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62Q.0'l DEFINITIONS.
[For text of subds [ to 5, see M.S.2000]

Subd. 6. Medicare-related coverage. “Medicare-related coverage” means a policy,
contract, or certificate issued as a supplement to Medicare, regulated under sections
62A.31 to 62A.44, including Mcdicare select coverage; policies, contracts, or certificates
that supplement Medicare issued by health maintenance OIgammtlons or policies,
contracts, or certificates governed by section 1833 (known as “cost” or “FICPP”
contracts) or 1876 (known as “TEFRA” or “risk” contracts) of thc federal Social
Security Act, United States Code, title 42, section 1395, et séq., as amended; or Scction
4001 of the Balanced Budget Act of 1997 (BBA)(Public Law Number 105-33), Sections
1851 to 1859 of the Socml Security Act estdbllshmg part C of the Medicare program,
known as the “Medicare + Choice program.”

History: 2001 ¢ 215 5 26

62Q.03 PROCESS FOR DEFINING, DEVELOPING, AND IMPLEMENTING A RISK
ADJUSTMENT SYSTEM. o
[For text of subd 1, see M.S5.2000]

Subd. Sa. Public programs. (a) A separate risk adjustment system must be
developed for state-run public programs, including medical assistance, general assis-
tance medical care, arid MinpesotaCare. The systém must be developed in accordance
with the general risk adjustment methodologies described in this section, must include
factors in addition to age and scx adjustment, and may include additional demographic
factors, different targeted conditions, and/or differcnt payment amounts for conditions.
The risk adjustment system for public programs must atfempt to reflect the special
needs related to poverty, ‘cultural, or language barriers and other needs oi the public
program population.

(b) The commissioner of human services shall phase in risk adjustmcnt according
to the following schedule:

(1) for the first contract year, no more than ten percent of 1elmbu1scmcnts shall
be risk adjusted: and

(2) for the second contract year, no more than 30 percent of reimbursements shall
be risk adjusted. :

[For text of subds 5b to 12, see M.S.2000/
History: 2001 ¢ 161 s 15
62Q.07 [Repealed, 2001 ¢ 170 s 11]

62Q.075 LOCAL PUBLIC ACCOUNTABILITY AND COLLABORA’I‘ION' PLAN.
Subdivision 1. [Repealed by amendment, 2001 ¢ 171 s 1]
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Subd. 2. Requirement. Beginning October 31, 2004, all health maintenance organi-
zations shall file a plan every four years with the commissioner of health describing the
actions the health maintenance organization intends to take to contribute to achieving
one or more high priority public health. goals. This plan must be jointly developed in
collaboration with the local public health units, and other community organizations
providing health services within the same scrvice area as the health maintenance
organization. Local government units with responsibilities and authority defined under
chapters 145A and 256E may designate individuals to participate in the collaborative
planning with the health maintenance organization to provide expertise and represent
community needs and goals as identified under chapters 145A and 256E. Every other
year, beginning October 31, 2002, all health maintcnance organizations shall file reports
updating progress on the four-year collaboration plan.

Subd. 3. Contents. The plan must address the following:

(1) specific measurement strategies and a description of any activities which
contribute to one or more high priority public health goals;

(2) description of the process by which the health maintenance organization will
coordinate its activities with the community health boards, and other relevant commu-
nity.organizations servicing the same area;

(3) documentation indicating that local public health units and local government
unit designees were involved in the development of the plan; and

(4) documentation of compliance with the plan filed p1ev1ously including data on
the previously identified progress measures.

Subd. 4. Review. Upon receipt of the plan, the commissioner of health shall
provide a copy to the local community health boards, and other relevant community
organizations within the hecalth maintenance organization’s service area. After review-
ing the plan, these community groups may submit written comments on the plan to the
commissioner of health and may advise the commissioner of the health maintenance
organization’s effectiveness in assisting to achieve high priority public health goals. The
plan may be reviewed by the county boards, or city councils acting as a local board of
health in accordance with chapter 145A, within the health maintenance organization’s
service area to determine whether the plan is consistent with the goals and objectives of
the plans required under chapters 145A and 256E and whether the plan meets the
needs of the community. The county board, or applicable city council, may also review
and make recommendations on the availability and accessibility of setvices provided by
the health maintenance organization. The county board, or dpphmble city council, may
submit written comments to the commissioner of health, and may advise the commis-
sioner of the health maintenance organization’s effectiveness in assisting to meet the
needs and goals as defined under the responsibilities of chapters 145A and 256GE.
Copies of these written comments must be provided to the health maintenance
organization. The plan and any comments submitted must be filed with the information
clearinghouse to be distributed to the public.

