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DATE D-PG OFFICIAL STATUS
03/20/2023 2118 Introduction and first reading
Referred to Health and Human Services
04/12/2023 4262a Comm report: To pass as amended and re-refer to Finance
04/18/2023 5251a  Comm report: To pass as amended
5413 Second reading
04/19/2023 5424  Special Order: Amended

2nd Engrossment

S.F. No. 2995

5458 Third reading Passed

A bill for an act

relating to state government; modifying provisions governing child care, child
safety and permanency, child support, economic assistance, deep poverty, housing
and homelessness, behavioral health, the medical education and research cost
account, MinnesotaCare, medical assistance, background studies, and human
services licensing; establishing the Department of Children, Youth, and Families;
making technical and conforming changes; establishing requirements for hospital
nurse staffing committees and hospital nurse workload committees; modifying
requirements of hospital core staffing plans; modifying requirements related to
hospital preparedness and incident response action plans to acts of violence;
modifying eligibility for the health professional education loan forgiveness program;
establishing the Health Care Affordability Board and Health Care Affordability
Advisory Council; establishing prescription contraceptive supply requirement;
requiring health plan coverage of prescription contraceptives, certain services
provided by a pharmacist, infertility treatment, treatment of rare diseases and
conditions, and biomarker testing; modifying managed care withhold requirements;
establishing filing requirements for a health plan's prescription drug formulary
and for items and services provided by medical and dental practices; establishing
notice and disclosure requirements for certain health care transactions; extending
moratorium on certain conversion transactions; requiring disclosure of facility fees
for telehealth; modifying provisions relating to the eligibility of undocumented
children for MinnesotaCare and of children for medical assistance; prohibiting a
medical assistance benefit plan from including cost-sharing provisions; authorizing
a MinnesotaCare buy-in option; assessing alternative payment methods in rural
health care; assessing feasibility for a health care provider directory; requiring
compliance with the No Surprises Act in billing; modifying prescription drug price
provisions and continuity of care provisions; compiling health encounter data;
modifying all-payer claims data provisions; establishing certain advisory councils,
committees, public awareness campaigns, apprenticeship programs, and grant
programs; modifying lead testing and remediation requirements; establishing
Minnesota One Health Microbial Stewardship Collaborative and cultural
communications program; providing for clinical health care training; establishing
a climate resiliency program; changing assisted living provisions; establishing a
program to monitor long COVID, a 988 suicide crisis lifeline, school-based health
centers, Healthy Beginnings, Healthy Families Act, and Comprehensive and
Collaborative Resource and Referral System for Children; establishing a
moratorium on green burials; regulating submerged closed-loop exchanger systems;
establishing a tobacco use prevention account; amending provisions relating to
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2.1 adoptee birth records access; establishing Office of African American Health;

22 establishing Office of American Indian Health; changing certain health board fees;
2.3 establishing easy enrollment health insurance outreach program; establishing a
2.4 state-funded cost-sharing reduction program for eligible persons enrolled in certain
2.5 qualified health plans; setting certain fees; requiring reports; authorizing attorney
2.6 general and commissioner of health review and enforcement of certain health care
2.7 transactions; authorizing rulemaking; transferring money; allocating funds for a
2.8 specific purpose; making forecast adjustments; appropriating money for the

2.9 Department of Human Services, Department of Health, health-related boards,
2.10 emergency medical services regulatory board, ombudsperson for families,

2.11 ombudsperson for American Indian families, Office of the Foster Youth

2.12 Ombudsperson, Rare Disease Advisory Council, Department of Revenue,

2.13 Department of Management and Budget, Department of Children, Youth and
2.14 Families, Department of Commerce, and Health Care Affordability Board;

2.15 amending Minnesota Statutes 2022, sections 4.045; 10.65, subdivision 2; 13.10,
2.16 subdivision 5; 13.46, subdivision 4; 13.465, subdivision 8; 15.01; 15.06, subdivision
2.17 1; 15A.0815, subdivision 2; 16A.151, subdivision 2; 43A.08, subdivision 1a;
2.18 62A.02, subdivision 1; 62A.045; 62A.15, subdivision 4, by adding a subdivision;
2.19 62A.30, by adding subdivisions; 62A.673, subdivision 2; 62J.497, subdivisions
2.20 1, 3; 62J.692, subdivisions 1, 3, 4, 5, 8; 62J.824; 62].84, subdivisions 2, 3, 4, 6,
221 7, 8, 9, by adding subdivisions; 62K.10, subdivision 4; 62K.15; 62U.04,

2.22 subdivisions 4, 5, 5a, 11, by adding subdivisions; 62U.10, subdivision 7; 1031.005,
2.23 subdivisions 17a, 20a, by adding a subdivision; 1031.208, subdivision 2; 119B.011,
2.24 subdivisions 2, 5, 13, 19a; 119B.025, subdivision 4; 119B.03, subdivision 4a;
2.25 119B.125, subdivisions 1, 1a, 1b, 2, 3,4, 6,7; 119B.13, subdivisions 1, 6; 119B.16,
2.26 subdivisions la, 1c, 3; 119B.161, subdivisions 2, 3; 119B.19, subdivision 7;

2.27 121A.335, subdivisions 3, 5, by adding a subdivision; 144.05, by adding a

2.28 subdivision; 144.122; 144.1501, subdivisions 1, 2, 3, 4, 5; 144.1506, subdivision
2.29 4; 144 .218, subdivisions 1, 2; 144.225, subdivision 2; 144.2252; 144.226,

2.30 subdivisions 3, 4; 144.566; 144.608, subdivision 1; 144.651, by adding a

2.31 subdivision; 144.653, subdivision 5; 144.7055; 144.7067, subdivision 1; 144.9501,
2.32 subdivision 9; 144E.001, subdivision 1, by adding a subdivision; 144E.35;

233 145.4716, subdivision 3; 145.87, subdivision 4; 145.924; 145A.131, subdivisions
2.34 1,2, 5; 145A.14, by adding a subdivision; 147A.08; 148B.392, subdivision 2;
2.35 150A.08, subdivisions 1, 5; 150A.091, by adding a subdivision; 150A.13,

2.36 subdivision 10; 151.065, subdivisions 1, 2, 3,4, 6; 151.071, subdivision 2; 151.555;
2.37 151.74, subdivisions 3, 4; 152.126, subdivisions 4, 5, 6, 9; 245.095; 245.4663,
2.38 subdivision 4; 245.4889, subdivision 1; 245.735, subdivisions 3, 6, by adding a
2.39 subdivision; 245A.02, subdivision 2¢; 245A.04, subdivisions 1, 7a; 245A.05;
2.40 245A.055, subdivision 2; 245A.06, subdivisions 1, 2, 4; 245A.07, subdivision 3;
2.41 245A.16, by adding a subdivision; 245A.50, subdivisions 3, 4, 5, 6, 9; 245C.02,
2.42 subdivision 13e, by adding subdivisions; 245C.03, subdivisions 1, 1a; 245C.031,
243 subdivision 1; 245C.04, subdivision 1; 245C.05, subdivisions 1, 2¢, 4; 245C.08,
2.44 subdivision 1; 245C.10, subdivisions 2, 2a, 3,4, 5,6, 8,9, 9a, 10, 11, 12, 13, 14,
2.45 15, 16, 17, 20, 21; 245C.15, subdivision 2, by adding a subdivision; 245C.17,
2.46 subdivisions 2, 3, 6; 245C.21, subdivisions 1a, 2; 245C.22, subdivision 7; 245C.23,
2.47 subdivisions 1, 2; 245C.24, subdivision 2; 245C.30, subdivision 2; 245C.32,

2.48 subdivision 2; 245E.06, subdivision 3; 245G.03, subdivision 1; 245H.01,

2.49 subdivision 3, by adding a subdivision; 245H.03, subdivisions 2, 4; 245H.06,
2.50 subdivisions 1, 2; 245H.07, subdivisions 1, 2; 2451.011, subdivision 3; 2451.20,
2.51 subdivisions 10, 13, 14, 16; 254B.02, subdivision 5; 256.01, by adding a

2.52 subdivision; 256.014, subdivisions 1, 2; 256.046, subdivision 3; 256.0471,

2.53 subdivision 1; 256.962, subdivision 5; 256.969, subdivisions 2b, 9, 25, by adding
2.54 a subdivision; 256.983, subdivision 5; 256B.04, by adding a subdivision; 256B.055,
2.55 subdivision 17;256B.056, subdivision 7; 256B.0625, subdivisions 9, 13, 13c¢, 13f,
2.56 13g, 28b, 30, 31, 34, 49, by adding subdivisions; 256B.0631, subdivision 2, by
2.57 adding a subdivision; 256B.0941, by adding a subdivision; 256B.196, subdivision
2.58 2; 256B.69, subdivisions 4, 5a, 6d, 28, 36, by adding subdivisions; 256B.692,
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subdivision 1; 256B.75; 256B.758; 256B.76, as amended; 256B.761; 256B.764;
256D.01, subdivision la; 256D.024, subdivision 1; 256D.03, by adding a
subdivision; 256D.06, subdivision 5; 256D.44, subdivision 5; 256D.63, subdivision
2; 256E.34, subdivision 4; 256E.35, subdivisions 1, 2, 3, 4a, 6, 7; 2561.03,
subdivisions 7, 13; 2561.04, subdivision 1; 2561.06, subdivisions 6, 8, by adding
a subdivision; 256J.08, subdivisions 71, 79; 256J.11, subdivision 1; 256J.21,
subdivisions 3, 4; 256J.26, subdivision 1; 256J.33, subdivisions 1, 2; 256]J.35;
256J.37, subdivisions 3, 3a; 256J.425, subdivisions 1, 4, 5, 7; 256]J.46, subdivisions
1, 2, 2a; 256]J.95, subdivision 19; 256L.03, subdivision 5; 256L.04, subdivisions
7a, 10, by adding a subdivision; 256L.07, subdivision 1; 256L.15, subdivision 2;
256N.26, subdivision 12; 256P.01, by adding subdivisions; 256P.02, subdivision
2, by adding subdivisions; 256P.04, subdivisions 4, 8; 256P.06, subdivision 3, by
adding a subdivision; 256P.07, subdivisions 1, 2, 3, 4, 6, 7, by adding subdivisions;
259.83, subdivisions 1, 1a, 1b, by adding a subdivision; 260.761, subdivision 2,
as amended; 260C.007, subdivisions 6, 14; 260C.317, subdivision 4; 260C.80,
subdivision 1; 260E.01; 260E.02, subdivision 1; 260E.03, subdivision 22, by
adding subdivisions; 260E.09; 260E.14, subdivisions 2, 5; 260E.17, subdivision
1; 260E.18; 260E.20, subdivision 2; 260E.24, subdivisions 2, 7; 260E.33,
subdivision 1; 260E.35, subdivision 6; 270B.14, subdivision 1, by adding a
subdivision; 297F.10, subdivision 1; 403.161, subdivisions 1, 3, 5, 6, 7; 403.162,
subdivisions 1, 2, 5; 518A.31; 518A.32, subdivisions 3, 4; 518A.34; 518A.41;
518A.42, subdivisions 1, 3; 518A.65; 518A.77; 524.5-118; 609B.425, subdivision
2; 609B.435, subdivision 2; Laws 2017, First Special Session chapter 6, article 5,
section 11, as amended; Laws 2021, First Special Session chapter 7, article 6,
section 26; article 16, sections 2, subdivision 32, as amended; 3, subdivision 2, as
amended; article 17, section 5, subdivision 1; proposing coding for new law in
Minnesota Statutes, chapters 62A; 62D; 62J; 62Q; 62V; 1031; 119B; 144; 144E,;
145; 148; 245; 245C; 256B; 256E; 256K; 256N; 256P; 260; 290; proposing coding
for new law as Minnesota Statutes, chapter 143; repealing Minnesota Statutes
2022, sections 62J.692, subdivisions 4a, 7, 7a; 119B.03, subdivision 4; 137.38,
subdivision 1; 144.059, subdivision 10; 144.212, subdivision 11; 245C.02,
subdivision 14b; 245C.032; 245C.11, subdivision 3; 245C.30, subdivision la;
256.8799; 256.9864; 256B.0631, subdivisions 1, 2, 3; 256B.69, subdivision 5c;
256J.08, subdivisions 10, 53, 61, 62, 81, 83; 256J.30, subdivisions 5, 7, 8; 256J.33,
subdivisions 3, 4, 5; 2561.34, subdivisions 1, 2, 3, 4; 256J.37, subdivision 10;
256J.425, subdivision 6; 259.83, subdivision 3; 259.89; 260C.637.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

ARTICLE 1
HEALTH CARE

Section 1. Minnesota Statutes 2022, section 256.01, is amended by adding a subdivision

to read:

Subd. 43. Education on contraceptive options. The commissioner shall require hospitals

and primary care providers serving medical assistance and MinnesotaCare enrollees to

develop and implement protocols to provide enrollees, when appropriate, with comprehensive

and scientifically accurate information on the full range of contraceptive options, in a

medically ethical, culturally competent, and noncoercive manner. The information provided

must be designed to assist enrollees in identifying the contraceptive method that best meets

their needs and the needs of their families. The protocol must specify the enrollee categories

Article 1 Section 1. 3
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to which this requirement will be applied, the process to be used, and the information and

resources to be provided. Hospitals and providers must make this protocol available to the

commissioner upon request.

Sec. 2. Minnesota Statutes 2022, section 256.0471, subdivision 1, is amended to read:

Subdivision 1. Qualifying overpayment. Any overpayment for assistance granted under
chapter H9B; the MFIP program formerly codified under sections 256.031 to 256.0361;
and the AFDC program formerly codified under sections 256.72 to 256.871; for assistance
granted under chapters 256B-forstate-funded-medieal-assistanee 119B, 256D, 2561, 256/,
and 256K;-and-256L; for assistance granted pursuant to section 256.045, subdivision 10,

for state-funded medical assistance and state-funded MinnesotaCare under chapters 256B

and 256L; and for assistance granted under the Supplemental Nutrition Assistance Program

(SNAP), except agency error claims, become a judgment by operation of law 90 days after
the notice of overpayment is personally served upon the recipient in a manner that is sufficient
under rule 4.03(a) of the Rules of Civil Procedure for district courts, or by certified mail,
return receipt requested. This judgment shall be entitled to full faith and credit in this and

any other state.

EFFECTIVE DATE. This section is effective July 1, 2023.

Sec. 3. Minnesota Statutes 2022, section 256.969, subdivision 2b, is amended to read:

Subd. 2b. Hospital payment rates. (a) For discharges occurring on or after November
1, 2014, hospital inpatient services for hospitals located in Minnesota shall be paid according

to the following:

(1) critical access hospitals as defined by Medicare shall be paid using a cost-based

methodology;

(2) long-term hospitals as defined by Medicare shall be paid on a per diem methodology

under subdivision 25;

(3) rehabilitation hospitals or units of hospitals that are recognized as rehabilitation
distinct parts as defined by Medicare shall be paid according to the methodology under

subdivision 12; and
(4) all other hospitals shall be paid on a diagnosis-related group (DRG) methodology.

(b) For the period beginning January 1, 2011, through October 31, 2014, rates shall not
be rebased, except that a Minnesota long-term hospital shall be rebased effective January

1, 2011, based on its most recent Medicare cost report ending on or before September 1,

Article 1 Sec. 3. 4
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2008, with the provisions under subdivisions 9 and 23, based on the rates in effect on
December 31, 2010. For rate setting periods after November 1, 2014, in which the base
years are updated, a Minnesota long-term hospital's base year shall remain within the same

period as other hospitals.

(c) Effective for discharges occurring on and after November 1, 2014, payment rates
for hospital inpatient services provided by hospitals located in Minnesota or the local trade
area, except for the hospitals paid under the methodologies described in paragraph (a),
clauses (2) and (3), shall be rebased, incorporating cost and payment methodologies in a
manner similar to Medicare. The base year or years for the rates effective November 1,
2014, shall be calendar year 2012. The rebasing under this paragraph shall be budget neutral,
ensuring that the total aggregate payments under the rebased system are equal to the total
aggregate payments that were made for the same number and types of services in the base
year. Separate budget neutrality calculations shall be determined for payments made to
critical access hospitals and payments made to hospitals paid under the DRG system. Only
the rate increases or decreases under subdivision 3a or 3c that applied to the hospitals being
rebased during the entire base period shall be incorporated into the budget neutrality

calculation.

(d) For discharges occurring on or after November 1, 2014, through the next rebasing
that occurs, the rebased rates under paragraph (c) that apply to hospitals under paragraph
(a), clause (4), shall include adjustments to the projected rates that result in no greater than
a five percent increase or decrease from the base year payments for any hospital. Any
adjustments to the rates made by the commissioner under this paragraph and paragraph (e)

shall maintain budget neutrality as described in paragraph (c).

(e) For discharges occurring on or after November 1, 2014, the commissioner may make
additional adjustments to the rebased rates, and when evaluating whether additional
adjustments should be made, the commissioner shall consider the impact of the rates on the

following:
(1) pediatric services;
(2) behavioral health services;
(3) trauma services as defined by the National Uniform Billing Committee;
(4) transplant services;

(5) obstetric services, newborn services, and behavioral health services provided by

hospitals outside the seven-county metropolitan area;

Article 1 Sec. 3. 5
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(6) outlier admissions;

(7) low-volume providers; and

(8) services provided by small rural hospitals that are not critical access hospitals.

(f) Hospital payment rates established under paragraph (¢) must incorporate the following:

(1) for hospitals paid under the DRG methodology, the base year payment rate per
admission is standardized by the applicable Medicare wage index and adjusted by the

hospital's disproportionate population adjustment;

(2) for critical access hospitals, payment rates for discharges between November 1, 2014,
and June 30, 2015, shall be set to the same rate of payment that applied for discharges on
October 31, 2014;

(3) the cost and charge data used to establish hospital payment rates must only reflect

inpatient services covered by medical assistance; and

(4) in determining hospital payment rates for discharges occurring on or after the rate
year beginning January 1, 2011, through December 31, 2012, the hospital payment rate per
discharge shall be based on the cost-finding methods and allowable costs of the Medicare
program in effect during the base year or years. In determining hospital payment rates for
discharges in subsequent base years, the per discharge rates shall be based on the cost-finding
methods and allowable costs of the Medicare program in effect during the base year or

years.

(g) The commissioner shall validate the rates effective November 1, 2014, by applying
the rates established under paragraph (c), and any adjustments made to the rates under
paragraph (d) or (e), to hospital claims paid in calendar year 2013 to determine whether the
total aggregate payments for the same number and types of services under the rebased rates

are equal to the total aggregate payments made during calendar year 2013.

(h) Effective for discharges occurring on or after July 1, 2017, and every two years
thereafter, payment rates under this section shall be rebased to reflect only those changes
in hospital costs between the existing base year or years and the next base year or years. In
any year that inpatient claims volume falls below the threshold required to ensure a
statistically valid sample of claims, the commissioner may combine claims data from two
consecutive years to serve as the base year. Years in which inpatient claims volume is
reduced or altered due to a pandemic or other public health emergency shall not be used as
a base year or part of a base year if the base year includes more than one year. Changes in

costs between base years shall be measured using the lower of the hospital cost index defined

Article 1 Sec. 3. 6
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in subdivision 1, paragraph (a), or the percentage change in the case mix adjusted cost per
claim. The commissioner shall establish the base year for each rebasing period considering
the most recent year or years for which filed Medicare cost reports are available. The
estimated change in the average payment per hospital discharge resulting from a scheduled
rebasing must be calculated and made available to the legislature by January 15 of each
year in which rebasing is scheduled to occur, and must include by hospital the differential

in payment rates compared to the individual hospital's costs.

(1) Effective for discharges occurring on or after July 1, 2015, inpatient payment rates
for critical access hospitals located in Minnesota or the local trade area shall be determined
using a new cost-based methodology. The commissioner shall establish within the
methodology tiers of payment designed to promote efficiency and cost-effectiveness.
Payment rates for hospitals under this paragraph shall be set at a level that does not exceed
the total cost for critical access hospitals as reflected in base year cost reports. Until the
next rebasing that occurs, the new methodology shall result in no greater than a five percent
decrease from the base year payments for any hospital, except a hospital that had payments
that were greater than 100 percent of the hospital's costs in the base year shall have their
rate set equal to 100 percent of costs in the base year. The rates paid for discharges on and
after July 1, 2016, covered under this paragraph shall be increased by the inflation factor
in subdivision 1, paragraph (a). The new cost-based rate shall be the final rate and shall not
be settled to actual incurred costs. Hospitals shall be assigned a payment tier based on the

following criteria:

(1) hospitals that had payments at or below 80 percent of their costs in the base year

shall have a rate set that equals 85 percent of their base year costs;

(2) hospitals that had payments that were above 80 percent, up to and including 90
percent of their costs in the base year shall have a rate set that equals 95 percent of their

base year costs; and

(3) hospitals that had payments that were above 90 percent of their costs in the base year

shall have a rate set that equals 100 percent of their base year costs.

(j) Effective for discharges occurring on or after July 1, 2023, payment rates under this

section must be rebased to reflect those changes in hospital costs between the existing base

year or years and one year prior to the rate year. In any year that inpatient claims volume

falls below the threshold required to ensure a statistically valid sample of claims, the

commissioner may combine claims data from two consecutive years to serve as the base

year. Years in which inpatient claims volume is reduced or altered due to a pandemic or

Article 1 Sec. 3. 7



8.1

8.2

8.3

8.4

8.5

8.6

8.7

8.8

8.9

8.10

8.11

8.12

8.13

8.14

8.15

8.16

8.17

8.18

8.19

8.20

8.21

8.22

8.23

8.24

8.25

8.26

8.27

8.28

8.29

8.30

8.31

8.32

SF2995 REVISOR DTT S2995-2 2nd Engrossment

other public health emergency must not be used as a base year or part of a base year if the

base year includes more than one year. Changes in costs between the base year or years and

one year prior to the rate year must be measured using the hospital cost index defined in

subdivision 1, paragraph (a). The commissioner must establish the base year for each rebasing

period considering the most recent year or years for which filed Medicare cost reports are

available. The estimated change in the average payment per hospital discharge resulting

from a scheduled rebasing must be calculated and made available to the legislature by

January 15 of each year in which rebasing is scheduled to occur, and must include the

differential in payment rates compared to the individual hospital's costs by hospital.

(k) Effective for discharges occurring on or after July 1, 2023, inpatient payment rates

for critical access hospitals located in Minnesota or the local trade area must be a rate equal

to 100 percent of their base year costs inflated to the year prior to the rate year using the

hospital cost index defined in subdivision 1, paragraph (a).

(1) The commissioner may refine the payment tiers and criteria for critical access hospitals
to coincide with the next rebasing under paragraph (h). The factors used to develop the new

methodology may include, but are not limited to:

(1) the ratio between the hospital's costs for treating medical assistance patients and the

hospital's charges to the medical assistance program;

(2) the ratio between the hospital's costs for treating medical assistance patients and the
hospital's payments received from the medical assistance program for the care of medical

assistance patients;

(3) the ratio between the hospital's charges to the medical assistance program and the
hospital's payments received from the medical assistance program for the care of medical

assistance patients;
(4) the statewide average increases in the ratios identified in clauses (1), (2), and (3);

(5) the proportion of that hospital's costs that are administrative and trends in

administrative costs; and

(6) geographic location.

Sec. 4. Minnesota Statutes 2022, section 256.969, subdivision 9, is amended to read:

Subd. 9. Disproportionate numbers of low-income patients served. (a) For admissions
occurring on or after July 1, 1993, the medical assistance disproportionate population

adjustment shall comply with federal law and shall be paid to a hospital, excluding regional

Article 1 Sec. 4. 8
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treatment centers and facilities of the federal Indian Health Service, with a medical assistance
inpatient utilization rate in excess of the arithmetic mean. The adjustment must be determined

as follows:

(1) for a hospital with a medical assistance inpatient utilization rate above the arithmetic
mean for all hospitals excluding regional treatment centers and facilities of the federal Indian
Health Service but less than or equal to one standard deviation above the mean, the
adjustment must be determined by multiplying the total of the operating and property
payment rates by the difference between the hospital's actual medical assistance inpatient
utilization rate and the arithmetic mean for all hospitals excluding regional treatment centers

and facilities of the federal Indian Health Service; and

(2) for a hospital with a medical assistance inpatient utilization rate above one standard
deviation above the mean, the adjustment must be determined by multiplying the adjustment
that would be determined under clause (1) for that hospital by 1.1. The commissioner shall
report annually on the number of hospitals likely to receive the adjustment authorized by
this paragraph. The commissioner shall specifically report on the adjustments received by

public hospitals and public hospital corporations located in cities of the first class.

(b) Certified public expenditures made by Hennepin County Medical Center shall be
considered Medicaid disproportionate share hospital payments. Hennepin County and
Hennepin County Medical Center shall report by June 15, 2007, on payments made beginning
July 1, 2005, or another date specified by the commissioner, that may qualify for
reimbursement under federal law. Based on these reports, the commissioner shall apply for

federal matching funds.

(c) Upon federal approval of the related state plan amendment, paragraph (b) is effective
retroactively from July 1, 2005, or the earliest effective date approved by the Centers for

Medicare and Medicaid Services.

(d) Effective July 1, 2015, disproportionate share hospital (DSH) payments shall be paid
in accordance with a new methodology using 2012 as the base year. Annual payments made
under this paragraph shall equal the total amount of payments made for 2012. A licensed
children's hospital shall receive only a single DSH factor for children's hospitals. Other
DSH factors may be combined to arrive at a single factor for each hospital that is eligible
for DSH payments. The new methodology shall make payments only to hospitals located

in Minnesota and include the following factors:

Article 1 Sec. 4. 9



10.1

10.2

10.3

10.4

10.5

10.6

10.7

10.8

10.9

10.10

10.11

10.12

10.13

10.14

10.15

10.16

10.17

10.18

10.19

10.20

10.21

10.22

10.23

10.24

10.25

10.26

10.27

10.28

10.29

10.30

10.31

10.32

10.33

SF2995 REVISOR DTT S2995-2 2nd Engrossment

(1) a licensed children's hospital with at least 1,000 fee-for-service discharges in the
base year shall receive a factor of 0.868. A licensed children's hospital with less than 1,000

fee-for-service discharges in the base year shall receive a factor of 0.7880;

(2) a hospital that has in effect for the initial rate year a contract with the commissioner
to provide extended psychiatric inpatient services under section 256.9693 shall receive a

factor of 0.0160;

(3) a hospital that has received medical assistance payment for at least 20 transplant

services in the base year shall receive a factor of 0.0435;

(4) a hospital that has a medical assistance utilization rate in the base year between 20
percent up to one standard deviation above the statewide mean utilization rate shall receive

a factor of 0.0468;

(5) a hospital that has a medical assistance utilization rate in the base year that is at least
one standard deviation above the statewide mean utilization rate but is less than two and

one-half standard deviations above the mean shall receive a factor of 0.2300; and

(6) a hospital that is a level one trauma center and that has a medical assistance utilization
rate in the base year that is at least two and ene-half one-quarter standard deviations above

the statewide mean utilization rate shall receive a factor of 0.3711.

(e) For the purposes of determining eligibility for the disproportionate share hospital
factors in paragraph (d), clauses (1) to (6), the medical assistance utilization rate and
discharge thresholds shall be measured using only one year when a two-year base period

1s used.

(f) Any payments or portion of payments made to a hospital under this subdivision that
are subsequently returned to the commissioner because the payments are found to exceed
the hospital-specific DSH limit for that hospital shall be redistributed, proportionate to the
number of fee-for-service discharges, to other DSH-eligible non-children's hospitals that
have a medical assistance utilization rate that is at least one standard deviation above the

mean.

(g) An additional payment adjustment shall be established by the commissioner under
this subdivision for a hospital that provides high levels of administering high-cost drugs to
enrollees in fee-for-service medical assistance. The commissioner shall consider factors
including fee-for-service medical assistance utilization rates and payments made for drugs
purchased through the 340B drug purchasing program and administered to fee-for-service

enrollees. If any part of this adjustment exceeds a hospital's hospital-specific disproportionate
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share hospital limit, or if the hospital qualifies for the alternative payment rate described in

subdivision 2e, the commissioner shall make a payment to the hospital that equals the

nonfederal share of the amount that exceeds the limit. The total nonfederal share of the
amount of the payment adjustment under this paragraph shall not exceed $15506,000

$10,000,000. The department shall calculate the aggregate difference in payments for

outpatient pharmacy claims for members enrolled with medical assistance prepaid health

plans reimbursed at the 340B rate as compared to the non-340B rate, as defined in section

256B.0625. The department shall report the results to the chairs and ranking minority

members of the legislative committees with jurisdiction over medical assistance hospital

reimbursement no later than January 1 for the previous fiscal year.

EFFECTIVE DATE. This section is effective January 1, 2026, or the January 1

following certification of the modernized pharmacy claims processing system, whichever

is later. The commissioner of human services shall notify the revisor of statutes when

certification of the modernized pharmacy claims processing system occurs.

Sec. 5. Minnesota Statutes 2022, section 256.969, subdivision 25, is amended to read:

Subd. 25. Long-term hospital rates. (a) Long-term hospitals shall be paid on a per diem

basis.

(b) For admissions occurring on or after April 1, 1995, a long-term hospital as designated
by Medicare that does not have admissions in the base year shall have inpatient rates
established at the average of other hospitals with the same designation. For subsequent
rate-setting periods in which base years are updated, the hospital's base year shall be the
first Medicare cost report filed with the long-term hospital designation and shall remain in

effect until it falls within the same period as other hospitals.

(c) For admissions occurring on or after July 1, 2023, long-term hospitals must be paid

the higher of a per diem amount computed using the methodology described in subdivision

2b, paragraph (i), or the per diem rate as of July 1, 2021.

EFFECTIVE DATE. This section is effective July 1, 2023.

Sec. 6. Minnesota Statutes 2022, section 256.969, is amended by adding a subdivision to

read:

Subd. 31. Long-acting reversible contraceptives. (a) The commissioner must provide

separate reimbursement to hospitals for long-acting reversible contraceptives provided

immediately postpartum in the inpatient hospital setting. This payment must be in addition
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to the diagnostic related group reimbursement for labor and delivery and shall be made

consistent with section 256B.0625, subdivision 13e, paragraph (e).

(b) The commissioner must require managed care and county-based purchasing plans

to comply with this subdivision when providing services to medical assistance enrollees.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 7. Minnesota Statutes 2022, section 256B.055, subdivision 17, is amended to read:

Subd. 17. Adults who were in foster care at the age of 18. (a) Medical assistance may
be paid for a person under 26 years of age who was in foster care under the commissioner's
responsibility on the date of attaining 18 years of age, and who was enrolled in medical
assistance under the state plan or a waiver of the plan while in foster care, in accordance

with section 2004 of the Affordable Care Act.

(b) Beginning July 1, 2023, medical assistance may be paid for a person under 26 years

of age who was in foster care on the date of attaining 18 years of age and enrolled in another

state's Medicaid program while in foster care in accordance with the Substance Use-Disorder

Prevention that Promotes Opioid Recovery and Treatment for Patients and Communities

Act of 2018. Public Law 115-271, section 1002.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 8. Minnesota Statutes 2022, section 256B.0625, subdivision 9, is amended to read:

Subd. 9. Dental services. (a) Medical assistance covers medically necessary dental

services.
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pregnant-women: (b) The following guidelines apply to dental services:

(1) posterior fillings are paid at the amalgam rate;

(2) application of sealants are covered once every five years per permanent molar for

children only; and

(3) application of fluoride varnish is covered once every six months;-and.

bodontia is lisiblet cor child e

e) (c) In addition to the services specified in paragraphs paragraph (b) and-(e), medical

assistance covers the following services fer-adults:

(1) house calls or extended care facility calls for on-site delivery of covered services;
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(2) behavioral management when additional staff time is required to accommodate

behavioral challenges and sedation is not used;

(3) oral or IV sedation, if the covered dental service cannot be performed safely without
it or would otherwise require the service to be performed under general anesthesia in a

hospital or surgical center; and

(4) prophylaxis, in accordance with an appropriate individualized treatment plan, but

no more than four times per year.

D (d) The commissioner shall not require prior authorization for the services included
in paragraph (e (c), clauses (1) to (3), and shall prohibit managed care and county-based
purchasing plans from requiring prior authorization for the services included in paragraph

te) (c), clauses (1) to (3), when provided under sections 256B.69, 256B.692, and 256L.12.

EFFECTIVE DATE. This section is effective January 1, 2024, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 9. Minnesota Statutes 2022, section 256B.0625, subdivision 13, is amended to read:

Subd. 13. Drugs. (a) Medical assistance covers drugs, except for fertility drugs when
specifically used to enhance fertility, if prescribed by a licensed practitioner and dispensed
by a licensed pharmacist, by a physician enrolled in the medical assistance program as a
dispensing physician, or by a physician, a physician assistant, or an advanced practice
registered nurse employed by or under contract with a community health board as defined

in section 145A.02, subdivision 5, for the purposes of communicable disease control.

(b) The dispensed quantity of a prescription drug must not exceed a 34-day supply;

unless authorized by the commissioner or as provided in paragraph (h) or the drug appears

on the 90-day supply list published by the commissioner. The 90-day supply list shall be
published by the commissioner on the department's website. The commissioner may add
to, delete from, and otherwise modify the 90-day supply list after providing public notice
and the opportunity for a 15-day public comment period. The 90-day supply list may include

cost-effective generic drugs and shall not include controlled substances.

(c) For the purpose of this subdivision and subdivision 13d, an "active pharmaceutical
ingredient" is defined as a substance that is represented for use in a drug and when used in
the manufacturing, processing, or packaging of a drug becomes an active ingredient of the
drug product. An "excipient" is defined as an inert substance used as a diluent or vehicle

for a drug. The commissioner shall establish a list of active pharmaceutical ingredients and
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excipients which are included in the medical assistance formulary. Medical assistance covers
selected active pharmaceutical ingredients and excipients used in compounded prescriptions
when the compounded combination is specifically approved by the commissioner or when

a commercially available product:
(1) 1s not a therapeutic option for the patient;

(2) does not exist in the same combination of active ingredients in the same strengths

as the compounded prescription; and

(3) cannot be used in place of the active pharmaceutical ingredient in the compounded

prescription.

(d) Medical assistance covers the following over-the-counter drugs when prescribed by
a licensed practitioner or by a licensed pharmacist who meets standards established by the
commissioner, in consultation with the board of pharmacy: antacids, acetaminophen, family
planning products, aspirin, insulin, products for the treatment of lice, vitamins for adults
with documented vitamin deficiencies, vitamins for children under the age of seven and
pregnant or nursing women, and any other over-the-counter drug identified by the
commissioner, in consultation with the Formulary Committee, as necessary, appropriate,
and cost-effective for the treatment of certain specified chronic diseases, conditions, or
disorders, and this determination shall not be subject to the requirements of chapter 14. A
pharmacist may prescribe over-the-counter medications as provided under this paragraph
for purposes of receiving reimbursement under Medicaid. When prescribing over-the-counter
drugs under this paragraph, licensed pharmacists must consult with the recipient to determine
necessity, provide drug counseling, review drug therapy for potential adverse interactions,

and make referrals as needed to other health care professionals.

(e) Effective January 1, 2006, medical assistance shall not cover drugs that are coverable
under Medicare Part D as defined in the Medicare Prescription Drug, Improvement, and
Modernization Act of 2003, Public Law 108-173, section 1860D-2(e), for individuals eligible
for drug coverage as defined in the Medicare Prescription Drug, Improvement, and
Modernization Act of 2003, Public Law 108-173, section 1860D-1(a)(3)(A). For these
individuals, medical assistance may cover drugs from the drug classes listed in United States
Code, title 42, section 1396r-8(d)(2), subject to this subdivision and subdivisions 13a to
13g, except that drugs listed in United States Code, title 42, section 1396r-8(d)(2)(E), shall

not be covered.

(f) Medical assistance covers drugs acquired through the federal 340B Drug Pricing

Program and dispensed by 340B covered entities and ambulatory pharmacies under common
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ownership of the 340B covered entity. Medical assistance does not cover drugs acquired

through the federal 340B Drug Pricing Program and dispensed by 340B contract pharmacies.

(g) Notwithstanding paragraph (a), medical assistance covers self-administered hormonal
contraceptives prescribed and dispensed by a licensed pharmacist in accordance with section
151.37, subdivision 14; nicotine replacement medications prescribed and dispensed by a
licensed pharmacist in accordance with section 151.37, subdivision 15; and opiate antagonists
used for the treatment of an acute opiate overdose prescribed and dispensed by a licensed

pharmacist in accordance with section 151.37, subdivision 16.

(h) Medical assistance coverage for a prescription contraceptive must provide a 12-month

supply for any prescription contraceptive if a 12-month supply is prescribed by the

prescribing health care provider. The prescribing health care provider must determine the

appropriate duration for which to prescribe the prescription contraceptives, up to 12 months.

For purposes of this paragraph, "prescription contraceptive" means any drug or device that

requires a prescription and is approved by the Food and Drug Administration to prevent

pregnancy. Prescription contraceptive does not include an emergency contraceptive drug

approved to prevent pregnancy when administered after sexual contact. For purposes of this

paragraph, "health plan" has the meaning provided in section 62Q.01, subdivision 3.

EFFECTIVE DATE. This section applies to medical assistance and MinnesotaCare

coverage effective January 1, 2024.

Sec. 10. Minnesota Statutes 2022, section 256B.0625, subdivision 13c, 1s amended to

read:

Subd. 13c. Formulary Committee. The commissioner, after receiving recommendations
from professional medical associations and professional pharmacy associations, and consumer
groups shall designate a Formulary Committee to carry out duties as described in subdivisions
13 to 13g. The Formulary Committee shall be comprised of feur at least five licensed

physicians actively engaged in the practice of medicine in Minnesota, one of whom must

is an actively practicing

psychiatrist, one of whom specializes in the diagnosis and treatment of rare diseases, one

of whom specializes in pediatrics, and one of whom actively treats persons with disabilities;

at least three licensed pharmacists actively engaged in the practice of pharmacy in Minnesota,

one of whom practices outside the metropolitan counties listed in section 473.121, subdivision

4, one of whom practices in the metropolitan counties listed in section 473.121, subdivision

4, and one of whom is a practicing hospital pharmacist; and-ene at least four consumer

representative representatives, all of whom must have a personal or professional connection
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to medical assistance; and one representative designated by the Minnesota Rare Disease

Advisory Council established under section 256.4835; the remainder to be made up of health

care professionals who are licensed in their field and have recognized knowledge in the
clinically appropriate prescribing, dispensing, and monitoring of covered outpatient drugs.
Members of the Formulary Committee shall not be employed by the Department of Human
Services, but the committee shall be staffed by an employee of the department who shall
serve as an ex officio, nonvoting member of the committee. The department's medical
director shall also serve as an ex officio, nonvoting member for the committee. Committee
members shall serve three-year terms and may be reappointed once by the commissioner.

The committee members shall vote on a chair from among their membership. The chair

shall preside over all committee meetings. The Formulary Committee shall meet at least

twiee four times per year. The commissioner may require more frequent Formulary
Committee meetings as needed. An honorarium of $100 per meeting and reimbursement

for mileage shall be paid to each committee member in attendance. The Formulary Committee

is subject to the Open Meeting Law under chapter 13D. The Formulary Committee expires

June 30, 2623 2027.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 11. Minnesota Statutes 2022, section 256B.0625, subdivision 13f, is amended to read:

Subd. 13f. Prior authorization. (a) The Formulary Committee shall review and
recommend drugs which require prior authorization. The Formulary Committee shall
establish general criteria to be used for the prior authorization of brand-name drugs for
which generically equivalent drugs are available, but the committee is not required to review

each brand-name drug for which a generically equivalent drug is available.

(b) Prior authorization may be required by the commissioner before certain formulary
drugs are eligible for payment. The Formulary Committee may recommend drugs for prior
authorization directly to the commissioner. The commissioner may also request that the
Formulary Committee review a drug for prior authorization. Before the commissioner may

require prior authorization for a drug:

(1) the commissioner must provide information to the Formulary Committee on the
impact that placing the drug on prior authorization may have on the quality of patient care
and on program costs, information regarding whether the drug is subject to clinical abuse

or misuse, and relevant data from the state Medicaid program if such data is available;

(2) the Formulary Committee must review the drug, taking into account medical and

clinical data and the information provided by the commissioner; and

Article 1 Sec. 11. 17



18.1

18.2

18.3

18.4

18.5

18.6

18.7

18.8

18.9

18.10

18.11

18.12

18.13

18.14

18.15

18.16

18.17

18.18

18.19

18.20

18.21

18.22

18.23

18.24

18.25

18.26

18.27

18.28

18.29

18.30

18.31

18.32

SF2995 REVISOR DTT S2995-2 2nd Engrossment

(3) the Formulary Committee must hold a public forum and receive public comment for

an additional 15 days.

The commissioner must provide a 15-day notice period before implementing the prior

authorization.

(c) Except as provided in subdivision 13j, prior authorization shall not be required or
utilized for any atypical antipsychotic drug prescribed for the treatment of mental illness
if:

(1) there is no generically equivalent drug available; and

(2) the drug was initially prescribed for the recipient prior to July 1, 2003; or

(3) the drug is part of the recipient's current course of treatment.

This paragraph applies to any multistate preferred drug list or supplemental drug rebate
program established or administered by the commissioner. Prior authorization shall
automatically be granted for 60 days for brand name drugs prescribed for treatment of mental
illness within 60 days of when a generically equivalent drug becomes available, provided
that the brand name drug was part of the recipient's course of treatment at the time the

generically equivalent drug became available.

