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62].017 IMPLEMENTATION TIMETABLE.

The state secks to complete the restructuring of the health care delivery and financing
system. Beginning July 1, 1994, measures will be taken to increase the public accountability
of existing health plan companies, to promote the development of small, community—based
integrated service networks, and to reduce administrative costs by standardizing third—party
billing forms and procedures and utilization review requirements.

History: 1997 c225art2s 9

62J.03 DEFINITIONS.
[For text of subds 1 and 2, see M.S.1996]

Subd. 3. [Repealed, 1997 ¢ 225 art 2 s 63]
[For text of subds 4 and 5, see M.S.1996]

Subd. 6. Group purchaser. “Group purchaser” means a person or organization that
purchases health care services on behalf of an identified group of persons, regardless of
whether the cost of coverage or services is paid for by the purchaser or by the persons receiv-
ing coverage or services, as further defined in rules adopted by the commissioner. “Group
purchaser” includes, but is not limited to, community integrated service networks; health in-
surance companies, health maintenance organizations, nonprofit health service plan corpo-
rations, and other health plan companies; employee health plans offered by self-insured em-
ployers; trusts established in a collective bargaining agreement under the federal Labor—
Management Relations Act of 1947, United States Code, title 29, section 141, et seq.; the
Minnesota comprehensive health association; group health coverage offered by fraternal or-
ganizations, professional associations, or other organizations; state and federal health care
programs; state and local public employee health plans; workers’ compensation plans; and
the medical component of automobile insurance coverage.
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[For text of subds 7 to 10, see M.S.1996]
History: 1997 ¢ 225 art 2 5 62

62J.04 MONITORING THE RATE OF GROWTH OF HEALTH CARE SPENDING.

Subdivision 1. Cost containment goals. (a) The commissioner of health shall set annu-
al cost containment goals for public and private spending on health care services for Minne-
sota residents, as provided in paragraph (b). The cost containment goals must be set at levels
the commissioner determines to be realistic and achievable but that will reduce the rate of
growth in health care spending by at least ten percent per year for the next five years. The
commissioner shall set cost containment goals based on available data on spending and
growth trends, including data from group purchasers, national data on public and private sec-
tor health care spending and cost trends, and trend information from other states.

(b) The commissioner shall set the following annual cost containment goals for public
and private spending on health care services for Minnesota residents:

(1) for calendar year 1994, the cost containment goal must not exceed the change in the
regional consumer price index for urban consumers for calendar year 1993 plus 6.5 percent-
age points;

(2) for calendar year 1995, the cost containment goal must not exceed the change in the
regional consumer price index for urban consumers for calendar year 1994 plus 5.3 percent-
age points;

(3) for calendar year 1996, the cost containment goal must not exceed the change in the
regional consumer price index for urban consumers for calendar year 1995 plus 4.3 percent-
age points;

(4) for calendar year 1997, the cost containment goal must not exceed the change in the
regional consumer price index for urban consumers for calendar year 1996 plus 3.4 percent-
age points; and

(5) for calendar year 1998, the cost containment goal must not exceed the change in the
regional consumer price index for urban consumers for calendar year 1997 plus 2.6 percent-
age points.

The commissioner shall adjust the cost containment goal set for calendar year 1995 to
recover savings in health care spending required for the period July 1, 1993, to December 31,
1993.

(c) The commissioner shall publish:

(1) the projected cost containment goal in the State Register by April 15 of the year im-
mediately preceding the year in which the cost containment goal will be effective except for
the year 1993, in which the cost containment goal shall be published by July 1, 1993;

(2) the quarterly change in the regional consumer price index for urban consumers; and

(3) the health care financing administration forecast for total growth in the national
health care expenditures.

Subd. la. Cost containment goals. The commissioner shall publish the final adjusted
cost containment goal in the State Register by January 31 of the year that the cost contain-
ment goal is to be in effect. The adjusted cost containment goal must reflect the actual region-
al consumer price index for urban consumers for the previous calendar year, and may deviate
from the previously published projected cost containment goal 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 legislature by Febru-
ary 15 of each year on the implementation of the cost containment goal. This annual report
shall describe the differences between the projected increase in health care expenditures, the
actual expenditures based on data collected, and the impact and validity of cost containment
goals within the overall health care reform strategy.

Subd. 3. Cost containment duties. After obtaining the advice and recommendations of
the Minnesota health care commission, the commissioner shall:

(1) establish statewide and regional cost containment goals for total health care spend-
ing under this section and collect data as described in sections 62J.37 to 62J.41 to monitor
statewide achievement of the cost containment goals;
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(2) divide the state into no fewer than four regions, with one of those regions being the
Minneapolis/St. Paul metropolitan statistical area but excluding Chisago, Isanti, Wright, and
Sherburne counties, for purposes of fostering the development of regional health planning
and coordination of health care delivery among regional health care systems and working to
achieve the cost containment goals;

(3) provide technical assistance to regional coordinating boards;

{(4) monitor the quality of health care throughout the state and take action as necessary to
ensure an appropriate level of quality;

(5) issue recommendations regarding uniform billing forms, uniform electronic 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 interchange (WEDI) and the American National Standards Institute
(ANSI) at the national level, and the work being done at the state and local level. The com-
missioner may adopt rules requiring the use of the Uniform Bill 82/92 form, the National
Council of Prescription Drug Providers (NCPDP) 3.2 electronic version, the Health Care Fi-
nancing Administration 1500 form, or other standardized forms or procedures;

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

(7) authorize, fund, or promote research and experimentation on new technologies and
health care procedures;

(8) within the limits of appropriations for these purposes, administer or contract for sta-
tewide consumer education and wellness programs that will improve the health of Minneso-
tans and increase individual responsibility relating to personal health and the delivery of
health care services, undertake prevention programs including initiatives to improve birth
outcomes, expand childhood immunization efforts, and provide start—up grants for worksite
wellness programs;

(9) undertake other activities to monitor and oversee the delivery of health care services
in Minnesota with the goal of improving affordability, quality, and accessibility of health
care for all Minnesotans; and

(10) make the cost containment goal data available to the public in aconsumer—oriented
manner.

Subd. 4. [Repealed, 1997 ¢ 225 art 2 s 63]
[For text of subds 5 and 6, see M.S.1996]

Subd. 7. [Repealed, 1997 c 225 art 2 s 63]
[For text of subd 9, see M.S.1996]

History: 1997 ¢ 1505 2,3; 1997 c 187 art I 5 5

NOTE: Subdivision 1, paragraph (c), clause (3), was also amended by Laws 1997, chapter 150, section 1, to read as follows:

“(3) the health care financing administration forecast for total growth in the national health carc expenditures. In setting the
cost containment goals, the commissioner is exempt from the rulemaking requirements of chapter 14. The commissioner’s decision
on the cost containment goals is not appealable.”

62].041 INTERIM HEALTH PLAN COMPANY COST CONTAINMENT GOALS.

Subdivision 1. Definitions. (a) For purposes of this section, the following definitions
apply.

(b) “Health plan company™ has the definition provided in section 62Q.01.

(c) “Total expenditures’ means incurred claims or expenditures on health care services,
administrative expenses, charitable contributions, and all other payments made by health
plan companies out of premium revenues.

(d) “Net expenditures” means total expenditures minus exempted taxes and assess-
ments and payments or allocations made to establish or maintain reserves.

