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radio tower constructlon The value of the locatlon of privately owned equlpment on

value of the tower constructed for the commissioner. A contract authorized under this
section may Jay be for a term of not more than 20 years, Notwithstanding Minnesota Statutes,

sections 16A.15 and 16A.41, a contract authorized under this section may pr0v1de that
the commlssmner rwill pay for the unamortized cost of the tower if the contract is canceled

tract authorized under this section. A contract authorized by this sectron is not valid unt11
approved by the attorney ey general.

Sec. 90. REPORT.

The commissioner of public safety shall report to the chairs of the senate and house
of representatives committees on transportation policy ¢ and transportation fmance on

partment pubhcatlons and expendlture of that revenue,

Sec. 91. INSTRUCTION TO REVISOR.

The revisor of statutes shall make cross-reference changes in Minnesota Statutes
and Minnesota Rules consistent with the renumbering of clauses in section 23.

Sec. 92. REPEALER.

(a) Minnesota Statutes 1998, sections 168.011, subdivision 36,168.1281;,221.011,
subdivisions 7, 9, 20, 21, 32, and 34; 221.041; 221.051; 221.061; 221.071; 221.081;

pealed.
(b) Minnesota Statutes 1998, section 473.3998, is repealed.

Sec. 93. EFFECTIVE DATE.

Sections 21 and 22 are effective the day followmg final endctment and are repealed

30 are “effective July 1, 2001.
Presented to the governor May 24, 1999
Signed by the governor May 25, 1999, 3:00 p.m.

CHAPTER 239—S.F.No. 1219

An act relating to health; establishing a uniform complaint resolution process for health plan
companies; establishing an external review process; amending Minnesota Statules 1998, sections
62D.11, subdivision 1; 62M.01; 62M.02, subdivisions 3, 4, 5, 6,7, 9, 10, 11, 12, 17, 20, 21, and by
adding a subdivision; 62M.03, subdivisions 1 and 3; 62M.04, subdivisions 1, 2, 3, and 4; 62M.05;
62M.06; 62M.07; 62M.09, subdivision 3; 62M.10, subdivisions 2, 5, and 7; 62M.12; 62M.15;
62Q.106; 620Q.19, subdivision 5a; 62T.04; 72A.201, subdivision 4a; and 256B.692, subdivision 2;
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proposing coding for new law in Minnesota Statutes, chapters 62D; and 62Q; repealing Minnesota
Statutes 1998, sections 62D.11, subdivisions 1b and 2; 62Q.105; 62Q.11; and 62Q.30; Minnesota
Rules, parts 4685.0100, subparts 4 and 4a; 4685.1010, subpart 3; and 4685.1700.

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

Section 1. Minnesota Statutes 1998, section 62D.11, subdivision 1, is émended to
read:

Subdivision 1. ENROLLEE COMPLAINT SYSTEM. Every health maintenance
organization shall establish and maintain a complaint system, as required under section
62Q-105 sections 62Q.68 to 62Q.72 to provide reasonable procedures for the resolution
of written complaints initiated by or on behalf of enrollees concerning the provision of
health care services. “Prevision of health services” includes; but is not limited to; ques-
Hons of the seope of coverage; quality of eare; and administrative eperations: The health
maintenance organization must inforr enrollees that they may choese to use arbitration
te appeal a health maintenance organization’s internal appeal decision. The health main-
tenanee organization raust also inform enrollees that they have the right to use arbitration
to appeat a health maintenance organization’s internal appeal decision not to certify an
admission; procedure; service; or extension of stay under section 62M-06- If an enrollee
cheeses to use arbitration; the health maintenanee erganization must patticipate-

Sec. 2. [62D.124] GEOGRAPHIC ACCESSIBILITY.

v Subdivision 1. PRIMARY CARE; MENTAL HEALTH SERVICES; GENER-
AL HOSPITAL SERVICES. Within the health maintenance organization’s service
area, the max1mum travel dlslance or time shall be the 1esser 0f 30 miles or 30 minutes to

health services, and general hospital services. The health maintenance ¢ orgamzatmn must
designate which method is used.

Subd. 2. OTHER HEALTH SERVICES. Within a health maintenance organiza-
tion’ s ser vice area, the max1mum travel dlstance or t1me shall be the lesser of 60 miles or

cialized hospltal services, and all “other health services not hsted in subdivision 1_ The
health maintenance organization 1 must designate which ‘method i is used.

Subd. 3. EXCEPTION. The commissioner shall grant an exception to the require-
ments of th1s section according te to Minnesota Rules, part 4685.1010, subpart 4, if the

health mainfenance organization can demonstrate with spe: specific data that the requirement

of subdivision 1 or 2 is not feasible i ina particular service area or part of a service area.

(1) if an enrollee has chosen a health plan with full knowledge that the health plan

has no participating providers within 30 miles or 30 minutes of the “enrollee’s place of of
residence; or

(2) to service areas approved before May 24, 1993.
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Sec. 3. Minnesota Statutes 1998, section 62M.01, is amended to read:

62M.01 CITATION, JURISDICTION, AND SCOPE.

Subdivision 1.. POPULAR NAME. Sections 62M.01 to 62M.16 may be cited as the
“Minnesota Utilization Review Act of 1992.”

Subd. 2. JURISDICTION. Sections 62M.01 to 62M.16 apply to any insurance
company licensed under chapter 60A to offer, sell, or issue a policy of accident and sick-
ness insurance as defined in section 62A.01; a health service plan licensed under chapter
62C; a health maintenance organization licensed under chapter 62D; a communily inte-
grated service network licensed under chapter 62N; an accountable provider network op-
erating under chapter 62T,; a fraternal benefit society operating under chapter 64B; a joint
self_insurance employee health plan operating under chapter 62H; a multiple employer
welfare arrangement, as defined in section 3 of the Employee Retirement Income Securi-
ty Act of 1974 (ERISA), United States Code, title 29, section 1103, as amended; a third
party administrator licensed under section 60A.23, subdivision 8, that provides utiliza-
tion review services for the administration of benefits under a health benefit plan as de-
fined in section 62M.02; or any entity performing utilization review on behalf of a busi-
ness entity in this state pursuant to a health benefit plan covering a Minnesota resident.