(d) Prior authorization shall not be required or utilized for:

(1) any liquid form of a medication for a patient who utilizes tube feedings of any kind,

even if such patient has or had any paid claims for pills; and

(2) liquid methadone. If more than one version of liquid methadone is available, the

commissioner shall select the version of liquid methadone that does not require prior

authorization.

This paragraph applies to any multistate preferred drug list or supplemental drug rebate

program established or administered by the commissioner.

(e) The commissioner may require prior authorization for brand name drugs whenever
a generically equivalent product is available, even if the prescriber specifically indicates
"dispense as written-brand necessary" on the prescription as required by section 151.21,

subdivision 2.

te) (f) Notwithstanding this subdivision, the commissioner may automatically require
prior authorization, for a period not to exceed 180 days, for any drug that is approved by
the United States Food and Drug Administration on or after July 1, 2005. The 180-day

period begins no later than the first day that a drug is available for shipment to pharmacies
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within the state. The Formulary Committee shall recommend to the commissioner general
criteria to be used for the prior authorization of the drugs, but the committee is not required
to review each individual drug. In order to continue prior authorizations for a drug after the

180-day period has expired, the commissioner must follow the provisions of this subdivision.
D (g) Prior authorization under this subdivision shall comply with section 62Q.184.

{g) (h) Any step therapy protocol requirements established by the commissioner must
comply with section 62Q.1841.

Sec. 12. Minnesota Statutes 2022, section 256B.0625, subdivision 13g, is amended to

read:

Subd. 13g. Preferred drug list. (a) The commissioner shall adopt and implement a
preferred drug list by January 1, 2004. The commissioner may enter into a contract with a
vendor for the purpose of participating in a preferred drug list and supplemental rebate

program. The terms of the contract with the vendor must be publicly disclosed on the website

of the Department of Human Services. The commissioner shall ensure that any contract

meets all federal requirements and maximizes federal financial participation. The
commissioner shall publish the preferred drug list annually in the State Register and shall

maintain an accurate and up-to-date list on the agency website. The commissioner shall

implement and maintain an accurate archive of previous versions of the preferred drug list,

and make this archive available to the public on the website of the Department of Human

Services beginning January 1, 2024.

(b) The commissioner may add to, delete from, and otherwise modify the preferred drug
list, after consulting with the Formulary Committee and, appropriate medical specialists

and-, appropriate patient advocacy groups, and the Minnesota Rare Disease Advisory

Council; providing public notice and the opportunity for public comment; and complying

with the requirements of paragraph (f).

(c) The commissioner shall adopt and administer the preferred drug list as part of the
administration of the supplemental drug rebate program. Reimbursement for prescription

drugs not on the preferred drug list may be subject to prior authorization.

(d) For purposes of this subdivision, the following definitions apply:

(1) "appropriate medical specialist" means a medical professional who prescribes the

relevant class of drug as part of their subspecialty;

(2) "patient advocacy group" means a nonprofit organization as described in United

States Code, title 26, section 501(c)(3), that is exempt from income tax under United States

Article 1 Sec. 12. 19



20.1

20.2

20.3

20.4

20.5

20.6

20.7

20.8

20.9

20.10

20.11

20.12

20.13

20.14

20.15

20.16

20.17

20.18

20.19

20.20

20.21

20.22

20.23

20.24

20.25

20.26

20.27

20.28

20.29

20.30

20.31

20.32

SF2995 REVISOR DTT S2995-2 2nd Engrossment

Code, title 26, section 501(a), or a public entity that supports persons with the disease state

treated by the therapeutic class of the preferred drug list being updated; and

(3) "preferred drug list" means a list of prescription drugs within designated therapeutic
classes selected by the commissioner, for which prior authorization based on the identity

of the drug or class is not required.

(e) The commissioner shall seek any federal waivers or approvals necessary to implement

this subdivision. The commissioner shall maintain a public list of applicable patient advocacy

groups.

(f) Netwithstanding paragraph(b); Before the commissioner may delete a drug from the

preferred drug list or modify the inclusion of a drug on the preferred drug list, the
commissioner shall consider any implications that the deletion or modification may have
on state public health policies or initiatives and any impact that the deletion or modification
may have on increasing health disparities in the state. Prior to deleting a drug or modifying
the inclusion of a drug, the commissioner shall also conduct a public hearing. The
commissioner shall provide adequate notice to the public and the commissioner of health
prior to the hearing that specifies the drug that the commissioner is proposing to delete or

modify, and shall disclose any publie medical or clinical analysis that the commissioner

has relied on in proposing the deletion or modification, and evidence that the commissioner
has evaluated the impact of the proposed deletion or modification on public health and

health disparities. Notwithstanding section 331A.05, a public notice of a Formulary

Committee meeting must be published at least 30 days in advance of the meeting. The list

of drugs to be discussed at the meeting must be announced at least 30 days before the meeting

and must include the name and class of drug, the proposed action, and the proposed prior

authorization requirements, if applicable.

Sec. 13. Minnesota Statutes 2022, section 256B.0625, subdivision 28b, is amended to

read:

Subd. 28b. Doula services. Medical assistance covers doula services provided by a
certified doula as defined in section 148.995, subdivision 2, of the mother's choice. For
purposes of this section, "doula services" means childbirth education and support services,
including emotional and physical support provided during pregnancy, labor, birth, and

postpartum. The commissioner shall enroll doula agencies and individual treating doulas

to provide direct reimbursement.
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EFFECTIVE DATE. This section is effective January 1, 2024, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 14. Minnesota Statutes 2022, section 256B.0625, subdivision 30, is amended to read:

Subd. 30. Other clinic services. (a) Medical assistance covers rural health clinic services,
federally qualified health center services, nonprofit community health clinic services, and
public health clinic services. Rural health clinic services and federally qualified health center
services mean services defined in United States Code, title 42, section 1396d(a)(2)(B) and
(C). Payment for rural health clinic and federally qualified health center services shall be

made according to applicable federal law and regulation.

(b) A federally qualified health center (FQHC) that is beginning initial operation shall
submit an estimate of budgeted costs and visits for the initial reporting period in the form
and detail required by the commissioner. An FQHC that is already in operation shall submit
an initial report using actual costs and visits for the initial reporting period. Within 90 days
of the end of its reporting period, an FQHC shall submit, in the form and detail required by
the commissioner, a report of its operations, including allowable costs actually incurred for
the period and the actual number of visits for services furnished during the period, and other
information required by the commissioner. FQHCs that file Medicare cost reports shall
provide the commissioner with a copy of the most recent Medicare cost report filed with
the Medicare program intermediary for the reporting year which support the costs claimed

on their cost report to the state.

(c) In order to continue cost-based payment under the medical assistance program
according to paragraphs (a) and (b), an FQHC or rural health clinic must apply for designation
as an essential community provider within six months of final adoption of rules by the
Department of Health according to section 62Q.19, subdivision 7. For those FQHCs and
rural health clinics that have applied for essential community provider status within the
six-month time prescribed, medical assistance payments will continue to be made according
to paragraphs (a) and (b) for the first three years after application. For FQHCs and rural
health clinics that either do not apply within the time specified above or who have had
essential community provider status for three years, medical assistance payments for health
services provided by these entities shall be according to the same rates and conditions
applicable to the same service provided by health care providers that are not FQHCs or rural

health clinics.
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(d) Effective July 1, 1999, the provisions of paragraph (c) requiring an FQHC or a rural
health clinic to make application for an essential community provider designation in order

to have cost-based payments made according to paragraphs (a) and (b) no longer apply.

(e) Effective January 1, 2000, payments made according to paragraphs (a) and (b) shall
be limited to the cost phase-out schedule of the Balanced Budget Act of 1997.

(f) Effective January 1, 2001, through December 31, 2020, each FQHC and rural health
clinic may elect to be paid either under the prospective payment system established in United
States Code, title 42, section 1396a(aa), or under an alternative payment methodology
consistent with the requirements of United States Code, title 42, section 1396a(aa), and
approved by the Centers for Medicare and Medicaid Services. The alternative payment
methodology shall be 100 percent of cost as determined according to Medicare cost

principles.

(g) Effective for services provided on or after January 1, 2021, all claims for payment
of clinic services provided by FQHCs and rural health clinics shall be paid by the
commissioner, according to an annual election by the FQHC or rural health clinic, under
the current prospective payment system described in paragraph (f) or the alternative payment

methodology described in paragraph (1), or, upon federal approval, for FQHCs that are also

urban Indian organizations under Title V of the federal Indian Health Improvement Act, as

provided under paragraph (k).

(h) For purposes of this section, "nonprofit community clinic" is a clinic that:
(1) has nonprofit status as specified in chapter 317A;
(2) has tax exempt status as provided in Internal Revenue Code, section 501(¢c)(3);

(3) is established to provide health services to low-income population groups, uninsured,

high-risk and special needs populations, underserved and other special needs populations;

(4) employs professional staff at least one-half of which are familiar with the cultural

background of their clients;

(5) charges for services on a sliding fee scale designed to provide assistance to

low-income clients based on current poverty income guidelines and family size; and

(6) does not restrict access or services because of a client's financial limitations or public

assistance status and provides no-cost care as needed.

(1) Effective for services provided on or after January 1, 2015, all claims for payment

of clinic services provided by FQHCs and rural health clinics shall be paid by the
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commissioner. the commissioner shall determine the most feasible method for paying claims

from the following options:

(1) FQHC:s and rural health clinics submit claims directly to the commissioner for
payment, and the commissioner provides claims information for recipients enrolled in a

managed care or county-based purchasing plan to the plan, on a regular basis; or

(2) FQHC:s and rural health clinics submit claims for recipients enrolled in a managed
care or county-based purchasing plan to the plan, and those claims are submitted by the

plan to the commissioner for payment to the clinic.

(j) For clinic services provided prior to January 1, 2015, the commissioner shall calculate
and pay monthly the proposed managed care supplemental payments to clinics, and clinics
shall conduct a timely review of the payment calculation data in order to finalize all
supplemental payments in accordance with federal law. Any issues arising from a clinic's
review must be reported to the commissioner by January 1, 2017. Upon final agreement
between the commissioner and a clinic on issues identified under this subdivision, and in
accordance with United States Code, title 42, section 1396a(bb), no supplemental payments
for managed care plan or county-based purchasing plan claims for services provided prior
to January 1, 2015, shall be made after June 30, 2017. If the commissioner and clinics are

unable to resolve issues under this subdivision, the parties shall submit the dispute to the

arbitration process under section 14.57.

(k) The commissioner shall establish an encounter payment rate that is equivalent to the

all inclusive rate (AIR) payment established by the Indian Health Service and published in

the Federal Register. The encounter rate must be updated annually and must reflect the

changes in the AIR established by the Indian Health Service each calendar year. FQHCs

that are also urban Indian organizations under Title V of the federal Indian Health

Improvement Act may elect to be paid: (1) at the encounter rate established under this

paragraph; (2) under the alternative payment methodology described in paragraph (1); or
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(3) under the federally required prospective payment system described in paragraph (f).

FQHC:s that elect to be paid at the encounter rate established under this paragraph must

continue to meet all state and federal requirements related to FQHCs and urban Indian

organizations, and must maintain their statuses as FQHCs and urban Indian organizations.

(1) All claims for payment of clinic services provided by FQHCs and rural health clinics,
that have elected to be paid under this paragraph, shall be paid by the commissioner according

to the following requirements:

(1) the commissioner shall establish a single medical and single dental organization

encounter rate for each FQHC and rural health clinic when applicable;

(2) each FQHC and rural health clinic is eligible for same day reimbursement of one
medical and one dental organization encounter rate if eligible medical and dental visits are

provided on the same day;

(3) the commissioner shall reimburse FQHCs and rural health clinics, in accordance
with current applicable Medicare cost principles, their allowable costs, including direct
patient care costs and patient-related support services. Nonallowable costs include, but are

not limited to:
(1) general social services and administrative costs;
(11) retail pharmacy;
(ii1) patient incentives, food, housing assistance, and utility assistance;
(iv) external lab and x-ray;
(V) navigation services;
(vi) health care taxes;
(vii) advertising, public relations, and marketing;
(viii) office entertainment costs, food, alcohol, and gifts;
(ix) contributions and donations;
(x) bad debts or losses on awards or contracts;
(x1) fines, penalties, damages, or other settlements;
(xi1) fundraising, investment management, and associated administrative costs;
(xiii) research and associated administrative costs;

(xiv) nonpaid workers;
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(xv) lobbying;
(xvi) scholarships and student aid; and
(xvii) nonmedical assistance covered services;

(4) the commissioner shall review the list of nonallowable costs in the years between
the rebasing process established in clause (5), in consultation with the Minnesota Association
of Community Health Centers, FQHCs, and rural health clinics. The commissioner shall

publish the list and any updates in the Minnesota health care programs provider manual;

(5) the initial applicable base year organization encounter rates for FQHCs and rural

health clinics shall be computed for services delivered on or after January 1, 2021, and:

(1) must be determined using each FQHC's and rural health clinic's Medicare cost reports

from 2017 and 2018;

(11) must be according to current applicable Medicare cost principles as applicable to
FQHC:s and rural health clinics without the application of productivity screens and upper
payment limits or the Medicare prospective payment system FQHC aggregate mean upper

payment limit;

(111) must be subsequently rebased every two years thereafter using the Medicare cost
reports that are three and four years prior to the rebasing year. Years in which organizational
cost or claims volume is reduced or altered due to a pandemic, disease, or other public health
emergency shall not be used as part of a base year when the base year includes more than
one year. The commissioner may use the Medicare cost reports of a year unaffected by a
pandemic, disease, or other public health emergency, or previous two consecutive years,

inflated to the base year as established under item (iv);

(iv) must be inflated to the base year using the inflation factor described in clause (6);

and
(v) the commissioner must provide for a 60-day appeals process under section 14.57;

(6) the commissioner shall annually inflate the applicable organization encounter rates
for FQHCs and rural health clinics from the base year payment rate to the effective date by
using the CMS FQHC Market Basket inflator established under United States Code, title

42, section 1395m(0), less productivity;

(7) FQHC:s and rural health clinics that have elected the alternative payment methodology
under this paragraph shall submit all necessary documentation required by the commissioner

to compute the rebased organization encounter rates no later than six months following the
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date the applicable Medicare cost reports are due to the Centers for Medicare and Medicaid

Services;

(8) the commissioner shall reimburse FQHCs and rural health clinics an additional
amount relative to their medical and dental organization encounter rates that is attributable

to the tax required to be paid according to section 295.52, if applicable;

(9) FQHC:s and rural health clinics may submit change of scope requests to the
commissioner if the change of scope would result in an increase or decrease of 2.5 percent
or higher in the medical or dental organization encounter rate currently received by the

FQHC or rural health clinic;

(10) for FQHCs and rural health clinics seeking a change in scope with the commissioner
under clause (9) that requires the approval of the scope change by the federal Health

Resources Services Administration:

(1) FQHC:s and rural health clinics shall submit the change of scope request, including
the start date of services, to the commissioner within seven business days of submission of

the scope change to the federal Health Resources Services Administration;

(i1) the commissioner shall establish the effective date of the payment change as the
federal Health Resources Services Administration date of approval of the FQHC's or rural
health clinic's scope change request, or the effective start date of services, whichever is

later; and

(ii1) within 45 days of one year after the effective date established in item (ii), the
commissioner shall conduct a retroactive review to determine if the actual costs established
under clause (3) or encounters result in an increase or decrease of 2.5 percent or higher in
the medical or dental organization encounter rate, and if this is the case, the commissioner
shall revise the rate accordingly and shall adjust payments retrospectively to the effective

date established in item (ii);

(11) for change of scope requests that do not require federal Health Resources Services
Administration approval, the FQHC and rural health clinic shall submit the request to the
commissioner before implementing the change, and the effective date of the change is the
date the commissioner received the FQHC's or rural health clinic's request, or the effective
start date of the service, whichever is later. The commissioner shall provide a response to
the FQHC's or rural health clinic's request within 45 days of submission and provide a final
approval within 120 days of submission. This timeline may be waived at the mutual
agreement of the commissioner and the FQHC or rural health clinic if more information is

needed to evaluate the request;
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(12) the commissioner, when establishing organization encounter rates for new FQHCs
and rural health clinics, shall consider the patient caseload of existing FQHCs and rural
health clinics in a 60-mile radius for organizations established outside of the seven-county
metropolitan area, and in a 30-mile radius for organizations in the seven-county metropolitan
area. If this information is not available, the commissioner may use Medicare cost reports

or audited financial statements to establish base rates;

(13) the commissioner shall establish a quality measures workgroup that includes
representatives from the Minnesota Association of Community Health Centers, FQHCs,

and rural health clinics, to evaluate clinical and nonclinical measures; and

(14) the commissioner shall not disallow or reduce costs that are related to an FQHC's
or rural health clinic's participation in health care educational programs to the extent that
the costs are not accounted for in the alternative payment methodology encounter rate

established in this paragraph.

(m) Effective July 1, 2023, an enrolled Indian health service facility or a Tribal health

center operating under a 638 contract or compact may elect to also enroll as a Tribal FQHC.

Requirements that otherwise apply to an FQHC covered in this subdivision do not apply to

a Tribal FQHC enrolled under this paragraph, except that any requirements necessary to

comply with federal regulations do apply to a Tribal FQHC. The commissioner shall establish

an alternative payment method for a Tribal FQHC enrolled under this paragraph that uses

the same method and rates applicable to a Tribal facility or health center that does not enroll

as a Tribal FQHC.

EFFECTIVE DATE. This section is effective January 1, 2026, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 15. Minnesota Statutes 2022, section 256B.0625, subdivision 31, is amended to read:

Subd. 31. Medical supplies and equipment. (a) Medical assistance covers medical
supplies and equipment. Separate payment outside of the facility's payment rate shall be
made for wheelchairs and wheelchair accessories for recipients who are residents of
intermediate care facilities for the developmentally disabled. Reimbursement for wheelchairs
and wheelchair accessories for ICF/DD recipients shall be subject to the same conditions
and limitations as coverage for recipients who do not reside in institutions. A wheelchair

purchased outside of the facility's payment rate is the property of the recipient.
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(b) Vendors of durable medical equipment, prosthetics, orthotics, or medical supplies

must enroll as a Medicare provider.

(c) When necessary to ensure access to durable medical equipment, prosthetics, orthotics,
or medical supplies, the commissioner may exempt a vendor from the Medicare enrollment

requirement if:

(1) the vendor supplies only one type of durable medical equipment, prosthetic, orthotic,

or medical supply;
(2) the vendor serves ten or fewer medical assistance recipients per year;

(3) the commissioner finds that other vendors are not available to provide same or similar

durable medical equipment, prosthetics, orthotics, or medical supplies; and

(4) the vendor complies with all screening requirements in this chapter and Code of
Federal Regulations, title 42, part 455. The commissioner may also exempt a vendor from
the Medicare enrollment requirement if the vendor is accredited by a Centers for Medicare
and Medicaid Services approved national accreditation organization as complying with the
Medicare program's supplier and quality standards and the vendor serves primarily pediatric

patients.
(d) Durable medical equipment means a device or equipment that:
(1) can withstand repeated use;
(2) 1s generally not useful in the absence of an illness, injury, or disability; and

(3) is provided to correct or accommodate a physiological disorder or physical condition

or is generally used primarily for a medical purpose.

(e) Electronic tablets may be considered durable medical equipment if the electronic
tablet will be used as an augmentative and alternative communication system as defined
under subdivision 31a, paragraph (a). To be covered by medical assistance, the device must

be locked in order to prevent use not related to communication.

(f) Notwithstanding the requirement in paragraph (e) that an electronic tablet must be
locked to prevent use not as an augmentative communication device, a recipient of waiver
services may use an electronic tablet for a use not related to communication when the
recipient has been authorized under the waiver to receive one or more additional applications
that can be loaded onto the electronic tablet, such that allowing the additional use prevents

the purchase of a separate electronic tablet with waiver funds.
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(g) An order or prescription for medical supplies, equipment, or appliances must meet
the requirements in Code of Federal Regulations, title 42, part 440.70.

(h) Allergen-reducing products provided according to subdivision 67, paragraph (c) or

(d), shall be considered durable medical equipment.

(1) Seizure detection devices are covered as durable medical equipment under this

subdivision if:

(1) the seizure detection device is medically appropriate based on the recipient's medical

condition or status; and

(2) the recipient's health care provider has identified that a seizure detection device

would:

(1) likely assist in reducing bodily harm to or death of the recipient as a result of the

recipient experiencing a seizure; or

(11) provide data to the health care provider necessary to appropriately diagnose or treat

a health condition of the recipient that causes the seizure activity.

(j) For purposes of paragraph (1), "seizure detection device" means a United States Food

and Drug Administration-approved monitoring device and related service or subscription

supporting the prescribed use of the device, including technology that provides ongoing

patient monitoring and alert services that detect seizure activity and transmit notification

of the seizure activity to a caregiver for appropriate medical response or collects data of the

seizure activity of the recipient that can be used by a health care provider to diagnose or

appropriately treat a health care condition that causes the seizure activity. The medical

assistance reimbursement rate for a subscription supporting the prescribed use of a seizure

detection device is 60 percent of the rate for monthly remote monitoring under the medical

assistance telemonitoring benefit.

EFFECTIVE DATE. This section is effective January 1, 2024, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 16. Minnesota Statutes 2022, section 256B.0625, subdivision 34, is amended to read:

Subd. 34. Indian health services facilities. (a) Medical assistance payments and
MinnesotaCare payments to facilities of the Indian health service and facilities operated by
a Tribe or Tribal organization under funding authorized by United States Code, title 25,

sections 4501 to 450n, or title III of the Indian Self-Determination and Education Assistance
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Act, Public Law 93-638, for enrollees who are eligible for federal financial participation,
shall be at the option of the facility in accordance with the rate published by the United
States Assistant Secretary for Health under the authority of United States Code, title 42,
sections 248(a) and 249(b). MinnesotaCare payments for enrollees who are not eligible for
federal financial participation at facilities of the Indian health service and facilities operated
by a Tribe or Tribal organization for the provision of outpatient medical services must be
in accordance with the medical assistance rates paid for the same services when provided
in a facility other than a facility of the Indian health service or a facility operated by a Tribe

or Tribal organization.

EFFECTIVE DATE. This section is effective January 1, 2026, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 17. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision

to read:

Subd. 68. Biomarker testing. Medical assistance covers biomarker testing to diagnose,

treat, manage, and monitor illness or disease. Medical assistance coverage must meet the

requirements that would otherwise apply to a health plan under section 62Q.473.

EFFECTIVE DATE. This section is effective January 1, 2025, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 18. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision

to read:

Subd. 69. Recuperative care services. Medical assistance covers recuperative care

services according to section 256B.0701.

EFFECTIVE DATE. This section is effective January 1, 2024.
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Sec. 19. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision

to read:

Subd. 70. Coverage of services for the diagnosis, monitoring, and treatment of rare

diseases. (a) Medical assistance covers services related to the diagnosis, monitoring, and

treatment of a rare disease or condition. Medical assistance coverage for these services must

meet the requirements in section 62Q.451.

(b) Coverage for a service must not be denied solely on the basis that it was provided

by, referred for, or ordered by an out-of-network provider.

(c) Any prior authorization requirements for a service that is provided by, referred for,

or ordered by an out-of-network provider must be the same as any prior authorization

requirements for a service that is provided by, referred for, or ordered by an in-network

provider.

(d) Nothing in this subdivision requires a managed care or county-based purchasing plan

to provide coverage for a service that is not covered under medical assistance.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 20. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision

to read:

Subd. 71. Coverage and payment for pharmacy services. (a) Medical assistance covers

medical treatment or services provided by a licensed pharmacist, to the extent the medical

treatment or services are within the pharmacist's scope of practice, if medical assistance

covers the same medical treatment or services provided by a licensed physician. This

requirement applies to services provided (1) under fee-for-service medical assistance, and

(2) by a managed care plan under section 256B.69 or a county-based purchasing plan under

section 256B.692.

(b) The commissioner, and managed care and county-based purchasing plans when

providing services under sections 256B.69 and 256B.692, must reimburse a participating

pharmacist or pharmacy for a service that is also within a physician's scope of practice at

an amount no lower than the standard payment rate that would be applied when reimbursing

a physician for the service.

EFFECTIVE DATE. This section is effective January 1, 2025, or upon federal approval,

whichever is later. The commissioner of human services must notify the revisor of statutes

when federal approval is obtained.
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Sec. 21. Minnesota Statutes 2022, section 256B.0631, subdivision 2, is amended to read:

Subd. 2. Exceptions. Co-payments and deductibles shall be subject to the following

exceptions:
(1) children under the age of 21;

(2) pregnant women for services that relate to the pregnancy or any other medical

condition that may complicate the pregnancy;

(3) recipients expected to reside for at least 30 days in a hospital, nursing home, or

intermediate care facility for the developmentally disabled;
(4) recipients receiving hospice care;
(5) 100 percent federally funded services provided by an Indian health service;
(6) emergency services;

(7) family planning services, including but not limited to the placement and removal of

long-acting reversible contraceptives;

(8) services that are paid by Medicare, resulting in the medical assistance program paying

for the coinsurance and deductible;

(9) co-payments that exceed one per day per provider for nonpreventive visits, eyeglasses,

and nonemergency visits to a hospital-based emergency room;

(10) services, fee-for-service payments subject to volume purchase through competitive

bidding;

(11) American Indians who meet the requirements in Code of Federal Regulations, title

42, sections 447.51 and 447.56;

(12) persons needing treatment for breast or cervical cancer as described under section

256B.057, subdivision 10; and

(13) services that currently have a rating of A or B from the United States Preventive
Services Task Force (USPSTF), immunizations recommended by the Advisory Committee
on Immunization Practices of the Centers for Disease Control and Prevention, and preventive
services and screenings provided to women as described in Code of Federal Regulations,

title 45, section 147.130-; and

(14) additional diagnostic services or testing that a health care provider determines an

enrollee requires after a mammogram, as specified under section 62A.30, subdivision 5.

EFFECTIVE DATE. This section is effective January 1, 2024.
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Sec. 22. [256B.0701] RECUPERATIVE CARE SERVICES.

Subdivision 1. Definitions. (a) For purposes of this section, the following terms have

the meanings given.

(b) "Provider" means a recuperative care provider as defined by the standards established

by the National Institute for Medical Respite Care.

(c) "Recuperative care" means a model of care that prevents hospitalization or that

provides postacute medical care and support services for recipients experiencing

homelessness who are too ill or frail to recover from a physical illness or injury while living

in a shelter or are otherwise unhoused but who are not sick enough to be hospitalized or

remain hospitalized, or to need other levels of care.

Subd. 2. Recuperative care settings. Recuperative care may be provided in any setting,

including but not limited to homeless shelters, congregate care settings, single room

occupancy settings, or supportive housing, so long as the provider of recuperative care or

provider of housing is able to provide to the recipient within the designated setting, at a

minimum;

(1) 24-hour access to a bed and bathroom;

(2) access to three meals a day;

(3) availability to environmental services;

(4) access to a telephone;

(5) a secure place to store belongings; and

(6) staff available within the setting to provide a wellness check as needed, but at a

minimum, at least once every 24 hours.

Subd. 3. Eligibility. To be eligible for recuperative care service, a recipient must:

(1) be 21 years of age or older;

(2) be experiencing homelessness;

(3) be in need of short-term acute medical care for a period of no more than 60 days;

(4) meet clinical criteria, as established by the commissioner, that indicates that the

recipient needs recuperative care; and

(5) not have behavioral health needs that are greater than what can be managed by the

provider within the setting.
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Subd. 4. Total payment rates. Total payment rates for recuperative care consist of the

recuperative care services rate and the recuperative care facility rate.

Subd. 5. Recuperative care services rate. The recuperative care services rate is for the

services provided to the recipient and must be a bundled daily per diem payment of at least

$300 per day. Services provided within the bundled payment may include but are not limited

to:

(1) basic nursing care, including:

(1) monitoring a patient's physical health and pain level,;

(i) providing wound care;

(111) medication support;

(iv) patient education;

(v) immunization review and update; and

(vi) establishing clinical goals for the recuperative care period and discharge plan;

(2) care coordination, including:

(1) initial assessment of medical, behavioral, and social needs;

(i1) development of a care plan;

(111) support and referral assistance for legal services, housing, community social services,

case management, health care benefits, health and other eligible benefits, and transportation

needs and services; and

(iv) monitoring and follow-up to ensure that the care plan is effectively implemented to

address the medical, behavioral, and social needs;

(3) basic behavioral needs, including counseling and peer support, that can be provided

in this recuperative care setting; and

(4) services provided by a community health worker as defined under section 256B.0625,

subdivision 49.

Subd. 6. Recuperative care facility rate. (a) The recuperative care facility rate is for

facility costs and must be paid from state money in an amount equal to the medical assistance

room and board rate at the time the recuperative care services were provided. The eligibility

standards in chapter 2561 do not apply to the recuperative care facility rate. The recuperative

care facility rate is only paid when the recuperative care services rate is paid to a provider.

Providers may opt to only receive the recuperative care services rate.
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(b) Before a recipient is discharged from a recuperative care setting, the provider must

ensure that the recipient's acute medical condition is stabilized or that the recipient is being

discharged to a setting that is able to meet that recipient's needs.

Subd. 7. Extended stay. If a recipient requires care exceeding the 60-day limit described

in subdivision 3, the provider may request in a format prescribed by the commissioner an

extension to continue payments until the recipient is discharged.

Subd. 8. Report. (a) The commissioner must submit an initial report to the chairs and

ranking minority members of the legislative committees having jurisdiction over health and

human services by February 1, 2025, and a final report by February 1, 2027, on coverage

of recuperative care services. The reports must include but are not limited to:

(1) a list of the recuperative care services in Minnesota and the number of recipients;

(2) the estimated return on investment, including health care savings due to reduced

hospitalizations;

(3) follow-up information, if available, on whether recipients' hospital visits decreased

since recuperative care services were provided compared to before the services were

provided; and

(4) any other information that can be used to determine the effectiveness of the program

and its funding, including recommendations for improvements to the program.

(b) This subdivision expires upon submission of the final report.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 23. Minnesota Statutes 2022, section 256B.196, subdivision 2, 1s amended to read:

Subd. 2. Commissioner's duties. (a) For the purposes of this subdivision and subdivision
3, the commissioner shall determine the fee-for-service outpatient hospital services upper
payment limit for nonstate government hospitals. The commissioner shall then determine
the amount of a supplemental payment to Hennepin County Medical Center and Regions
Hospital for these services that would increase medical assistance spending in this category
to the aggregate upper payment limit for all nonstate government hospitals in Minnesota.
In making this determination, the commissioner shall allot the available increases between
Hennepin County Medical Center and Regions Hospital based on the ratio of medical
assistance fee-for-service outpatient hospital payments to the two facilities. The commissioner
shall adjust this allotment as necessary based on federal approvals, the amount of

intergovernmental transfers received from Hennepin and Ramsey Counties, and other factors,
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in order to maximize the additional total payments. The commissioner shall inform Hennepin
County and Ramsey County of the periodic intergovernmental transfers necessary to match
federal Medicaid payments available under this subdivision in order to make supplementary
medical assistance payments to Hennepin County Medical Center and Regions Hospital
equal to an amount that when combined with existing medical assistance payments to
nonstate governmental hospitals would increase total payments to hospitals in this category
for outpatient services to the aggregate upper payment limit for all hospitals in this category
in Minnesota. Upon receipt of these periodic transfers, the commissioner shall make

supplementary payments to Hennepin County Medical Center and Regions Hospital.

(b) For the purposes of this subdivision and subdivision 3, the commissioner shall
determine an upper payment limit for physicians and other billing professionals affiliated
with Hennepin County Medical Center and with Regions Hospital. The upper payment limit
shall be based on the average commercial rate or be determined using another method
acceptable to the Centers for Medicare and Medicaid Services. The commissioner shall
inform Hennepin County and Ramsey County of the periodic intergovernmental transfers
necessary to match the federal Medicaid payments available under this subdivision in order
to make supplementary payments to physicians and other billing professionals affiliated
with Hennepin County Medical Center and to make supplementary payments to physicians
and other billing professionals affiliated with Regions Hospital through HealthPartners
Medical Group equal to the difference between the established medical assistance payment
for physician and other billing professional services and the upper payment limit. Upon
receipt of these periodic transfers, the commissioner shall make supplementary payments
to physicians and other billing professionals affiliated with Hennepin County Medical Center
and shall make supplementary payments to physicians and other billing professionals

affiliated with Regions Hospital through HealthPartners Medical Group.

(c) Beginning January 1, 2010, Ramsey County may make monthly voluntary
intergovernmental transfers to the commissioner in amounts not to exceed $6,000,000 per
year. The commissioner shall increase the medical assistance capitation payments to any
licensed health plan under contract with the medical assistance program that agrees to make
enhanced payments to Regions Hospital. The increase shall be in an amount equal to the
annual value of the monthly transfers plus federal financial participation, with each health
plan receiving its pro rata share of the increase based on the pro rata share of medical
assistance admissions to Regions Hospital by those plans. For the purposes of this paragraph,
"the base amount" means the total annual value of increased medical assistance capitation

payments, including the voluntary intergovernmental transfers, under this paragraph in
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calendar year 2017. For managed care contracts beginning on or after January 1, 2018, the
commissioner shall reduce the total annual value of increased medical assistance capitation
payments under this paragraph by an amount equal to ten percent of the base amount, and
by an additional ten percent of the base amount for each subsequent contract year until
December 31, 2025. Upon the request of the commissioner, health plans shall submit
individual-level cost data for verification purposes. The commissioner may ratably reduce
these payments on a pro rata basis in order to satisfy federal requirements for actuarial
soundness. If payments are reduced, transfers shall be reduced accordingly. Any licensed
health plan that receives increased medical assistance capitation payments under the
intergovernmental transfer described in this paragraph shall increase its medical assistance
payments to Regions Hospital by the same amount as the increased payments received in

the capitation payment described in this paragraph. This paragraph expires January 1, 2026.

(d) For the purposes of this subdivision and subdivision 3, the commissioner shall
determine an upper payment limit for ambulance services affiliated with Hennepin County
Medical Center and the city of St. Paul, and ambulance services owned and operated by
another governmental entity that chooses to participate by requesting the commissioner to
determine an upper payment limit. The upper payment limit shall be based on the average
commercial rate or be determined using another method acceptable to the Centers for
Medicare and Medicaid Services. The commissioner shall inform Hennepin County, the
city of St. Paul, and other participating governmental entities of the periodic
intergovernmental transfers necessary to match the federal Medicaid payments available
under this subdivision in order to make supplementary payments to Hennepin County
Medical Center, the city of St. Paul, and other participating governmental entities equal to
the difference between the established medical assistance payment for ambulance services
and the upper payment limit. Upon receipt of these periodic transfers, the commissioner
shall make supplementary payments to Hennepin County Medical Center, the city of St.
Paul, and other participating governmental entities. A Tribal government that owns and

operates an ambulance service is not eligible to participate under this subdivision.

(e) For the purposes of this subdivision and subdivision 3, the commissioner shall
determine an upper payment limit for physicians, dentists, and other billing professionals
affiliated with the University of Minnesota and University of Minnesota Physicians. The
upper payment limit shall be based on the average commercial rate or be determined using
another method acceptable to the Centers for Medicare and Medicaid Services. The
commissioner shall inform the University of Minnesota Medical School and University of

Minnesota School of Dentistry of the periodic intergovernmental transfers necessary to
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match the federal Medicaid payments available under this subdivision in order to make
supplementary payments to physicians, dentists, and other billing professionals affiliated
with the University of Minnesota and the University of Minnesota Physicians equal to the
difference between the established medical assistance payment for physician, dentist, and
other billing professional services and the upper payment limit. Upon receipt of these periodic
transfers, the commissioner shall make supplementary payments to physicians, dentists,
and other billing professionals affiliated with the University of Minnesota and the University

of Minnesota Physicians.

(f) The commissioner shall inform the transferring governmental entities on an ongoing
basis of the need for any changes needed in the intergovernmental transfers in order to
continue the payments under paragraphs (a) to (e), at their maximum level, including

increases in upper payment limits, changes in the federal Medicaid match, and other factors.

(g) The payments in paragraphs (a) to (e) shall be implemented independently of each

other, subject to federal approval and to the receipt of transfers under subdivision 3.

(h) All of the data and funding transactions related to the payments in paragraphs (a) to

(e) shall be between the commissioner and the governmental entities. The commissioner

shall not make payments to governmental entities eligible to receive payments described

in paragraphs (a) to (e) that fail to submit the data needed to compute the payments within

24 months of the initial request from the commissioner.

(1) For purposes of this subdivision, billing professionals are limited to physicians, nurse
practitioners, nurse midwives, clinical nurse specialists, physician assistants,
anesthesiologists, certified registered nurse anesthetists, dentists, dental hygienists, and

dental therapists.

EFFECTIVE DATE. This section is effective July 1, 2023.

Sec. 24. Minnesota Statutes 2022, section 256B.69, subdivision 4, is amended to read:

Subd. 4. Limitation of choice; opportunity to opt out. (a) The commissioner shall

develop criteria to determine when limitation of choice may be implemented in the

experimental counties, but shall provide all eligible individuals the opportunity to opt out

of enrollment in managed care under this section. The criteria shall ensure that all eligible

individuals in the county have continuing access to the full range of medical assistance

services as specified in subdivision 6.

(b) The commissioner shall exempt the following persons from participation in the

project, in addition to those who do not meet the criteria for limitation of choice:
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(1) persons eligible for medical assistance according to section 256B.055, subdivision

1;

(2) persons eligible for medical assistance due to blindness or disability as determined

by the Social Security Administration or the state medical review team, unless:
(1) they are 65 years of age or older; or

(i1) they reside in Itasca County or they reside in a county in which the commissioner
conducts a pilot project under a waiver granted pursuant to section 1115 of the Social

Security Act;

(3) recipients who currently have private coverage through a health maintenance

organization;

(4) recipients who are eligible for medical assistance by spending down excess income

for medical expenses other than the nursing facility per diem expense;

(5) recipients who receive benefits under the Refugee Assistance Program, established

under United States Code, title 8, section 1522(e);

(6) children who are both determined to be severely emotionally disturbed and receiving
case management services according to section 256B.0625, subdivision 20, except children
who are eligible for and who decline enrollment in an approved preferred integrated network

under section 245.4682;

(7) adults who are both determined to be seriously and persistently mentally ill and

received case management services according to section 256B.0625, subdivision 20;

(8) persons eligible for medical assistance according to section 256B.057, subdivision

10;

(9) persons with access to cost-effective employer-sponsored private health insurance
or persons enrolled in a non-Medicare individual health plan determined to be cost-eftective

according to section 256B.0625, subdivision 15; and

(10) persons who are absent from the state for more than 30 consecutive days but still
deemed a resident of Minnesota, identified in accordance with section 256B.056, subdivision

1, paragraph (b).

Children under age 21 who are in foster placement may enroll in the project on an elective
basis. Individuals excluded under clauses (1), (6), and (7) may choose to enroll on an elective

basis. The commissioner may enroll recipients in the prepaid medical assistance program
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for seniors who are (1) age 65 and over, and (2) eligible for medical assistance by spending
down excess income.

(c) The commissioner may allow persons with a one-month spenddown who are otherwise
eligible to enroll to voluntarily enroll or remain enrolled, if they elect to prepay their monthly

spenddown to the state.

(d) The commissioner may require, subject to the opt-out provision under paragraph (a),

those individuals to enroll in the prepaid medical assistance program who otherwise would
have been excluded under paragraph (b), clauses (1), (3), and (8), and under Minnesota

Rules, part 9500.1452, subpart 2, items H, K, and L.

(e) Before limitation of choice is implemented, eligible individuals shall be notified and

given the opportunity to opt out of managed care enrollment. After notification, those

individuals who choose not to opt out shall be allowed to choose only among demonstration

providers. The commissioner may assign an individual with private coverage through a
health maintenance organization, to the same health maintenance organization for medical
assistance coverage, if the health maintenance organization is under contract for medical
assistance in the individual's county of residence. After initially choosing a provider, the
recipient is allowed to change that choice only at specified times as allowed by the
commissioner. If a demonstration provider ends participation in the project for any reason,
arecipient enrolled with that provider must select a new provider but may change providers

without cause once more within the first 60 days after enrollment with the second provider.

(f) An infant born to a woman who 1is eligible for and receiving medical assistance and
who is enrolled in the prepaid medical assistance program shall be retroactively enrolled to
the month of birth in the same managed care plan as the mother once the child is enrolled
in medical assistance unless the child is determined to be excluded from enrollment in a

prepaid plan under this section.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 25. Minnesota Statutes 2022, section 256B.69, subdivision 5Sa, is amended to read:

Subd. 5a. Managed care contracts. (a) Managed care contracts under this section and
section 256L.12 shall be entered into or renewed on a calendar year basis. The commissioner
may issue separate contracts with requirements specific to services to medical assistance

recipients age 65 and older.

(b) A prepaid health plan providing covered health services for eligible persons pursuant

to chapters 256B and 256L is responsible for complying with the terms of its contract with
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the commissioner. Requirements applicable to managed care programs under chapters 256B
and 256L established after the effective date of a contract with the commissioner take effect

when the contract is next issued or renewed.