History: 2001 ¢ 171 s 1

62Q.121 LICENSURE OF MEDICAL DIRECTORS.

(a) No health plan company may employ a person as a medical director unless the
person is licensed as a physician in this state. This section does not apply to a health
plan company that is assessed less than threc percent of the total amount assessed by
the Minnesota comprehensive health association.

(b) For purposes of this section, “medical dircctor” means a physician employed by
a health plan company who has direct decision-making authority, based upon medical
training and knowledge, regarding the health plan company’s medical protocols,
medical policies, or coverage of treatment of a particular enrollee, regardless of the
physician’s title.

(¢) This section applies only to medical directors who make recommendations or
decisions that involve or affect enrollees who live in this state.
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(d) Each health plan company that is subject to this section shall provide the
commissioner with the names and licensure information of its medical directors and
shall provide updates no later than 30 days after any changes ;

History: 1Sp2001 ¢ 9 art 165 6

62Q.137 COVERAGE FOR CHEMICAL DEPENDENCY TREATMENT PROVIDED
BY THE DEPARTMENT OF CORRECTIONS.

(a) Any health plan that provides coverage for chemical dependency. treatment
must cover chemical dependency treatment provided to an enrollee by the department
of corrections while the enrollee is committed to the custody of the commissioner of
corrections following a conviction for a first-degree driving while impdired offense
under section 169A.24 if: (1) a court of competent jurisdiction makes a preliminary
determination based on a chemical use assessment conducted under section 169A.70
that treatment may be appropriate and includes this determination as part of the
scntencing order; and (2) the department of corrections makes a determination based
on a chemical assessment conducted while the individual is in the custody of the
department that treatment is appropriate. Treatment provided by the department of
corrections that meets the requirements of this section shall not be subject to a
separate medical necessity determination under the health plan company’s utilization
review procedures.

(b) The health plan compdny must be given a copy of the court’s prehmmarv
determination and supporting documents and the assessment conducted by the depart-
ment of corrections.

(c) Payment rates for treatment provided by the department of corrections shall
not cxceed the lowest rate for outpatient chemical dependency treatment paid by the
health plan company to a participating provider of the health plan company.

(d) For purposes of this section, chemical dependency treatment means all covered
scrvices that are intended to treat chemical dependency and that are covered by the
enrollee’s health plan or by law.

History: 18p2001 ¢ 9 art 19s 1

NOTE: This scction, as added by Laws 2001, First Special Sewon chapter 9. article 19, section 1, is cffective August 1,
2002, and applics to crimes committed on or after that date. I.aws 2001, First Special Session chapter 9, article 19, section 17.

62Q.19 ESSENTIAL COMMUNITY PROVIDERS.

Subdivision 1. Designation. The commissioner shall designate essential community
providers. The criteria for essential eommumw p10v1der designation shall be the
following:

-(1) a demonstrated -ability to 1nteg1ate dpphcable supporttve and stabilizing
services with medical care for uninsured persons and high-risk and special .needs
populations, underserved, and other special needs populations; and

(2) a commitment to serve low-income -and underserved populatlons by meeting
the following requirements: .

(i) has nonprofit status in accordance with chapter 317A;

- (ii) has tax exempt status in accordance with the Internal Revenue Service Code,
section 501(c)(3);

(iii) charges for scrvices on a shdmc fee schedule bdsed on current poverty income
guidelines; and :

(iv) does not restrict access or services becauee of a client’s financial ]Imltdtlon

(3) status as a local government unit as.defined in section 62D.02, subdivision 11, a
hospital district created or reorganized under sections 447.31 to 447.37, an Indian tribal
government, an Indian health service unit, or a commumty health board as defmed in
chdpter 145A; : :

(4) a former state hospital that spemahzes in the treatment of cerebral palsy, spina
bifida, epilepsy, closed head 1n]ur1es specmhzed orthopedic- problems, and other
disabling conditions; or
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(5) a rural hospital that has qualified for a solc community hospital financial
assistance grant in the past three years under section 144.1484, subdivision 1. For these
rural hospitals, the esscntial community provider dcslgmtlon applics to-all. lltdl[h
services provided, including both inpatient and outpatient services.

