Ch. 233, Art. 4 LAWS of MINNESOTA for 1995 2120

sales and use tax return for the month in which the sale was made. No credit or
refund is given for the $20 fee originally paid.

A faesimile of the authorized aireraft eommereinl use permit 15 reproduced
&t part $136:0002;

Presented to the governor May 23, 1995

Signed by the governor May 25, 1995, 10:15 a.m.

CHAPTER 234—S.F.No. 845

An act relating to health; MinnesotaCare; expanding provisions of health care; estab-
lishing requirements for integrated service networks; modifying requirements for health plan
companies; repealing the regulated all-payer option; modifying universal coverage and insur-
ance reform provisions; revising the research and data initiatives; modifying eligibility for the
MinnesotaCare program; creating the prescription drug purchasing authority; establishing a
drug purchasing benefit program for senior citizens; extending the health care commission
and regional coordinating boards; making technical changes; providing penalties; appropriat-
ing money, amending Minnesota Statutes 1994, sections 13.99, by adding a subdivision;
16A4.724; 604.02, by adding a subdivision; 60B.02; 60B.03, subdivision 2; 60G.01, subdivi-
sions 2, 4, and 5; 62A.10, subdivisions 1 and 2; 624.65, subdivisions 5 and 8; 62D.02, subdi-
vision 8; 62D.042, subdivision 2; 62D.11, subdivision 1; 62D.181, subdivisions 2, 3, 6, and 9;
62E.05; 62E.141; 62H.04; 62H.08; 62J.017; 62J.04, subdivisions la and 3; 62J.05, subdivi-
sions 2 and 9; 62J.06; 62J.09, subdivisions 1, la, 2, 6, 8, and by adding a subdivision;
62J.152, subdivision 5; 62J.17, subdivisions 4a, 6a, and by adding a subdivision; 62J.212;
62J.37; 62J.38; 62J.40; 62J.41, subdivisions 1 and 2; 62J.48; 62J.54; 62J.55; 62J.58; 62L.02,
subdivisions 11, 16, 24, and 26; 62L.03, subdivisions 3, 4, and 5; 62L.09, subdivision I;
62L.12, subdivision 2; 62L.17, by adding a subdivision; 62L.18, subdivision 2; 62M.07;
62M.09, subdivision 5; 62M.10, by adding a subdivision; 62N.02, by adding subdivisions;
62N.04; 62N.10, by adding a subdivision; 62N.11, subdivision I; 62N.13; 62N. 14, subdivision
3; 62N.25, subdivision 2; 62P.05, subdivision 4, and by adding a subdivision; 62(Q.01, subdivi-
sions 2, 3, 4, and by adding subdivisions; 62Q.03, subdivisions 1, 6, 7, 8, 9, 10, and by adding
subdivisions; 620.07, subdivisions 1 and 2; 62Q.075, subdivision 4; 620Q.09, subdivision 3;
620.11, subdivision 2; 62Q.165; 62Q.17, subdivisions 2, 6, 8, and by adding a subdivision;
620.18; 62Q.19; 620.30; 62Q.32; 62Q.33, subdivisions 4 and 5; 62Q.41; 724.20, by adding
subdivisions; 724.201, by adding a subdivision; 1364.1353, subdivisions 3 and 5; 136A.1356,
subdivisions 3 and 4; 144.1464, subdivisions 2, 3, and 4; 144.147, subdivision 1; 144.1484,
subdivision 1; 144.1486, subdivision 4; 144.1487, subdivision I; 144.1488, subdivisions 1 and
4; 144.1489, subdivisions 1, 3, and 4; 144.1490; 144.1491, subdivision 2; 144.801, by adding
a subdivision; 144.804, subdivision 1; 145.414; 148B.32, subdivision 1; 151.48; 214.16, subdi-
visions 2 and 3; 256.9354, subdivisions 1, 4, 5, and by adding a subdivision; 256.9355, subdi-
vision 2; 256.9357, subdivisions 1, 2, and 3; 256.9358, subdivisions 3, 4, and by adding a
subdivision; 256.9363, subdivision 5; 256B.037, subdivisions 1, 3, 4, and by adding subdivi-
sions; 256B.04, by adding a subdivision; 256B.055, by adding a subdivision; 256B.057, by
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adding subdivisions; 256B.0625, subdivision 30; 256B.69, subdivisions 2 and 4; 270.101, sub-
division I; 295.50, subdivisions 3, 4, and 10a; 295.53, subdivisions 1, 3, and 4; 295.55, subdi-
vision 4; 295.57; and 295.582; Laws 1990, chapter 591, article 4, section 9; Laws 1993,
chapter 224, article 4, section 40; Laws 1993, First Special Session chapter 1, article 8, sec-
tion 30, subdivision 2; Laws 1994, chapter 625, article 5, sections 5, subdivision 1; 7; and 10,
subdivision 2; proposing coding for new law in Minnesota Statutes, chapters 16B; 62J; 62L;
62N; 62Q; 62R; 137; 144; 256; 256B; and 295; repealing Minnesota Statutes 1994, sections
62J.045; 62J.07, subdivision 4; 62J.09, subdivision la; 62J.152, subdivision 6; 62J.19; 62J.30;
62J.31; 621.32; 621.33; 62J.34; 621.35; 62J.41, subdivisions 3 and 4; 62J.44; 62J.45; 62J.65;
62L.08, subdivision 7a; 62N.34; 62P.01; 62P.02; 62P.03; 62P.07, 62P.09; 62P.11; 62P.13;
62P.15; 62P.17; 62P.19; 62P.21; G2P.23; 62P.25; 62P.27; 62P.29; 62P.31: 62P.33; 620.03,
subdivisions 2, 3, 4, 5, and 11; 62Q.18, subdivisions 2, 3, 4, 5, 6, 8, and 9; 62Q.21; 62Q.27;
144. 1488, subdivision 2; 148.236; and 256.9353, subdivisions 4 and 5; Laws 1993, chapter
247, article 1, sections 12, 13, 14, 15, 18, and 19; Minnesota Rules, part 4685.1700, subpari
1, item D.

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

ARTICLE 1
INTEGRATED SERVICE NETWORKS

Section 1. Minnesota Statutes 1994, section 60B.02, is amended to read:

60B.02 PERSONS COVERED.,

The proceedings authorized by sections 60B.01 to 60B.61 may be applied
to:

(1) All insurers who are doing, or have done, an insurance business in this
state, and against whom claims arising from that business may exist now or in
the future;

(2) All insurers who purport to do an insurance business in this state;
(3) All insurers who have insureds resident in this state;

(4) All other persons organized or in the process of organizing with the
intent to do an insurance business in this state; and

(5) All nonprofit service plan corporations incorporated or operating under
the nonprofit health service plan corporation act, any health plan incorporated
under chapter 317A, all fraternal benefit societies operating under chapter 64B,
except those associations enumerated in section 64B.38, ail assessment benefit
asseeciations eperating under ehapter 63; all township mutual or other companies
operating under chapter 67A, and all reciprocals or interinsurance exchanges |
operating under chapter 71A, and all integrated service networks operating |
under chapter 62N, |
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Sec. 2. Minnesota Statutes 1994, section 60B.03, subdivision 2, is amended
to read:

Subd. 2. COMMISSIONER. “Commissioner” means the commissioner of
commerce of the state of Minnesota and, in that commissioner’s absence or dis-
ability, a deputy or other person duly designated to act in that commissioner’s
place. In the context of rehabilitation or liquidation of a health maintenance
organization or integrated service network, “commissioner” means the commis-
sioner of health of the state of Minnesota and, in that commissioner’s absence or
disability, a deputy or other person duly designated to act in that commission-
er’s place. )

Sec. 3. Minnesota Statutes 1994, section 60G.01, subdivision 2, is amended
to read:

Subd. 2. COMMISSIONER. “Commissioner” means the commissioner of
commerce, except that “commissioner” means the commissioner of health for
administrative supervision of health maintenance organizations and integrated
service networks.

Sec. 4. Minnesota Statutes 1994, section 60G.01, subdivision 4, is amended
to read:

Subd. 4. DEPARTMENT. “Department” means the department of com-
merce, except that “department” means the department of health for administra-
tive supervision of health maintenance organizations and integrated service
networks.

Sec. 5. Minnesota Statutes 1994, section 60G.01, subdivision 5, is amended
to read:

Subd. 5. INSURER. “Insurer” means and includes every person engaged as
indemnitor, surety, or contractor in the business of entering into contracts of
insurance or of annuities as limited to:

(1) any insurer who is doing an insurer business, or has transacted insurance
in this state, and against whom claims arising from that transaction may exist
now or in the future;

(2) any fraternal benefit society which is subject to chapter 64B;
(3) nonprofit health service plan corporations subject to chapter 62C;

(4) cooperative life and casualty companies subject to sections 61A.39 to
61A.52; and

(5) health maintenance organizations regulated under chapter 62D; and

(6) integrated service networks regulated under chapter 62N.

Sec. 6. Minnesota Statutes 1994, section 62D.181, subdivision 2, is
amended to read:
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Subd. 2. ELIGIBLE INDIVIDUALS. An individual is eligible for alterna-
tive coverage under this section if:

(1) the individual had individual health coverage through a health mainte-
nance organization, integrated service network, or community integrated service
network, the coverage is no longer available due to the insolvency of the health
maintenance organization, integrated service network, or community integrated
service network, and the individual has not obtained alternative coverage; or

(2) the individual had group health coverage through a health maintenance
organization, integrated service network, or community integrated service net-
work, the coverage is no longer available due to the insolvency of the health
maintenance organization, integrated service network, or community integrated
service network, and the individual has not obtained alternative coverage.

Sec. 7. Minnesota Statutes 1994, section 62D.181, subdivision 3, is
amended to read:

Subd. 3. APPLICATION AND ISSUANCE. If a health maintenance orga-
nization, integrated service network, or community integrated service network
will be liquidated, individuals eligible for alternative coverage under subdivision
2 may apply to the association to obtain alternative coverage. Upon receiving an
application and evidence that the applicant was enrolled in the health mainte-
nance organization, integrated service network, or community integrated service
network at the time of an order for liquidation, the association shall issue poli-
cies to eligible individuals, without the limitation on preexisting conditions
described in section 62E.14, subdivision 3.

Sec. 8. Minnesota Statutes 1994, section 62D.181, subdivision 6, is
amended to read:

Subd. 6. DURATION. The duration of alternative coverage issued under
this section is:

(1) for individuals eligible under subdivision 2, clause (1), 90 days; and

(2) for individuals eligible under subdivision 2, clause (2), 90 days or the
length of time remaining in the group contract with the insolvent health mainte-
nance organization, integrated service network, or community integrated service
network, whichever is greater.

Sec. 9. Minnesota Statutes 1994, section 62D.181, subdivision 9, is
amended to read:

Subd. 9. COORDINATION OF POLICIES. If an insolvent health mainte-
nance organization, integrated service network, or community integrated service
network has insolvency insurance coverage at the time of an order for liquida-
tion, the association may coordinate the benefits of the policy issued under this
section with those of the insolvency insurance policy available to the enrollees.
The premium level for the combined association policy and the insolvency
insurance policy may not exceed those described in subdivision 5.
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Sec. 10. Minnesota Statutes 1994, section 62N.02, is amended by adding a
subdivision to read:

Subd. 4b. CREDENTIALING. “Credentialing” means the process of col-
lecting, verifying, and reviewing evidence that relates to a health care profession-
al’s gualifications to practice the health care profession as a provider within a
specific integrated service network.

Sec. 11. Minnesota Statutes 1994, section 62N.02, is amended by adding a
subdivision to read:

Subd. 4c. CREDENTIALING STANDARDS. An integrated service net-
work may set credentialing standards for providers. A network may recredential
providers on a recurring basis. If a network sets credentialing standards, the net-
work must provide a written description of those standards upon request. An
integrated service network may participate in a centralized credentialing pro-
gram and must provide a written description of that program upon request.

Sec. 12. Minnesota Statutes 1994, section 62N.04, is amended to read:

62N.04 REGULATION.

Integrated service networks are under the supervision of the commissioner,
who shall enforce this chapter, and the requirements of chapter 62Q as they
apply to these networks. The commissioner has, with respect to this chapter and
chapter 62Q, all enforcement and rulemaking powers available to the commis-
sioner under section 62D.17.

Sec. 13. [62N.071] DEFINITIONS.

sections 62N.071 to 62N.078. Unless otherwise specified, terms used in those
sections have the meanings required to be used in preparation of the National
Association of Insurance Commissioners (NAIC) annual statement blanks for
health maintenance organizations.

Subd. 2. ADMITTED ASSETS. “Admitted assets” means admitted assets
as defined under section 62D.044, including the deposit required under section
62N.074.

Subd. 3. NET WORTH. “Net worth” means admitted assets minus liabili-
ties.

Subd. 4. LIABILITIES. “Liabilities” means a network’s debts and other
obligations, including estimates of the network’s reported and unreported claims
incurred for covered services and supplies provided to enrollees. Liabilities do
not include those obligations that are subordinated in the same manner as pre-
ferred ownership claims under section 60B.44, subdivision 10, including promis-
sory notes subordinated to all other liabilities of the integrated service network.
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Subd. 5. UNCOVERED EXPENDITURES. “Uncovered expenditures”
means the charges for health care services and supplies that are covered by an
integrated service network for which an enrollee would also be liable if the net-
work becomes insolvent. Uncovered expenditures includes charges for covered
health care services and supplies received by enrollees from providers that are
not employed by, under contract with, or otherwise affiliated with the network.

have to pay due to the obligations being guaranteed, insured, or assumed by a
person other than the network.

Subd. 6. WORKING CAPITAL. “Working capital” means current assets
minus current liabilities.

Sec. 14. {62N.072] NET WORTH REQUIREMENT.

Subdivision 1. INITIAL REQUIREMENT. An integrated service network
must, at time of licensure, have a minimum net worth of the greater of:

(1) $1,500,000; or

first full year of operation, less 90 percent of the expected reinsurance premiums
for that period.

Subd. 2. ONGOING REQUIREMENT. After a network’s initial year of
operation, the network must maintain net worth of no less than $1,000,000 or
8-1/3 percent of the previous years’ expenditures, whichever is greater.

Sec. 15. [62N.073] DEPOSIT REQUIREMENT.

Subdivision 1. INITIAL DEPOSIT. An integrated service network shall de-
posit, at time of licensure, a deposit consisting of cash and direct United States
Treasury obligations in the total amount of not less than $300,000.

dial or other controlled account under a written account agreement acceptable to
the commissioner.

Subd. 3. ONGOING DEPOSIT. After the initial year of operation, the
required amount of the deposit is the greater of

(1) $300,000; or

(2) 33-1/3 percent of the network’s uncovered expenditures incurred in the
previous calendar year.

Subd. 4. USE OF DEPOSIT. (a) In the event of any delinquency proceed-
ing as defined in section 60B.03, the required minimum deposit shall be applied
first to pay for or reimburse the commissioner for expenses incurred by the com-
missioner in performing the commissioner’s duties in connection with the insol-
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required minimum deposit, if any, shall be used to reimburse enrollees for
uncovered expenditures, on a pro rata basis.

(b) If a deposit exceeds the required minimum deposit, the excess shall be
applied first to uncovered expenditures and the balance, if any, to the commis-

sioner’s expenses.

(c) The deposit is not subject to garnishment or levy under any circum-
stances.

Subd. 5. ACTUAL DEPOSIT REQUIRED. The deposit must be in the
form specified in subdivision 1; a guarantee or letter of credit are not acceptable,
in whole or in part, as substitutes.

Sec. 16. [62N.074] WORKING CAPITAL.

Subdivision 1. REQUIREMENT. An integrated service network must
maintain a positive working capital at all times.

Subd. 2. NOTICE REQUIRED. If an integrated service network’s working
capital is no longer positive, or is likely to soon become no longer positive, the
network shall immediately notify the commissioner,

Subd. 3. PLAN OF CORRECTION. If at any time an integrated service
network’s net worth, working capital, investments, deposits, or guarantees do
not conform with the provisions of this chapter, the network shall promptly sub-
mit to the commissioner a written proposed plan of correction. The commis-
sioner shall promptly approve, approve as modified, or reject the proposed plan.
If a plan of correction has been approved by the commissioner, the network
shall comply with it and shall cooperate fully with any activities the commis-
sioner undertakes to monitor the network’s compliance.

Subd. 4. ACTION BY COMMISSIONER. The commissioner may take
any action permitted to the commissioner that the commissioner deems neces-
sary or appropriate to protect the network or its enrollees if:

(1) the network fails to propose an approved plan of correction promptly;

(2) the network fails to comply with an approved plan of correction; or

(3) the commissioner determines that a deficiency in working capital cannot
be corrected within a reasonable time.

sioner’s power to use at any time other remedies available to the commissioner.

Sec. 17. [62N.076] INVESTMENT RESTRICTIONS.

Subdivision 1. INVESTMENT POLICY. An integrated service network
shall have a written investment policy to govern investment of the network’s
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assets. The written policy must be reviewed and approved annually by the net-
work’s board of directors.

Subd. 3. PERMITTED INVESTMENT. An integrated service network
shall make investments only in securities or property designated by law as per-
mitted for domestic life insurance companies; this restriction includes compli-
ance with percentage limitations that apply to domestic life insurance
companies. A network may, however, invest in real estate, including leasehold
improvements, for the convenience and accommodation of its operations,
including the home office, branch offices, medical facilities, and field operations,
in excess of the percentage permitted for a domestic life insurance company, but
not to exceed 25 percent of its total admitted assets.

Subd. 4. CONFLICTS OF INTEREST. An integrated service network shall

investments in any organization in which a director or principal officer has an |
: = |
interest.

Subd. 5. PROOF OF COMPLIANCE. An integrated service network shall

form and on a date prescribed by the commissioner.

Sec. 18. [62N.077] USE OF GUARANTEES.
Subdivision 1. GUARANTEE PERMITTED. An integrated service network

mum net worth requirement by means of a guarantee provided by another orga-
nization.

Subd. 2. SECURITY FOR GUARANTEE. (a) If the guaranteeing organiza-
ton is regulated for solvency by the commissioner of commerce or health, the
guarantee must be treated as a liability for purposes of solvency regulation of the
guaranteeing organization. If the guaranteeing organization becomes insolvent, a

claims of enrollees or other policy holders of the insolvent guaranteeing organi- }
zation.

(b) If the guaranteeing organization is not regulated for solvency by the
commissioner of commerce or health, the organization must maintain assets,
except if, when calculated in combination with the assets described in section
62D.044, clause (17), the total of those assets and the real estate assets described

able under this section and section 62D.044, clause (17), or except if permitted
by the commissioner upon a finding that the percentage of the integrated service
network’s admitted assets is insufficient to provide convenient accommodation
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of the network’s business acceptable to the commissioner, with a market value at
least equal to the amount of the guarantee, in a custodial or other controlled
account on terms acceptable to the commissioner of health.

Subd. 3. GOYERNMENTAL ENTITIES. When a guaranteeing organiza-
tion is a governmental entity, sections 62N.073 and 62N.076 do not apply. The
commissioner may consider factors which provide evidence that the governmen-
tal entity is a financially reliable guaranteeing organization.

Sec. 19. [62N.078] FINANCIAL REPORTING AND EXAMINATION.

Subdivision 1. FINANCIAL STATEMENTS. An integr‘ated service net-
work shall file with the commissioner, annually on April 1, an audited financial
statement. The financial statement must include the National Association of
Insurance Commissioners (NAIC) annual statement blanks for health mainte-
nance organizations, prepared in accordance with the NAIC annual statement
instructions, and using the methods prescribed in the NAIC’s accounting prac-
tices and procedures manual for health maintenance organizations. The finan-
cial statement must also include any other form or information prescribed by

the commissioner.

Subd. 2. QUARTERLY STATEMENTS. An integrated service network
shall file with the commissioner quarterly financial statements for the first three

commissioner.

Subd. 3. OTHER INFORMATION. An integrated service network shall
comply promptly and fully with requests by the commissioner for other informa-
tion that the commissioner deems necessary to monitor or assess the network’s

financial solvency.

Subd. 4. FINANCIAL EXAMINATION. The commissioner shall conduct
a complete financial examination of each integrated service network at least
once every three years, and more frequently if the commissioner deems it neces-
sary. The examinations must be conducted according to the standards provided
in the NAIC examiners handbook.

Sec. 20. Minnesota Statutes 1994, section 62N.10, is amended by adding a
subdivision to read:

Subd. 7. DATA SUBMISSION. As a condition of licensure, an integrated
service network shall comply fully with section 62J.38.

Sec. 21. Minnesota Statutes 1994, section 62N.11, subdivision 1, is
amended to read:

Subdivision 1. APPLICABILITY. Every integrated service network
enrollee residing in this state is entitled to evidence of coverage or contract. The
integrated service network or its designated representative shall issue the evi-
dence of coverage or contract. The commissioner shall adopt rules specifying the
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requirements for contracts and evidence of coverage. “Evidence of coverage”
means evidence that an enrollee is covered by a group contract issued to the
group. The evidence of coverage must contain a description of provider loca-
tions, a list of the types of providers available, and information about the types
of allied and midlevel practitioners and pharmacists that are available.

Sec. 22, Minnesota Statutes 1994, section 62N.13, is amended to read:
62N.13 ENROLLEE COMPLAINT SYSTEM.

Every integrated service network must establish and maintain an enrollee
complaint system, ineluding an impartial arbitration provisies as required under
section 62Q.105, to provide reasonable procedures for the resolution of written
complaints initiated by enrollees concerning the provision of health care ser-
vices. The integrated service network must inform enrollees that they may
choose to use an alternative dispute resolution process. If an enrollee chooses to
use an alternative dispute resolution process, the network must participate. The
commissioner shall adopt rules specifying requirements relating to enrollee com-
plaints.

Sec. 23. Minnesota Statutes 1994, section 62N.14, subdivision 3, is
amended to read:

Subd. 3. ENROLLEE MEMBERSHIP CARDS. Integrated service net-
works shall issue enrollee membership cards to each enrollee of the integrated
service network. The enrollee card shall contain, at minimum, the following
information:

(1) the telephone number of the integrated service network’s office of con-
sumer services;

(2) the address, telephone number, and a brief description of the states
office of eonsumer information clearinghouse; and

(3) the telephone number of the department of health er leeal embudsper-
son.

The membership cards shall also conform to the requirements set forth in
section 62J.60.

Sec. 24. [62N.15] PROVIDER REQUIREMENTS.

Subdivision 1. SERVICES. An integrated service network may operate as a
staff model as defined in section 295.50, subdivision 12b, or may contract with
providers or provider organizations for the provision of services.

Subd. 2. LOCATION. (a) An integrated service network must ensure that
primary care providers, including allied independent health providers as defined
in section 62Q.095, subdivision 5, midlevel practitioners as defined in section
136A.1356, subdivision 1, are located at adequate locations within the service
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grated service network may consider the practice and referral patterns in each
community served throughout the service area.

(b) Urgent and emergency care providers must be located within a distance

Subd. 3. NUMBERS. An integrated service network must provide a suffi-
cient number of providers to meet the projected needs of its enrollees, including
special needs and high-risk enrollees, for all covered health care services.

Subd. 4. TYPES. An integrated service network must determine what types
of providers are needed to deliver all appropriate and necessary health services
to its enrollees. In determining which types of providers are necessary, networks
shall use allied and midlevel practitioners and pharmacists within their respec-

tive scopes of practice.

Subd. 5. CAPACITY. An integrated service network shall monitor the
capacity of the network to provide services to enrollees and take steps to

Subd. 6. ACCESS. (a) An integrated service network shall make available
and accessible all covered health care services on a 24-hour per day, seven days
per week basis. This requirement may be fulfilled through the use of:

(1) regularly scheduled appointments;

(2) after-hour clinics;

(3) use of a 24-hour answering service;

(4) backup coverage by another participating physician; or

(5) referrals to urgent care centers and to hospital emergency care.

(b) An integrated service network shall arrange for covered health care ser-
vices, including referrals to specialty physicians, to be accessible to enrollees on
a timely basis in accordance with medically appropriate guidelines. An inte-
grated service network shall have appointment scheduling guidelines based on
the type of health care service.

nance of abortion clinics or other abortion providers within any integrated ser-
vice network; nor shall anything in this act be construed to authorize any agency
to require the creation or maintenance of abortion clinics or abortion providers
or to deny certification or any other benefit granted by this act 10 a health plan
company based on the number of or the presence or absence of abortion clinics
or other abortion providers in or affiliated with the health plan company.