(c) The commissioner shall withhold five percent of managed care plan payments under
this section and county-based purchasing plan payments under section 256B.692 for the
prepaid medical assistance program pending completion of performance targets. Each
performance target must be quantifiable, objective, measurable, and reasonably attainable,
except in the case of a performance target based on a federal or state law or rule. Criteria
for assessment of each performance target must be outlined in writing prior to the contract
effective date. Clinical or utilization performance targets and their related criteria must
consider evidence-based research and reasonable interventions when available or applicable
to the populations served, and must be developed with input from external clinical experts
and stakeholders, including managed care plans, county-based purchasing plans, and
providers. The managed care or county-based purchasing plan must demonstrate, to the
commissioner's satisfaction, that the data submitted regarding attainment of the performance
target is accurate. The commissioner shall periodically change the administrative measures
used as performance targets in order to improve plan performance across a broader range
of administrative services. The performance targets must include measurement of plan
efforts to contain spending on health care services and administrative activities. The
commissioner may adopt plan-specific performance targets that take into account factors
affecting only one plan, including characteristics of the plan's enrollee population. The
withheld funds must be returned no sooner than July of the following year if performance
targets in the contract are achieved. The commissioner may exclude special demonstration

projects under subdivision 23.
(d) The commissioner shall require that managed care plans:

(1) use the assessment and authorization processes, forms, timelines, standards,
documentation, and data reporting requirements, protocols, billing processes, and policies
consistent with medical assistance fee-for-service or the Department of Human Services
contract requirements for all personal care assistance services under section 256B.0659 and

community first services and supports under section 256B.85; and

(2) by January 30 of each year that follows a rate increase for any aspect of services
under section 256B.0659 or 256B.85, inform the commissioner and the chairs and ranking
minority members of the legislative committees with jurisdiction over rates determined
under section 256B.851 of the amount of the rate increase that is paid to each personal care

assistance provider agency with which the plan has a contract.
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th) (e) Effective for services rendered on or after January 1, 2013, through December

31,2013, the commissioner shall withhold 4.5 percent of managed care plan payments under
this section and county-based purchasing plan payments under section 256B.692 for the
prepaid medical assistance program. The withheld funds must be returned no sooner than
July 1 and no later than July 31 of the following year. The commissioner may exclude

special demonstration projects under subdivision 23.

) (f) Effective for services rendered on or after January 1, 2014, the commissioner shall
withhold three percent of managed care plan payments under this section and county-based
purchasing plan payments under section 256B.692 for the prepaid medical assistance
program. The withheld funds must be returned no sooner than July 1 and no later than July
31 of the following year. The commissioner may exclude special demonstration projects

under subdivision 23.

) (g) A managed care plan or a county-based purchasing plan under section 256B.692
may include as admitted assets under section 62D.044 any amount withheld under this

section that is reasonably expected to be returned.

k) (h) Contracts between the commissioner and a prepaid health plan are exempt from
the set-aside and preference provisions of section 16C.16, subdivisions 6, paragraph (a),

and 7.

H (1) The return of the withhold under paragraphs (h) and (1) is not subject to the

requirements of paragraph (c).

{m) (j) Managed care plans and county-based purchasing plans shall maintain current
and fully executed agreements for all subcontractors, including bargaining groups, for
administrative services that are expensed to the state's public health care programs.
Subcontractor agreements determined to be material, as defined by the commissioner after
taking into account state contracting and relevant statutory requirements, must be in the
form of a written instrument or electronic document containing the elements of offer,
acceptance, consideration, payment terms, scope, duration of the contract, and how the
subcontractor services relate to state public health care programs. Upon request, the

commissioner shall have access to all subcontractor documentation under this paragraph.
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Nothing in this paragraph shall allow release of information that is nonpublic data pursuant

to section 13.02.

EFFECTIVE DATE. This section is effective January 1, 2025.

Sec. 26. Minnesota Statutes 2022, section 256B.69, subdivision 6d, 1s amended to read:

Subd. 6d. Prescription drugs. (a) The commissioner may shall exclude or modify

coverage for outpatient prescription drugs dispensed by a pharmacy to a medical assistance

enrollee from the prepaid managed care contracts entered into under this section im-erder

preseription-drugrebates. The commissioner may include, exclude, or modify coverage for

outpatient prescription drugs dispensed by a pharmacy and administered to a MinnesotaCare

enrollee from the prepaid managed care contracts entered into under this section.

(b) Managed care plans and county-based purchasing plans must reimburse pharmacies

for outpatient drugs dispensed to enrollees as follows:

(1) for brand name drugs or multisource brand name drugs prescribed in accordance

with Code of Federal Regulations, title 42, section 447.512(c), a dispensing fee equal to

one-half of the fee-for-service dispensing fee in section 256B.0625, subdivision 13e,

paragraph (a), plus the lesser of the National Average Drug Acquisition Cost for brand name

drugs; the Wholesale Acquisition Cost minus two percent; the maximum allowable cost as

defined in chapter 62W; or the submitted charges;

(2) for generic drugs or multisource brand name drugs, unless the multisource brand

name drug is prescribed in accordance with Code of Federal Regulations, title 42, section

447.512(c), a dispensing fee equal to one-half of the fee-for-service dispensing fee in section

256B.0625, subdivision 13e, paragraph (a), plus the lesser of the National Average Drug

Acquisition Cost for brand drugs; the National Average Drug Acquisition Cost for generic

drugs; the Wholesale Acquisition Cost minus two percent; the maximum allowable cost;

or the submitted charges;

(3) for drugs purchased through the 340B drug program, as allowed in section 62W.07,

managed care plans and county-based purchasing plans may pay a rate less than the rate
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under clause (1) for brand name drugs or less than the rate under clause (2) for generic

drugs, but are not required to apply the 340B drug ceiling price limit in section 256B.0625,

subdivision 13e; and

(4) for charges submitted by a pharmacy that are less than the rate under clause (1) for

brand name drugs or less than the rate under clause (2) for generic drugs, managed care

plans and county-based purchasing plans may pay a lower rate equal to the submitted

charges.

(c) Contracts between managed care plans and county-based purchasing plans and

providers to whom paragraph (b) applies must allow recovery of payments from those

providers if capitation rates are adjusted in accordance with paragraph (b). Payment

recoveries must not exceed an amount equal to any increase in rates that results from

paragraph (b). Paragraph (b) must not be implemented if federal approval is not received

for paragraph (b), or if federal approval is withdrawn at any time.

EFFECTIVE DATE. The amendments to paragraph (a) are effective January 1, 2026,

or the January 1 following certification of the modernized pharmacy claims processing

system, whichever is later. Paragraphs (b) and (c) are effective January 1, 2024, or upon

federal approval, whichever is later. The commissioner must inform the revisor of statutes

when federal approval is obtained and when certification of the modernized pharmacy claims

processing system occurs.

Sec. 27. Minnesota Statutes 2022, section 256B.69, 1s amended by adding a subdivision

to read:

Subd. 19a. Limitation on reimbursement; rare disease services provided in Minnesota

by out-of-network providers. (a) If a managed care or county-based purchasing plan has

an established contractual payment under medical assistance with an out-of-network provider

for a service provided in Minnesota related to the diagnosis, monitoring, and treatment of

a rare disease or condition, the provider must accept the established contractual payment

for that service as payment in full.

(b) If a plan does not have an established contractual payment under medical assistance

with an out-of-network provider for a service provided in Minnesota related to the diagnosis,

monitoring, and treatment of a rare disease or condition, the provider must accept the

provider's established rate for uninsured patients for that service as payment in full. If the

provider does not have an established rate for uninsured patients for that service, the provider

must accept the fee-for-service rate.
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EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 28. Minnesota Statutes 2022, section 256B.69, is amended by adding a subdivision

to read:

Subd. 19b. Limitation on reimbursement; rare disease services provided outside of

Minnesota by an out-of-network provider. (a) If a managed care or county-based

purchasing plan has an established contractual payment under medical assistance with an

out-of-network provider for a service provided in another state related to diagnosis,

monitoring, and treatment of a rare disease or condition, the plan must pay the established

contractual payment for that service.

(b) If a plan does not have an established contractual payment under medical assistance

with an out-of-network provider for a service provided in another state related to diagnosis,

monitoring, and treatment of a rare disease or condition, the plan must pay the provider's

established rate for uninsured patients for that service. If the provider does not have an

established rate for uninsured patients for that service, the plan must pay the provider the

fee-for-service rate in that state.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 29. Minnesota Statutes 2022, section 256B.69, subdivision 28, is amended to read:

Subd. 28. Medicare special needs plans; medical assistance basic health care. (a)
The commissioner may contract with demonstration providers and current or former sponsors
of qualified Medicare-approved special needs plans, to provide medical assistance basic
health care services to persons with disabilities, including those with developmental

disabilities. Basic health care services include:

(1) those services covered by the medical assistance state plan except for ICF/DD services,
home and community-based waiver services, case management for persons with
developmental disabilities under section 256B.0625, subdivision 20a, and personal care and
certain home care services defined by the commissioner in consultation with the stakeholder

group established under paragraph (d); and

(2) basic health care services may also include risk for up to 100 days of nursing facility
services for persons who reside in a noninstitutional setting and home health services related

to rehabilitation as defined by the commissioner after consultation with the stakeholder

group.
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The commissioner may exclude other medical assistance services from the basic health
care benefit set. Enrollees in these plans can access any excluded services on the same basis

as other medical assistance recipients who have not enrolled.

(b) The commissioner may contract with demonstration providers and current and former
sponsors of qualified Medicare special needs plans, to provide basic health care services
under medical assistance to persons who are dually eligible for both Medicare and Medicaid
and those Social Security beneficiaries eligible for Medicaid but in the waiting period for
Medicare. The commissioner shall consult with the stakeholder group under paragraph (d)
in developing program specifications for these services. Payment for Medicaid services
provided under this subdivision for the months of May and June will be made no earlier

than July 1 of the same calendar year.

(c) Netwithstanding subdivision4; beginningJanuary1,2042; The commissioner shall

enroll persons with disabilities in managed care under this section, unless the individual
chooses to opt out of enrollment. The commissioner shall establish enrollment and opt out

procedures consistent with applicable enrollment procedures under this section.

(d) The commissioner shall establish a state-level stakeholder group to provide advice
on managed care programs for persons with disabilities, including both MnDHO and contracts
with special needs plans that provide basic health care services as described in paragraphs
(a) and (b). The stakeholder group shall provide advice on program expansions under this

subdivision and subdivision 23, including:
(1) implementation efforts;
(2) consumer protections; and

(3) program specifications such as quality assurance measures, data collection and

reporting, and evaluation of costs, quality, and results.

(e) Each plan under contract to provide medical assistance basic health care services
shall establish a local or regional stakeholder group, including representatives of the counties
covered by the plan, members, consumer advocates, and providers, for advice on issues that

arise in the local or regional area.

(f) The commissioner is prohibited from providing the names of potential enrollees to
health plans for marketing purposes. The commissioner shall mail no more than two sets
of marketing materials per contract year to potential enrollees on behalf of health plans, at

the health plan's request. The marketing materials shall be mailed by the commissioner
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within 30 days of receipt of these materials from the health plan. The health plans shall

cover any costs incurred by the commissioner for mailing marketing materials.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 30. Minnesota Statutes 2022, section 256B.69, subdivision 36, 1s amended to read:

Subd. 36. Enrollee support system. (a) The commissioner shall establish an enrollee
support system that provides support to an enrollee before and during enrollment in a

managed care plan.
(b) The enrollee support system must:

(1) provide access to counseling for each potential enrollee on choosing a managed care

plan or opting out of managed care;

(2) assist an enrollee in understanding enrollment in a managed care plan;

(3) provide an access point for complaints regarding enrollment, covered services, and

other related matters;

(4) provide information on an enrollee's grievance and appeal rights within the managed
care organization and the state's fair hearing process, including an enrollee's rights and

responsibilities; and

(5) provide assistance to an enrollee, upon request, in navigating the grievance and
appeals process within the managed care organization and in appealing adverse benefit
determinations made by the managed care organization to the state's fair hearing process
after the managed care organization's internal appeals process has been exhausted. Assistance
does not include providing representation to an enrollee at the state's fair hearing, but may

include a referral to appropriate legal representation sources.

(c) Outreach to enrollees through the support system must be accessible to an enrollee
through multiple formats, including telephone, Internet, in-person, and, if requested, through

auxiliary aids and services.

(d) The commissioner may designate enrollment brokers to assist enrollees on selecting
amanaged care organization and providing necessary enrollment information. For purposes
of this subdivision, "enrollment broker" means an individual or entity that performs choice
counseling or enrollment activities in accordance with Code of Federal Regulations, part

42, section 438.810, or both.

EFFECTIVE DATE. This section is effective January 1, 2024.
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Sec. 31. Minnesota Statutes 2022, section 256B.692, subdivision 1, is amended to read:

Subdivision 1. In general. County boards or groups of county boards may elect to
purchase or provide health care services on behalf of persons eligible for medical assistance
who would otherwise be required to or may elect to participate in the prepaid medical

assistance program according to section 256B.69, subject to the opt-out provision of section

256B.69, subdivision 4, paragraph (a). Counties that elect to purchase or provide health

care under this section must provide all services included in prepaid managed care programs
according to section 256B.69, subdivisions 1 to 22. County-based purchasing under this

section is governed by section 256B.69, unless otherwise provided for under this section.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 32. Minnesota Statutes 2022, section 256B.75, is amended to read:

256B.75 HOSPITAL OUTPATIENT REIMBURSEMENT.

(a) For outpatient hospital facility fee payments for services rendered on or after October
1, 1992, the commissioner of human services shall pay the lower of (1) submitted charge,
or (2) 32 percent above the rate in effect on June 30, 1992, except for those services for
which there is a federal maximum allowable payment. Effective for services rendered on
or after January 1, 2000, payment rates for nonsurgical outpatient hospital facility fees and
emergency room facility fees shall be increased by eight percent over the rates in effect on
December 31, 1999, except for those services for which there is a federal maximum allowable
payment. Services for which there is a federal maximum allowable payment shall be paid
at the lower of (1) submitted charge, or (2) the federal maximum allowable payment. Total
aggregate payment for outpatient hospital facility fee services shall not exceed the Medicare
upper limit. If it is determined that a provision of this section conflicts with existing or
future requirements of the United States government with respect to federal financial
participation in medical assistance, the federal requirements prevail. The commissioner
may, in the aggregate, prospectively reduce payment rates to avoid reduced federal financial

participation resulting from rates that are in excess of the Medicare upper limitations.

(b) Notwithstanding paragraph (a), payment for outpatient, emergency, and ambulatory
surgery hospital facility fee services for critical access hospitals designated under section
144.1483, clause (9), shall be paid on a cost-based payment system that is based on the
cost-finding methods and allowable costs of the Medicare program. Effective for services
provided on or after July 1, 2015, rates established for critical access hospitals under this
paragraph for the applicable payment year shall be the final payment and shall not be settled

to actual costs. Effective for services delivered on or after the first day of the hospital's fiscal
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year ending in 2017, the rate for outpatient hospital services shall be computed using
information from each hospital's Medicare cost report as filed with Medicare for the year
that is two years before the year that the rate is being computed. Rates shall be computed
using information from Worksheet C series until the department finalizes the medical
assistance cost reporting process for critical access hospitals. After the cost reporting process
is finalized, rates shall be computed using information from Title XIX Worksheet D series.
The outpatient rate shall be equal to ancillary cost plus outpatient cost, excluding costs
related to rural health clinics and federally qualified health clinics, divided by ancillary
charges plus outpatient charges, excluding charges related to rural health clinics and federally

qualified health clinics.

(c) The rate described in paragraph (b) must be increased for hospitals providing high

levels of 340B drugs. The rate adjustment must be based on four percent of each hospital's

share of the total reimbursement for 340B drugs to all critical access hospitals, but must not

exceed $3,000,000.

te) (d) Effective for services provided on or after July 1, 2003, rates that are based on
the Medicare outpatient prospective payment system shall be replaced by a budget neutral
prospective payment system that is derived using medical assistance data. The commissioner
shall provide a proposal to the 2003 legislature to define and implement this provision.
When implementing prospective payment methodologies, the commissioner shall use general
methods and rate calculation parameters similar to the applicable Medicare prospective
payment systems for services delivered in outpatient hospital and ambulatory surgical center

settings unless other payment methodologies for these services are specified in this chapter.

(&) (e) For fee-for-service services provided on or after July 1, 2002, the total payment,
before third-party liability and spenddown, made to hospitals for outpatient hospital facility

services is reduced by .5 percent from the current statutory rate.

te) (f) In addition to the reduction in paragraph (d), the total payment for fee-for-service
services provided on or after July 1, 2003, made to hospitals for outpatient hospital facility
services before third-party liability and spenddown, is reduced five percent from the current
statutory rates. Facilities defined under section 256.969, subdivision 16, are excluded from

this paragraph.

D (g) In addition to the reductions in paragraphs (d) and (e), the total payment for
fee-for-service services provided on or after July 1, 2008, made to hospitals for outpatient

hospital facility services before third-party liability and spenddown, is reduced three percent
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from the current statutory rates. Mental health services and facilities defined under section

256.969, subdivision 16, are excluded from this paragraph.

EFFECTIVE DATE. This section is effective January 1, 2026, or the January 1

following certification of the modernized pharmacy claims processing system, whichever

is later. The commissioner of human services shall notify the revisor of statutes when

certification of the modernized pharmacy claims processing system occurs.

Sec. 33. Minnesota Statutes 2022, section 256B.758, is amended to read:

256B.758 REIMBURSEMENT FOR DOULA SERVICES.

(a) Effective for services provided on or after July 1, 2019, through December 31, 2023,

payments for doula services provided by a certified doula shall be $47 per prenatal or

postpartum visit and $488 for attending and providing doula services at a birth.

(b) Effective for services provided on or after January 1, 2024, payments for doula

services provided by a certified doula are $100 per prenatal or postpartum visit and $1,400

for attending and providing doula services at birth.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 34. Minnesota Statutes 2022, section 256B.76, as amended by Laws 2023, chapter

25, section 145, 1s amended to read:

256B.76 PHYSICIAN, PROFESSIONAL SERVICES, AND DENTAL
REIMBURSEMENT.

Subdivision 1. Physician and professional services reimbursement. (a) Effective for

services rendered on or after October 1, 1992, the commissioner shall make payments for

physician services as follows:

(1) payment for level one Centers for Medicare and Medicaid Services' common

nmn

procedural coding system codes titled "office and other outpatient services," "preventive

nn

medicine new and established patient," "delivery, antepartum, and postpartum care," "critical
care," cesarean delivery and pharmacologic management provided to psychiatric patients,
and level three codes for enhanced services for prenatal high risk, shall be paid at the lower

of (1) submitted charges, or (i1) 25 percent above the rate in effect on June 30, 1992;

(2) payments for all other services shall be paid at the lower of (i) submitted charges,

or (i1) 15.4 percent above the rate in effect on June 30, 1992; and
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(3) all physician rates shall be converted from the 50th percentile of 1982 to the 50th
percentile of 1989, less the percent in aggregate necessary to equal the above increases

except that payment rates for home health agency services shall be the rates in effect on

September 30, 1992.

(b) Effective for services rendered on or after January 1, 2000, payment rates for physician
and professional services shall be increased by three percent over the rates in effect on
December 31, 1999, except for home health agency and family planning agency services.

The increases in this paragraph shall be implemented January 1, 2000, for managed care.

(c) Effective for services rendered on or after July 1, 2009, payment rates for physician
and professional services shall be reduced by five percent, except that for the period July
1, 2009, through June 30, 2010, payment rates shall be reduced by 6.5 percent for the medical
assistance and general assistance medical care programs, over the rates in effect on June
30, 2009. This reduction and the reductions in paragraph (d) do not apply to office or other
outpatient visits, preventive medicine visits and family planning visits billed by physicians,
advanced practice registered nurses, or physician assistants in a family planning agency or
in one of the following primary care practices: general practice, general internal medicine,
general pediatrics, general geriatrics, and family medicine. This reduction and the reductions
in paragraph (d) do not apply to federally qualified health centers, rural health centers, and
Indian health services. Effective October 1, 2009, payments made to managed care plans
and county-based purchasing plans under sections 256B.69, 256B.692, and 256L.12 shall

reflect the payment reduction described in this paragraph.

(d) Effective for services rendered on or after July 1, 2010, payment rates for physician
and professional services shall be reduced an additional seven percent over the five percent
reduction in rates described in paragraph (c). This additional reduction does not apply to
physical therapy services, occupational therapy services, and speech pathology and related
services provided on or after July 1, 2010. This additional reduction does not apply to
physician services billed by a psychiatrist or an advanced practice registered nurse with a
specialty in mental health. Effective October 1, 2010, payments made to managed care plans
and county-based purchasing plans under sections 256B.69, 256B.692, and 256L.12 shall

reflect the payment reduction described in this paragraph.

(e) Effective for services rendered on or after September 1, 2011, through June 30, 2013,
payment rates for physician and professional services shall be reduced three percent from
the rates in effect on August 31, 2011. This reduction does not apply to physical therapy

services, occupational therapy services, and speech pathology and related services.
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(f) Effective for services rendered on or after September 1, 2014, payment rates for
physician and professional services, including physical therapy, occupational therapy, speech
pathology, and mental health services shall be increased by five percent from the rates in
effect on August 31, 2014. In calculating this rate increase, the commissioner shall not
include in the base rate for August 31, 2014, the rate increase provided under section
256B.76, subdivision 7. This increase does not apply to federally qualified health centers,
rural health centers, and Indian health services. Payments made to managed care plans and

county-based purchasing plans shall not be adjusted to reflect payments under this paragraph.

(g) Effective for services rendered on or after July 1, 2015, payment rates for physical
therapy, occupational therapy, and speech pathology and related services provided by a
hospital meeting the criteria specified in section 62Q.19, subdivision 1, paragraph (a), clause
(4), shall be increased by 90 percent from the rates in effect on June 30, 2015. Payments
made to managed care plans and county-based purchasing plans shall not be adjusted to

reflect payments under this paragraph.

(h) Any ratables effective before July 1, 2015, do not apply to early intensive

developmental and behavioral intervention (EIDBI) benefits described in section 256B.0949.

(1) The commissioner may reimburse physicians and other licensed professionals for

costs incurred to pay the fee for testing newborns who are medical assistance enrollees for

heritable and congenital disorders under section 144.125, subdivision 1, paragraph (c), when

the sample is collected outside of an inpatient hospital or freestanding birth center and the

cost 1s not recognized by another payment source.

Subd. 2. Dental reimbursement. (a) Effective for services rendered en-er-after from

October 1, 1992, to December 31, 2023, the commissioner shall make payments for dental

services as follows:

(1) dental services shall be paid at the lower of (i) submitted charges, or (ii) 25 percent

above the rate in effect on June 30, 1992; and

(2) dental rates shall be converted from the 50th percentile of 1982 to the 50th percentile

of 1989, less the percent in aggregate necessary to equal the above increases.

(b) Beginning From October 1, 1999, to December 31, 2023, the payment for tooth

sealants and fluoride treatments shall be the lower of (1) submitted charge, or (2) 80 percent

of median 1997 charges.
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(c) Effective for services rendered en-er-after from January 1, 2000, to December 31,

2023, payment rates for dental services shall be increased by three percent over the rates in

effect on December 31, 1999.

(d) Effective for services provided en-er-after from January 1, 2002, to December 31,

2023, payment for diagnostic examinations and dental x-rays provided to children under
age 21 shall be the lower of (1) the submitted charge, or (2) 85 percent of median 1999

charges.

(e) The increases listed in paragraphs (b) and (c) shall be implemented January 1, 2000,

for managed care.

(f) Effective for dental services rendered on or after October 1, 2010, by a state-operated
dental clinic, payment shall be paid on a reasonable cost basis that is based on the Medicare
principles of reimbursement. This payment shall be effective for services rendered on or
after January 1, 2011, to recipients enrolled in managed care plans or county-based

purchasing plans.

(g) Beginning in fiscal year 2011, if the payments to state-operated dental clinics in
paragraph (f), including state and federal shares, are less than $1,850,000 per fiscal year, a
supplemental state payment equal to the difference between the total payments in paragraph

(f) and $1,850,000 shall be paid from the general fund to state-operated services for the

operation of the dental clinics.
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&) (h) Effective for services provided on or after January 1, 2022, the commissioner

shall exclude from medical assistance and MinnesotaCare payments for dental services to
public health and community health clinics the 20 percent increase authorized under Laws

1989, chapter 327, section 5, subdivision 2, paragraph (b).

b (1) Effective for services provided en-er-after from January 1, 2022, to December 31,

2023, the commissioner shall increase payment rates by 98 percent for all dental services.
This rate increase does not apply to state-operated dental clinics, federally qualified health

centers, rural health centers, or Indian health services.

{m) (j) Managed care plans and county-based purchasing plans shall reimburse providers
at a level that is at least equal to the rate paid under fee-for-service for dental services. If,
for any coverage year, federal approval is not received for this paragraph, the commissioner
must adjust the capitation rates paid to managed care plans and county-based purchasing
plans for that contract year to reflect the removal of this provision. Contracts between
managed care plans and county-based purchasing plans and providers to whom this paragraph
applies must allow recovery of payments from those providers if capitation rates are adjusted
in accordance with this paragraph. Payment recoveries must not exceed an amount equal
to any increase in rates that results from this provision. If, for any coverage year, federal
approval is not received for this paragraph, the commissioner shall not implement this

paragraph for subsequent coverage years.

(k) Effective for services provided on or after January 1, 2024, payment for dental

services must be the lower of submitted charges or the percentile of 2018-submitted charges

from claims paid by the commissioner so that the total aggregate expenditures does not

exceed the total spend as outlined in the applicable paragraphs (a) to (k). This paragraph

does not apply to federally qualified health centers, rural health centers, state-operated dental

clinics, or Indian health centers.

() Beginning January 1, 2027, and every three years thereafter, the commissioner shall

rebase payment rates for dental services to a percentile of submitted charges for the applicable

base year using charge data from claims paid by the commissioner so that the total aggregate
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expenditures does not exceed the total spend as outlined in paragraph (k) plus the change

in the Medicare Economic Index (MEI). In 2027, the change in the MEI must be measured

from midyear of 2024 and 2026. For each subsequent rebasing, the change in the MEI must

be measured between the years that are one year after the rebasing years. The base year

used for each rebasing must be the calendar year that is two years prior to the effective date

of the rebasing. This paragraph does not apply to federally qualified health centers, rural

health centers, state-operated dental clinics, or Indian health centers.

Subd. 3. Dental services grants. (a) The commissioner shall award grants to community
clinics or other nonprofit community organizations, political subdivisions, professional
associations, or other organizations that demonstrate the ability to provide dental services
effectively to public program recipients. Grants may be used to fund the costs related to
coordinating access for recipients, developing and implementing patient care criteria,
upgrading or establishing new facilities, acquiring furnishings or equipment, recruiting new
providers, or other development costs that will improve access to dental care in a region.
In awarding grants, the commissioner shall give priority to applicants that plan to serve
areas of the state in which the number of dental providers is not currently sufficient to meet
the needs of recipients of public programs or uninsured individuals. The commissioner shall

consider the following in awarding the grants:
(1) potential to successfully increase access to an underserved population;
(2) the ability to raise matching funds;

(3) the long-term viability of the project to improve access beyond the period of initial

funding;
(4) the efficiency in the use of the funding; and
(5) the experience of the proposers in providing services to the target population.

(b) The commissioner shall monitor the grants and may terminate a grant if the grantee
does not increase dental access for public program recipients. The commissioner shall

consider grants for the following:

(1) implementation of new programs or continued expansion of current access programs

that have demonstrated success in providing dental services in underserved areas;

(2) apilot program for utilizing hygienists outside of a traditional dental office to provide

dental hygiene services; and
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(3) a program that organizes a network of volunteer dentists, establishes a system to
refer eligible individuals to volunteer dentists, and through that network provides donated

dental care services to public program recipients or uninsured individuals.

Subd. 4. Critical access dental providers. (a)}The-commissionershall-inerease

te) (a) The commissioner shall increase reimbursement to dentists and dental clinics

deemed by the commissioner to be critical access dental providers. For dental services
provided on or after January 1, 2022, by a dental provider deemed to be a critical access
dental provider under paragraph (f) (d), the commissioner shall increase reimbursement by
20 percent above the reimbursement rate that would otherwise be paid to the critical access
dental provider. This paragraph does not apply to federally qualified health centers, rural

health centers, state-operated dental clinics, or Indian health centers.

(&) (b) Managed care plans and county-based purchasing plans shall increase
reimbursement to critical access dental providers by at least the amount specified in paragraph
te) (c). If, for any coverage year, federal approval is not received for this paragraph, the
commissioner must adjust the capitation rates paid to managed care plans and county-based
purchasing plans for that contract year to reflect the removal of this provision. Contracts
between managed care plans and county-based purchasing plans and providers to whom
this paragraph applies must allow recovery of payments from those providers if capitation
rates are adjusted in accordance with this paragraph. Payment recoveries must not exceed
an amount equal to any increase in rates that results from this provision. If, for any coverage
year, federal approval is not received for this paragraph, the commissioner shall not

implement this paragraph for subsequent coverage years.

Article 1 Sec. 34. 58



59.1

59.2

59.3

59.4

59.5

59.6

59.7

59.8

59.9

59.10

59.11

59.12

59.13

59.14

59.15

59.16

59.17

59.18

59.19

59.20

59.21

59.22

59.23

59.24

59.25

59.26

59.27

59.28

59.29

59.30

59.31

SF2995 REVISOR DTT S2995-2 2nd Engrossment

te) (c) Critical access dental payments made under this subdivision for dental services
provided by a critical access dental provider to an enrollee of a managed care plan or
county-based purchasing plan must not reflect any capitated payments or cost-based payments
from the managed care plan or county-based purchasing plan. The managed care plan or
county-based purchasing plan must base the additional critical access dental payment on
the amount that would have been paid for that service had the dental provider been paid
according to the managed care plan or county-based purchasing plan's fee schedule that

applies to dental providers that are not paid under a capitated payment or cost-based payment.

9 (d) The commissioner shall designate the following dentists and dental clinics as

critical access dental providers:
(1) nonprofit community clinics that:
(1) have nonprofit status in accordance with chapter 317A;

(i1) have tax exempt status in accordance with the Internal Revenue Code, section

S01(c)(3);

(ii1) are established to provide oral health services to patients who are low income,

uninsured, have special needs, and are underserved;
(iv) have professional staff familiar with the cultural background of the clinic's patients;

(v) charge for services on a sliding fee scale designed to provide assistance to low-income

patients based on current poverty income guidelines and family size;

(vi) do not restrict access or services because of a patient's financial limitations or public

assistance status; and
(vii) have free care available as needed,;
(2) federally qualified health centers, rural health clinics, and public health clinics;

(3) hospital-based dental clinics owned and operated by a city, county, or former state

hospital as defined in section 62Q.19, subdivision 1, paragraph (a), clause (4);

(4) a dental clinic or dental group owned and operated by a nonprofit corporation in
accordance with chapter 317A with more than 10,000 patient encounters per year with

patients who are uninsured or covered by medical assistance or MinnesotaCare;

(5) a dental clinic owned and operated by the University of Minnesota or the Minnesota

State Colleges and Universities system; and

(6) private practicing dentists if:
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(1) the dentist's office is located within the seven-county metropolitan area and more
than 50 percent of the dentist's patient encounters per year are with patients who are uninsured

or covered by medical assistance or MinnesotaCare; or

(i1) the dentist's office is located outside the seven-county metropolitan area and more
than 25 percent of the dentist's patient encounters per year are with patients who are uninsured

or covered by medical assistance or MinnesotaCare.

Subd. 5. Outpatient rehabilitation facility. An entity that operates both a Medicare
certified comprehensive outpatient rehabilitation facility and a facility which was certified
prior to January 1, 1993, that is licensed under Minnesota Rules, parts 9570.2000 to
9570.3400, and for whom at least 33 percent of the clients receiving rehabilitation services
in the most recent calendar year are medical assistance recipients, shall be reimbursed by
the commissioner for rehabilitation services at rates that are 38 percent greater than the
maximum reimbursement rate allowed under subdivision 1, paragraph (a), clause (2), when
those services are (1) provided within the comprehensive outpatient rehabilitation facility

and (2) provided to residents of nursing facilities owned by the entity.

Subd. 6. Medicare relative value units. Effective for services rendered on or after
January 1, 2007, the commissioner shall make payments for physician and professional
services based on the Medicare relative value units (RVU's). This change shall be budget
neutral and the cost of implementing RVU's will be incorporated in the established conversion

factor.

Subd. 7. Payment for certain primary care services and immunization
administration. Payment for certain primary care services and immunization administration
services rendered on or after January 1, 2013, through December 31, 2014, shall be made

in accordance with section 1902(a)(13) of the Social Security Act.

EFFECTIVE DATE. This section is effective January 1, 2024, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 35. Minnesota Statutes 2022, section 256B.761, is amended to read:

256B.761 REIMBURSEMENT FOR MENTAL HEALTH SERVICES.

(a) Effective for services rendered on or after July 1, 2001, payment for medication
management provided to psychiatric patients, outpatient mental health services, day treatment

services, home-based mental health services, and family community support services shall
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be paid at the lower of (1) submitted charges, or (2) 75.6 percent of the 50th percentile of
1999 charges.

(b) Effective July 1, 2001, the medical assistance rates for outpatient mental health
services provided by an entity that operates: (1) a Medicare-certified comprehensive
outpatient rehabilitation facility; and (2) a facility that was certified prior to January 1, 1993,
with at least 33 percent of the clients receiving rehabilitation services in the most recent
calendar year who are medical assistance recipients, will be increased by 38 percent, when
those services are provided within the comprehensive outpatient rehabilitation facility and

provided to residents of nursing facilities owned by the entity.

(c) In addition to rate increases otherwise provided, the commissioner may restructure
coverage policy and rates to improve access to adult rehabilitative mental health services
under section 256B.0623 and related mental health support services under section 256B.021,
subdivision 4, paragraph (f), clause (2). For state fiscal years 2015 and 2016, the projected
state share of increased costs due to this paragraph is transferred from adult mental health
grants under sections 245.4661 and 256E.12. The transfer for fiscal year 2016 is a permanent
base adjustment for subsequent fiscal years. Payments made to managed care plans and
county-based purchasing plans under sections 256B.69, 256B.692, and 256L..12 shall reflect

the rate changes described in this paragraph.

(d) Any ratables effective before July 1, 2015, do not apply to early intensive

developmental and behavioral intervention (EIDBI) benefits described in section 256B.0949.

(e) Effective for services rendered on or after January 1, 2024, payment rates for

behavioral health services included in the rate analysis required by Laws 2021, First Special

Session chapter 7, article 17, section 18, must be increased by eight percent from the rates

in effect on December 31, 2023. Effective for services rendered on or after January 1, 2025,

payment rates for behavioral health services included in the rate analysis required by Laws

2021, First Special Session chapter 7, article 17, section 18, must be annually adjusted

according to the Consumer Price Index for medical care services. For payments made in

accordance with this paragraph, if and to the extent that the commissioner identifies that

the state has received federal financial participation for behavioral health services in excess

of the amount allowed under United States Code, title 42, section 447.321, the state shall

repay the excess amount to the Centers for Medicare and Medicaid Services with state

money and maintain the full payment rate under this paragraph. This paragraph does not

apply to federally qualified health centers, rural health centers, Indian health services,

certified community behavioral health clinics, cost-based rates, and rates that are negotiated

with the county. This paragraph expires upon legislative implementation of the new rate
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methodology resulting from the rate analysis required by Laws 2021, First Special Session

chapter 7, article 17, section 18.

(f) Effective January 1, 2024, the commissioner shall increase capitation payments made

to managed care plans and county-based purchasing plans to reflect the behavioral health

service rate increase provided in paragraph (e). Managed care and county-based purchasing

plans must use the capitation rate increase provided under this paragraph to increase payment

rates to behavioral health services providers. The commissioner must monitor the effect of

this rate increase on enrollee access to behavioral health services. If for any contract year

federal approval is not received for this paragraph, the commissioner must adjust the

capitation rates paid to managed care plans and county-based purchasing plans for that

contract year to reflect the removal of this provision. Contracts between managed care plans

and county-based purchasing plans and providers to whom this paragraph applies must

allow recovery of payments from those providers if capitation rates are adjusted in accordance

with this paragraph. Payment recoveries must not exceed the amount equal to any increase

in rates that results from this provision.

Sec. 36. Minnesota Statutes 2022, section 256B.764, is amended to read:

256B.764 REIMBURSEMENT FOR FAMILY PLANNING SERVICES.

(a) Effective for services rendered on or after July 1, 2007, payment rates for family
planning services shall be increased by 25 percent over the rates in effect June 30, 2007,
when these services are provided by a community clinic as defined in section 145.9268,

subdivision 1.

(b) Effective for services rendered on or after July 1, 2013, payment rates for family
planning services shall be increased by 20 percent over the rates in effect June 30, 2013,
when these services are provided by a community clinic as defined in section 145.9268,
subdivision 1. The commissioner shall adjust capitation rates to managed care and
county-based purchasing plans to reflect this increase, and shall require plans to pass on the
full amount of the rate increase to eligible community clinics, in the form of higher payment

rates for family planning services.

(c) Effective for services provided on or after January 1, 2024, payment rates for family

planning and abortion services must be increased by ten percent. This increase does not

apply to federally qualified health centers, rural health centers, or Indian health services.
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Sec. 37. Minnesota Statutes 2022, section 256L.03, subdivision 5, is amended to read:

Subd. 5. Cost-sharing. (a) Co-payments, coinsurance, and deductibles do not apply to
children under the age of 21 and; to American Indians as defined in Code of Federal

Regulations, title 42, section 600.5; or to pre-exposure prophylaxis (PrEP) and postexposure

prophylaxis (PEP) medications when used for the prevention or treatment of the human

immunodeficiency virus (HIV).

(b) The commissioner shall adjust co-payments, coinsurance, and deductibles for covered
services in a manner sufficient to maintain the actuarial value of the benefit to 94 percent.
The cost-sharing changes described in this paragraph do not apply to eligible recipients or
services exempt from cost-sharing under state law. The cost-sharing changes described in

this paragraph shall not be implemented prior to January 1, 2016.

(¢) The cost-sharing changes authorized under paragraph (b) must satisfy the requirements
for cost-sharing under the Basic Health Program as set forth in Code of Federal Regulations,

title 42, sections 600.510 and 600.520.

(d) Co-payments, coinsurance, and deductibles do not apply to additional diagnostic

services or testing that a health care provider determines an enrollee requires after a

mammogram, as specified under section 62A.30, subdivision 5.

EFFECTIVE DATE. This section is effective January 1, 2024, or upon federal approval,

whichever is later. The commissioner of human services shall notify the revisor of statutes

when federal approval is obtained.

Sec. 38. Laws 2021, First Special Session chapter 7, article 6, section 26, is amended to

read:

Sec. 26. COMMISSIONER OF HUMAN SERVICES; EXTENSION OF COVID-19
HUMAN SERVICES PROGRAM MODIFICATIONS.

Notwithstanding Laws 2020, First Special Session chapter 7, section 1, subdivision 2,
as amended by Laws 2020, Third Special Session chapter 1, section 3, when the peacetime
emergency declared by the governor in response to the COVID-19 outbreak expires, is
terminated, or is rescinded by the proper authority, the following modifications issued by
the commissioner of human services pursuant to Executive Orders 20-11 and 20-12, and
including any amendments to the modification issued before the peacetime emergency

expires, shall remain in effect until July 1, 2023 2025:
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(1) CV16: expanding access to telemedicine services for Children's Health Insurance

Program, Medical Assistance, and MinnesotaCare enrollees; and

(2) CV21: allowing telemedicine alternative for school-linked mental health services

and intermediate school district mental health services.

Sec. 39. REPORT; MODIFY WITHHOLD PROVISIONS.

By January 1, 2024, the commissioner of human services must submit a report to the

chairs and ranking minority members of the legislative committees with jurisdiction over

human services finance and policy evaluating the utility of the performance targets described

in Minnesota Statutes 2022, section 256B.69, subdivision 5a, paragraphs (e) to (g). The

report must include the applicable performance rates of managed care organizations and

county-based purchasing plans in the past three years, projected impacts on performance

rates for the next three years resulting from a repeal of Minnesota Statutes 2022, section

256B.69, subdivision Sa, paragraphs (e) to (g), measures that the commissioner anticipates

taking to continue monitoring and improving the applicable performance rates of managed

care organizations and county-based purchasing plans upon a repeal of Minnesota Statutes

2022, section 256B.69, subdivision 5a, paragraphs (e) to (g), proposals for additional

performance targets that may improve quality of care for enrollees, and any additional

legislative actions that may be required as the result of a repeal of Minnesota Statutes 2022,

section 256B.69, subdivision 5a, paragraphs (e) to (g).

ARTICLE 2
HEALTH INSURANCE

Section 1. Minnesota Statutes 2022, section 62A.02, subdivision 1, 1s amended to read:

Subdivision 1. Filing. (a) For purposes of this section, "health plan" means a health plan
as defined in section 62A.011 or a policy of accident and sickness insurance as defined in
section 62A.01. No health plan shall be issued or delivered to any person in this state, nor
shall any application, rider, or endorsement be used in connection with the health plan, until
a copy of its form and of the classification of risks and the premium rates pertaining to the
form have been filed with the commissioner. The filing for nongroup health plan forms
shall include a statement of actuarial reasons and data to support the rate. For health benefit
plans as defined in section 62L..02, and for health plans to be issued to individuals, the health
carrier shall file with the commissioner the information required in section 62L.08,
subdivision 8. For group health plans for which approval is sought for sales only outside

of the small employer market as defined in section 62L.02, this section applies only to
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policies or contracts of accident and sickness insurance. All forms intended for issuance in
the individual or small employer market must be accompanied by a statement as to the
expected loss ratio for the form. Premium rates and forms relating to specific insureds or
proposed insureds, whether individuals or groups, need not be filed, unless requested by

the commissioner.

(b) The filing must include the health plan's prescription drug formulary. Proposed

revisions to the health plan's prescription drug formulary must be filed with the commissioner

no later than August 1 of the application year.

(c) The provisions of paragraph (b) shall not be severable from section 62Q.83. If any

provision of paragraph (b) or its application to any individual, entity, or circumstance is

found to be void for any reason, section 62Q.83 shall be void also.