Prior to designation, the commissioner shall publish the names of afl dpphcants In
the State R(,glster The public shall have 30 days from the date of publication to submit
written comments to the commissioner on the application. No designation shall be
made by the commissioner until the 30-day period has expired.

“The commissioner may designate an eligible provider as an essential community
provider for all the services offemd by that p10v1d<.1 or for specific scrvices designated
by the commls%lonu

For the purpose of this subdlvmon supportive and St'lbl]llel" services include at a
minimum, tr anspoua[lon -child care, cultuml and linguistic services where appropriate.

[For text of _subds 2to 7, see M..S.ZOOO]
History: 2001 ¢ 170 s 3

62Q.471 EXCLUSION FOR SUICIDE ATTEMPTS PROHIBITED.

(a) No health plan may exclude or reduce coverage for health care for an cnrollee
who is otherwise covered under the health plan on the basis that the need for the
health care arose out of a suicide or suicide attempt by the enrollee.

{(b) For purposes of this section, “health plan” has the meaning given in section
62Q.01, subdivision 3, but mcludLs the covelaaes described in section 62A 011, clauses
(N and (10).- "

History: 1Sp2001 ¢ 9 art 95 1

62Q.527 COVERAGE OF NONFORMULARY DRUGS FOR '\/IE‘\TAL ILL\IESQ AND
EMOTIONAL DISTURBANCE.

Subdivision 1. Definitions. (a) For pulpo%s of this section, the following terms
have the meanings given them.

{b) “Emotional disturbance” ha% th(, meaning glven in secuon 45.487'1, subdivi-
sion 15. : : I

(c) “Mental illncss” has the meaning given in section 245.462, subdivision 20,
paragraph (a). : L :

(d) “Health plan” has the meaning given in section 62Q.01, subdivision 3, but
includes the coverages-described in section 62A.011, subdivision 3, clauses (7) and (10).

Subd. 2. Required coverage for antipsychotic drugs. (a) A health plan ‘that
provides prescription drug coverage must provide coverage for an antipsychotic drug
prescribed to treat emotional” disturbance or mental illness regardless of whether the
drug is in the health plan’s drug formulary, if the health care provider prescribing the
drug:

(1) indicates to the dispensing pharmamst or ally orin wutmg according to scction
151.21, that the prescription must be dlspensed as communicated; and ,

2) certifies in writing to the health plan company that the health care prov1de1 has
consuiemd all equivalent drugs in the health plan’s drug formulary and has stelmmed..
that the drug prescribed will best treat the patient’s condition.

(b) The health- plan-is not required. to provide coverage for a drug 1f th(, d1ug was
removed from the health plan’s:drug formulary for- safuly reasons. >

(c) For drugs covered under this section, no health-plan company that has. rccuvcd
a certification ’nom the health care provider as described in paragraph (a), may:

(1) impose a special deductible, co-payment, coinsurance, or other special payment
requirement that the health plan: does not 'lpply to dlngS that are in the health plan S
drug formulary; or . :
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(2) require written certification. from the prescribing provider each time a prescrip-
tion is refilled or renewed that the drug prescribed w1ll best treat the patient’s
condition.

Subd. 3. Continuing care. (a) Enrollees receiving a prescribed drug to treat a
diagnosed mental illness or emotional disturbance may continue to receive the pre-
scribed (drug for up to one year without the imposition of a special deductible. co-
payment, coinsurance, or other special payment requirements, when a health plan’s
drug. formulary changes or an cnrollee changm health plapns and the medication has
- beed shown to cffectively treat the patient’s, condition. In order to be ehglble for this
continuing care benefit:

(1) the patient must have been treated w1th lhe d1u0 f01 90 days pllOL to a change
in a health plan’s drug formulary or a change in the enrollee s health plan;

(2) the hcalth care provider prescribing the. drug indicates to the dispensing
pharmacist, orally or in writing according to secllon 151.21, that the plesulpllon must
be dispensed as communlcdted and :

(3) the health care pr ovider pre%mbmg the drug cemﬁes in wrltmg to the health
plan company that the drug prescribed will best, treat the patient’s condition.