(e) “Exempted taxes and assessments” means direct payments for taxes to government
agencies, contributions to the Minnesota comprehensive health association, the medical as-
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sistance provider’s surcharge under section 256.9657, the MinnesotaCare provider tax under
section 295.52, assessments by the health coverage reinsurance association, assessments by
the Minnesota life and health insurance guaranty association, assessments by the Minnesota
risk adjustment association, and any new assessments imposed by federal or state law.

(f) “Consumer cost—sharing or subscriber liability” means enrollee coinsurance, copay-
ment, deductible payments, and amounts in excess of benefit plan maximums.

Subd. 2. Establishment. The commissioner of health shall establish cost containment
goals for the increase in nct expenditures by each health plan company for calendar years
1994, 1995, 1996, and 1997. The cost containment goals must be the same as the annual cost
containment goals for health care spending established under section 62J.04, subdivision 1,
paragraph (b). Health plan companies that are affiliates may elect to meet one combined cost
containment goal.

Subd. 3. Determination of expenditures. Health plan companies shall submit to the
commissioner of health, by April 1, 1994, for calendar year 1993; April 1, 1995, for calendar
year 1994; April 1, 1996, for calendar year 1995; April 1, 1997, for calendar year 1996; and
April 1, 1998, for calendar year 1997 all information the commissioner determines to be nec-
essary to implement this section. The information must be submitted in the form specified by
the commissioner. The information must include, but is not limited to, expenditures per
member per month or cost per employee per month, and detailed information on revenues
and reserves. The commissioner, to the extent possible, shall coordinate the submittal of the
information required under this section with the submittal of the financial data required un-
der chapter 62J, to minimize the administrative burden on health plan companies. The com-
missioner may adjust final expenditure figures for demographic changes, risk selection,
changes in basic benefits, and legislative initiatives that materially change health care costs,
as long as these adjustments are consistent with the methodology submitted by the health
plan company to the commissioner, and approved by the commissioner as actuarially justi-
fied. The methodology to be used for adjustments and the election to meet one cost contain-
ment goal for affiliated health plan companies must be submitted to the commissioner by
September 1, 1994, Community integrated service networks may submit the information
with their application for licensure. The commissioner shall also accept changes to method-
ologies already submitted. The adjustment methodology submitted and approved by the
commissioner must apply to the data submitted for calendar years 1994 and 1995. The com-
missioner may allow changes to accepted adjustment methodologies for data submitted for
calendar years 1996 and 1997. Changes to the adjustment methodology must be received by
September 1, 1996, and must be approved by the commissioner.

Subd. 4. Monitoring of reserves. (a) The commissioners of health and commerce shall
monitor health plan company reserves and net worth as established under chapters 60A, 62C,
62D, 62H, and 64B, with respect to the health plan companies that each commissioner re-
spectively regulates to assess the degree to which savings resulting from the establishment of
cost containment goals are passed on to consumers in the form of lower premium rates.

(b) Health plan companies shall fully reflect in the premium rates the savings generated
by the cost containment goals. No premium rate, currently reviewed by the departments of
health or commerce, may be approved for those health plan companies unless the health plan
company establishes to the satisfaction of the commissioner of commerce or the commis-
sioner of health, as appropriate, that the proposed new rate would comply with this para-
graph.

(c) Health plan companies, except those licensed under chapter 60A to sell accident and
sickness insurance under chapter 62A, shall annually before the end of the fourth fiscal quar-
ter provide to the commissioner of health or commerce, as applicable, a projection of the lev-
el of reserves the company expects to attain during each quarter of the following fiscal year.
These health plan companies shall submit with required quarterly financial statements a cal-
culation of the actual reserve level attained by the company at the end of each quarter includ-
ing identification of the sources of any significant changes in the reserve level and an updated
projection of the level of reserves the health plan company expects to attain by the end of the
fiscal year. In cases where the health plan company has been given a certificate to operate a
new health maintenance organization under chapter 62D, or been licensed as a community
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integrated service network under chapter 62N, or formed an affiliation with one of these or-
ganizations, the health plan company shall also submit with its quarterly financial statement,
total enrollment at the beginning and end of the quarter and enrollment changes within each
service area of the new organization. The reserve calculations shall be maintained by the
commissioners as trade secret information, except to the extent that such information is also
required to be filed by another provision of state law and is not treated as trade secret informa-
tion under such other provisions.

(d) Health plan companies in paragraph (c) whose reserves are less than the required
minimum or more than the required maximum at the end of the fiscal year shall submit a plan
of corrective action to the commissioner of health or commerce under subdivision 7.

(e) The commissioner of commerce, in consultation with the commissioner of health,
shall report to the legislature no later than January 15, 1995, as to whether the concept of a
reserve corridor or other mechanism for purposes of monitoring reserves is adaptable for use
with indemnity health insurers that do business in multiple states and that must comply with
their domiciliary state’s reserves requirements.

Subd. 5. Netice. The commissioner of health shall publish in the State Register and
make available to the public by July 1, 1995, a list of all health plan companies that exceeded
their cost containment goal for the 1994 calendar year. The commissioner shall publish in the
State Register and make available to the public by July 1, 1996, alist of all health plan compa-
nies that exceeded their combined cost containment goal for calendar years 1994 and 1995.
The commissioner shall notify each health plan company that the commissioner has deter-
mined that the health plan company exceeded its cost containment goal, at least 30 days be-
fore publishing the list, and shall provide each health plan company with ten days to provide
an explanation for exceeding the cost containment goal. The commissioner shall review the
explanation and may change a determination if the commissioner determines the explanation
to be valid.

Subd. 6. Assistance by the commissioner of commerce. The commissioner of com-
merce shall provide assistance to the commissioner of health in monitoring health plan com-
panies regulated by the commissioner of commerce.

Subd. 7. [Repealed by amendment, 1997 ¢ 150 s 4]
History: 1997 ¢ 1505 4, 1997 c 225 art 2 s 62

62].042 [Repealed, 1997 ¢ 150 s 6]
62].05 [Repealed, 1997 c 225 art 2 s 63]
62J.051 [Repealed, 1997 ¢ 225 art 2 s 63]

62J.06 IMMUNITY FROM LIABILITY.

No member of the regional coordinating boards established under section 62J.09, or the
health technology advisory committee established under section 62J.15, 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.

History: 1997 c225art2s 10

62].07 LEGISLATIVE OVERSIGHT COMMISSION.

Subdivision 1. Legislative oversight. The legislative commission on health care access
reviews the activities of the commissioner of health, the regional coordinating boards, the
health technology advisory committee, and all other state agencies involved in the imple-
mentation and administration of this chapter, including efforts to obtain federal approval
through waivers and other means.

[For text of subd 2, see M.S.1996]

Subd. 3. Reports to the commission. The commissioner of health, the regional coordi-
nating boards, and the health technology advisory committee shall report on their activities
annually and at other times at the request of the legislative commission on health care access.
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The commissioners of health, commerce, and human services shall provide periodic reports
to the legislative commission on the progress of rulemaking that is authorized or required
under this act and shall notify members of the commission when a draft of a proposed rule has
been completed and scheduled for publication in the State Register. At the request of a mem-
ber of the commission, a commissioner shall provide a description and a copy of a proposed
rule.