Sec. 2. [62A.0412] COVERAGE OF INFERTILITY TREATMENT.

Subdivision 1. Scope. This section applies to all large group health plans that provide

maternity benefits to Minnesota residents. This section only applies to large group health

lans.

Subd. 2. Required coverage. (a) Every health plan under subdivision 1 must provide

comprehensive coverage for the diagnosis of infertility, treatment for infertility, and standard

fertility preservation services that are:

(1) considered medically necessary by the enrollee's treating health care provider; and

(2) recognized by either the American Society for Reproductive Medicine, the American

College of Obstetrics and Gynecologists, or the American Society of Clinical Oncology.

(b) Coverage under this section must include but is not limited to ovulation induction,

procedures and devices to monitor ovulation, artificial insemination, oocyte retrieval

procedures, in vitro fertilization, gamete intrafallopian transfer, oocyte replacement,

cryopreservation techniques, micromanipulation of gametes, and standard fertility

preservation services.

(c) Coverage under this section must include unlimited embryo transfers, but may impose

a limit of four completed oocyte retrievals. Single embryo transfer must be used when

medically appropriate and recommended by the treating health care provider.

(d) Coverage for surgical reversal of elective sterilization is not required under this

section.
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(e) Cost-sharing requirements, including co-payments, deductibles, and coinsurance for

infertility coverage, must not be greater than the cost-sharing requirements for maternity

coverage under the enrollee's health plan.

(f) Health plans under subdivision 1 may not include in the coverage under this section:

(1) any exclusions, limitations, or other restrictions on coverage of fertility medications

that are different from those imposed on other prescription medications;

(2) any exclusions, limitations, or other restrictions on coverage of any fertility services

based on a covered individual's participation in fertility services provided by or to a third

party; or

(3) any benefit maximums, waiting periods, or any other limitations on coverage for the

diagnosis of infertility, treatment of infertility, and standard fertility preservation services,

except as provided in paragraphs (c) and (d), that are different from those imposed upon

benefits for services not related to infertility.

Subd. 3. Definitions. (a) For the purposes of this section, the definitions in this

subdivision have the meanings given them.

(b) "Infertility" means a disease, condition, or status characterized by:

(1) the failure of a person with a uterus to establish a pregnancy or to carry a pregnancy

to live birth after 12 months of unprotected sexual intercourse for a person under the age

of 35 or six months for a person 35 years of age or older, regardless of whether a pregnancy

resulting in miscarriage occurred during such time;

(2) a person's inability to reproduce either as a single individual or with the person's

partner without medical intervention; or

(3) a licensed health care provider's findings based on a patient's medical, sexual, and

reproductive history; age; physical findings; or diagnostic testing.

(c) "Diagnosis of and treatment for infertility" means the recommended procedures and

medications from the direction of a licensed health care provider that are consistent with

established, published, or approved medical practices or professional guidelines from the

American College of Obstetricians and Gynecologists or the American Society for

Reproductive Medicine.

(d) "Standard fertility preservation services" means procedures that are consistent with

the established medical practices or professional guidelines published by the American

Society for Reproductive Medicine or the American Society of Clinical Oncology for a
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person who has a medical condition or is expected to undergo medication therapy, surgery,

radiation, chemotherapy, or other medical treatment that is recognized by medical

professionals to cause a risk of impairment to fertility.

EFFECTIVE DATE. This section is effective August 1, 2023, and applies to all large

group health plans issued or renewed on or after that date.

Sec. 3. Minnesota Statutes 2022, section 62A.045, is amended to read:

62A.045 PAYMENTS ON BEHALF OF ENROLLEES IN GOVERNMENT
HEALTH PROGRAMS.

(a) As a condition of doing business in Minnesota or providing coverage to residents of
Minnesota covered by this section, each health insurer shall comply with the requirements

of for health insurers under the federal Deficit Reduction Act of 2005, Public Law 109-171

and the federal Consolidated Appropriations Act of 2022, Public Law 117-103, including

any federal regulations adopted under that-aet those acts, to the extent that #t-impeses they
impose a requirement that applies in this state and that is not also required by the laws of

this state. This section does not require compliance with any provision of the federal aet

acts prior to the effective date dates provided for thatprevisten those provisions in the

federal aet acts. The commissioner shall enforce this section.

For the purpose of this section, "health insurer" includes self-insured plans, group health
plans (as defined in section 607(1) of the Employee Retirement Income Security Act of
1974), service benefit plans, managed care organizations, pharmacy benefit managers, or
other parties that are by contract legally responsible to pay a claim for a health-care item

or service for an individual receiving benefits under paragraph (b).

(b) No plan offered by a health insurer issued or renewed to provide coverage to a
Minnesota resident shall contain any provision denying or reducing benefits because services
are rendered to a person who is eligible for or receiving medical benefits pursuant to title
XIX of the Social Security Act (Medicaid) in this or any other state; chapter 256 or 256B;
or services pursuant to section 252.27; 256L.01 to 256L.10; 260B.331, subdivision 2;
260C.331, subdivision 2; or 393.07, subdivision 1 or 2. No health insurer providing benefits
under plans covered by this section shall use eligibility for medical programs named in this

section as an underwriting guideline or reason for nonacceptance of the risk.

(c) If payment for covered expenses has been made under state medical programs for
health care items or services provided to an individual, and a third party has a legal liability

to make payments, the rights of payment and appeal of an adverse coverage decision for
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the individual, or in the case of a child their responsible relative or caretaker, will be
subrogated to the state agency. The state agency may assert its rights under this section
within three years of the date the service was rendered. For purposes of this section, "state
agency" includes prepaid health plans under contract with the commissioner according to
sections 256B.69 and 256L.12; children's mental health collaboratives under section 245.493;
demonstration projects for persons with disabilities under section 256B.77; nursing homes
under the alternative payment demonstration project under section 256B.434; and

county-based purchasing entities under section 256B.692.

(d) Notwithstanding any law to the contrary, when a person covered by a plan offered
by a health insurer receives medical benefits according to any statute listed in this section,
payment for covered services or notice of denial for services billed by the provider must be
issued directly to the provider. If a person was receiving medical benefits through the
Department of Human Services at the time a service was provided, the provider must indicate
this benefit coverage on any claim forms submitted by the provider to the health insurer for
those services. If the commissioner of human services notifies the health insurer that the
commissioner has made payments to the provider, payment for benefits or notices of denials
issued by the health insurer must be issued directly to the commissioner. Submission by the
department to the health insurer of the claim on a Department of Human Services claim
form is proper notice and shall be considered proof of payment of the claim to the provider
and supersedes any contract requirements of the health insurer relating to the form of
submission. Liability to the insured for coverage is satisfied to the extent that payments for
those benefits are made by the health insurer to the provider or the commissioner as required

by this section.

(e) When a state agency has acquired the rights of an individual eligible for medical
programs named in this section and has health benefits coverage through a health insurer,
the health insurer shall not impose requirements that are different from requirements

applicable to an agent or assignee of any other individual covered.

(f) A health insurer must process a clean claim made by a state agency for covered
expenses paid under state medical programs within 90 business days of the claim's
submission. A health insurer must process all other claims made by a state agency for
covered expenses paid under a state medical program within the timeline set forth in Code

of Federal Regulations, title 42, section 447.45(d)(4).

(g) A health insurer may request a refund of a claim paid in error to the Department of

Human Services within two years of the date the payment was made to the department. A
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request for a refund shall not be honored by the department if the health insurer makes the

request after the time period has lapsed.

Sec. 4. Minnesota Statutes 2022, section 62A.15, is amended by adding a subdivision to

read:

Subd. 3d. Pharmacist. All policies or contracts referred to in subdivision 1 must provide

benefits relating to expenses incurred for medical treatment or services provided by a licensed

pharmacist, according to the requirements of section 151.01, to the extent the medical

treatment or services are within the pharmacist's scope of practice, if such a policy or contract

provides the benefits relating to expenses incurred for the same medical treatment or services

provided by a licensed physician.

EFFECTIVE DATE. This section is effective January 1, 2025, and applies to policies

or contracts offered, 1ssued, or renewed on or after that date.

Sec. 5. Minnesota Statutes 2022, section 62A.15, subdivision 4, is amended to read:

Subd. 4. Denial of benefits. (a) No carrier referred to in subdivision 1 may, in the
payment of claims to employees in this state, deny benefits payable for services covered by
the policy or contract if the services are lawfully performed by a licensed chiropractor, a
licensed optometrist, a registered nurse meeting the requirements of subdivision 3a, a licensed

physician assistant, er a licensed acupuncture practitioner, or a licensed pharmacist.

(b) When carriers referred to in subdivision 1 make claim determinations concerning
the appropriateness, quality, or utilization of chiropractic health care for Minnesotans, any
of these determinations that are made by health care professionals must be made by, or

under the direction of, or subject to the review of licensed doctors of chiropractic.

(c) When a carrier referred to in subdivision 1 makes a denial of payment claim
determination concerning the appropriateness, quality, or utilization of acupuncture services
for individuals in this state performed by a licensed acupuncture practitioner, a denial of
payment claim determination that is made by a health professional must be made by, under

the direction of, or subject to the review of a licensed acupuncture practitioner.

EFFECTIVE DATE. This section is effective January 1, 2025, and applies to policies

or contracts offered, 1ssued, or renewed on or after that date.
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Sec. 6. Minnesota Statutes 2022, section 62A.30, is amended by adding a subdivision to

read:

Subd. 5. Mammogram; diagnostic services and testing. If a health care provider

determines an enrollee requires additional diagnostic services or testing after a mammogram,

a health plan must provide coverage for the additional diagnostic services or testing with

no cost sharing, including co-pay, deductible, or coinsurance.

EFFECTIVE DATE. This section is effective January 1, 2024, and applies to health

plans offered, issued, or sold on or after that date.

Sec. 7. Minnesota Statutes 2022, section 62A.30, is amended by adding a subdivision to

read:

Subd. 6. Application. If the application of subdivision 5 before an enrollee has met their

health plan's deducible would result in: (1) health savings account ineligibility under United

States Code, title 26, section 223; or (2) catastrophic health plan ineligibility under United

States Code, title 42, section 18022(e), then subdivision 5 shall apply to diagnostic services

or testing only after the enrollee has met their health plan's deductible.

EFFECTIVE DATE. This section is effective January 1, 2024, and applies to health

plans offered, issued, or sold on or after that date.

Sec. 8. Minnesota Statutes 2022, section 62A.673, subdivision 2, is amended to read:

Subd. 2. Definitions. (a) For purposes of this section, the terms defined in this subdivision

have the meanings given.

(b) "Distant site" means a site at which a health care provider is located while providing

health care services or consultations by means of telehealth.

(c) "Health care provider" means a health care professional who is licensed or registered
by the state to perform health care services within the provider's scope of practice and in
accordance with state law. A health care provider includes a mental health professional
under section 2451.04, subdivision 2; a mental health practitioner under section 2451.04,
subdivision 4; a clinical trainee under section 2451.04, subdivision 6; a treatment coordinator
under section 245G. 11, subdivision 7; an alcohol and drug counselor under section 245G.11,

subdivision 5; and a recovery peer under section 245G.11, subdivision 8.

(d) "Health carrier" has the meaning given in section 62A.011, subdivision 2.
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(e) "Health plan" has the meaning given in section 62A.011, subdivision 3. Health plan
includes dental plans as defined in section 62Q.76, subdivision 3, but does not include dental
plans that provide indemnity-based benefits, regardless of expenses incurred, and are designed

to pay benefits directly to the policy holder.

(f) "Originating site" means a site at which a patient is located at the time health care
services are provided to the patient by means of telehealth. For purposes of store-and-forward
technology, the originating site also means the location at which a health care provider

transfers or transmits information to the distant site.

(g) "Store-and-forward technology" means the asynchronous electronic transfer or
transmission of a patient's medical information or data from an originating site to a distant

site for the purposes of diagnostic and therapeutic assistance in the care of a patient.

(h) "Telehealth" means the delivery of health care services or consultations through the
use of real time two-way interactive audio and visual communications to provide or support
health care delivery and facilitate the assessment, diagnosis, consultation, treatment,
education, and care management of a patient's health care. Telehealth includes the application
of secure video conferencing, store-and-forward technology, and synchronous interactions
between a patient located at an originating site and a health care provider located at a distant
site. Until July 1, 2023 2025, telehealth also includes audio-only communication between
a health care provider and a patient in accordance with subdivision 6, paragraph (b).
Telehealth does not include communication between health care providers that consists
solely of a telephone conversation, email, or facsimile transmission. Telehealth does not
include communication between a health care provider and a patient that consists solely of
an email or facsimile transmission. Telehealth does not include telemonitoring services as

defined in paragraph (1).

(1) "Telemonitoring services" means the remote monitoring of clinical data related to
the enrollee's vital signs or biometric data by a monitoring device or equipment that transmits
the data electronically to a health care provider for analysis. Telemonitoring is intended to
collect an enrollee's health-related data for the purpose of assisting a health care provider

in assessing and monitoring the enrollee's medical condition or status.

Sec. 9. [62D.1071] COVERAGE OF LICENSED PHARMACIST SERVICES.

Subdivision 1. Pharmacist. All health maintenance contracts must provide benefits

relating to expenses incurred for medical treatment or services provided by a licensed

pharmacist, to the extent the medical treatment or services are within the pharmacist's scope
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of practice, if the health maintenance contract provides benefits relating to expenses incurred

for the same medical treatment or services provided by a licensed physician.

Subd. 2. Denial of benefits. When paying claims for enrollees in Minnesota, a health

maintenance organization must not deny payment for medical services covered by an

enrollee's health maintenance contract if the services are lawfully performed by a licensed

pharmacist.

Subd. 3. Medication therapy management. This section does not apply to or affect

the coverage or reimbursement for medication therapy management services under section

620.676 or 256B.0625, subdivisions 5, 13h, and 28a.

EFFECTIVE DATE. This section is effective January 1, 2025, and applies to health

plans offered, issued, or renewed on or after that date.

Sec. 10. Minnesota Statutes 2022, section 62J.497, subdivision 1, is amended to read:

Subdivision 1. Definitions. (a) For the purposes of this section, the following terms have

the meanings given.

(b) "Dispense" or "dispensing" has the meaning given in section 151.01, subdivision
30. Dispensing does not include the direct administering of a controlled substance to a

patient by a licensed health care professional.

(c) "Dispenser" means a person authorized by law to dispense a controlled substance,

pursuant to a valid prescription.

(d) "Electronic media" has the meaning given under Code of Federal Regulations, title

45, part 160.103.

(e) "E-prescribing" means the transmission using electronic media of prescription or
prescription-related information between a prescriber, dispenser, pharmacy benefit manager,
or group purchaser, either directly or through an intermediary, including an e-prescribing
network. E-prescribing includes, but is not limited to, two-way transmissions between the
point of care and the dispenser and two-way transmissions related to eligibility, formulary,

and medication history information.

(f) "Electronic prescription drug program" means a program that provides for

e-prescribing.
(g) "Group purchaser" has the meaning given in section 62J.03, subdivision 6.

(h) "HL7 messages" means a standard approved by the standards development

organization known as Health Level Seven.
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(1) "National Provider Identifier" or "NPI" means the identifier described under Code

of Federal Regulations, title 45, part 162.406.
() "NCPDP" means the National Council for Prescription Drug Programs, Inc.

(k) "NCPDP Formulary and Benefits Standard" means the most recent version of the
National Council for Prescription Drug Programs Formulary and Benefits Standard or the
most recent standard adopted by the Centers for Medicare and Medicaid Services for
e-prescribing under Medicare Part D as required by section 1860D-4(e)(4)(D) of the Social
Security Act and regulations adopted under it. The standards shall be implemented according

to the Centers for Medicare and Medicaid Services schedule for compliance.

() "NCPDP Real-Time Prescription Benefit Standard" means the most recent National

Council for Prescription Drug Programs Real-Time Prescription Benefit Standard adopted

by the Centers for Medicare and Medicaid Services for e-prescribing under Medicare Part

D as required by section 1860D-4(e)(2) of the Social Security Act, and regulations adopted

pursuant to that section.

b (m) "NCPDP SCRIPT Standard" means the most recent version of the National
Council for Prescription Drug Programs SCRIPT Standard, or the most recent standard
adopted by the Centers for Medicare and Medicaid Services for e-prescribing under Medicare
Part D as required by section 1860D-4(e)(4)(D) of the Social Security Act, and regulations
adopted under it. The standards shall be implemented according to the Centers for Medicare

and Medicaid Services schedule for compliance.
{m) (n) "Pharmacy" has the meaning given in section 151.01, subdivision 2.

(o) "Pharmacy benefit manager" has the meaning given in section 62W.02, subdivision

15.

{m) (p) "Prescriber" means a licensed health care practitioner, other than a veterinarian,

as defined 1n section 151.01, subdivision 23.

o) (q) "Prescription-related information" means information regarding eligibility for

drug benefits, medication history, or related health or drug information.

) (r) "Provider" or "health care provider" has the meaning given in section 62J.03,

subdivision 8.

(s) "Real-time prescription benefit tool" means a tool that is capable of being integrated

into a prescriber's e-prescribing system and that provides a prescriber with up-to-date and

patient-specific formulary and benefit information at the time the prescriber submits a

prescription.
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Sec. 11. Minnesota Statutes 2022, section 62J.497, subdivision 3, is amended to read:

Subd. 3. Standards for electronic prescribing. (a) Prescribers and dispensers must use
the NCPDP SCRIPT Standard for the communication of a prescription or prescription-related

information.

(b) Providers, group purchasers, prescribers, and dispensers must use the NCPDP SCRIPT

Standard for communicating and transmitting medication history information.

(c) Providers, group purchasers, prescribers, and dispensers must use the NCPDP
Formulary and Benefits Standard for communicating and transmitting formulary and benefit

information.

(d) Providers, group purchasers, prescribers, and dispensers must use the national provider
identifier to identify a health care provider in e-prescribing or prescription-related transactions

when a health care provider's identifier is required.

(e) Providers, group purchasers, prescribers, and dispensers must communicate eligibility
information and conduct health care eligibility benefit inquiry and response transactions

according to the requirements of section 62J.536.

(f) Group purchasers and pharmacy benefit managers must use a real-time prescription

benefit tool that complies with the NCPDP Real-Time Prescription Benefit Standard and

that, at a minimum, notifies a prescriber:

(1) if a prescribed drug is covered by the patient's group purchaser or pharmacy benefit

manager;

(2) if a prescribed drug is included on the formulary or preferred drug list of the patient's

group purchaser or pharmacy benefit manager;

(3) of any patient cost-sharing for the prescribed drug;

(4) if prior authorization is required for the prescribed drug; and

(5) of a list of any available alternative drugs that are in the same class as the drug

originally prescribed and for which prior authorization is not required.

EFFECTIVE DATE. This section is effective January 1, 2024.

Sec. 12. [62J.811] PROVIDER BALANCE BILLING REQUIREMENTS.

Subdivision 1. Billing requirements. (a) Each health care provider and health facility

shall comply with the federal Consolidated Appropriations Act, 2021, Division BB also

known as the "No Surprises Act," including any federal regulations adopted under that act.
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(b) For the purposes of this section, "provider" or "facility" means any health care

provider or facility pursuant to section 62A.63, subdivision 2, or 62J.03, subdivision 8§, that

is subject to relevant provisions of the No Surprises Act.

Subd. 2. Investigations and compliance. (a) The commissioner shall, to the extent

practicable, seek the cooperation of health care providers and facilities, and may provide

any support and assistance as available, in obtaining compliance with this section.

(b) The commissioner shall determine the manner and processes for fulfilling any

responsibilities and taking any of the actions in paragraphs (c) to (f).

(c) A person who believes a health care provider or facility has not complied with the

requirements of the No Surprises Act or this section may file a complaint with the

commissioner in the manner determined by the commissioner.

(d) The commissioner shall conduct compliance reviews and investigate complaints

filed under this section in the manner determined by the commissioner to ascertain whether

health care providers and facilities are complying with this section.

(e) The commissioner may report violations under this section to other relevant federal

and state departments and jurisdictions as appropriate, including the attorney general and

relevant licensing boards, and may also coordinate on investigations and enforcement of

this section with other relevant federal and state departments and jurisdictions as appropriate,

including the attorney general and relevant licensing boards.

(f) A health care provider or facility may contest whether the finding of facts constitute

a violation of this section according to the contested case proceeding in sections 14.57 to

14.62, subject to appeal according to sections 14.63 to 14.68.

(g) Any data collected by the commissioner as part of an active investigation or active

compliance review under this section are classified (1) if the data is not on individuals, it

is classified as protected nonpublic data pursuant to section 13.02 subdivision 13; or (2) if

the data is on individuals, it is classified as confidential pursuant to sections 13.02,

subdivision 3. Data describing the final disposition of an investigative or compliance review

are classified as public.

Subd. 3. Civil penalty. (a) The commissioner, in monitoring and enforcing this section,

may levy a civil monetary penalty against each health care provider or facility found to be

in violation of up to $100 for each violation, but may not exceed $25,000 for identical

violations during a calendar year.
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(b) No civil monetary penalty shall be imposed under this section for violations that

occur prior to January 1, 2024.

Sec. 13. Minnesota Statutes 2022, section 62].824, is amended to read:

62J.824 FACILITY FEE DISCLOSURE.

(a) Prior to the delivery of nonemergency services, a provider-based clinic that charges

a facility fee shall provide notice to any patient, including patients served by telehealth as

defined in section 62A.673, subdivision 2, paragraph (h), stating that the clinic is part of a

hospital and the patient may receive a separate charge or billing for the facility component,

which may result in a higher out-of-pocket expense.

(b) Each health care facility must post prominently in locations easily accessible to and
visible by patients, including on its website, a statement that the provider-based clinic is
part of a hospital and the patient may receive a separate charge or billing for the facility,

which may result in a higher out-of-pocket expense.

(c) This section does not apply to laboratory services, imaging services, or other ancillary
health services that are provided by staff who are not employed by the health care facility

or clinic.
(d) For purposes of this section:

(1) "facility fee" means any separate charge or billing by a provider-based clinic in
addition to a professional fee for physicians' services that is intended to cover building,
electronic medical records systems, billing, and other administrative and operational

expenses; and

(2) "provider-based clinic" means the site of an off-campus clinic or provider office,
located at least 250 yards from the main hospital buildings or as determined by the Centers
for Medicare and Medicaid Services, that is owned by a hospital licensed under chapter 144
or a health system that operates one or more hospitals licensed under chapter 144, and is
primarily engaged in providing diagnostic and therapeutic care, including medical history,
physical examinations, assessment of health status, and treatment monitoring. This definition
does not include clinics that are exclusively providing laboratory, x-ray, testing, therapy,
pharmacy, or educational services and does not include facilities designated as rural health

clinics.
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Sec. 14.[62J.826] MEDICAL AND DENTAL PRACTICES; CURRENT STANDARD
CHARGES; COMPARISON TOOL.

Subdivision 1. Definitions. (a) The definitions in this subdivision apply to this section.

(b) "CDT code" means a code value drawn from the Code on Dental Procedures and

Nomenclature published by the American Dental Association.

(c) "Chargemaster" means the list of all individual items and services maintained by a

medical or dental practice for which the medical or dental practice has established a charge.

(d) "Commissioner" means the commissioner of health.

(e) "CPT code" means a code value drawn from the Current Procedural Terminology

published by the American Medical Association.

(f) "Dental service" means a service charged using a CDT code.

(g) "Diagnostic laboratory testing" means a service charged using a CPT code within

the CPT code range of 80047 to 89398.

(h) "Diagnostic radiology service" means a service charged using a CPT code within

the CPT code range of 70010 to 79999 and includes the provision of x-rays, computed

tomography scans, positron emission tomography scans, magnetic resonance imaging scans,

and mammographies.

(1) "Hospital" means an acute care institution licensed under sections 144.50 to 144.58,

but does not include a health care institution conducted for those who rely primarily upon

treatment by prayer or spiritual means in accordance with the creed or tenets of any church

or denomination.

(j) "Medical or dental practice" means a business that:

(1) earns revenue by providing medical care or dental services to the public;

(2) issues payment claims to health plan companies and other payers; and

(3) may be identified by its federal tax identification number.

(k) "Outpatient surgical center" means a health care facility other than a hospital offering

elective outpatient surgery under a license issued under sections 144.50 to 144.58.

(1) "Standard charge" means the regular rate established by the medical or dental practice

for an item or service provided to a specific group of paying patients. This includes all of

the following:
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(1) the charge for an individual item or service that is reflected on a medical or dental

practice's chargemaster, absent any discounts;

(2) the charge that a medical or dental practice has negotiated with a third-party payer

for an item or service;

(3) the lowest charge that a medical or dental practice has negotiated with all third-party

payers for an item or service;

(4) the highest charge that a medical or dental practice has negotiated with all third-party

payers for an item or service; and

(5) the charge that applies to an individual who pays cash, or cash equivalent, for an

1tem or service.

Subd. 2. Requirement; current standard charges. The following medical or dental

practices must make available to the public a list of their current standard charges for all

items and services, as reflected in the medical or dental practice's chargemaster, provided

by the medical or dental practice:

(1) hospitals;

(2) outpatient surgical centers; and

(3) any other medical or dental practice that has revenue of greater than $50,000,000

per year and that derives the majority of its revenue by providing one or more of the following

services:

(1) diagnostic radiology services;

(11) diagnostic laboratory testing;

(iii) orthopedic surgical procedures, including joint arthroplasty procedures within the

CPT code range of 26990 to 27899;

(iv) ophthalmologic surgical procedures, including cataract surgery coded using CPT

code 66982 or 66984, or refractive correction surgery to improve visual acuity;

(v) anesthesia services commonly provided as an ancillary to services provided at a

hospital, outpatient surgical center, or medical practice that provides orthopedic surgical

procedures or ophthalmologic surgical procedures;

(vi) oncology services, including radiation oncology treatments within the CPT code

range of 77261 to 77799 and drug infusions; or

(vii) dental services.
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Subd. 3. Required file format and content. (a) A medical or dental practice that is

subject to this section must make available to the public, and must report to the commissioner,

current standard charges using the format and data elements specified in the currently

effective version of the Hospital Price Transparency Sample Format (Tall) (CSV) and related

data dictionary recommended for hospitals by the Centers for Medicare and Medicaid

Services (CMS). If CMS modifies or replaces the specifications for this format, the form

of this file must be modified or replaced to conform with the new CMS specifications by

the date specified by CMS for compliance with its new specifications. All prices included

in the file must be expressed as dollar amounts. The data must be in the form of a comma

separated values file which can be directly imported, without further editing or remediation,

into a relational database table which has been designed to receive these files. The medical

or dental practice must make the file available to the public in a manner specified by the

commissioner and must report the file to the commissioner in a manner and frequency

specified by the commissioner.

(b) A medical or dental practice must test its file for compliance with paragraph (a)

before making the file available to the public and reporting the file to the commissioner.

(c) A hospital must comply with this section no later than January 1, 2024. A medical

or dental practice that meets the requirements in subdivision 2, clause (3), or an outpatient

surgical center must comply with this section no later than January 1, 2025.

Sec. 15. Minnesota Statutes 2022, section 62J.84, subdivision 2, is amended to read:

Subd. 2. Definitions. (a) For purposes of this section and section 62].841, the terms

defined in this subdivision have the meanings given.

(b) "Biosimilar" means a drug that is produced or distributed pursuant to a biologics

license application approved under United States Code, title 42, section 262(K)(3).
(c) "Brand name drug" means a drug that is produced or distributed pursuant to:

(1) an-original; a new drug application approved under United States Code, title 21,
section 355(c), except for a generic drug as defined under Code of Federal Regulations,

title 42, section 447.502; or

(2) a biologics license application approved under United States Code, title 45 42, section
262(a)(c).

(d) "Commissioner" means the commissioner of health.

(e) "Generic drug" means a drug that is marketed or distributed pursuant to:
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(1) an abbreviated new drug application approved under United States Code, title 21,
section 355());

(2) an authorized generic as defined under Code of Federal Regulations, title 45 42,
section 447.502; or

(3) a drug that entered the market the year before 1962 and was not originally marketed

under a new drug application.

(f) "Manufacturer" means a drug manufacturer licensed under section 151.252, but does

not include an entity required to be licensed under that section solely because the entity

repackages or relabels drugs. The provisions of this paragraph shall not be severable from

section 62Q.83. If this paragraph or its application to any individual, entity, or circumstance

is found to be void for any reason, section 62Q.83 shall be void also.

(g) "New prescription drug" or "new drug" means a prescription drug approved for
marketing by the United States Food and Drug Administration (FDA) for which no previous

wholesale acquisition cost has been established for comparison.

(h) "Patient assistance program" means a program that a manufacturer offers to the public
in which a consumer may reduce the consumer's out-of-pocket costs for prescription drugs
by using coupons, discount cards, prepaid gift cards, manufacturer debit cards, or by other

means.

(1) "Prescription drug" or "drug" has the meaning provided in section 151.441, subdivision

(j) "Price" means the wholesale acquisition cost as defined in United States Code, title

42, section 1395w-3a(c)(6)(B).

(k) "30-day supply" means the total daily dosage units of a prescription drug

recommended by the prescribing label approved by the FDA for 30 days. If the

FDA-approved prescribing label includes more than one recommended daily dosage, the

30-day supply is based on the maximum recommended daily dosage on the FDA-approved

prescribing label.

(1) "Course of treatment" means the total dosage of a single prescription for a prescription

drug recommended by the FDA-approved prescribing label. If the FDA-approved prescribing

label includes more than one recommended dosage for a single course of treatment, the

course of treatment is the maximum recommended dosage on the FDA-approved prescribing

label.
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(m) "Drug product family" means a group of one or more prescription drugs that share

a unique generic drug description or nontrade name and dosage form.

(n) "National drug code" means the three-segment code maintained by the federal Food

and Drug Administration that includes a labeler code, a product code, and a package code

for a drug product and that has been converted to an 11-digit format consisting of five digits

in the first segment, four digits in the second segment, and two digits in the third segment.

A three-segment code shall be considered converted to an 11-digit format when, as necessary,

at least one "(0" has been added to the front of each segment containing less than the specified

number of digits such that each segment contains the specified number of digits.

(o) "Pharmacy" or "pharmacy provider" means a place of business licensed by the Board

of Pharmacy under section 151.19 in which prescription drugs are prepared, compounded,

or dispensed under the supervision of a pharmacist.

(p) "Pharmacy benefits manager" or "PBM" means an entity licensed to act as a pharmacy

benefits manager under section 62W.03.

(q) "Pricing unit" means the smallest dispensable amount of a prescription drug product

that could be dispensed.

(r) "Reporting entity" means any manufacturer, pharmacy, pharmacy benefits manager,

wholesale drug distributor, or any other entity required to submit data under this section.

(s) "Wholesale drug distributor" or "wholesaler" means an entity that:

(1) is licensed to act as a wholesale drug distributor under section 151.47; and

(2) distributes prescription drugs, for which it is not the manufacturer, to persons or

entities, or both, other than a consumer or patient in the state.

Sec. 16. Minnesota Statutes 2022, section 62J.84, subdivision 3, is amended to read:

Subd. 3. Prescription drug price increases reporting. (a) Beginning January 1, 2022,
a drug manufacturer must submit to the commissioner the information described in paragraph
(b) for each prescription drug for which the price was $100 or greater for a 30-day supply

or for a course of treatment lasting less than 30 days and:

(1) for brand name drugs where there is an increase of ten percent or greater in the price
over the previous 12-month period or an increase of 16 percent or greater in the price over

the previous 24-month period; and

(2) for generic or biosimilar drugs where there is an increase of 50 percent or greater in

the price over the previous 12-month period.
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(b) For each of the drugs described in paragraph (a), the manufacturer shall submit to
the commissioner no later than 60 days after the price increase goes into effect, in the form

and manner prescribed by the commissioner, the following information, if applicable:

(1) the name description and price of the drug and the net increase, expressed as a

percentage;, with the following listed separately:

(1) the national drug code;

(11) the product name;

(ii1) the dosage form,;

(iv) the strength;

(v) the package size;

(2) the factors that contributed to the price increase;

(3) the name of any generic version of the prescription drug available on the market;

(4) the introductory price of the prescription drug when it was apprevedfor-marketing

price-of the preseription-drug during the previeusfirve-years introduced for sale in the United

States and the price of the drug on the last day of each of the five calendar years preceding

the price increase;

(5) the direct costs incurred during the previous 12-month period by the manufacturer

that are associated with the prescription drug, listed separately:
(1) to manufacture the prescription drug;
(i1) to market the prescription drug, including advertising costs; and
(ii1) to distribute the prescription drug;
(6) the total sales revenue for the prescription drug during the previous 12-month period;

(7) the manufacturer's net profit attributable to the prescription drug during the previous

12-month period;

(8) the total amount of financial assistance the manufacturer has provided through patient

prescription assistance programs during the previous 12-month period, if applicable;

(9) any agreement between a manufacturer and another entity contingent upon any delay

in offering to market a generic version of the prescription drug;

(10) the patent expiration date of the prescription drug if it is under patent;
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(11) the name and location of the company that manufactured the drug; and

(12) if a brand name prescription drug, the ten highest priees price paid for the

prescription drug during the previous calendar year in any-ecountry-other-than the ten
countries, excluding the United States:, that charged the highest single price for the

prescription drug; and

(13) if the prescription drug was acquired by the manufacturer during the previous

12-month period, all of the following information:

(1) price at acquisition;

(i1) price in the calendar year prior to acquisition;

(i11) name of the company from which the drug was acquired;

(iv) date of acquisition; and

(V) acquisition price.

(c) The manufacturer may submit any documentation necessary to support the information

reported under this subdivision.

Sec. 17. Minnesota Statutes 2022, section 62J.84, subdivision 4, is amended to read:

Subd. 4. New prescription drug price reporting. (a) Beginning January 1, 2022, no
later than 60 days after a manufacturer introduces a new prescription drug for sale in the
United States that is a new brand name drug with a price that is greater than the tier threshold
established by the Centers for Medicare and Medicaid Services for specialty drugs in the

Medicare Part D program for a 30-day supply or for a course of treatment lasting less than

30 days or a new generic or biosimilar drug with a price that is greater than the tier threshold
established by the Centers for Medicare and Medicaid Services for specialty drugs in the

Medicare Part D program for a 30-day supply or for a course of treatment lasting less than

30 days and is not at least 15 percent lower than the referenced brand name drug when the
generic or biosimilar drug is launched, the manufacturer must submit to the commissioner,
in the form and manner prescribed by the commissioner, the following information, if

applicable:

(1) the description of the drug, with the following listed separately:

(1) the national drug code;

(11) the product name;

(iii) the dosage form;
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(iv) the strength;

(v) the package size;

H (2) the price of the prescription drug;

2) (3) whether the Food and Drug Administration granted the new prescription drug a

breakthrough therapy designation or a priority review;

3) (4) the direct costs incurred by the manufacturer that are associated with the

prescription drug, listed separately:
(1) to manufacture the prescription drug;
(1) to market the prescription drug, including advertising costs; and
(111) to distribute the prescription drug; and
4 (5) the patent expiration date of the drug if it is under patent.

(b) The manufacturer may submit documentation necessary to support the information

reported under this subdivision.

Sec. 18. Minnesota Statutes 2022, section 62J.84, subdivision 6, is amended to read:

Subd. 6. Public posting of prescription drug price information. (a) The commissioner
shall post on the department's website, or may contract with a private entity or consortium
that satisfies the standards of section 62U.04, subdivision 6, to meet this requirement, the

following information:

(1) a list of the prescription drugs reported under subdivisions 3;4;-and-5 to 6 and 9 to

14, and the manufacturers of those prescription drugs; and

(2) information reported to the commissioner under subdivisions 3;4;-and-5 to 6 and 9

to 14-; and

(3) information reported to the commissioner under section 62J.841, subdivision 2.

(b) The information must be published in an easy-to-read format and in a manner that
identifies the information that is disclosed on a per-drug basis and must not be aggregated

in a manner that prevents the identification of the prescription drug.

(c) The commissioner shall not post to the department's website or a private entity
contracting with the commissioner shall not post any information described in this section

if the information is not public data under section 13.02, subdivision 8a; or, subject to section

62].841, subdivision 2, paragraph (e), is trade secret information under section 13.37,
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subdivision 1, paragraph (b); or, subject to section 62J.841, subdivision 2, paragraph (e),

is trade secret information pursuant to the Defend Trade Secrets Act of 2016, United States
Code, title 18, section 1836, as amended. If a manufacturer believes information should be
withheld from public disclosure pursuant to this paragraph, the manufacturer must clearly
and specifically identify that information and describe the legal basis in writing when the
manufacturer submits the information under this section. If the commissioner disagrees
with the manufacturer's request to withhold information from public disclosure, the
commissioner shall provide the manufacturer written notice that the information will be

publicly posted 30 days after the date of the notice.

(d) If the commissioner withholds any information from public disclosure pursuant to
this subdivision, the commissioner shall post to the department's website a report describing
the nature of the information and the commissioner's basis for withholding the information

from disclosure.

(e) To the extent the information required to be posted under this subdivision is collected
and made available to the public by another state, by the University of Minnesota, or through
an online drug pricing reference and analytical tool, the commissioner may reference the
availability of this drug price data from another source including, within existing
appropriations, creating the ability of the public to access the data from the source for

purposes of meeting the reporting requirements of this subdivision.

(f) The provisions in this subdivision referencing 62J.841 shall not be severable from

section 62Q.83. If any reference to section 62J.841 or its application to any individual,

entity, or circumstance is found to be void for any reason, section 62Q).83 shall be void also.

Sec. 19. Minnesota Statutes 2022, section 62J.84, subdivision 7, is amended to read:

Subd. 7. Consultation. (a) The commissioner may consult with a private entity or
consortium that satisfies the standards of section 62U.04, subdivision 6, the University of
Minnesota, or the commissioner of commerce, as appropriate, in issuing the form and format

of the information reported under this section and section 62J.841; in posting information

pursuant to subdivision 6; and in taking any other action for the purpose of implementing

this section and section 62J.841.

(b) The commissioner may consult with representatives of the manufaeturers reporting

entities to establish a standard format for reporting information under this section and section

62J.841 and may use existing reporting methodologies to establish a standard format to

minimize administrative burdens to the state and manufaetarers reporting entities.
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(c) The provisions in this subdivision referencing 62J.841 shall not be severable from

section 62Q).83. If any reference to section 62J.841 or its application to any individual,

entity, or circumstance is found to be void for any reason, section 62Q.83 shall be void also.

Sec. 20. Minnesota Statutes 2022, section 62J.84, subdivision 8, is amended to read:

Subd. 8. Enforcement and penalties. (a) A manufacturer reporting entity may be subject

to a civil penalty, as provided in paragraph (b), for:

(1) failing to register under subdivision 15;

b (2) failing to submit timely reports or notices as required by this section and section

62).841;

2) (3) failing to provide information required under this section and section 62J.841;

3) (4) providing inaccurate or incomplete information under this section and section

62].841; or

(5) failing to comply with section 62J.841, subdivisions 2, paragraph (e), and 4.

(b) The commissioner shall adopt a schedule of civil penalties, not to exceed $10,000

per day of violation, based on the severity of each violation.

(c) The commissioner shall impose civil penalties under this section and section 62J.841

as provided in section 144.99, subdivision 4.

(d) The commissioner may remit or mitigate civil penalties under this section and section
62J.841 upon terms and conditions the commissioner considers proper and consistent with

public health and safety.

(e) Civil penalties collected under this section and section 62J.841 shall be deposited in

the health care access fund.

(f) The provisions in this subdivision referencing 62J.841 shall not be severable from

section 62Q).83. If any reference to section 62J.841 or its application to any individual,

entity, or circumstance is found to be void for any reason, section 62Q).83 shall be void also.

Sec. 21. Minnesota Statutes 2022, section 62J.84, subdivision 9, is amended to read:

Subd. 9. Legislative report. (a) No later than May 15, 2022 2024, and by January 15
of each year thereafter, the commissioner shall report to the chairs and ranking minority

members of the legislative committees with jurisdiction over commerce and health and
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human services policy and finance on the implementation of this section and section 62J.841,

including but not limited to the effectiveness in addressing the following goals:

(1) promoting transparency in pharmaceutical pricing for the state, health carriers, and

other payers;
(2) enhancing the understanding on pharmaceutical spending trends; and

(3) assisting the state, health carriers, and other payers in the management of

pharmaceutical costs and limiting formulary changes due to prescription drug cost increases

during a coverage year.

(b) The report must include a summary of the information submitted to the commissioner

under subdivisions 3;4;-and-5 to 6 and 9 to 14, and section 62J.841.

(c) The provisions in this subdivision shall not be severable from section 62Q.83. If this

subdivision or its application to any individual, entity, or circumstance is found to be void

for any reason, section 62Q.83 shall be void also.

Sec. 22. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to

read:

Subd. 10. Notice of prescription drugs of substantial public interest. (a) No later than

January 31, 2024, and quarterly thereafter, the commissioner shall produce and post on the

department's website a list of prescription drugs that the commissioner determines to represent

a substantial public interest and for which the department intends to request data under

subdivisions 9 to 14, subject to paragraph (c). The commissioner shall base its inclusion of

prescription drugs on any information the commissioner determines is relevant to providing

greater consumer awareness of the factors contributing to the cost of prescription drugs in

the state, and the department shall consider drug product families that include prescription

drugs:

(1) that triggered reporting under subdivisions 3, 4, or 6 during the previous calendar

quarter;

(2) for which average claims paid amounts exceeded 125 percent of the price as of the

claim incurred date during the most recent calendar quarter for which claims paid amounts

are available; or

(3) that are identified by members of the public during a public comment period process.
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(b) Not sooner than 30 days after publicly posting the list of prescription drugs under

paragraph (a), the department shall notify, via email, reporting entities registered with the

department of the requirement to report under subdivisions 9 to 14.