(b) The continuing care benefit shall be extended annually when the health care,
provider prescribing the drug:

(1) indicates to the dispensing phar mac1st 01ally or in wrltmg according to section
151.21, that the prescription must be dispensed as communicated; and

(2) certifies in writing to the health plan company that the dxuv prescnbed will
best treat the patient’s condition.

(c) The health plan company is not lcquued to p10v1d(, CO\’CI’dQ(, tor a d1ug if the:
drug was removed from the health plan’s drug formulary for safety reasons.

Subd. 4. Exception to formulary. A hcalth plan compﬁny--must promptly grant an
exception to the health plan’s drug formulary for an cnrollee when-the health care
provider prescribing the drug indicates to the health plan company that:

(1) the formulary drug causes an adverse reaction in the patient;

(2) the formulary drug is contraindicated for the patient; or

(3) the health care provider demonstrates to the health plan that the p1 escr 1pl10n
drug must be dispensed as written to prov1dL maximum m(.,dlCdl ‘benefit to the patient.

History: 1Sp200/ c 9art 9s 2

62Q.535 C()VERAGE FOR COURT- ()RDFRED MENTAL HEALTH SLRVICES

Subdivision 1. Mental health services. For purposes of this scction, mental health
services means all covered services that are intended to treat or ameliorate an
emotional, behavioral, or psychiatric condition and that are covered by the policy,
contract, or certificate of coverage of the enrollee’s health plan company or by law.

Subd. 2. Coverage required. (a) All health plan companies that provide. coverage
for mental health services must cover or provide mental health services ordered by a
court of competent jurisdiction under a court order that is issued on the basis of a
behavioral care evaluation performed by a licensed psychiatrist or a doctoral level
licensed psychologist, which includes a diagnosis and an individual treatment plan for
care in the most appropriate. least restrictive environmént. The health plan®company
must be given a copy of the court order and the behavioral care evaluation. The health
plan company shall be financially liable for the evaluation if performed by a participat-
ing provider of the health plan company and shall be {inancially liable for the care
included in the court-ordered individual treatment plan if the care is covered by the
health plan and ordered to be provided by a participating provider or another provider
as required by rule or law. This court-ordered coverage must not be s‘ubje(it to a
separate medical necessity determination by a he"tlth phn company under its utilization
procedures.

(b) A party or intcrested persomn, mcludmg a health plan company or its designee,
may make a motion for modification of the court-ordered plan- of carc pursuant to the
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applicable rules of procedure for modification of the court’s order. The motion may
include a request for a new behavioral care evaluation according to this sectlon

History: 15p2001 ¢ 9 art 95 3

62Q.56 CONTI\IUITY OF CARE.

Subdivision 1.-Change in health carc provider; general notification. (a) If enrollees
are required to access services through sclected primary care providers for coverage,
the bealth plan company shall prepare a written plan that provides for continuity of
care in the event-of contract termination between the health plan’ company and any of
the contracted primary care pmv1dexs spc,cmhsts or general hospital providers. The
written plan must explain:

(1) how the health plan company will inform affected enrollees about termination
at least 30 days before thie termination is effective, if the health plan company or health
care network cooperative has received at least 120 days’ prior notice;

(2) how the health plan company will inform the affected enrollees about what
other participating providers are available to assume care and how it will facilitate an
orderly transfer of its enrollees from the telmmdtmg provider to tho new provider to

maintain continuity of care;

(3) the procedures by which enrollees will be transferred to other participating
providers, when special medical needs, special risks, or other special circumstances,
such as cultural or language barriers; require them to have a longer transition period or
be transferred to nonparticipating providers;

(4) who will identify enrollees with special medical needs-or at special risk and
what criteria will be used for this determination; and

(5) how continuity of care will be provided for enrollees identified as having
special needs or at special risk, and whether the health plan company has assigned thls
responsibility to its contracted primary care providers.

