a summary of the disposition of
t hose di sputes.

(1) Each health care service plan contract shal
provi de to subscribers and enrollees all of the basic health care
servi ces, except that the Insurance Conm ssioner may, for good
cause, by rule or order exenpt a plan contract or any cl ass of
pl an contracts fromthat requirenent. The |Insurance Conm ssioner
shall by rule define the scope of each basic health care service

whi ch health care service plans shall be required to provide as a
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m ni mum for |icensure under this chapter. Nothing in this chapter
shall prohibit a health care service plan from charging
subscri bers or enrollees a copaynent or a deductible for a basic
health care service or fromsetting forth, by contract,
limtations on naxi mum coverage of basic health care services,
provi ded that the copaynents, deductibles, or limtations are
reported to, and hel d unobjectionable by, the Insurance
Comm ssioner and set forth to the subscriber or enroll ee.

Nothing in this section shall be construed to permt the
| nsurance Conmm ssioner to establish the rates charged subscribers
and enrollees for contractual health care services.

SECTION 3. A health care service plan, including a

speci alized health care service plan, shall reinburse clains or
any portion of any claim whether in state or out of state, as
soon as practical, but no later than thirty (30) working days
after receipt of the claimby the health care service plan, or, if
the health care service plan is a health mai nt enance organi zati on,
forty-five (45) working days after receipt of the claim
by the health care service plan, unless the claimor portion
thereof is contested by the plan in which case the clainmant shal
be notified, in witing, that the claimis contested or denied,
within thirty (30) working days after receipt of the claimby the
health care service plan, or if the health care service plan is a
heal t h mai nt enance organi zation, forty-five (45) working days
after receipt of the claimby the health care service plan. The
notice that a claimis being contested shall identify the portion
of the claimthat is contested and the specific reasons for
contesting the claim

I f an uncontested claimis not reinbursed by delivery to the
claimants' address of record within the respective thirty (30) or
forty-five (45) working days after receipt, interest shall accrue

at the rate of fifteen percent (15% per annum beginning with the
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first calendar day after the thirty (30) or forty-five (45)
wor ki ng day period. A health care service plan shal
automatically include in its paynent of the claimall interest

t hat has accrued pursuant to this section wthout requiring the
claimant to submt a request for the interest anobunt. Any plan
failing to conply wwth this requirenent shall pay the claimant a
ten dollar ($10.00) fee.

For the purposes of this section, a claim or portion
thereof, is reasonably contested where the plan has not received
the conpleted claimand all information necessary to determ ne
payer liability for the claimor has not been granted reasonabl e
access to information concerning provider services. Information
necessary to determ ne payer liability for the claimincludes, but
is not limted to, reports of investigations concerning fraud and
m srepresentation, and necessary consents, releases and
assignnents, a claimon appeal or other information necessary for
the plan to determ ne the nedical necessity for the health care
servi ces provided.

If a claimor portion thereof is contested on the basis that
the plan has not received all information necessary to determ ne
payer liability for the claimor portion thereof and notice has
been provided pursuant to this section, then the plan shall have
thirty (30) working days or, if the health care service plan is a
heal t h mai nt enance organi zation, forty-five (45) working days
after receipt of this additional information to conplete
reconsi deration of the claim |If a plan has received all of the
i nformati on necessary to determ ne payer liability for a contested
claimand has not reinbursed a claimit has determ ned to be
payable within thirty (30) working days of the receipt
of that information, or if the plan is a health maintenance
organi zation, within forty-five (45) working days of receipt of
that information, interest shall accrue and be payable at a rate

of fifteen percent (15% per annum beginning with the first
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cal endar day after the thirty (30) or forty-five (45) working day
peri od.

The obligation of the plan to conply with this section shal
not be deened to be waived when the plan requires its nedical
groups, independent practice associations or other contracting
entities to pay clains for covered services.