History: 1997 c225art2s 11,12

62].09 REGIONAL COORDINATING BOARDS.

Subdivision 1. General duties. (a) The commissioner shall divide the state into six re-
gions, one of these regions being the seven—county metropolitan area.

(b) Each region shall establish a locally controlled regional coordinating board consist-
ing of providers, health plan companies, employers, consumers, and elected officials. Re-
gional coordinating boards may:

(1) undertake voluntary activities to educate consumers, providers, and purchasers
about community plans and projects promoting health care cost containment, consumer ac-
countability, access, and quality and efforts to achieve public health goals;

(2) make recommendations to the commissioner regarding ways of improving afford-
ability, accessibility, and quality of health care in the region and throughout the state;

(3) provide technical assistance to parties interested in establishing or operating a com-
munity integrated service network within the region. This assistance must complement assis-
tance provided by the commissioner under section 62N.23;

(4) advise the commissioner on public health goals, taking into consideration the rele-
vant portions of the community health service plans, plans required by the Minnesota Com-
prehensive Adult Mental Health Act, the Minnesota Comprehensive Children’s Mental
Health Act, and the Community Social Service Act plans developed by county boards or
community health boards in the region under chapters 145A, 245, and 256E;

(5) prepare an annual regional education plan that is consistent with and supportive of
public health goals identified by community heaith boards in the region; and

(6) serve as advisory bodies to identify potential applicants for federal Health Profes-
sional Shortage Area and federal Medically Underserved Area designation as requested by
the commissioner.

[For text of subd 2, see M.S.1996]

Subd. 3a. [Repealed, 1997 ¢ 225 art 2 s 63]
[For text of subds 4 to 8, see M.S.1996]

History: 1997 c 225 art 2 s 13,62

62]J.15 HEALTH PLANNING.

Subdivision 1. Health technology advisory committee. The legislative commission
on health care access may convene or authorize the commissioner of health to convene an
advisory committee to conduct evaluations of existing research and technology assessments
conducted by other entities of new and existing health care technologies as designated by the
legislative commission on health care access, the commissioner, or the advisory committee.
The advisory committee must include at least one person representing physicians, at least
one person representing hospitals, and at least one person representing the health care
technology industry. Health care technologies include high—cost drugs, devices, procedures,
or processes applied to human health care, such as high—cost transplants and expensive scan-
ners and imagers. The advisory committee is governed by section 15.0575, subdivision 3,
except that members do not receive per diem payments.

[For text of subd la, see M.S.1996]
History: 1997 c225art2s 14
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62].152 DUTIES OF HEALTH TECHNOLOGY ADVISORY COMMITTEE.

Subdivision 1. Generally. The health technology advisory committee established in
section 621.15 shall:

(1) develop criteria and processes for evaluating health care technology assessments
made by other entities;

(2) conduct evaluations of specific technologies and their specific use and application;

(3) provide the legislature with scientific evaluations of proposed benefit mandates that
utilize health care technologies for a specific use and application;

(4) report the results of the evaluations to the commissioner and the legislative commis-
sion on health care access; and

(5) carry out other duties relating to health technology assigned by the legislature or the
legislative commission on health care access.

Subd. 1a. Legislative action. Nothing in subdivision | shall be construed to:

(1) require the legislature to postpone hearings or legislative action on a proposed bene-
fit mandate; or

(2) require the legislature to act in accordance with any recommendations of the health
technology advisory committee.

Subd. 2. Criteria for evaluation. The health technology advisory committee shall con-
sider the following criteria in assessing or evaluating technologies:

(1) the level of controversy within the medical or scientific community, including ques-
tionable or undetermined efficacy;

(2) the cost implications;

(3) the potential for rapid diffusion;

(4) the impact on a substantial patient population;

(5) the existence of alternative technologies;

(6) the impact on patient safety and health outcome;

(7) the public health importance;

(8) the level of public and professional demand;

(9) the social, ethical, and legal concerns; and

(10) the prevalence of the disease or condition.
The committee may give different weights or attach different importance to each of the crite-
ria, depending on the technology being considered. The committee shall consider any addi-
tional criteria approved by the commissioner and the legislative commission on health care

access. The committee shall present its list of technologies for evaluation to the legislative
commission on health care access for review.

[For text of subd 3, see M.S.1996}

Subd. 4. Technology evaluation process. (a) The health technology advisory commit-
tee shall collect and evaluate studies and research findings on the technologies selected for
evaluation from as wide of a range of sources as needed, including, but not limited to: federal
agencies or other units of government, international organizations conducting health care
technology assessments, health carriers, insurers, manufacturers, professional and trade
associations, nonprofit organizations, and academic institutions. The health technology ad-
visory committee may use consultants or experts and solicit testimony or other input as need-
ed to evaluate a specific technology.

(b) When the evaluation process on a specific technology has been completed, the
health technology advisory committee shall submit a preliminary report to the commissioner
and the legislative commission on health care access and publish a summary of the prelimi-
nary report in the State Register with a notice that written comments may be submitted. The
preliminary report must include the results of the technology assessment evaluation, studies
andresearch findings considered in conducting the evaluation, and the health technology ad-
visory committee’s summary statement about the evaluation. Any interested persons or orga-
nizations may submit to the health technology advisory committee written comments re-
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garding the technology evaluation within 30 days from the date the preliminary report was
published in the State Register. The health technology advisory committee’s final report on
its technology evaluation must be submitted to the commissioner, to the legislature, and to
the information clearinghouse. A summary of written comments received by the health
technology advisory committee within the 30—day period must be included in the final re-
port.

(c) The reports of the health technology advisory committee should not eliminate or bar
new technology.

Subd. 5. Use of technology evaluation. (a) The final report on the technology evalua-
tion may be used:

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

(2) by group purchasers and by employers, in making coverage, contracting, purchas-
ing, and reimbursement decisions;

(3) by organizations in the development of practice parameters;

(4) by health care providers in making decisions about adding or replacing technology
and the appropriate use of technology;

(5) by consumers in making decisions about treatment;

(6) by medical device manufacturers in developing and marketing new technologies;
and

(7) as otherwise needed by health care providers, health care plans, consumers, and pur-
chasers.

(b) At the request of the commissioner, 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 expenditures and
coverage, contracting, purchasing, and reimbursement decisions affecting state programs.

[For text of subd 7, see M.S.1996]

Subd. 8. Repealer. This section and sections 62J.15 and 62J.156 are repealed effective
July 1, 2001.

History: 1997 ¢ 187 art 3 s 16; 1997 ¢ 225 art 2 s 15-20

62).17 EXPENDITURE REPORTING.
[For text of subds 1 to 5a, see M.S.1996]

Subd. 6a. Prospective review and approval. (a) Requirement. No health care provid-
er subject to prospective review under this subdivision shall make a major spending commit-
ment unless:

(1) the provider has filed an application with the commissioner to proceed with the ma-
jor spending commitment and has provided all supporting documentation and evidence re-
quested by the commissioner; and

(2) the commissioner determines, based vpon this documentation and evidence, that the
major spending commitment is appropriate under the criteria provided in subdivision 5a in
light of the alternatives available to the provider.