(c) The commissioner must not designate more than 500 prescription drugs as having a

substantial public interest in any one notice.

Sec. 23. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to

read:

Subd. 11. Manufacturer prescription drug substantial public interest reporting. (a)

Beginning January 1, 2024, a manufacturer must submit to the commissioner the information

described in paragraph (b) for any prescription drug:

(1) included in a notification to report issued to the manufacturer by the department

under subdivision 10;

(2) which the manufacturer manufactures or repackages;

(3) for which the manufacturer sets the wholesale acquisition cost; and

(4) for which the manufacturer has not submitted data under subdivision 3 or 6 during

the 120-day period prior to the date of the notification to report.

(b) For each of the drugs described in paragraph (a), the manufacturer shall submit to

the commissioner no later than 60 days after the date of the notification to report, in the

form and manner prescribed by the commissioner, the following information, if applicable:

(1) a description of the drug with the following listed separately:

(1) the national drug code;

(ii) the product name;

(ii1) the dosage form;

(iv) the strength; and

(v) the package size;

(2) the price of the drug product on the later of:

(1) the day one year prior to the date of the notification to report;

(11) the introduced to market date; or

(ii1) the acquisition date;
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(3) the price of the drug product on the date of the notification to report;

(4) the introductory price of the prescription drug when it was introduced for sale in the

United States and the price of the drug on the last day of each of the five calendar years

preceding the date of the notification to report;

(5) the direct costs incurred during the 12-month period prior to the date of the notification

to report by the manufacturers that are associated with the prescription drug, listed separately:

(1) to manufacture the prescription drug;

(i1) to market the prescription drug, including advertising costs; and

(i11) to distribute the prescription drug;

(6) the number of units of the prescription drug sold during the 12-month period prior

to the date of the notification to report;

(7) the total sales revenue for the prescription drug during the 12-month period prior to

the date of the notification to report;

(8) the total rebate payable amount accrued for the prescription drug during the 12-month

period prior to the date of the notification to report;

(9) the manufacturer's net profit attributable to the prescription drug during the 12-month

period prior to the date of the notification to report;

(10) the total amount of financial assistance the manufacturer has provided through

patient prescription assistance programs during the 12-month period prior to the date of the

notification to report, if applicable;

(11) any agreement between a manufacturer and another entity contingent upon any

delay in offering to market a generic version of the prescription drug;

(12) the patent expiration date of the prescription drug if the prescription drug is under

patent;

(13) the name and location of the company that manufactured the drug;

(14) if the prescription drug is a brand name prescription drug, the ten countries other

than the United States that paid the highest prices for the prescription drug during the

previous calendar year and their prices; and

(15) if the prescription drug was acquired by the manufacturer within a 12-month period

prior to the date of the notification to report, all of the following information:

(1) the price at acquisition;
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(i1) the price in the calendar year prior to acquisition;

(ii1) the name of the company from which the drug was acquired;

(iv) the date of acquisition; and

(v) the acquisition price.

(c) The manufacturer may submit any documentation necessary to support the information

reported under this subdivision.

Sec. 24. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to

read:

Subd. 12. Pharmacy prescription drug substantial public interest reporting. (a)

Beginning January 1, 2024, a pharmacy must submit to the commissioner the information

described in paragraph (b) for any prescription drug included in a notification to report

issued to the pharmacy by the department under subdivision 9.

(b) For each of the drugs described in paragraph (a), the pharmacy shall submit to the

commissioner no later than 60 days after the date of the notification to report, in the form

and manner prescribed by the commissioner, the following information, if applicable:

(1) a description of the drug with the following listed separately:

(1) the national drug code;

(ii) the product name;

(111) the dosage form;

(iv) the strength; and

(v) the package size;

(2) the number of units of the drug acquired during the 12-month period prior to the date

of the notification to report;

(3) the total spent before rebates by the pharmacy to acquire the drug during the 12-month

period prior to the date of the notification to report;

(4) the total rebate receivable amount accrued by the pharmacy for the drug during the

12-month period prior to the date of the notification to report;

(5) the number of pricing units of the drug dispensed by the pharmacy during the

12-month period prior to the date of the notification to report;
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(6) the total payment receivable by the pharmacy for dispensing the drug including

ingredient cost, dispensing fee, and administrative fees during the 12-month period prior

to the date of the notification to report;

(7) the total rebate payable amount accrued by the pharmacy for the drug during the

12-month period prior to the date of the notification to report; and

(8) the average cash price paid by consumers per pricing unit for prescriptions dispensed

where no claim was submitted to a health care service plan or health insurer during the

12-month period prior to the date of the notification to report.

(c) The pharmacy may submit any documentation necessary to support the information

reported under this subdivision.

Sec. 25. Minnesota Statutes 2022, section 62].84, is amended by adding a subdivision to

read:

Subd. 13. PBM prescription drug substantial public interest reporting. (a) Beginning

January 1, 2024, a PBM must submit to the commissioner the information described in

paragraph (b) for any prescription drug included in a notification to report issued to the

PBM by the department under subdivision 9.

(b) For each of the drugs described in paragraph (a), the PBM shall submit to the

commissioner no later than 60 days after the date of the notification to report, in the form

and manner prescribed by the commissioner, the following information, if applicable:

(1) a description of the drug with the following listed separately:

(1) the national drug code;

(11) the product name;

(iii) the dosage form;

(iv) the strength; and

(v) the package size;

(2) the number of pricing units of the drug product filled for which the PBM administered

claims during the 12-month period prior to the date of the notification to report;

(3) the total reimbursement amount accrued and payable to pharmacies for pricing units

of the drug product filled for which the PBM administered claims during the 12-month

period prior to the date of the notification to report;
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(4) the total reimbursement or administrative fee amount, or both, accrued and receivable

from payers for pricing units of the drug product filled for which the PBM administered

claims during the 12-month period prior to the date of the notification to report;

(5) the total rebate receivable amount accrued by the PBM for the drug product during

the 12-month period prior to the date of the notification to report; and

(6) the total rebate payable amount accrued by the PBM for the drug product during the

12-month period prior to the date of the notification to report.

(c) The PBM may submit any documentation necessary to support the information

reported under this subdivision.

Sec. 26. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to

read:

Subd. 14. Wholesaler prescription drug substantial public interest reporting. (a)

Beginning January 1, 2024, a wholesaler must submit to the commissioner the information

described in paragraph (b) for any prescription drug included in a notification to report

issued to the wholesaler by the department under subdivision 10.

(b) For each of the drugs described in paragraph (a), the wholesaler shall submit to the

commissioner no later than 60 days after the date of the notification to report, in the form

and manner prescribed by the commissioner, the following information, if applicable:

(1) a description of the drug with the following listed separately:

(1) the national drug code;

(11) the product name;

(ii1) the dosage form,;

(iv) the strength; and

(v) the package size;

(2) the number of units of the drug product acquired by the wholesale drug distributor

during the 12-month period prior to the date of the notification to report;

(3) the total spent before rebates by the wholesale drug distributor to acquire the drug

product during the 12-month period prior to the date of the notification to report;

(4) the total rebate receivable amount accrued by the wholesale drug distributor for the

drug product during the 12-month period prior to the date of the notification to report;
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(5) the number of units of the drug product sold by the wholesale drug distributor during

the 12-month period prior to the date of the notification to report;

(6) gross revenue from sales in the United States generated by the wholesale drug

distributor for this drug product during the 12-month period prior to the date of the

notification to report; and

(7) total rebate payable amount accrued by the wholesale drug distributor for the drug

product during the 12-month period prior to the date of the notification to report.

(c) The wholesaler may submit any documentation necessary to support the information

reported under this subdivision.

Sec. 27. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to

read:

Subd. 15. Registration requirements. Beginning January 1, 2024, a reporting entity

subject to this chapter shall register with the department in a form and manner prescribed

by the commissioner.

Sec. 28. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to

read:

Subd. 16. Rulemaking. For the purposes of this section, the commissioner may use the

expedited rulemaking process under section 14.389.

Sec. 29.[62J.841] REPORTING PRESCRIPTION DRUG PRICES; FORMULARY
DEVELOPMENT AND PRICE STABILITY.

Subdivision 1. Definitions. (a) For purposes of this section, the terms in this subdivision

have the meanings given.

(b) "Average wholesale price" means the customary reference price for sales by a drug

wholesaler to a retail pharmacy, as established and published by the manufacturer.

(c) "National drug code" means the numerical code maintained by the United States

Food and Drug Administration and includes the label code, product code, and package code.

(d) "Wholesale acquisition cost" has the meaning given in United States Code, title 42,

section 1395w-3a(c)(6)(B).

(e) "Unit" has the meaning given in United States Code, title 42, section 1395w-3a(b)(2).
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Subd. 2. Price reporting. (a) Beginning July 31, 2024, and by July 31 of each year

thereafter, a manufacturer must report to the commissioner the information in paragraph

(b) for every drug with a wholesale acquisition cost of $100 or more for a 30-day supply

or for a course of treatment lasting less than 30 days, as applicable to the next calendar year.

(b) A manufacturer shall report a drug's:

(1) national drug code, labeler code, and the manufacturer name associated with the

labeler code;

(2) brand name, if applicable;

(3) generic name, if applicable;

(4) wholesale acquisition cost for one unit;

(5) measure that constitutes a wholesale acquisition cost unit;

(6) average wholesale price; and

(7) status as brand name or generic.

(c) The effective date of the information described in paragraph (b) must be included in

the report to the commissioner.

(d) A manufacturer must report the information described in this subdivision in the form

and manner specified by the commissioner.

(e) Information reported under this subdivision is classified as public data not on

individuals, as defined in section 13.02, subdivision 14, and must not be classified by the

manufacturer as trade secret information, as defined in section 13.37, subdivision 1, paragraph

(b).

(f) A manufacturer's failure to report the information required by this subdivision is

grounds for disciplinary action under section 151.071, subdivision 2.

Subd. 3. Public posting of prescription drug price information. By October 1 of each

year, beginning October 1, 2024, the commissioner must post the information reported

under subdivision 2 on the department's website, as required by section 62J.84, subdivision

6.

Subd. 4. Price change. (a) If a drug subject to price reporting under subdivision 2 is

included in the formulary of a health plan submitted to and approved by the commissioner

of commerce for the next calendar year under section 62A.02, subdivision 1, the manufacturer
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may increase the wholesale acquisition cost of the drug for the next calendar year only after

providing the commissioner with at least 90 days written notice.

(b) A manufacturer's failure to meet the requirements of paragraph (a) is grounds for

disciplinary action under section 151.071, subdivision 2.

Subd. 5. Not severable. The provisions of this section shall not be severable from section

62Q.83. If any provision of this section or its application to any individual, entity, or

circumstance is found to be void for any reason, section 62Q.83 shall be void also.

Sec. 30. Minnesota Statutes 2022, section 62K.10, subdivision 4, is amended to read:

Subd. 4. Network adequacy. (a) Each designated provider network must include a
sufficient number and type of providers, including providers that specialize in mental health
and substance use disorder services, to ensure that covered services are available to all
enrollees without unreasonable delay. In determining network adequacy, the commissioner

of health shall consider availability of services, including the following:

(1) primary care physician services are available and accessible 24 hours per day, seven

days per week, within the network area;

(2) a sufficient number of primary care physicians have hospital admitting privileges at
one or more participating hospitals within the network area so that necessary admissions

are made on a timely basis consistent with generally accepted practice parameters;
(3) specialty physician service is available through the network or contract arrangement;

(4) mental health and substance use disorder treatment providers, including but not

limited to psychiatric residential treatment facilities, are available and accessible through

the network or contract arrangement;

(5) to the extent that primary care services are provided through primary care providers
other than physicians, and to the extent permitted under applicable scope of practice in state

law for a given provider, these services shall be available and accessible; and

(6) the network has available, either directly or through arrangements, appropriate and
sufficient personnel, physical resources, and equipment to meet the projected needs of

enrollees for covered health care services.

(b) The commissioner may establish sufficiency by referencing any reasonable criteria,

which include but are not limited to:

(1) ratios of providers to enrollees by specialty;

Article 2 Sec. 30. 95



96.1

96.2

96.3

96.4

96.5

96.6

96.7

96.8

96.9

96.10

96.11

96.12

96.13

96.14

96.15

96.16

96.17

96.18

96.19

96.20

96.21

96.22

96.23

96.24

96.25

96.26

96.27

96.28

96.29

96.30

SF2995 REVISOR DTT S2995-2 2nd Engrossment

(2) ratios of primary care professionals to enrollees;

(3) geographic accessibility of providers;

(4) waiting times for an appointment with participating providers;

(5) hours of operation;

(6) the ability of the network to meet the needs of enrollees that are:

(1) low-income persons;

(1) children and adults with serious, chronic, or complex health conditions, physical

disabilities, or mental illness; or

(iii) persons with limited English proficiency and persons from underserved communities;

(7) other health care service delivery system options, including telemedicine or telehealth,

mobile clinics, centers of excellence, and other ways of delivering care; and

(8) the volume of technological and specialty care services available to serve the needs

of enrollees that need technologically advanced or specialty care services.

EFFECTIVE DATE. This section is effective January 1, 2025, and applies to health

plans offered, issued, or renewed on or after that date.

Sec. 31. [62Q.451] UNRESTRICTED ACCESS TO SERVICES FOR THE
DIAGNOSIS, MONITORING, AND TREATMENT OF RARE DISEASES.

Subdivision 1. Definitions. (a) For purposes of this section, the following terms have

the meanings given.

(b) "Rare disease or condition" means any disease or condition:

(1) that affects fewer than 200,000 persons in the United States and is chronic, serious,

life-altering, or life-threatening;

(2) that affects more than 200,000 persons in the United States and a drug for treatment

has been designated as a drug for a rare disease or condition pursuant to United States Code,

title 21, section 360bb;

(3) that is labeled as a rare disease or condition on the Genetic and Rare Diseases

Information Center list created by the National Institutes of Health; or

(4) for which an enrollee:

(1) has received two or more clinical consultations from a primary care provider or

specialty provider that are specific to the presenting complaint;
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(i1) has documentation in the enrollee's medical record of a developmental delay through

standardized assessment, developmental regression, failure to thrive, or progressive

multisystemic involvement; and

(iii) had laboratory or clinical testing that failed to provide a definitive diagnosis or

resulted in conflicting diagnoses.

A rare disease or condition does not include an infectious disease that has widely available

and known protocols for diagnosis and treatment and that is commonly treated in a primary

care setting, even if it affects less than 200,000 persons in the United States.

Subd. 2. Unrestricted access. (a) No health plan company may restrict the choice of an

enrollee as to where the enrollee receives services from a licensed health care provider

related to the diagnosis, monitoring, and treatment of a rare disease or condition, including

but not limited to additional restrictions through any prior authorization, preauthorization,

prior approval, precertification process, increased fees, or other methods.

(b) Any services provided by, referred for, or ordered by an out-of-network provider for

an enrollee who, before receiving and being notified of a definitive diagnosis, satisfied the

requirements in subdivision 1, paragraph (b), clause (4), are governed by paragraph (c),

even if the subsequent definitive diagnosis does not meet the definition of rare disease or

condition in subdivision 1, paragraph (b), clause (1), (2), or (3). Once the enrollee is

definitively diagnosed with a disease or condition that does not meet the definition of rare

disease or condition in subdivision 1, paragraph (b), clause (1), (2), or (3), and the enrollee

or a parent or guardian of a minor enrollee has been notified of the diagnosis, any services

provided by, referred for, or ordered by an out-of-network provider related to the diagnosis

are governed by paragraph (c) for up to 60 days, providing time for care to be transferred

to a qualified in-network provider and to schedule needed in-network appointments. After

this 60-day period, subsequent services provided by, referred for, or ordered by an

out-of-network provider related to the diagnosis are no longer governed by paragraph (c).

(c) Cost-sharing requirements and benefit or services limitations for the diagnosis and

treatment of a rare disease or condition must not place a greater financial burden on the

enrollee or be more restrictive than those requirements for in-network medical treatment.

(d) A health plan company must provide enrollees with written information on the content

and application of this section and must train customer service representatives on the content

and application of this section.
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Subd. 3. Coverage; prior authorization. (a) Nothing in this section requires a health

plan company to provide coverage for a medication, procedure or treatment, or laboratory

or clinical testing, that is not covered under the enrollee's health plan.

(b) Coverage for a service must not be denied solely on the basis that it was provided

by, referred for, or ordered by an out-of-network provider.

(c) Any prior authorization requirements for a service that is provided by, referred for,

or ordered by an out-of-network provider must be the same as any prior authorization

requirements for a service that is provided by, referred for, or ordered by an in-network

provider.

Subd. 4. Payments to out-of-network providers for services provided in this state. (a)

If a health plan company has an established contractual payment under a health plan in the

commercial insurance market with an out-of-network provider for a service provided in

Minnesota related to the diagnosis, monitoring, and treatment of a rare disease or condition,

across any of the health plan's networks, then the provider shall accept the established

contractual payment for that service as payment in full.

(b) If a health plan company does not have an established contractual payment under a

health plan in the commercial insurance market with an out-of-network provider for a service

provided in Minnesota related to the diagnosis, monitoring, and treatment of a rare disease

or condition, across any of the health plan's networks, then the provider shall accept:

(1) the provider's established rate for uninsured patients for that service as payment in

full; or

(2) if the provider does not have an established rate for uninsured patients for that service,

then the average commercial insurance rate the health plan company has paid for that service

in this state over the past 12 months as payment in full.

(d) If the payment amount is determined under paragraph (b), clause (2), and the health

plan company has not paid for that service in this state within the past 12 months, then the

health plan company shall pay the lesser of the following:

(1) the average rate in the commercial insurance market the health plan company paid

for that service across all states over the past 12 months; or

(2) the provider's standard charge.

(e) This subdivision does not apply to managed care organizations or county-based

purchasing plans when the plan provides coverage to public health care program enrollees

under chapters 256B or 256L.
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Subd. 5. Payments to out-of-network providers when services are provided outside

of the state. (a) If a health plan company has an established contractual payment under a

health plan in the commercial insurance market with an out-of-network provider for a service

provided in another state related to the diagnosis, monitoring, and treatment of a rare disease

or condition, across any of the health plan's networks in the state where the service is

provided, then the health plan company shall pay the established contractual payment for

that service.

(b) If a health plan company does not have an established contractual payment under a

health plan in the commercial insurance market with an out-of-network provider for a service

provided in another state related to the diagnosis, monitoring, and treatment of a rare disease

or condition, across any of the health plan's networks in the state where the service is

provided, then the health plan company shall pay:

(1) the provider's established rate for uninsured patients for that service; or

(2) if the provider does not have an established rate for uninsured patients for that service,

then the average commercial insurance rate the health plan company has paid for that service

in the state where the service is provided over the past 12 months.

(c) If the payment amount is determined under paragraph (b), clause (2), and the health

plan company has not paid for that service in the state where the service is provided within

the past 12 months, then the health plan company shall pay the lesser of the following:

(1) the average commercial insurance rate the health plan company has paid for that

service across all states over the last 12 months; or

(2) the provider's standard charge.

(d) This subdivision does not apply to managed care organizations or county-based

purchasing plans when the plan provides coverage to public health care program enrollees

under chapter 256B or 256L.

Subd. 6. Exclusions. (a) This section does not apply to health care coverage offered by

the State Employee Group Insurance Program.

(b) This section does not apply to medications obtained from a retail pharmacy as defined

in section 62W.02, subdivision 18.

EFFECTIVE DATE. This section is effective January 1, 2024, and applies to health

plans offered, issued, or renewed on or after that date.
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Sec. 32. [62Q.473] BIOMARKER TESTING.

Subdivision 1. Definitions. (a) For the purposes of this section, the terms defined in this

subdivision have the meanings given.

(b) "Biomarker" means a characteristic that is objectively measured and evaluated as an

indicator of normal biological processes, pathogenic processes, or pharmacologic responses

to a specific therapeutic intervention, including but not limited to known gene-drug

interactions for medications being considered for use or already being administered.

Biomarkers include but are not limited to gene mutations, characteristics of genes, or protein

expression.

(c) "Biomarker testing" means the analysis of an individual's tissue, blood, or other

biospecimen for the presence of a biomarker. Biomarker testing includes but is not limited

to single-analyst tests; multiplex panel tests; protein expression; and whole exome, whole

genome, and whole transcriptome sequencing.

(d) "Clinical utility" means a test provides information that is used to formulate a

treatment or monitoring strategy that informs a patient's outcome and impacts the clinical

decision. The most appropriate test may include information that is actionable and some

information that cannot be immediately used to formulate a clinical decision.

(e) "Consensus statement" means a statement that: (1) describes optimal clinical care

outcomes, based on the best available evidence, for a specific clinical circumstance; and

(2) is developed by an independent, multidisciplinary panel of experts that: (i) uses a rigorous

and validated development process that includes a transparent methodology and reporting

structure; and (ii) strictly adheres to the panel's conflict of interest policy.

(f) "Nationally recognized clinical practice guideline" means an evidence-based clinical

practice guideline that: (1) establishes a standard of care informed by (i) a systematic review

of evidence, and (ii) an assessment of the risks and benefits of alternative care options; and

(2) 1s developed by an independent organization or medical professional society that: (i)

uses a transparent methodology and reporting structure; and (ii) adheres to a conflict of

interest policy. Nationally recognized clinical practice guideline includes recommendations

to optimize patient care.

Subd. 2. Biomarker testing; coverage required. (a) A health plan must provide coverage

for biomarker testing to diagnose, treat, manage, and monitor illness or disease if the test

provides clinical utility. For purposes of this section, a test's clinical utility may be

demonstrated by medical and scientific evidence, including but not limited to:
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(1) nationally recognized clinical practice guidelines as defined in this section;

(2) consensus statements as defined in this section;

(3) labeled indications for a United States Food and Drug Administration (FDA) approved

or FDA-cleared test, indicated tests for an FDA-approved drug, or adherence to warnings

and precautions on FDA-approved drug labels; or

(4) Centers for Medicare and Medicaid Services national coverage determinations or

Medicare Administrative Contractor local coverage determinations.

(b) Coverage under this section must be provided in a manner that limits disruption of

care, including the need for multiple biopsies or biospecimen samples.

(c) Nothing in this section prohibits a health plan company from requiring a prior

authorization or imposing other utilization controls when approving coverage for biomarker

testing.

EFFECTIVE DATE. This section is effective January 1, 2025, and applies to health

plans offered, issued, or renewed on or after that date.

Sec. 33.[62Q.522] COVERAGE OF CONTRACEPTIVE METHODS AND

SERVICES.

Subdivision 1. Definitions. (a) The definitions in this subdivision apply to this section.

(b) "Closely held for-profit entity" means an entity that:

(1) is not a nonprofit entity;

(2) has more than 50 percent of the value of its ownership interest owned directly or

indirectly by five or fewer owners; and

(3) has no publicly traded ownership interest.

For purposes of this paragraph:

(1) ownership interests owned by a corporation, partnership, limited liability company,

estate, trust, or similar entity are considered owned by that entity's shareholders, partners,

members, or beneficiaries in proportion to their interest held in the corporation, partnership,

limited liability company, estate, trust, or similar entity;

(11) ownership interests owned by a nonprofit entity are considered owned by a single

owner;
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(ii1) ownership interests owned by all individuals in a family are considered held by a

single owner. For purposes of this item, "family" means brothers and sisters, including

half-brothers and half-sisters, a spouse, ancestors, and lineal descendants; and

(iv) if an individual or entity holds an option, warrant, or similar right to purchase an

ownership interest, the individual or entity is considered to be the owner of those ownership

interests.

(c) "Contraceptive method" means a drug, device, or other product approved by the Food

and Drug Administration to prevent unintended pregnancy.

(d) "Contraceptive service" means consultation, examination, procedures, and medical

services related to the prevention of unintended pregnancy, excluding vasectomies. This

includes but is not limited to voluntary sterilization procedures, patient education, counseling

on contraceptives, and follow-up services related to contraceptive methods or services,

management of side effects, counseling for continued adherence, and device insertion or

removal.

(e) "Eligible organization" means an organization that opposes providing coverage for

some or all contraceptive methods or services on account of religious objections and that

1s:

(1) organized as a nonprofit entity and holds itself out to be religious; or

(2) organized and operates as a closely held for-profit entity, and the organization's

owners or highest governing body has adopted, under the organization's applicable rules of

governance and consistent with state law, a resolution or similar action establishing that the

organization objects to covering some or all contraceptive methods or services on account

of the owners' sincerely held religious beliefs.

(f) "Exempt organization" means an organization that is organized and operates as a

nonprofit entity and meets the requirements of section 6033(a)(3)(A)(1) or (ii1) of the Internal

Revenue Code of 1986, as amended.

(g) "Medical necessity" includes but is not limited to considerations such as severity of

side effects, difference in permanence and reversibility of a contraceptive method or service,

and ability to adhere to the appropriate use of the contraceptive method or service, as

determined by the attending provider.

(h) "Therapeutic equivalent version" means a drug, device, or product that can be expected

to have the same clinical effect and safety profile when administered to a patient under the

conditions specified in the labeling, and that:
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(1) is approved as safe and effective;

(2) 1s a pharmaceutical equivalent: (i) containing identical amounts of the same active

drug ingredient in the same dosage form and route of administration; and (ii) meeting

compendial or other applicable standards of strength, quality, purity, and identity;

(3) 1s bioequivalent in that:

(1) the drug, device, or product does not present a known or potential bioequivalence

problem and meets an acceptable in vitro standard; or

(11) if the drug, device, or product does present a known or potential bioequivalence

problem, it is shown to meet an appropriate bioequivalence standard;

(4) 1s adequately labeled; and

(5) is manufactured in compliance with current manufacturing practice regulations.

Subd. 2. Required coverage; cost sharing prohibited. (a) A health plan must provide

coverage for contraceptive methods and services.

(b) A health plan company must not impose cost-sharing requirements, including co-pays,

deductibles, or coinsurance, for contraceptive methods or services.

(c) A health plan company must not impose any referral requirements, restrictions, or

delays for contraceptive methods or services.

(d) A health plan must include at least one of each type of Food and Drug Administration

approved contraceptive method in its formulary. If more than one therapeutic equivalent

version of a contraceptive method is approved, a health plan must include at least one

therapeutic equivalent version in its formulary, but is not required to include all therapeutic

equivalent versions.

(e) For each health plan, a health plan company must list the contraceptive methods and

services that are covered without cost-sharing in a manner that is easily accessible to

enrollees, health care providers, and representatives of health care providers. The list for

each health plan must be promptly updated to reflect changes to the coverage.

(f) If an enrollee's attending provider recommends a particular contraceptive method or

service based on a determination of medical necessity for that enrollee, the health plan must

cover that contraceptive method or service without cost-sharing. The health plan company

issuing the health plan must defer to the attending provider's determination that the particular

contraceptive method or service is medically necessary for the enrollee.

Article 2 Sec. 33. 103



104.1

104.2

104.3

104.4

104.5

104.6

104.7

104.8

104.9

104.10

104.11

104.12

104.13

104.14

104.15

104.16

104.17

104.18

104.19

104.20

104.21

104.22

104.23

104.24

104.25

104.26

104.27

104.28

104.29

104.30

104.31

104.32

104.33

SF2995 REVISOR DTT S2995-2 2nd Engrossment

Subd. 3. Exemption. (a) An exempt organization is not required to cover contraceptives

or contraceptive services if the exempt organization has religious objections to the coverage.

An exempt organization that chooses to not provide coverage for some or all contraceptives

and contraceptive services must notify employees as part of the hiring process and to all

employees at least 30 days before:

(1) an employee enrolls in the health plan; or

(2) the effective date of the health plan, whichever occurs first.

(b) If the exempt organization provides coverage for some contraceptive methods or

services, the notice required under paragraph (a) must provide a list of the contraceptive

methods or services the organization refuses to cover.

Subd. 4. Accommodation for eligible organizations. (a) A health plan established or

maintained by an eligible organization complies with the requirements of subdivision 2 to

provide coverage of contraceptive methods and services, with respect to the contraceptive

methods or services identified in the notice under this paragraph, if the eligible organization

provides notice to any health plan company the eligible organization contracts with that it

is an eligible organization and that the eligible organization has a religious objection to

coverage for all or a subset of contraceptive methods or services.

(b) The notice from an eligible organization to a health plan company under paragraph

(a) must include: (1) the name of the eligible organization; (2) a statement that it objects to

coverage for some or all of contraceptive methods or services, including a list of the

contraceptive methods or services the eligible organization objects to, if applicable; and (3)

the health plan name. The notice must be executed by a person authorized to provide notice

on behalf of the eligible organization.

(c) An eligible organization must provide a copy of the notice under paragraph (a) to

prospective employees as part of the hiring process and to all employees at least 30 days

before:

(1) an employee enrolls in the health plan; or

(2) the effective date of the health plan, whichever occurs first.

(d) A health plan company that receives a copy of the notice under paragraph (a) with

respect to a health plan established or maintained by an eligible organization must, for all

future enrollments in the health plan:

(1) expressly exclude coverage for those contraceptive methods or services identified

in the notice under paragraph (a) from the health plan; and
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(2) provide separate payments for any contraceptive methods or services required to be

covered under subdivision 2 for enrollees as long as the enrollee remains enrolled in the

health plan.

(e) The health plan company must not impose any cost-sharing requirements, including

co-pays, deductibles, or coinsurance, or directly or indirectly impose any premium, fee, or

other charge for contraceptive services or methods on the eligible organization, health plan,

or enrollee.

(f) On January 1, 2024, and every year thereafter a health plan company must notify the

commissioner, in a manner determined by the commissioner, of the number of eligible

organizations granted an accommodation under this subdivision.

EFFECTIVE DATE. This section is effective January 1, 2024, and applies to coverage

offered, sold, issued, or renewed on or after that date.

Sec. 34. [62Q.523] COVERAGE FOR PRESCRIPTION CONTRACEPTIVES;
SUPPLY REQUIREMENTS.

Subdivision 1. Scope of coverage. Except as otherwise provided in section 62Q.522,

subdivisions 3 and 4, all health plans that provide prescription coverage must comply with

the requirements of this section.

Subd. 2. Definition. For purposes of this section, "prescription contraceptive" means

any drug or device that requires a prescription and is approved by the Food and Drug

Administration to prevent pregnancy. Prescription contraceptive does not include an

emergency contraceptive drug that prevents pregnancy when administered after sexual

contact.

Subd. 3. Required coverage. Health plan coverage for a prescription contraceptive must

provide a 12-month supply for any prescription contraceptive if a 12-month supply is

prescribed by the prescribing health care provider. The prescribing health care provider

must determine the appropriate duration to prescribe the prescription contraceptives for up

to 12 months.

EFFECTIVE DATE. This section is effective January 1, 2024, and applies to coverage

offered, sold, issued, or renewed on or after that date.
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Sec. 35. [62Q.83] PRESCRIPTION DRUG BENEFIT TRANSPARENCY AND
MANAGEMENT.

Subdivision 1. Definitions. (a) For purposes of this section, the following terms have

the meanings given.

(b) "Drug" has the meaning given in section 151.01, subdivision 5.

(c) "Enrollee contract term" means the 12-month term during which benefits associated

with health plan company products are in effect. For managed care plans and county-based

purchasing plans under section 256B.69 and chapter 256L, it means a single calendar year.

(d) "Formulary" means a list of prescription drugs that has been developed by clinical

and pharmacy experts and that represents the health plan company's medically appropriate

and cost-effective prescription drugs approved for use.

(e) "Health plan company" has the meaning given in section 62Q.01, subdivision 4, and

includes an entity that performs pharmacy benefits management for the health plan company.

For purposes of this definition, "pharmacy benefits management" means the administration

or management of prescription drug benefits provided by the health plan company for the

benefit of the plan's enrollees and may include but is not limited to procurement of

prescription drugs, clinical formulary development and management services, claims

processing, and rebate contracting and administration.

(f) "Prescription" has the meaning given in section 151.01, subdivision 16a.

Subd. 2. Prescription drug benefit disclosure. (a) A health plan company that provides

prescription drug benefit coverage and uses a formulary must make the plan's formulary

and related benefit information available by electronic means and, upon request, in writing,

at least 30 days prior to annual renewal dates.

(b) Formularies must be organized and disclosed consistent with the most recent version

of the United States Pharmacopeia's Model Guidelines.

(c) For each item or category of items on the formulary, the specific enrollee benefit

terms must be identified, including enrollee cost-sharing and expected out-of-pocket costs.

Subd. 3. Formulary changes. (a) Once a formulary has been established, a health plan

company may, at any time during the enrollee's contract term:

(1) expand its formulary by adding drugs to the formulary;

(2) reduce co-payments or coinsurance; or

(3) move a drug to a benefit category that reduces an enrollee's cost.
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(b) A health plan company may remove a brand name drug from the plan's formulary

or place a brand name drug in a benefit category that increases an enrollee's cost only upon

the addition to the formulary of a generic or multisource brand name drug rated as

therapeutically equivalent according to the FDA Orange Book or a biologic drug rated as

interchangeable according to the FDA Purple Book at a lower cost to the enrollee, or a

biosimilar as defined by United States Code, title 42, section 262(i)(2), and upon at least a

60-day notice to prescribers, pharmacists, and affected enrollees.

(c) A health plan company may change utilization review requirements or move drugs

to a benefit category that increases an enrollee's cost during the enrollee's contract term

upon at least a 60-day notice to prescribers, pharmacists, and affected enrollees, provided

that these changes do not apply to enrollees who are currently taking the drugs affected by

these changes for the duration of the enrollee's contract term.

(d) A health plan company may remove any drugs from the plan's formulary that have

been deemed unsafe by the Food and Drug Administration, that have been withdrawn by

either the Food and Drug Administration or the product manufacturer, or when an

independent source of research, clinical guidelines, or evidence-based standards has issued

drug-specific warnings or recommended changes in drug usage.

(e) Health plan companies, managed care plans, and county-based purchasing plans

under section 256B.69 and chapter 256L may update their formulary or preferred drug list

quarterly, provided that these changes do not apply to enrollees who are currently taking

the drugs affected by these changes for the duration of the calendar year.

Subd. 4. Exclusion. This section does not apply to health plans offered under the state

employee group insurance program.

EFFECTIVE DATE. This section is effective January 1, 2024, and applies to health

plans offered, sold, issued, or renewed on or after that date.

Sec. 36. Minnesota Statutes 2022, section 62U.04, subdivision 4, is amended to read:

Subd. 4. Encounter data. (a) All health plan companies, dental organizations, and

third-party administrators shall submit encounter data on a monthly basis to a private entity
designated by the commissioner of health. The data shall be submitted in a form and manner

specified by the commissioner subject to the following requirements:

(1) the data must be de-identified data as described under the Code of Federal Regulations,
title 45, section 164.514;
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(2) the data for each encounter must include an identifier for the patient's health care

home if the patient has selected a health care home, data on contractual value-based payments,

and;-fer-elaims-ineurred-on-orafter January 1,2019; data deemed necessary by the

commissioner to uniquely identify claims in the individual health insurance market; and

(3) the data must include enrollee race and ethnicity, to the extent available, for claims

incurred on or after January 1, 2023; and

(4) except for the identifter data described in elause clauses (2) and (3), the data must

not include information that is not included in a health care claim, dental care claim, or

equivalent encounter information transaction that is required under section 62J.536.

(b) The commissioner or the commissioner's designee shall only use the data submitted
under paragraph (a) to carry out the commissioner's responsibilities in this section, including
supplying the data to providers so they can verify their results of the peer grouping process
consistent with the recommendations developed pursuant to subdivision 3¢, paragraph (d),
and adopted by the commissioner and, if necessary, submit comments to the commissioner

or initiate an appeal.

(c) Data on providers collected under this subdivision are private data on individuals or
nonpublic data, as defined in section 13.02. Notwithstanding the definition of summary data
in section 13.02, subdivision 19, summary data prepared under this subdivision may be
derived from nonpublic data. The commissioner or the commissioner's designee shall
establish procedures and safeguards to protect the integrity and confidentiality of any data

that it maintains.

(d) The commissioner or the commissioner's designee shall not publish analyses or

reports that identify, or could potentially identify, individual patients.

(e) The commissioner shall compile summary information on the data submitted under
this subdivision. The commissioner shall work with its vendors to assess the data submitted
in terms of compliance with the data submission requirements and the completeness of the
data submitted by comparing the data with summary information compiled by the
commissioner and with established and emerging data quality standards to ensure data

quality.

Sec. 37. Minnesota Statutes 2022, section 62U.04, subdivision 5, is amended to read:

Subd. 5. Pricing data. (a) All health plan companies, dental organizations, and third-party

administrators shall submit, on a monthly basis, data on their contracted prices with health

care providers to a private entity designated by the commissioner of health for the purposes
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of performing the analyses required under this subdivision. Data on contracted prices

submitted under this paragraph must include data on supplemental contractual value-based

payments paid to health care providers. The data shall be submitted in the form and manner

specified by the commissioner of health.

(b) The commissioner or the commissioner's designee shall only use the data submitted
under this subdivision to carry out the commissioner's responsibilities under this section,
including supplying the data to providers so they can verify their results of the peer grouping
process consistent with the recommendations developed pursuant to subdivision 3¢, paragraph
(d), and adopted by the commissioner and, if necessary, submit comments to the

commissioner or initiate an appeal.

(c) Data collected under this subdivision are private data on individuals or nonpublic

data as defined in section 13.02. Notwithstanding the definition of summary data in section
13.02, subdivision 19, summary data prepared under this section may be derived from
nonpublic data. The commissioner shall establish procedures and safeguards to protect the

integrity and confidentiality of any data that it maintains.

Sec. 38. Minnesota Statutes 2022, section 62U.04, subdivision 5a, is amended to read:

Subd. 5a. Self-insurers. (a) The commissioner shall not require a self-insurer governed
by the federal Employee Retirement Income Security Act of 1974 (ERISA) to comply with

this section.

(b) A third-party administrator must annually notify the self-insurers whose health plans

are administered by the third-party administrator that the self-insurer may elect to have the

third-party administrator submit encounter data, data on contracted prices, and data on

nonclaims-based payments under subdivisions 4, 5, and 5b, from the self-insurer's health

plan for the upcoming plan year. This notice must be provided in a form and manner specified

by the commissioner. After receiving responses from self-insurers, a third-party administrator

must, in a form and manner specified by the commissioner, report to the commissioner:

(1) the self-insurers that elected to have the third-party administrator submit encounter

data and data on contracted prices from the self-insurer's health plan for the upcoming plan

year;

(2) the self-insurers that declined to have the third-party administrator submit encounter

data and data on contracted prices from the self-insurer's health plan for the upcoming plan

year; and
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(3) data deemed necessary by the commissioner to identify and track the status of

reporting of data from self-insured health plans.

(c) Data collected under this subdivision are private data on individuals or nonpublic

data as defined in section 13.02. Notwithstanding the definition of summary data in section

13.02, subdivision 19, summary data prepared under this subdivision may be derived from

nonpublic data. The commissioner shall establish procedures and safeguards to protect the

integrity and confidentiality of any data maintained by the commissioner.

Sec. 39. Minnesota Statutes 2022, section 62U.04, is amended by adding a subdivision to

read:

Subd. 5b. Nonclaims-based payments. (a) Beginning January 1, 2025, all health plan

companies and third-party administrators shall submit to a private entity designated by the

commissioner of health all nonclaims-based payments made to health care providers. The

data shall be submitted in a form, manner, and frequency specified by the commissioner.

Nonclaims-based payments are payments to health care providers designed to pay for value

of health care services over volume of health care services and include alternative payment

models or incentives, payments for infrastructure expenditures or investments, and payments

for workforce expenditures or investments. Nonclaims-based payments submitted under

this subdivision must, to the extent possible, be attributed to a health care provider in the

same manner in which claims-based data are attributed to a health care provider and, where

appropriate, must be combined with data collected under subdivisions 4 to 5a in analyses

of health care spending.

(b) Data collected under this subdivision are private data on individuals or nonpublic

data as defined in section 13.02. Notwithstanding the definition of summary data in section

13.02, subdivision 19, summary data prepared under this subdivision may be derived from

nonpublic data. The commissioner shall establish procedures and safeguards to protect the

integrity and confidentiality of any data maintained by the commissioner.

(c) The commissioner shall consult with health plan companies, hospitals, and health

care providers in developing the data reported under this subdivision and standardized

reporting forms.

Sec. 40. Minnesota Statutes 2022, section 62U.04, subdivision 11, is amended to read:

Subd. 11. Restricted uses of the all-payer claims data. (a) Notwithstanding subdivision

4, paragraph (b), and subdivision 5, paragraph (b), the commissioner or the commissioner's
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designee shall only use the data submitted under subdivisions 4 and-5 to 5b for the following

purposes:

(1) to evaluate the performance of the health care home program as authorized under

section 62U.03, subdivision 7;

(2) to study, in collaboration with the reducing avoidable readmissions effectively

(RARE) campaign, hospital readmission trends and rates;

(3) to analyze variations in health care costs, quality, utilization, and illness burden based

on geographical areas or populations;

(4) to evaluate the state innovation model (SIM) testing grant received by the Departments
of Health and Human Services, including the analysis of health care cost, quality, and

utilization baseline and trend information for targeted populations and communities; and
(5) to compile one or more public use files of summary data or tables that must:

(1) be available to the public for no or minimal cost by March 1, 2016, and available by

web-based electronic data download by June 30, 2019;
(11) not identify individual patients, payers, or providers;

(ii1) be updated by the commissioner, at least annually, with the most current data

available; and

(1iv) contain clear and conspicuous explanations of the characteristics of the data, such
as the dates of the data contained in the files, the absence of costs of care for uninsured

patients or nonresidents, and other disclaimers that provide appropriate context;-and.