Subd. 3. SCOPE. Sections 62M.02; 62M-07; and 62M-09; subdivision 4; apply to
prior authorization of services: Nothing in sections 62M.01 to 62M.16 applies to review
of claims after submission to determine eligibility for benefits under a health benefit plan.
The appeal procedure described in section 62M.06 applies to any complaint as defined
under section 62Q 68, subdivision 2, that requires a medical determination i in 1ts resolu-

tIOIl

Sec. 4. Minnesota Statutes 1998, section 62M.02, subdivision 3, is amended to read:

Subd. 3. ATTENDING DENTIST. “Attending dentist” means the dentist with pri-
mary responsibility for the dental care provided to a patient an enrollee. .

Sec. 5. Minnesota Statutes 1998, section 62M.02, subdivision 4, is amended to read:

Subd, 4, ATTENDING PHYSICIAN HEALTH CARE PROFESSIONAL. “At-
tending physiecian health care professional” means the physiciar health care professional
providing care within the scope of their practice and with primary responsibility for the -
care provided to & patient i a hospital or other health care facility an enrollee. Aitending
health cate professional shall include only physicians; chiropractors; déntists; mental
health professionals as defined in section 245.462, subdivision 18 or section 245.4871,
subdivision 27; podiatrists; and | advanced practice nurses.

Sec. 6. Minnesota Statutes 1998, section 62M.02, subdivision 5, is aménded toread:

Subd. 5. CERTIFICATION. “Certification” means a determination by a utiliza-
tion review organization that an admission, extension of stay, or other health care service
has been reviewed and that it, based on the information provided, meets the utilization
review requirements of the applicable health plan and the health earrier plan company
will then pay for the covered benefit, provided the preexisting limitation provisions, the

. general exclusion provisions, and any deductible, copayment, coinsurance, or other
policy requirements have been met.
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Sec. 7. Minnesota Statutes 1998, section 62M.02, subdivision 6, is amended to read:

Subd. 6. CLAIMS ADMINISTRATOR. “Claims administrator” means an entity
that reviews and determines whether to pay claims to enrollees; physieians; hospitals; or .
others or providers based on the contract provisions of the health plan contract. Claims
administrators may include insurance companies licensed under chapter 60A to offer,
sell, or issue a policy of accident and sickness insurance as defined in section 62A.01; a
health service plan licensed under chapter 62C; a health maintenance organization li-
censed under chapter 62D; a community integrated service network licensed under chap-
ter 62IN; an accountable provider network operating under chapter 62T; a fraternal bene-
fit society operating under chapter 64B; a multiple employer welfare arrangement, as de-
fined in section 3 of the Employee Retirement Income Security Act of 1974 (ERISA),
United States Code, title 29, section 1103, as amended.

Sec. 8, Minnesota Statutes 1998, section 62M.02, subdivision 7, is amended to read:

\
|
Subd. 7. CLAIMANT. “Claimant” means the enrollee or covered person who files
a claim for benefits or a provider of services who, pursuant to a contract with a claims
administrator, files a claim on behalf of an enrollee or covered person.

Sec. 9. Minnesota Statutes 1998, section 62M.02, subdivision 9, is amended to read:

Subd. 9. CONCURRENT REVIEW. “Concurrent review” means utilization re-
view conducted during a patient’s an enrollee’s hospital stay or course of treatment and
has the same meaning as continued stay review.

Sec. 10. Minnesota Statutes 1998, section 62M.02, subdivision 10, is amended to
read:

Subd. 10, DISCHARGE PLANNING. “Discharge planning” means the process
that assesses & patient’s an enrollee’s need for treatment after hospitalization in order to
help arrange for the necessary services and resources to effect an appropriate and timely
discharge.

Sec. 11. Minnesota Statutes 1998, section 62M.02, subdivision 11, is amended to
read:

Subd. 11. ENROLLEE. “Enrollee” means an individual whe has elected to con-
tract for; or partieipate in; a health benefit plan for enrolles coverage or for dependent
eoverage covered by a health benefit plan and includes an insured policyholder, subscrib-
er, contract holder, member, covered person, or certificate holder.

Sec. 12. Minnesota Statutes 1998, section 62M.02, subdivision 12, is amended to
read:

Subd. 12, HEALTH BENEFIT PLAN. “Health benefit plan” means a policy, con-
tract, or certificate issued by a health earrier to an employer or individual plan company
for the coverage of medical, dental, or hospital benefits. A health benefit plart does not
include coverage that is:

(1) limited to disability or income protection coverage;
(2) automobile medical payment coverage;

(3) supplemental to liability insurance;
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(4) designed solely to provide payments on a per diem, fixed indemnity, or nonex-
pense incurred basis;

(5) credit accident and health insurance e issued under chapter 62B;
(6) blanket acadent and sickness insurance as defmed in section 62A 11;

(7) accident only coverage issued by a licensed and tésted insurance agent; or

‘(8) workers’ compensatjon.
Sec. 13, Minnesota Statutes 1998, section 62M.02, is amended by adding a subdivi-
sion to read:

" Subd. 12a. HEALTH PLAN COMPANY. “Health plan company” means a health
plan company as defined i in section 62Q.01, subdivision 4 and includes an accountable

provider network operating under chapter 62T.
Sec. 14. Minnesota Statutes 1998, section 62M.02, subdivision 17, is amended to

read:

Subd. 17. PROVIDER. “Provider” means a licensed health care facility, physician,
or other health care professional that dehvers health care services to an enrollee o eov-

ered person.
Sec. 15. Minnesota Statutes 1998, section 62M.02, subdivision 20, is amended to
read:

Subd. 20. UTILIZATION REVIEW, “Utilization review” means the evaluation of
the necessity, appropriateness, and efficacy of the use of health care services, procedures,
and facilities, by a person or entity other than the attending physician health care profes-
sional, for the purpose of determining the medical necessity of the service or admission.
Utilization review also includes review conducted after the admission of the enrollee. It
includes situations where the enrollee is unconscious or otherwise unable to provide ad-
vance notification. Utilization review does not include the impesition of a requirerpent
that services be received by or upon referral from a participating provider a referral or
participation in a referral process by a participating provider unless the provider is acting
asa utilization review organization.