(b) Application. A provider subject to prospective review and approval shall submit an
application to the commissioner before proceeding with any major spending commitment.
The application must address each item listed in subdivision 4a, paragraph (a), and mustalso
include documentation to support the response to each item. The provider may submit in-
formation, with supporting documentation, regarding why the major spending commitment
should be excepted from prospective review under subdivision 7. The submission may be
made either in addition to or instead of the submission of information relating to the items
listed in subdivision 4a, paragraph (a).

(c) Review. The commissioner shall determine, based upon the information submitted,
whether the major spending commitment is appropriate under the criteria provided in subdi-
vision 5a, or whether it should be excepted from prospective review under subdivision 7. In
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making this determination, the commissioner may also consider relevant information from
other sources. At the request of the commissioner, the health technology advisory committee
shall convene an expert review panel made up of persons with knowledge and expertise re-
garding medical equipment, specialized services, health care expenditures, and capital ex-
penditures to review applications and make recommendations to the commissioner. The
commissioner shall make a decision on the application within 60 days after an application is
received.

(d) Penalties and remedies. The commissioner of health has the authority to issue
fines, seek injunctions, and pursue other remedies as provided by law.

[For text of subd 7, see M.S.1996]
History: 1997 ¢ 225 art 2 5 21

62].22 PARTICIPATION OF FEDERAL PROGRAMS.

The commissioner of health shall seek the full participation of federal health care pro-
grams under this chapter, including Medicare, medical assistance, veterans administration
programs, and other federal programs. The commissioner of human services shall submit
waiver requests and take other action necessary to obtain federal approval to allow participa-
tion of the medical assistance program. If federal approval is not given for one or more feder-
al programs, data on the amount of health care spending that is collected under section 621.04
shall be adjusted so that state and regional spending limits take into account the failure of the
federal program to participate.

History: 1997 ¢ 225 art 2 5 22

62J.23 PROVIDER CONFLICTS OF INTEREST.
[For text of subds I to 3, see M.S.1996]

Subd. 4. Chapter 62N networks. (a) The legislature finds that the formation and opera-
tion of community integrated service networks will accomplish the purpose of the federal
Medicare antikickback statute, which is to reduce the overutilization and overcharging that
may result from inappropriate provider incentives. Accordingly, it is the public policy of the
state of Minnesota to support the development of community integrated service networks.
The legislature finds that the federal Medicare antikickback laws should not be interpreted to
interfere with the development of community integrated service networks or to impose li-
ability for arrangements between an integrated service network or a community integrated
service network and its participating entities.

(b) An arrangement between a community integrated service network and any or all of
its participating entities is not subject to liability under subdivisions 1 and 2.

History: 1997 c 225 art 2 5 62

62).25 MANDATORY MEDICARE ASSIGNMENT.

(a) Effective January 1, 1993, a health care provider shall not charge to or collect froma
Medicare beneficiary who is a Minnesota resident any amount in excess of 115 percent of the
Medicare—approved amount for any Medicare—covered service provided.

(b) Effective January 1, 1994, a health care provider shall not charge to or collect from a
Medicare beneficiary who is a Minnesota resident any amount in excess of 110 percent of the
Medicare—approved amount for any Medicare—covered service provided.

(c) Effective January 1, 1995, a health care provider shall not charge to or collect from a
Medicare beneficiary who is a Minnesota resident any amount in excess of 105 percent of the
Medicare—approved amount for any Medicare—covered service provided.

(d) Effective January 1, 1996, a health care provider shall not charge to or collect from a
Medicare beneficiary who is a Minnesota resident any amount in excess of the Medicare-ap-
proved amount for any Medicare—covered service provided.

(e) This section does not apply to ambulance services as defined in section 144E.001,
subdivision 3, or medical supplies and equipment.

History: 1997 ¢ 1995 14; 1997 c 225 art 2 s 23
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62].2911 [Repealed, 1997 ¢ 237 s 22]
62J.2912 [Repealed, 1997 ¢ 237 s 22]
62].2913 [Repealed, 1997 c 237 s 22]
62J.2914 [Repealed, 1997 c 237 s 22]

NOTE: Subdivision | was also amended by Laws 1997, chapter 225, article 2, section 24, to read as follows:
“Subdivision 1. Disclosure. An application for approval must include, to the extent applicable, disclosure of the following:
(1) a descriptive title;

(2) a table of contents;

(3) exact names of each party to the application and the address of the principal business office of each party;

(4) the name, address, and telephone number of the persons authorized to receive notices and communications with respect to
the application;

(5) a verified statement by a responsible officer of each party to the application attesting to the accuracy and completeness of
the enclosed information;

(6) background information relating to the proposed arrangement, including:

(i) a description of the proposed arrangement, including a list of any services or products that are the subject of the proposed
arrangement;

(ii) an identification of any tangential services or products associated with the services or products that are the subject of the
proposed arrangement;

(iii) a description of the geographic territory involved in the proposed arrangement;

(iv) if the geographic territory described in item (iii), is different from the territory in which the applicants have engaged in the
type of business at issue over the last five years, a description of how and why the geographic territory differs;

(v) identification of all products or services that a substantial share of consumers would consider substitutes for any service or
product that is the subject of the propostd arrangement;

(vi) identification of whether any services or products of the proposed arrangement are currently being offered, capable of
being offered, utilized, or capable of being utilized by other providers or purchasers in the geographic territory described in item (iii);

(vii) identification of the steps necessary, under current market and regulatory conditions, for other parties to enter the territo-
ry described in item (iii) and compete with the applicant;

(viii) a description of the previous history of dealings between the parties to the application;

(ix) a detailed explanation of the projected effects, including expected volume, change in price, and increased revenue, of the
arrangement on each party’s current businesses, both generally as well as the aspects of the business directly involved in the pro-
posed arrangement;

(x) the present market share of the parties to the application and of others affected by the proposed arrangement, and proj-
ected market shares after implementation of the proposed arrangement;

(xi) a statement of why the projected levels of cost, access, or quality could not be achieved in the existing market without the
proposed arrangement; and

(xii) an explanation of how the arrangement relates to any applicable regional coordinating board plans for delivery of health
care; and

(7) adetailed explanation of how the transaction will affect cost, access, and quality. The explanation must address the factors
in section 621.2917, subdivision 2, paragraphs (b) to (d), to the extent applicable.”

62].2915 [Repealed, 1997 ¢ 237 s 22]

NOTE: This section was also amended by Laws 1997, chapter 225, article 2, section 25, to read as folows:
*69J.2915 Notice and comment.

Subdivision 1. Notice. The commissioner shall cause the notice described in section 62J.2914, subdivision 2, to be published
in the State Register and sent to the regional coordinating boards for any regions that include all or part of the territory covered by the
proposed arrangement, and any person who has requested to be placed on a list to receive notice of applications. The commissioner
may maintain separate notice lists for different regions of the state. The commissioner may also send a copy of the notice to any
person together with a request that the person comment as provided under subdivision 2. Copies of the request must be provided to
the applicant.

Subd. 2. Comments. Within 20 days after the notice is published, any person may mail to the commissioner written com-
ments with respect to the application. Within 30 days after the notice is published, any regional coordinating board may mail to the
commissioner comments with respect to the application. Persons submitting comments shall provide a copy of the comments to the
applicant. The applicant may mail to the commissioner written responses to any comments within ten days after the deadline for
mailing such comments. The applicant shall send a copy of the response to the person submitting the comment.”