(b) For purposes of this section, contract termination includes nonrenewal.

Subd. la. Change in health care provider; termination not for cause. (a) If the
contract termination was not for cause and the contract was terminated by the health ,
plan company, the hecalth plan company must provide the terminated provider and all
enrollees being treated:by that provider with notification of the enrollees’ rights to
continuity of care with the terminated provider.

(b) The health plan company must provide, upon request, authorization to receive
services thdt are otherwise covered under the terms of the hedlth plan th1ough the
enrollee’s current provider:

(1) for up to 120 days if the enrollee is engaged in a current course of uoatmont
for one or more of the following conditions:

(1) an acute condition;

(ii) a life-threatening mental or physical illness;

(iii) pregnancy beyond the first trimester of pregnancy;

(iv) a physical or mental disability defined as an inability to engage in one or more
major life activities, provided that the disability has lasted or can be expected to last for
at least one year, or can be expected to result in death; or

(v) a disabling or chronic condition that is in an acute phase; or

(2) for the rest of the enrollee’s life if a physician certifies that the enrollee has an
expected lifetime of 180 days or less.

For all requests for authorization to receive services under this paragraph, the health
plan company must grant the request unless the enrollee does not meet the criteria
provided in this paragraph.

(c) The health plan company shall prepare a written plan that provides a process
for coverage determinations regarding continuity of care of up to 120 days for enrollees
who request continuity of carc with their former provider, if the enrollee:
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(1) is receiving culturally appropriate services and the health plan company docs
not have a provider in its preferred provider network with special expertise in the
delivery of those culturally appropriate services within the time and distance require-
ments of section 62D.124, subdivision 1; or

(2) does not speak English and the health plan company does not have a provider
in its preferred provider network who can communicate with the enrollee, either
directly or through an interpreter, within the time and dlstance requlremcnts of section
621.124, subdivision 1,

The written plan must explain the criteria that will be used to determine whether a
need for continuity of care exists and how it will be provided.

Subd. 1b. Change in health care provider; termination for cause. If the contract
termination was for cause, enrollees must be notified of the change and transferred to
participating providers in a timely manner so that health care services remain available
and accessible to the affected enrollees. The health plan company is not required to
refer an enrollee back to the terminating provider if the termination was for cause.

Subd. 2. Change in health plans. (a) If an enrollee is subject to a change in health
plans, the enrollee’s new health plan company must provide, upon request, authoriza-
tion to receive services that are otherwise covered under the terms of the new health
plan through the enrollee’s current provider:

(1) for up to 120 days.if the enrollee is engaged in a current course of treatment
for one or more of the following conditions:

(i) an acute condition;
(i) a life-threatening mental or phys1ca1 illness;
(iii) pregnancy beyond the first trimester of pregnancy,

(iv) a physical or mental disability defined as an inability to engage in one or more
major life activities, provided that the disability has lasted or can. be expected to last for
at least one year, or can be expected to result in death; or

(v) a disabling or chronic condition that is in an acute phase; or

(2) for the rest of the enrollee’s life if a physician certifies that the enrollee has an
expected lifctime of 180 days or less.

For all requests for authorization under this paragraph, the health plan company must
grant the request for authorization unless the enrollee does not meet the criteria
prov1ded in this paragraph.

(b) The health plan company shall prepare a written plan that pr0v1des a’ process
for coverage determinations regarding continuity of care of up to 120 days for new
enrollees who request continuity of care with their former provider, if the new enrollee:

(1) is receiving culturally appropriate services and the health plan company does
not have a provider in its preferred provider network with special expertise in the
delivery of those culturally appropriate services within the time and distance requ1re-
ments of section 62D.124, subdivision 1; or , . :

(2) does not speak Enghsh and the health plan.company does not have a prov1der
in its preferred provider network who can communicate with the enrollee, either

directly or through an interpreter, within the time and distance requirements of section
62D.124, subdivision 1.

The written plan must explain the criteria that will be used to determine whether a
need for continuity of carc exists and how 1t will be provided.

(c) This subdivision .applies only to group coverage and continuation and conver-
sion coverage, and applies only to changes in-health plans made by the employer.