Sec. 16. Minnesota Statutes 1998 section 62M.02, subdivision 21, is amended to
read:

Subd. 21, UTILIZATION REVIEW ORGANIZATION. “Utilization review or-
ganization” means an entity including but not limited to an insurance company licensed
under chapter 60A to offer, sell, or issue a policy of accident and sickness insurance as
defined in section 62A.01; a health service plan licensed under chapter 62C; a health
maintenance organization licensed under chapter 62D; a community integrated service
network licensed under chapter 62N; an accountable provider network operating under
_chapter 62T;, a fraternal benefit society operating under chapter 64B; a joint self~insur-
ance employee health plan operating under chapter 62H; a multiple employer welfare ar-
rangement, as defined in section 3 of the Employee Retirement Income Security Act of
1974 (ERISA), United States Code, title 29, section 1103, as amended; a third party ad-
ministrator licensed under section 60A.23, subdivision 8, which conducts utilization re-
view and determines certification of an admission, extension of stay, or other health care
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services for a Minnesota resident; or any entity performing utilization review that is affil-
iated with, under contract with, or conducting utilization review on behalf of, a business
entity in this state.

Sec. 17. Minnesota Statutes 1998, section 62M.03, subdivision 1, is amended to
read:

Subdivision 1: LICENSED UTILIZATION REVIEW ORGANIZATION. Be-
ginning Jdanuary 1, 1993, any organization that meets the definition of utilization review
organization in section 62M.02, subdivision 21, must be licensed under chapter 60A,
62C, 62D, 62N, 62T, or 64B, or registered under this chapter and must comply with sec-
tions 62M.01 to 6_2—_1\/T.16 and section 72A.201, subdivisions 8 and 8a. Each licensed com-
munity integrated service network or health maintenance organization that has an
employed staff model of providing health care services shall comply with sections
62M.01 to 62M.16 and section 72A.201, subdivisions 8 and 8a, for any services provided
by providers under contract.

Sec. 18. Minnesota Statutes 1998, section 62M.03, subdivision 3, is amended to
read:

Subd. 3. PENALTIES AND ENFORCEMENTS. If a utilization review organiza-
tion fails to comply with sections 62M.01 to 62M.16, the organization may not provide
utilization review services for any Minnesota resident. The commissioner of commerce
may issue a cease and desist order under section 45.027, subdivision 5, to enforce this
provision. The cease and desist order is subject to appeal under chapter 14, A nonlicensed
utilization review organization that fails to comply with the provisions of sections
62M.01 to 62M. 16 is subject to all applicable penalty and enforcement provisions of sec-
tion 72A.201. Each utilization review organization licensed under chapter 60A, 62C,

62D, 62N, 62T, or 64B shall comply with sections 62M.01 to 62M.16 as a condition of
licensure, ~

Sec. 19. Minnesota Statutes 1998, section 62M.04, subdivision 1, is amended to
read: :

Subdivision 1. RESPONSIBILITY FOR OBTAINING CERTIFICATION. A
health benefit plan that includes utilization review requirements must specify the process
for notifying the utilization review organization in a timely manner and obtaining certifi-
cation for health care services. Each health plan company must provide a clear and con-
cise description of this process to an enrollee as | part of the policy, subscriber contract, or
certificate of coverage, In addition to the enrollee, the utilization review organization
must allow any Heensed hospital; physician or the physieian’s provider or provider’s de-
signee, or responsible patient representative, including a family member, to fulfill the ob-
ligations under the health plan.

A claims administrator that contracts directly with providers for the provision of
health care services to enrollees may, through contract, require the provider to notify the
review organization in a timely manner and obtain certification for health care services.

Sec. 20. Minnesota Statutes 1998, section 62M.04, subdivision 2, is amended to
read;

Subd. 2. INFORMATION UPON WHICH UTILIZATION REVIEW IS CON-
DUCTED. If the utilization review organization is conducting routine prospective and
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concurrent utilization review, utilization review organizations must collect only the in-
formation necessary to certify the admission, procedure of treatment, and length of stay.

(a) Utilization review organizations may request, but may not require; hospitals;
physicians; or other providers.to supply numerically encoded diagnoses or procedures as
part of the certification process. '

(b) Utilization review organizations must not routinely request copies of medical
records for all patients reviewed. In performing prospective and concurrent review, co-
pies of the pertinent portion of the medical record should be required only when a diffi-
culty develops in certifying the medical necessity or appropriateness of the admission or

extension of stay.

(c) Utilization review organizations may request copies of medical records retro-
spectively for a number of purposes, including auditing the services provided, quality as-
surance review, ensuring compliance with the terms of either the health benefit plan or
the provider contract, and compliance with utilization review activities. Except for re-
viewing medical records associated with an.appeal or with an investigation or audit of
data discrepancies, health eare providers must be reimbursed for the reasonable costs of
duplicating records requested by the utilization review organization for retrospective re-
view unless otherwise provided under the terms of the provider contract.

Sec. 21. Minnesota Statutes 1998, section 62M.04, subdivision 3, is amended to
read: .

" Subd. 3. DATA ELEMENTS. Except as otherwise provided in sections 62M.01 to
62M.16, for purposes of certification a utilization review organization must limit its data
requirements to the following elements:

(a) Patient information that includes the following:

(1) name;

(2) address;

(3) date of birth;

(4) sex;

(5) social security number or patient identification number;
(6) name of health easrier plan company or health plan; and
(7) plan identification number.

(b) Enrollee information that includes the following:

(1) name;

(2) address;

(3) social security number or employee ideﬁtification number;
(4) relation to patient;

(5) employer;
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(6) health benefit plan;
(7) group number or plan identification number; and
(8) availability of other coverage. .

(c) Attending physisian or pre\qdear health care professional infofmation that in-

cludes the following:

(1) name;

(2) address;

(3) telephone numbers;

(4) degree and license;

(5) specialty or boar_d certification status; and

(6) tax identification number or other identification number.

(d) Diagnosis and treatment information that includes the following:

(1) primary diagnosis with associated ICD or DSM coding, if available;
(2) secondary diagnosis with associated ICD or DSM coding, if available;
(3) tertiary diagnoses with associated ICD or DSM coding, if available;

(4) proposed procedures or treatments with ICD or associated CPT codes, if avail-

able;

(5) surgical assistant requirement;

(6) anesthesia requirement;

(7) proposed admission or service dates;

(8) proposed procedure date; and

(9) proposed length of stay.

(e) Clinical information that includes the following:

(1) support and documentation of appropriateness and level of service proposed;

(2) identificatiqn of contact person for detailed clinical information.
(f) Facility information that includes the following:

(1) type;

(2) licensure and certification status and DRG exernpt status;

(3) name;

(4) address;

(5) telephone number; and
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(6) tax identification number or other identification number.

(g) Concurrent or continued stay review information that includes the following:

(1) additional days, services, or procedures proposed;

(2) reasons for extension, including clinical information sufficient for support of ap-
propriateness and level of service proposed; and

(3) diagnosis status.