Subd. 7. CONTINUITY. (a) An integrated service network shall provide
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site closings involving a provider with more than one location of service.

(b) An integrated service network shall provide to its enrollees a written dis-
closure of the process by which continuity of care will be provided to all enroll-
ees.

Subd. 8. REVIEW. The commissioner shall review each network’s compli-

not meeting the requirements of this section, the commissioner may order the
network to submit a plan of corrective action, and may order the network to
comply with the provisions of that plan, as amended by the commissioner,

Sec. 25. [62N.17] OUT-OF-NETWORK SERVICES.

(a) An integrated service network shall provide coverage for all emergency
services provided outside the network, when the care is immediately necessary
or believed to be necessary to preserve life, prevent impairment of bodily func-
tions, or to prevent placing the physical or mental health of the enrollee in jeop-
ardy.

(b) An integrated service network shall include in its marketing materials a
description of all limitations of coverage for out-of-network services, including
when enrollees reside or travel outside the network’s service area.

Sec. 26. [62N.18] QUALITY IMPROVEMENT.

Subdivision 1. INTERNAL MEASURES. Every integrated service network
shall establish and maintain an internal quality improvement progess. A network
shall disclose these processes to enrollees, and to the commissioner upon
request.

Subd. 2. ENROLLEE SURVEYS. (a) Every integrated service network
shall, on at least a biennial basis, survey enrollee satisfaction with network per-
formance and quality of care, and shall make survey results available to enroll-
ees and potential enroliees. Integrated service networks shall also submit survey
results to the information clearinghouse.

(b) Every integrated service network shall participate in the consumer sur-
vey efforts established under section 623.451, subdivision 6b, to evaluate
enrollee satisfaction, network performance, and quality of care. Participation in
the consumer survey efforts of section 62J.451, subdivision 6b, shall satisfy
paragraph (a) of this subdivision.

Subd. 3. QUALITY IMPROVEMENT WORKPLANS. (a) An integrated
service network shall submit annual quality improvement workplans to the com-
missioner. A workplan must:

(1) identify the four most common enrollee complaints related to service
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delivery and the four most common enrollee complaints related to administra-
tion;

(2) identify the specific measures that the network plans to take to address
each of these complaint areas;

(3) provide an assessment of how these complaints affect health care out-
comes; and

implement the changes needed to address each of these complaints identified in
clause (1).

(b) An integrated service network shall disclose in marketing materials the

network to address these complaints.

Sec. 27. Minnesota Statutes 1994, section 62N.25, subdivision 2, is
amended to read:

Subd. 2. LICENSURE REQUIREMENTS GENERALLY. To be licensed
and to operate as a community integrated service network, an applicant must
satisfy the requirements of chapter 62D, and all other legal requirements that
apply to entities licensed under chapter 62D, except as exempted or modified in
this section. Community networks must, as a condition of licensure, comply
with rules adopted under section 256B.0644 that apply to entities governed by
chapter 62D. A community integrated service network that phases in its net
worth over a three-year period is not required to respond to requests for propos-
als under section 256B.0644 during the first 12 months of licensure. These com-
munity networks are not prohibited from responding to requests for proposals,
however, if they choose to do so during that time period. After the initial 12
months of licensure, these community networks are required to respond to the
requests for proposals as required under section 256B.0644.

Sec. 28. [62N.40] CHEMICAL DEPENDENCY SERVICES.

Each community integrated service network and integrated service network
regulated under this chapter must ensure that chemically dependent individuals
have access to cost-effective treatment options that address the specific needs of
individuals. These include, but are not limited to, the need for: treatment that
takes into account severity of illness and comorbidities; provision of a contin-
uum of care, including treatment and rehabilitation programs licensed under
Minnesota Rules, parts 9530.4100 to 9530.4410 and 9530.5000 to 9530.6500;
the safety of the individual’s domestic and community environment; gender
appropriate and culturally appropriate programs; and access to appropriate
social services.

Sec. 29. REPEALER.

Minnesota Statutes 1994, section 62N.34, is repealed.
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ARTICLE 2

MODIFICATIONS OF REQUIREMENTS FOR
HEALTH PLAN COMPANIES

Section 1. Minnesota Statutes 1994, section 62D.11, subdivision 1, is
amended to read:

Subdivision 1. ENROLLEE COMPLAINT SYSTEM. Every health main-
tenance organization shall establish and maintain a complaint system ineluding
an impartial arbitration previsien, as required under section 62Q.105 to provide
reasonable procedures for the resolution of written complaints initiated by
enrollees concerning the provision of health care services. “Provision of health
services” includes, but is not limited to, questions of the scope of coverage, qual-
ity of care, and administrative operations. Arbitration shall be subjeet to ehapter
%W@ﬁ%%%mmﬁeﬁ%e&eﬁt@ﬁ%&gﬂeae@mp}mpﬁeﬁe
substission to arbitration; and (b) no medieal malpractice damage elaim shall be
subjeet to arbitration unless agreed to by both parties subsequent to the event
giving rise to the eleims The health maintenance organization must inform
enrollees that they may choose to use an alternative dispute resolution process.
If an enrollee chooses to use an alternative dispute resolution process, the health

maintenance organization must participate.

Sec. 2. Minnesota Statutes 1994, section 62Q.01, subdivision 2, is amended
to read:

Subd. 2. COMMISSIONER, “Commissioner” means the commissioner of
health for purposes of regulating health maintenance organizations, community
integrated service networks, and integrated service networks, or the commis-
sioner of commerce for purposes of regulating all other health plan companies.
For all other purposes, “commissioner” means the commissioner of health.

Sec. 3. Minnesota Statutes 1994, section 62Q.01, is amended by adding a
subdivision to read:

Subd. 2a. ENROLLEE. “Enrolles” means a natural person covered bya
health plan and includes an insured, policyholder, subscriber, contract holder.
member, covered person, or certificate holder.

Sec. 4. Minnesota Statutes 1994, section 62Q.01, subdivision 3, is amended
to read:

Subd. 3. HEALTH PLAN. “Health plan” means a health plan as defined in
section 62A.011 ex; a policy, contract, or certificate issued by a community inte-
grated service network; or an integrated service network: er an all-payer insurer
as defined in seetion 62102,

Sec. 5. Minnesota Statutes 1994, section 62Q.01, is amended by adding a
subdivision to read:
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Subd. 5. MANAGED CARE ORGANIZATION. “Managed care organiza-
tion” means: (1) a health maintenance organization operating under chapter
62D; (2) a community integrated service network as defined under section
62N.02, subdivision 4a; (3) an integrated service network as defined under sec-
tion 62N.02, subdivision 8; or (4) an insurance company licensed under chapter
60A., nonprofit health service plan corporation operating under chapter 62C, fra-
ternal benefit society operating under chapter 64B, or any other health plan
company, to the extent that it covers health care services delivered to Minnesota
residents through a preferred provider organization or a network of selected pro-
viders.

Sec. 6. Minnesota Statutes 1994, section 62Q.01, is amended by adding a
subdivision to read:

Subd. 6. MEDICARE-RELATED COVERAGE. “Medicare-related cover-
age” means a policy, contract, or certificate issued as a supplement to Medicare,
regulated under sections 62A.31 to 62A.44, including Medicare select coverage;
policies, contracts, or certificates that supplement Medicare issued by health
maintenance organizations: or policies, contracts, or certificates governed by sec-
tion 1833 (known as “cost” or “HCPP” contracts) or 1876 (known as “TEFRA”
or “risk” contracts) of the federal Social Security Act, United States Code, titie
42, section 1395, et seq., as amended.

Sec. 7. [62Q.02] APPLICABILITY OF CHAPTER.

(a) This chapter applies only to health plans, as defined in section 62Q.01,
and not to other types of insurance issued or renewed by health plan companies,
unless otherwise specified.

(b) This chapter applies to a health plan company only with respect to
health plans, as defined in section 62Q.01, issued or renewed by the health plan
company, unless otherwise specified.

(c) If a health plan company issues or renews health plans in other states
this chapter applies only to health plans issued or renewed in this state for Min-
nesota residents, or to cover a resident of the state, unless otherwise specified.

Sec. 8. Minnesota Statutes 1994, section 62Q.03, subdivision 1, is amended
to read:

Subdivision 1. PURPOSE. Risk adjustment 15 & vital elernent of the state’s
s&a%egyfefaehieﬂﬂg&memequﬁ&&e;eﬂ}eieﬁsyﬁemefheahheafeéeﬁ%ﬂ‘
and Gnaneing for all state residents: The purpose of risk adjustment is to reduce
the effects of risk selection on health insurance premiums by making monetary
transfers from health plan companies that insure lower risk populations to
health plan companies that jnsure higher risk populations. Risk adjustment is
needed to: achieve a more equitable, efficient system of health care financing;
remove current disincentives in the health care system to insure and serve pro-
vide adequate access for high risk and special needs populations; promote fair
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competition among health plan companies on the basis of their ability to effi-
ciently and effectively provide services rather than on the health risk status of
those in a given insurance pool; and help assare maintain the viability of aH
health plan companies, ireluding eommunity inteprated serviee networks by pro-
tecting them from the financial effects of enrolling a disproportionate number of
high risk individuals. It is the commitment of the state to develop and imple-
ment a risk adjustment system by July 45 +99%; and to continte to improve and
the private and publie sectors; and inelude at least the representation deseribed
i subdivision 4: Fhe process shall take into account the formative nature of risk
mem@gmmmmmmﬂmmw
ment to alow eontinual modifications; expansions; and refinements over time:
Fhe proeess shell have at least two stages; as deseribed in subdivisions 2 and 3-
The risk adjustment system shall:

(1) possess a reasonable level of accuracy and administrative feasibility, be
adaptable to changes as methods improve, incorporate safeguards against fraud
and manipulation, and shall neither reward inefficiency nor penalize for verifi-
able improvements in health status:

(2) require participation by all health plan companies providing coverage in
the individual, small group, and Medicare supplement markets:

(3) address unequal distribution of risk between health plan companies, but
shall not address the financing of public programs or subsidies for low-income
people; and

(4) be developed and implemented by the risk adjustment association with
Joint oversight by the commissioners of health and commerce.

Sec. 9. Minnesota Statutes 1994, section 62Q.03, is amended by adding a
subdivision to read:

Subd. Sa. PUBLIC PROGRAMS. (a) A separate risk adjustment system
must be developed for state-run public programs, including medical assistance,
general assistance medical care, and MinnesotaCare. The system must be devel-
oped in accordance with the general risk adjustment methodologies described in
this section, must include factors in addition to age and sex adjustment, and
may include additional demographic factors, different targeted conditions,
and/or different payment amounts for conditions. The risk adjustment system
for public programs must attempt to reflect the special needs related to poverty,
cultural, or language barriers and other needs of the public program population.

(b) The commissioners of health and human services shall jointly convene a
public programs risk adjustment work group responsible for advising the com-
missioners in the design of the public programs risk adjustment system. The
commissioner of health shall work with the risk adjustment association to ensure
coordination between the risk adjustment systems for the public and private sec-
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tors. The commissioner of human services shall seek any needed federal approv-
als necessary for the inclusion of the medical assistance program in the public
program risk adjustment system.

(c) The public programs risk adjustment work group must be representative
of the persons served by publicly paid health programs and providers and health
plans that meet their needs. To the greatest extent possible, the appointing
authorities shall attempt to select representatives that have historically served a
significant number of persons in publicly paid health programs or the uninsured.
Membership of the work group shall be as follows:

(1) one provider member appointed by the Minnesota Medical Association;

(2) two provider members appointed by the Minnesota Hospital Associa-
tion, at least one of whom must represent a major disproportionate share hospi-
tal;

——

(3) five members appointed by the Minnesota Council of HMOs, one of
whom must represent an HMO with fewer than 30,000 enrollees located outside
the metropolitan area and one of whom must represent an HMO with at least 50
percent of total membership enrolled through a public program;

(4) two representatives of counties appointed by the Association of Minne-
sota Counties;

(5) three representatives of organizations representing the interests of fami-
lies, children, childless adults, and elderly persons served by the various publicly
paid health programs appointed by the governor;

(6) two representatives of persons with mental health, developmental or
physical disabilities, chemical dependency, or chronic iliness appointed by the

governor; and

(7) three public members appointed by the governor, at least one of whom
must represent a community health board. The risk adjustment association may
appoint a representative, if a representative is not otherwise appointed by an
appointing authority.

(d) The commissioners of health and human services, with the advice of the
public programs risk adjustment work group, shall develop a work plan and time
frame and shall coordinate their efforts with the private sector risk adjustment
association’s activities and other state initiatives related to public program man-
aged care reimbursement. The commissioners of health and human services
shall report to the health care commission and to the appropriate legislative
committees on January 15, 1996, and on January 15, 1997, on any policy or leg-
islative changes necessary to implement the public program risk adjustment sys-
tem.

Sec. 10. Minnesota Statutes 1994, section 62Q.03, is amended by adding a
subdivision to read:
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Subd. 5b. MEDICARE SUPPLEMENT MARKET. A risk adjustment sys-
tem may be developed for the Medicare supplement market. The Medicare sup-
plement risk adjustment system may include a demographic component and
may, but is not required to, include a condition-specific risk adjustment compo-
nent.

Sec. 11. Minnesota Statutes 1994, section 62Q.03, subdivision 6, is
amended to read:

Subd. 6. CREATION OF RISK ADJUSTMENT ASSOCIATION. The
Minnesota risk adjustment association is created on July 1, 1994, and may oper-
ate as a nonprofit unincorporated association, but is authorized to incorporate
under chapter 317A.

The provisions of this chapter govern if the provisions of chapter 317A con-
flict with this chapter. The association may operate under the approved plan of
operation and shall be governed in accordance with this chapter and may oper-
ate in accordance with chapter 317A. If the association incorporates as a non-
profit corporation under chapter 317A, the filing of the plan of operation meets
the requirements of filing articles of incorporation.

The association, its transactions, and all property owned by it are exempt
from taxation under the laws of this state or any of its subdivisions, including,

but not limited to, income tax, sales tax, use tax, and property tax. The associa-
tion may seek exemption from payment of all fees and taxes levied by the fed-
eral government, Except as otherwise provided in this chapter, the association is
not subject to the provisions of chapters 14, 60A, 62A, and 62P. The association
is not a public employer and js not subject to the provisions of chapters 179A
and 353. The board of directors and health carriers who are members of the
association are exempt from sections 325D.49 to 325D.66 in the performance of
their duties as directors and members of the association. The risk adjustment
association is subject to the open meeting law.

Sec. 12, Minnesota Statutes 1994, section 62Q.03, subdivision 7, is
amended to read:

Subd. 7. PURPOSE OF ASSOCIATION. The association is established to
eaffyeﬁ%%hepufpesesefs&bdiﬁsieﬁhasf&ﬁheféabefa%edeﬂbyfhemp}&
mentation report desertbed in subdivision 5 and by legislation enaeted in 1995
or subsequently: established to develop and implement a private sector risk
adjustment system,

Subject to state oversight set forth in subdivision 10, the association shall;

(1) develop and implement comprehensive risk adjustment systems for indi-
vidual, small group, and Medicare Supplement markets consistent with the pro-
visions of this chapter;

(2) submit a plan for the development of the risk adjustment system which
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identifies appropriate implementation dates consistent with the rating and
underwriting restrictions of each market, recommends whether transfers attrib-
utable to risk adjustment should be required between the individual and small
eroup markets, and makes other appropriate recommendations to the commis-
sioners of health and commerce by November 35, 1995;

(3) develop a combination of a demographic risk adjustment system and
payments for targeted conditions;

(4) test an ambulatory care groups (ACGs) and diagnostic cost groups
(DCGs) system, and recommend whether such a methodology should be

adopted;

(5) fund the development and testing of the risk adjustment system;

(6) recommend market conduct guidelines; and

(7) develop a plan for assessing members for the costs of administering the
risk adjustment system.

Sec. 13. Minnesota Statutes 1994, section 62Q.03, subdivision 8, is
amended to read:

Subd. 8. GOVERNANCE. (a) The association shall be governed by an
interim 19-member board as follows: one provider member appointed by the
Minnesota Hospital Association; one provider member appointed by the Minne-
sota Medical Association; one provider member appointed by the governor;
three members appointed by the Minnesota Council of HMOs to include an
HMO with at least 50 percent of total membership enrolled through a public
program; three members appointed by Blue Cross and Blue Shield of Minnesota,
to include a member from a Blue Cross and Blue Shield of Minnesota affiliated
health plan with fewer than 50,000 enrollees and located outside the Minneapo-
lis-St. Paul metropolitan area; two members appointed by the Insurance Federa-
tion of Minnesota; one member appointed by the Minnesota Association of
Counties; and three public members appointed by the governor, to include at
least one representative of a public program. The commissioners of health, com-
merce, human services, and employee relations shall be nonvoting ex officio
members.

(b) The board may elect officers and establish committees as necessary.

(¢) A majority of the members of the board constitutes a quorum for the
transaction of business. -

(d) Approval by a majority of the board members present is required for
any action of the board.

() Interim board members shall be appointed by July 1, 1994, and shall
serve until a new board is elected according to the plan of operation developed
by the association.
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() A member may designate a representative to act as a member of the
interim board in the member’s absence.

Sec. 14. Minnesota Statutes 1994, section 62Q.03, is amended by adding a
subdivision to read:

Subd. 8a. PLAN OF OPERATION. The board shall submit a proposed
plan of operation by August 15, 1995, to the commissioners of health and com-
meorce for review. The commissioners of health and commerce shall have the

authority to approve or reject the plan of operation.

Amendments to the plan of operation may be made by the commissioners
or by the directors of the association, subject to the approval of the commission-
ers.

Sec. 15. Minnesota Statutes 1994, section 62Q.03, subdivision 9, is
amended to read:

Subd. 9. DATA COLLECTION AND DATA PRIVACY. Fhe board of the
assure that prieing and other eompetitive information is appropriately shared
armong eompetitors in the health eare market or members of the beard: Any
%ﬁfefmaﬁeﬂshafedshaﬂbedis&iba%edeﬁ}yfeﬂhepﬂfpesesef&émiﬂh&fmgef
deve}epiﬂgaﬂyef%hefasksiéeﬂﬁﬁeéiﬂs&bd%ﬁsieﬂséaﬂd%mdwelepiﬂg
these proeedures; the board of the assoeiation may consider the identifieation of
& state agency or other appropriate third party to reeeive information of a cons-
dential er eompetitive nature: The association members shall not have access to
unaggregated data on individuals or health plan companies. The association
shall develop, as a part of the plan of operation, procedures for ensuring that
data is collected by an appropriate entity. The commissioners of health and
commerce shall have the authority to audit and examine data collected by the
association for the purposes of the development and implementation of the risk
adjustment system. Data on individuals obtained for the purposes of risk adjust-
ment development, testing, and operation are designated as private data, Data
not on individuals which is obtained for the purposes of development, testing,
and operation of risk adjustment are designated as nonpublic data. Except for
the proposed and approved plan of operation, the risk adjustment methodolo-
gies examined, the plan for testing, the plan of the risk adjustment system, min-
utes of meetings, and other general operating information are classified as public
data. Nothing in this section is intended to prohibit the preparation of summary
data under section 13.05, subdivision 7. The association, state agencies, and any
contractors having access to this data shall maintain it in accordance with this
classification, The commissioners of health and human services have the author-
ity to collect data from health plan companies as needed for the purpose of
developing a risk adjustment mechanism for public programs.

Sec. 16. Minnesota Statutes 1994, section 62Q.03, subdivision 10, is
amended to read:
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Subd. 10. SUPERVISION STATE OVERSIGHT OF RISK ADJUST-
MENT ACTIVITIES. The association’s activities shall be supervised by the
commissioners of health and commerce. The commissioners shall provide spe-
cific oversight functions during the development and implementation phases of
the risk adjustment system as follows:

(1) the commissioners shall approve or reject the association’s plan for test-
ing risk adjustment methods, the methods to be used, and any changes to those
methods;

(2) the commissioners must have the right to attend and participate in all
meetings of the association and its work groups or committees, except for meet-
ings involving privileged communication between the association and its counsel
as permitted under section 471.705, subdivision 1d, paragraph (e);

(3) the commissioners shall approve any consultants or administrators used
by the association;

(4) the commissioners shall approve or reject the association’s plan of oper-
ation; and

(5) the commissioners shall approve or reject the plan for the risk adjust-
ment system described in subdivision 7, clause (2).

If the commissioners reject any of the plans jdentified in clauses (1), (4), and
(5) of this subdivision, the directors shall submit for review an appropriate
revised plan within 30 days.

Sec. 17. Minnesota Statutes 1994, section 62Q.03, is amended by adding a
subdivision to read:

Subd. 12. PARTICIPATION BY ALL HEALTH PLAN COMPANIES.
Upon its implementation, all health plan companies, as a condition of licensure,

must participate in the risk adjustment system to be implemented under this
section.

Sec. 18. Minnesota Statutes 1994, section 62Q.07, subdivision 1, is
amended to read:

Subdivision 1. ACTION PLANS REQUIRED. (a) To increase public
awareness and accountability of health plan companies, all health plan compa-
nies that issue or renew a health plan, as defined in section 62Q.01, must annu-
ally file with the applicable commissioner an action plan that satisfies the
requirements of this section beginning July 1, 1994, as a condition of doing busi-
ness in Minnesota. For purposes of this subdivision, “health plan” includes the
coverages described in section 62A.011, subdivision 3, clause (10). Each health

plan company must also file its action plan with the information clearinghouse.
Action plans are required solely to provide information to consumers, purchas-
ers, and the larger community as a first step toward greater accountability of
health plan companies. The sole function of the commissioner in relation to the
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action plans is to ensure that each health plan company files a complete action

plan, that the action plan is truthful and not misleading, and that the action plan
is reviewed by appropriate community agencies.

(b) If a commissioner responsible for regulating a health plan company
required to file an action plan under this section has reason to believe an action
plan is false or misleading, the commissioner may conduct an investigation to
determine whether the action plan is truthful and not misleading, and may
require the health plan company to submit any information that the commis-
sioner reasonably deems necessary to complete the investigation. If the commis-
sioner determines that an action plan is false or misleading, the commissioner
may require the health plan company to file an amended plan or may take any
action authorized under chapter 72A.

Sec. 19. Minnesota Statutes 1994, section 62Q.07, subdivision 2, is
amended to read:

Subd. 2. CONTENTS OF ACTION PLANS. (a) An action plan must
include a detailed description of all of the health plan company’s methods and
procedures, standards, qualifications, criteria, and credentialing requirements for
designating the providers who are eligible to participate in the health plan com-
pany’s provider network, including any limitations on the numbers of providers
to be included in the network. This description must be updated by the health
plan company and filed with the applicable agency on a quarterly basis.

(b) An action plan must include the number of full-time equivalent physi-
cians, by specialty, nonphysician providers, and allied health providers used to
provide services. The action plan must also describe how the health plan com-
pany intends to encourage the use of nonphysician providers, midlevel practi-
tioners, and allied health professionals, through at least consumer education,
physician education, and referral and advisement systems. The annual action
plan must also include data that is broken down by type of provider, reflecting
actual utilization of midlevel practitioners and allied professionals by enrollees
of the health plan company during the previous year. Until July I, 1995, a
health plan company may use estimates if actual data is not available. For pur-

poses of this paragraph, “provider” has the meaning given in section 621.03,
subdivision 8.

(¢) An action plan must include a description of the health plan company’s
policy on determining the number and the type of providers that are necessary
to deliver cost-effective health care to its enrollees. The action plan must also
include the health plan company’s strategy, including provider recruitment and
retention activities, for ensuring that sufficient providers are available to its
enrollees.

(d) An action plan must include a description of actions taken or planned by
the health plan company to ensure that information from report cards, outcome
studies, and complaints is used internally to improve quality of the services pro-
vided by the health plan company.
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(e) An action plan must include a detailed description of the health plan
company’s policies and procedures for enrolling and serving high risk and spe-
cial needs populations. This description must also include the barriers that are
present for the high risk and special needs population and how the health plan
company is addressing these barriers in order to provide greater access to these
populations. “High risk and special needs populations” includes, but is not lim-
ited to, recipients of medical assistance, general assistance medical care, and
MinnesotaCare; persons with chronic conditions or disabilities; individuals
within certain racial, cultural, and ethnic communities; individuals and families
with low income; adolescents; the elderly; individuals with limited or no English
language proficiency; persons with high-cost preexisting conditions; homeless
persons; chemically dependent persons; persons with serious and persistent men-
tal iliness and; children with severe emotional disturbance; and persons who are
at high risk of requiring treatment. Fhe action plan must alse refleet actunt vtk
zation of providers by enrollees defined by this seetion as high risk or speeist
needs populations during the previeus year For purposes of this paragraph,
“provider” has the meaning given in section 62J.03, subdivision 8.