SECTION 4. (1) A health care service plan, including a

speci alized health care service plan, shall reinburse each
conplete claim or portion thereof, whether in state or out of
state, as soon as practical, but no later than thirty (30) working
days after receipt of the conplete claimby the health care
service plan, or if, the health care service plan is a health
mai nt enance organi zation, forty-five (45) working days
after receipt of the conplete claimby the health care service
pl an. However, a plan may contest or deny a claim or portion
thereof, by notifying the claimant, in witing, that the claimis
contested or denied, within thirty (30) working days after receipt
of the claimby the health care service plan, or if the health
care service plan is a health maintenance organi zation, forty-five
(45) working days after receipt of the claimby the health care
service plan. The notice that a claim or portion thereof, is
contested shall identify the portion of the claimthat is
contested, by revenue code, and the specific information
needed fromthe provider to reconsider the claim The notice that
a claim or portion thereof, is denied shall identify the portion
of the claimthat is denied, by revenue code, and the specific
reasons for the denial. A plan may del ay paynent of an
uncontested portion of a conplete claimfor reconsideration of a
contested portion of that claimso |long as the plan pays those
charges specified in subsection (2) of this section.

(2) If a conplete claim or portion thereof, that is neither
contested nor denied, is not reinbursed by delivery to the

claimant's address of record within the respective thirty (30) or
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forty-five (45) working days after receipt, the plan shall pay the
greater of fifteen dollars ($15.00) per year or interest at the
rate of fifteen percent (15% per annum beginning with

the first calendar day after the thirty (30) or forty-five (45)
wor ki ng day period. A health care service plan shal

automatically include the Fifteen Dollars ($15.00) per year or
interest due in the paynent nmade to the claimant, w thout
requiring a request therefor.

(3) For the purposes of this section, a claim or portion
thereof, is reasonably contested if the plan has not received the
conpleted claim A paper claimfroman institutional provider
shal |l be deened conpl ete upon subm ssion of a | egible energency
departnent report and a conpleted UB 92 or other format adopted by
the National UniformBilling Commttee and reasonabl e rel evant
information requested by the plan within thirty (30) working days
of receipt of the claim An electronic claimfrom an
institutional provider shall be deenmed conpl ete upon subm ssion of
an electronic equivalent to the UB 92 or other format adopted by
the National UniformBilling Commttee, and reasonabl e rel evant
information requested by the plan within thirty (30) working days
of receipt of the claim However, if the plan requests
a copy of the energency departnent report within the thirty (30)
wor ki ng days after receipt of the electronic claimfromthe
institutional provider, the plan may al so request additi onal
reasonabl e relevant information within thirty (30) working days of
recei pt of the energency departnent report, at which tine the
claimshall be deened conplete. A claimfroma professional
provi der shall be deenmed conpl ete upon subm ssion of a conpleted
HCFA 1500 or its electronic equivalent or other format adopted by
the National UniformBilling Commttee, and reasonabl e rel evant
information requested by the plan within thirty (30) working days

of receipt of the claim The provider shall provide the
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pl an reasonabl e relevant information within ten (10) working days
of receipt of a witten request that is clear and specific
regarding the information sought. |If, as a result of review ng
t he reasonabl e relevant information, the plan requires further
information, the plan shall have an additional fifteen (15)
wor ki ng days after receipt of the reasonable rel evant information
to request the further information, notwi thstanding any time limt
to the contrary in this section, at which tinme the claimshall be
deened conpl et e.