(h) For admissions to facilities other than acute medical or surgical hospitals, addi-
tional information that includes the following:

(1) history of present illness;

(2) patient treatment plan and goals;

(3) prognosis;

(4) staff qualifications; and

(5) 24-hour availability of staff.

Additional information may be required for other specific review functions such as
discharge planning or catastrophic case management. Second opinion information may
also be required, when applicable, to support benefit plan requirements.

Sec. 22. Minnesota Statutes 1998, section 62M.04, subdivision 4, is amended to
read:

Subd. 4. ADDITIONAL INFORMATION. A utilization review organization may
request information in addition to that described in subdivision 3 when there is signifi-
cant lack of agreement between. the utilization review organization and the health care

provider regarding the appropriateness of certification during the review or appeal pro-
cess. For purposes of this subdivision, “significant lack of agreement” means that the uti-

lization review organization has:

(1) tentatively determined through its professional staff that a service cannot be cer-
tified;

(2) referred the case to a physician for review; and

(3) talked to or attempted to talk to the attending physieian health care profess1onal
_ for further infor mation.

Nothing in sections 62M.01 to 62M.16 prohibits a utilization review organization
from requiring submission of data necessary to comply with the quality assurance and
utilization review requirements of chapter 62D or other appropriate data or outcome

-analyses.
Sec. 23. Minnesota Statutes 1998, section 62M.035, is amended to read:
62M.05 PROCEDURES FOR REVIEW DETERMINATION,

Subdivision 1. WRITTEN PROCEDURES. A utilization review organization
. must have written procedures to ensure that reviews are conducted in accordance with the
requirements of this chapter and section 72A-201; subdivision 4a. '
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Subd. 2. CONCURRENT REVIEW. A utilization review organization may re-
view ongoing inpatient stays based on the severity or complexity of the patieat’s enroll-
ee’s condition or on necessary treatment or discharge planning activities. Such review
must not be consistently conducted on a daily basis.

Subd. 3. NOTIFICATION OF DETERMINATIONS. A utilization review orga-
nization must have written procedures for providing notification of its determinations on
all certifications in accordance with the following: this section.

Subd. 3a. STANDARD REVIEW DETERMINATION. (a) Notwithstanding
subdivision 3b, an initial determination on all requests for utilization review must be
communicated to the provider and enrollee in accordance with this subdivision within ten
business days of the request, provided that all information reasonably necessary to make
a determination on the request has been made available to the utilization review organiza-
tion. -

(b) When an initial determination is made to certify, notification must be provided
promptly by telephone to the provider. The utilization review organization shall send
written notification to the hespital; attending physician; or applicable service provider
within ten business days of the determination in accordance with section 72A-201; subdi-
yiston 4a; provider or shall maintain an audit trail of the determination and telephone no-
tification. For purposes of this subdivision, “audit trail” includes documentation of the
telephone notification, including the date; the name of the person spoken to; the enrollee
or patient; the service, procedure, or admission certified; and the date of the service, pro-
cedure, or admission. If the utilization review organization indicates certification by use
of a number, the number must be called the “certification number.”

¢b) (c) When 2 an initial determination is made not to certify a hospital or surgical
facility admission or extension of a hospital stay; or other sexvice requising review deter
minatien, notification must be provided by telephone within one working day after mak-
ing the deeision defermination to the attending physician health care professional and
hospital mustbe notified by telephone and a written notification mustbe sent to the hospi-
tal, attending physieian health care professional, and enrollee ex patient. The written noti-
fication must include the principal reason or reasons for the determination and the pro-
cess for initiating an appeal of the determination. Upon request, the utilization review
organization shall provide the attending physician er provider or enrollee with the criteria
used to determine the necessity, appropriateness, and efficacy of the health care service
and identify the database, professional treatment parameter, or other basis for the criteria.
Reasons for a determination not to certify may include, among other things, the lack of
adequate information to certify after a reasonable attempt has been made to contact the
attending physician provider or enrollee.

(d) Whenan initial determination is made not to certify, the written notification must
inform the enrollee and the attending health care professional of the right to submit an

appeal (o the internal appeal process described in in section 62M.06 and the procedure for
initiating lhe internal appeal.

Subd. 3b. EXPEDITED REVIEW DETERMINATION. (a) An expedited initial
determination must be utilized if the attending health care professional believes that an
expedited determination 1 is warranted.

(b) Notification of an expedited initial determination to either certify or not to certify
must be provided to the hospital, the attending health care professional, and the enrollee
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as expeditiously as the enrollee’s medical condition requires, but no later than 72 hours

from the initial request When an expedited initial determination is made not to certlfy,
the the utilization review organization must also notify the-enrollee and the attending health
care professional of the right to submit an appeal to the expedited internal appeal as de-

scribed i in section 62M.06 and the procedure for initiating an internal expedited appeal.

" Subd. 4. FAILURE TO PROVIDE NECESSARY INFORMATION. A utiliza-
tion review organization must have written procedures to address the failure of a health
care provider; patient; or representative of either or enrollee to provide the necessary in-
formation for review. If the patient enrollee or provider will not release the necessary in-
formation to the utilization review organization, the utilization review organization may
deny certification in accordance with its own policy or the policy described in the health
benefit plan. '

Subd. 5. NOTIFICATION TO CLAIMS ADMINISTRATOR. If the utilization
review organization and the claims administrator are separate entities, the utilization re-
view organization must forward, electronically or in writing, a notification of certifica-
tion or determination no not to certify to the appropriate claims administrator for the health
benefit plan.

Sec. 24. Minnesota Statutes. 1998, section 62M.06, is amended to read:
62M.06 APPEALS OF DETERMINATIONS NOT TO CERTIFY.

Subdivision 1. PROCEDURES FOR APPEAL. A utilization review organization
must have written procedures for appeals of determinations not to certify an admission;.
procedure; service; or extension of stay. The right to appeal must be available to the en-
rollee o designee and to the attending physician health care professional. Fhe right of

appeal must be communicated to the enrollee or designee or to the attending physieian;
ration is cated .

Subd. 2. EXPEDITED APPEAL. (a) When an initial determination not to certify a
health care service is made prior to or during an ongoing service requiring review; and the
attending physician health care professional believes that the determination warrants #n-
mediate an expedited appeal, the utilization review organization must ensure that the en-
rollee and the attending physician, enrollee; or designee has health care professional have
an opportunity to appeal the determination over the telephone on an expedited basis. In
such an appeal, the utilization review organization must ensure reasonable access to its
consulting physician or health care provider. Expedited appeals that are not resolved may
be resubmitted through the standard appeal process:

(b) The utilization review organization shall notify the enrollee and attending health
care professional by telephone of its determination on the expedited appeal as expedi-

ceiving the expedited appeal.