(f) An action plan must include a general description of any action the
health plan company has taken and those it intends to take to offer health cover-
age options to rural communities and other communities not currently served by

the health plan company.

(g) A health plan company other than a large managed care plan company
may satisfy any of the requirements of the action plan in paragraphs (a) to (f) by
stating that it has no policies, procedures, practices, or requirements, either writ-
ten or unwritten, or formal or informal, and has undertaken no activities or
plans on the issues required to be addressed in the action plan, provided that the
statement is truthful and not misleading. For purposes of this paragraph, “large
managed care plan company” means a health maintenance organization, inte-
grated service network, or other health plan company that employs or contracts
with health care providers, that has more than 50,000 enrollees in this state. If a
health plan company employs or contracts with providers for some of its health
plans and does not do so for other health plans that it offers, the health plan
company is a large managed care plan company if it has more than 50,000
enrollees in this state in health plans for which it does employ or contract with

providers.

Sec. 20. Minnesota Statutes 1994, section 62Q.09, subdivision 3, is
amended to read:

Subd. 3. ENFORCEMENT. Either The eommisstoner commissioners of
health er and commerce shall each periodically review contracts among health
care providing entities and health plan companies to determine compliance with
this section, with respect to health plan companies that the commissioners
respectively regulate. Any provider may submit a contract to the relevant com-
missioner for review if the provider believes this section has been violated. Any
provision of a contract found by the relevant commissioner to violate this sec-
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tion is null and void, and the relevant commissioner may seek assess civil penal-
ties against the health plan company in an amount not to exceed $25,000 for
each such contract, using the enforcement procedures otherwise available to the
commissioner involved.

Sec. 21. [62Q.105] HEALTH PLAN COMPANY COMPLAINT PROCE-
DURE.

Subdivision 1, ESTABLISHMENT. Each health plan company shall estab-
lish and make available to enrollees, by July 1, 1997, an informal complaint res-
olution process that meets the requirements of this section. A health plan
company must make reasonable efforts to resolve enrollee complamts, and must
inform complainants in writing of the company’s decision within 30 days of
receiving the complaint. The complamt resolution process must treat the com-
plaint and information related to it as required under sections 72A.49 to to
T2A. 505

Subd. 2. MEDICALLY URGENT COMPLAINTS. Health plan companies
shall make reasonable efforts to resolve medically urgent enrollee complaints
within 72 hours of receiving mg complaint.

Subd. 3. APPEALS PROCESS. Health plan companies shall establish and
make available to enrollees an impartial appeals process. If a decision lgy a
health plan company regarding : a complaint is partially or wholly adverse to the
complainant, the health plan company shall advise the complainant of the right
to appeal through the impartial appeals process or to the commissioner.

Subd. 4. ALTERNATIVE DISPUTE RESOLUTION. Health plan compa-
nies shall make available to enrollees an alternative dispute resolution process,
and shall participate in alternative dispute resolution at the request of an
enrollee, as required under section 62Q.11. A health pli company may meet
the requirements of subdivision 3 by providing an alternative dispute resolution
process. If the health plan company chooses to provide alternative dispute reso-
lution to meet the requirements of subdivision 3, the process shall be provided
at no cost to the enrollee.

Subd. 5. REQUIREMENTS FOR MANAGED CARE ORGANIZA-
TIONS. Each managed care organization shall submit all health care guality
related complaints to its quallty review board or guality review organization for
evaluation and possxble action. The complamt resolution process for managed
care organizations must clearly indicate the entity responsible for resolving com-
plaints made by enrollees against hospitals, other health care facilities, and

health care providers, that are owned by or under contract with the managed
care organization,

Subd. 6. RECORD KEEPING. Health plan companies shall maintain rec-
ords of all enrollee complaints and their resolutions. These records must be
retained for five years, and must be made available to the appropriate commis-
sioner upon request.
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Subd. 7. REPORTING. Each health plan company shall submit to the
appropriate commissioner, as part of the company’s annual filing, data on the
number and type of complaints that are not resolved within 30 days. A health
plan company shall also make this information available to the public upon

request.

Subd. 8. NOTICE TO ENROLLEES. Health plan companies shall provide
a clear and complete description of their complaint resolution procedures to
enrollees as part of their evidence of coverage or contract. The description must
specifically inform enrollees:

(1) how to file a complaint with the health plan company;

(2) how to request an impartial appeal,

(3) that they have the right to request the use of alternative methods of dis-
pute resolution; and

(4) that they have the right to litigate.
Sec. 22. [62Q.1055] CHEMICAL DEPENDENCY.

All health plan companies shall use the assessment criteria in Minnesota
Rules, parts 9530.6600 to 9530.6660, when assessing and placing enrollees for
chemical dependency treatment.

Sec. 23. [62Q.106] DISPUTE RESOLUTION BY COMMISSIONER.

A complainant may at any time submit a complaint to the appropriate com-
missioner to investigate. After investigating a complaint, or reviewing a compa-
ny’s decision, the appropriate commissioner may order a remedy as authorized
under section 62N.04, 620Q.30, chapter 45, 60A, or 62D.

Sec. 24. Minnesota Statutes 1994, section 62Q.11, subdivision 2, is
amended to read:

Subd. 2. REQUIREMENTS. (2) If an enrollee, health care provider, or
applicant for network provider status chooses to use a dispute resolution process
prior to the filing of a formal claim or of a lawsuit, the health plan company

must participate.

(b) If an enrollee, health care provider, or applicant for network provider
status chooses to use a dispute resolution process after the filing of a lawsuit, the
health plan company must participate in dispute resolution, including, but not
limited to, alternative dispute resolution under rule 114 of the Minnesota gen-
eral rules of practice.

(¢) The commissioners of health and commerce shall inform and educate
health plan companies’ enrollees about dispute resolution and its benefits, and
shall establish appropriate cost-sharing requirements for parties taking part in
alternative dispute resolution.
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(d) A health plan company may encourage but not require an enrollee to
submit a complaint to alternative dispute resolution,

Sec. 25. [62Q.145] ABORTION AND SCOPE OF PRACTICE.

Health plan company policies related to scope of practice for allied indepen-
dent health providers as defined in section 62Q.093, subdivision 5, midleve]
practitioners as defined ir in section 136A.1356, subdivision 1, and other nonghy-
sician health care professmnals must comply with the requirements governing
the performance o of abortions in section 145, 412, subdivision 1.

Sec. 26. Minnesota Statutes 1994, section 62Q.19, is amended to read:
62Q.19 ESSENTIAL COMMUNITY PROVIDERS.

Subdivision 1. DESIGNATION. The commissioner shall designate essen-
tial community providers. The criteria for essential community provider desig-
nation shall be the following:

(1) a demonstrated ability to integrate applicable supportive and stabilizing
services with medical care for uninsured persons and high-risk and special needs
populations as defined in section 62Q.07, subdivision 2, paragraph (e), underser-
ved, and other special needs populations; and

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

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

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

(iii) charges for services on a sliding fee schedule based on current poverty
income guidelines; and

(iv) does not restrict access or services because of a client’s financial limita-
tion; or

(3) status as a local government unit as defined in section 62D.02, subdivi-
sion 11, an Indian tribal government, an Indian health service unit, or commu-
nity health board as defined in chapter 145A.

Prior to designation, the commissioner shall publish the names of all appli-
cants in the State Register, T) The public shall have 30 days from s from the date of publi-
cation to submit written comments to the commissioner on the apphcatlon No
des1gnat10n shall be made by the commissioner until the 30-day period has

expired,

The commissioner may designate an eligible provider as an essential com-
munity provider for all the services offered by that provider or for specific ser-
vices designated by the commissioner.
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For the purpose of this subdivision, supportive and stabilizing services
include at a minimum, transportation, child care, cultural, and linguistic ser-
vices where appropriate.

Subd. 2. APPLICATION. (a) Any provider may apply to the commissioner
for designation as an essential community provider by submitting an application
form developed by the commissioner. Applications must be accepted within two
years after the effective date of the rules adopted by the commissioner to imple-
ment this section.

(b) Each application submitted must be accompanied by an application fee
in an amount determined by the commissioner. The fee shall be no more than

what is needed to cover the administrative costs of processing the application.

(c) The name, address, contact person, and the date by which the commis-
sioner’s decision is expected to be made shall be classified as public data under
section 13.41. All other information contained in the application form shall be
classified as private data under section 13.41 until the application has been
approved, approved as modified, or denied by the commissioner. Once the deci-
sion has been made, all information shall be classified as public data unless the
applicant designates and the commissioner determines that the information con-
tains trade secret information.

Subd 2a. DEFINITION OF HEALTH PLAN COMPANY. For purposes of
this section, “health plan company” does not include a health plan company as
defined in section 62Q.01 with fewer than 50,000 enrollees, all of whose enroll-
ecs are covered under medical assistance, general assistance medical care, or
MinnesotaCare.

Subd. 3. HEALTH PLAN COMPANY AFFILIATION. A health plan
company must offer a provider contract to any designated essential community
provider located within the area served by the health plan company. A health
plan company shall not restrict enrollee access to services designated to be pro-
vided by the essential community provider for the population that the essential
community provider is certified to serve. A health plan company may also make
other providers available to this same populatior for these services. A health
plan company may require an essential community provider to meet all data
requirements, utilization review, and quality assurance requirements on the
same basis as other health plan providers.

Subd. 4. ESSENTIAL COMMUNITY PROVIDER RESPONSIBILI-
TIES. Essential community providers must agree to serve enrollees of all health
plan companies operating in the area that in which the essential community pro-
vider is eertified te serve located.

Subd. 5. CONTRACT PAYMENT RATES. An essential community pro-
vider and a health plan company may negotiate the payment rate for covered
services provided by the essential community provider. This rate must be eem-
petitive with rates paid to ether health plan previders the same rate per unit of
service as is paid to other health plan providers for the same or similar services.
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Subd. Sa. COOPERATION. Each health plan company and essential com-
munity provider shall cooperate to facilitate the use of the essential community
provider by the high risk and special needs populations. This includes coopera-
tion on the submission and processing of claims, sharing of all pertinent records
and data, including performance indicators and specific outcomes data, and the

use of all dispute resolution methods as defined in section 62Q.11, subdivision
1,

apphcable ;g a_q essential community prov1der the commissioner may s uspend,
modify, or revoke an essential community provider designation. The commis-

sioner may also use the enforcement authority specified in section 62D.17.

Subd. 6. TERMINATION. The designation as an essential community
provider is terminated terminates five years after it is granted, and or when uni-
versal coverage as defined under section 62Q.165 is achieved, whichever is later.
Once the designation terminates, the former essential community provider has
no rlghts or privileges beyond those of any other health care provider. The com-
missioner shall make a recommendation to the legislature on whether an essen-
tial community provider designation should be longer Lllgg five years.

Subd. 7. RECOMMENDAHONS AND RULEMAKING ON ESSEN-
FAL COMMUNITY PROVIDERS. () As part of the implementation plen
due danvary +; 1995; the eommissioner shall present propesed rules and any
ﬂeeessmyfeemﬁmeﬁdaﬁeﬂsfwkgishﬂenfeféeﬁmﬂgeﬁeaﬁa}eemmﬁmwm
viders; using the eriteria established under subdivision 1 and defining the rela-

¢b) By January 1, 1996, the commissioner shall adopt rules for establishing
essential community providers and for governing their relationship with health
plan companies. The commissioner shall also identify and address any conflict
of interest issues regarding essential community provider designation for local
governments. The rules shall require health plan companies to comply with all
provisions of section 62Q.14 with respect to enrollee use of essential community
providers.

Sec. 27. [62Q.43] GEOGRAPHIC ACCESS.

Subdivision 1. CLOSED-PANEL HEALTH PLAN. For purposes s of this
section, cIosed-panel health plan” means a health plan as defined in section
620Q.01 that requires an enrollee to receive all or a majority of primary care ser-
vices from a a specific clinic or physician designated by the enrollee that is within
the health plan company’s clinic or physician network.

Subd. 2. ACCESS REQUIREMENT. Every closed-panel health plan must
allow enrollees who are full-time students under the age of 25 years to change
their designated clinic or physician at least once per month, as long as the clinic
or physician is part of of il the health p_l@ company’s statewide clinic or physician
network. A health pli company shall not charge enrollees who “choose this
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option higher premiums or cost sharing than would otherwise apply to enrollees
who do not choose this option. A health plan company may require enrollees to
provide 15 days written notice of intent to change their designated clinic or phy-
sician.

Sec. 28. [62Q.45] COVERAGE FOR OUT-OF-AREA PRIMARY CARE.

Subdivision 1. STUDY. The commissioner of health shall develop methods
to allow enrollees of managed care orgamzatlons to obtain pnmaly care health

health ¢ care providers who are employed by or under contract with another man-
aged care organization. The commissioner shall make recommendations on: (1)
whether this out-of-area primary care coverage should be available to students
and/or other enrollees without additional premium charges or cost sharing; (2)
methods to coordinate the services provided by different managed care organiza-
tions; (3) methods to manage the quality of care provided by different managed
care organizations and monitor health care outcomes; (4) methods to reimburse
managed care organizations for care provided to enrollees of other managed care
organizations; and (5) other issues relevant to the design and administration of
out-of-area primary care coverage. The commissioner shall present recommen-
dations to the legislature by January 15, 1996.

Subd. 2. DEFINITION. For purposes of this section, “managed care organ-
ization” means: (1) a health maintenance organization operating under chapter
62D; (2) a community integrated service network as defined under section
62N.02, subdivision 4a; (3) an integrated service network as defined under sec-
tion 62N.02, subdivision 8; or (4) an insurance company licensed under chapter
60A, nonprofit health service plz_ig corporation operating under chapter 62C, fra-
ternal benefit society operating under chapter 64B, or any other health plan
company, to the extent that it covers health care services delivered to Minnesota
residents through a preferred provider organization or a network of selected pro-

viders.

Sec. 29. [62Q.47] MENTAL HEALTH AND CHEMICAL DEPEN-
DENCY SERVICES.

(2) All health plans, as defined in section 62Q.01, that provide coverage for
mental health or chemical dependency services, must comply with the require-
ments of this section.

(b) Cost-sharing requirements and benefit or service limitations for outpa-
tient mental health and outpatient chemical dependency services, except for per-
sons placed in chemical dependency services under Minnesota Rules, parts
9530.6600 to > 9530.6660, must not place a greater financial burden on the
insured or enrollee, or be more restrictive than those requirements and limita-
tions for outpatient medical services.

(c) Cost-sharing requirements and benefit or service limitations for inpatient
hospital mental health and inpatient hospital and residential chemical depen-
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dency services, except for persons placed in chemical dependency services under
Minnesota Rules, parts 9530.6600 to 9530.6660, must not place a greater finan-
cial burden on the insured or enrollee, or be more restrictive than those require-
ments and limitations for inpatient hospital medical services.

Sec. 30. Minnesota Statutes 1994, section 145.414, is amended to read:
145.414 ABORTION NOT MANDATORY.

(a) No person and no hospital or institution shall be coerced, held liable or
discriminated against in any manner because of a refusal to perform, accommo-
date, assist or submit to an abortion for any reason.

(b) It is the policy of the state of Minnesota that no health plan company as
defined under section 62Q.01, subdivision 4, or health care cooperative as
defined under section 62R.04, subdivision 2, shall be required to provide or pro-
vide coverage for an abortion. No provision of this chapter; of chapter 62A,
62C, 62D, 62H, 62L, 62M, 62N, 62R, 64B, or of any other chapter; of Minne-
sota Rules; or of this act shall be construed as requiring a health plan company
as defined under section 62Q.01, subdivision 4, or a health care cooperative as
defined under section 62R.04, subdivision 2, to provide or provide coverage for

an abortion,

(c) This section supersedes any provision of this act, or any act enacted
prior to enactment of this act, that in any way limits or is inconsistent with this
section. No provision of any act enacted subsequent to this act shall be con-
strued as in any way limiting or being inconsistent with this section, unless the
act amends this section or expressly provides that it is intended to limit or be
inconsistent with this section.

Sec. 31. SINGLE ENTRY POINT FOR COMPLAINTS.

The commissioner of health shall establish a single entry point within the
health department for consumer complaints about the quality and cost of health
care services, whether these services are delivered by individual providers,
health care facilities, or health plan companies. The commissioner shall present
a work plan to the legislature by February 1, 1996.

Sec. 32. CHEMICAL DEPENDENCY STANDARDS AND INCEN-
TIVES.

Subdivision 1. STANDARDS. As part of the department of human service’s
household survey of chemical dependency needs in Minnesota, the commis-
sioner of human services shall study whether utilization standards pertaining to
the number of chemical dependency treatment inpatient and outpatient referrals
per 1,000 enrollees and lengths of stay are needed for the state to address chemi-
cal dependency treatment needs.

Subd. 2. INCENTIVES SYSTEM. The commissioners of human services
and health shall develop recommendations for a financial or other incentive sys-
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tem for health plan companies to meet the standards developed in subdivision 1.
The commissioners shall report to the health care commission and appropriate
legislative committees by January 15, 1997.

Sec. 33. CONSTRUCTION.

coverage of abortion.

Sec. 34. STUDY OF HEALTH CARE DELIVERY.

The Minnesota health care commission shall study the impact of managed
care and other methods of health care delivery on the guality of life and care
provided to terminally ill patients. The commission shall also study the jmpact
of managed care and other methods of health care delivery on the guality of life
and care provided to persons with chronic illness or disability. The commission

cerned citizens. The commission shall present a report on these issues to the leg-
islature and the governor by December 15, 1996.

Sec. 35. REPEALER; HMO ARBITRATION RULES.
Minnesota Rules, part 4685.1700, subpart 1, item D, is repealed.

Sec. 36. REPEALER.

Minnesota Statutes 1994, sections 62Q.03, subdivisions 2,-3, 4, 5, and 11;
62Q.21; and 62Q.27, are repealed.

Sec. 37. EFFECTIVE DATE.

Sections 1, 31, and 36 are effective January 1, 1996.

Section 27 is effective July 1, 1995, and applies to closed-panel health plans

ARTICLE 3
REGULATED ALL-PAYER OPTION

Section 1. Minnesota Statutes 1994, section 62J.017, is amended to read:
62J.017 IMPLEMENTATION TIMETABLE.
The state seeks to complete the restructuring of the health care delivery and

financing system by July 45 +997. The restruectured system will have two options:
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1) inteprated serviee networks; whieh will be aceouninble for meeting state eost
eontainment; quality; and aecess standards; or (2) a uniform set of price and uti-
through an integrated serviee network: Both systems will eperate under the
state’s growth Hmits and will be structured to promote competition in the health
eare marketplaee: Beginning July 1, 1994, measures will be taken to increase the
public accountability of existing health plan companies, to promote the develop-
ment of small, community-based integrated service networks, and to reduce
administrative costs by standardizing third-party billing forms and procedures
and utilization review requirements. Voluntary formation of other integrated
service networks will begin after rules have been adopted, but not before July 1,
1996, Statutes and rules for the entire restructured health care financing and
delivery system must be enacted or adopted by January 1, 1996; and a phase-in
of the all-payer reimbursement system must begin on that dater By July 45 1997
alt health coverage must be regulated under integrated serviee network or come
munity integrated serviee network Jaw pursuant to chapter 62N or all-payer law
purstant to chapter 62R.

Sec. 2. Minnesota Statutes 1994, section 627J.04, subdlvxslon la, is
amended to read:

Subd. la. ADJUSTED GROWTH LIMITS AND ENFORCEMENT, (a)
The commissioner shall publish the final adjusted growth limit in the State Reg-
ister by January 31 of the year that the expenditure limit is to be in effect. The
adjusted limit must reflect the actual regional consumer price index for urban
consumers for the previous calendar year, and may deviate from the previously
published projected growth limits to reflect differences between the actual
regional consumer price index for urban consumers and the projected Consumer
Price Index for urban consumers. The commissioner shall report to the legisla-
ture by February 15 of each year on the implementation of the growth limits.
This annual report shall describe the differences between the projected increase
in health care expendxtures, the actual expenditures based on data collected, and
the impact and validity of growth limits within the overall health care reform
strategy.

(_) The commissioner, in consultation with the Minnesota health care com-
mission, shall research and “include i in the annual report required in paragraph
(a) for 1996, recommendations regarding the implementation of growth limits
for health plan companies and providers. I&Q commissioner shall:

(1) consider both spending and revenue approaches and report on the
implementation of the interim limits a as defined in sections 62J.041 and 621.042;

(2) make recommendations regarding the enforcement mechanism and con-
sider mechanisms to adjust future growth limits as well as mechanisms to estab-
lish financial penaltles for noncompliance;

(_) address the feasibility of systemwide limits imposed on all integrated
service networks, and
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(4) make recommendations on the most effective way to implement growth
limits on the fee-for-service system in the absence of a regulated all-payer sys-

tem.

@) (c) The commissioner shall enforce limits on growth in spending ané
reventes for integrated service networks and for the regulated all-payer option
health plan companies and revenues for providers. If the commissioner deter-
mines that artificial inflation or padding of costs or prices has occurred in antici-
pation of the implementation of growth limits, the commissioner may adjust the
base year spending totals or growth limits or take other action to reverse the
effect of the artificial inflation or padding.

¢e) (d) The commissioner shall impose and enforce overall limits on growth
in revenues and spending for integsated serviee netwerls health plan companies,
with adjustments for changes in enrollment, benefits, severity, and risks. If an
integrated serviee network a health plan company exceeds the growth limits, the
commissioner may reduee future kmits on growth in aggregate premium reve-
nues for that integrated serviee network by up te the amount overspent: if the
integrated serviee network system exceeds a systemwide spending limit; the
eommissioner may reduce future limits en growth in premium revenues for the
integrated serviee network sysiem by up to the amount everspent impose finan-
cial penaities up to the amount exceeding the applicable growth limit.

mq&ireme&&feﬂheregu&aﬁedaﬂ-p&yefepﬁeﬁmeﬁsm%haﬁhgevemﬂeeﬁsef
exeeed%hegreﬁh&mﬁ&}fgfemhhmﬁsfefaeﬂ}eﬁdafye&rafeaweeded-%he
comnissioner may reduce reimbursement rates of otherwise reecup amounts
execeding the lmit for all or part of the next ealendear year: Fo the extent possi-
ble; the commissioner may reduee reimbursement retes or otherwise reeoup

e} The commissioner; i consultation with the Minnesota health eare com-
mission; shall researeh and make recommendations to the legislature regarding
the implementation of growih Lmits for intesrated service networks and the reg-
enue approaches and will report on the implementation of the interim lmits a8
make recommendations on the use of annual update facters based en veolume
performanee standards as & mechanism for achieving eontrols en spending in
the all-payer optien: The commissioner must make recommendations regarding
the enforcement mechanism and must consider mechanisms to adjust future
grovwth Lmits as well as mechanisms to establish financial pensalties for noncom-

9 The commissioner shall report to the legislative commission on health
eare aceess by Becember +; 1994, on irends in aggregate spending and premium
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under section 62P:04 and ether available data to complete this report:

Sec. 3. Minnesota Statutes 1994, section 62J.09, subdivision 1a, is
amended to read:

Subd. la. DPUTHES RELATED O COST CONFAINMENT: () ALLO-
1vise the A line allocation of | remional Hmits on
the rate of growth for providers in the repulated all-payer option in erder to:

) sehieve eommunitywide and regional publie health zoals eonsistent with
these established by the commissioner; and

2) promote aeeess to and equiteble reimbursement of preventive and pri-
mary eare providers:

tb) TECHNICAL ASSISTANCE. Regional coordinating boards, in cooper-
ation with the commissioner, shall provide technical assistance to parties inter-
ested in establishing or operating a community integrated service network or
integrated service network within the region. This assistance must complement
assistance provided by the commissioner under section 62N.23.