Subd. 2a. Limitations. .(a) Subdivisions 1 la, 1b, and 2 apply only if the enrollee’s
health care provider agrees to:
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(1) accept as payment in full the lesser of the health plan company’s reimburse-
ment rate for in-network providers for the same or similar service or the cnrollec’s
health care provider’s regular fee for that service;

(2) adhere to the health plan company’s preauthorization requirements; and

(3) provide the health plan company with all necessary medical information related
to the care provided to the enrollee.

(b) Nothing in this section requires a health plan company to provide coverage for
a health care service or treatment that is not covered under the enrollee’s health plan.

Subd. 2b. Request for authorization. The health plan company may require
medical records and other supporting documentation to be submitted with the requests
for authorization made under subdivision 1, 1a, 1b, or 2. If the authorization is denied,
the health plan company must explain the criteria it used to make its decision on the
request for authorization. If the authorization is granted, the health plan company must
explain how continuity of care will be provided.

Subd. 3. Disclosure. Information regarding an enrollee’s rights under this section
must be included in member contracts or certificates of coverage and must be provided
by a health plan company upon request of an enrollee-or prospective cnrollee.

History: 1Sp2001 ¢ 9 art 165 7 :

62Q.58 ACCESS TO SPECIALTY CARE.

Subdivision 1. Standing referral. A health plan company shall establish a proce-
dure by which an enrollee may apply for and, if appropriate, receive a standing referral
to a health care provider who is a specialist if a referral to a specialist is required for
coverage. This procedure for a standing referral must specify the necessary managed
carc revicw and approval an enrollee must obtain before such a standing referral is
permitted. :

Subd. 1a. Mandatory standing rcftrral (a) An enrollee who rcquests a standing
referral to a spccialist qualified to treat the specific condition described in clauses (1)
to (5) must be given a standing referral for visits to such .a specialist if benefits for such
treatment are prov1d(,d under the health plan and the enrollec has any of the following
conditions:

(1) a chronic hedlth condition;

(2) a life-threatening mental or physical illness;

(3) pregnancy beyond the first trimester of pregnancy;

(4) a degenerative diseasc or disability; or

(3) any other condition or disease of sufficient seriousness and complexity to
require treatment by a specialist. .

(b) Nothing in this scction limits the application of section 620Q.52 specifying dircct
access (o obstetricians and gynecologists.

(c) Palagmph (a) ‘does not dpply to health plans issued under sections 43A.23 to
43A 31

Subd. 2. Coordination of services. An enrollee with a standing referral to a
specialist may request primary care services from that specialist. The specialist, in
agreement with the enrollee and primary care provider or primary care group, may
clect to provide primary care scrvices to the enrollee, authorize tests and scrvices, and
make secondary referrals according to procedures established by the health plan
company. The health plan company may limit' the primary care services, tests and
services, and sccondary referrals authorized under this subdivision to thosc that arc
related to the specific condition or conditions for which the standing referral was made.

Subd. 3. Disclosure. Information regarding referral procedures must be included in
member contracts or certificates of coverage and must be provided to an enrollee or
prospective enrollee by a health plan company upon request.’

Subd. 4. Referral. (a) If a standing referral is authorized under subdivision 1 or is
mandatory under subdivision la, the health plan company must provide a referral to an
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appropriatc participéting specialist who is recasonably available and accessible to
provide the treatment or to a nonpdrticipaling specialist if the health plan company
docs not have an appropriate participating specialist who is reasonably av(ulable and
accessible to treat the -cnrollee’s condition or disease. _

(b) If an enrollee rcceives services fromi a nonparticipating specialist becausc a
participating specialist is not available, services must be provided at no additional cost
to the enrollee beyond what the enrolleec would otherwisc- pay for services received
from a participating specialist. :

History: 1Sp2001 ¢ 9 art 16 s 8

62Q.73 EXTERNAL REVIEW OF ADVERSE DETERIVHNATION S.
[For text of subds 1 and 2, see M.S.2000]

Subd. 3. Right to external review. (a) Any enrollee or anyone acting on behalf of
an enrollec who has received an adverse determination may submit-a written ‘request
for an external review of the adverse determination, if applicable under section 62Q.68,
subdivision 1, or 62M.06, to the commissioner of health if the request involves a health
plan company rcgulated by that commissioner or to. the commissioner of commerce if
the request involves a hecalth plan company regulated by that commissioner. Notifica-

 tion of the enrollee’s right to external review must accompany the denial issued by the
insurer. The written request must be accompanicd by a fllmg fee of S25. The fe¢ may
be waived by the commissioner of health or commerce in cases of financial h'lldShlp

(b) Nothing in this section requms the commisgioner of health or commerce to
mdep(.ndently investigate an adverse determination referred for 111deandenl extemdl
review. : .