(c) If the determination not to certify is not reversed through the expedited appeal,

the utilization review organization must include in its notification the right to submit the

appeal fo the external appeal process described in section 62Q.73 and the procedure for
initiating the process. This information must be provided in writing to the enrollee and

the attending health care are professional as soon as practical.
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.Subd. 3, STANDARD APPEAL. The utilization review organization must estab-

lish procedures for appeals to be made either in writing or by telephone.

(a) Bach A utilization review organization shall notify in writing the enrollee oz pa~
tient, attending physician health care professional, and claims administrator of its deter-
mination on the appeal as soon as practical; but in no case later than 45 days after receiv—
ing the required decumentation on the appeal within 30 days upon receipt of the notice of
appeal. If the utilization review organization cannot make a determination within 30 days
due to circumstances outside the control of the utilization review organization, the uti-
Tization review organization may take up to 14 additional days to notify the enrollee, at-
tending health care professional, and claims administrator of its determination. Tf the ufi-
Tization review organization takes any additional days beyond the initial 30—day p period to

make its determinatton, it must inform the enrollee, attending health care professional,
and claims administrator, in advance, of the extension and the reasons for the exiension.

(b) The documentation required by the utilization review organization may include |
copies of part o all of the medical record and a written statement from the attending
health care provider professional.

(c) Prior to upholding the eriginal deeision initial determination not to certify for
clinical reasons, the utilization review organization shall conduct a review of the docu-
mentation by a physician who did not make the eriginal initial determination not to certi-
fy. ‘ ' )

(d) The process established by a utilization review organization may include defin-
ing a period within which an appeal must be filed to be considered. The time period must
be communicated to the patient; enrollee; or and attending physieian health care profes-
stonal when the initial determination is made. —

(e) Anattending physician health care professional or enrollee who has been unsuc-
cessful in an attempt to reverse a determination not to certify shall, consistent with section
72A.285, be provided the following:

. |
(1) a complete summary of the review findings; . }

(2) qualifications of the reviewers, including any license, certification, or specialty
designation; and

(3) the relationship between the enrollee’s diagnosis and the review criteria used as
the basis for the decision, including the specific rationale for the reviewer’s -decision.

(f) In cases of appeal to reverse a determination not to certify for clinical reasons, the
utilization review organization must, upon request of the attending physician health care
professional, ensure that a physician of the utilization review organization’s choice in the
same or a similar general specialty as typically manages the medical condition, proce-
dure, or treatment under discussion is reasonably available to review the case.

() If the initial determination is not reversed on appeal, the utilization review orga-

nization must include in its notification t the right to o submit the appeal to the external re-

view process described i n in section 62Q.73 and the procedure for initiating the external
process.

Subd. 4. NOTIFICATION TO CLAIMS ADMINISTRATOR. If the utilization

review organization and the claims administrator are separate entities, the utilization re-
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view organization must ferward notify, either electronically or in writing, a netification
of certification or determination not to certify to the appropriate claims administrator for
the health benefit plan of any determination not to certify that is reversed on appeal.
Sec. 25. Minnesota Statutes 1998, section 62M.07, is amended to read:
62M.07 PRIOR AUTHORIZATION OF SERVICES.

(a) Utilization review orgamzatlons conducting prior authorization of services must
have written standards that meet at a minimum the following requirements:

(1) written procedures and criteria used to determine whether care is appropriate,
reasonable, or medically necessary; )

(2) a system for providing prompt notification of its determinations to enrollees and
providers and for notifying the provider, enrollee, or enrollee’s desigiee of appeal proce-
dures under clause (4);

(3) compliance with section 72A-201 62M.05, subdivisien 4a subdivisions 3a and
3b, regarding time frames for approving and disapproving prior authorization requests;

(4) written procedures for appeals of denials of prior authorization which specify the
responsibilities of the enrollee and provider, and which meet the requirements of section
sections 62M.06 and 72A.285, regarding release of summary review findings; and

(5) procedures to ensure confldentlahty of patient—specific infogmation, consistent
with applicable law.

(b) No utilization review organization, health plan company, or claims administra-
tor may conduct or require prior authorization of emergency confinement or emergency
treatment. The enrollee or the enrollee’s authorized representative may be required to
notify the health plan company, claims administrator, or utilization review organization
as soon after the beginning of the emergency confinement or emergency treatment as rea-
sonably possible.

Sec. 26. Minnesota Statutes 1998, section 62M.09, subdivision 3, is amended to

read: .
Subd. 3. PHYSICIAN REVIEWER INVOLVEMENT. A physic¢ian must review
all cases in which the utilization review organization has concluded that a determination
not to certify for clinical reasons is appropriate. The physician should be reasonably
available by telephone-to discuss the determination with the attending physieian health
care professional. This subdivision does not apply to outpatient mental health or sub-
stance abuse services governed by subdivision 3a. ]

Sec. 27. Minnesota Statutes 1998, section 62M.10, subdivision 2, is amended to
read:

Subd. 2. REVIEWS DURING NORMAL BUSINESS HOURS. A utilization re-
view organization must conduct its telephone reviews, on—site reviews, and hospital

communications during hospitals’ and physicians’ reasonable and normal business
hours, unless otherwise mutually agreed.

Sec. 28. Minnesota Statutes 1998, section 62M.10, subdivision 5, is amended to
read:

Subd. 5. ORAL REQUESTS FOR INFORMATION. Utilization review orga-
nizations shall orally inform, upon request, designated hospital personnel or the attend-
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ing physician health care professional of the utilization review requirements of the spe-
cific health benefit pian and the general type of criteria used by the review agent. Utiliza-
tion review organizations should also orally inform, upon request, hospitals; physicians;
and other health care professionals a provider of the operational procedures in order to
facilitate the review process. -

Sec. 29. Minnesota Statutes 1998, section 62M.10, subdivision 7, is amended to
read: |

Subd. 7. AVAILABILITY OF CRITERIA. Upon request, a utilization review or- |
ganization shall provide to an enrollee or to an attending physician or a provider the crite- |
ria used for a specific procedure to determine the necessity, appropriateness, and efficacy
of that procedure and identify the database, professional treatment guideline, or other ba-
sis for the criteria.