62].2916 [Repealed, 1997 ¢ 237 s 22]

NOTE: Subdivision 1 was also amended by Laws 1997, chapter 225, article 2, section 26, to read as follows:

“Subdivision 1. Choice of procedures. After the conclusion of the period provided in section 62J.2915, subdivision 2, for
the applicant to respond to comments, the commissioner shall select one of the three procedures provided in subdivision 2. In deter-
mining which procedure to use, the commissioner shall consider the following criteria:
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(1) the size of the proposed arrangement, in terms of number of partics and amount of money involved;
(2) the complexity of the proposed arrangement;

(3) the novelty of the proposed arrangement;

(4) the substance and quantity of the comments received;

(5) any comments received from the regional coordinating boards; and

(6) the presence or absence of any significant gaps in the factual record.

If the applicant demands a contested case hearing no later than the conclusion of the period provided in section 62J.2915,
subdivision 2, for the applicant to respond to comments, the commissioner shall not select a procedure. Instead, the applicant shall be
given a contested case proceeding as a matter of right.”

62].2917 [Repealed, 1997 ¢ 237 s 22]
NOTE: Subdivision 2 was also amended by Laws 1997, chapter 225, article 2, section 27, to read as follows:

“Subd. 2. Factors. (a) Generally applicable factors. In making a determination about cost, access, and quality, thc commis-
sioner may consider the following factors, to the extent relevant:

(1) whether the proposal is compatible with the applicable regional plans of the regional coordinating boards;
(2) market structure:

(i) actual and potential sellers and buyers, or providers and purchasers;

(ii) actual and potential consumers;

(iii) geographic market area; and

(iv) entry conditions;

(3) current market conditions;

(4) the historical behavior of the market;

(5) performance of other, similar arrangements;

(6) whether the proposal unnecessarily restrains competition or restrains competition in ways not reasonably related to the
purposes of this chapter; and

(7) the financial condition of the applicant.

(b) Cost. The commissioner’s analysis of cost must focus on the individual consumer of health care. Cost savings to be
realized by providers, health carriers, group purchasers, or other participants in the health care system are relevant only to the extent
that the savings are likely to be passed on to the consumer. However, where an application is submitted by providers or purchasers
who are paid primarily by third party payers unaffiliated with the applicant, it is sufficient for the applicant to show that cost savings
are likely to be passed on to the unaffiliated third party payers; the applicants do not have the burden of proving that third party payers
with whom the applicants are not affiliated will pass on cost savings to individuals receiving coverage through the third party payers.
In making determinations as to costs, thc commissioner may consider:

(1) the cost savings likely to result to the applicant;
(2) the extent to which the cost savings are likely to be passed on to the consumer and in what form;

(3) the extent to which the proposed arrangement is likely to result in cost shifting by the applicant onto other payers or pur-
chasers of other products or services;

(4) the extent to which the cost shifting by the applicant is likely to be followed by other persons in the market;
(5) the current and anticipated supply and demand for any products or services at issue;

(6) the representations and guarantees of the applicant and their enforceability;

(7) likely cffectiveness of regulation by the commissioner;

(8) inferences to be drawn from market structure;

(9) the cost of regulation, both for the state and for the applicant; and

(10) any other factors tending to show that the proposed arrangement is or is not likely to reduce cost.

(c) Access. In making determinations as to access, the commissioner may consider:

(1) the extent to which the utilization of needed health care services or products by the intended targeted population is likely
to increase or decrease. When a proposed arrangement is likely to increase access in one geographic area, by lowering prices or
otherwise expanding supply, but limits access in another geographic area by removing service capabilities from that second arca, the
commissioner shall articulate the criteria employed to balance these effects;

(2) the extent to which the proposed arrangement is likely to make available a new and needed service or product to a certain
geographic area; and

(3) theextent to which the proposed arrangement is likely to otherwise make health care services or products more financially
or geographically available to persons who need them.

If the commissioner determines that the proposed arrang is likely to i access and bascs that determination on a
projected increase in utilization, the commissioner shall also determine and make a specific finding that the increased utilization
does not reflect overutilization.

(d) Quality. In making determinations as to quality, the commissioner may consider the extent 10 which the proposed ar-
rangement is likely to:
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(1) decrease morbidity and mortality;

(2) result in faster convalescence;

(3) result in fewer hospital days;

(4) permit providers to attain needed experience or frequency of treatment, likely to lead to better outcomes;
(5) increase patient satisfaction; and

(6) have any other features likely to improve or reduce the quality of health care.”

62).2918 [Repealed, 1997 ¢ 237 s 22]
62J.2919 [Repealed, 1997 ¢ 237 5 22]
62].2920 [Repealed, 1997 ¢ 237 5 22]
62].2921 [Repealed, 1997 ¢ 237 5 22]

NOTE: Subdivision 2 was also amended by Laws 1997, chapter 225, article 2, section 28, to read as follows:

“Subd. 2. Notice. The commissioner shall begin a proceeding to revoke approval by providing written notice to the applicant
describing in detail the basis for the proposed revocation. Notice of the procceding must be published in the State Register and sub-
mitted to the applicable regional coordinating boards. The notice must invite the submission of comments to the commissioner.”

62].2930 INFORMATION CLEARINGHOUSE.

Subdivision 1. Establishment. The commissioner of health shall establish an informa-
tion clearinghouse within the department of health to facilitate the ability of consumers, em-
ployers, providers, health plan companies, and others to obtain information on health reform
activities in Minnesota. The commissioner shall make available through the clearinghouse
updates on federal and state health reform activities, including information developed or col-
lected by the department of health on cost containment or other research initiatives, the de-
velopment of 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 requestors to
sources of further information or assistance. The clearinghouse is subject to chapter 13.

[For text of subd 2, see M.S.1996]

Subd. 3. Consumer information. The information clearinghouse or another entity des-
ignated by the commissioner shall provide consumer information to health plan company
enrollees to:

(1) assist enrollees in understanding their rights;

(2) explain and assist in the use of all available complaint systems, including internal
complaint systems within health carriers, community integrated service networks, and the
departments of health and commerce;

(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 commissioner 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 companies.
Nothing in this subdivision shall interfere with the ombudsman program established under
section 256B.03 1, subdivision 6, or other existing ombudsman programs.

[ For text of subd 4, see M.S.1996]
History: 1997 ¢ 225 art 2 5 62

62J.301 RESEARCH AND DATA INITIATIVES.
[For text of subds 1 and 2, see M.S.1996]
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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 cost containment goals under
section 62J.04, and measuring cost containment goal compliance;

(4) conduct applied research using existing and new data and promote applications
based on existing research;

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

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

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

[For text of subds 4 and 5, see M.S.1996]
History: 1997 c 1505 5

62J.321 DATA COLLECTION AND PROCESSING PROCEDURES.
[For text of subds 1 to 4, see M.S.1996]

Subd. 5. Data classification. (a) Data collected to fulfill the data and research initia-
tives authorized by sections 62J.301 to 62J.42 that identify individual patients or providers
are private data on individuals. Data not on individuals are nonpublic data. The commission-
er shall establish procedures and safeguards to ensure that data released by the commissioner
is in a form that does not identify specific patients, providers, employers, individual or group
purchasers, or other specific individuals and organizations, except with the permission 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, reasons for lack of insurance
coverage, and to evaluate the effectiveness of health care reform, are subject to the same data
classifications as data collected pursuant to sections 62J.301 to 62J.42.