(b) The commissioner may publish the results of the authorized uses identified in
paragraph (a) so long as the data released publicly do not contain information or descriptions

in which the identity of individual hospitals, clinics, or other providers may be discerned.
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Sec. 41. Minnesota Statutes 2022, section 62U.04, is amended by adding a subdivision to

read:

Subd. 13. Expanded access to and use of the all-payer claims data. (a) The

commissioner may make any data submitted under this section, including data classified as

private or nonpublic, available to individuals and organizations engaged in efforts to research

or affect transformation in health care outcomes, access, quality, disparities, or spending,

provided use of the data serves a public benefit and is not employed to:

(1) create an unfair market advantage for any participant in the health care market in the

state of Minnesota, health plan companies, payers, and providers;

(2) reidentify or attempt to reidentify an individual in the data; and

(3) publicly report details derived from the data regarding any contract between a health

plan company and a provider.

(b) To implement the provisions in paragraph (a), the commissioner must:

(1) establish detailed requirements for data access; a process for data users to apply for

access to and use of the data; legally enforceable data use agreements to which data users

must consent; a clear and robust oversight process for data access and use, including a data

management plan, that ensures compliance with state and federal data privacy laws;

agreements for state agencies and the University of Minnesota to ensure proper and efficient

use and security of data; and technical assistance for users of the data and stakeholders;

(2) develop a fee schedule to support the cost of expanded use of the data, provided the

fees charged under the schedule do not create a barrier to access for those most affected by

disparities; and

(3) create a research advisory group to advise the commissioner on applications for data

use under this subdivision, including an examination of the rigor of the research approach,

the technical capabilities of the proposed users, and the ability of the proposed user to

successfully safeguard the data.
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Sec. 42. Minnesota Statutes 2022, section 62U.10, subdivision 7, is amended to read:

Subd. 7. Outcomes reporting; savings determination. (a) Beginning Nevember1;
20+6;-and Each November 1 thereafter, the commissioner of health shall determine the

actual total private and public health care and long-term care spending for Minnesota
residents related to each health indicator projected in subdivision 6 for the most recent
calendar year available. The commissioner shall determine the difference between the
projected and actual spending for each health indicator and for each year, and determine
the savings attributable to changes in these health indicators. The assumptions and research
methods used to calculate actual spending must be determined to be appropriate by an
independent actuarial consultant. If the actual spending is less than the projected spending,
the commissioner, in consultation with the commissioners of human services and management
and budget, shall use the proportion of spending for state-administered health care programs
to total private and public health care spending for each health indicator for the calendar
year two years before the current calendar year to determine the percentage of the calculated

aggregate savings amount accruing to state-administered health care programs.

(b) The commissioner may use the data submitted under section 62U.04, subdivisions
4 and-5; to 5b, to complete the activities required under this section, but may only report

publicly on regional data aggregated to granularity of 25,000 lives or greater for this purpose.

Sec. 43. Minnesota Statutes 2022, section 151.071, subdivision 2, is amended to read:

Subd. 2. Grounds for disciplinary action. (a) The following conduct is prohibited and

is grounds for disciplinary action:

(1) failure to demonstrate the qualifications or satisfy the requirements for a license or
registration contained in this chapter or the rules of the board. The burden of proof is on

the applicant to demonstrate such qualifications or satisfaction of such requirements;

(2) obtaining a license by fraud or by misleading the board in any way during the
application process or obtaining a license by cheating, or attempting to subvert the licensing
examination process. Conduct that subverts or attempts to subvert the licensing examination
process includes, but is not limited to: (i) conduct that violates the security of the examination
materials, such as removing examination materials from the examination room or having
unauthorized possession of any portion of a future, current, or previously administered
licensing examination; (i1) conduct that violates the standard of test administration, such as
communicating with another examinee during administration of the examination, copying

another examinee's answers, permitting another examinee to copy one's answers, or
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possessing unauthorized materials; or (iii) impersonating an examinee or permitting an

impersonator to take the examination on one's own behalf;

(3) for a pharmacist, pharmacy technician, pharmacist intern, applicant for a pharmacist
or pharmacy license, or applicant for a pharmacy technician or pharmacist intern registration,
conviction of a felony reasonably related to the practice of pharmacy. Conviction as used
in this subdivision includes a conviction of an offense that if committed in this state would
be deemed a felony without regard to its designation elsewhere, or a criminal proceeding
where a finding or verdict of guilt is made or returned but the adjudication of guilt is either
withheld or not entered thereon. The board may delay the issuance of a new license or
registration if the applicant has been charged with a felony until the matter has been

adjudicated;

(4) for a facility, other than a pharmacy, licensed or registered by the board, if an owner
or applicant is convicted of a felony reasonably related to the operation of the facility. The
board may delay the issuance of a new license or registration if the owner or applicant has

been charged with a felony until the matter has been adjudicated;

(5) for a controlled substance researcher, conviction of a felony reasonably related to
controlled substances or to the practice of the researcher's profession. The board may delay
the issuance of a registration if the applicant has been charged with a felony until the matter

has been adjudicated;

(6) disciplinary action taken by another state or by one of this state's health licensing

agencies:

(i) revocation, suspension, restriction, limitation, or other disciplinary action against a
license or registration in another state or jurisdiction, failure to report to the board that
charges or allegations regarding the person's license or registration have been brought in
another state or jurisdiction, or having been refused a license or registration by any other
state or jurisdiction. The board may delay the issuance of a new license or registration if an
investigation or disciplinary action is pending in another state or jurisdiction until the

investigation or action has been dismissed or otherwise resolved; and

(1) revocation, suspension, restriction, limitation, or other disciplinary action against a
license or registration issued by another of this state's health licensing agencies, failure to
report to the board that charges regarding the person's license or registration have been
brought by another of this state's health licensing agencies, or having been refused a license
or registration by another of this state's health licensing agencies. The board may delay the

issuance of a new license or registration if a disciplinary action is pending before another
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of this state's health licensing agencies until the action has been dismissed or otherwise

resolved;

(7) for a pharmacist, pharmacy, pharmacy technician, or pharmacist intern, violation of
any order of the board, of any of the provisions of this chapter or any rules of the board or
violation of any federal, state, or local law or rule reasonably pertaining to the practice of

pharmacy;

(8) for a facility, other than a pharmacy, licensed by the board, violations of any order
of the board, of any of the provisions of this chapter or the rules of the board or violation

of any federal, state, or local law relating to the operation of the facility;

(9) engaging in any unethical conduct; conduct likely to deceive, defraud, or harm the
public, or demonstrating a willful or careless disregard for the health, welfare, or safety of
a patient; or pharmacy practice that is professionally incompetent, in that it may create
unnecessary danger to any patient's life, health, or safety, in any of which cases, proof of

actual injury need not be established;

(10) aiding or abetting an unlicensed person in the practice of pharmacy, except that it
is not a violation of this clause for a pharmacist to supervise a properly registered pharmacy
technician or pharmacist intern if that person is performing duties allowed by this chapter

or the rules of the board;

(11) for an individual licensed or registered by the board, adjudication as mentally ill
or developmentally disabled, or as a chemically dependent person, a person dangerous to
the public, a sexually dangerous person, or a person who has a sexual psychopathic
personality, by a court of competent jurisdiction, within or without this state. Such
adjudication shall automatically suspend a license for the duration thereof unless the board

orders otherwise;

(12) for a pharmacist or pharmacy intern, engaging in unprofessional conduct as specified
in the board's rules. In the case of a pharmacy technician, engaging in conduct specified in
board rules that would be unprofessional if it were engaged in by a pharmacist or pharmacist
intern or performing duties specifically reserved for pharmacists under this chapter or the

rules of the board;

(13) for a pharmacy, operation of the pharmacy without a pharmacist present and on

duty except as allowed by a variance approved by the board;

(14) for a pharmacist, the inability to practice pharmacy with reasonable skill and safety

to patients by reason of illness, use of alcohol, drugs, narcotics, chemicals, or any other type
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of material or as a result of any mental or physical condition, including deterioration through
the aging process or loss of motor skills. In the case of registered pharmacy technicians,
pharmacist interns, or controlled substance researchers, the inability to carry out duties
allowed under this chapter or the rules of the board with reasonable skill and safety to
patients by reason of illness, use of alcohol, drugs, narcotics, chemicals, or any other type
of material or as a result of any mental or physical condition, including deterioration through

the aging process or loss of motor skills;

(15) for a pharmacist, pharmacy, pharmacist intern, pharmacy technician, medical gas
dispenser, or controlled substance researcher, revealing a privileged communication from

or relating to a patient except when otherwise required or permitted by law;

(16) for a pharmacist or pharmacy, improper management of patient records, including
failure to maintain adequate patient records, to comply with a patient's request made pursuant

to sections 144.291 to 144.298, or to furnish a patient record or report required by law;
(17) fee splitting, including without limitation:

(1) paying, offering to pay, receiving, or agreeing to receive, a commission, rebate,

kickback, or other form of remuneration, directly or indirectly, for the referral of patients;

(i1) referring a patient to any health care provider as defined in sections 144.291 to
144.298 in which the licensee or registrant has a financial or economic interest as defined
in section 144.6521, subdivision 3, unless the licensee or registrant has disclosed the
licensee's or registrant's financial or economic interest in accordance with section 144.6521;

and

(i11) any arrangement through which a pharmacy, in which the prescribing practitioner
does not have a significant ownership interest, fills a prescription drug order and the
prescribing practitioner is involved in any manner, directly or indirectly, in setting the price
for the filled prescription that is charged to the patient, the patient's insurer or pharmacy
benefit manager, or other person paying for the prescription or, in the case of veterinary
patients, the price for the filled prescription that is charged to the client or other person
paying for the prescription, except that a veterinarian and a pharmacy may enter into such
an arrangement provided that the client or other person paying for the prescription is notified,
in writing and with each prescription dispensed, about the arrangement, unless such
arrangement involves pharmacy services provided for livestock, poultry, and agricultural

production systems, in which case client notification would not be required;

(18) engaging in abusive or fraudulent billing practices, including violations of the

federal Medicare and Medicaid laws or state medical assistance laws or rules;
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(19) engaging in conduct with a patient that is sexual or may reasonably be interpreted
by the patient as sexual, or in any verbal behavior that is seductive or sexually demeaning

to a patient;

(20) failure to make reports as required by section 151.072 or to cooperate with an

investigation of the board as required by section 151.074;

(21) knowingly providing false or misleading information that is directly related to the
care of a patient unless done for an accepted therapeutic purpose such as the dispensing and

administration of a placebo;

(22) aiding suicide or aiding attempted suicide in violation of section 609.215 as

established by any of the following:

(1) a copy of the record of criminal conviction or plea of guilty for a felony in violation

of section 609.215, subdivision 1 or 2;

(i1) a copy of the record of a judgment of contempt of court for violating an injunction

1ssued under section 609.215, subdivision 4;

(iii) a copy of the record of a judgment assessing damages under section 609.215,

subdivision 5; or

(iv) a finding by the board that the person violated section 609.215, subdivision 1 or 2.
The board must investigate any complaint of a violation of section 609.215, subdivision 1

or 2;

(23) for a pharmacist, practice of pharmacy under a lapsed or nonrenewed license. For
a pharmacist intern, pharmacy technician, or controlled substance researcher, performing
duties permitted to such individuals by this chapter or the rules of the board under a lapsed
or nonrenewed registration. For a facility required to be licensed under this chapter, operation

of the facility under a lapsed or nonrenewed license or registration; and

(24) for a pharmacist, pharmacist intern, or pharmacy technician, termination or discharge
from the health professionals services program for reasons other than the satisfactory

completion of the programs:; and

(25) for a drug manufacturer, failure to comply with section 62J.841.

(b) The provisions in clause (25) shall not be severable from section 62Q.83. If clause

(25) or its application to any individual, entity, or circumstance is found to be void for any

reason, section 620).83 shall be void also.
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Sec. 44. REPORT ON TRANSPARENCY OF HEALTH CARE PAYMENTS.

Subdivision 1. Definitions. (a) The terms defined in this subdivision apply to this section.

(b) "Commissioner" means the commissioner of health.

(c) "Nonclaims-based payments" means payments to health care providers designed to

support and reward value of health care services over volume of health care services and

includes alternative payment models or incentives, payments for infrastructure expenditures

or investments, and payments for workforce expenditures or investments.

(d) "Nonpublic data" has the meaning given in Minnesota Statutes, section 13.02,

subdivision 9.

(e) "Primary care services" means integrated, accessible health care services provided

by clinicians who are accountable for addressing a large majority of personal health care

needs, developing a sustained partnership with patients, and practicing in the context of

family and community. Primary care services include but are not limited to preventive

services, office visits, administration of vaccines, annual physicals, pre-operative physicals,

assessments, care coordination, development of treatment plans, management of chronic

conditions, and diagnostic tests.

Subd. 2. Report. (a) To provide the legislature with information needed to meet the

evolving health care needs of Minnesotans, the commissioner shall report to the legislature

by February 15, 2024, on the volume and distribution of health care spending across payment

models used by health plan companies and third-party administrators, with a particular focus

on value-based care models and primary care spending.

(b) The report must include specific health plan and third-party administrator estimates

of health care spending for claims-based payments and nonclaims-based payments for the

most recent available year, reported separately for Minnesotans enrolled in state health care

programs, Medicare Advantage, and commercial health insurance. The report must also

include recommendations on changes needed to gather better data from health plan companies

and third-party administrators on the use of value-based payments that pay for value of

health care services provided over volume of services provided, promote the health of all

Minnesotans, reduce health disparities, and support the provision of primary care services

and preventive services.

(¢) In preparing the report, the commissioner shall:
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(1) describe the form, manner, and timeline for submission of data by health plan

companies and third-party administrators to produce estimates as specified in paragraph

(b);

(2) collect summary data that permits the computation of:

(1) the percentage of total payments that are nonclaims-based payments; and

(ii) the percentage of payments in item (i) that are for primary care services;

(3) where data was not directly derived, specify the methods used to estimate data

clements;

(4) notwithstanding Minnesota Statutes, section 62U.04, subdivision 11, conduct analyses

of the magnitude of primary care payments using data collected by the commissioner under

Minnesota Statutes, section 62U.04; and

(5) conduct interviews with health plan companies and third-party administrators to

better understand the types of nonclaims-based payments and models in use, the purposes

or goals of each, the criteria for health care providers to qualify for these payments, and the

timing and structure of health plan companies or third-party administrators making these

payments to health care provider organizations.

(d) Health plan companies and third-party administrators must comply with data requests

from the commissioner under this section within 60 days after receiving the request.

(e) Data collected under this section is nonpublic data. Notwithstanding the definition

of summary data in Minnesota Statutes, section 13.02, subdivision 19, summary data prepared

under this section may be derived from nonpublic data. The commissioner shall establish

procedures and safeguards to protect the integrity and confidentiality of any data maintained

by the commissioner.

Sec. 45. COMMISSIONER OF COMMERCE.

The commissioner of commerce shall consult with health plan companies, pharmacies,

and pharmacy benefit managers to develop guidance to implement coverage for the pharmacy

services required by Minnesota Statutes, sections 62A.15, subdivisions 3d and 4; and

62D.1071.
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ARTICLE 3
KEEPING NURSES AT THE BEDSIDE

Section 1. Minnesota Statutes 2022, section 144.1501, subdivision 1, is amended to read:

Subdivision 1. Definitions. (a) For purposes of this section, the following definitions
apply.
(b) "Advanced dental therapist" means an individual who is licensed as a dental therapist

under section 150A.06, and who is certified as an advanced dental therapist under section

150A.106.

(c) "Alcohol and drug counselor" means an individual who is licensed as an alcohol and

drug counselor under chapter 148F.

(d) "Dental therapist" means an individual who is licensed as a dental therapist under

section 150A.06.
(e) "Dentist" means an individual who is licensed to practice dentistry.

(f) "Designated rural area" means a statutory and home rule charter city or township that
is outside the seven-county metropolitan area as defined in section 473.121, subdivision 2,

excluding the cities of Duluth, Mankato, Moorhead, Rochester, and St. Cloud.

(g) "Emergency circumstances" means those conditions that make it impossible for the
participant to fulfill the service commitment, including death, total and permanent disability,

or temporary disability lasting more than two years.

(h) "Hospital nurse" means an individual who is licensed as a registered nurse and who

is providing direct patient care in a nonprofit hospital setting.

(1) "Mental health professional" means an individual providing clinical services in the
treatment of mental illness who is qualified in at least one of the ways specified in section

245.462, subdivision 18.

) (J) "Medical resident" means an individual participating in a medical residency in

family practice, internal medicine, obstetrics and gynecology, pediatrics, or psychiatry.

& (k) "Midlevel practitioner" means a nurse practitioner, nurse-midwife, nurse

anesthetist, advanced clinical nurse specialist, or physician assistant.

o (1) "Nurse" means an individual who has completed training and received all licensing

or certification necessary to perform duties as a licensed practical nurse or registered nurse.
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& (m) "Nurse-midwife" means a registered nurse who has graduated from a program
of study designed to prepare registered nurses for advanced practice as nurse-midwives.

{m) (n) "Nurse practitioner" means a registered nurse who has graduated from a program

of study designed to prepare registered nurses for advanced practice as nurse practitioners.
() (o) "Pharmacist" means an individual with a valid license issued under chapter 151.

o) (p) "Physician" means an individual who is licensed to practice medicine in the areas

of family practice, internal medicine, obstetrics and gynecology, pediatrics, or psychiatry.
{p) (q) "Physician assistant" means a person licensed under chapter 147A.

(r) "PSLF program" means the federal Public Service Loan Forgiveness program

established under Code of Federal Regulations, title 34, section 685.219.

) (s) "Public health nurse" means a registered nurse licensed in Minnesota who has
obtained a registration certificate as a public health nurse from the Board of Nursing in

accordance with Minnesota Rules, chapter 6316.

) (t) "Qualified educational loan" means a government, commercial, or foundation loan
for actual costs paid for tuition, reasonable education expenses, and reasonable living

expenses related to the graduate or undergraduate education of a health care professional.

s) (u) "Underserved urban community" means a Minnesota urban area or population
included in the list of designated primary medical care health professional shortage areas
(HPSAs), medically underserved areas (MUASs), or medically underserved populations
(MUPs) maintained and updated by the United States Department of Health and Human

Services.

Sec. 2. Minnesota Statutes 2022, section 144.1501, subdivision 2, is amended to read:

Subd. 2. Creation of account. (a) A health professional education loan forgiveness
program account is established. The commissioner of health shall use money from the

account to establish a loan forgiveness program:

(1) for medical residents, mental health professionals, and alcohol and drug counselors
agreeing to practice in designated rural areas or underserved urban communities or

specializing in the area of pediatric psychiatry;

(2) for midlevel practitioners agreeing to practice in designated rural areas or to teach
at least 12 credit hours, or 720 hours per year in the nursing field in a postsecondary program

at the undergraduate level or the equivalent at the graduate level;
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(3) for nurses who agree to practice in a Minnesota nursing home; an intermediate care
facility for persons with developmental disability; a hospital if the hospital owns and operates
a Minnesota nursing home and a minimum of 50 percent of the hours worked by the nurse
is in the nursing home; a housing with services establishment as defined in section 144D.01,
subdivision 4; or for a home care provider as defined in section 144 A.43, subdivision 4; or
agree to teach at least 12 credit hours, or 720 hours per year in the nursing field in a

postsecondary program at the undergraduate level or the equivalent at the graduate level;

(4) for other health care technicians agreeing to teach at least 12 credit hours, or 720
hours per year in their designated field in a postsecondary program at the undergraduate
level or the equivalent at the graduate level. The commissioner, in consultation with the
Healthcare Education-Industry Partnership, shall determine the health care fields where the
need is the greatest, including, but not limited to, respiratory therapy, clinical laboratory

technology, radiologic technology, and surgical technology;

(5) for pharmacists, advanced dental therapists, dental therapists, and public health nurses

who agree to practice in designated rural areas; and

(6) for dentists agreeing to deliver at least 25 percent of the dentist's yearly patient
encounters to state public program enrollees or patients receiving sliding fee schedule
discounts through a formal sliding fee schedule meeting the standards established by the
United States Department of Health and Human Services under Code of Federal Regulations,

title 42, section 51, chapter 303; and

(7) for nurses who are enrolled in the PSLF program, employed as a hospital nurse by

a nonprofit hospital that is an eligible employer under the PSLF program, and providing

direct care to patients at the nonprofit hospital.

(b) Appropriations made to the account do not cancel and are available until expended,
except that at the end of each biennium, any remaining balance in the account that is not
committed by contract and not needed to fulfill existing commitments shall cancel to the

fund.

Sec. 3. Minnesota Statutes 2022, section 144.1501, subdivision 3, is amended to read:

Subd. 3. Eligibility. (a) To be eligible to participate in the loan forgiveness program, an

individual must:

(1) be a medical or dental resident; a licensed pharmacist; or be enrolled in a training or
education program to become a dentist, dental therapist, advanced dental therapist, mental

health professional, alcohol and drug counselor, pharmacist, public health nurse, midlevel
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practitioner, registered nurse, or a licensed practical nurse. The commissioner may also
consider applications submitted by graduates in eligible professions who are licensed and

in practice; and

(2) submit an application to the commissioner of health. Nurses applying under

subdivision 2, paragraph (a), clause (7), must also include proof that the applicant is enrolled

in the PSLF program and confirmation that the applicant is employed as a hospital nurse.

(b) An applicant selected to participate must sign a contract to agree to serve a minimum
three-year full-time service obligation according to subdivision 2, which shall begin no later

than March 31 following completion of required training, with the exception of:

(1) a nurse, who must agree to serve a minimum two-year full-time service obligation
according to subdivision 2, which shall begin no later than March 31 following completion

of required training;

(2) a nurse selected under subdivision 2, paragraph (a), clause (7), must agree to continue

as a hospital nurse for the repayment period of the participant's eligible loan under the PSLF

program; and

(3) a nurse who agrees to teach according to subdivision 2, paragraph (a), clause (3),

must sign a contract to agree to teach for a minimum of two years.

Sec. 4. Minnesota Statutes 2022, section 144.1501, subdivision 4, is amended to read:

Subd. 4. Loan forgiveness. (a) The commissioner of health may select applicants each
year for participation in the loan forgiveness program, within the limits of available funding.
In considering applications, the commissioner shall give preference to applicants who
document diverse cultural competencies. The commissioner shall distribute available funds
for loan forgiveness proportionally among the eligible professions according to the vacancy
rate for each profession in the required geographic area, facility type, teaching area, patient

group, or specialty type specified in subdivision 2, except for hospital nurses. The

commissioner shall allocate funds for physician loan forgiveness so that 75 percent of the
funds available are used for rural physician loan forgiveness and 25 percent of the funds
available are used for underserved urban communities and pediatric psychiatry loan
forgiveness. If the commissioner does not receive enough qualified applicants each year to
use the entire allocation of funds for any eligible profession, the remaining funds may be
allocated proportionally among the other eligible professions according to the vacancy rate
for each profession in the required geographic area, patient group, or facility type specified

in subdivision 2. Applicants are responsible for securing their own qualified educational
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loans. The commissioner shall select participants based on their suitability for practice
serving the required geographic area or facility type specified in subdivision 2, as indicated
by experience or training. The commissioner shall give preference to applicants closest to

completing their training. Except as specified in paragraphs (b) and (¢), for each year that

a participant meets the service obligation required under subdivision 3, up to a maximum
of four years, the commissioner shall make annual disbursements directly to the participant
equivalent to 15 percent of the average educational debt for indebted graduates in their
profession in the year closest to the applicant's selection for which information is available,
not to exceed the balance of the participant's qualifying educational loans. Before receiving
loan repayment disbursements and as requested, the participant must complete and return
to the commissioner a confirmation of practice form provided by the commissioner verifying
that the participant is practicing as required under subdivisions 2 and 3. The participant
must provide the commissioner with verification that the full amount of loan repayment
disbursement received by the participant has been applied toward the designated loans.
After each disbursement, verification must be received by the commissioner and approved
before the next loan repayment disbursement is made. Participants who move their practice
remain eligible for loan repayment as long as they practice as required under subdivision

2.

(b) For hospital nurses, the commissioner of health shall select applicants each year for

participation in the hospital nursing education loan forgiveness program, within limits of

available funding for hospital nurses. Applicants are responsible for applying for and

maintaining eligibility for the PSLF program. For each year that a participant meets the

eligibility requirements described in subdivision 3, the commissioner shall make an annual

disbursement directly to the participant in an amount equal to the minimum loan payments

required to be paid by the participant under the participant's repayment plan established for

the participant under the PSLF program for the previous loan year. Before receiving the

annual loan repayment disbursement, the participant must complete and return to the

commissioner a confirmation of practice form provided by the commissioner, verifying that

the participant continues to meet the eligibility requirements under subdivision 3. The

participant must provide the commissioner with verification that the full amount of loan

repayment disbursement received by the participant has been applied toward the loan for

which forgiveness is sought under the PSLF program.

(c) For each year that a participant who is a nurse and who has agreed to teach according

to subdivision 2 meets the teaching obligation required in subdivision 3, the commissioner

shall make annual disbursements directly to the participant equivalent to 15 percent of the
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average annual educational debt for indebted graduates in the nursing profession in the year

closest to the participant's selection for which information is available, not to exceed the

balance of the participant's qualifying educational loans.

Sec. 5. Minnesota Statutes 2022, section 144.1501, subdivision 5, is amended to read:

Subd. 5. Penalty for nonfulfillment. If a participant does not fulfill the required

minimum commitment of service according to subdivision 3; or, for hospital nurses, the

secretary of education determines that the participant does not meet eligibility requirements

for the PSLF, the commissioner of health shall collect from the participant the total amount
paid to the participant under the loan forgiveness program plus interest at a rate established
according to section 270C.40. The commissioner shall deposit the money collected in the
health care access fund to be credited to the health professional education loan forgiveness
program account established in subdivision 2. The commissioner shall allow waivers of all
or part of the money owed the commissioner as a result of a nonfulfillment penalty if
emergency circumstances prevented fulfillment of the minimum service commitment or,

for hospital nurses, if the PSLF program is discontinued before the participant's service

commitment is fulfilled.

Sec. 6. Minnesota Statutes 2022, section 144.566, 1s amended to read:

144.566 VIOLENCE AGAINST HEALTH CARE WORKERS.

Subdivision 1. Definitions. (a) The following definitions apply to this section and have

the meanings given.

(b) "Act of violence" means an act by a patient or visitor against a health care worker
that includes kicking, scratching, urinating, sexually harassing, or any act defined in sections

609.221 to 609.2241.
(c) "Commissioner" means the commissioner of health.

(d) "Health care worker" means any person, whether licensed or unlicensed, employed
by, volunteering in, or under contract with a hospital, who has direct contact with a patient
of the hospital for purposes of either medical care or emergency response to situations

potentially involving violence.
(e) "Hospital" means any facility licensed as a hospital under section 144.55.

(f) "Incident response" means the actions taken by hospital administration and health

care workers during and following an act of violence.
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(g) "Interfere" means to prevent, impede, discourage, or delay a health care worker's
ability to report acts of violence, including by retaliating or threatening to retaliate against

a health care worker.

(h) "Preparedness" means the actions taken by hospital administration and health care

workers to prevent a single act of violence or acts of violence generally.

(1) "Retaliate" means to discharge, discipline, threaten, otherwise discriminate against,
or penalize a health care worker regarding the health care worker's compensation, terms,

conditions, location, or privileges of employment.

(j) "Workplace violence hazards" means locations and situations where violent incidents

are more likely to occur, including, as applicable, but not limited to locations isolated from

other health care workers; health care workers working alone; health care workers working

in remote locations; health care workers working late night or early morning hours; locations

where an assailant could prevent entry of responders or other health care workers into a

work area; locations with poor illumination; locations with poor visibility; lack of effective

escape routes; obstacles and impediments to accessing alarm systems; locations within the

facility where alarm systems are not operational; entryways where unauthorized entrance

may occur, such as doors designated for staff entrance or emergency exits; presence, in the

areas where patient contact activities are performed, of furnishings or objects that could be

used as weapons; and locations where high-value items, currency, or pharmaceuticals are

stored.

Subd. 2. Hespital-duties Action plans and action plan reviews required. &) All

hospitals must design and implement preparedness and incident response action plans to
acts of violence by January 15, 2016, and review and update the plan at least annually

thereafter. The plan must be in writing; specific to the workplace violence hazards and

corrective measures for the units, services, or operations of the hospital; and available to

health care workers at all times.

Subd. 3. Action plan committees. (b) A hospital shall designate a committee of

representatives of health care workers employed by the hospital, including nonmanagerial
health care workers, nonclinical staff, administrators, patient safety experts, and other
appropriate personnel to develop preparedness and incident response action plans to acts
of violence. The hospital shall, in consultation with the designated committee, implement

the plans under paragraph-a) subdivision 2. Nothing in this paragraph subdivision shall

require the establishment of a separate committee solely for the purpose required by this

subdivision.
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Subd. 4. Required elements of action plans; generally. The preparedness and incident

response action plans to acts of violence must include:

(1) effective procedures to obtain the active involvement of health care workers and

their representatives in developing, implementing, and reviewing the plan, including their

participation in identifying, evaluating, and correcting workplace violence hazards, designing

and implementing training, and reporting and investigating incidents of workplace violence;

(2) names or job titles of the persons responsible for implementing the plan; and

(3) effective procedures to ensure that supervisory and nonsupervisory health care

workers comply with the plan.

Subd. 5. Required elements of action plans; evaluation of risk factors. (a) The

preparedness and incident response action plans to acts of violence must include assessment

procedures to identify and evaluate workplace violence hazards for each facility, unit,

service, or operation, including community-based risk factors and areas surrounding the

facility, such as employee parking areas and other outdoor areas. Procedures shall specity

the frequency that environmental assessments take place.

(b) The preparedness and incident response action plans to acts of violence must include

assessment tools, environmental checklists, or other effective means to identify workplace

violence hazards.

Subd. 6. Required elements of action plans; review of workplace violence

incidents. The preparedness and incident response action plans to acts of violence must

include procedures for reviewing all workplace violence incidents that occurred in the

facility, unit, service, or operation within the previous year, whether or not an injury occurred.

Subd. 7. Required elements of action plans; reporting workplace violence. The

preparedness and incident response action plans to acts of violence must include:

(1) effective procedures for health care workers to document information regarding

conditions that may increase the potential for workplace violence incidents and communicate

that information without fear of reprisal to other health care workers, shifts, or units;

(2) effective procedures for health care workers to report a violent incident, threat, or

other workplace violence concern without fear of reprisal;

(3) eftective procedures for the hospital to accept and respond to reports of workplace

violence and to prohibit retaliation against a health care worker who makes such a report;
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(4) a policy statement stating the hospital will not prevent a health care worker from

reporting workplace violence or take punitive or retaliatory action against a health care

worker for doing so;

(5) effective procedures for investigating health care worker concerns regarding workplace

violence or workplace violence hazards;

(6) procedures for informing health care workers of the results of the investigation arising

from a report of workplace violence or from a concern about a workplace violence hazard

and of any corrective actions taken;

(7) effective procedures for obtaining assistance from the appropriate law enforcement

agency or social service agency during all work shifts. The procedure may establish a central

coordination procedure; and

(8) a policy statement stating the hospital will not prevent a health care worker from

seeking assistance and intervention from local emergency services or law enforcement when

a violent incident occurs or take punitive or retaliatory action against a health care worker

for doing so.

Subd. 8. Required elements of action plans; coordination with other employers. The

preparedness and incident response action plans to acts of violence must include methods

the hospital will use to coordinate implementation of the plan with other employers whose

employees work in the same health care facility, unit, service, or operation and to ensure

that those employers and their employees understand their respective roles as provided in

the plan. These methods must ensure that all employees working in the facility, unit, service,

or operation are provided the training required by subdivision 11 and that workplace violence

incidents involving any employee are reported, investigated, and recorded.

Subd. 9. Required elements of action plans; white supremacist affiliation and support

prohibited. (a) The preparedness and incident response action plans to acts of violence

must include a policy statement stating that security personnel employed by the hospital or

assigned to the hospital by a contractor are prohibited from aftiliating with, supporting, or

advocating for white supremacist groups, causes, or ideologies or participating in, or actively

promoting, an international or domestic extremist group that the Federal Bureau of

Investigation has determined supports or encourages illegal, violent conduct.

(b) For purposes of this subdivision, white supremacist groups, causes, or ideologies

include organizations and associations and ideologies that promote white supremacy and

the idea that white people are superior to Black, Indigenous, and people of color (BIPOC);

promote religious and racial bigotry; seek to exacerbate racial and ethnic tensions between
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BIPOC and non-BIPOC; or engage in patently hateful and inflammatory speech, intimidation,

and violence against BIPOC as means of promoting white supremacy.

Subd. 10. Required elements of action plans; training. (a) The preparedness and

incident response action plans to acts of violence must include:

(1) procedures for developing and providing the training required in subdivision 11 that

permits health care workers and their representatives to participate in developing the training;

and

(2) a requirement for cultural competency training and equity, diversity, and inclusion

training.

(b) The preparedness and incident response action plans to acts of violence must include

procedures to communicate with health care workers regarding workplace violence matters,

including:

(1) how health care workers will document and communicate to other health care workers

and between shifts and units information regarding conditions that may increase the potential

for workplace violence incidents;

(2) how health care workers can report a violent incident, threat, or other workplace

violence concern;

(3) how health care workers can communicate workplace violence concerns without

fear of reprisal; and

(4) how health care worker concerns will be investigated, and how health care workers

will be informed of the results of the investigation and any corrective actions to be taken.

Subd. 11. Training required. ) A hospital shall must provide training to all health

care workers employed or contracted with the hospital on safety during acts of violence.

Each health care worker must receive safety training annually-and-upen-hire during the

health care worker's orientation and before the health care worker completes a shift

independently, and annually thereafter. Training must, at a minimum, include:

(1) safety guidelines for response to and de-escalation of an act of violence;

(2) ways to identify potentially violent or abusive situations, including aggression and

violence predicting factors; and

(3) the hospital's ineidentresponsereactionplan-and-vieleneepreventienplan

preparedness and incident response action plans for acts of violence, including how the

health care worker may report concerns about workplace violence within each hospital's
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reporting structure without fear of reprisal, how the hospital will address workplace violence

incidents, and how the health care worker can participate in reviewing and revising the plan;

and

(4) any resources available to health care workers for coping with incidents of violence,

including but not limited to critical incident stress debriefing or employee assistance

programs.

Subd. 12. Annual review and update of action plans. (d) (a) As part of its annual

review of preparedness and incident response action plans required under paragraph<(a)

subdivision 2, the hospital must review with the designated committee:

(1) the effectiveness of its preparedness and incident response action plans, including

the sufficiency of security systems, alarms, emergency responses, and security personnel

availability;

(2) security risks associated with specific units, areas of the facility with uncontrolled

access, late night shifts, early morning shifts, and areas surrounding the facility such as

employee parking areas and other outdoor areas;

(3) the most recent gap analysis as provided by the commissioner; and

3) (4) the number of acts of violence that occurred in the hospital during the previous

year, including injuries sustained, if any, and the unit in which the incident occurred:;

(5) evaluations of staffing, including staffing patterns and patient classification systems

that contribute to, or are insufficient to address, the risk of violence; and

(6) any reports of discrimination or abuse that arise from security resources, including

from the behavior of security personnel.

(b) As part of the annual update of preparedness and incident response action plans

required under subdivision 2, the hospital must incorporate corrective actions into the action

plan to address workplace violence hazards identified during the annual action plan review,

reports of workplace violence, reports of workplace violence hazards, and reports of

discrimination or abuse that arise from the security resources.

Subd. 13. Action plan updates. Following the annual review of the action plan, a hospital

must update the action plans to reflect the corrective actions the hospital will implement to

mitigate the hazards and vulnerabilities identified during the annual review.

Subd. 14. Requests for additional staffing. A hospital shall create and implement a

procedure for a health care worker to officially request of hospital supervisors or
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administration that additional staffing be provided. The hospital must document all requests

for additional staffing made because of a health care worker's concern over a risk of an act

of violence. If the request for additional staffing to reduce the risk of violence is denied,

the hospital must provide the health care worker who made the request a written reason for

the denial and must maintain documentation of that communication with the documentation

of requests for additional staffing. A hospital must make documentation regarding staffing

requests available to the commissioner for inspection at the commissioner's request. The

commissioner may use documentation regarding staffing requests to inform the

commissioner's determination on whether the hospital is providing adequate staffing and

security to address acts of violence, and may use documentation regarding staffing requests

if the commissioner imposes a penalty under subdivision 18.

Subd. 15. Disclosure of action plans. (e) (a) A hospital shall must make its most recent

action plans and the-informationlistedinparagraph(d) most recent action plan reviews

available to local law enforcement, all direct care staff and, if any of its workers are

represented by a collective bargaining unit, to the exclusive bargaining representatives of

those collective bargaining units.

(b) Beginning January 1, 2025, a hospital must annually submit to the commissioner its

most recent action plan and the results of the most recent annual review conducted under

subdivision 12.

Subd. 16. Legislative report required. (a) Beginning January 15, 2026, the commissioner

must compile the information into a single annual report and submit the report to the chairs

and ranking minority members of the legislative committees with jurisdiction over health

care by January 15 of each year.

(b) This subdivision does not expire.

Subd. 17. Interference prohibited. (H A hospital, including any individual, partner,

association, or any person or group of persons acting directly or indirectly in the interest of

the hospital, shall must not interfere with or discourage a health care worker if the health

care worker wishes to contact law enforcement or the commissioner regarding an act of

violence.

Subd. 18. Penalties. {g) Notwithstanding section 144.653, subdivision 6, the

commissioner may impose an-administrative a fine of up to $250 $10,000 for failure to

comply with the requirements of this subdivisten section. The commissioner must allow

the hospital at least 30 calendar days to correct a violation of this section before assessing

a fine.
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Sec. 7. Minnesota Statutes 2022, section 144.608, subdivision 1, is amended to read:

Subdivision 1. Trauma Advisory Council established. (a) A Trauma Advisory Council
1s established to advise, consult with, and make recommendations to the commissioner on

the development, maintenance, and improvement of a statewide trauma system.
(b) The council shall consist of the following members:

(1) a trauma surgeon certified by the American Board of Surgery or the American

Osteopathic Board of Surgery who practices in a level I or II trauma hospital;

(2) a general surgeon certified by the American Board of Surgery or the American
Osteopathic Board of Surgery whose practice includes trauma and who practices in a

designated rural area as defined under section 144.1501, subdivision 1;paragraph<e);

(3) a neurosurgeon certified by the American Board of Neurological Surgery who

practices in a level I or II trauma hospital;

(4) a trauma program nurse manager or coordinator practicing in a level I or II trauma

hospital;

(5) an emergency physician certified by the American Board of Emergency Medicine
or the American Osteopathic Board of Emergency Medicine whose practice includes

emergency room care in a level I, 11, III, or IV trauma hospital;

(6) a trauma program manager or coordinator who practices in a level III or IV trauma

hospital;

(7) a physician certified by the American Board of Family Medicine or the American
Osteopathic Board of Family Practice whose practice includes emergency department care

in a level Il or IV trauma hospital located in a designated rural area as defined under section

144.1501, subdivision 1;paragraph-(e);

(8) a nurse practitioner, as defined under section 144.1501, subdivision 1;paragraph-),
or a physician assistant, as defined under section 144.1501, subdivision 1, paragraph(e);
whose practice includes emergency room care in a level I'V trauma hospital located in a

designated rural area as defined under section 144.1501, subdivision 1;paragraph-<e);

(9) a physician certified in pediatric emergency medicine by the American Board of
Pediatrics or certified in pediatric emergency medicine by the American Board of Emergency
Medicine or certified by the American Osteopathic Board of Pediatrics whose practice

primarily includes emergency department medical care in a level L, II, III, or IV trauma
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hospital, or a surgeon certified in pediatric surgery by the American Board of Surgery whose

practice involves the care of pediatric trauma patients in a trauma hospital;

(10) an orthopedic surgeon certified by the American Board of Orthopaedic Surgery or
the American Osteopathic Board of Orthopedic Surgery whose practice includes trauma

and who practices in a level 1, II, or I1I trauma hospital;

(11) the state emergency medical services medical director appointed by the Emergency

Medical Services Regulatory Board;

(12) a hospital administrator of a level III or IV trauma hospital located in a designated

rural area as defined under section 144.1501, subdivision 1;paragraph(e);

(13) a rehabilitation specialist whose practice includes rehabilitation of patients with
major trauma injuries or traumatic brain injuries and spinal cord injuries as defined under

section 144.661;

(14) an attendant or ambulance director who is an EMT, EMT-I, or EMT-P within the
meaning of section 144E.001 and who actively practices with a licensed ambulance service

in a primary service area located in a designated rural area as defined under section 144.1501,

subdivision 1;paragraph{e); and

(15) the commissioner of public safety or the commissioner's designee.

Sec. 8. Minnesota Statutes 2022, section 144.653, subdivision 5, is amended to read:

Subd. 5. Correction orders. Whenever a duly authorized representative of the state
commissioner of health finds upon inspection of a facility required to be licensed under the
provisions of sections 144.50 to 144.58 that the licensee of such facility is not in compliance

with sections 144.411 to 144.417, 144.50 to 144.58, 144.651, 144.7051 to 144.7058, or

626.557, or the applicable rules promulgated under those sections, a correction order shall
be issued to the licensee. The correction order shall state the deficiency, cite the specific

rule violated, and specify the time allowed for correction.

Sec. 9. [144.7051] DEFINITIONS.