Sec. 30. Minnesota Statutes 1998, section 62M.12, is amended to read:
62M.12 PROHIBITION OF INAPPROPRIATE INCENTIVES.

No individual who is performing utilization review may receive any financial incen-
tive based on the number of denials of certifications made by such individual, provided
that utilization review organizations may establish medically appropriate performance
standards. This prohibition does not apply to financial-incentives established between
health plans plan companies and their providers.

Sec. 31, Minnesota Statutes 1998, section 62M.15, is amended to read:
62M.15 APPLICABILITY OF OTHER CHAPTER REQUIREMENTS.

The requirements of this chapter regarding the conduct of utilization review are in
addition to any specific requirements contained in chapter 62A, 62C, 62D, 62Q, 62T, or
T2A.

Sec. 32. Minnesota Statutes 1998, section 62Q.106, is amended to read:
62Q.106 DISPUTE RESOLUTION BY COMMISSIONER.

A complainant may at any time submit a complaint to the appropriate commissioner
to investigate. After investigating a complaint, or reviewing a company’s decision, the
appropriate commissioner may order a remedy as authorized under seetion 62Q-30 or
chapter 45, 60A, or 62D.

Sec. 33. Minnesota Statutes 1998, section 62Q.19, subdivision 5a, is amended-to
read: :

Subd. 5a. COOPERATION. Each health plan company and essential community
provider shall cooperate to facilitate the use of the essential community provider by the
high risk and special needs populations. This includes cooperation on the submission and
processing of claims, sharing of all pertinent records and data, including performance in-
dicators and specific outcomes data, and the use of all dispute resolution methods as de-
fined in section 62Q-11; subdivision 1.

Sec. 34. [62Q.68] DEFINITIONS.
SllblelSlOﬂ 1 APPLICATION For purposes of sections 62Q.68 to 62Q. 72 the
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62Q.69 and 62Q.70, the term “health plan company” does not include an insurance com- -
pany Ticensed under chapter 60A to offer, sell, or issue a pohcy of accident and sickness
insurance as defined in section 62A.01 or a nonprofit health service plan corporation reg-
ulated under chapter 62C that only provides dental coverage or vision coverage.

Subd. 2. COMPLAINT. “Complaint” means any grievance against a health plan
company that is not the subject of Iitigation and that has been submitted by 2 complainant
to a health pl. plan company regarding the erlsBHaf—health services including, but not
Timited to, the sc scope of coverage for health care services; retrospective denials or limita-
tiong of pa payment for services; eligibility issues; denials, cancellations, or nonrenewals of
coverage; administrative operations; and the quality, timeliness, and appropriateness of
health care services rendered. If the complaint is from an applicant, the complaint must
relate to the application. If the complaint is from a former enrollee, the complaint must

relate to serv1ces received ¢ durmg the perlod of t1me the 1nd1v1dua1 was an enrol]ee Any

termination aspect gf the complaint processed under the appeal procedure described in
section 62M.06.
Subd. 3. COMPLAINANT. “Complainant” means an enrollee, applicant, or for-
mer enrollee, or anyone acting on behalf of an enrollee applicant, or former enrollee who
submits a complamt

Sec. 35. [62Q.69] COMPLAINT RESOLUTION.

Subdivision 1. ESTABLISHMENT. Each health plan company must establish and
maintain an internal complaint resolution process that meets the requirements of this sec-
tion to provide for the resolution of a complaint initiated by a complainant.

Subd. 2. PROCEDURES FOR FILING A COMPLAINT. (a) A complainant
may submit a complaint to a health plan company either by telephon%r_m writing. If a
complaint is submitted orally and the resolution of the complaint, as determined by ‘the
complainant, is partially or wholly adverse to the complainant, or the oral complaint is
not resolved to the satisfaction of the complainant, by the health plan company within ten
days of receiving the complaint, the health plan company must inform the complainant
that the complaint may be submitted in writing. The health plan company must also offer
fo provide the complainant with any assistance needed to submit a written complaint, in-
cludmg an offer to complete the complaint form for a complaint that was previously sub-
mitted orally and promptly mail the completed form to the compiainant for the complain-
ant’s signature. At the complainant’s request, the health plan company must st provide the
assistance requested b; by the complainant. The complamt form must include the following

information:

(1) the telephone number of the office of health care consumer assistance, advocacy,
and information, and the health plan company member services or other departments or
persons equlpped to advise complainants on complaint resolution;

(2) the address to which the form must be sent;

(3) adescription of the health plan company’s internal complaint procedure and the
applicable time Jimits; 2 and

(4) the toll-free telephone number of either the commissioner of health or com-
merce and notification that the complainant has the ri; right to submit the complamt at any
time to the appropriate commissioner for investigation.
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(b) Upon receipt of a written complaint, the health plan company must notify the
complainant within ten business days that the ‘complaint was received, unless the com-
plaint is resolved to the satisfaction o of the ‘complainant within the ten business da days.

(c) Each health plan company must provide, in the member handbook, subscriber
contract, or certification of coverage, a clear and concise descrxptlon of how to submita

complaint and a Statement that, upon request, assistance in submitting a written com-
plaint is available from the health plan company.

outside the control of the health plan company, the health plan company may take up to 14

additional days to notify the complainant of its decision. If the health plan company takes
|
|
|

any additional days beyond the initial 30—day period to make its decision, it must inform
the compl’unant m advance, o of the extension and the reasons for the extension.

(b) If the decision is partially or wholly adverse to the complainant, the notification

must inform the complainant of the 1 right to appeal the decision to the health | plan compa-
ny’s ny’s internal appeal process described in in ‘section 62Q.70 and the procedure for initiating
an appeal. an appeal.

(c) The notification must also inform the complainant of the right to submit the com-
plamt at any time to either the commissioner of health or commerce for 1nvest1gat10n and

the toll_free telephone number of the appropri priate commissioner.

Sec. 36. [62Q.70] APPEAL OF THE COMPLAINT DECISION.

Subdivision 1. ESTABLISHMENT. (a) Each health plan comp'\ny shall establish
an internal appeal process for reviewing a health plan company’s decision regarding a
complaint filed in accordance with section 62Q.69. T The appeal process must meet the
requirements of this section,

(b) The person or persons with authority to resolve or recommend the resolution of
the internal appeal must not be solely the same person or persons who made the complaint
decision under section 62Q.69.