Sec. 4. Minnesota Statutes 1994, section 62J.152, subdivision 5, is
amended to read:

Subd. 5. USE OF TECHNOLOGY EVALUATION. (a) The final report
on the technology evaluation and the commission’s comments and recommenda-
tions may be used:

(1) by the commissioner in retrospective and prospective review of major
expenditures;

(2) by integrated service networks and other group purchasers and by
employers, in making coverage, contracting, purchasing, and reimbursement |
decisions; ‘
(3)bygevemmeﬂfﬁfegmmsaﬂdfegu+&tefsef%hefegu4&eedaﬂ—payef |
option; in malking coverage; eontracting,; purchasing; and reimbursement deei-

S‘lﬁﬂﬂ‘}

4) by the eommissioner and ether organizations in the development of
practice parameters;

£5) (4) by health care providers in making decisions about adding or replac-
ing technology and the appropriate use of technology:;

63 (5) by consumers in making decisions about treatment;

€M (6) by medical device manufacturers in developing and marketing new
technologies; and
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£8) (7) as otherwise needed by health care providers, health care plans, con-
sumers, and purchasers.

(b) At the request of the commissioner, the health care commission, in con-
sultation with the health technology advisory committee, shall submit specific
recommendations relating to technologies that have been evaluated under this
section for purposes of retrospective and prospective review of major expendi-
tures and coverage, contracting, purchasing, and reimbursement decisions affect-

ing state programs and the all-payer option.

Sec. 5. Minnesota Statutes 1994, section 62Q.01, subdivision 4, is amended
to read:

Subd. 4. HEALTH PLAN COMPANY. “Health plan company” means:

(1) a health carrier as defined under section 62A.011, subdivision 2;

(2) an integrated service network as defined under section 62N.02, subdivi-
sion 8; or

(3) an all-payer insurer as defined under section 62P-02; or

) a community integrated service network as defined under section
62N.02, subdivision 4a.

Sec. 6. Minnesota Statutes 1994, section 62Q.30, is amended to read:

62Q.30 EXPEDITED FACT FINDING AND DISPUTE RESOLUTION
PROCESS.

The commissioner shall establish an expedited fact finding and dispute reso-
lution process to assist enrollees of integrated serviee netwerks and all-payer
insurers health plan companies with contested treatment, coverage, and service
issues to be in effect July [, 1997. The commissioner may order an integrated
service network or an all-payer insurer to provide or pay for a service that is
within the universal standard benefits set health coverage. If the disputed issue
relates to whether a service is appropriate and necessary, the commissioner shall
issue an order only after consulting with appropriate experts knowledgeable,
trained, and practicing in the area in dispute, reviewing pertinent literature, and
considering the availability of satisfactory alternatives. The commissioner shall
take steps including but not limited to fining, suspending, or revoking the license
of an integrated serviee netwerk or an all-payer insurer a health plan company

that is the subject of repeated orders by the commissioner that suggests a pattern
of inappropriate underutilization.

Sec. 7. Minnesota Statutes 1994, section 62Q.41, is amended to read:

62Q.41 ANNUAL IMPLEMENTATION REPORT.

(a) The commissioner of health, in consultation with the Minnesota health
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care commission, shall develop an annual implementation report to be submit-
ted to the legislature each year beginning January 1, 1995, describing the prog-
ress and status of rule development and implementation of the integrated
service network system and the regulated all-payer eption, and providing recom-
mendations for legislative changes that the commissioner determines may be
needed,

(b) As part of the report required in paragraph (a) due for 1996, the com-
missioner, in consultation with the health care commission, shall make recom-
mendations on the design and development of an appropriate framework to
apply regulations uniformly among all health plan companies and to ensure ade-
quate oversight and consumer protection in the absence of a regulated all-payer
system.

Sec. 8. Laws 1994, chapter 625, article 5, section 5, subdivision 1, is
amended to read:

Subdivision 1. PROPOSED LEGISLATION. The commissioners of health
and commerce, in consultation with the Minnesota health care commission and
the legislative commission on health care access, shall draft proposed legislation
to recodify, simplify, and standardize all statutes, rules, regulatory requirements,
and procedures relating to health plan companies. The recodification and regula-
tory reform must become effective simultaneously with the full implementation
of the integrated service network system and the regulated all-payer eption on
July 1, 1997. The commissioners of health and commerce shall submit to the
legislature by January 1, 1996, a report on the recodification and regulatory
reform with proposed legislation.

Sec. 9. INSTRUCTION TO REVISOR; RECODIFICATION OF
INTERIM LIMITS.

amended, as section 62J.041, and shall recode section 62P.05, as amended, as
section 62J.042,

Sec. 10. REPEALER.

Minnesota Statutes 1994, sections 62J.152, subdivision 6; 62P.01; 62P.02;
62P.03; 62P.07; 62P.09; 62P.11; 62P.13; 62P.15; 62P.17; 62P.19; 62P.21;
62P.23; 62P.25; 62P.27; 62P.29; 62P.31; and 62P.33, are repealed.
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ARTICLE 4

UNIVERSAL COVERAGE

Section 1. Minnesota Statutes 1994, section 62Q.1635, is amended to read:

62Q.165 UNIVERSAL COVERAGE.

Subdivision 1. DEFINITION. It is the commitment of the state to achieve
universal health coverage for all Minnesotans by Fuly 45 1957 In order to
achieve this eommitment; the following geals must be met:

€ every Minnesotan shall have health eoverage and shall eontribute to the
eosts of coverage based on ability to pay;

(2) no Minnesotan shall be denied coverage or foreed to pay more beeanse
of health status;

3) guality health care services mrust be aceessible to all Minnesotans;

4) all henlth eare purchasers must be placed on an equal footing in the
health eare marketplace; and

@aeempfeheﬁsweaﬂda{feféabhhea%hﬂ&ﬁmﬁs{bewaﬂab%e%eaﬂ
Minnesetans. Universal coverage is achieved when:

(1) every Minnesotan has access 1o a full range of quality health care ser-
vices;

(2) every Minnesotan is able to obtain affordable health coverage which
pays for the full range of services, including preventive and primary care; and

(3) every Minnesotan pays into the health care system according to that per-
son’s ability.

Subd. 2. GOAL. It is the goal of the state to make continuous progress

toward reducing the number of Minnesotans who do not have health coverage so
that by January 1, 2000, fewer than four percent of the state’s population will be
without health coverage. The goal will be achieved by improving access to pri-
vate health coverage through insurance reforms and market reforms, by making
health coverage more affordable for low-income Minnesotans through purchas-
ing pools and state subsidies, and by reducing the cost of health coverage
through cost containment programs and methods of ensuring that all Minneso-
tans are paying into the system according to their ability.

Subd. 3. REPORT ON HEALTH CARE ACCESS. (a) The health care
commission shall annually report to the legislature regarding the extent to which
the state is making progress toward the goal of universal coverage described in
this section. As part of this report, the commission shall monitor the number of
uninsured in the state. The annual report must be submitted no later than Janu-
ary 15 of each year in compliance with section 3.195.
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(b) The annual report required under paragraph (a), due January 15, 1996,
shall advise the legislature regarding possible additional steps in insurance
reform that would be helpful in progressing toward universal coverage. The
commission shall consider further initiatives involving group purchasing pools,
narrowing premium variations, guaranteed issue and portability requirements,
preexisting condition limitations, and other provisions that provide greater
opportunities to obtain affordable health coverage. The commission shall con-
sider the small employer reforms contained in the model laws recommended by
the National Association of Insurance Commissioners and shall recommend
whether these reforms should be adopted.

(¢) The annual report due required under paragraph (a), required on Janu-
ary 15, 1996, shall advise the legislature regarding possible changes in the indi-
vidual insurance market. The report shall consider initiatives regarding
purchasing pools, including specific design details of a state-run or state-initiated
purchasing pool for individuals, specific legislative reforms needed to encourage
the formation of purchasing pools, and point-by-point consideration of the
obstacles to enactment of these purchasing pools, including adverse selection.
The report shall consider the creation of a standard and objective definition of
eligibility for the comprehensive health association, and whether the enactment
of such a definition could be coupled with guaranteed issuance for the remainder
of the individual market. The report should include all other considerations of

dations regarding any steps toward achieving universal coverage that became
feasible as a result of changes in federal law that remove barriers to state efforts
to expand health care access.

(e} To the extent possible, the health care commission shall utilize existing
information, including information collected by other state or federal agencies
and organizations, to complete the studies and reports in this subdivision. State
agencies and organizations shall provide information, technical and analytic
support, and other assistance to the commission as possible, to ensure the timely
and efficient completion of the studies and reports in this subdivision, Staff from
the appropriate state agencies shall participate with the commission executive

the annual reports and studies of this subdivision. Following this initial plan-
ning, the executive director shall report to the legislative oversight commission
on health care access by July 1 each year on the initial study plan, and on any
commission tasks or studies which may not be completed as scheduled due to
such constraints as lack of sufficient available information or resources.

Sec. 2. Minnesota Statutes 1994, section 62Q.18, is amended to read:

62Q.18 UNIVERSAEL PORTABILITY OF COVERAGE; INSURANCE
REFORMS.

Subdivision 1. DEFINITION, For purposes of this section,
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(1) “continuous coverage” has the meaning given in section 62L.02;

(2) “puaranteed issue” means:

(1) for individual health plans, that a health plan company shall not decline
an application by an individual for any individual health plan offered by that
health plan company, including coverage for a dependent of the individual to
whom the health plan has been or would be issued; and

(ii) for group health plans, that a health plan company shall not decline an
application by a group for any group health plan offered by that health plan
company and shall not decline to cover under the group health plan any person
eligible for coverage under the group’s eligibility requirements, including persons
who become eligible after initial issnance of the group health plan; and

(3) “qualifying coverage” has the meaning given in section 62L.02: and

subdivision 4.

Subd: 2; INDPHDUAL MANDATE: Efective Fuly &5 199%; each Minne-

Subd: 3 -GUARANTEED ISSUE: (a) Effective Fuly +; 1097 each hesalth
plan compeany shal offer; sell; issue; or renew each of its individual health plan
forms en & guaranteed issue basis to any Minnesots resident:

€b) Effective July +; 1997 each health plan company shall effer; sell; issue;
or renew each of its group health plan forms to any employer that has s prinei-
pat plaee of business in this state on & guaranteed issue basis; provided that the
goarenteed issue requirement does not apply to employees; dependents; er other
persens to be eovered; who are not residents of this state:

Subd: 4 UNDERWRITING RESTRICHONS LIMITED: Effeetive July
1+ 1097 no health plan company shall offer; sell; issue; or renew & health plan
that has underwriting restrietions that apply to & Minnesota resident; exeept as

Subd: -5; -PREEXISTING CONDIFION EIMIFATIONS: Effective Fuly &
1997 neo health plon company shall offer; sell; issue; or renew a health plan that

ins @ e tion lmitation of crolusion of exesi sider
that applies to & Minnesota resident; exeept a Hmitation which is no longer than
12 menths and applies only to a person who has peot maintained contintous eov-

- An rod . Lition limitation from \ L
eoverage may be earried over te new coverage under o health plan; if the unex-
has pot mainteined eontinuous eoverage may be subjected to a new J2-menth

N lition Lmitation afier each break in . ‘

New language is indicated by underline, deletions by strikeont.




2159 LAWS of MINNESOTA for 1995 Ch. 234, Art. 4

Fuly +; 1095; the premium rate variations permitted under sections 62A<65 and
62108 beeome:

) for factors other than age and geography; 125 percent of the index rate:
and

&) for age; 25 percent of the index rater

(b) Effeetive July 1; 1996; the premivm variations permitted under sections
62465 and 62108 beecome:

and

2) for age; 15 percent of the index rater

{e) Effective July 1; 1997, no health plan company shall offer; sell; issue; o
renew & health plan; that is subjeet to seetion 62465 or 621-08; for which the
premitm rate varies between eovered persons on the basis of any factor other
than:

1) for individual health plans; differences in benefits or benefit design; and
for group health plans; actuarially valid differenees in benefits or benefit design:

2) the number of persons to be covered by the health plam:

3) actuarielly valid differences in expected costs between adulis and ehil-
drem;

) healthy lifestyle discounts autherized by statute: and

tion 62A-65; and for group health plans; gcographie variations permitted under

the approval of the commissioner-

te) Notwithstanding paragraphs (a); (b); and (e); no health plan company
shell renew any individual or group health plan; execept in complianee with this
paragraph- No premiwm rate for any poliey heolder or contraet holder shall
inerease or deercase upon renewal; a3 & result of this subdivision; by mere than
+5 pereent per year- The inecrease or deerease deseribed in this paragraph is in
addition to any premium iperease or deerease eaused by legally permissible fae-
tors other than this subdivision H a premiwm inerease or deerease is con-
remaining portion of the inerease or deerease at the time of subsequent annual
renewals; but never to exceed 15 pereent per year for paragraphs (a); (b); and (e)
combined:

Subd: -7 PORFABILITY OF COVERAGE: () Effective July 4; 4597 neo
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health plan company shall offer; sell; issue; or renew any group of individual
ous LA inst any . ition Hmitation that By
otherwise apply under subdivision 5: Ne heslth plan shell be subjeet to any
other type of underwriting restrietion:

o) Effective July 1; 15935; no health plan company shall offer; sell; issue; or
repew any group or individual bealth plan that dees not; with respeet to individ-
fying coverage is & health plan issued by medieal assistance under chapter 2568;
general assistenece medieal eare under chapter 256D; of the MinnesotaCare pre-

b make eoverage available en & guaranteed issue basis; and

) give full eredit for previous continuous coverage against any appheable
preexisting condition limitation or exclusion:

(o) B bt (b) applies to individuals wh . iatel " i
fying eoverage is medienl assistance under chapter 256B; general assistance med-
ieal eare under chapter 256D; or the MinnesotaCare program established under
efw&éisenfeﬂapeﬁiss&aﬂeeef%heﬂeweevefagepaﬂgfaphéb)deesm
apply if the publie program uses of will use publie funds to pay the premivms
for an individual whe remains or will remain enrolled in the publie program: No
publie funds may be used to purchase private eoverage avaiable under this para-
graph. This paragraph does not prohibit publie payment of premiums to eon-
tHnue private sector coverage originally obtained prior to earollment in the pub-
lie program; where otherwise permitied by state or federal law- Portability eover-
age under this paragraph is subjeet to the provisions of seetion 62A-65; subdivi-
sien 5; elause (b

€& Effective July 1, 1994, no health plan company shall offer, sell, issue, or

renew any group health plan that does not, with respect to individuals who
maintain continuous coverage and who gualify under the group’s eligibility

requirements:

(1) make coverage available on a guaranteed issue basis; and

(2) give full credit for previous continuous coverage against any applicable
preexisting condition limitation or preexisting condition exclusion.

To the extent that this paragraph subdivision conflicts with chapter 62L,
with respeet to small employers as defined in seetion 621--02; chapter 62L gov-
erns, regardless of whether the group sponsor is a small employer as defined in
section 62L..02, except that for group health plans issued to groups that are not
small employers, this subdivision’s requirement that the individual have main-
tained continuous coverage applies. An individual who has maintained continu-
ous coverage, but would be considered a late entrant under chapter 62L, may be
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treated as a late entrant in the same manner under this subdivision as permitted
under chapter 62L.

+ 1997 the comprehensive health associntion ereated in seetion 62E-10 shall
net aeeept new applieants for enrollment; except for Medicare-related coverage
deseribed in seetion 62E-12 and for coverage deseribed in seetion 62E-18:

Subd: -0; -CONTINGENCY: FUTURE LEGISEATION: This seetion;
except for subdivision 7; paragraphs (b); (e); and (d); is not intended to be
implemented prior to legislation enacted to achieve the objeetives of seetien
620165 and Laws 1994; ehapter 623; article 6; seetions 5; 6; and 7 Subdivisien
6 is not effective until an effeetive date is speeified in 1995 legislation:

Sec. 3. COORDINATION BETWEEN ACUTE AND LONG-TERM
CARE.

Subdivision 1. GOAL. The health care commission shall examine the rela-
tionship between the acute and long-term care systems in order to address frag-
mentation and cost shifting between these two systems.

Subd. 2. PLAN. The commission shall prepare a plan for a process to bring
about greater coordination between acute and long-term care that would maxi-
mize quality, overcome cost shifting, and contain overall costs.

(a) The commission’s plan shall identify:

(1) concepts, issues, perceived problems, or concerns to be addressed as part
of a process to achieve greater coordination and improved outcomes in acute

and long-term care;

(2) a suitable process for addressing the issues in clause (1), including ade-
quate involvement of appropriate stakecholder groups, persons receiving long-
term care, and the public; and

(3) recommendations for appropriate relationships, division of responsibili-
ties, resources, and a timetable for the process of achieving greater coordination
between acute and long-term care.

(b) The commission’s plan shall address:

(1) the need for an appropriate framework for measuring and comparing
potential costs and benefits of proposals to improve coordination between acute
and long-term care;

(2) specific information needs and how the information will be developed or
obtained;

(3) the role of the commission and any changes or modifications of the com-

mission in assisting the process described in the plan; and
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(4) the degree to which the process of coordinating acute and long-term care
might be undertaken sequentially or incrementally, with descriptions of any rec-
ommended steps in the process.

(c) In developing the plan, the commission shall take testimony from inter-
ested persons, review findings of previous studies and reports, and consult with
other state agencies and organizations, including, but not limited to:

(1) adults with disabilities, parents or guardians of children with disabilities,
and groups representing children and adults with a variety of disabilities; and

(2) facility based and home and community-based long-term care providers.

(d) The commission’s plan shall be reported to the legislature by January 15,
1996.

Sec. 4. REPEALER; ADDITIONAL INSURANCE REFORMS.

Minnesota Statutes 1994, section 62Q.18, subdivisions 2, 3, 4, 5, 6, 8, and
9, are repealed.

ARTICLE §
DATA COLLECTION AND RESEARCH INITIATIVES

Section 1. Minnesota Statutes 1994, section 13.99, is amended by adding a
subdivision to read:

Subd. 115. HEALTH DATA INSTITUTE DATA. Data created, collected,
received, maintained, or disseminated by the Minnesota health data institute
established under section 62J.451 are classified under section 62J.452: access to

Sec. 2. Minnesota Statutes 1994, section 62J.04, subdivision 3, is amended
to read:

Subd. 3. COST CONTAINMENT DUTIES. After obtaining the advice
and recommendations of the Minnesota health care commission, the commis-
sioner shall:

(1) establish statewide and regional limits on growth in total health care
spending under this section, monitor regienal and statewide compliance with the
spending limits, and take action to achieve compliance to the extent authorized

by the legislature;

(2) divide the state into no fewer than four regions, with one of those
regions being the Minneapolis/St. Paul metropolitan statistical area but exclud-
ing Chisago, Isanti, Wright, and Sherburne counties, for purposes of fostering
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the development of regional health planning and coordination of health care
delivery among regional health care systems and working to achieve spending
limits;

(3) provide technical assistance to regional coordinating boards;

(4) monitor the quality of health care throughout the state; eonduet een-
sumer satisfaetion surveys; and take action as necessary to ensure an appropriate
level of quality;

(5) issue recommendations regarding uniform billing forms, uniform elec-
tronic billing procedures and data interchanges, patient identification cards, and
other uniform claims and administrative procedures for health care providers
and private and public sector payers. In developing the recommendations, the
commissioner shall review the work of the work group on electronic data inter-
change (WEDI) and the American National Standards Institute (ANSI) at the
national level, and the work being done at the state and local level. The commis-
sioner may adopt rules requiring the use of the Uniform Bill 82/92 form, the
National Council of Prescription Drug Providers (NCPDP) 3.2 electronic ver-
sion, the Health Care Financing Administration 1500 form, or other standard-
ized forms or procedures;

(6) undertake health planning responsibilities as provided in section 62J.15;

(7) meniter and promote the development and implementation of practiee
parameters:

€8) authorize, fund, or promote research and experimentation on new tech-
nologies and health care procedures;

procedures of treatiment:

€6y (8) within the limits of appropriations for these purposes, administer or
contract for statewide consumer education and wellness programs that will
improve the health of Minnesotans and increase individual responsibility relat-
ing to personal health and the delivery of health care services, undertake preven-
tion programs including initiatives to improve birth outcomes, expand
childhood immunization efforts, and provide start-up grants for worksite well-
ness programs; and

¢2) (9) undertake other activities to monitor and oversee the delivery of
health care services in Minnesota with the goal of improving affordability, qual-
ity, and accessibility of health care for all Minnesotans.

Sec. 3. Minnesota Statutes 1994, section 62J.06, is amended to read:
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62].06 IMMUNITY FROM LIABILITY.

No member of the Minnesota health care commission established under sec-
tion 62J.05, regional coordinating boards established under section 62J.09, or
the health planning technology advisory committee established under section
62J.15, data collection advisory commitice established under seetion 62J:30; or
practice parameter advisory committee established under seetion 623-32 shall be
held civilly or criminally liable for an act or omission by that person if the act or
omission was in good faith and within the scope of the member’s responsibilities
under this chapter.

Sec. 4. Minnesota Statutes 1994, section 62J.212, is amended to read:
62).212 COELABORATION ON PUBLIC HEALTH GOALS.

The - may i onal ine Hmite if public heald
goals for that region are achieved: The commissioner shall establish specific pub-
lic health goals including, but not limited to, increased delivery of prenatal care,
improved birth outcomes, and expanded childhood immunizations. The com-
missioner shall consider the community public health goals and the input of the
statewide advisory committee on community health in establishing the statewide

goals.
Sec. 5. [627.2930] INFORMATION CLEARINGHOUSE.

Subdivision 1. ESTABLISHMENT. The commissioner of health shall
establish an information clearinghouse within the department of health to facili-
tate the ability of consumers, employers, providers, health plan companies, and
others to obtain information on health reform activities in Minnesota. The com-
missioner shall make available through the clearinghouse updates on federal and
state health reform activities, including information developed or collected by
the department of health on cost containment or other research initiatives, the
development of integrated service networks, and voluntary purchasing pools,
action plans submitted by health plan companies, reports or recommendations
of the health technology advisory committee and other entities on technology
assessments, and reports or recommendations from other formal committees
applicable to health reform activities. The clearinghouse shall also refer reque-
stors to sources of further information or assistance. The clearinghouse is subject

to chapter 13.

Subd. 2. INFORMATION ON HEALTH PLAN COMPANIES. The
information clearinghouse shall provide information on all health plan compa-
nies operating in a specific geographic area to consumers and purchasers who
request it.

Subd. 3. CONSUMER INFORMATION. The information clearinghouse
or another entity designated by the commissioner shall provide consumer infor-
mation to health plan company enrollees to:
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(1) assist enrollees in understanding their rights;

internal complaint systems within health carriers, community integrated service
networks, integrated service networks, and the departments of health and com-
merce; ’

(3) provide information on coverage options in each regional coordinating
board region of the state;

(4) provide information on the availability of purchasing pools and enrollee
subsidies; and

(5) help consumers use the health care system to obtain coverage.

The information clearinghouse or other entity designated by the commis-
sioner for the purposes of this subdivision shall not:

(1) provide legal services to consumers;

(2) represent a consumer or enrollee; or

(3) serve as an advocate for consumers in disputes with health plan compa-
nies.

Nothing in this subdivision shall interfere with the ombudsman program estab-
lished under section 256B.031, subdivision 6, or other existing ombudsman pro-

grams.
Subd. 4. COORDINATION. To the extent possible, the commissioner ghall

sota health data institute,.

Sec. 6. [62J.301] RESEARCH AND DATA INITIATIVES.

Subdivision 1. DEFINITIONS. For purposes of sections 62J.2930 to
62J.42, the following definitions apply:

(a) “Health outcomes data” means data used in research designed to iden-
tify and analyze the outcomes and costs of alternative interventions for a given
clinical condition, in order to determine the most appropriate and cost-effective
means to prevent, diagnose, treat, or manage the condition, or in order to
develop and test methods for reducing inappropriate or unnecessary variations
in the type and frequency of interventions.

(b) “Encounter level data” means data related to the utilization of health
care services by, and the provision of health care services to individual patients,
enrollees, or insureds, inctuding claims data, abstracts of medical records, and
data from patient interviews and patient surveys.

Subd. 2. STATEMENT OF PURPOSE. The commissioner of health shall
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conduct data and research initiatives in order to monitor and improve the effi-
ciency and effectiveness of health care in Minnesota.

Subd. 3. GENERAL DUTIES. The commissioner shall:

(1) collect and maintain data which enable population-based monitoring
and trending of the access, utilization, quality, and cost of health care services
within Minnesota;

(2) collect and maintain data for the purpose of estimating total Minnesota
health care expenditures and trends;

(3) collect and maintain data for the purposes of setting limits under section
62J.04, and measuring growth limit compliance;

(4) conduct applied research using existing and new data and promote appli-
cations based on existing research;

(5) develop and implement data collection procedures to ensure a high level
of cooperation from health care providers and health plan companies, as defined
in section 62Q.01, subdivision 4;

(6) work closely with health plan companies and health care providers to
promote improvements in health care efficiency and effectiveness; and

(7) participate as a partner or sponsor of private sector initiatives that pro-
mote publicly disseminated applied research on health care delivery, outcomes,
costs, quality, and management.