Subdivision 1. Applicability. For the purposes of sections 144.7051 to 144.7058, the

terms defined in this section have the meanings given.

Subd. 2. Concern for safe staffing form. "Concern for safe staffing form" means a

standard uniform form developed by the commissioner that may be used by any individual

to report unsafe staffing situations while maintaining the privacy of patients.
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Subd. 3. Commissioner. "Commissioner" means the commissioner of health.

Subd. 4. Daily staffing schedule. "Daily staffing schedule" means the actual number

of full-time equivalent nonmanagerial care staff assigned to an inpatient care unit and

providing care in that unit during a 24-hour period and the actual number of patients assigned

to each direct care registered nurse present and providing care in the unit.

Subd. 5. Direct-care registered nurse. "Direct-care registered nurse" means a registered

nurse, as defined in section 148.171, subdivision 20, who is nonsupervisory and

nonmanagerial and who directly provides nursing care to patients more than 60 percent of

the time.

Subd. 6. Emergency. "Emergency" means a period when replacement staff are not able

to report for duty for the next shift or a period of increased patient need because of unusual,

unpredictable, or unforeseen circumstances, including but not limited to an act of terrorism,

a disease outbreak, adverse weather conditions, or a natural disaster that impacts continuity

of patient care.

Subd. 7. Hospital. "Hospital" means any setting that is licensed under this chapter as a

hospital.

EFFECTIVE DATE. This section is effective July 1, 2025.

Sec. 10. [144.7053] HOSPITAL NURSE STAFFING COMMITTEE.

Subdivision 1. Hospital nurse staffing committee required. (a) Each hospital must

establish and maintain a functioning hospital nurse staffing committee. A hospital may

assign the functions and duties of a hospital nurse staffing committee to an existing committee

provided the existing committee meets the membership requirements applicable to a hospital

nurse staffing committee.

(b) The commissioner is not required to verify compliance with this section by an on-site

visit.

Subd. 2. Staffing committee membership. (a) At least 35 percent of the hospital nurse

staffing committee's membership must be direct care registered nurses typically assigned

to a specific unit for an entire shift and at least 15 percent of the committee's membership

must be other direct care workers typically assigned to a specific unit for an entire shift. A

hospital's nurse staffing committee's membership must consist of at least one nurse from

each unit covered by the hospital's core staffing plan. Direct care registered nurses and other

direct care workers who are members of a collective bargaining unit shall be appointed or

elected to the committee according to the guidelines of the applicable collective bargaining
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agreement. If there is no collective bargaining agreement, direct care registered nurses shall

be elected to the committee by direct care registered nurses employed by the hospital and

other direct care workers shall be elected to the committee by other direct care workers

employed by the hospital.

(b) The hospital shall appoint 50 percent of the hospital nurse staffing committee's

membership.

Subd. 3. Staffing committee compensation. A hospital must treat participation in the

hospital nurse staffing committee meetings by any hospital employee as scheduled work

time and compensate each committee member at the employee's existing rate of pay. A

hospital must relieve all direct care registered nurse members of the hospital nurse staffing

committee of other work duties during the times when the committee meets.

Subd. 4. Staffing committee meeting frequency. Each hospital nurse staffing committee

must meet at least quarterly.

Subd. 5. Staffing committee duties. (a) Each hospital nurse staffing committee shall

create, implement, continuously evaluate, and update as needed evidence-based written

core staffing plans to guide the creation of daily staffing schedules for each inpatient care

unit of the hospital. Each hospital nurse staffing committee must adopt a core staffing plan

annually by a majority vote of all members.

(b) Each hospital nurse staffing committee must:

(1) establish a secure, uniform, and easily accessible method for any hospital employee,

patient, or patient family member to submit directly to the committee a concern for safe

staffing form;

(2) review each concern for safe staffing form;

(3) forward a copy of all concern for safe staffing forms to the relevant hospital nurse

workload committee;

(4) review the documentation of compliance maintained by the hospital under section

144.7056, subdivision 10;

(5) conduct a trend analysis of the data related to all reported concerns regarding safe

staffing;

(6) develop a mechanism for tracking and analyzing staffing trends within the hospital;

(7) submit a nurse staffing report to the commissioner;
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(8) assist the commissioner in compiling data for the Nursing Workforce Report by

encouraging participation in the commissioner's independent study on reasons licensed

registered nurses are leaving the profession; and

(9) record in the committee minutes for each meeting a summary of the discussions and

recommendations of the committee. Each committee must maintain the minutes, records,

and distributed materials for five years.

EFFECTIVE DATE. This section is effective July 1, 2025.

Sec. 11. [144.7054] HOSPITAL NURSE WORKLOAD COMMITTEE.

Subdivision 1. Hospital nurse workload committee required. (a) Each hospital must

establish and maintain functioning hospital nurse workload committees for each unit. A

hospital designated as a critical access hospital under section 144.1483, clause (9), may

assign the functions and duties of its nurse workload committees to the hospital's nurse

staffing committee.

(b) The commissioner is not required to verify compliance with this section by an on-site

visit.

Subd. 2. Workload committee membership. (a) At least 35 percent of each workload

committee's membership must be direct care registered nurses typically assigned to the unit

for an entire shift and at least 15 percent of the committee's membership must be other direct

care workers typically assigned to the unit for an entire shift. Direct care registered nurses

and other direct care workers who are members of a collective bargaining unit shall be

appointed or elected to the committee according to the guidelines of the applicable collective

bargaining agreement. If there is no collective bargaining agreement, direct care registered

nurses shall be elected to the committee by direct care registered nurses typically assigned

to the unit for an entire shift and other direct care workers shall be elected to the committee

by other direct care workers typically assigned to the unit for an entire shift.

(b) The hospital shall appoint 50 percent of each unit's nurse workload committee's

membership.

(c) Notwithstanding paragraphs (a) and (b), if a hospital has established a staffing

committee through collective bargaining, the composition of that committee prevails.

Subd. 3. Workload committee compensation. A hospital must treat participation in a

hospital nurse workload committee meeting by any hospital employee as scheduled work

time and compensate each committee member at the employee's existing rate of pay. A
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hospital must relieve all direct care registered nurse members of a hospital nurse workload

committee of other work duties during the times when the committee meets.

Subd. 4. Workload committee meeting frequency. Each hospital nurse workload

committee must meet at least monthly whenever the committee is in receipt of an unresolved

concern for safe staffing form.

Subd. 5. Workload committee duties. (a) Each hospital nurse workload committee

must create, implement, and maintain dispute resolution procedures to guide the committee's

development and implementation of solutions to the staffing concerns raised in concern for

safe staffing forms that have been forwarded to the committee. The dispute resolution

procedures must include a two-step process. If the nurse workforce committee is not able

to implement a solution to the concerns raised in a concern for safe staffing form, the

workload committee must refer the matter to the hospital nurse staffing committee within

15 calendar days of the events described in the concern for safe staffing form. If after both

the nurses and hospitals have attempted in good faith to resolve the concern either side may

move forward to an expedited arbitration process with an arbitrator who has expertise in

patient care that must be completed within 30 calendar days of the dispute being escalated

to the hospital nurse staffing committee.

(b) In the event both parties believe that they have reached an impasse prior to the 15-

or 30-day deadline, the parties may move to the next appropriate step. The committee must

use the expedited arbitration process for any complaint that remains unresolved 45 days

after the submission of the concern for safe staffing form that gave rise to the complaint.

(c) Each hospital nurse workload committee must attempt to expeditiously resolve

staffing issues the committee determines arise from a violation of the hospital's core staffing

plan.

(d) If the majority of the members of the workload committee agree that the concerns

raised can be reasonably grouped together or considered together because multiple forms

were submitted from one patient care unit on one date or shift, then the committee can

decide to submit them as one occurrence.

EFFECTIVE DATE. This section is effective July 1, 2025.

Sec. 12. Minnesota Statutes 2022, section 144.7055, is amended to read:

144.7055 HOSPITAL CORE STAFFING PLAN REPORTS.

Subdivision 1. Definitions. (a) For the purposes of this-seetion sections 144.7051 to

144.7058, the following terms have the meanings given.
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(b) "Core staffing plan" means the-projected-number-of full-time-equivalent

a plan described in subdivision 2.

(c) "Nonmanagerial care staff" means registered nurses, licensed practical nurses, and
other health care workers, which may include but is not limited to nursing assistants, nursing
aides, patient care technicians, and patient care assistants, who perform nonmanagerial
direct patient care functions for more than 50 percent of their scheduled hours on a given

patient care unit.

(d) "Inpatient care unit" or "unit" means a designated inpatient area for assigning patients

and staff for which a distinetstaffingplan daily staffing schedule exists and that operates

24 hours per day, seven days per week in a hospital setting. Inpatient care unit does not

include any hospital-based clinic, long-term care facility, or outpatient hospital department.

(e) "Staffing hours per patient day" means the number of full-time equivalent
nonmanagerial care staff who will ordinarily be assigned to provide direct patient care

divided by the expected average number of patients upon which such assignments are based.

Subd. 2. Hospital core staffing repert plans. (a) The chiefnursingexecutive-ornursing

designee hospital nurse staffing committee of every reperting hospital ir-Minneseta-under

seetton144-50-will must develop a core staffing plan for each patient inpatient care unit.

(b) The commissioner is not required to verify compliance with this section by an on-site

visit.

) (c) Core staffing plans shall must specify all of the following:

(1) the projected number of full-time equivalent fer nonmanagerial care staff that will

be assigned in a 24-hour period to each patient inpatient care unit for-each24-hourperiod:;

(2) the maximum number of patients on each inpatient care unit for whom a direct care

nurse can typically safely care;

(3) criteria for determining when circumstances exist on each inpatient care unit such

that a direct care nurse cannot safely care for the typical number of patients and when

assigning a lower number of patients to each nurse on the inpatient unit would be appropriate;
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(4) a procedure for each inpatient care unit to make shift-to-shift adjustments in staffing

levels when such adjustments are required by patient acuity and nursing intensity in the

unit;

(5) a contingency plan for each inpatient unit to safely address circumstances in which

patient care needs unexpectedly exceed the staffing resources provided for in a daily staffing

schedule. A contingency plan must include a method to quickly identify, for each daily

staffing schedule, additional direct care registered nurses who are available to provide direct

care on the inpatient care unit;

(6) strategies to enable direct care registered nurses to take breaks they are entitled to

under law or under an applicable collective bargaining agreement; and

(7) strategies to eliminate patient boarding in emergency departments that do not rely

on requiring direct care registered nurses to work additional hours to provide care.

te) (d) Core staffing plans must ensure that:

(1) the person creating a daily staffing schedule has sufficiently detailed information to

create a daily staffing schedule that meets the requirements of the plan;

(2) daily staffing schedules do not rely on assigning individual nonmanagerial care staff

to work overtime hours in excess of 16 hours in a 24-hour period or to work consecutive

24-hour periods requiring 16 or more hours;

(3) adirect care registered nurse is not required or expected to perform functions outside

the nurse's professional license;

(4) a light duty direct care registered nurse is given appropriate assignments;

(5) a charge nurse does not have patient assignments; and

(6) daily staffing schedules do not interfere with applicable collective bargaining

agreements.

Subd. 2a. Development of hospital core staffing plans. (a) Prior to submitting
completing or updating the core staffing plan, as-required-in-subdiviston3;-hespitals-shall

a hospital nurse staffing committee must consult with representatives of the hospital medical

staff, managerial and nonmanagerial care staff, and other relevant hospital personnel about

the core staffing plan and the expected average number of patients upon which the core

staffing plan is based.

(b) When developing a core staffing plan, a hospital nurse staffing committee must

consider all of the following:

Article 3 Sec. 12. 139



140.1

140.2

140.3

140.4

140.5

140.6

140.7

140.8

140.9

140.10

140.11

140.12

140.13

140.14

140.15

140.16

140.17

140.18

140.19

140.20

140.21

140.22

140.23

140.24

140.25

140.26

140.27

140.28

140.29

140.30

140.31

SF2995 REVISOR DTT S2995-2 2nd Engrossment

(1) the individual needs and expected census of each inpatient care unit;

(2) unit-specific patient acuity, including fall risk and behaviors requiring intervention,

such as physical aggression toward self or others or destruction of property;

(3) unit-specific demands on direct care registered nurses' time, including: frequency of

admissions, discharges, and transfers; frequency and complexity of patient evaluations and

assessments; frequency and complexity of nursing care planning; planning for patient

discharge; assessing for patient referral; patient education; and implementing infectious

disease protocols;

(4) the architecture and geography of the inpatient care unit, including the placement of

patient rooms, treatment areas, nursing stations, medication preparation areas, and equipment;

(5) mechanisms and procedures to provide for one-to-one patient observation for patients

on psychiatric or other units;

(6) the stress that direct-care nurses experience when required to work extreme amounts

of overtime, such as shifts in excess of 12 hours or multiple consecutive double shifts;

(7) the need for specialized equipment and technology on the unit;

(8) other special characteristics of the unit or community patient population, including

age, cultural and linguistic diversity and needs, functional ability, communication skills,

and other relevant social and socioeconomic factors;

(9) the skill mix of personnel other than direct care registered nurses providing or

supporting direct patient care on the unit;

(10) mechanisms and procedures for identifying additional registered nurses who are

available for direct patient care when patients' unexpected needs exceed the planned workload

for direct care staff; and

(11) demands on direct care registered nurses' time not directly related to providing

direct care on a unit, such as involvement in quality improvement activities, professional

development, service to the hospital, including serving on the hospital nurse staffing

committee or the hospital nurse workload committee, and service to the profession.

Subd. 2b. Failure to develop hospital core staffing plans. If a hospital nurse staffing

committee cannot approve a hospital core staffing plan by a majority vote, the members of

the nurse staffing committee must enter an expedited arbitration process with an arbitrator

who understands patient care needs.

Article 3 Sec. 12. 140



141.1

141.2

141.3

141.4

141.5

141.6

141.7

141.8

141.9

141.10

141.11

141.12

141.13

141.14

141.15

141.16

141.17

141.18

141.19

141.20

141.21

141.22

141.23

141.24

141.25

141.26

141.27

141.28

141.29

141.30

141.31

SF2995 REVISOR DTT S2995-2 2nd Engrossment

Subd. 2¢c. Objections to hospital core staffing plans. (a) If hospital management objects

to a core staffing plan approved by a majority vote of the hospital nurse staffing committee,

the hospital may elect to attempt to amend the core staffing plan through arbitration.

(b) During an ongoing dispute resolution process, a hospital must continue to implement

the core staffing plan as written and approved by the hospital nurse staffing committee.

(c) If the dispute resolution process results in an amendment to the core staffing plan,

the hospital must implement the amended core staffing plan.

Subd. 2d. Mandatory submission of core staffing plan to commissioner. Each hospital

must submit to the commissioner the core staffing plans approved by the hospital's nurse

staffing committee. A hospital must submit any substantial updates to any previously

approved plan, including any amendments to the plan resulting from arbitration, within 30

calendar days of approval of the update by the committee or the conclusion of arbitration.

Subd. 3. Standard electronic reporting developed. (a) Hespitalsmustsubmittheeore

= A o an-h = = N 14 ho NMannega
Cl Cl Y Cl Ud Y N v

) The Minnesota Hospital Association shall include on its website for each reporting
hospital on a quarterly basis the actual direct patient care hours per patient and per unit.
Hospitals must submit the direct patient care report to the Minnesota Hospital Association

by July 1, 2014, and quarterly thereafter.

EFFECTIVE DATE. This section is effective July 1, 2025.

Sec. 13.[144.7056] IMPLEMENTATION OF HOSPITAL CORE STAFFING PLANS.

Subdivision 1. Plan implementation required. (a) A hospital must implement the core

staffing plans approved annually by a majority vote of its hospital nurse staffing committee.

Nothing in sections 144.7051 to 144.7058 relieves the chief nursing executive of a hospital

from fulfilling the chief nursing executive's duties under Code of Federal Regulations, title

42, section 482.23. If at any time the chief nursing executive believes the types and numbers

of nursing personnel and staff required under the hospital's core staffing plan are insufficient

to provide nursing care for a unit in the hospital, the chief nursing executive may increase

the staffing on that unit beyond the levels required by the plan.
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(b) A core staffing plan does not apply during an emergency and a hospital is not out of

compliance with its core staffing plan during an emergency. A nurse may be required to

accept an additional patient assignment in an emergency.

(c) The commissioner is required to verify compliance with this section by on-site visits

during routine hospital surveys.

Subd. 2. Public posting of core staffing plans. A hospital must post its core staffing

plan for each inpatient care unit in a public area on the relevant unit.

Subd. 3. Public posting of compliance with plan. For each publicly posted core staffing

plan, a hospital must post a notice stating whether the current staffing on the unit complies

with the hospital's core staffing plan for that unit. The public notice of compliance must

include a list of the number of nonmanagerial care staff working on the unit during the

current shift and the number of patients assigned to each direct care registered nurse working

on the unit during the current shift. The list must enumerate the nonmanagerial care staff

by health care worker type. The public notice of compliance must be posted immediately

adjacent to the publicly posted core staffing plan.

Subd. 4. Public posting of emergency department wait times. A hospital must maintain

on its website and publicly display in its emergency department the approximate wait time

for patients who are not in critical need of emergency care. The approximate wait time must

be updated at least hourly.

Subd. 5. Public distribution of core staffing plan and notice of compliance. (a) A

hospital must include with the posted materials described in subdivisions 2 and 3 a statement

that individual copies of the posted materials are available upon request to any patient on

the unit, visitor of a patient on the unit, or prospective patient. The statement must include

specific instructions for obtaining copies of the posted materials.

(b) A hospital must, within four hours after the request, provide individual copies of all

the posted materials described in subdivisions 2 and 3 to any patient on the unit or to any

visitor of a patient on the unit who requests the materials.

Subd. 6. Reporting noncompliance. (a) Any hospital employee, patient, or patient

family member may submit a concern for safe staffing form to report an instance of

noncompliance with a hospital's core staffing plan, to object to the contents of a core staffing

plan, or to challenge the process of the hospital nurse staffing committee.

(b) A hospital must not interfere with or retaliate against a hospital employee for

submitting a concern for safe staffing form.
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(c) The commissioner of labor and industry may investigate any report of interference

with or retaliation against a hospital employee for submitting a concern for safe staffing

form. The commissioner of labor and industry may fine a hospital up to $250,000 if the

commissioner finds the hospital interfered with or retaliated against a hospital employee

for submitting a concern for safe staffing form.

Subd. 7. Documentation of compliance. Each hospital must document compliance with

its core nursing plans and maintain records demonstrating compliance for each inpatient

care unit for five years. Each hospital must provide to its nurse staffing committee access

to all documentation required under this subdivision.

EFFECTIVE DATE. This section 1s effective October 1, 2025.

Sec. 14. [144.7057] HOSPITAL NURSE STAFFING REPORTS.

Subdivision 1. Nurse staffing report required. Each hospital nurse staffing committee

must submit quarterly nurse staffing reports to the commissioner. Reports must be submitted

within 60 days of the end of the quarter.

Subd. 2. Nurse staffing report. Nurse staffing reports submitted to the commissioner

by a hospital nurse staffing committee must:

(1) identify any suspected incidents of the hospital failing during the reporting quarter

to meet the standards of one of its core staffing plans;

(2) identify each occurrence of the hospital accepting an elective surgery at a time when

the unit performing the surgery is out of compliance with its core staffing plan;

(3) identify problems of insufficient staffing, including but not limited to:

(1) inappropriate number of direct care registered nurses scheduled in a unit;

(i) inappropriate number of direct care registered nurses present and delivering care in

a unit;

(i11) inappropriately experienced direct care registered nurses scheduled for a particular

unit;

(iv) inappropriately experienced direct care registered nurses present and delivering care

In a unit;

(v) inability for nurse supervisors to adjust daily nursing schedules for increased patient

acuity or nursing intensity in a unit; and

(vi) chronically unfilled direct care positions within the hospital;
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(4) identify any units that pose a risk to patient safety due to inadequate staffing;

(5) propose solutions to solve insufficient staffing;

(6) propose solutions to reduce risks to patient safety in inadequately staffed units; and

(7) describe staffing trends within the hospital.

Subd. 3. Public posting of nurse staffing reports. The commissioner must include on

its website each quarterly nurse staffing report submitted to the commissioner under

subdivision 1.

Subd. 4. Standardized reporting. The commissioner shall develop and provide to each

hospital nurse staffing committee a uniform format or standard form the committee must

use to comply with the nurse staffing reporting requirements under this section. The format

or form developed by the commissioner must present the reported information in a manner

allowing patients and the public to clearly understand and compare staffing patterns and

actual levels of staffing across reporting hospitals. The commissioner must include, in the

uniform format or on the standardized form, space to allow the reporting hospital to include

a description of additional resources available to support unit-level patient care and a

description of the hospital.

Subd. 5. Penalties. Notwithstanding section 144.653, subdivisions 5 and 6, the

commissioner may impose an immediate fine of up to $5,000 for each instance of a failure

to report an elective surgery requiring reporting under subdivision 2, clause (2). The facility

may request a hearing on the immediate fine under section 144.653, subdivision 8.

EFFECTIVE DATE. This section 1s effective October 1, 2025.

Sec. 15. [144.7058] GRADING OF COMPLIANCE WITH CORE STAFFING PLANS.

Subdivision 1. Grading compliance with core staffing plans. By January 1, 2026, the

commissioner must develop a uniform annual grading system that evaluates each hospital's

compliance with its own core staffing plan. The commissioner must assign each hospital a

compliance grade based on a review of the hospital's nurse staffing report submitted under

section 144.7057. The commissioner must assign a failing compliance grade to any hospital

that has not been in compliance with its staffing plan for six or more months during the

reporting year.

Subd. 2. Grading factors. When grading a hospital's compliance with its core staffing

plan, the commissioner must consider at least the following factors:

(1) the number of assaults and injuries occurring in the hospital involving patients;
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145.1 (2) the prevalence of infections, pressure ulcers, and falls among patients;

145.2 (3) emergency department wait times;

145.3 (4) readmissions;

145.4 (5) use of restraints and other behavior interventions;

145.5 (6) employment turnover rates among direct care registered nurses and other direct care

145.6  health care workers;

145.7 (7) except in instances when nurses volunteer for overtime, prevalence of overtime

145.8  among direct care registered nurses and other direct care health care workers;

145.9 (8) prevalence of missed shift breaks among direct care registered nurses and other direct

145.10 care health care workers;

145.11 (9) frequency of incidents of being out of compliance with a core staffing plan;
145.12 (10) the extent of noncompliance with a core staffing plan; and
145.13 (11) number of inpatient psychiatric units.

145.14 Subd. 3. Public disclosure of compliance grades. Beginning January 1, 2027, the

145.15 commissioner must publish a compliance grade for each hospital on the department website

145.16  with a link to the hospital's core staffing plan, the hospital's nurse staffing reports, and an

145.17 accessible and easily understandable explanation of what the compliance grade means.

145.18 EFFECTIVE DATE. This section is effective January 1, 2026.

14519 Sec. 16. [144.7059] RETALIATION AGAINST NURSES PROHIBITED.

145.20 Subdivision 1. Definitions. (a) For purposes of this section, the following terms have

14521 the meanings given.

145.22 (b) "Emergency" means a period when replacement staff are not able to report for duty

145.23 for the next shift, or a period of increased patient need, because of unusual, unpredictable,

14524 or unforeseen circumstances, including but not limited to an act of terrorism, a disease

145.25 outbreak, adverse weather conditions, or a natural disaster, that impacts continuity of patient

145.26 care.

145.27 (c) "Nurse" has the meaning given in section 148.171, subdivision 9, and includes nurses

14528 employed by the state.
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(d) "Taking action against" means discharging, disciplining, threatening, reporting to

the Board of Nursing, discriminating against, or penalizing regarding compensation, terms,

conditions, location, or privileges of employment.

Subd. 2. Prohibited actions. Except as provided in subdivision 5, a hospital or other

entity licensed under sections 144.50 to 144.58, and its agent, or other health care facility

licensed by the commissioner of health, and the facility's agent, is prohibited from taking

action against a nurse solely on the ground that the nurse fails to accept an assignment of

one or more additional patients because the nurse reasonably determines that accepting an

additional patient assignment may create an unnecessary danger to a patient's life, health,

or safety or may otherwise constitute a ground for disciplinary action under section 148.261.

This subdivision does not apply to a nursing facility, an intermediate care facility for persons

with developmental disabilities, or a licensed boarding care home.

Subd. 3. State nurses. Subdivision 2 applies to nurses employed by the state regardless

of the type of facility where the nurse is employed and regardless of the facility's license,

if the nurse is involved in resident or patient care.

Subd. 4. Collective bargaining rights. This section does not diminish or impair the

rights of a person under any collective bargaining agreement.

Subd. 5. Emergency. A nurse may be required to accept an additional patient assignment

in an emergency.

Subd. 6. Enforcement. The commissioner of labor and industry may enforce this section

by issuing a compliance order under section 177.27, subdivision 4. The commissioner of

labor and industry may assess a fine of up to $5,000 for each violation of this section.

Sec. 17. Minnesota Statutes 2022, section 144.7067, subdivision 1, is amended to read:

Subdivision 1. Establishment of reporting system. (a) The commissioner shall establish
an adverse health event reporting system designed to facilitate quality improvement in the
health care system. The reporting system shall not be designed to punish errors by health

care practitioners or health care facility employees.
(b) The reporting system shall consist of:
(1) mandatory reporting by facilities of 27 adverse health care events;

(2) mandatory reporting by facilities of whether the unit where an adverse event occurred

was in compliance with the core staffing plan for the unit at the time of the adverse event;
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(3) mandatory completion of a root cause analysis and a corrective action plan by the
facility and reporting of the findings of the analysis and the plan to the commissioner or

reporting of reasons for not taking corrective action;

3) (4) analysis of reported information by the commissioner to determine patterns of

systemic failure in the health care system and successful methods to correct these failures;

4 (5) sanctions against facilities for failure to comply with reporting system

requirements; and

5) (6) communication from the commissioner to facilities, health care purchasers, and

the public to maximize the use of the reporting system to improve health care quality.

(c) The commissioner is not authorized to select from or between competing alternate

acceptable medical practices.

EFFECTIVE DATE. This section is effective October 1, 2025.

Sec. 18. Minnesota Statutes 2022, section 147A.08, is amended to read:

147A.08 EXEMPTIONS.

(a) This chapter does not apply to, control, prevent, or restrict the practice, service, or
activities of persons listed in section 147.09, clauses (1) to (6) and (8) to (13);; persons

regulated under section 214.01, subdivision 2;; or persens midlevel practitioners, nurses,

or nurse-midwives as defined in section 144.1501, subdivision 1;paragraphs{i);-(o);and
4.

(b) Nothing in this chapter shall be construed to require licensure of:

(1) a physician assistant student enrolled in a physician assistant educational program
accredited by the Accreditation Review Commission on Education for the Physician Assistant

or by its successor agency approved by the board;

(2) a physician assistant employed in the service of the federal government while

performing duties incident to that employment; or

(3) technicians, other assistants, or employees of physicians who perform delegated

tasks in the office of a physician but who do not identify themselves as a physician assistant.

Sec. 19. BEST PRACTICES TOOLKIT DEVELOPMENT.

The commissioner of health must convene a stakeholder group that will meet for six

months to develop a toolkit with best practices for implementation of workload committee
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and hospital staffing committees. The toolkit and best practices must include a

recommendation that each hospital utilize a federal mediator or the Office of Collaboration

and Dispute Resolution to moderate the establishment of committees in each hospital. The

commissioner must make the toolkit with the recommended best practices available to

hospitals by July 1, 2024.

Sec. 20. DIRECTION TO COMMISSIONER OF HEALTH; DEVELOPMENT OF
ANALYTICAL TOOLS.

(a) The commissioner of health, in consultation with the Minnesota Nurses Association

and other professional nursing organizations, must develop a means of analyzing available

adverse event data, available staffing data, and available data from concern for safe staffing

forms to examine potential causal links between adverse events and understaffing.

(b) The commissioner must develop an initial means of conducting the analysis described

in paragraph (a) by January 1, 2025, and publish a public report on the commissioner's

initial findings by January 1, 2026.

(c) By January 1, 2024, the commissioner must submit to the chairs and ranking minority

members of the house and senate committees with jurisdiction over the regulation of hospitals

a report on the available data, potential sources of additional useful data, and any additional

statutory authority the commissioner requires to collect additional useful information from

hospitals.

EFFECTIVE DATE. This section is effective August 1, 2023.

Sec. 21. DIRECTION TO COMMISSIONER OF HEALTH; NURSING
WORKFORCE REPORT.

(a) The commissioner of health must publish a public report on the current status of the

state's nursing workforce employed by hospitals. In preparing the report, the commissioner

shall utilize information collected in collaboration with the Board of Nursing as directed

under Minnesota Statutes, sections 144.051 and 144.052, on Minnesota's supply of active

licensed nurses and reasons licensed nurses are leaving direct care positions at hospitals;

information collected and shared by the Minnesota Hospital Association on retention by

hospitals of licensed nurses; information collected through an independent study on reasons

licensed nurses are choosing not to renew their licenses and leaving the profession; and

other publicly available data the commissioner deems useful.

(b) The commissioner must publish the report by January 1, 2026.

Article 3 Sec. 21. 148



149.1

149.2

149.3

149.4

149.5

149.6

149.7

149.8

149.9

149.10

149.11

149.12

149.13

149.14

149.15

149.16

149.17

149.18

149.19

149.20

149.21

149.22

149.23

149.24

149.25

149.26

149.27

149.28

149.29

149.30

149.31

149.32

SF2995 REVISOR DTT S2995-2 2nd Engrossment

Sec. 22. DIRECTION TO COMMISSIONER OF HEALTH; KEEPING NURSES
AT THE BEDSIDE ACT IMPACT EVALUATION.

By October 1, 2023, the commissioner of health must contract with the commissioner

of management and budget for the services of the Impact Evaluation Unit to design and

implement a rigorous causal impact evaluation using time-series data or other evaluation

methods as determined by the Impact Evaluation Unit to estimate the causal impact of the

implementation of Minnesota Statutes, sections 144.7051 to 144.7059, on patient care, nurse

job satisfaction, nurse retention, and other outcomes as determined by the commissioner

and the Impact Evaluation Unit. The Impact Evaluation Unit may subcontract with other

research organizations to assist with the design or implementation of the impact evaluation.

By February 15, 2024, the commissioner of health must submit to the chairs and ranking

minority members of the legislative committees with jurisdiction over health finance and

policy draft legislation specifying any additional authorities the commissioner and the Impact

Evaluation Unit may require to collect the data required to conduct a successful impact

evaluation of the implementation of Minnesota Statutes, sections 144.7051 to 144.7059.

By October 1, 2024, the Impact Evaluation Unit must begin collecting baseline data. By

June 30, 2027, the Impact Evaluation Unit must submit to the commissioner of health a

public initial report on the status of the evaluation project and any preliminary results.

Sec. 23. DIRECTION TO COMMISSIONER OF HUMAN SERVICES.

The commissioner of human services must define as a direct educational expense the

reasonable child care costs incurred by a nursing facility employee scholarship recipient

while the recipient is receiving a wage from the scholarship sponsoring facility, provided

the scholarship recipient is making reasonable progress, as defined by the commissioner,

toward the educational goal for which the scholarship was granted.

Sec. 24. INITIAL IMPLEMENTATION OF THE KEEPING NURSES AT THE

BEDSIDE ACT.

(a) By October 1, 2024, each hospital must establish and convene a hospital nurse staffing

committee as described under Minnesota Statutes, section 144.7053, and a hospital nurse

workload committee as described under Minnesota Statutes, section 144.7054.

(b) By October 1, 2025, each hospital must implement core staffing plans developed by

its hospital nurse staffing committee and satisfy the plan posting requirements under

Minnesota Statutes, section 144.7056.
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(c) By October 1, 2025, each hospital must submit to the commissioner of health core

staffing plans meeting the requirements of Minnesota Statutes, section 144.7055.

(d) By October 1, 2025, the commissioner of health must develop a standard concern

for safe staffing form and provide an electronic means of submitting the form to the relevant

hospital nurse staffing committee. The commissioner must base the form on the existing

concern for safe staffing form maintained by the Minnesota Nurses' Association.

(e) By January 1, 2026, the commissioner of health must provide electronic access to

the uniform format or standard form for nurse staffing reporting described under Minnesota

Statutes, section 144.7057, subdivision 4.

Sec. 25. REVISOR INSTRUCTION.

In Minnesota Statutes, section 144.7055, the revisor shall renumber paragraphs (b) to

(e) alphabetically as individual subdivisions under Minnesota Statutes, section 144.7051.

The revisor shall make any necessary changes to sentence structure for this renumbering

while preserving the meaning of the text. The revisor shall also make necessary

cross-reference changes in Minnesota Statutes and Minnesota Rules consistent with the

renumbering.

ARTICLE 4
DEPARTMENT OF HEALTH

Section 1. Minnesota Statutes 2022, section 13.10, subdivision 5, is amended to read:

Subd. 5. Adoption records. Notwithstanding any provision of this or any other chapter,
adoption records shall be treated as provided in sections 259.53,259.61,259.79, and 259.83
to 25989 259.88.

EFFECTIVE DATE. This section is effective July 1, 2024.

Sec. 2. Minnesota Statutes 2022, section 13.465, subdivision 8, is amended to read:

Subd. 8. Adoption records. Various adoption records are classified under section 259.53,
subdivision 1. Access to the original birth record of a person who has been adopted is

governed by section 259-89 144.2252.

EFFECTIVE DATE. This section is effective July 1, 2024.
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Sec. 3. Minnesota Statutes 2022, section 16A.151, subdivision 2, is amended to read:

Subd. 2. Exceptions. (a) If a state official litigates or settles a matter on behalf of specific
injured persons or entities, this section does not prohibit distribution of money to the specific
injured persons or entities on whose behalf the litigation or settlement efforts were initiated.
If money recovered on behalf of injured persons or entities cannot reasonably be distributed
to those persons or entities because they cannot readily be located or identified or because
the cost of distributing the money would outweigh the benefit to the persons or entities, the

money must be paid into the general fund.

(b) Money recovered on behalf of a fund in the state treasury other than the general fund

may be deposited in that fund.

(c) This section does not prohibit a state official from distributing money to a person or
entity other than the state in litigation or potential litigation in which the state is a defendant

or potential defendant.

(d) State agencies may accept funds as directed by a federal court for any restitution or
monetary penalty under United States Code, title 18, section 3663(a)(3), or United States
Code, title 18, section 3663A(a)(3). Funds received must be deposited in a special revenue
account and are appropriated to the commissioner of the agency for the purpose as directed

by the federal court.

(e) Tobacco settlement revenues as defined in section 16A.98, subdivision 1, paragraph

(t), may be deposited as provided in section 16A.98, subdivision 12.

(f) Any money received by the state resulting from a settlement agreement or an assurance
of discontinuance entered into by the attorney general of the state, or a court order in litigation
brought by the attorney general of the state, on behalf of the state or a state agency, related
to alleged violations of consumer fraud laws in the marketing, sale, or distribution of opioids
in this state or other alleged illegal actions that contributed to the excessive use of opioids,
must be deposited in the settlement account established in the opiate epidemic response
fund under section 256.043, subdivision 1. This paragraph does not apply to attorney fees
and costs awarded to the state or the Attorney General's Office, to contract attorneys hired

by the state or Attorney General's Office, or to other state agency attorneys.

(g) Notwithstanding paragraph (f), if money is received from a settlement agreement or
an assurance of discontinuance entered into by the attorney general of the state or a court
order in litigation brought by the attorney general of the state on behalf of the state or a state
agency against a consulting firm working for an opioid manufacturer or opioid wholesale

drug distributor, the commissioner shall deposit any money received into the settlement
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account established within the opiate epidemic response fund under section 256.042,

subdivision 1. Notwithstanding section 256.043, subdivision 3a, paragraph (a), any amount
deposited into the settlement account in accordance with this paragraph shall be appropriated
to the commissioner of human services to award as grants as specified by the opiate epidemic

response advisory council in accordance with section 256.043, subdivision 3a, paragraph
(d).

(h) Any money received by the state resulting from a settlement agreement or an assurance

of discontinuance entered into by the attorney general of the state, or a court order in litigation

brought by the attorney general of the state on behalf of the state or a state agency related

to alleged violations of consumer fraud laws in the marketing, sale, or distribution of

electronic nicotine delivery systems in this state or other alleged illegal actions that

contributed to the exacerbation of youth nicotine use, must be deposited in the tobacco use

prevention account under section 144.398. This paragraph does not apply to: (1) attorney

fees and costs awarded or paid to the state or the Attorney General's Office; (2) contract

attorneys hired by the state or Attorney General's Office; or (3) other state agency attorneys.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 4. Minnesota Statutes 2022, section 1031.005, subdivision 17a, is amended to read:

Subd. 17a. Fempeorary-bering Submerged closed-loop heat exchanger. “Femperary
bering" "Submerged closed-loop heat exchanger" means an-exeavation-thatis1+5-feet-or

resistanee utilizes the convective flow of groundwater as the primary medium of heat

exchange;

(3) measure-groundwaterlevelsineludinguse-ef-aptezometer contains potable water

as the heat transfer fluid; and

(4) determine-groundwaterflow-direetion-or-veleeity is operated using nonconsumptive

recirculation.

A submerged closed-loop heat exchanger also includes submersible pumps, a heat exchanger

device, piping, and other necessary appurtenances.
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153.1 EFFECTIVE DATE. This section is effective the day following final enactment.

153.2 Sec. 5. Minnesota Statutes 2022, section 1031.005, i1s amended by adding a subdivision

1533 to read:

153.4 Subd. 17b. Temporary boring. "Temporary boring" means an excavation that is 15

153.5  feet or more in depth; is sealed within 72 hours of the time of construction; and is drilled,

153.6  cored, washed, driven, dug, jetted, or otherwise constructed to:

153.7 (1) conduct physical, chemical, or biological testing of groundwater, including

153.8  groundwater quality monitoring;

153.9 (2) monitor or measure physical, chemical, radiological, or biological parameters of

153.10 earth materials or earth fluids, including hydraulic conductivity, bearing capacity, or

153.11 resistance;

153.12 (3) measure groundwater levels, including use of a piezometer; and

153.13 (4) determine groundwater flow direction or velocity.

153.14 EFFECTIVE DATE. This section is effective the day following final enactment.

153.15  Sec. 6. Minnesota Statutes 2022, section 1031.005, subdivision 20a, is amended to read:

153.16 Subd. 20a. Water supply well. "Water supply well" means a well that is not a dewatering

153.17 well or environmental well and includes wells used:

153.18 (1) for potable water supply;

153.19 (2) for irrigation;

153.20 (3) for agricultural, commercial, or industrial water supply;

153.21 (4) for heating or cooling; and

153.22 (5) for containing a submerged closed-loop heat exchanger; and

153.23 (6) for testing water yield for irrigation, commercial or industrial uses, residential supply,

153.24 or public water supply.

153.25 EFFECTIVE DATE. This section is effective the day following final enactment.

15326  Sec. 7. Minnesota Statutes 2022, section 1031.208, subdivision 2, is amended to read:
153.27 Subd. 2. Permit fee. The permit fee to be paid by a property owner is:

153.28 (1) for a water supply well that is not in use under a maintenance permit, $175 annually;
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(2) for an environmental well that is unsealed under a maintenance permit, $175 annually
except no fee is required for an environmental well owned by a federal agency, state agency,
or local unit of government that is unsealed under a maintenance permit. "Local unit of
government" means a statutory or home rule charter city, town, county, or soil and water
conservation district, watershed district, an organization formed for the joint exercise of
powers under section 471.59, a community health board, or other special purpose district

or authority with local jurisdiction in water and related land resources management;

(3) for environmental wells that are unsealed under a maintenance permit, $175 annually

per site regardless of the number of environmental wells located on site;

(4) for a groundwater thermal exchange device, in addition to the notification fee for

water supply wells, $275, which includes the state core function fee;

(5) for a bored geothermal heat exchanger with less than ten tons of heating/cooling

capacity, $275;

(6) for a bored geothermal heat exchanger with ten to 50 tons of heating/cooling capacity,

$515;

(7) for a bored geothermal heat exchanger with greater than 50 tons of heating/cooling

capacity, $740;

(8) for a dewatering well that is unsealed under a maintenance permit, $175 annually
for each dewatering well, except a dewatering project comprising more than five dewatering
wells shall be issued a single permit for $875 annually for dewatering wells recorded on

the permit; and
(9) for an elevator boring, $275 for each boring; and

(10) for a submerged closed loop heat exchanger, in addition to the notification fee for

water supply wells, $275, which includes the state core function fee.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 8. [1031.209] SUBMERGED CLOSED LOOP HEAT EXCHANGER SYSTEM;
REQUIREMENTS.

Subdivision 1. Permit required. After the effective date of this act, a person must not

install a submerged closed loop heat exchanger in a water supply well without a permit

granted by the commissioner as provided in section 1031.210. A submerged closed loop

heat exchanger system approved by a variance granted by the commissioner prior to the
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effective date of this act may continue to operate without obtaining a permit under this

section or section 1031.210.

Subd. 2. Setbacks. A water supply well containing a submerged closed-loop heat

exchanger that is used for the sole purpose of heating and cooling and does not remove

water from an aquifer is exempt from the isolation distance requirements of Minnesota

Rules, part 4725.4450, or a successor rule on the same topic, and in no instance will the

setback distance be greater than ten feet. A water supply well that does not comply with the

isolation distance requirements of Minnesota Rules, part 4725.4450, must not be used for

any other water supply well purpose.

Subd. 3. Construction. (a) A water supply well constructed to house a submerged closed

loop heat exchanger must be constructed by a licensed well contractor, and the submerged

closed loop heat exchanger must be installed by a licensed well contractor.