(c) The internal appeal process must permit the receipt of testimony, correspon-
dence, explanations, or other information from the ‘complainant, staff persons, adminis-
trators prov1ders or other persons as deemed necessary by the PEISOn O persons investi-

Subd 2. PROCEDURES FOR FILING AN APPEAL. If a complainant notlﬁes
the health plan company of the complainant’s desire to appeal the health plan company’s
decision regarding the complaint through the internal appeal process, the health plan
company must provide the complainant the option for the appeal to occur either in wrifing
or by hearing.

|
Subd 3 NOTIFICATION OF AI’PEAL DECISIONS @If a complamant ap-
|
|
|

—— e

of the complainant’s written notice of appeal. If a complainant appeals by heaung, the
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health plan company must give the complainant written notice of the appeal decision and
all key findings within 45 days of the health plan company’s recelpt ipt of the complamant s

. wrilten notice of appeal.

(b) If the appeal decision is partially or wholly adverse to the complainant, the notice
must advise the complainant of the right to submit the appeal decision to the external re-

v1ew process described 1 in section 62Q.73 and the procedure for initiating the external
process,

(c) Upon the request of the complainant, the bealth plan company must provide the
complainant w1th a complete summary of the appeal decision. .

Sec. 37. [62Q.71] NOTICE TO ENROLLEES.

Each health plan company shall provide to enrollees a clear and concise description
of its complaint resolution procedure, if apphcable under section 62Q.68, subdivision 1,
and the procedure used for utilization review as defined under chapter 62M as part of the
member handbook, subscriber contract, or certificate of coverage. If the health plan com-
pany does not issue a member handbook, the health plan company may provide the de-

scription in another written document The description must specifically inform enroll-
ees:

_ (1) how to submit a complaint to the health plan company;

(2) if the health plan includes utilization review requirements, how to notify the uti-

lization review organization 1n a timely manner and how to obtain cer ertification for health
care services;

(3) how to request an appeal either through the procedures described in sections
62Q.69 and 62Q.70 or through the procedures described in chapter 62M;

(4) of the right to file a complaint with either the commissioner of health or com-

merce at any time during the complamt and appeal process;

(5) the toll-free telephone number of the appropuate commissioner;

(6) the telephone number of th_e office of consumer assistance, advocacy, and in-
formation, ¢ and
(7) of the right to obtam an external 1ev1ew under section 62Q.73 and a description

Sec. 38. [62Q.72] RECORDKEEPING;' REPORTING.

Subdivision 1. RECORDKEEPING. Each health plan company shall maintain
records of all enrollee complaints and their resolutions. These records sha]l be retained
for fﬂ? years gl_]Q shall be made available to the appropriate commissioner upon request.

An insurance company licensed under chapter 60A may instead comply with section
72A.20, subdivision 30.

Subd. 2. REPORTING. Each health plan company shall submi 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, or 30 business.days as provided under

_section 72A.201, subdivision 4, clause (3), for insurance companies licensed under chap-
ter 60A. The commissioner shall also make this information available to the public upon

request. _
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Sec. 39. [62Q. 73] EXTERNAL REVIEW OF ADVERSE DETERMINA-
TIONS.

Subdivision 1. DEFINITION. For purposes of this section, adverse determmatlon
means:

(1) a complaint decision relating to a health care service or claim that has been ap-
pealed in accordance with section 62Q.70 and the appeal decision i is partiaily ¢ or r wholly
adverse t to the’ compiainant;

(2) any initial determination not to certify that has been appealed in accordance with
section 62M.06 and the appeal did not reverse the initial determination not to certify; or

(3)a decxslon 1elat1ng to a health care se1v1ce made by a health plan company li-

medically necessary.

An adverse determination does not include complainis relating to fraudulent marketing
pr'lctlces or agent mlsrbplesentauon

Subd. 2. EXCEPTION. (a) This section does not apply to governmental programs
except as permitted under paragraph (t (b). For pUrposes of this ‘subdivision, “governmen-
tal programs” means the prepaid medical assistance program, the MinnesotaCare pro-

gram, the the prepaid gener eral assistance medical care program, and the federal Medicare pro-
gram.

(b) In the course of a recipient’s appeal of a medical determination to the commis-

sioner of human services under section 256.043, the recipient may requestan expert med-
ical opinion be arranged by the external review entity under contract to provide indepen-

dent extemal reviews unde1 thls section. If such a a 1equest is made the cost of the review

© Nothmg in this subdivision shall be construed to limit or restrict the appeal rights
provided i in section 256,045 for governmental program recipients..

Subd. 3. RIGHT TO EXTERNAL REVIEW. (a) Any enrollee or anyone acting
on behalf of an enrollee who has 1ece1ved an adverse delermmatlon may / submit a wntten

62Q 68, subdivision 1, or 62M.06, to the commissioner of health if the 1equest involvesa
health plan company y regulated by / that commissioner or to the commissioner of com-
merce if if the the request involves a health pl: plan company regulated by by that commissioner. 1he
written request must be accompanied by afiling fee of $25. The fee may be waived by the
commissioner of health or commerce in | cases of financial hardshlp

(b) Nothing in this section requires the commissioner of health or commerce to inde-
pendently investigate an adverse determination referred for independent external review.

(c) If an enrollee requests an external review, the health plan company must partici-
p'lte in the external review. The cost of the external review in excess of the f111ng fee de-
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Subd. 4. CONTRACT. Pursuant to a request for proposal, the commissioner of ad-

ministration, in consultation with the commissioners of health and commerce, shall con-
tract with an organization or business entity to provide independent external reviews of
all adverse deferminations submitted for external review. The contract shall ensure that

the fees for services rendered in connection with the reviews be reasonable.

Subd. 5. CRITERIA. (a) The request for proposal must require that the entity dem-

onstrate:

(1) no conflicts of interest in that it is not owned, a subSIdlary of, or affiliated with a

health p plan company or utilization review / organization;

(2) an expertise in dispute resolution;

(3) an expertise in health related law;

(4) an ability to conduct re‘views‘using a variety of alternative dispute resolution pro-
cedures depending upon the nature of the dispute;

(5) an ability to provide data to the commissioners of health and commerce on re-

views conducted; and

(6) an ability to ensure confidentiality of medical records and other enrollee in-
formation.

(b) The commissioner of administration shall take into consideration, in awarding

the contract accordmg to subdivision 4, 4, any national accreditation standards tt that pertain
to an external review entlty

Subd. 6. PROCESS. (a) Upon receiving a request for an external review, the exter-
nal review ent1ty must provide immediate notice of the review to the enrollee and to the
health plan company. »any. Within ten business days “of receiving notice of the Teview E
health plan company and the enrollee must provide the external review entify with any

mformatmn that they wish to be considered. Each parl:y rty shall be be provided an an opportunity

sented by a person of the enrollee’s choice.