Subd. 4. INFORMATION TO BE COLLECTED. (a) The data collected
may include health outcomes data, patient functional status, and health status.
The data collected may include information necessary to measure and make
adjustments for differences in the severity of patient condition across different
health care providers, and may include data obtained directly from the patient
or from patient medical records, as provided in section 62J.321, subdivision 1.

(b) The commissioner may:

tives of sections 621.301 to 62J.42, using, to the greatest extent possible, stan-
dardized forms and procedures; and

(2) process the data collected to ensure validity, consistency, accuracy, and
completeness, and as appropriate, merge data collected from different sources.

{c) For purposes of estimating total health care spending and forecasting
rates of growth in health care spending, the commissioner may collect from
health care providers data on patient revenues and health care spending during
a time period specified by the commissioner. The commissioner may also collect
data on health care revenues and spending from group purchasers of health care.
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Health care providers and group purchasers doing business in the state shall pro-
vide the data requested by the commissioner at the times and in the form speci-
fied by the commissioner, Professional licensing boards and state agencies
responsible for licensing, registering, or regulating providers and group purchas-
ers shall cooperate fully with the commissioner in achieving compliance with the
reporting requirements,

Subd. 5. NONLIMITING. Nothing in this chapter shall be construed to
limit the powers granted to the commissioner of health under chapter 62D, 62N,
144, or 144A,

Sec. 7. [62J.311] ANALYSIS AND USE OF DATA.

Subdivision 1. DATA ANALYSIS. The commissioner shall analyze the data
collected to:

(1) assist the state in developing and refining its health policy in the areas of
access, utilization, quality, and cost;

(2) assist the state in promoting efficiency and effectiveness in the financing
and delivery of health services;

(3) monitor and track accessibility, utilization, quality, and cost of health
care services within the state;

(4) evaluate the impact of health care reform activities;

(5) assist the state in its public health activities; and

(6) evaluate and determine the most appropriate methods for ongoing data
collection,

Subd. 2. CRITERIA FOR DATA AND RESEARCH INITIATIVES. (a)
Data and research initiatives by the commissioner, pursuant to sections 62J.301
10 62J.42, must:

employers and other purchasers of health care, health care providers, including
providers serving large numbers of people with low-income, and health plan
companies as applicable;

(2) be based on scientifically sound and statistically valid methods:

(3) be statewide in scope, to the extent feasible, in order to benefit health
care purchasers and providers in all parts of Minnesota and to ensure broad and
representative health care data for research comparisons and applications;

(4) emphasize data that is useful, relevant, and nonredundant of existing
data. The initiatives may duplicate existing private data collection activities, if
necessary to ensure that the data collected will be in the public domain;

(1) serve the needs of the general public, public sector health care programs,
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(3) be structured to minimize the administrative burden on health plan
companies, health care providers, and the health care delivery system, and mini-
mize any privacy impact on individuals; and

(6) promote continuous improvement in the efficiency and effectiveness of
health care delivery.

(b) Data and research initiatives related to public sector health care pro-
grams must:
(1) assist the state’s current health care financing and delivery programs to

deliver and purchase health care in a manner that promotes improvements in
health care efficiency and effectiveness;

(2) assist the state in its public health activities, including the analysis of
disease prevalence and trends and the development of public health responses;

(3) assist the state in developing and refining its overall health policy,
including policy related to health care costs, quality, and access; and

(4) provide data that allows the evaluation of state health care financing and
delivery programs.

Sec. 8. [62J.321) DATA COLLECTION AND PROCESSING PROCE-
DURES.

Subdivision 1. DATA COLLECTION. (a) The commissioner shall collect
data from health care providers, health plan companies, and individuals in the
most cost-effective manner, which does not unduly burden them. The commis-
sioner may require health care providers and health plan companies to collect
and provide patient health records and claim files, and cooperate in other ways
with the data collection process. The commissioner may also require health care
providers and health plan companies to provide mailing lists of patients. Patient

ant to sections 62J.301 to 62J.42 by any group purchaser, health plan company,
health care provider; or agent, contractor, or association acting on behalf of a
group purchaser or health care provider. Any group purchaser, health plan com-
pany, health care provider; or agent, contractor, or association acting on behalf
of a group purchaser or health care provider, that releases data to the commis-

sioner in good faith pursuant to sections 62J.301 to 62J.42 shall be immune
from civil liability and criminal prosecution.

(b) When a group purchaser, health plan company, or health care provider
submits patient identifying data, as defined in section 62J.451, to the commis-

commissioner in electronic form, or through other electronic means including,
but not limited to, the electronic data interchange system defined in section
62J].451, the group purchaser, health plan company, or health care provider shall
submit the patient identifying data in encrypted form, using an encryption
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method specified by the commissioner. Submission of encrypted data as pro-
vided in this paragraph satisfies the requirements of section 144.335, subdivi-
sion 3b.

(c) The commissioner shall require all health care providers, group purchas-
ers, and state agencies to use a standard patient identifier and a standard identi-
fier for providers and health plan companies when reporting data under this
chapter. The commissioner must encrypt patient identifiers to prevent identifi-
cation of individual patients and to enable release of otherwise private data to
researchers, providers, and group purchasers in a manner consistent with chap-
ter 13 and sections 62J.55 and 144.335. This encryption must ensure that any
data released must be in a form that makes it impossible to identify individual

patients.

Subd. 2. FAILURE TO PROVIDE DATA. The intentional failure to pro-
vide the data requested under this chapter is grounds for disciplinary or regula-
tory action against a regulated provider or group purchaser. The commissioner
may assess a fine against a provider or group purchaser who refuses to provide
data required by the commissioner. If a provider or group purchaser refuses to
provide the data required, the commissioner may obtain a court order requiring
the provider or group purchaser to produce documents and allowing the com-
missioner to inspect the records of the provider or group purchaser for purposes
of obtaining the data required.

Subd. 3. DATA COLLECTION AND REVIEW, Data collection must con-
tinue for a sufficient time to permit: adequate analysis by researchers and appro-
priate providers, including providers who will be impacted by the data; feedback
to providers; monitoring for changes in practice patterns; and the data and
research criteria of section 62J.311, subdivision 2, to be fulfilled.

Subd. 4. USE OF EXISTING DATA. (a) The commissioner shall negotiate
with private sector organizations currently collecting health care data of interest
to the commissioner to obtain required data in a cost-effective manner and min-
imize administrative costs. The commissioner shall attempt to establish links
between the health care data collected to fulfill sections 62J.301 to 62J.42 and
existing private sector data and shall consider and implement methods to
streamline data collection in order to reduce public and private sector adminis-
trative costs.

(b) The commissioner shall use existing public sector data, such as those
existing for medical assistance and Medijcare, to the greatest extent possible, The
commissioner shall establish links between existing public sector data and con-
sider and implement methods to streamline public sector data collection in
order to reduce public and private sector administrative costs.

Subd. 5. DATA CLASSIFICATION. (a) Data collected to fulfill the data
and research initiatives authorized by sections 62J.301 to 62J.42 that identify

individuals are ponpublic data. The commissioner shall establish procedures and
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does not identify specific patients, providers, emplovers, individual or group
purchasers, or other specific individuals and organizations, except with the per-
mission of the affected individual or organization, or as permitted elsewhere in

this chapter.

(b) Raw unaggregated data collected from household and employer surveys
used by the commissioner to monitor the number of uninsured individuals, rea-
sons for lack of insurance coverage, and to evaluate the effectiveness of health
care reform, are subject to the same data classifications as data collected pursu-
ant to sections 62J.301 to 62J.42.

(c) Notwithstanding sections 13.03, subdivisions 6 to 8; 13.10, subdivisions
1 to 4; and 138.17, data received by the commissioner pursuant to sections
62J.301 to 62J.42, shall retain the classification designated under this section
and shall not be disclosed other than pursuant to this section.

(d) Summary data collected to fulfill the data and research initiatives autho-
rized by sections 62J.301 to 62J.42 may be disseminated under section 13.05,
subdivision 7. For the purposes of this section, summary data includes nonpub-
lic data not on individuals.

(e) Notwithstanding paragraph (a), the commissioner may publish nonpub-
lic or private data collected pursuant to sections 62J.301 to 62J.42 on health
care costs and spending, quality and outcomes, and utilization for health care
institutions, individual health care professionals and groups of health care pro-
fessionals, group purchasers, and integrated service networks, with a description
of the methodology used for analysis. The commissioner may not make public
any patient identifying information except as specified in law. The commis-

vidual health care professional, group purchaser, or integrated service network
until after the institution, group of professionals, individual health care profes-
sional, group purchaser, or integrated service network has had 21 days to review

(f) A provider or group purchaser may contest whether the data meets the
criteria of section 62J.311, subdivision 2, paragraph (a), clause (2), in accor-
dance with a contested case proceeding as set forth in sections 14.57 to 14.62,
subject to appeal in accordance with sections 14.63 to 14.68. To obtain a con-
tested case hearing, the provider or group purchaser must make a written

comment. Within ten days of the assignment of an administrative Jaw judge, the
provider or group purchaser shall make a clear showing to the administrative

accurate and valid and were collected based on the criteria of section 62J.311,
subdivision 2, paragraph (a), clause (2). If the administrative law judge deter-
mines that the provider or group purchaser has made such a showing, the data
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shall remain private or nonpublic during the contested case proceeding and
appeal. If the administrative law judge determines that the provider or group
purchaser has not made such a showing, the commissioner may publish the data
immediately, with comments received in the release of the data. The contested
case proceeding and subsequent appeal is not an exclusive remedy and any per-
son may seek a remedy pursuant to section 13.08, subdivisions 1 to 4, or as oth-
erwise authorized by law, :

Subd. 6. RULEMAKING. The commissioner may adopt rules to imple-
ment sections 62J,301 to 62J.452,

Subd. 7. FEDERAL AND OTHER GRANTS. The commissioner may seek
federal funding, and funding from private and other nonstate sources, for data
and research initiatives.

Subd. 8. CONTRACTS AND GRANTS. To carry out the duties assigned in
sections 62J.301 to 62J.42, the commissioner may contract with or provide
grants to private sector entities. Any contract or grant must require the private
sector entity to maintain the data which it receives according to the statutory
provisions applicable to the data.

Sec. 9. [62J.322] PROVIDER INFORMATION PILOT STUDY.

The commissioner shall develop a pilot study to collect comparative data
from health care providers on opportunities and barriers to the provision of
quality, cost-effective health care, The provider information pilot study shall
include providers in community integrated service networks, integrated service
networks, health maintenance organizations, preferred provider organizations,
indemnity jnsurance plans, public programs, and other health plan companies.
Health plan companies and group purchasers shall provide to the commissioner
providers’ names, health plan assigpnment, and other appropriate data necessary
for the commissjoner to conduct the study. The provider information pilot study
shall examine factors that increase and hinder access to the provision of quality,
cost-effective health care. The study may examine:

(1) administrative barriers and facilitators;

(2) time spent obtaining permission for appropriate and necessary treat-
ments;

(3) latitude to order appropriate and necessary tests, pharmaceuticals, and
referrals to specialty providers;

(4) assistance available for decreasing administrative and other routine
paperwork activities;

(5) continuing education opportunities provided;

(6) access to readily available information on diagnoses, diseases, outcomes,
and new technologies;
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(7) continuous quality improvement activities;

(8) inclusion in administrative decision making;

(9) access to social services and other services that facilitate continuity of
care;

(10) economic incentives and disincentives;

(11) peer review procedures; and

(12) the prerogative to address public health needs.

In selecting additional data for collection, the commissioner shall consider
the: (i) statistical validity of the data; (ii) public need for the data; (iii) estimated

identify barriers and opportunities to improve quality care provision within
health plan companies.

Sec. 10. Minnesota Statutes 1994, section 62J.37, is amended to read:

62J.37 COST CONTAINMENT DATA FROM INTEGRATED SERVICE
NETWORKS.

The commissioner shall require integrated service networks operating under
section 62N.06, subdivision 1, to submit data on health care spending and reve-
nue for calendar year 1994 1996 by Eebruary 15; 1995 April 1, 1997. Each Feb-
ruary +5 April 1 thereafter, integrated service networks shall submit to the
commissioner data on health care spending and revenue for the preceding calen-
dar year. The data must be provided in the form specified by the commissioner.
To the extent that an integrated service network is operated by a group pur-
chaser under section 62N.06, subdivision 2, the integrated service network is
exempt from this section and the group purchaser must provide data on the inte-
grated service network under section 62J.38.

Sec. 11. Minnesota Statutes 1994, section 62J.38, is amended to read:

623.38 COST CONTAINMENT DATA FROM GROUP PURCHASERS,

(a) The commissioner shall require group purchasers to submit detailed data
on total health care spending for ealendar years +990; 1994 and 4992; and for
each calendar year 993 and sueeessive ealendar years. Group purchasers shall
submit data for the 1993 calendar year by April 1, 1994, and each April 1 there-
after shall submit data for the preceding calendar year.

(b) The commissioner shall require each group purchaser to submit data on
revenue, expenses, and member months, as applicable. Revenue data must dis-
tinguish between premium revenue and revenue from other sources and must
also include information on the amount of revenue in reserves and changes in
reserves. Expenditure data, including raw data from claims, smust may be pro-
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vided separately for the following categories or for other categories required by
the commissioner: physician services, dental services, other professional ser-
vices, inpatient hospital services, outpatient hospital services, emergency and
eut-of-ares eare, pharmacy services and preseription drugs other nondurable
medical goods, mental health serviees, and chemical dependency services, other
expenditures, subscriber liability, and administrative costs. The commissioner
may require each group purchaser to submit any other data, including data in
unaggregated form, for the purposes of developing spending estimates, setting
spending limits, and monitoring actual spending and costs.

(c) The commissioner may collect information on:

(1) premiums, benefit levels, managed care procedures, and other features of
health plan companies;

(2) prices, provider experience, and other information for services less com-
monly covered by insurance or for which patients commonly face significant
out-of-pocket expenses; and

(3) information on health care services not provided through health plan
companies, including information on prices, costs, expenditures, and utilization,

(o) Siate apeneies and (d) All ether group purchasers shall provide the
required data using a uniform format and uniform definitions, as prescribed by
the commissioner.

Sec. 12. Minnesota Statutes 1994, section 62J.40, is amended to read:

621.40 COST CONTAINMENT DATA FROM STATE AGENCIES AND
OTHER GOYERNMENTAL UNITS.

In addition to providing the data required under seetion 62338; the com-
Hions and (a) All ether state departments or agencies that administer one or
more health care programs shall provide to the commissioner of health any addi-
tional data on the health care programs they administer that is requested by the
commissioner of health, including data in unaggregated form, for purposes of
developing estimates of spending, setting spending limits, and monitoring actual
spending. The data must be provided at the times and in the form specified by
the commissioner of health.

(b) For purposes of estimating total heaith care spending as provided in sec-
tion 62J.301, subdivision 4, clause (c), all local governmental units shall provide

resentatives of the affected local government units in establishing definitions,
reporting formats, and reporting time frames. As much as possible, the data

with data collected from the private sector and minimizes the reporting burden
to local government.
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Sec. 13. Minnesota Statutes 1994, section 62J.41, subdivision 1, is
amended to read:

Subdivision 1. COST CONTAINMENT DATA TO BE COLLECTED
FROM PROVIDERS. The commissioner shall require health care providers to
collect and provide both patient specific information and descriptive and finan-
cial aggregate data on:

(1) the total number of patients served;

(2) the total number of patients served by state of residence and Minnesota
county;

(3) the site or sites where the health care provider provides services;

(4) the number of individuals employed, by type of employee, by the health
care provider;

(5) the services and their costs for which no payment was received,;

(6) total revenue by type of payer or by groups of payers, including but not
limited to, revenue from Medicare, medical assistance, MinnesotaCare, non-
profit health service plan corporations, commercial insurers, integrated service
networks, health maintenance organizations, and individual patients;

(7) revenue from research activities;

(8) revenue from educational activities;

(9) revenue from out-of-pocket payments by patients;
(10) revenue from donations; and

(11) any other data required by the commissioner, including data in unag-
gregated form, for the purposes of developing spending estimates, setting spend-
ing limits, monitoring actual spending, and monitoring costs and guality.

The commissioner may, by rule, modify the data submission categories listed

on providers without having a significant negative effect on necessary data col-
lection efforts.

Sec. 14. Minnesota Statutes 1994, section 62J.41, subdivision 2, is
amended to read:

Subd. 2. ANNUAL MONITORING AND ESTIMATES. The commis-
sioner shall require health care providers to submit the required data for the
period July I, 1993 to December 31, 1993, by April 1, 1994, Health care provid-
ers shall submit data for the 1994 calendar year by April 1, 1995, and each April
1 thereafter shall submit data for the preceding calendar year. The commissioner
of revenue may collect health care service revenue data from health care provid-
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ers, if the commissioner of revenue and the commissioner agree that this is the
most efficient method of collecting the data. The eemmissioner of revenue shall
provide any date coliceted to the commissioner of heelth commissioners of
health and revenue shall have the authority to share data collected pursuant to
this section.

Sec. 15, [627.451] MINNESOTA HEALTH DATA INSTITUTE.

Subdivision 1. STATEMENT OF PURPOSE, It is the intention of the leg-
islature to create a partnership between the public and the private sectors for the
coordination of efforts related to the collection, analysis, and dissemination of
cost, access, quality, utilization, and other performance data, to the extent

administratively efficient and effective.

The Minnesota health data institute shall be a partnership between the com-
missioner of health and a board of directors representing group purchasers,
health care providers, and consumers.

Subd. 2. DEFINITIONS. For purposes of this section and section 62J.452,
the following definitions apply.

(a) “Analysis” means the identification of selected data elements, a descrip-
tion of the methodology used to select or analyze those data elements, and any
other commentary, conclusions, or other descriptive material that the health
data institute determines is appropriately included, all of which js undertaken by

in subdivisions | and 3, or by other authorized researchers pursuant to section
621.452, subdivision 6.

(b) “Board” means the board of directors of the health data institute,

(c) “Contractor” means an agent, association, or other individual or entity

participant for purposes of fulfilling the data collection and reporting activities
established under this chapter.

(d) “Database” means a compilation of selected data elements by the health
data institute for the purpose of conducting an analysis or facilitating an analysis

by another party.

(e) “Electronic data interchange system” or “EDI system” means the elec-
tronic data system developed, implemented, maintained, or operated by the
health data institute, as permitted by subdivisions 3, clause (2), and 5, according
to standards adopted by the health data institute.

() “Encounter level data” means data related to the utilization of health
care services by, and the provision of health care services to, individual patients,
enrollees, or insureds, including claims data, abstracts of medical records, and
data from patient interviews and patient surveys.
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(g) “Group purchaser” has the definition provided in section 62J.03, subdi-
vision 6.

(h) “Health data jnstitute” means the public-private partnership between the
commissioner of health and the board of directors established under this section.

(i) “Health plan company” has the definition provided in section 62Q.01,
subdivision 4.

(i) “Industry participant” means any group purchaser, employers with
employee health benefit plans, regardless of the manner in which benefits are

provided or paid for under the plan, provider, or state agency or political subdi-
vision, with the exception of professional licensing boards or law enforcement

agencies.

(k) “Industry participant identifying data” means any data that identifies a
specific industry participant directly, or which identifies characteristics which
reasonably could uniquely identify such specific industry participant circumstan-
tially. For purposes of this definition, an industry participant is not “directly

ber is coded or encrypted through a reliable system that can reasonably assure
that such numbers cannot be traced back by an unauthorized person to deter-
mine the identity of an industry participant with a particular number,

() “Patient” is an individual as defined in section 13.02, subdivision 8,
except that “patient” does not include any industry participant acting as an
industry participant rather than as a consumer of health care services or cover-

age.

(m) “Patient identifving data” means data that identifies a patient directly,
or which identifies characteristics which reasonably could uniquely identify such
specific patients circumstantially. For purposes of this definition, a patient is not
“directly identified” by the use of a unique identification number, provided that
the number is coded or encrypted through a reliable system that can reasonably
assure that such numbers cannot be traced back by an unauthorized person to
determine the identity of a patient with a particular number.

(n) “Performance” means the degree to which a health plan company, pro-
vider organization, or other entity delivers quality, cost-effective services com-

attained.

(0) “Provider” or “health care provider” has the -meaning given in section
62].03, subdivision 8.

(p) “Roster data” with regard to the enrollee of a health plan company or
group purchaser means an enrollee’s name, address, telephone number, date of
birth, gender, and enrollment status under a group purchaser’s health plan,
“Roster data” with regard to a patient of a provider means the patient’s name,
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address, telephone number, date of birth, gender, and date or dates treated,

Subd. 3. OBJECTIVES OF THE HEALTH DATA INSTITUTE. (a) The
health data institute shall:

(1) develop a data collection plan that provides coordination for public and
private sector data collection efforts related to the performance measurement
and improvement of the health care delivery system;

(2) establish an electronic data interchange system that may be used by the

ner;

(3) develop a mechanism to collect, analyze, and disseminate information
for comparing the cost and quality of health care delivery system components,
including health plan companies and provider organizations;

(4) develop policies and procedures to protect the privacy of individual-
identifiable data, and io assure appropriate access to and disclosure of informa-
tion specific to individual health plan companies and provider organizations col-
lected pursuant to this section; and

(5) use and build upon existing data sources and performance measurement
efforts, and improve upon these existing data sources and measurement efforts
through the integration of data systems and the standardization of concepts, to
the greatest extent possible,

(b) In carrying out its responsibilities, the health data institute may contract
with private sector organizations currently collecting data on specific health-
related areas of interest to the health data institute, in order to achieve maxi-
mum efficiency and cost-effectiveness. The health data institute may establish

private sector data through the health data institute’s electronic data interchange
system, and may implement methods to streamline data collection in order to
reduce public and private sector administrative costs. The health data institute
may use or establish links with public sector data, such as that existing for medi-
cal assistance and Medicare, to the extent permitted by state and federal law.
The health data institute may also recommend methods to streamline public sec-
tor data collection in order to reduce public and private sector administrative
costs.

(c) Any contract with a private sector entity must require the private sector
entity to maintain the data collected according to the applicable data privacy
provisions, as provided in section 62J.452.

Subd. 4. DATA COLLECTION PLAN. (a) The health data institute shall
develop a plan that:

(1) identifies the health care data needs of consumers, group purchasers,

New language is indicated by underline, deletions by strikesut.




Ch. 234, Art. 5 LAWS of MINNESOTA for 1995 2178

providers, and the state regarding the performance of health care delivery sys-
tem components including health plan companies and provider organizations;

(2) specifies data collection objectives, strategies, priorities, cost estimates,
administrative and operational guidelines, and implementation timelines for the
health data institute; and

data sets.
(b) This plan shall be updated on an annual basis.

Subd. 5. HEALTH CARE ELECTRONIC DATA INTERCHANGE SYS-
TEM. (a) The health data institute shall establish an electronic data interchange
system that electronically transmits, collects, archives, and provides users of
data with the data necessary for their specific interests, in order to promote a
high quality, cost-effective, consumer-responsive health care system. This pub-
lic-private information system shall be developed to make health care claims
processing and financial settlement transactions more efficient and to provide an
efficient, unobtrusive method for meeting the shared electronic data interchange
needs of consumers, group purchasers, providers, and the state.

(b) The health data institute shall operate the Minnesota center for health
care electronic data interchange established in section 62J.57, and shall integrate

institute’s electronic data interchange system.

Subd. 6. PERFORMANCE MEASUREMENT INFORMATION. (a) The
health data institute shail develop and implement a performance measurement

sumers, group purchasers, providers, and the state for performance measure-
ment at various levels of the health care system in the state. The plan shall
include a mechanism to:

(1) provide comparative information to consumers, purchasers, and policy-
makers for use in performance assessment of health care system components,
including health plan companies and provider organizations;

(2) complement and enhance, but not replace, existing internal performance
improvement efforts of health care providers and plans; and

(3) reduce unnecessary administrative costs in the health care system by

improvement efforts.

(b) Performance measurement at the provider organization level may be
conducted on a condition-specific basis. Criteria for selecting conditions for

measurement may include:
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(1) relevance to consumers and purchasers;

(2) prevalence of conditions;

(3) costs related to diagnosis and treatment;

(4) demonstrated efficacy of treatments;

(5) evidence of variability in management;

(6) existence of risk adjustment methodologies to control for patient and
other risk factors contributing to variation in cost and guality;

(7) existence of practice guidelines related }g the condition; and

(8) relevance of the condition to public health goals.