(b) The screened interval of a water supply well constructed to contain a submerged

closed loop heat exchanger completed within a single aquifer may be designed and

constructed using any combination of screen, casing, leader, riser, sump, or other piping

combinations, so long as the screen configuration does not interconnect aquifers.

(c) A water supply well used for a submerged closed loop heat exchanger must comply

with the requirements of chapter 1031 and Minnesota Rules, chapter 4725.

Subd. 4. Heat transfer fluid. Water used as heat transfer fluid must be sourced from a

potable supply. The heat transfer fluid may be amended with additives to inhibit corrosion

or microbial activity. Any additive used must be ANSI/NSF-60 certified.

EFFECTIVE DATE. This section is effective the day following final enactment.

Sec. 9. [1031.210] SUBMERGED CLOSED LOOP HEAT EXCHANGER SYSTEM;
PERMITS.

Subdivision 1. Definition. For purposes of this section, "permit holder" means persons

who receive a permit under this section and includes the property owner and licensed well

contractor.

Subd. 2. Permit; limitations. (a) The commissioner must issue a permit for the

installation of a submerged closed loop heat exchanger system as provided in this section.

The property owner or the property owner's agent must submit to the commissioner a permit

application on a form provided by the commissioner, or in a format approved by the

commissioner. The application must be legible and must contain:
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(1) the name, license number, and signature of the well contractor installing the closed

loop heat exchangers;

(2) the name, address, and signature of the owner of the property on which the device

will be installed;

(3) the township number, range number, section, and one quartile, and the property street

address if assigned, of the proposed device location;

(4) a description of existing wells to be utilized or any wells proposed to be constructed

including, the unique well numbers, locations, well depth, diameters of bore holes and

casing, depth of casing, grouting methods and materials, and dates of construction;

(5) the specifications for piping including the materials to be used for piping, the closed

loop water treatment protocol, and the provisions for pressure testing the system; and

(6) a diagram of the proposed system.

(b) The fees collected under this subdivision must be deposited in the state government

special revenue fund.

(c) Permit holders must allow for the inspection of the submerged closed loop heat

exchanger system by the commissioner during working hours.

(d) If a permit application contains all of the information required in paragraph (a) and

for which the technical specifications are consistent with the requirements of paragraph (a),

the commissioner may only deny the permit if the commissioner determines that the proposed

submerged closed loop heat exchanger system creates a new material risk to human health

and the environment by adversely affecting the migration of an existing groundwater

contamination plume.

(e) Within 30 days of submission of a complete permit application, the commissioner

must either issue the permit or notify the applicant that the commissioner has determined

that the proposed submerged closed loop heat exchanger system may create a material risk

to human health and the environment by adversely affecting the migration of an existing

groundwater plume. If the commissioner determines the system may create a material risk,

the commissioner must make a final determination as to whether the proposed system poses

such material risk within 30 days after initial notice is provided to the applicant. The

commissioner may extend this 30-day period with the consent of the applicant. An application

is deemed to have been granted if the commissioner fails to notify the applicant that the

commissioner has determined that the proposed submerged closed loop heat exchanger

system may create a material risk to human health and the environment by adversely affecting
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the migration of an existing groundwater within 30 days of submission of a complete

application or if the commissioner fails to make a final determination regarding such potential

material risks within 30 days after notifying the applicant.

(f) The commissioner must not limit the number of permits available or the size of

systems. A project may consist of more than one submerged closed loop heat exchanger.

Installing a submerged closed loop heat exchanger must not be subject to additional review

or requirements with regards to the construction of a water supply well, beyond the

requirements promulgated in chapter 1031, and Minnesota Rules, chapter 4725. A variance

is not required to install or operate a submerged closed loop heat exchanger.

(g) Permit holders must comply with this chapter, and Minnesota Rules, chapter 4725.

(h) A permit holder must inform the Minnesota duty officer of the failure or leak of a

submerged closed loop heat exchanger.

Subd. 3. Permit conditions. Permit holders must construct, install, operate, maintain,

and report on the submerged closed loop heat exchanger system to comply with permit

conditions identified by the commissioner, which will address:

(1) notification to the commissioner at intervals specified in the permit conditions;

(2) material and design specifications and standards;

(3) heat exchange fluid requirements;

(4) signage requirements;

(5) backflow prevention requirements;

(6) pressure tests of the system;

(7) documentation of the system construction;

(8) requirements for maintenance and repair of the system,;

(9) removal of the system upon termination of use or failure;

(10) disclosure of the system at the time of property transfer; and

(11) requirement to obtain approval from the commissioner prior to deviation of the

approved plans and conditions of the permit.

EFFECTIVE DATE. This section is effective the day following final enactment.
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Sec. 10. Minnesota Statutes 2022, section 121A.335, subdivision 3, is amended to read:

Subd. 3. Frequency of testing. {a) The plan under subdivision 2 must include a testing
schedule for every building serving prekindergarten through grade 12 students. The schedule
must require that each building be tested at least once every five years. A school district or

charter school must begin testing school buildings by July 1, 2018, and complete testing of

all buildings that serve students within five years.

Sec. 11. Minnesota Statutes 2022, section 121A.335, subdivision 5, is amended to read:

Subd. 5. Reporting. (a) A school district or charter school that has tested its buildings
for the presence of lead shall make the results of the testing available to the public for review
and must directly notify parents annually of the availability of the information. School

districts and charter schools must follow the actions outlined in guidance from the

commissioners of health and education. H-atest-cendueted-undersubdivision3;paragraph

(b) Results of testing, and any planned remediation steps, shall be made available within

30 days of receiving results.

(c) A school district or charter school that has tested for lead in drinking water shall

report the results of testing, and any planned remediation steps to the school board at the

next available school board meeting or within 30 days of receiving results, whichever is

SOONCT.

(d) The school district or charter school shall maintain records of lead testing in drinking

water records electronically or by paper copy for at least 15 years.
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(e) Beginning July 1, 2024, school districts and charter schools must report their test

results and remediation activities to the commissioner of health annually on or before July

1 of each year.

Sec. 12. Minnesota Statutes 2022, section 121A.335, is amended by adding a subdivision

to read:

Subd. 6. Remediation. (a) A school district or charter school that finds lead above five

parts per billion at a specific location providing cooking or drinking water within a facility

must formulate, make publicly available, and implement a plan to remediate the lead in

drinking water. The plan must be consistent with established guidelines and recommendations

to ensure exposure to lead is remediated.

(b) When lead is found above five parts per billion the water fixture shall immediately

be shut off or made unavailable for consumption until the hazard has been minimized as

verified by a test.

(c) If the school district or charter school receives water from a public water supply that

has an action level exceedance of the federal Lead and Copper Rule, it may delay remediation

activities until the public water system meets state and federal requirements for the Lead

and Copper Rule. If the school district or charter school receives water from a lead service

line or other lead infrastructure owned by the public water supply, the school district may

delay remediation of fixtures until the lead service line is fully replaced. The school must

ensure that any fixture testing above five parts per billion is not used for consumption until

remediation activities are complete.

Sec. 13. Minnesota Statutes 2022, section 144.05, is amended by adding a subdivision to

read:

Subd. 8. Grant program reporting. The commissioner must submit a report to the

chairs and ranking minority members of the legislative committees with jurisdiction over

health by December 31, 2023, and by each December 31 thereafter on the following

information:

(1) the number of grant programs administered by the commissioner that required a

full-time equivalent staff appropriation or administrative appropriation in order to implement;

(2) the total amount of funds appropriated to the commissioner for full-time equivalent

staff or administration for all the grant programs; and

(3) for each grant program administered by the commissioner:
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(1) the amount of funds appropriated to the commissioner for full-time equivalent staff

or administration to administer that particular grant program;

(i1) the actual amount of funds that were spent on full-time equivalent staff or

administration to administer that particular grant program; and

(111) if there were funds appropriated that were not spent on full-time equivalent staff or

administration to administer that particular grant program, what the funds were actually

spent on.

Sec. 14. [144.0526] MINNESOTA ONE HEALTH ANTIMICROBIAL
STEWARDSHIP COLLABORATIVE.

Subdivision 1. Establishment. The commissioner of health shall establish the Minnesota

One Health Antimicrobial Stewardship Collaborative. The director shall serve in the

unclassified service. The commissioner shall appoint a director to execute operations,

conduct health education, and provide technical assistance.

Subd. 2. Commissioner's duties. The commissioner of health shall oversee a program

to:

(1) maintain the position of director of One Health Antimicrobial Stewardship to lead

state antimicrobial stewardship initiatives across human, animal, and environmental health;

(2) communicate to professionals and the public the interconnectedness of human, animal,

and environmental health, especially related to preserving the efficacy of antibiotic

medications, which are a shared resource;

(3) leverage new and existing partnerships. The commissioner of health shall consult

and collaborate with organizations and agencies in fields including but not limited to health

care, veterinary medicine, animal agriculture, academic institutions, and industry and

community organizations to inform strategies for education, practice improvement, and

research in all settings where antimicrobials are used,

(4) ensure that veterinary settings have education and strategies needed to practice

appropriate antibiotic prescribing, implement clinical antimicrobial stewardship programs,

and prevent transmission of antimicrobial-resistant microbes; and

(5) support collaborative research and programmatic initiatives to improve the

understanding of the impact of antimicrobial use and resistance in the natural environment.

Subd. 3. Annual report. The commissioner of health shall report annually by January

15 to the chairs and ranking minority members of the legislative committees with primary
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jurisdiction over health policy and finance on the work accomplished by the commissioner

and the collaborative research in the previous year and describe goals for the following year.

Sec. 15.[144.0701] SPECIAL GUERILLA UNIT VETERANS GRANT PROGRAM.

Subdivision 1. Establishment. The commissioner of health must establish a grant

program to offer culturally specific and specialized assistance to support the health and

well-being of special guerilla unit veterans.

Subd. 2. Eligible applicants. To be eligible for a grant under this section, applicants

must be a nonprofit organization or a nongovernmental organization that offers culturally

specific and specialized assistance to support the health and well-being of special guerilla

unit veterans.

Subd. 3. Application. An organization seeking a grant under this section must apply to

the commissioner at a time and in a manner specified by the commissioner.

Subd. 4. Grant activities. Grant funds must be used to offer programming and culturally

specific and specialized assistance to support the health and well-being of special guerilla

unit veterans.

Sec. 16. [144.0752] CULTURAL COMMUNICATIONS.

Subdivision 1. Establishment. The commissioner of health shall establish:

(1) a cultural communications program that advances culturally and linguistically

appropriate communication services for communities most impacted by health disparities

which includes limited English proficient (LEP) populations, African American, LGBTQ+,

and people with disabilities; and

(2) a position that works with department leadership and division to ensure that the

department follows the National Standards for Culturally and Linguistically Appropriate
Services (CLAS) Standards.

Subd. 2. Commissioner's duties. The commissioner of health shall oversee a program

to:

(1) align the department services, policies, procedures, and governance with the National

CLAS Standards and establish culturally and linguistically appropriate goals, policies, and

management accountability and apply them throughout the organization's planning and

operations;
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(2) ensure the department services respond to the cultural and linguistic diversity of

Minnesotans and that the department partners with the community to design, implement,

and evaluate policies, practices, and services that are aligned with the national cultural and

linguistic appropriateness standard; and

(3) ensure the department leadership, workforce, and partners embed culturally and

linguistically appropriate policies and practices into leadership and public health program

planning, intervention, evaluation, and dissemination.

Subd. 3. Eligible contractors. Organizations eligible to receive contract funding under

this section include:

(1) master contractors that are selected through the state to provide language and

communication services; and

(2) organizations that are able to provide services for languages that master contracts

are unable to cover.

Sec. 17. [144.0754] OFFICE OF AFRICAN AMERICAN HEALTH; DUTIES.

(a) The commissioner shall establish the Office of African American Health to address

the unique public health needs of African American Minnesotans. The office must work to

develop solutions and systems to address identified health disparities of African American

Minnesotans arising from a context of cumulative and historical discrimination and

disadvantages in multiple systems, including but not limited to housing, education,

employment, gun violence, incarceration, environmental factors, and health care

discrimination. The office shall:

(1) convene the African American Health State Advisory Council under section 144.0755

to advise the commissioner on issues and to develop specific, targeted policy solutions to

improve the health of African American Minnesotans, with a focus on United States born

African Americans;

(2) based upon input from and collaboration with the African American Health State

Advisory Council, health indicators, and identified disparities, conduct analysis and develop

policy and program recommendations and solutions targeted at improving African American

health outcomes;

(3) coordinate and conduct community engagement across multiple systems, sectors,

and communities to address racial disparities in labor force participation, educational

achievement, and involvement with the criminal justice system that impact African American

health and well-being;
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(4) conduct data analysis and research to support policy goals and solutions;

(5) award and administer African American health special emphasis grants to health and

community-based organizations to plan and develop programs targeted at improving African

American health outcomes, based upon needs identified by the council, health indicators,

and identified disparities and addressing historical trauma and systems of United States

born African American Minnesotans; and

(6) develop and administer Department of Health immersion experiences for students

in secondary education and community colleges to improve diversity of the public health

workforce and introduce career pathways that contribute to reducing health disparities.

(b) The commissioner of health shall report annually by January 15 to the chairs and

ranking minority members of the legislative committees with primary jurisdiction over

health policy and finance on the work accomplished by the Office of African American

Health during the previous year and describe goals for the following year.

Sec. 18. [144.0755] AFRICAN AMERICAN HEALTH STATE ADVISORY
COUNCIL.

Subdivision 1. Members. (a) The African American Health State Advisory Council

shall include no fewer than 12 or more than 20 members from any of the following groups:

(1) representatives of community-based organizations serving or advocating for African

American citizens;

(2) at-large community leaders or elders, as nominated by other council members;

(3) African American individuals who provide and receive health care services;

(4) African American secondary or college students;

(5) health or human service professionals serving African American communities or

clients;

(6) representatives with research or academic expertise in racial equity; and

(7) other members that the commissioner deems appropriate to facilitate the goals and

duties of the council.

(b) The commissioner shall make recommendations for council membership and, after

considering recommendations from the council, shall appoint a chair or chairs of the council.

Council members shall be appointed by the governor.
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Subd. 2. Terms. A term shall be for two years and appointees may be reappointed to

serve two additional terms. The commissioner shall recommend appointments to replace

members vacating their positions in a timely manner, no more than three months after the

council reviews panel recommendations.

Subd. 3. Duties of commissioner. The commissioner or commissioner's designee shall:

(1) maintain and actively engage with the council established in this section;

(2) based on recommendations of the council, review identified department or other

related policies or practices that maintain health inequities and disparities that particularly

affect African Americans in Minnesota;

(3) in partnership with the council, recommend or implement action plans and resources

necessary to address identified disparities and advance African American health equity;

(4) support interagency collaboration to advance African American health equity; and

(5) support member participation in the council, including participation in educational

and community engagement events across Minnesota that specifically address African

American health equity.

Subd. 4. Duties of council. The council shall:

(1) identify health disparities found in African American communities and contributing

factors;

(2) recommend to the commissioner for review any statutes, rules, or administrative

policies or practices that would address African American health disparities;

(3) recommend policies and strategies to the commissioner of health to address disparities

specifically affecting African American health;

(4) form work groups of council members who are persons who provide and receive

services and representatives of advocacy groups;

(5) provide the work groups with clear guidelines, standardized parameters, and tasks

for the work groups to accomplish; and

(6) annually submit to the commissioner and to the chairs and ranking minority members

of the legislative committees with primary jurisdiction over health policy and finance a

report that summarizes the activities of the council, identifies disparities specially affecting

the health of African American Minnesotans, and makes recommendations to address

identified disparities.
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Subd. 5. Duties of council members. The members of the council shall:

(1) attend scheduled meetings with no more than three absences per year, participate in

scheduled meetings, and prepare for meetings by reviewing meeting notes;

(2) maintain open communication channels with respective constituencies;

(3) identify and communicate issues and risks that may impact the timely completion

of tasks;

(4) participate in any activities the council or commissioner deems appropriate and

necessary to facilitate the goals and duties of the council; and

(5) participate in work groups to carry out council duties.

Subd. 6. Staffing; office space; equipment. The commissioner shall provide the advisory

council with staff support, office space, and access to office equipment and services.

Subd. 7. Reimbursement. Compensation or reimbursement for travel and expenses, or

both, incurred for council activities is governed in accordance with section 15.059,

subdivision 3.

Sec. 19.[144.0756] AFRICAN AMERICAN HEALTH SPECIAL EMPHASIS GRANT
PROGRAM.

Subdivision 1. Establishment. The commissioner of health shall establish the African

American health special emphasis grant program administered by the Office of African

American Health. The purposes of the program are to:

(1) identify disparities impacting African American health arising from cumulative and

historical discrimination and disadvantages in multiple systems, including but not limited

to housing, education, employment, gun violence, incarceration, environmental factors, and

health care discrimination; and

(2) develop community-based solutions that incorporate a multisector approach to

addressing identified disparities impacting African American health.

Subd. 2. Requests for proposals; accountability; data collection. As directed by the

commissioner of health, the Office of African American Health shall:

(1) develop a request for proposals for an African American health special emphasis

grant program in consultation with community stakeholders;

(2) provide outreach, technical assistance, and program development guidance to potential

qualifying organizations or entities;
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(3) review responses to requests for proposals in consultation with community

stakeholders and award grants under this section;

(4) establish a transparent and objective accountability process in consultation with

community stakeholders, focused on outcomes that grantees agree to achieve;

(5) provide grantees with access to summary and other public data to assist grantees in

establishing and implementing effective community-led solutions; and

(6) collect and maintain data on outcomes reported by grantees.

Subd. 3. Eligible grantees. Organizations eligible to receive grant funding under this

section include nonprofit organizations or entities that work with African American

communities or are focused on addressing disparities impacting the health of African

American communities.

Subd. 4. Strategic consideration and priority of proposals; grant awards. In

developing the requests for proposals and awarding the grants, the commissioner and the

Office of African American Health shall consider building upon the existing capacity of

communities and on developing capacity where it is lacking. Proposals shall focus on

addressing health equity issues specific to United States born African American communities;

addressing the health impact of historical trauma; and reducing health disparities experienced

by United States born African American communities; and incorporating a multisector

approach to addressing identified disparities.

Subd. 5. Report. Grantees must report grant program outcomes to the commissioner on

the forms and according to timelines established by the commissioner.

Sec. 20. [144.0757] OFFICE OF AMERICAN INDIAN HEALTH.

Subdivision 1. Duties. The Office of American Indian Health is established to address

unique public health needs of American Indian Tribal communities in Minnesota. The office

shall:

(1) coordinate with Minnesota's Tribal Nations and urban American Indian

community-based organizations to identify underlying causes of health disparities, address

unique health needs of Minnesota's Tribal communities, and develop public health approaches

to achieve health equity;

(2) strengthen capacity of American Indian and community-based organizations and

Tribal Nations to address identified health disparities and needs;

Article 4 Sec. 20. 166



167.1

167.2

167.3

167.4

167.5

167.6

167.7

167.8

167.9

167.10

167.11

167.12

167.13

167.14

167.15

167.16

167.17

167.18

167.19

167.20

167.21

167.22

167.23

167.24

167.25

167.26

167.27

167.28

167.29

167.30

167.31

SF2995 REVISOR DTT S2995-2 2nd Engrossment

(3) administer state and federal grant funding opportunities targeted to improve the

health of American Indians;

(4) provide overall leadership for targeted development of holistic health and wellness

strategies to improve health and to support Tribal and urban American Indian public health

leadership and self-sufficiency;

(5) provide technical assistance to Tribal and American Indian urban community leaders

to develop culturally appropriate activities to address public health emergencies;

(6) develop and administer the department immersion experiences for American Indian

students in secondary education and community colleges to improve diversity of the public

health workforce and introduce career pathways that contribute to reducing health disparities;

and

(7) 1dentify and promote workforce development strategies for Department of Health

staff to work with the American Indian population and Tribal Nations more effectively in

Minnesota.

Subd. 2. Grants and contracts. To carry out these duties, the office may contract with

or provide grants to qualifying entities.

Subd. 3. Reporting. The person appointed to head the Office of American Indian Health

must report annually by January 15 to the chairs and ranking minority members of the

legislative committees with primary jurisdiction over health policy and finance on the work

of the office during the previous year and the goals for the office for the following year.

Sec. 21. [144.0758] AMERICAN INDIAN SPECIAL EMPHASIS GRANTS.

Subdivision 1. Establishment. The commissioner of health shall establish the American

Indian health special emphasis grant program. The purposes of the program are to:

(1) plan and develop programs targeted to address continuing and persistent health

disparities of Minnesota's American Indian population and improve American Indian health

outcomes based upon needs identified by health indicators and identified disparities;

(2) identify disparities in American Indian health arising from cumulative and historical

discrimination; and

(3) plan and develop community-based solutions with a multisector approach to

addressing identified disparities in American Indian health.

Subd. 2. Commissioner's duties. The commissioner of health shall;
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(1) develop a request for proposals for an American Indian special emphasis grant

program in consultation with Minnesota's Tribal Nations and urban American Indian

community-based organizations based upon needs identified by the community, health

indicators, and identified disparities;

(2) provide outreach, technical assistance, and program development guidance to potential

qualifying organizations or entities;

(3) review responses to requests for proposals in consultation with community

stakeholders and award grants under this section;

(4) establish a transparent and objective accountability process in consultation with

community stakeholders focused on outcomes that grantees agree to achieve;

(5) provide grantees with access to data to assist grantees in establishing and

implementing effective community-led solutions; and

(6) collect and maintain data on outcomes reported by grantees.

Subd. 3. Eligible grantees. Organizations eligible to receive grant funding under this

section are Minnesota's Tribal Nations and urban American Indian community-based

organizations.

Subd. 4. Strategic consideration and priority of proposals; grant awards. In

developing the proposals and awarding the grants, the commissioner shall consider building

upon the existing capacity of Minnesota's Tribal Nations and urban American Indian

community-based organizations and on developing capacity where it is lacking. Proposals

should focus on addressing health equity issues specific to Tribal and urban American Indian

communities; addressing the health impact of historical trauma; reducing health disparities

experienced by American Indian communities; and incorporating a multisector approach

to addressing identified disparities.

Subd. 5. Report. Grantees must report grant program outcomes to the commissioner on

the forms and according to the timelines established by the commissioner.

Sec. 22. [144.0759] PUBLIC HEALTH AMERICORPS.

The commissioner may award a grant to a statewide, nonprofit organization to support

Public Health AmeriCorps members. The organization awarded the grant shall provide the

commissioner with any information needed by the commissioner to evaluate the program

in the form and at the timelines specified by the commissioner.
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Sec. 23. Minnesota Statutes 2022, section 144.122, is amended to read:

144.122 LICENSE, PERMIT, AND SURVEY FEES.

(a) The state commissioner of health, by rule, may prescribe procedures and fees for
filing with the commissioner as prescribed by statute and for the issuance of original and
renewal permits, licenses, registrations, and certifications issued under authority of the
commissioner. The expiration dates of the various licenses, permits, registrations, and
certifications as prescribed by the rules shall be plainly marked thereon. Fees may include
application and examination fees and a penalty fee for renewal applications submitted after
the expiration date of the previously issued permit, license, registration, and certification.
The commissioner may also prescribe, by rule, reduced fees for permits, licenses,
registrations, and certifications when the application therefor is submitted during the last
three months of the permit, license, registration, or certification period. Fees proposed to
be prescribed in the rules shall be first approved by the Department of Management and
Budget. All fees proposed to be prescribed in rules shall be reasonable. The fees shall be
in an amount so that the total fees collected by the commissioner will, where practical,
approximate the cost to the commissioner in administering the program. All fees collected
shall be deposited in the state treasury and credited to the state government special revenue

fund unless otherwise specifically appropriated by law for specific purposes.

(b) The commissioner may charge a fee for voluntary certification of medical laboratories
and environmental laboratories, and for environmental and medical laboratory services
provided by the department, without complying with paragraph (a) or chapter 14. Fees
charged for environment and medical laboratory services provided by the department must

be approximately equal to the costs of providing the services.

(c) The commissioner may develop a schedule of fees for diagnostic evaluations
conducted at clinics held by the services for children with disabilities program. All receipts
generated by the program are annually appropriated to the commissioner for use in the

maternal and child health program.

(d) The commissioner shall set license fees for hospitals and nursing homes that are not

boarding care homes at the following levels:

Joint Commission on Accreditation of $7,655 plus $16 per bed
Healthcare Organizations (JCAHO) and
American Osteopathic Association (AOA)

hospitals
Non-JCAHO and non-AOA hospitals $5,280 plus $250 per bed
Nursing home $183 plus $91 per bed until June 30, 2018.

$183 plus $100 per bed between July 1, 2018,

Article 4 Sec. 23. 169



170.1

170.2

170.3

170.4

170.5

170.6

170.7

170.8

170.9

170.10

170.11

170.12

170.13

170.14

170.15

170.16

170.17

170.18

170.19

170.20

170.21

170.22

170.23

170.24

170.25

170.26

170.27

170.28

170.29

170.30
170.31
170.32

170.33

170.34

170.35

170.36

SF2995 REVISOR DTT

S2995-2 2nd Engrossment

and June 30, 2020. $183 plus $105 per bed
beginning July 1, 2020.

The commissioner shall set license fees for outpatient surgical centers, boarding care

homes, supervised living facilities, assisted living facilities, and assisted living facilities

with dementia care at the following levels:

Outpatient surgical centers $3,712
Boarding care homes $183 plus $91 per bed
Supervised living facilities $183 plus $91 per bed.

Assisted living facilities with dementia care $3,000 plus $100 per resident.

Assisted living facilities $2,000 plus $75 per resident.

Fees collected under this paragraph are nonrefundable. The fees are nonrefundable even if

received before July 1, 2017, for licenses or registrations being issued effective July 1, 2017,

or later.

(e) Unless prohibited by federal law, the commissioner of health shall charge applicants

the following fees to cover the cost of any initial certification surveys required to determine

a provider's eligibility to participate in the Medicare or Medicaid program:

Prospective payment surveys for hospitals
Swing bed surveys for nursing homes
Psychiatric hospitals

Rural health facilities

Portable x-ray providers

Home health agencies

Outpatient therapy agencies

End stage renal dialysis providers
Independent therapists

Comprehensive rehabilitation outpatient facilities
Hospice providers

Ambulatory surgical providers

Hospitals

Other provider categories or additional
resurveys required to complete initial
certification

900
1,200
1,400
1,100

500
1,800

800
2,100

800
1,200
1,700
1,800
4,200

R S -~ B - B - B~ = B - = S SR C AR -

Actual surveyor costs: average
surveyor cost X number of hours for
the survey process.

These fees shall be submitted at the time of the application for federal certification and

shall not be refunded. All fees collected after the date that the imposition of fees is not

prohibited by federal law shall be deposited in the state treasury and credited to the state

government special revenue fund.
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(f) Notwithstanding section 16A.1283, the commissioner may adjust the fees assessed
on assisted living facilities and assisted living facilities with dementia care under paragraph

(d), in a revenue-neutral manner in accordance with the requirements of this paragraph:

(1) a facility seeking to renew a license shall pay a renewal fee in an amount that is up
to ten percent lower than the applicable fee in paragraph (d) if residents who receive home
and community-based waiver services under chapter 256S and section 256B.49 comprise
more than 50 percent of the facility's capacity in the calendar year prior to the year in which

the renewal application is submitted; and

(2) a facility seeking to renew a license shall pay a renewal fee in an amount that is up
to ten percent higher than the applicable fee in paragraph (d) if residents who receive home
and community-based waiver services under chapter 256S and section 256B.49 comprise
less than 50 percent of the facility's capacity during the calendar year prior to the year in

which the renewal application is submitted.

The commissioner may annually adjust the percentages in clauses (1) and (2), to ensure this
paragraph is implemented in a revenue-neutral manner. The commissioner shall develop a
method for determining capacity thresholds in this paragraph in consultation with the

commissioner of human services and must coordinate the administration of this paragraph

with the commissioner of human services for purposes of verification.

(g) The commissioner shall charge hospitals an annual licensing base fee of $1,826 per

hospital, plus an additional $23 per licensed bed or bassinet fee. Revenue shall be deposited

to the state government special revenue fund and credited toward trauma hospital designations

under sections 144.605 and 144.6071.

Sec. 24.[144.1462] COMMUNITY HEALTH WORKERS; GRANTS AUTHORIZED.

Subdivision 1. Establishment. The commissioner of health shall support collaboration

and coordination between state and community partners to develop, refine, and expand the

community health workers profession in Minnesota; equip community health workers to

address health needs; and to improve health outcomes. This work must address the social

conditions that impact community health and well-being in public safety, social services,

youth and family services, schools, and neighborhood associations.

Subd. 2. Grants and contracts authorized; eligibility. The commissioner of health

shall award grants or enter into contracts to expand and strengthen the community health

worker workforce across Minnesota. The grant recipients or contractor shall include at least
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one not-for-profit community organization serving, convening, and supporting community

health workers statewide.

Subd. 3. Evaluation. The commissioner of health shall design, conduct, and evaluate

the community health worker initiative using measures such as workforce capacity,

employment opportunity, reach of services, and return on investment, as well as descriptive

measures of the existing community health worker models as they compare with the national

community health workers' landscape. These initial measures point to longer-term change

in social determinants of health and rates of death and injury by suicide, overdose, firearms,

alcohol, and chronic disease.

Subd. 4. Report. Grant recipients and contractors must report program outcomes to the

department annually and by the guidelines established by the commissioner.

Sec. 25. Minnesota Statutes 2022, section 144.218, subdivision 1, is amended to read:

Subdivision 1. Adoption. Upon receipt of a certified copy of an order, decree, or
certificate of adoption, the state registrar shall register a replacement vital record in the new
name of the adopted person. The original record of birth is eenfidential private data pursuant
to section 13.02, subdivision 3 12, and shall not be disclosed except pursuant to court order
or section 144.2252. The information contained on the original birth record, except for the
registration number, shall be provided on request to a parent who is named on the original
birth record. Upon the receipt of a certified copy of a court order of annulment of adoption

the state registrar shall restore the original vital record to its original place in the file.

EFFECTIVE DATE. This section is effective July 1, 2024.

Sec. 26. Minnesota Statutes 2022, section 144.218, subdivision 2, is amended to read:

Subd. 2. Adoption of foreign persons. In proceedings for the adoption of a person who
was born in a foreign country, the court, upon evidence presented by the commissioner of
human services from information secured at the port of entry or upon evidence from other
reliable sources, may make findings of fact as to the date and place of birth and parentage.
Upon receipt of certified copies of the court findings and the order or decree of adoption,
a certificate of adoption, or a certified copy of a decree issued under section 259.60, the
state registrar shall register a birth record in the new name of the adopted person. The
certified copies of the court findings and the order or decree of adoption, certificate of
adoption, or decree issued under section 259.60 are eenfidential private data, pursuant to

section 13.02, subdivision 3 12, and shall not be disclosed except pursuant to court order
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or section 144.2252. The birth record shall state the place of birth as specifically as possible

and that the vital record is not evidence of United States citizenship.

EFFECTIVE DATE. This section is effective July 1, 2024.

Sec. 27. Minnesota Statutes 2022, section 144.225, subdivision 2, is amended to read:

Subd. 2. Data about births. (a) Except as otherwise provided in this subdivision, data
pertaining to the birth of a child to a woman who was not married to the child's father when
the child was conceived nor when the child was born, including the original record of birth
and the certified vital record, are confidential data. At the time of the birth of a child to a
woman who was not married to the child's father when the child was conceived nor when
the child was born, the mother may designate demographic data pertaining to the birth as

public. Notwithstanding the designation of the data as confidential, it may be disclosed:
(1) to a parent or guardian of the child;

(2) to the child when the child is 16 years of age or older, except as provided in clause
3);

(3) to the child if the child is a homeless youth;

(4) under paragraph (b), (e), or (f); or

(5) pursuant to a court order. For purposes of this section, a subpoena does not constitute

a court order.

(b) Unless-the-ehtldis-adepted; Data pertaining to the birth of a child that are not

accessible to the public become public data if 100 years have elapsed since the birth of the
child who is the subject of the data, or as provided under section 13.10, whichever occurs

first.

(c) If a child is adopted, data pertaining to the child's birth are governed by the provisions
relating to adoption and birth records, including sections 13.10, subdivision 5; 144.218,

subdivision 1; and 144.2252;-and-259-89.

(d) The name and address of a mother under paragraph (a) and the child's date of birth
may be disclosed to the county social services, Tribal health department, or public health
member of a family services collaborative for purposes of providing services under section

124D.23.
(e) The commissioner of human services shall have access to birth records for:

(1) the purposes of administering medical assistance and the MinnesotaCare program,;
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(2) child support enforcement purposes; and
(3) other public health purposes as determined by the commissioner of health.

(f) Tribal child support programs shall have access to birth records for child support

enforcement purposes.

EFFECTIVE DATE. This section is effective July 1, 2024.

Sec. 28. Minnesota Statutes 2022, section 144.2252, is amended to read:

144.2252 ACCESS TO ORIGINAL BIRTH RECORD AFTER ADOPTION.

Subdivision 1. Definitions. (a) Whenever-an-adepted-personrequests-the state registrar

shall-aet-aceording to-seetton259-89: For purposes of this section, the following terms have

the meanings given.

(b) "Person related to the adopted person" means:

(1) the spouse, child, or grandchild of an adopted person, if the spouse, child, or

grandchild is at least 18 years of age; or

(2) the legal representative of an adopted person.

The definition under this paragraph only applies when the adopted person is deceased.

(c) "Original birth record" means a copy of the original birth record for a person who is

born in Minnesota and whose original birth record was sealed and replaced by a replacement

birth record after the state registrar received a certified copy of an order, decree, or certificate

of adoption.

Subd. 2. Release of original birth record. (a) The state registrar must provide to an

adopted person who is 18 years of age or older or a person related to the adopted person a

copy of the adopted person's original birth record and any evidence of the adoption previously

filed with the state registrar. To receive a copy of an original birth record under this

subdivision, the adopted person or person related to the adopted person must make the

request to the state registrar in writing. The copy of the original birth record must clearly

indicate that it may not be used for identification purposes. All procedures, fees, and waiting

periods applicable to a nonadopted person's request for a copy of a birth record apply in the

same manner as requests made under this section.
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(b) If a contact preference form is attached to the original birth record as authorized

under section 144.2253, the state registrar must provide a copy of the contact preference

form along with the copy of the adopted person's original birth record.

) (c) The state registrar shall provide a transcript of an adopted person's original birth
record to an authorized representative of a federally recognized American Indian Tribe for
the sole purpose of determining the adopted person's eligibility for enrollment or membership.
Information contained in the birth record may not be used to provide the adopted person
information about the person's birth parents, except as provided in this section or section

259.83.

(d) For a replacement birth record issued under section 144.218, the adopted person or

a person related to the adopted person may obtain from the state registrar copies of the order

or decree of adoption, certificate of adoption, or decree issued under section 259.60, as filed

with the state registrar.

Subd. 3. Adult adoptions. Notwithstanding section 144.218, a person adopted as an

adult may access the person's birth records that existed before the person's adult adoption.

Access to the existing birth records shall be the same access that was permitted prior to the

adult adoption.

EFFECTIVE DATE. This section is effective July 1, 2024.

Sec. 29. [144.2253] BIRTH PARENT CONTACT PREFERENCE FORM.

(a) The commissioner must make available to the public a contact preference form as

described in paragraph (b).

(b) The contact preference form must provide the following information to be completed

at the option of a birth parent:

(1) "I would like to be contacted."

(2) "I would prefer to be contacted only through an intermediary."

(3) "I prefer not to be contacted at this time. If [ decide later that I would like to be

contacted, I will submit an updated contact preference form to the Minnesota Department

of Health."

(c) If a birth parent of an adopted person submits a completed contact preference form

to the commissioner, the commissioner must:

(1) match the contact preference form to the adopted person's original birth record; and
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(2) attach the contact preference form to the original birth record as required under

section 144.2252.

(d) A contact preference form submitted to the commissioner under this section is private

data on an individual as defined in section 13.02, subdivision 12, except that the contact

preference form may be released as provided under section 144.2252, subdivision 2.

EFFECTIVE DATE. This section is effective August 1, 2023.

Sec. 30. [144.2254] PREVIOUSLY FILED CONSENTS TO DISCLOSURE AND

AFFIDAVITS OF NONDISCLOSURE.

(a) The commissioner must inform a person applying for an original birth record under

section 144.2252 of the existence of an unrevoked consent to disclosure or an affidavit of

nondisclosure on file with the department, including the name of the birth parent who filed

the consent or affidavit. If a birth parent authorized the release of the birth parent's address

on an unrevoked consent to disclosure, the commissioner shall provide the address to the

person who requests the original birth record.

(b) A birth parent's consent to disclosure or affidavit of nondisclosure filed with the

commissioner of health expires and has no force or effect beginning on June 30, 2024.

EFFECTIVE DATE. This section is effective July 1, 2024.

Sec. 31. Minnesota Statutes 2022, section 144.226, subdivision 3, is amended to read:

Subd. 3. Birth record surcharge. (a) In addition to any fee prescribed under subdivision
1, there shall be a nonrefundable surcharge of $3 for each certified birth or stillbirth record
and for a certification that the vital record cannot be found. The state registrar or local
issuance office shall forward this amount to the commissioner of management and budget

each month following the collection of the surcharge for deposit into the account for the

children's trust fund for the prevention of child abuse established under section 256E.22.
This surcharge shall not be charged under those circumstances in which no fee for a certified
birth or stillbirth record is permitted under subdivision 1, paragraph (b). Upon certification
by the commissioner of management and budget that the assets in that fund exceed

$20,000,000, this surcharge shall be discontinued.

(b) In addition to any fee prescribed under subdivision 1, there shall be a nonrefundable
surcharge of $10 for each certified birth record. The state registrar or local issuance office
shall forward this amount to the commissioner of management and budget each month

following the collection of the surcharge for deposit in the general fund.
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Sec. 32. Minnesota Statutes 2022, section 144.226, subdivision 4, is amended to read:

Subd. 4. Vital records surcharge. In addition to any fee prescribed under subdivision
1, there is a nonrefundable surcharge of $4 for each certified and noncertified birth, stillbirth,
or death record, and for a certification that the record cannot be found. The local issuance
office or state registrar shall forward this amount to the commissioner of management and

budget each month following the collection of the surcharge to be deposited into the state

government special revenue fund.

Sec. 33. [144.3832] PUBLIC WATER SYSTEM INFRASTRUCTURE

STRENGTHENING GRANTS.

Subdivision 1. Establishment; purpose. The commissioner of health shall establish a

grant program to ensure the uninterrupted delivery of safe water through emergency power

supplies and back-up wells, backflow prevention, water reuse, increased cybersecurity,

floodplain mapping, support for very small water system infrastructure, and piloting solar

farms in source water protection areas.

Subd. 2. Grants authorized. (a) The commissioner shall award grants for emergency

power supplies, back-up wells, and cross connection prevention programs through a request

for proposals process to public water systems. The commissioner shall give priority to small

and very small public water systems that serve populations of less than 3,300 and 500

respectively. The commissioner shall award matching grants to public water systems that

serve populations of less than 500 for infrastructure improvements supporting system

operations and resiliency.

(b) Grantees must address one or more areas of infrastructure strengthening with the

goals of:

(1) ensuring the uninterrupted delivery of safe and affordable water to their customers;

(2) anticipating and mitigating potential threats arising from climate change such as

flooding and drought;

(3) providing resiliency to maintain drinking water supply capacity in case of a loss of

ower;

(4) providing redundancy by having more than one source of water in case the main

source of water fails; or

(5) preventing contamination by cross connections through a self-sustaining cross

connection control program.
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Sec. 34. [144.3885] LABOR TRAFFICKING SERVICES GRANT PROGRAM.

Subdivision 1. Establishment. The commissioner of health must establish a labor

trafficking services grant program to provide comprehensive, trauma-informed, and culturally

specific services for victims of labor trafficking or labor exploitation.

Subd. 2. Eligibility; application. To be eligible for a grant under this section, applicants

must be a nonprofit organization or a nongovernmental organization serving victims of

labor trafficking or labor exploitation. An organization seeking a grant under this section

must apply to the commissioner at a time and in a manner specified by the commissioner.

The commissioner must review each application to determine if the application is complete,

the organization is eligible for a grant, and the proposed project is an allowable use of grant

funds. The commissioner must determine the grant amount awarded to applicants that the

commissioner determines will receive a grant.

Subd. 3. Reporting. (a) The grantee must submit a report to the commissioner in a

manner and on a timeline specified by the commissioner on how the grant funds were spent

and how many individuals were served.

(b) By January 15 of each year, the commissioner must submit a report to the chairs and

ranking minority members of the legislative committees with jurisdiction over health policy

and finance. The report must include the names of the grant recipients, how the grant funds

were spent, and how many individuals were served.

Sec. 35.[144.398] TOBACCO USE PREVENTION ACCOUNT; ESTABLISHMENT
AND USES.

Subdivision 1. Definitions. (a) As used in this section, the terms in this subdivision have

the meanings given.

(b) "Electronic delivery device" has the meaning given in section 609.685, subdivision

1, paragraph (¢).

(c) "Tobacco" has the meaning given in section 609.685, subdivision 1, paragraph (a).

(d) "Tobacco-related devices" has the meaning given in section 609.685, subdivision 1,

paragraph (b).

(e) "Nicotine delivery product" has the meaning given in section 609.6855, subdivision

1, paragraph (¢).

Subd. 2. Account created. A tobacco use prevention account is created in the special

revenue fund. Pursuant to section 16A.151, subdivision 2, paragraph (h), the commissioner
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of management and budget shall deposit into th