(c) Notwithstanding sections 13.03, subdivisions 6 to 8; 13.10, subdivisions | t0 4; and
138.17, data received by the commissioner pursuant to sections 62J.301 to 62J.42, shall re-
tain the classification designated under this section and shall not be disclosed other than pur-
suant to this section.

(d) Summary data collected to fulfill the data and research initiatives authorized by sec-
tions 62J.301 to 62J.42 may be disseminated under section 13.05, subdivision 7. For the pur-
poses of this section, summary data includes nonpublic data not on individuals.

(e) Notwithstanding paragraph (a), the commissioner may publish nonpublic or private
data collected pursuant to sections 62J.301 to 62J.42 on health care costs and spending, qual-
ity and outcomes, and utilization for health care institutions, individual health care profes-
sionals and groups of health care professionals, and group purchasers, with a description of
the methodology used for analysis. The commissioner may not make public any patient iden-
tifying information except as specified in law. The commissioner shall not reveal the name of
an institution, group of professionals, individual health care professional, or group purchaser
until after the institution, group of professionals, individual health care professional, or
group purchaser has had 21 days to review the data and comment. The commissioner shall
include comments received in the release of the data.

(f) A provideror group purchaser may contest whether the data meets the criteria of sec-
tion 621.311, subdivision 2, paragraph (a), clause (2), in accordance with a contested case
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proceeding as set forth in sections 14.57 to 14.62, subject to appeal in accordance with sec-
tions 14.63 to 14.68. To obtain a contested case hearing, the provider or group purchaser must
make a written request to the commissioner before the end of the time period for review and
comment. Within ten days of the assignment of an administrative law judge, the provider or
group purchaser shall make a clear showing to the administrative law judge of probable suc-
cess in a hearing on the issue of whether the data are accurate and valid and were collected
based on the criteria of section 62J.311, subdivision 2, paragraph (a), clause (2). If the admin-
istrative law judge determines that the provider or group purchaser has made such a showing,
the data 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 re-
ceived in the release of the data. The contested case proceeding and subsequent appeal is not
an exclusive remedy and any person may seek a remedy pursuant to section 13.08, subdivi-
sions | to 4, or as otherwise authorized by law.

[For text of subds 6 to 8, see M.S5.1996]
History: 1997 ¢ 225 art 2 5 62

62).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, health maintenance organizations, preferred provider organizations, in-
demnity insurance plans, public programs, and other health plan companies. Health plan
companies and group purchasers shall provide to the commissioner providers’ names, health
plan assignment, and other appropriate data necessary for the commissioner 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 treatments;

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

(4) assistance available for decreasing administrative and other routine paperwork acti-
vities;

(5) continuing education opportunities provided;

(6) access to readily available information on diagnoses, diseases, outcomes, and new
technologies;

(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) sta-
tistical validity of the data; (ii) public need for the data; (iii) estimated expense of collecting
and reporting the data; and (iv) usefulness of the data to identify barriers and opportunities to
improve quality care provision within health plan companies.

History: /1997 ¢ 225 art 2 5 62

62J.37 [Repealed, 1997 ¢ 225 art 2 5 63]

62J.41 DATA FROM PROVIDERS.

Subdivision 1. Cost containment data to be collected from providers. The commis-
sioner shall require health care providers to collect and provide both patient specific informa-
tion and descriptive and financial aggregate data on:
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(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 provid-
er;

(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, nonprofit health service plan
corporations, commercial insurers, health maintenance organizations, and individual pa-
tients;

(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 datarequired by the commissioner, including data in unaggregated form,
for the purposes of developing spending estimates, setting spending limits, monitoring actu-
al spending, and monitoring costs.

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

commissioner determines that this will reduce the reporting burden on providers without
having a significant negative effect on necessary data collection efforts.

[For text of subd 2, see M.S.1996]
History: /997 ¢ 225 art 2 5 62

62J.451 MINNESOTA HEALTH DATA INSTITUTE.
[For text of subds I to 6a, see M.S.1996]

Subd. 6b. Consumer surveys. (a) The health data institute shall develop and implement
amechanism for collecting comparative data on consumer perceptions of the health care sys-
tem, including consumer satisfaction, through adoption of a standard consumer survey. This
survey shall include enrollees in community integrated service networks, health mainte-
nance organizations, preferred provider organizations, indemnity insurance plans, public
programs, and other health plan companies. The health data institute shall determine a mech-
anism for the inclusion of the uninsured. This consumer survey may be conducted every two
years. A focused survey may be conducted on the off years. 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 necessary 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, unaggregated 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 pro-
vided under section 62J.452, and may be made available by the health data institute to the
extent permitted under section 62].452. The health data institute shall provide raw, unaggre-
gated data to the commissioner. The survey may include information on the following sub-
jects:

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

(2) consumers’ perception of access to emergency, urgent, routine, and preventive 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;
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(7) continuity of care;
(8) outcomes of care;

(9) services offered by the plan, including range of services, coverage for preventive
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 con-
sist 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 least one member from each regional
coordinating board region of the state. The advisory group expires June 30, 1996.

Subd. 6¢c. Provider organization performance measurement. (a) As part of the per-
formance measurement plan specified in subdivision 6, the health data institute shall develop
amechanism to assess the performance of hospitals and other provider organizations, and to
disseminate this information to consumers, purchasers, policymakers, and other interested
parties, consistent 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 select-
ing 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.

(b) The health data institute may conduct consumer surveys that focus on health care
provider organizations. Health care provider organizations may provide roster data, as de-
fined in subdivision 2, including names, addresses, and telephone numbers of their patients,
to the health data institute {or purposes of conducting the surveys. Roster data provided by
health care provider organizations under this paragraph are private data on individuals as de-
fined in section 13.02, subdivision 12. Providing data under this paragraph does not consti-
tute a release of health records for purposes of section 144.335, subdivision 3a.

[For text of subds 7 to 16, see M.S.1996]
History: 1997 ¢ 225 art 2 5 29,62; 1997 ¢ 228 s |

62].48 CRITERIA FOR REIMBURSEMENT.

All ambulance services licensed under section 144E. 10 are eligible for reimbursement
under health plan companies. The commissioner shall require health plan companies to
adopt the following reimbursement policies.

(1) All scheduled or prearranged air and ground ambulance transports must be reim-
bursed if requested by an attending physician or nurse, and, if the person is an enrollee in a
health plan company, if approved by a designated representative of a health plan company
who is immediately available on a 24-hour basis. The designated representative must be a
registered nurse or a physician assistant with at least three years of critical care or trauma
experience, or a licensed physician.

(2) Reimbursement must be provided for all emergency ambulance calls in which a pa-
tient is transported or medical treatment rendered.

(3) Special transportation services must not be billed or reimbursed if the patient needs
medical attention immediately before transportation.

History: 1997 c 199 s 14

62J.49 AMBULANCE SERVICES FINANCIAL DATA.

Subdivision 1. Establishment. The emergency medical services regulatory board es-
tablished under chapter 144 shall establish a financial data collection system for all ambu-
lance services licensed in this state. To establish the financial database, the emergency medi-
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cal services regulatory board may contract with an entity that has experience in ambulance
service financial data collection.