(b) As part of the external review process, any aspect of an external review involv-

ing a medical determination must be performed by ahealth care professwnal with exper-
t1se in the medical issue bemg reviewed.

(c) An.external review shall be made as soon as practical but in no case later than 40

days after receiving the request for an external review and must promptly send written
notice of the decision and the reasons for it to the enrollee, the health plan company, and

to the commissioner who is respons1ble for regulating the “health plan company.

Subd. 7. STANDARDS OF REVIEW. (a) For an external review of any issue in an
adverse determination that does not require a medical necessity determination, the exter-
nal review must be based on whether the adverse determination wasin comphancc with
the enrollee’s health benefit plan.

(b) For an external review of any issue in an adverse determination by a health plan

company ficensed under chapter 62D that requires a medical necessity determination, the

external review must determine whether the adverse determination was consistent with
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the definition of medically necessary care in Minnesota Rules, part 4685.0100, subpart
9b

(c) For an external review of any issue in an adverse determination by a health plan
company, other than a health plan company licensed under chapter 62D, that requires a
medical necessity determination, the external review must determine whether the ad—
verse defermination was consistent with the definition of medically necessary care in sec-
tion 62Q.53, subdivision 2.

Subd. 8, EFFECTS OF EXTERNAL REVIEW A decision rendered undet this
section shall | be nonbinding en the enrollee and binding on n the health plan company. The
health plan company may seek Judlcml review of the decision on the gmunds that the de-
cision was arbitrary and capricious or nvolved : an abuse of discretion,

Subd. 9. IMMUNITY FROM CIVIL LIABILITY. A person who par tmpates in
an external review by investigating, reviewing materials, providing technical expertise,
or 1ende1 ting a decision shall not be 01v111y liable for any action that Is takeni in good faith,

less ‘misconduct.

Subd. 10. DATA REPORTING. The commissioners shall make available to the
public, upon request, summary data on the decisions rendered under this section, includ-

ing the number of reviews heard and decided and the final outcomes. Any data released to

@ public must not individually identify E}l‘.‘i enrollee initiating the request for external
review,

Sec. 40, Minnesota Statutes 1998, section 62T.04, is amended to read:
62T.04 COMPLAINT SYSTEM.

Accountable provider networks must establish and maintain an enrollee complaint

system as required under seetion 62Q-105 sections 62Q.68 to 62Q.72. The accountable
provider network may contract with the health care purchasing alliance or a vendor for
operation of this system.

Sec. 41. Minnesota Statutes 1998, section 72A.201, subdivision 4a, is amended to
read:

Subd. 4a. STANDARDS FOR PREAUTHORIZATION APPROVAL. If a
policy of accident and sickness insurance or a subscriber contract requires preauthoriza-
tion approval for any nonemergency services or benefits, the decision to approve or dis-
approve the requested services or benefits must be communicated to the insured or the
insured’s health care provider within ten business days of the preauthorization request
provided that all information rcasonably necessary to make a decision on the request has
been made available to the insurer processed in accordance with section 62M.07.

Sec. 42, Minnesota Statutes 1998, section 256B.692, subdivision 2, is amended to
read:

Subd. 2. DUTIES OF THE COMMISSIONER OF HEALTH. Notwithstanding
chapters 62D and 62N, a county that elects to purchase medical assistance and general
assistance medical care in return for a fixed sum without regard to the frequency or extent
of services furnished to any particular enrollee is not required to obtain a certificate of
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authority under chapter 62D or 62N. A county that elects to purchase medical assistance
and general assistance medical care services under this section must satisfy the commis-
sioner of health that the requirements of chapter 62D, applicable to health maintenance
organizations, or chapter 62N, applicable to community integrated service networks, will
be met. A county must also assure the commissioner of health that the requirements of
sections 62J.041; 62J.48; 62J.71 to 62].73; 62M.01 to 62M.16; all applicable provisions
of chapter 62Q, including sections 62Q.07; 62Q.075; 62Q-105; 62Q.1055; 62Q.106;
6201 62Q.12; 62Q.135; 62Q.14; 62Q.145; 62Q.19; 62Q.23, paragraph (c); 62Q.30;
62Q.43; 62Q.47, 62Q.50; 62Q.52 to 62Q.56; 62Q.58; 62Q.64; 62Q.68 to 62Q.72; and
72A.201 will be met. All enforcement and rulemaking powers available under chapters
62D, 621, 62M, 62N, and 62Q are hereby granted to the commissioner of health with re-
spect to counties that purchase medical assistance and general assistance medical care

services under this section.
Sec. 43. REPEALER.
(a) Minnesofa Statutes 1998, section 62D.11, subdivisions 1b and 2, are g_p_geie_g_
_(_b_) Minnesota Statutes 1998, sections 62Q.105; 62Q.11; gﬁi 62Q.30, z_i_rg repealed.

@ Minnesota Rules, parts 4685.0100, subpérts 4 and 4a; and 4685.1700, are re-
pealed.

{(d) Minnesota Rules, part 4685.1010, subpart 3, is repealed.
Sec. 44, EFFECTIVE DATE.
Sections 1, 3 to 42, and 43, paragraphs (a) and (c), are effective April 1, 2000 and

erof health or commerce shall grant an extension o_f up t_o three months to any health plan
company or ufilization review organization that is unable to comply with sections 1, 3to
42, and 43, paragraphs (a) and (c) by April 1, 2000, due to circumstances beyond the ¢ con-

trol of the health plan company or utilization review organization.

Sectlon 43, paragraph (b), is effective July 1, 1999,

Sectlons 2 and 43, paragraph (d), are effective January 1, 2000, and apply to con-

Presented to the governor May 24, 1999
Signed by the governor May 25,. 1999, 11:50 a.m.

CHAPTER 240—H.F.No. 2205

An act relating to capital improvements; authorizing spending for public purposes; authoriz-
ing spending to acquire and to better public land and buildings and other public improvements of a
capital nature; authorizing certain improvements and transfers between accounts; making techni-
cal corrections; amending earlier authorizations; reauthorizing certain projects; authorizing and
reauthorizing sale of state bonds; providing for storage and retention of certain documents; autho-
rizing certain easements; providing for certain port authority leases or management contracts; re-
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