(4) This section shall not apply to clainms about which there
is evidence of fraud and m srepresentation, to eligibility
determ nations, or in instances where the plan has not been
granted reasonabl e access to information under the provider's
control. A plan shall specify, in a witten notice sent to the
provider within the respective thirty (30) or forty-five (45)
wor ki ng days of receipt of the claim which, if any, of these
exceptions applies to a claim

(5 If aclaimor portion thereof is contested on the basis
that the plan has not received information reasonably necessary to
determ ne payer liability for the claimor portion thereof, then
the plan shall have thirty (30) working days or, if the health
care service plan is a health maintenance organi zation, forty-five
(45) working days after receipt of this additional information to
conpl ete reconsideration of the claim |If a claim or portion
t hereof , undergoi ng reconsi deration is not reinbursed by delivery
to the claimant's address of record within the respective thirty
(30) or forty-five (45) working days after receipt of the
additional information, the plan shall pay the greater of Fifteen
Dol lars ($15.00) per year or interest at the rate of fifteen
percent (15% per annum beginning with the first cal endar day
after the thirty (30) or forty-five (45) working day period. A

health care service plan shall automatically include the Fifteen

H B. No. 1374 *HR12/R1768*
05/ HR12/ R1768
PAGE 8 (MB\DO



259
260
261
262
263
264
265
266
267
268
269
270
271
272
273
274
275
276
277
278
279
280
281
282
283
284
285
286
287
288
289
290
291

Dol lars ($15.00) per year or interest due in the paynent nade to
the claimant, without requiring a request therefor.

(6) The obligation of the plan to conply with this section
shall not be deened to be waived when the plan requires its
nmedi cal groups, independent practice associations, or other
contracting entities to pay clains for covered services. This
section shall not be construed to prevent a plan from assigning,
by a witten contract, the responsibility to pay interest and late
charges pursuant to this section to nedical groups, independent
practice associations, or other entities.

(7) A plan shall not delay paynent on a claimfroma
physi ci an or other provider to await the subm ssion of a claim
froma hospital or other provider, without citing specific
rationale as to why the delay was necessary and providing a
nont hly update regarding the status of the claimand the plan's
actions to resolve the claim to the provider that submtted the
claim

(8 A health care service plan shall not request or require
that a provider waive its rights pursuant to this section.

(9) This section shall not apply to capitated paynents.

(10) This section shall apply only to clains for services
rendered to a patient who was provi ded energency services and
care.

(11) This section shall not be construed to affect the
rights or obligations of any person pursuant to Section (3) of
this act.

(12) This section shall not be construed to affect a witten
agreenent, if any, of a provider to submt bills within a
specified tinme period.

SECTION 5. (1) A health care service plan shall not deny

paynment of a claimon the basis that the plan, nedical group,

i ndependent practice association or other contracting entity did
not provide authorization for health care services that were
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provided in a licensed acute care hospital and that were rel ated
to services that were previously authorized, if all of the
foll ow ng conditions are net:

(a) It was nedically necessary to provide the services
at the tine.

(b) The services were provided after the plan's nornal
busi ness hours.

(c) The plan does not maintain a systemthat provides
for the availability of a plan representative or an alternative
means of contact through an electronic system including voicemail
or electronic mail, whereby the plan can respond to a request for
authorization within thirty (30) mnutes of the tine that a
request was nade.

(2) This section shall not apply to investigational or
experinental therapies, or other noncovered services.

SECTION 6. (1) A health care service plan is prohibited

fromengaging in an unfair paynent pattern, as defined in this
section.
(2) Consistent with Section 8(1) of this act, the
| nsurance Conm ssioner nmay investigate a health care service plan
to determi ne whether it has engaged in an unfair paynent pattern
(3) An "unfair paynent pattern,” as used in this section,
means any of the follow ng:

(a) Engaging in a denonstrable and unjust pattern, as
defined by the departnent, of review ng or processing conplete and
accurate clains that results in paynent del ays.

(b) Engaging in a denonstrable and unjust pattern, as
defined by the departnent, of reducing the anount of paynent or
denyi ng conpl ete and accurate cl ai ns.

(c) Failing on a repeated basis to pay the uncontested
portions of a claimwthin the time frames specified in Section 3

or 4 of this act.
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(d) Failing on a repeated basis to automatically
include the interest due on clainms under Section 3 of this act.