(c) Performance measurement on a condition-specific basis may consider
multiple dimensions of performance, including, but not limited to:

(1) accessibility;
(2) appropriateness;

(3) effectiveness, including clinical outcomes, patient satisfaction, and func-
tional status; and

(4) efficiency.

(d) Collection of data for condition-specific performance measurement may
be conducted at the patient level. Encounter-level data collected for this purpose
may include unique identifiers for patients, providers, payers, and employers in

institute must encrypt patient identifiers to prevent identification of individual
patients and to enable release of otherwise private data to researchers, providers,
and group purchasers in a manner consistent with chapter 13 and sections
62J.452 and 144.335.

Subd. 6a. HEALTH PLAN COMPANY PERFORMANCE MEASURE-
MENT. As part of the performance measurement plan specified in subdivision
6, the health data institute shall develop a mechanism to assess the performance
of health plan companies, and to disseminate this information through reports
and other means to consumers, purchasers, policymakers, and other interested
parties, consistent with the data policies specified in section 62J.452.

develop and implement a mechanism for collecting comparative data on con-
sumer perceptions of the health care system, including consumer satisfaction,
through adoption of a standard consumer survey. This survey shall include
enrollees in community integrated service networks, integrated service networks,
health maintenance organizations, preferred provider organizations, indemnity
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insurance plans, public programs, and other health plan companies. The health
data institute, in consultation with the health care commission, shall determine
a mechanism for the inclusion of the uninsured. This consumer survey may be

Health plan companies and group purchasers shall provide to the health data
institute roster data as defined in subdivision 2, including the names, addresses,
and telephone numbers of enrollees and former enrollees and other data neces-
sary for the completion of this survey. This roster data provided by the health
plan companies and group purchasers is classified as provided under section
62J.452. The health data institute may analyze and prepare findings from the
raw, unaggrepated data, and the findings from this survey may be included in the
health plan company performance reports specified in subdivision 6a, and in
other reports developed and disseminated by the health data institute and the
commissioner. The raw, unaggregated data is classified as provided under sec-
tion 62J1.452, and may be made available by the health data institute to the
extent permitted under section 62J.452. The health data institute shall provide
raw, unaggregated data to the commissioner. The survey may include informa-

tion on the following subjects:

(1) enrollees’ overall satisfaction with their health care plan;

(2) consumers’ perception of access to emergency, urgent, routine, and pre-
ventive care, including locations, hours, waiting times, and access to care when

needed;

(3) premiums and costs;

(4) technical competence of providers;

(5) communication, courtesy, respect, reassurance, and support;

(6) choice and continuity of providers;

(7) continuity of care;
(8) outcomes of care;

(9) services offered by the plan, including range of services, coverage for pre-
ventive and routine services, and coverage for illness and hospitalization;

(10) availability of information; and

(11) paperwork.

(b) The health data institute shall appoint a consumer advisory group which
shall consist of 13 individuals, representing enrollees from public and private
health plan companies and programs and two uninsured consumers, to advise
the health data institute on issues of concern to consumers. The advisory group
must have at Jeast one member from each regional coordinating board region of

the state. The advisory group expires June 30, 1996.
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Subd. 6c. PROVIDER ORGANIZATION PERFORMANCE MEASURE-
MENT. As part of the performance measurement plan specified in subdivision
6, the health data institute shall develop a mechanism to assess the performance

tion to consumers, purchasers, policymakers, and other interested parties, con-
sistent with the data policies specified in section 62J.452. Data to be collected
may include structural characteristics including staff-mix and nurse-patient
ratios. In selecting additional data for collection, the health data institute may
consider:

(1) feasibility and statistical validity of the indicator;

(2) purchaser and public demand for the indicator;

(3) estimated expense of collecting and reporting the indicator; and

(4) usefulness of the indicator for internal improvement purposes.

Subd. 7, DISSEMINATION OF REPORTS; OTHER INFORMATION.
(a) The health data institute shall establish a mechanism for the dissemination
of reports and other information to consumers, group purchasers, health plan
companies, providers, and the state. When applicable, the health data institute
shall coordinate its dissemination of information responsibilities with those of
the commissioner, to the extent administratively efficient and effective.

(b) The health data institute may require those requesting data from its
databases to contribute toward the cost of data collection through the payments
of fees,

(c) The health data institute shall not allow a group purchaser or health care

providet to use or have access to the electronic data interchange system or to

access data under section 621.452, subdivision 6 or 7, unless the group pur-

chaser or health care provider cooperates with the data collection efforts of the

health data institute by submitting or making available through the EDI system

or other means all data requested by the health data institute. The health data

institute shall prohibit group purchasers and health care providers from transfer- ‘
|
\

ring, providing, or sharing data obtained from the health data institute under
section 62J.452, subdivision 6 or 7, with a group purchaser or health care pro-
vider that does not cooperate with the data collection efforts of the health data
institute.

Subd. 8. ANNUAL REPORT. (a) The health data institute shall submit to
the chairs of the senate joint crime prevention and judiciary subcommittee on
privacy, the house of representatives judiciary committee, the legislative com-
mission on health care access, the commissioner, and the governor a report on
the activities of the health data institute by February 1 of each year beginning
February 1, 1996. The report shall include:

(1) a description of the data initiatives undertaken by the health data insti-
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1nitiative,

(2) a description of the steps taken by the health data institute to comply
with the confidentiality requirements of this section and other applicable laws,
and of the health data institute’s internal policies and operating procedures
relating to data privacy and confidentiality; and

(3) a description of the actions taken by the health data institute to ensure
that the EDI system being established pursuant to section 62J.451, subdivision
3, clause (2), and subdivision 5, protects the confidentiality requirements of this
section and other applicable laws.

(b) If the health data institute amends or adopts an internal policy or oper-
ating procedure relating to data privacy and confidentiality, it shall submit cop-
ies of such policy or procedure within 30 days of its adoption to the public
officials identified in this subdivision.

Subd. 9. BOARD OF DIRECTORS. The health data institute is governed
by a 20-member board of directors consisting of the following members:

(1) two representatives of hospitals, one appointed by the Minnesota Hospi-
tal Association and one appointed by the Metropolitan HealthCare Council, to
reflect a mix of urban and rural institutions;

(2) four representatives of health carriers, two appointed by the Minnesota
council of health maintenance organizations, one appointed by Blue Cross and
Blue Shield of Minnesota, and one appointed by the Insurance Federation of
Minnesota;

(3) two consumer members, one appointed by the commissioner, and one
appointed by the AFL-CIO as a labor union representative;

(4) five group purchaser representatives appointed by the Minnesota consor-
tium of health care purchasers to reflect a mix of urban and rural, large and
small, and self-insured purchasers;

(5) two physicians appointed by the Minnesota Medical Association, to
reflect a mix of urban and rural practitioners;

(6) one representative of teaching and research institutions, appointed
jointly by the Mayo Foundation and the Minnesota Association of Public Teach-

ing Hospitals;
(7) one nursing representative appointed by the Minnesota Nurses Associa-
tion; and

(8) three representatives of state agencies, one member representing the
department of employee relations, one member representing the department of

human services, and one member representing the department of health.
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Subd. 10. TERMS; COMPENSATION; REMOVAL; AND VACANCIES,
The board is governed by section 15.0575.

Subd. 1. STATUTORY GOVERNANCE. The health data institute is sub-

erning state agencies except as specifically provided in this chapter.

Subd. 12. STAFF. The board may hire an executive director. The executive
director and other health data institute staff are not state employees but are cov-
ered by section 3.736. The executive director and other health data institute
staff may participate in the following plans for employees in the unclassified ser-
vice until January 1, 1996: the state retirement plan, the state deferred compen-
sation plan, and the health, dental, and life insurance plans. The attorney
general shall provide legal services to the board.

Subd. 13. FEDERAL AND OTHER GRANTS. The health data institute
may seek federal funding, and funding from private and other nonstate sources
for the initiative required by the board.

Subd. 14. CONTRACTS. To carry out the duties assigned in this section,
the health data institute may contract with private sector entities. Any contract
must require the private sector entity to maintain the data which it receives

according to the statutory provisions applicable to the data and any other appli-
cable provision specified in section 62J.452.

144, or 144A,

Subd. 16. CLARIFICATION OF INTENT. This section is intended to pro-
vide the health data institute with primary responsibility for establishing a data
collection plan, establishing an electronic data interchange system, measuring
performance at the provider organization and health plan company levels, col-
lecting condition-specific data, developing and administering consumer surveys,
and performing other duties specifically assigned in this section. The commis-
sioner of health may perform these duties only if the commissioner determines
that these duties will not be performed by the health data institute.

Sec. 16. [62J.452] PROTECTION OF PRIVACY AND CONFIDENTIAL-
ITY OF HEALTH CARE DATA.

Subdivision 1. STATEMENT OF PURPOSE. The health data institute

shall adopt data collection, analysis, and dissemination policies that reflect the
importance of protecting the right of privacy of patients in their health care data
in connection with each data initiative that the health data institute intends to

undertake.

Subd. 2. DATA CLASSIFICATIONS. (a) Data collected, obtained,
received, or created by the health data institute shall be private or nonpublic, as
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applicable, unless given a different classification in this subdivision. Data classi-
fied as private or nonpublic under this subdivision may be released or disclosed
only as permitted under this subdivision and under the other subdivisions refer-
enced in this subdivision. For purposes of this section, data that identify indi-
vidual patients or industry participants are private data on individuals or
nonpublic data, as appropriate. Data not on individuals are nonpublic data.
Notwithstanding sections 13.03, subdivisions § to 8; 13.10. subdivisions 1 to 4;
and 138.17, data received by the health data institute shall retain the classifica-
tion designated under this chapter and shall not be disclosed other than pursu-
ant to this chapter. Nothing in this subdivision prevents patients from gaining
access to their health record information pursuant to section 144.335.

(b) When industry participants, as defined in section 62J.451, are required
by statute to provide, either directly or through a contractor, as defined in sec-
tion 621.451, subdivision 2, paragraph (c), patient identifying data fo the com-
missioner pursuant to this chapter or to the health data institute pursuant to

doing so.

(c) When an industry participant submits patient identifying data to the
health data institute, and the data is submitted to the health data institute in
electronic form, or through other electronic means including, but not limited to,
the electronic data interchange system defined in section 621.451, the industry
participant shall submit the patient identifying data in encrypted form, using an
encryption method supplied or specified by the health data institute. Submission
of encrypted data as provided in this paragraph satisfies the requirements of sec-

tion 144.3335, subdivision 3b.

(d) Patient identifying data may be disclosed only as permitted under subdi-
vision 3.

(¢) Industry participant identifying data which is not patient identifying
data may be disclosed only by being made public in an analysis as permitted
under subdivisions 4 and 5 or through access to an approved researcher, indus-
try participant, or contractor as permitted under subdivision 6 or 7.

(f) Data that is not patient identifying data and not industry participant
identifying data is public data.

(g) Data that describes the finances, governance, internal operations, poli-
cies, or operating procedures of the health data institute, and that does not iden-
tify patients or industry participants or identifies them only in connection with
their involvement with the health data institute, is public data.

Subd, 3. PATIENT IDENTIFYING DATA. (a) The health data institute
must not make public any analysis that contains patient identifying data.

(b) The health data institute may disclose patient identifying data only as
follows:
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(1) the provision of reasonable notice of the health data institute’s intention
to make such analysis public;

(2) an opportunity for the identified industry participants to submit written
statements to the health data institute board of directors or its designate, to be
represented by a contractor, as defined in section 62J.451, subdivision 2, para-
graph (c), or other individual or entity acting on behalf of and chosen by the
industry participant for this purpose, and to append a statement o such analysis

(3) access by the identified industry participants to industry participant
identifying data, but only as permitted by subdivision 6 or 7.

(c) The health data institute shall make the hearing procedure available in
advance to industry participants which are identified in an analysis. The written
hearing procedure is public data. The following data related to a hearing is pub-
lic:

(1) the parties involved,
(2) the dates of the hearing; and

data relating to the hearing is private or nonpublic.

Subd. 6. ACCESS BY APPROVED RESEARCHERS TO DATA THAT
IDENTIFIES INDUSTRY PARTICIPANTS BUT DOES NOT IDENTIFY
PATIENTS. (a) The health data institute shall provide access to industry partic-
ipant identifying data, but not patient identifying data, once those data are in

analyzable form, upon request to research organizations or individuals that:

(1) have as explicit goals research purposes that promote individual or pub-
lic health and the release of research results to the public as determined by the
health data institute according to standards it adopts for evaluating such goals;

(2) enforce strict and explicit policies which protect the confidentiality and
integrity of data as determined by the health data institute according to stan-
dards it adopts for evaluating such policies;

(3) agree not to make public, redisclose, or transfer the data to any other
individual or organization, except as permitted under paragraph (b);

only if the data are provided in a form that identifies specific industry partici-
pants as determined by the health data institute according to standards it adopts
for evaluating such research purposes; and

(4) demonstrate a research purpose for the data that can be accomplished

data institute.
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(b) Contractors of entities that have access under paragraph (a) may also
have access to industry participant identifying data, provided that the contract
requires the contractor to comply with the confidentiality requirements set forth
in this section and under any other statute applicable to the entity.

Subd. 7. ACCESS BY INDUSTRY PARTICIPANTS TO DATA THAT
IDENTIFIES INDUSTRY PARTICIPANTS BUT DOES NOT IDENTIFY
PATIENTS. (a) The health data institute may provide, to an industry partici-
pant, data that jdentifies that industry participant or other industry participants,
to the extent permitted under this subdivision. An emplover or an employer pur-
chasing group may receive data relating to care provided to patients for which
that employer acts as the payer, A health plan company may receive data relat-
ing to care provided to enrollees of that health plan company. A provider may
receive data relating to care provided to patients of that provider.

(b) An industry participant may receive data that identifies that industry

provided by industry participants other than the industry participant seeking the
data, These data must be provided by the health data institute only with appro-
priate authorization from all industry participants identified.

(c) The health data institute must not provide access to any data under this
subdivision that is patient identifying data as defined in section 62J.451, subdi-
vision 2, paragraph (m), even if providing that data would otherwise be allowed
under this subdivision,

(d) To receive data under this subdivision, an industry participant must
cooperate with the health data institute as provided under section 62J.451, sub-
division 7, paragraph (c).

(e) Contractors of entities that have access under paragraph (b) may have
access to industry participant identifying data, provided that the contract
requires the contractor to comply with the confidentiality requirements set forth
in this section and under any other statute applicable to the entity.

Subd. 8. STATUS OF DATA ON THE ELECTRONIC DATA INTER-
CHANGE SYSTEM. (a) Data created or generated by or in the custody of an
industry participant, and transferred electronically by that industry participant
to another industry participant using the EDI system developed, implemented,
maintained, or operated by the health data institute, as permitted by section
62].451, subdivision 3, clause (2), and subdivision 5, is not subject to this sec-
tion or to chapter 13 except as provided below.

(b) Data created or generated by or in the custody of an industry participant
is subject to the privacy protections applicable to the data, including, but not
limited to, chapter 13 with respect to state agencies and political subdivisions,
the Minnesota insurance fair information reporting act with respect to industry
participants subject to it, and section 144.335, with respect to providers and
other industry participants subject to such section.
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Subd. 9. AUTHORIZATION OF STATE AGENCIES AND POLITICAL
SUBDIVISIONS TO PROVIDE DATA. (a) Notwithstanding any limitation in
chapter 13 or section 62J.321, subdivision 5, regarding the disclosure of not
public data, all state agencies and political subdivisions, including, but not lim-
ited to, municipalities, counties, and hospital districts may provide not public
data relating to health care costs, quality, or outcomes to the health data insti-
tute for the purposes set forth in section 62J.451.

(b) Data provided by the commissioner pursuant to paragraph (a) of this
subdivision may not include patient identifying data as defined in section
62J.451, subdivision 2, paragraph (m). For data provided by the commissioner
of health pursuant to paragraph (a), the health data institute and anyone receiv-
___g the data from the health data 1nst1tute is prohibited from u unencrypting or

subdivision that provided it. The authorization in this subdivision is s subject to
any federal law restricting or prohibiting such disclosure of the data described

above.

(d) Notwithstanding any limitation in chapter 13 or sections 62J.451 and
62J.452 regarding the disclosure of nonpublic and private data, the health data
institute may provide nonpublic and private data to any state agency that is 2
member of the board of the health data institute. Any such data provided to a
state agency shall retain nonpublic or private classification, as applicable.

Subd. 10. CIVIL REMEDIES. Violation of any of the confidentiality
requirements set forth in subdivision 3; 4, paragraph (a); 6; or 7, by the health
data institute, its board members, employees and contractors, any industry par-
ticipant, or by any other person shall be subject to section 13.08, including, but
not limited to, the immunities set forth in section 13.08, subdivisions 5 and 6.
The health data institute shall not be liable for exercising its discretion in a man-

by this section or section 62J.451. The he health @g institute shall n_ot be liable
for the actions of persons not under the direction and control of the health data
institute, where it has performed its respon51billt1es to protect data privacy Qx
complying with > with the requirements of this section and other applicable laws with
regard to the disclosure of data. The e remedies set et forth in this section do not

preclude an any person from pursuing any other remedies authorized by law.

Subd. 11. PENALTIES. (__) Any person who willfully violates the confiden-
tiahty requirements set forth in subdivision 3; 4, paragraph (a); 6; or 7, shall be
guilty of a m1sdemean<_)r

(b) Any person who willfully violates the confidentiality requirements of
subdivision 3. 4, 6, 7, §,_ or 9, by willfully disclosing patient or industry partici-
pant identifymg data for compensation or remuneration of any kind or for the
purpose of damaging the reputation of any patient or industry participant or any
other malicious purpose, shall be guilty of a gross misdemeanor.
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Subd. _12. DISCOVERABILITY OF HEALTH DATA INSTITUTE
DATA. (a) Data created, collected, received, maintained, or disseminated by the
health data institute shall not be subject to discovery or introduction into evi-
dence in any civil or criminal action. Data created, collected, received, main-
tained, or disseminated by the health data institute that is otherwise available
from original sources is subject to discovery from those sources and may be
introduced into evidence in civil or criminal actions in accordance with and sub-
iect to applicable laws and rules of evidence and civil or criminal procedure, as
applicable.

(b) Information related to submission of data to the health data institute by
industry participants or contractors of industry participants is not discoverable
from the health data institute, the industry participants, the contractors, or any
other person or entity, in any civil or criminal action. Discovery requests pro-
hibited under this paragraph include, but are not limited to, document requests
or interrogatories that ask for “all data provided to the Minnesota health data
institute.”

Sec. 17. Minnesota Statutes 1994, section 62J.54, is amended to read:

621,54 IDENTIFICATION AND IMPLEMENTATION OF UNIQUE
IDENTIFIERS.

Subdivision 1. UNIQUE IDENTIFICATION NUMBER FOR HEALTH
CARE PROVIDER ORGANIZATIONS. (a) On and after January 1, 4996 1998,
all group purchasers and health care providers in Minnesota shall use a unique
identification number to identify health care provider organizations, except as
provided in paragraph (d).

(b) Following the recommendation of the workgroup for electronic data
interchange, the federal tax identification number assigned to each health care
provider organization by the Internal Revenue Service of the Department of the
Treasury shall be used as the unique identification number for health care pro-
vider organizations.

(c) The unique health care provider organization identifier shall be used for
purposes of submitting and receiving claims, and in conjunction with other data
collection and reporting functions.

(d) The state and federal health care programs administered by the depart-
ment of human services shall use the unique identification number assigned to
health care providers for implementation of the Medicaid Management Informa-
tion System or the uniform provider identification number (UPIN) assigned by
the Health Care Financing Administration.

Subd. 2. UNIQUE IDENTIFICATION NUMBER FOR INDIVIDUAL
HEALTH CARE PROVIDERS. (a) On and after January 1, 1996 1998, all
group purchasers and health care providers in Minnesota shall use a unique
identification number to identify an individual health care provider, except as
provided in paragraph (d). '
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(b) The uniform provider identification number (UPIN) assigned by the
Health Care Financing Administration shall be used as the unique identification
number for individual health care providers. Providers who do not currently
have a UPIN number shall request one from the health care financing adminis-

tration.

(c) The unique individual health care provider identifier shall be used for
purposes of submitting and receiving claims, and in conjunction with other data
collection and reporting functions.

(d) The state and federal health care programs administered by the depart-
ment of human services shall use the unique identification number assigned to
health care providers for implementation of the Medicaid Management Informa-
tion System or the uniform provider identification number (UPIN) assigned by
the health care financing administration.

Subd. 3. UNIQUE IDENTIFICATION NUMBER FOR GROUP PUR-
CHASERS. (a) On and after January 1, 996 1998, all group purchasers and
health care providers in Minnesota shall use a unique identification number to
identify group purchasers.

(b) The federal tax identification number assigned to each group purchaser
by the Internal Revenue Service of the Department of the Treasury shall be used
as the unique identification number for group purchasers. This paragraph
applies until the codes described in paragraph (c) are available and feasible to
use, as determined by the commissioner.

(c) A two-part code, consisting of 11 characters and modeled after the
National Association of Insurance Commissioners company code shall be
assigned to each group purchaser and used as the unique identification number
for group purchasers. The first six characters, or prefix, shall contain the numeric
code, or company code, assigned by the National Association of Insurance Com-
missioners. The last five characters, or suffix, which is optional, shall contain
further codes that will enable group purchasers to further route electronic trans-
action in their internal systems.

(d) The unique group purchaser identifier shall be used for purposes of sub-
mitting and receiving claims, and in conjunction with other data collection and
reporting functions.

Subd. 4. UNIQUE PATIENT IDENTIFICATION NUMBER. (a) On and
after January 1, +996 1998, all group purchasers and health care providers in
Minnesota shall use a unique identification number to identify each patient who
receives health care services in Minnesota, except as provided in paragraph (e).

(b) Except as provided in paragraph (d), following the recommendation of
the workgroup for electronic data interchange, the social security number of the
patient shall be used as the unique patient identification number.
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(c) The unique patient identification number shall be used by group pur-
chasers and health care providers for purposes of submitting and receiving
claims, and in conjunction with other data collection and reporting functions.

(d) The commissioner shall develop an alternate numbering system for
patients who do not have or refuse to provide a social security number. This
provision does not require that patients provide their social security numbers
and does not require group purchasers or providers to demand that patients pro-
vide their social security numbers. Group purchasers and health care providers
shall establish procedures to notify patients that they can elect not to have their
social security number used as the unique patient identification number.

(e) The state and federal health care programs administered by the depart-
ment of human services shall use the unique person master index (PMI) identifi-
cation number assigned to clients participating in programs administered by the
department of human services.

Sec. 18. Minnesota Statutes 1994, section 62J.55, is amended to read:
621.55 PRIVACY OF UNIQUE IDENTIFIERS.

(a) When the unique identifiers specified in section 62J.54 are used for data
collection purposes, the identifiers must be encrypted, as required in section
62330 621.321, subdivision 6 1. Encryption must follow encryption standards
set by the National Bureau of Standards and approved by the American
National Standards Institute as ANSIX3. 92-1982/R 1987 to protect the confi-
dentiality of the data. Social security numbers must not be maintained in
unencrypted form in the database, and the data must never be released in a form
that would allow for the identification of individuals. The encryption algorithm
and hardware used must not use clipper chip technology.

(b) Providers and group purchasers shall treat medical records, including the
social security number if it is used as a unique patient identifier, in accordance
with section 144.335. The social security number may be disclosed by providers
and group purchasers to the commissioner as necessary to allow performance of
those duties set forth in section 144.05.

Sec. 19. Minnesota Statutes 1994, section 62J.58, is amended to read:
62].58 IMPLEMENTATION OF STANDARD TRANSACTION SETS.

Subdivision 1. CLAIMS PAYMENT. (&) By July +; 4995 Six months from
the date the commissioner formally recommends the use of guides to implement
core transaction sets pursuant to section 62J.56, subdivision 3, all category I
industry participants; exeept pharmaeists; shall be able to submit or aecept; as

b By July 15 $996; and all category II industry participants, except phar-

New language is indicated by underline, deletions by strikeout.




Ch. 234, Art. 5 LAWS of MINNESOTA for 1995 2192

macists, shall be able to submit or accept, as appropriate, the ANSI ASC X12
835 health care claim payment/advice transaction set (draft standard for trial
use version 3030) for electronic submission of payment information to health
care providers.