(c) If an enrollee requests an external review, the health plan company must
participate in the external review. The cost of the external review in excess of the filing
fee described in paragraph (a) shall be borne by th(, health plan company. -

. [For text of .suba's 4 t() 10. see M S. 7()()0]
History: 2001 ¢ 715 527

62Q.74. NETWORK SHADOW COI\TRACTIN(‘ .
[For text of subd 1, see M. S. 7()()0]

Subd. 2. Provider consent rcqulrud (@) No n(,twork orgdmzdnon shall r(,qum, a
health care prov1der to participate in a network unider a_ category of coverage that
differs from the category or categories of coverage to Whlch the existing contract
between the network organization and the provider dpphes w1thout the affnmdtlve
consent of the provider obtained under subdivision 3.

(b) This section does not apply to situations in which the network organization
wishes the provider to participate in a new or different plan or other arrangement
within a.category of coverage that is already provided for in an existing contract
between the network organization and the provider.

(c) Compliance with this section may not be waived in a contract or otherwise.

~ Subd. 3. Consent procedure. (a) The network organization, if it wishes to apply an
existing contract with a provider to-a different category of coverage, shall first notify
the provider in writing. The written notice must include at least the following:

(1) the network organization’s naine, address, and telephone number, and the
name of the specific network, if it differs from that of the network organization;

(2) a description of the proposed new category of coverage;

(3) the names of all paycrs expected by the nctwork organization to use the
network for the new category of coverage;

(4) the approximate number of current enrollecs of the network organization in
that category of coverage within the provider’s geographical area;
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(5) a disclosure of all contract terms of the proposed new category of coverage,
including the discount or reduced fees, care guidclines, unludtlon review criteria, prior
authorization process, and dispute resolutlon process; . ..

(6) a form for the provider’s convenience in accepting or d(,chmng participation in
the proposed new category ol coverage, provided that the provider need not usc that
form in responding; and :

(7) a statement informing the provider of the provisions of paragraph (b).

(b) Unless the provider has affirmatively agreed to participate within 60 days after
the postmark date of the notice, the provider is deemed Lo have not accepted the
proposcd new category of coverage.-

~ [For text of subds 4 and 5, see M.5.2000]
History: 2001 ¢ 170 s 4,5 ‘

62Q.745 PROVIDER CONTRACT AMENDMENT DISCLOSURE.

(a) Any amendment or changc in the terms of an unsung contract between a
network orgamzatlon and a health care provider must be disclosed to the provider.

(b) Any amendment or change in the contract that alters the financial reimburse-
ment or alters the written contractual policies and procedures governing the relation-
ship between the provider and the network organuatlon must be disclosed to the
provider before the amendment or change is deemed to be in effect.

(c) For purposes of this section, “network organization” and “health care p10v1d-
er” or “provider” have the mcanirigs given in section 62Q.74.

History: 2001 c 1705 6

62Q.746 ACCESS TO CERTAIN INFORMATION REGARDING PROVIDERS.

Upon request of the commissioner, a health plan company licensed under chapters
62C and 62D must provide the following information:

(1) a detailed description of the health plan company’s methods and procedurcs,
standards, qualifications, criteria, and credentialing requirements for designating the
providers who arc eligible to participate in the health plan company’s provider network,
including any limitations on the numbers of providers to be included in the network;

(2) the number of full-time equivalent physicians by specialty, nonphysician
providers, and allied health providers used to provide services; and

(3) summary data that is broken down by “type of ‘provider, reflecting actual
utilization of network and non-netwotk pmctmoners and allied’ pxotessnonals by
enrollees of the health plan company.

History: 2001 ¢ 170s7
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