(4) (a) Upon a final determ nation by the Insurance
Comm ssioner that a health care service plan has engaged in an
unfair paynent pattern, the Insurance Conm ssioner nmay:

(1) Inpose nonetary penalties as permtted under
this chapter.

(ii1) Require the health care service plan for a
period of three (3) years fromthe date of the Insurance
Comm ssioner's determnation, or for a shorter period prescribed
by the Insurance Conm ssioner, to pay conplete and accurate
claims fromthe provider within a shorter period of tinme than that
requi red by Section 3 of this act. The provisions of this
subpar agraph shall not becone operative until January 1, 2006.

(tit) Include a claimfor costs incurred by the
departnment in any admnistrative or judicial action, including
i nvestigative expenses and the cost to nonitor conpliance by the
pl an.

(b) For any overpaynent nade by a health care service
pl an while subject to the provisions of this section, the provider
shall remain liable to the plan for repaynent.

(5) The enforcenent renedies provided in this section are
not exclusive and shall not limt or preclude the use of any
otherwi se available crimnal, civil or adm nistrative renedy.

(6) The penalties set forth in this section shall not
precl ude, suspend, affect or inpact any other duty, right,
responsibility or obligation under a statute or under a contract
between a health care service plan and a provider.

(7) A health care service plan may not del egate any
statutory liability under this section.

(8) For the purposes of this section, "conplete and accurate
claint has the sane neaning as that provided in the regul ations

adopt ed by the departnent under Section 7(1) of this act.
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(9) On or before Decenber 31, 2006, the Departnent of
I nsurance shall report to the Legislature and the Governor
information regardi ng the devel opment of the definition of "unjust
pattern” as used in this section. This report shall include, but
not be limted to, a
description of the process used and a |list of the parties invol ved
in the departnment's devel opnent of this definition as well as
recommendations for statutory adoption.

(10) The Departnent of I|nsurance shall nake avail abl e upon
request and on its website, information regarding actions taken
under this section, including a description of the activities that
were the basis for the action.

SECTION 7. (1) The Departnent of Insurance shall, on or

before July 1, 2006, adopt regul ations that ensure that plans have
adopted a di spute resol ution nmechani sm pursuant to paragraph (h)
of Section 2 of this act. The regulations shall require that any
di spute resolution nechanismof a plan is fair, fast and cost
effective for contracting and noncontracting providers and define
the term"conplete and accurate claim including attachnments and
suppl enental information or docunentation."”

(2) On or before Decenber 31, 2006, the departnent shal
report to the Governor and the Legislature its recommendations for
any additional statutory requirenents relating to plan and
provi der dispute resol ution nechani sns.

SECTION 8. (1) Providers may report to the Departnent of

| nsurance instances in which the provider believes a plan is
engagi ng in an unfair paynent pattern.
(2) Plans may report to the Departnent of I|nsurance
i nstances in which the plan believes a provider is engaging in an
unfair billing pattern.
(a) "Unfair billing pattern” neans engaging in a

denonstrabl e and unjust pattern of unbundling of clains, upcoding
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of clainms or other denonstrable and unjustified billing patterns,
as defined by the Departnent of I|nsurance.

(b) The Departnent of I|Insurance shall convene
appropriate state agencies to make recomrendati ons by July 1,
2006, to the Legislature and the Governor for the purpose of
devel oping a systemfor responding to unfair billing patterns as
defined in this section. This systemshall include a process by
which information is nade available to the public regarding
actions taken against providers for unfair billing patterns and
the activities that were the basis for the action.

(3) On or before Decenber 31, 2006, the departnment shal
report to the Legislature and the Governor information regarding
t he devel opnent of the definition of "unfair billing pattern” as
used in this section. This report shall include, but not be
limted to, a description of the process used and a list of the
parties involved in the departnent's devel opnent of this
definition as well as recommendations for statutory adoption.

SECTION 9. This act shall take effect and be in force from

and after July 1, 2005.
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