Subd. 2. Data classification. All financial data collected by the emergency medical ser-
vices regulatory board shall be classified as nonpublic data under section 13.02, subdivision

History: 1997 c203 art2s |

62J.54 IDENTIFICATION AND IMPLEMENTATION OF UNIQUE IDENTIFI-
ERS.

Subdivision 1. Unique identification number for health care provider organiza-
tions. (a) Not later than 24 months after the date on which a unique health identifier for health
care providers is adopted or established under United States Code, title 42, sections 1320d to
1320d-8 (1996 and subsequent amendments), all group purchasers and health care providers
in Minnesota shall use a unique identification number to identify health care provider orga-
nizations, except as provided in paragraph (b).

(b) Small health plans, as defined by the federal Secretary of Health and Human Ser-
vices under United States Code, title 42, section 1320d-4 (1996 and subsequent amend-
ments), shall use a unique identification number to identify health provider organizations no
later than 36 months after the date on which a unique health identifier for health care provid-
ers is adopted or established under United States Code, title 42, sections 1320d to 1320d-8
(1996 and subsequent amendments).

(c) The unique health identifier for health care providers adopted or established by the
federal Secretary of Health and Human Services under United States Code, title 42, sections
1320d to 1320d-8 (1996 and subsequent amendments), shall be used as the unique identifi-
cation number for health care provider organizations.

(d) Provider organizations required to have a unique health identifier are:

(1) hospitals licensed under chapter 144;

(2) nursing homes and hospices licensed under chapter 144A;

(3) subacute care facilities;

(4) individual providers organized as a clinic or group practice;

(5) independent laboratory, pharmacy, surgery, radiology, or outpatient facilities;

(6) ambulance services licensed under chapter 144;

(7) special transportation services certified under chapter 174; and

(8) other provider organizations as required by the federal Secretary of Health and Hu-
man Services under United States Code, title 42, sections 1320d to 1320d-8 (1996 and sub-
sequent amendments).

Provider organizations shall obtain a unique health identifier from the federal Secretary
of Health and Human Services using the process prescribed by the Secretary.

(e) Only the unique health care provider organization identifier shall be used for pur-
poses of submitting and receiving claims, and in conjunction with other data collection and
reporting functions.

(f) The commissioner of health may contract with the federal Secretary of Health and
Human Services or the Secretary’s agent to implement this subdivision.

Subd. 2. Unique identification number for individual health care providers. (a) Not
later than 24 months after the date on which a unique health identifier for health care provid-
ers is adopted or established under United States Code, title 42, sections 1320d to 1320d-8
(1996 and subsequent amendments), all group purchasers and health care providers in Min-
nesota shall use a unique identification number to identify an individual health care provider,
except as provided in paragraph (b).

(b) Small health plans, as defined by the federal Secretary of Health and Human Ser-
vices under United States Code, title 42, section 1320d—4 (1996 and subsequent amend-
ments), shall use a unique identification number to identify an individual health care provid-
er no later than 36 months after the date on which a unique health identifier for health care
providers is adopted or established under United States Code, title 42, sections 1320d to
1320d-8 (1996 and subsequent amendments).
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(c) The unique health identifier for health care providers adopted or established by the
federal Secretary of Health and Human Services under United States Code, title 42, sections
1320d to 1320d-8 (1996 and subsequent amendments), shall be used as the unique identifi-
cation number for individual health care providers.

(d) Individual providers required to have a unique health identifier are:

(1) physicians licensed under chapter 147,

(2) dentists licensed under chapter 150A;

(3) chiropractors licensed under chapter 148;

(4) podiatrists licensed under chapter 153;

(5) physician assistants as defined under section 147A.01;

(6) advanced practice nurses as defined under section 62A.15;

(7) doctors of optometry licensed under section 148.57;

(8) pharmacists licensed under chapter 151;

(9) individual providers who may bill Medicare for medical and other health services as
defined in United States Code, title 42, section 1395x(s);

(10) individual providers who are providers for state and federal health care programs
administered by the commissioner of human services; and

(11) other individual providers as required by the federal Secretary of Health and Hu-
man Services under United States Code, title 42, sections 1320d to 1320d-8 (1996 and sub-
sequent amendments).

Providers shall obtain a unique health identifier from the federal Secretary of Health
and Human Services using the process prescribed by the Secretary.

(e) Only 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 report-
ing functions.

(f) The commissioner of health may contract with the federal Secretary of Health and
Human Services or the Secretary’s agent to implement this subdivision.

Subd. 3. Unique identification number for group purchasers. (a) Not later than 24
months after the date on which a unique health identifier for employers and health plans is
adopted or established under United States Code, title 42, sections 1320d to 1320d-8 (1996
and subsequent amendments), all group purchasers and health care providers in Minnesota
shall use a unique identification number to identify group purchasers, except as provided in
paragraph (b).

(b) Small health plans, as defined by the federal Secretary of Health and Human Ser-
vices under United States Code, title 42, section 1320d—4 (1996 and subsequent amend-
ments), shalt use a unique identification number to identify group purchasers no later than 36
months after the date on which a unique health identifier for employers and health plans is
adopted or established under United States Code, title 42, sections 1320d to 1320d-8 (1996
and subsequent amendments).

(c) The unique health identifier for health plans and employers adopted or established
by the federal Secretary of Health and Human Services under United States Code, title 42,
sections 1320d to 1320d-8 (1996 and subsequent amendments), shall be used as the unique
identification number for group purchasers.

(d) Group purchasers shall obtain a unique health identifier from the federal Secretary
of Health and Human Services using the process prescribed by the Secretary.

(e) The unique group purchaser identifier, as described in this section, shall be used for
purposes of submitting and receiving claims, and in conjunction with other data collection
and reporting functions.

(f) The commissioner of health may contract with the federal Secretary of Health and
Human Services or the Secretary’s agent to implement this subdivision.

Subd. 4. Unique patient identification number. (a) Not later than 24 months after the
date on which a unique health identifier for individuals is adopted or established under
United States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments),
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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 (b).

(b) Small health plans, as defined by the federal Secretary of Health and Human Ser-
vices under United States Code, title 42, section 1320d—4 (1996 and subsequent amend-
ments), shall use a unique identification number to identify each patient who receives health
care services in Minnesota no later than 36 months after the date on which a unique health
identifier for individuals is adopted or established under United States Code, title 42, sec-
tions 1320d to 1320d-8 (1996 and subsequent amendments).

(c) The unique health identifier for individuals adopted or established by the federal
Secretary of Health and Human Services under United States Code, title 42, sections 1320d
to 1320d-8 (1996 and subsequent amendments), shall be used as the unique patient identifi-
cation number, except as provided in paragraphs (e) and (f).

(d) The unique patient identification number shall be used by group purchasers and
health care providers for purposes of submitting and receiving claims, and in conjunction
with other data collection and reporting functions.

(e) Within the limits of available appropriations, the commissioner shall develop a pro-
posal for an alternate numbering system for patients who do not have or refuse to provide
their social security numbers, if:

(1) a unique health identifier for individuals is adopted or established under United
States Code, title 42, sections 1320d to 1320d-8 (1996 and subsequent amendments);

(2) the unique health identifier is the social security number of the patient;

(3) there is no federal alternate numbering system for patients who do not have or refuse
to provide their social security numbers; and

(4) federal law or the federal Secretary of Health and Human Services explicitly allows
a state to develop an alternate numbering system for patients who do not have or refuse to
provide their social security numbers.