Subd. 2. CLAIMS SUBMISSION. Beginning Juiy 4+ 1995 Six months
from the date the commissioner formally recommends the use of guides to
implement core transaction sets pursuant to section 62J.56, subdivision 3, all
category I and category II industry participants, except pharmacists, shall be
able to accept or submit, as appropriate, the ANSI ASC X12 837 health care
claim transaction set (draft standard for trial use version 3030) for the electronic
transfer of health care claim information. Categery ¥ industry partieipants;
except pharmaeists; shall be able to accept or submit; as appropriate; this trans-
action set; beginning July + 1006-

Subd. 3. ENROLLMENT INFORMATION. Beginning January 4

Six months from the date the commissioner formally recommends the use of
guides to implement core transaction sets pursuant to section 62J.56, subdivi-
sion 3, all category I and category II industry participants, excluding pharma-
cists, shall be able to accept or submit, as appropriate, the ANSI ASC X12 834
health care enrollment transaction set (draft standard for trial use version 3030)
for the electronic transfer of enrollment and health benefit information. Gate-
gory I industry partieipants; exeept pharmaeists; shall be able to accept o sub-
mit; 88 appropriate; this transaction set; beginning Januvary + 109+%

Subd. 4. ELIGIBILITY INFORMATION. By January 1; 4996 Six months
from the date the commissioner formally recommends the use of guides to
implement core transaction sets pursuant to section 62J.56, subdivision 3, all
category I and category II industry participants, except pharmacists, shall be
able to accept or submit, as appropriate, the ANSI ASC X12 270/271 health care
eligibility transaction set (draft standard for trial use version 3030) for the elec-
tronic transfer of health benefit eligibility information. Categery H industry par-
tieipants; exeept pharmaeists; shall be able to aceept or submit; as appropriate;
this transaction set; beginning January 5 1997

Subd. 5. APPLICABILITY. This section does not require a group pur-
chaser, health care provider, or employer to use electronic data interchange or to
have the capability to do so. This section applies only to the extent that a group
purchaser, health care provider, or employer chooses to use electronic data inter-
change.

Sec. 20. Minnesota Statutes 1994, section 214.16, subdivision 2, is
amended to read:

Subd. 2. BOARD COOPERATION REQUIRED. The board shall assist
the commissioner of health ané the data analysis unit in data collection activi-
ties required under Laws 1992, chapter 549, article 7, and shall assist the com-
missioner of revenue in activities related to collection of the health care
provider tax required under Laws 1992, chapter 549, article 9. Upon the request
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of the commissioner; the data analysis unit; or the commissioner of revenue, the
board shall make available names and addresses of current licensees and provide
other information or assistance as needed.

Sec. 21. Minnesota Statutes 1994, section 214.16, subdivision 3, is
amended to read:

Subd. 3. GROUNDS FOR DISCIPLINARY ACTION. The board shall
take disciplinary action, which may include license revocation, against a regu-
lated person for:

(1) intentional failure to provide the commissioner of health er the data
analysis unit established under seetion 62530 with the data required under
chapter 62J;

(2) intentional faiture to provide the commissioner of revenue with data on
gross revenue and other information required for the commissioner to imple-
ment sections 295.50 to 295.58; and |

(3) intentional failure to pay the health care provider tax required under |
section 295,52,

Sec. 22. RULES. |

Notwithstanding Minnesota Statutes, section 14.05, subdivision 1, Minne-
sota Rules, chapters 4630, 4651, and 4652, shall continue in effect under the
authority granted in Minnesota Statutes, section 62J.321, subdivision 6.

Sec. 23. INSTRUCTION TO REVISOR.

(a) The revisor of statutes is instructed to change the term “data institute”

Minnesota Statutes and Minnesota Rules.

(b) The revisor of statutes is instructed to change any statutory reference to
the information clearinghouse from Minnesota Statutes, section 62J.33 or
621.33, subdivision 2, to 62J.2930, in the 1996 edition of Minnesota Statutes
and Minnesota Rules.

Sec. 24. REPEALER.

Minnesota Statutes 1994, sections 62J.30; 62J.31: 62J.32; 62J.33; 62J.34:
62J.35; 621.41, subdivisions 3 and 4; 62J.44; and 62J.45, are repealed.
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ARTICLE 6

MINNESOTACARE PROGRAM, PRESCRIPTION DRUG COVERAGE,
AND THE HEALTH CARE REFORM WAIVER

Section 1. [62J.66] DEFINITIONS.

Subdivision 1. APPLICABILITY. For purposes of section 62J.66 and
62J.68, the following definitions apply.

Subd. 2. DISCOUNTED PRICE. The “discounted price” means the lesser
of the average wholesale price for a prescription drug minus 20 percent or the
usual and customary retail price, including any dispensing fee, minus five per-
cent.

Subd. 3. ELIGIBLE SENIOR. “Eligible senior” means a senior citizen eli-
gible for the senior drug discount program under section 62J.68, subdivision 3.

Subd, 4. SENIOR CITIZEN. “Senior citizen” means a resident of Minne-
sota who is age 65 or older.

Subd. 5. SENIOR DRUG DISCOUNT PROGRAM. “Senior drug discount
program” means the program established in section 62J1.68. )

Subd. 6. PARTICIPATING DRUG MANUFACTURER. “Participating
drug manufacturer” means any manufacturer who agrees to voluntarily partici-
pate in the senior drug discount program.

Subd. 7. PARTICIPATING CLAIMS PROCESSING COMPANIES.
“Participating claims processing companies” means entities, including, but not

tract by the department of administration to provide on-line services to process
payments to participating pharmacies.

Subd. 8. AVERAGE MANUFACTURER PRICE. “Average manufacturer
price” has the meaning assigned to the term by the Secretary of Health and
Human Services for purposes of the federal drug rebate program established
under the Omnibus Budget Reconciliation Act of 1990 and section 1927 of the

Social Security Act.
Sec. 2. [62J.68] SENIOR DRUG DISCOUNT PROGRAM.

Subdivision 1. ESTABLISHMENT AND ADMINISTRATION. (a) The
commissioner of administration shall award a contract or contracts to claims
processing companies to process payments to participating pharmacies. The con-
tract must include:

(1) provisions for participating manufacturers to provide discount pay-
ments, through participating claims processing companies, equal to four percent
of the average manufacturer price; and
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(2) quality assurance and verification procedures and authority to conduct
audits of pharmacy claims as necessary to ensure that pharmacy reimbursement
payments are appropriate and justified.

(b) The commissioner of administration may establish an expert panel to
assist in the development of the request for proposal for awarding the contract
or contracts to process payments for the senior drug discount program.

Subd. 2. PARTICIPATING MANUFACTURERS. Participating manufac-
turers agree to:

(1) pay participating pharmacies through the claims processor an amount
equal to four percent of the average manufacturer price;

(2) process discount payments through participating claims processing com-
panies according to the timelines used under the medical assistance program;

(3) pay administrative fees established under subdivision 7.

Subd. 3. PARTICIPATING PHARMACIES. Participating pharmacies
agree to:

(1) provide eligible seniors the discounted price established by the senior
drug discount program;

(2) accept payments from participating claims processing companies equal
to four percent of the average manufacturer price; and

(3) not charge eligible seniors a dispensing fee greater than $3.

Subd. 4, ENROLLMENT. The commissioner of human services shall
determine eligibility as specified in subdivision 5 and enroll senior citizens in
the senior drug discount program. The commissioner may use volunteers to
assist in eligibility and enroliment duties. The commissioner of human services
shall post the eligibility of the enrollees to the Medicaid Management Informa-
tion System (MMIS) where it can be assessed by participating pharmacies
through the department’s eligibility verification system and point-of-sale system
upon presentation of the enrollee’s Minnesota health care programs card.

(1) their household income does not exceed 200 percent of the federal pov-
erty guidelines;

(2) they are enrolled in Medicare Part A and Part B;

(3) they do not have coverage for prescription drugs under a health plan, as
defined in section 620Q.01, subdivision 3;

(4) they do not have coverage for prescription drugs under a Medicare sup-
plement plan, as defined in sections 62A.31 to 62A.44, or policies, contracts, or

|
Subd. 5. ELIGIBILITY. (a) Senior citizens are eligible for the program if:
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certificates that supplement Medicare issued by health maintenance organiza-
tions or those policies, contracts, or certificates governed by section 1833 or
1976 of the federal Social Social Security Act, United States Code, title 42, sec-
tion 1395, et seq., as amended, or coverage for prescription drugs under medical
assistance under chapter 256B, general assistance medical care under chapter
256D, MinnesotaCare, or the gualified medical beneficiaries program,

(5) they meet the residency requirements established under section
256.9359; and

(6) they do not have coverage for prescription drugs under medical assis-
tance, general assistance medical care, MinnesotaCare, or the qualified Medicare

beneficiary program.

(b) The commissioner of human services shall provide each eligible senior
with a Minnesota health care programs card indicating enrollment in the senior
drug discount program. Eligible seniors must present this card to the participat-
ing pharmacy in order to receive the discounted price.

Subd. 6. ENROLLMENT FEE. The commissioner of human services may
establish an annual enroliment fee of §5 for purposes of administering the senior
drug discount program. The fees shall be deposited in a special revenue account
for the purpose of administration of enrollment to the senior drug discount pro-
gram. This account shall be exempt from paying statewide and agency indirect
costs as required under section 16A.127.

Subd. 7. ADMINISTRATIVE FEE. The commissioner of administration
may authorize a claims processing contractor to charge a fixed claims processing

turer and one-half by the participating pharmacy.

Subd. 8. DISEASE MANAGEMENT FOR DRUG THERAPY. The com-
missioner of human services may establish a disease management program for
drug therapy for eligible senior citizens. The commissioner may seek grants and
donations from drug manufacturers, drug wholesalers, and other nonstate enti-
ties to establish and administer this disease management program.

Subd. 9. SENIOR DRUG DISCOUNT PROGRAM EVALUATION. The
commissioners of human services and health, in consultation with the commis-
sioner of administration, shall study the efficiency and effectiveness of the senior
drug discount program. The commissioners shall examine methods of encourag-
ing participation by drug manufacturers and pharmacies in the program and any
program modifications necessary to effectively serve eligible senior citizens. The
commissioners shall present a progress report on the program to the legislature
by January 15, 1996, and recommendations for program changes to the legisla-

ture by January 15, 1997,
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Sec. 3. Minnesota Statutes 1994, section 256.9352, subdivision 3, is
amended to read:

Subd. 3. FINANCIAL MANAGEMENT, (a) The commissioner shall man-
age spending for the MinnesotaCare program in a manner that maintains a
minimum reserve equal to five percent of the expected cost of state premium
subsidies. The commissioner must make a quarterly assessment of the expected
expenditures for the covered services for the remainder of the current fiseat year
biennium and for the following twe fisea} years biennium. The estimated expen-
diture, including minimum reserve requirements, shall be compared to an esti-
mate of the revenues that will be deposited in the health care access fund. Based
on this comparison, and after consulting with the chairs of the house ways and
means committee and the senate finance committee, and the legislative commis-
sion on health care access, the commissioner shall make adjustments, as neces-
sary, make the adjustments specified in paragraph (b) to ensure that
expenditures remain within the limits of available revenues for the remainder of

not hire additional staff using appropriations from the health care access fund
until the commissioner of finance makes a determination that the adjustments
implemented under paragraph (b) are sufficient to allow MinnesotaCare expendi-
tures to remain within the limits of available revenues for the remainder of the
current biennium and for the following biennium.

(b) The adjustments the commissioner may shall use must be implemented
in this order; first, stop enrollment of single adults and households without chil-
dren; second, upon 45 days’ notice, stop coverage of single adults and house-
holds without children already enrolled in the MinnesotaCare program; third,
upon 90 days’ notice, decrease the premium subsidy amounts by ten percent for
families with gross annual income above 200 percent of the federal poverty
guidelines; fourth, upon 90 days’ notice, decrease the premium subsidy amounts
by ten percent for families with gross annual income at or below 200 percent;
and fifth, require applicants to be uninsured for at least six months prior to eligi-
bility in the MinnesotaCare program. If these measures are insufficient to limit
the expenditures to the estimated amount of revenue, the commissioner mey
shall further limit enrollment or decrease premium subsidies.

The reserve referred to in this subdivision is appropriated to the commis-
sioner but may only be used upon approval of the commissioner of finance, if
estimated costs will exceed the forecasted amount of available revenues after all
adjustments authorized under this subdivision have been made.

By February 1, 1995, the department of human services and the department
of health shall develop a plan to adjust benefit levels, eligibility guidelines, or
other steps necessary to ensure that expenditures for the MinnesotaCare pro-
gram are contained within the two percent taxes imposed under section 295.52
and the gross premiums tax imposed under section 60A.15, subdivision 1, para-
graph (e), for fiscal year 1997.
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) (c) Notwithstanding paragraph ¢&) paragraphs (a) and (b), the commis-
sioner shall proceed with the enroliment of single adults and households without
children in accordance with section 256.9354, subdivision 5, paragraph (a), even
if the expenditures do not remain within the limits of available revenues through
fiscal year 1997 to allow the departments of human services and health to
develop the plan required under paragraph ) (b).

Sec. 4. Minnesota Statutes 1994, section 256.9353, subdivision 1, is
amended to read:

Subdivision 1. COVERED HEALTH SERVICES. “Covered health ser-
vices” means the health services reimbursed under chapter 256B, with the
exception of inpatient hospital services, special education services, private duty
nursing services, adult dental care services other than preventive services, orth-
odontic services, nonemergency medical transportation services, personal care
assistant and case management services, hespiee eare serviees; nursing home or
intermediate care facilities services, inpatient mental health services, and chemi-
cal dependency services. Outpatient mental health services covered under the
MinnesotaCare program are limited to diagnostic assessments, psychological
testing, explanation of findings, medication management by a physician, day
treatment, partial hospitalization, and individual, family, and group psychother-

apy.

irreversible impairment of a major bodily function would result if the fetus were
carried to term; or where the pregnancy is the result of rape or incest.

Covered health services shall be expanded as provided in this section.

Sec. 5. Minnesota Statutes 1994, section 256.9353, subdivision 3, is
amended to read: :

Subd. 3. INPATIENT HOSPITAL SERVICES. (a) Beginning July I,
1993, covered health services shall include inpatient hospital services, including
inpatient hospital mental health services and inpatient hospital and residential
chemical dependency treatment, subject to those limitations necessary to coordi-
nate the provision of these services with eligibility under the medical assistance
spenddown. The inpatient hospital benefit for adult enrollees is subject to an
annual benefit limit of $10,000. The eommissioner shall provide enrolices with
at least 60 days: notiee of coverage for inpatient hospital serviees and any pre-

(b) Enrollees determined by the commissioner to have a basis of eligibility
for medical assistance shall apply for and cooperate with the requirements of
medical assistance by the last day of the third month following admission to an
inpatient hospital. If an enrollee fails to apply for medical assistance within this
time period, the enrollee and the enrollee’s family shall be disenrolled from the
plan within ene ealendar menth and they may not reenroll until 12 calendar
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months have elapsed. Enrollees and enrollees’ families disenrolled for not apply-
ing for or not cooperating with medical assistance may not reenroll.

(c) Admissions for inpatient hospital services paid for under section
256.9362, subdivision 3, must be certified as medically necessary in accordance
with Minnesota Rules, parts 9505.0500 to 9505.0540, except as provided in
clauses (1) and (2):

(1) all admissions must be certified, except those authorized under rules
established under section 254A.03, subdivision 3, or approved under Medicare;
and

(2) payment under section 256.9362, subdivision 3, shall be reduced by five
percent for admissions for which certification is requested more than 30 days
after the day of admission. The hospital may not seek payment from the enrollee
for the amount of the payment reduction under this clause,

permanently disenrolled from MinnesotaCare for not applying for and cooperat-
ing with medical assistance shall be eligible to reenroll if 12 calendar months
have elapsed since the date of disenrollment,

Sec. 6. Minnesota Statutes 1994, section 256.9354, subdivision 1, is
amended to read:

Subdivision 1. CHILDREN; EXPANSION AND CONTINUATION OF
ELIGIBILITY. (a) CHILDREN. Prior to October 1, 1992, “eligible persons”
means children who are one year of age or older but less than 18 years of age
who have gross family incomes that are equal to or less than 450 185 percent of
the federal poverty guidelines and who are not eligible for medical assistance
without a spenddown under chapter 256B and who are not otherwise insured for |
the covered services. The period of eligibility extends from the first day of the
month in which the child’s first birthday occurs to the last day of the month in
which the child becomes 18 years old.

(b) EXPANSION OF ELIGIBILITY. Eligibility for MinnesotaCare shall be
expanded as provided in subdivisions 2 to 5, except children who meet the
criteria in this subdivision shall continue to be enrolled pursuant to this subdivi-
sion. The enrollment requirements in this paragraph apply to enrollment under
subdivisions 1 to 5. Parents who enroll in the MinnesotaCare program must also
enroll their children and dependent siblings, if the children and their dependent
siblings are eligible. Children and dependent siblings may be enrolled separately
without enrollment by parents. However, if one parent in the household enrolls,
both parents must enroll, unless other insurance is available. If one child from a
family is enrolled, all children must be enrolled, unless other insurance is avail-
able. If one spouse in a household enrolls, the other spouse in the household
must also enroll, unless other insurance is available. Families cannot choose to
enroll only certain uninsured members. For purposes of this section, a “depen-
dent sibling” means an unmarried child who is a full-time student under the age
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of 25 years who is financially dependent upon a parent. Proof of school enroll-
ment will be required.

(¢) CONTINUATION OF ELIGIBILITY. Individuals who initially enroll
in the MinnesotaCare program under the eligibility criteria in subdivisions 2 to
5 remain eligible for the MinnesotaCare program, regardless of age, place of resi-
dence, or the presence or absence of children in the same household, as long as
all other eligibility criteria are met and residence in Minnesota and continuous
enrollment in the MinnesotaCare program or medical assistance are maintained.
In order for either parent or either spouse in a household to remain enrolled,
both must remain enrolled, unless other insurance is available.

Sec. 7. Minnesota Statutes 1994, section 256.9354, subdivision 4, is
amended to read:

Subd. 4. FAMILIES WITH CHILDREN; ELIGIBILITY BASED ON
PERCENTAGE OF INCOME PAID FOR HEALTH COVERAGE. Beginning
January 1, 1993, “eligible persons” means children, parents, and dependent sib-
lings residing in the same household who are not eligible for medical assistance
without a spenddown under chapter 256B. Children who meet the criteria in
subdivision 1 or 4a shall continue to be enrolled pursuant to subdtvisten + those
subdivisions. Persons who are eligible under this subdivision or subdivision 2, 3,
or 5 must pay a premium as determined under sections 256.9357 and 256.9358,
and children eligible under subdivision 1 must pay the premium required under
section 256.9356, subdivision 1. Individuals and families whose income is
greater than the limits established under section 256.9358 may not enroll in
MinnesotaCare.

Sec. 8. Minnesota Statutes 1994, section 256.9354, is amended by adding a
subdiviston to read:

Subd. 4a. CHILDREN WITH LOWER INCOMES. Beginning July 1,
1993, the definition of “eligible persons” is expanded to include children who

period of eligibility extends from the first day of the month in which the child’s
first birthday occurs to the last day of the month in which the child becomes 18
vears old. The commissioner shall exclude all earned income of dependent chil-
dren who:

(1) are full-time or part-time students;

(3) earn less than $10,000 a year in total from all sources of employment,
when calculating gross family incomes for applicants who would otherwise be
eligible under this subdivision.
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Sec. 9. Minnesota Statutes 1994, section 256.9354, subdivision 5, is
amended to read:

Subd. 5. ADDITION OF SINGLE ADULTS AND HOUSEHOLDS
WITH NO CHILDREN. (a) Beginning October 1, 1994, the definition of “eligi-
ble persons” shal is expanded to include all individuals and households with no
children who have gross family incomes that are equal to or less than 125 per-
cent of the federal poverty guidelines and who are not eligible for medical assis-
tance without a spenddown under chapter 256B.

(b) Beginning Oetober +; 1995; “eligible persons? means all individuals and
famities who are not eligible for medienl assistanee without a spenddown under
ehapter 256B- After October 1, 1995, the commissioner of human services may
expand the definition of “eligible persons” to include all individuals and house-

than 135 percent of federal poverty guidelines and are not eligible for medical
assistance without a spenddown under chapter 256B. This expansion may occur
only if the financial management requirements of section 256.9352, subdivision
3, can be met.

(c) The commissioners of health and human services, in consultation with
the legislative commission on health care access, shall make preliminary recom-
mendations to the legislature by October 1, 1995, and final recommendations to
the legislature by February 1, 1996, on whether a further expansion of the defi-
nition of “eligible persons” to include all individuals and households with no

cent of federal poverty guidelines and are not eligible for medical assistance
without a spenddown under chapter 256B would be allowed under the financial
management constraints outlined in section 256.9352, subdivision 3,

e} (d) All eligible persons under paragraphs (a) and (b) are eligible for cov-
erage through the MinnesotaCare program but must pay a premium as deter-
mined under sections 256.9357 and 256.9358. Individuals and families whose
income is greater than the limits established under section 256.9358 may not
enroll in the MinnesotaCare program.

Sec. 10. Minnesota Statutes 1994, section 256.9355, subdivision 2, is
amended to read:

Subd. 2. COMMISSIONER’S DUTIES. The commissioner shall use indi-
viduals’ social security numbers as identifiers for purposes of administering the
plan and conduct data matches to verify income. Applicants shall submit evi~
dence of family income, earned and unearned, including the most recent income
tax return, wage slips, or other documentation that is necessary to verify income
eligibility. The commissioner shall perform random audits to verify reported
income and eligibility. The commissioner may execute data sharing arrange-
ments with the department of revenue and any other governmental agency in
order to perform income verification related to eligibility and premium payment
under the MinnesotaCare program.
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Sec. 11. Minnesota Statutes 1994, section 256.9357, subdivision 1, is
amended to read:

Subdivision 1. GENERAL REQUIREMENTS. Families and individuals
are cligible for subsidized premiuim payments based on & shiding seale vnder see-
wvigions 2 and 3- Families and individuals who enroll on or after October 1,
1992, are eligible for subsidized premium payments based on a sliding scale
under section 256.9358 only if the family or individual meets the requirements

as of September 30, 1992, eligible under section 256.9354, subdivision 1, para-
graph (a), children who enroll in the MinnesotaCare program after September
30, 1992, pursuant to Laws 1992, chapter 549, article 4, section 17, and children
who enroll under section 256.9354, subdivision 4a, are eligible for subsidized
premium payments without meeting these requirements, as long as they main-
tain continuous coverage in the MinnesotaCare plan or medical assistance.

Families and individuals who initially enrolled in MinnesotaCare under sec-
tion 256.9354, and whose income increases above the limits established in sec-
tion 256.9358, may continue enrollment and pay the full cost of coverage.

Sec. 12. Minnesota Statutes 1994, section 256.9357, subdivision 2, is
amended to read:

Subd. 2, MUST NOT HAVE ACCESS TO EMPLOYER-SUBSIDIZED
COVERAGE. (a) To be eligible for subsidized premium payments based on a
sliding scale, a family or individual must not have access to subsidized health
coverage through an employer, and must not have had access to subsidized
health coverage through an employer for the 18 months prior to application for
subsidized coverage under the MinnesotaCare program. The requirement that
the family or individual must not have had access to employer-subsidized cover-
age during the previous 18 months does not apply if. (1) employer-subsidized

subsidized coverage was lost because an individual became ineligible for cover-
age as a child or dependent; or (3) employer-subsidized coverage was lost for
reasons that would not disqualify the individual for unemployment benefits
under section 268.09 and the family or individual has not had access to employ-
er-subsidized coverage since the layeff loss of coverage. If employer-subsidized
coverage was lost for reasons that disqualify an individual for unemployment
benefits under section 268.09, children of that individual are exempt from the
requirement of no access to employer subsidized coverage for the 18 months
prior to application, as long as the children have not had access to employer sub-
sidized coverage since the disqualifying event. The requirement that the family
or individual must not have had access to employer-subsidized coverage during
the previous 18 months does apply if employer-subsidized coverage is lost due
to an employer terminating health care coverage as an employee benefit.

(b) For purposes of this requirement, subsidized health coverage means
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health coverage for which the employer pays at least 50 percent of the cost of
coverage for the employee, excluding dependent coverage, or a higher percentage
as specified by the commissioner. Children are eligible for employer-subsidized
coverage through either parent, including the noncustodial parent. The commis-
sioner must treat employer contributions to Internal Revenue Code Section 125
plans as qualified employer subsidies toward the cost of health coverage for
employees for purposes of this subdivision.

Sec. 13. Minnesota Statutes 1994, section 256.9357, subdivision 3, is
amended to read:

Subd. 3. PERIOD UNINSURED. To be eligible for subsidized premium
payments based on a sliding scale, families and individuals initially enrolled in
the MinnesotaCare program under section 256.9354, subdivisions 4 and 5, must
have had no health coverage for at least four months prior to application. The
commissioner may change this eligibility criterion for sliding scale premiums
without complying with rulemaking requirements in order to remain within the
limits of available appropriations. The requirement of at least four months of no
health coverage prior to application for the MinnesotaCare program does not
apply to;

(1) families, children, and individuals who want to apply for the Minnesota-
Care program upon termination from the medical assistance program, general
assistance medical care program, or coverage under a regional demonstration
project for the uninsured funded under section 256B.73, the Hennepin county
assured care program, or the Group Health, Inc., community health plan: Fhis
subdivision dees not apply te;

(2) families and individuals initially enrolled under seetiens section
256.9354, subdivisions 1, paragraph (a), and 2; ef te;

(3) children enrolled pursuant to Laws 1992, chapter 549, article 4, section
17; or

(4) individuals currently serving or who have served in the military reserves,
and dependents of these individuals, if these individuals; (i) reapply for Minne-
sotaCare coverage after a period of active military service during which they had
been covered by the Civilian Health and Medical Program of the Uniformed
Services (CHAMPUS): (ii) were covered under MinnesotaCare immediately
prior to obtaining coverage under CHAMPUS: and (iii) have maintained contin-
uous coverage.

Sec. 14. Minnesota Statutes 1994, section 256.9358, subdivision 3, is
amended to read:

Subd. 3. SLIDING SCALES AFTER JUNE 30, 1993. Beginning July 1,
1993, the sliding scales begin with a premium of 1.5 percent of gross family
income for individuals with incomes below the limits for the medical assistance
program set at 133-1/3 percent of the AFDC payment standard and proceed
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through the following evenly spaced steps: 1.8, 2.3, 3.1, 3.8, 4.8, 5.9, 7.4, and
8.8. These percentages are matched to evenly spaced income steps ranging from
the medical assistance income limit to a gross. monthly income of $1,600 for an
individual, $2,160 for a household of two, $2,720 for a household of three,
$3,280 for a household of four, and $3,840 for a household of five; and $4;466
fer househelds of six or more persons. Fer the peried Oetober 1; 1992 through
June 30; 1993; the commissioner shall employ a sliding seale that sets required
premiwms at percentages of gross family income equnl to two-thirds of the per-
fiod in this subdivision:

Sec. 15. Minnesota Statutes 1994, section 256.9358, subdivision 4, is

amended to read:

Subd. 4. INELIGIBILITY. Families with children whose gross monthly
income is above the amount specified in subdivision 3 are not eligible for the
plan. Beginning October 1, 1994, an individual or households with no children
whose gross moenthly income is greater than $767 for a single individual and
$1;025 for a married couple without children are ineligible for the plan: Begin-
ning Oectober 15 1995; an individual or families whese gross menthly income is
abeve the ameunt speeified in subdivision 3 are not eligible for the plan greater
than 125 percent of the federal poverty guidelines are ineligible for the plan.

Sec. 16. Minnesota Statutes 1994, section 256.9358, is amended by adding
a subdivision to read:

Subd. 7. MINIMUM PREMIUM PAYMENT. Beginning with premium
payments due on or after July 1, 1995, the commissioner shall require all Min-
nesotaCare enrollees to pay a minimum premium of $4 per month.

Sec. 17. Minnesota Statutes 1994, section 256.9363, subdivision 5, is
amended to read:

Subd. 5. ELIGIBILITY FOR OTHER STATE PROGRAMS. Minnesota-
Care enrollees who become eligible for medical assistance or general assistance
medical care will remain in the same managed care plan if the managed care
plan has a contract for that population. Contracts between the department of
human services and managed care plans must include MinnesotaCare, and med-
ical assistance and may, at the option of the commissioner of human services,
also include general assistance medical care.

Sec. 18. [256.9366] ELIGIBILITY FOR MINNESOTACARE FOR FAMI-
LIES AND CHILDREN UNDER THE MINNESOTACARE HEALTH CARE
REFORM WAIVER.

Subdivision I. FAMILIES WITH CHILDREN; IN GENERAL. Families

poverty guidelines for the applicable family size shall be determined eligible for
MinnesotaCare according to this section, and section 256.9354, subdivisions 2
to 4a, shall no longer apply. All other provisions of sections 256.9351 to
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256.9363, including the insurance-related barriers to enrollment under section
256.9357, shall apply unless otherwise specified in sections 256.9366 to
256.9369.

Subd. 2. CHILDREN. For purposes of sections 256.9366 10 256.9369, a
“child” is an individual under 21 years of age, including the unborn child of a
pregnant woman, and including an emancipated minor, and the emancipated
minor’s spouse.

Subd., 3. FAMILIES WITH CHILDREN. For purposes of sections
256.9366 t0 256.9369, a “family with children” means a parent or parents and
their children, or lepal guardians and their wards who are children, and depen-
dent siblings, residing in the same household. The term includes children and
dependent siblings who are temporarily absent from the household in settings
such as schools, camps, or visitation with noncustodial parents. For purposes of
this section, a “dependent sibling” means an unmarried child who is a full-time
student under the age of 25 years who is financially dependent upon a parent.
Proof of school enroilment will be required.

Subd. 4. CHILDREN IN FAMILIES WITH INCOME AT OR LESS
THAN 150 PERCENT OF FEDERAL POVERTY GUIDELINES. Children

services, are eligible for enrollment under sections 256.9366 to 256.9369. For
the purposes of this section, “not otherwise insured for covered services” has the
meaning given in Minnesota Rules, part 9506.0020, subpart 3, item B.

Subd. 5. RESIDENCY. Families and children who are otherwise eligible
for enrollment under section 256.9366 are exempt from the Minnesota residency
requirements of section 256.9359, if they meet the residency requirements of the
medical assistance program according to chapter 256B.

Subd. 6. COOPERATION WITH MEDICAL ASSISTANCE. Pregnant
women and children applying for MinnesotaCare under this section are not
required to apply for the medical assistance program as a condition of enroll-
ment. Other adults enrolled in MinnesotaCare determined by the commissioner

an application for medical assistance by the last day of the third month follow-
ing admission to an inpatjent hospital. If an enrollee fails to complete an appli-
cation for medical assistance within this time period, the enrollee shall be
disenrolled and may not reenroll.

Subd, 7. COOPERATION IN ESTABLISHING PATERNITY AND
OTHER MEDICAL SUPPORT. Families and children enrolled in the Minne-
sotaCare program must cooperate with the department of human services and
the local agency in establishing paternity of an enrolled child and in obtaining
medical care support and payments for the child and any other person for whom
the person can legally assign rights, in accordance with applicable laws and rules

governing the medical assistance program. A child shall not be ineligible for or
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disenrolled from the MinnesotaCare program solely because of the child’s parent
or caretaker’s failure to cooperate in establishing paternity or obtaining medical

support,
Sec. 19. [256.9367] COVERED SERVICES FOR PREGNANT WOMEN

AND CHILDREN UNDER THE MINNESOTACARE HEALTH CARE
REFORM WAIVER.

Children and pregnant women are eligible for coverage of all services that
are eligible for reimbursement under the medical assistance program according
to chapter 256B. Pregnant women and children are exempt from the provisions
of section 256.9353, subdivision 7, regarding copayments.

Sec. 20. [256.9368] PREMIUMS.
Subdivision 1. PREMIUM DETERMINATION. Families and children

enrolled according to sections 256.9366 to 256.9369 shall pay a premium deter-
mined according to a sliding fee based on the cost of coverage as a percentage of
the family’s gross family income. Pregnant women and children under age two
are exempt from the provisions of section 256.9356, subdivision 3, clause (3),
requiring disenrollment for failure to pay premiums. For pregnant women, this
exemption continues until the first day of the month following the 60th day
postpartum. Women who remain enrolled during pregnancy or the postpartum

month following the 60th day postpartum for the penalty period that otherwise
applies under section 256.9356.

Subd. 2. SLIDING SCALE TO DETERMINE PERCENTAGE OF
GROSS FAMILY INCOME. The commissioner shall establish a sliding fee
scale to determine the percentage of gross family income that households at dif-
ferent income levels must pay to obtain coverage through the MinnesotaCare
program. The sliding fee scale must be based on the enrollee’s gross family
income during the previous four months. The sliding fee scale begins with a pre-
mium of 1.5 percent of gross family income for families with incomes below the
limits for the medical assistance program for families and children and proceeds
through the following evenly spaced steps: 1.8, 2.3, 3.1, 3.8, 4.8, 5.9, 7.4, and 8.8
percent. These percentages are matched to evenly spaced income steps ranging
from the medical assistance income limit for families and children to 275 per-
cent of the federal poverty guidelines for the applicable family size. The sliding
fee scale and percentages are not subject to the provisions of chapter 14. If a
family reports increased income after enrollment, premiums shall not be
adjusted until eligibility renewal.

Subd. 3. EXCEPTIONS TO SLIDING SCALE. An annual premium of

subdivision 4.

Sec. 21. [256.9369] PAYMENT RATES; SERVICES FOR FAMILIES
AND CHILDREN UNDER THE MINNESOTACARE HEALTH CARE
REFORM WAIVER.
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Section 256.9362, subdivision 2, shall not apply to services provided to chil-
dren who are eligible to receive expanded services according to section
256.9367.

Sec. 22. Minnesota Statutes 1994, section 256B.037, subdivision 1, is
amended to read:

Subdivision 1. CONTRACT FOR DENTAL SERVICES. The commis-
sioner may conduct a demonstration project to contract, on a prospective per
capita payment basis, with an organization or organizations licensed under
chapter 62C er, 62D, or 62N for the provision of all dental care services begin-
ning July 1, 1994, under the medical assistance, general assistance medical care,
and MinnesotaCare programs, or when necessary waivers are granted by the sec-
retary of health and human services, whichever occurs later. The commissioner
shall identify a geographic area or areas, including both urban and rural areas,
where access to dental services has been inadequate, in which to conduct dem-
onstration projects. The commissioner shall seek any federal waivers or approv-
als necessary to implement this section from the secretary of health and human
services.

The commissioner may exclude from participation in the demonstration
project any or all groups currently excluded from participation in the prepaid
medical assistance program under section 256B.69. Except for persons excluded
from participation in the demonstration project, all persons who have been
determined eligible for medical assistance, general assistance medical care and,
if applicable, MinnesotaCare and reside in the designated geographic areas are
required to enroll in a dental plan to receive their dental care services. Except
for emergency services or out-of-plan services authorized by the dental plan,
recipients must receive their dental services from dental care providers who are
part of the dental plan provider network.

The commissioner shall select either multiple dental plans or a single dental
plan in a designated area. A dental plan under contract with the department
must serve both medical assistance recipients and general assistance medical
care recipients in a designated geographic area and may serve MinnesotaCare
recipients. The commissioner may limit the number of dental plans with which
the department contracts within a designated geographic area, taking into con-
sideration the number of recipients within the designated geographic area; the
number of potential dental plan contractors; the size of the provider network
offered by dental plans; the dental care services offered by a dental plan; gualifi-
cations of dental plan personnel; accessibility of services to recipients; dental
plan assurances of recipient confidentiality; dental plan marketing and enroll-
ment activities; dental plan compliance with this section; dental plan perfor-
mance under other contracts with the department to serve medical assistance,
general assistance medical care, or MinnesotaCare recipients; or any other fac-
tors necessary to provide the most economical care consistent with high stan-
dards of dental care.
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For purposes of this section, “dental plan” means an organization licensed

covered dental care services to recipients on a prepaid capitation basis. “Emer-
gency services” has the meaning given in section 256B.0625, subdivision 4.
“Multiple dental plan area” means a designated area in which more than one
dental plan is offered. “Participating provider” means a dentist or dental clinic
who is employed by or under contract with a dental plan to provide dental care
services 1o recipients. “Single dental plan area” means a designated area in

which only one dental plan is available.

Sec. 23. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 1a. MULTIPLE DENTAL PLAN AREAS. After the department has
executed contracts with dental plans to provide covered dental care services in a
multiple dental plan area, the department shall:

(1) inform applicants and recipients, in writing, of available dental plans,
when written notice of dental plan selection must be submitted to the depart-
ment, and when dental plan participation begins;

(2) randomly assign to a dental plan recipients who fail to notify the depart-
ment in writing of their dental plan choice; and

(3) notify recipients, in writing, of their assigned dental plan before the
effective date of the recipient’s dental plan participation.

Sec. 24. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 1b. SINGLE DENTAL PLAN AREAS. After the department has
executed a contract with a dental plan to provide covered dental care services as
the sole dental plan in a geographic area, the provisions in paragraphs (a) to (¢)
apply.

(a) The department shall assure that applicants and recipients are informed,
in writing, of participating providers in the dental plan and when dental plan
participation begins.

(b) The dental plan may require the recipient to select a specific dentist or
dental clinic and may assign to a specific dentist or dental clinic recipients who
fail to notify the dental plan of their selection.

(c) The dental plan shall notify recipients in writing of their assigned pro-
viders before the effective date of dental plan participation.

Sec. 25. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. lc. DENTAL CHOICE. (a) In multiple dental plan areas, recipients
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may change dental plans once within the first'year the recipient participates in a
dental plan. After the first year of dental plan participation, recipients may
change dental plans during the annual 30-day open enrollment period.

(b) In single dental plan areas, recipients may change their specific dentist or
clinic at least once during the first year of dental plan participation. After the
first year of dental plan participation, recipients may change their specific den-
tist or clinic at least once annually. The dental plan shall notify recipients of this
change option,

(¢) If a dental plan’s contract with the department is terminated for any rea-
son, recipients in that dental plan shall select a new dental plan and may change
dental plans or a specific dentist or clinic within the first 60 days of participation
in the second dental plan,

(d) Recipients may change dental plans or a specific dentist or clinic at any
time as follows:

(1) in multiple dental plan areas, if the travel time from the recipient’s resi-
dence to a general practice dentist is over 30 minutes, the recipient may change
dental plans;

(2) in single dental plan areas, if the travel time from the recipient’s resi-
dence to the recipient’s specific dentist or clinic is over 30 minutes, the recipient

may change providers; or

(3) if the recipient’s dental plan or specific dentist or clinic was incorrectly
designated due to department or dental plan error.

(e) Requests for change under this subdivision must be submitted to the
department or dental plan in writing, The department or dental plan shall notify
recipients whether the request is approved or denied within 30 days after receipt
of the written request.

Sec. 26. Minnesota Statutes 1994, section 256B.037, subdivision 3, is
amended to read:

Subd. 3. APPEALS., All recipients of services under this section have the
right to appeal to the commissioner under section 256.045. A recipient partici-
pating in a dental plan may utilize the dental plan’s internal complaint proce-
dure but is not required to exhaust the internal complaint procedure before
appealing to the commissioner. The appeal rights and procedures in Minnesota
Rules, part $500.1463, apply to recipients who enroll in dental plans.

Sec. 27. Minnesota Statutes 1994, section 256B.037, subdivision 4, is
amended to read:

Subd. 4. INFORMATION REQUIRED BY COMMISSIONER. A con-
tractor shall submit encounter-specific information as required by the commis-
sioner, including, but not limited to, information required for assessing client
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satisfaction, quality of care, and cost and utilization of services. Dental plans
and participating providers must provide the commissioner access to recipient
dental records to monitor compliance with the requirements of this section.

Sec. 28. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 6. RECIPIENT COSTS. A dental plan and its participating provid-
ers or nonparticipating providers who provide emergency services or services
authorized by the dental plan shall not charge recipients for any costs for cov-
ered services.

Sec. 29. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 7. FINANCIAL ACCOUNTABILITY. A dental plan is accountable

obligations incurred by a dental plan if the dental plan or a participating pro-
vider becomes insolvent and the department has made the payments due fo the
dental plan under the contract.

Sec. 30. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd, 8. QUALITY IMPROVEMENT. A dental plan shall have an inter-
nal quality improvement system. A dental plan shall permit the commissioner or
the commissioner’s agents to evaluate the guality, appropriateness, and timeli-
ness of covered dental care services through inspections, site visits, and review
of dental records.

Sec. 31. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 9. THIRD-PARTY LIABILITY. To the extent required under sec-
tion 62A.046 and Minnesota Rules, part 9506.0080, a dental plan shall coordi-
nate benefits for or recover the cost of dental care services provided recipients
who have other dental care coverage. Coordination of benefits inciudes the den-
tal plan paying applicable copayments or deductibles on behalf of a recipient.

Sec. 32. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 10. FINANCIAL CAPACITY. A dental plan shall demonstrate that
its financial risk capacity is acceptable to its participating providers; except, an
organization licensed as a health maintenance organization under chapter 62D,
a nonprofit health service plan under chapter 62C, or an integrated service net-
work or a community integrated service network under chapter 62N, is not
required to demonstrate financial risk capacity beyond the requirements in those
chapters for licensure or a certificate of authority.
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Sec. 33. Minnesota Statutes 1994, section 256B.037, is amended by adding
a subdivision to read:

Subd. 11. DATA PRIVACY. The contract between the commissioner and
the dental plan must specify that the dental plan is an agent of the welfare sys-

carry out the dental plan’s responsibilities under the contract. The dental plan
shall comply with chapter 13, the Minnesota government data practices act.

Sec. 34. Minnesota Statutes 1994, section 256B.04, is amended by adding a
subdivision to read:

Subd. 18. APPLICATIONS FOR MEDICAL ASSISTANCE. The state
agency may take applications for medical assistance and conduct eligibility
determinations for MinnesotaCare enrollees who are required to apply for medi-
cal assistance according to section 256.9353, subdivision 3, paragraph (b).

Sec. 35. Minnesota Statutes 1994, section 256B.055, is amended by adding
a subdivision to read:

Subd. _10a. CHILDREN. This subdivision supersedes subdivision 10, as
long as the Minnesota health care reform waiver remains in effect, When the
waiver expires, this subdivision expires and the commissioner of human services
shall publish a notice in the State Register and notify the revisor of statutes.

tion 256B.057, subdivision 1.

Sec. 36. Minnesota Statutes 1994, section 256B.057, is amended by adding
a subdivision to read:

Subd. _ib. PREGNANT WOMEN AND INFANTS; EXPANSION. This

reform waiver remains in effect. When the waiver expires, the commissioner of
human services shall publish a notice in the State Register and notify the revisor
of statutes. An infant less than two years of age or a pregnant woman who has
written verification of a positive pregnancy test from a physician or licensed reg-
istered nurse, is eligible for medical assistance if countable family income is

family size. For purposes of this subdivision, “countable family income” means
the amount of income considered available using the methodology of the AFDC
program, except for the earned income disregard and employment deductions.
An amount equal to the amount of earned income exceeding 275 percent of the

bined total of 185 percent of the federal poverty guideline plus the earned
income disregards and deductions of the AFDC program exceeds 275 percent of
the federal poverty guideline will be deducted for pregnant women and infants
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less than two years of age. Eligibility for a pregnant woman or infant less than
two years of age under this subdivision must be determined without regard to
asset standards established in section 256B.056, subdivision 3.

be eligible for medical assistance without redetermination until the child’s sec-
ond birthday, as long as the child remains in the woman’s household.

Sec. 37. Minnesota Statutes 1994, section 256B.057, is amended by adding
a subdivision to read:

Subd. 2b. NO ASSET TEST FOR CHILDREN AND THEIR PARENTS;
EXPANSION. This subdivision supersedes subdivision 2a as long as the Minne-
sota health care reform waiver remains in effect. When the waiver expires, this
subdivision expires and the commissioner of human services shall publish a
notice in the State Register and notify the revisor of statutes. Eligibility for med-
ical assistance for a person under age 21, and the person’s parents or relative
caretakers as defined in the aid to families with dependent children program
according to chapter 256, who are eligible under section 256B.055, subdivision

be determined without regard to asset standards established in section 256B.056.

Sec. 38. Minnesota Statutes 1994, 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, public health clinic services, and the services
of a clinic meeting the criteria established in rule by the commissioner. 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 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. A federally quali-
fied health center 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, a federally qualified health center shall submit, in the
form and detail required by the commissioner, a report of its operations, includ-
ing allowable costs actually incurred for the period and the actual number of vis-
its for services furnished during the period, and other information required by
the commissioner. Federally qualified health centers 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.
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(c) In order to continue cost-based payment under the medical assistance
program according to paragraphs (a) and (b), a federally qualified health center
or rural health clinic must apply for designation as an essential community pro-
vider within six months of final adoption of rules by the department of health
according to section 62Q.19, subdivision 7. For those federally gualified health
centers and rural health clinics that have applied for essential community pro-
vider 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 of essential community provider status. For federally qualified health cen-
ters and rural health clinics that either do not apply within the time specified
above, that are denied essential community provider status by the department of
bealth, 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 federally qualified health centers
or rural health clinics. This paragraph takes effect only if the Minnesota health
care reform waiver is approved by the federal government, and remains in effect
for as long as the Minnesota health care reform waiver remains in effect. When
the waiver expires, this paragraph expires, and the commissioner of human ser-
vices shall publish a notice in the State Register and notify the revisor of stat-
utes.

Sec. 39. [256B.0645] PROVIDER PAYMENTS; RETROACTIVE
CHANGES IN ELIGIBILITY.

Payment to a provider for a health care service provided to a general assis-
tance medical care recipient who is later determined eligible for medical assis-
tance or MinnesotaCare according to section 256.9367 for the period in which
the health care service was provided, shall be considered payment in full, and
shall not be adjusted due to the change in eligibility. This section applies to both
fee-for-service payments and payments made to health plans on a prepaid capi-
tated basis.

Sec. 40. Minnesota Statutes 1994, section 256B.69, subdivision 2, is
amended to read:

Subd. 2. DEFINITIONS. For the purposes of this section, the following
terms have the meanings given.

(a) “Commissioner” means the commissioner of human services. For the
remainder of this section, the commissioner’s responsibilities for methods and
policies for implementing the project will be proposed by the project advisory
committees and approved by the commissioner.

(b) “Demonstration provider” means an individual, agency, organization, or
group of these entities that participates in the demonstration project according
to criteria, standards, methods, and other requirements established for the proj-
ect and approved by the commissioner.
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(c) “Eligible individuals” means those persons eligible for medical assistance
benefits as defined in sections 256B.055, 256B.056, and 256B.06.

(d) “Limitation of choice” means suspending freedom of choice while allow-
ing eligible individuals to choose among the demonstration providers.

(e) This paragraph supersedes paragraph (c) as long as the Minnesota heaith
care reform waiver remains in effect. When the waiver expires, this paragraph
expires and the commissioner of human services shall publish a notice in the
State Register and notify the revisor of statutes. “Eligible individuals” means
those persons eligible for medical assistance benefits as defined in sections
256B.055, 256B.056, and 256B.06. Notwithstanding sections 256B.0S55,
256B.056, and 256B.06, an individual who becomes ineligible for the program
because of failure to submit income reports or recertification forms in a timely
manner, shall remain enrolled in the prepaid health plan and shall remain eligi-
ble to receive medical assistance coverage through the last day of the month fol-
lowing the month in which the enrollee became ineligible for the medical
assistance program.

Sec. 41. Minnesota Statutes 1994, section 256B.69, subdivision 4, is
amended to read:

Subd. 4. LIMITATION OF CHOICE. The commissioner shall develop
criteria to determine when limitation of choice may be implemented in the
experimental counties. 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. The commissioner shall exempt the following per-
sons from participation in the project, in addition to those who do not meet the
criteria for limitation of choice: (1) persons eligible for medical assistance
according to section 256B.055, subdivision 1, and children under age 21 who are
in foster placement; (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 they are 65 years of age or older, or unless 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; and (4) recipients who are eligible for medical
assistance by spending down excess income for medical expenses other than the
nursing facility per diem expense. Before limitation of choice is implemented,
eligible individuals shall be notified and after notification, shall be allowed to
choose only among demonstration providers. 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 proj-
ect for any reason, a recipient enrolled with that provider must select a new pro-
vider but may change providers without cause once more within the first 60 days
after enrollment with the second provider.

Sec. 42. Laws 1993, First Special Session chapter 1, article 8, section 30,
subdivision 2, is amended to read:
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