(f) If an alternate numbering system is developed under paragraph (e), patients who use
numbers issued by the alternate numbering system are not required to provide their social
security numbers and group purchasers or providers may not demand the social security
numbers of patients who provide numbers issued by the alternate numbering system. If an
alternate numbering system is developed under paragraph (e), 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 identifier.

(g) The commissioner of health may contract with the federal Secretary of Health and
Human Services or the Secretary’s agent to implement this subdivision.

History: 1997 c 228 5 2; 1Sp1997 ¢ 55 16

62].60 STANDARDS FOR THE MINNESOTA UNIFORM HEALTH CARE IDEN-
TIFICATION CARD.

[For text of subds I and 2, see M.S.1996]

Subd. 3. Human readable data elements. (a) The following are the minimum human
readable data elements that must be present on the front side of the Minnesota health care
identification card:

(1) card issuer name or logo, which is the name or logo that identifies the card issuer.
The card issuer name or logo may be the card’s front background. No standard label is re-
quired for this data element;

(2) claim submission number. The standardized label for this element is “Clm Subm #”;

(3) identification number, which is the unique identification number of the individual
card holder established and defined under this section. The standardized label for the data
element is “ID”;

(4) identification name, which is the name of the individual card holder. The identifica-
tion name must be formatted as follows: first name, space, optional middle initial, space, last

Copyright © 1997 Revisor of Statutes, State of Minnesota. All Rights Reserved.



MINNESOTA STATUTES 1997 SUPPLEMENT

62]).60 HEALTH CARE COST CONTAINMENT 112

name, optional space and name suffix. The standardized label for this data element is
“Name”;

(5) account number(s), which is any other number, such as a group number, if required
for part of the identification or claims process. The standardized label for this data element is
“Account”;

(6) care type, which is the description of the group purchaser’s plan product under
which the beneficiary is covered. The description shall include the health plan company
name and the plan or product name. The standardized label for this data element is “Care
Type™;

(7) service type, which is the description of coverage provided such as hospital, dental,
vision, prescription, or mental health. The standard label for this data element is “Svc Type”;
and

(8) provider/clinic name, which is the name of the primary care clinic the card holder is
assigned to by the health plan company. The standard label for this field is “PCP.” This in-
formation is mandatory only if the health plan company assigns a specific primary care pro-
vider to the card holder.

(b) The following human readable data elements shall be present on the back side of the
Minnesota health identification card. These elements must be left justified, and no optional
data elements may be interspersed between them:

(1) claims submission name(s) and address(es), which are the name(s) and address(es)
of the entity or entities to which claims should be submitted. If different destinations are re-
quired for different types of claims, this must be labeled; and

(2) telephone number(s) and name(s); which are the telephone number(s) and name(s)
of the following contact(s) with a standardized label describing the service function as appli-
cable:

(i) eligibility and benefit information;

(ii) utilization review;

(iii) precertification; or

(iv) customer services.

(c) The following human readable data elements are mandatory on the back side of the
card for health maintenance organizations:

(1) emergency care authorization telephone number or instruction on how to receive
authorization for emergency care. There is no standard label required for this information;
and

(2) one of the following:

(i) telephone number to call to appeal to or file a complaint with the commissioner of
health; or

(ii) for persons enrolled under section 256B.69, 256D.03, or 256L.12, the telephone
number to call to file a complaint with the ombudsperson designated by the commissioner of
human services under section 256B.69 and the address to appeal to the commissioner of hu-
man services. There is no standard label required for this information.

(d) All human readable data elements not required under paragraphs (a) to (c) are op-
tional and may be used at the issuer’s discretion.

[For text of subd 4, see M.S5.1996]
History: 1997 ¢ 205 s 17; 1997 ¢ 225 art 2 5 62

62]J.61 RULEMAKING; IMPLEMENTATION.

Subdivision 1. Exemption. The commissioner of health is exempt from chapter 14, in-
cluding section 14.386, in implementing sections 62J.50 to 62J.54, subdivision 3, and 62J.56
to 621.59.

Subd. 2. Procedure. (a) The commissioner shall publish proposed rules in the State
Register or, if the commissioner determines that publishing the text of the proposed rules
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would be unduly cumbersome, shall publish notice of the proposed rules that contains a de-
tailed description of the rules along with a statement that a free copy of the entire set of rules is
available upon request to the agency.

(b) Interested parties have 30 days to comment on the proposed rules. After the commis-
sioner has considered all comments, the commissioner shall publish notice in the State Reg-
ister that the rules have been adopted 30 days before they are to take effect.

(c) If the adopted rules are the same as the proposed rules, the notice shall state that the
rules have been adopted as proposed and shall cite the prior publication. If the adopted rules
differ from the proposed rules, the portions of the adopted rules which differ from the pro-
posed rules shall be included in the notice of adoption together with a citation to the prior
State Register that contained the notice of the proposed rules.

(d) The commissioner may use rulemaking to implement the remainder of this article.

Subd. 3. Restrictions. The commissioner shall not adopt any rules requiring patients to
provide their social security numbers unless and until federal laws are modified to allow or
require such action nor shall the commissioner adopt rules which allow medical records,
claims, or other treatment or clinical data to be included on the health care identification card,
except as specifically provided in this chapter.

Subd. 4. Patient privacy. The commissioner shall seck comments from the ethics and
confidentiality committee of the Minnesota health data institute and the department of ad-
ministration, public information policy analysis division, before adopting or publishing final
rules relating to issues of patient privacy and medical records.

Subd. 5. Biennial review of rulemaking procedures and rules. The commissioner
shall biennially seek comments from affected parties about the effectiveness of and contin-
ued need for the rulemaking procedures set out in subdivision 2 and about the quality and
effectiveness of rules adopted using these procedures. The commissioner shall seek com-
ments by holding a meeting and by publishing a notice in the State Register that contains the
date, time, and location of the meeting and a statement that invites oral or written comments.
The notice must be published at least 30 days before the meeting date. The commissioner
shall write a report summarizing the comments and shall submit the report to the Minnesota
health data institute and to the Minnesota administrative uniformity committee by January
15 of every even—numbered year.

History: 1997 c 187 art4 s 3

62).68 SENIOR DRUG DISCOUNT PROGRAM.
[For text of subds 1 to 4, see M.S.1996]

Subd. 5. Eligibility. (a) Senior citizens are eligible for the program if:

(1) their household income does not exceed 200 percent of the federal poverty guide-
lines;

(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 62Q.01, subdivision 3;

(4) they do not have coverage for prescription drugs under a Medicare supplement plan,
as defined in sections 62A.31 to 62A.44, or policies, contracts, or certificates that supple-
ment Medicare issued by health maintenance organizations or those policies, contracts, or
certificates governed by section 1833 or 1976 of the federal Social Security Act, United
States Code, title 42, section 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 qualified medical beneficiaries program;

(5) they meet the residency requirements established under section 256L.09; and

(6) they do not have coverage for prescription drugs under medical assistance, general
assistance medical care, MinnesotaCare, or the qualified Medicare beneficiary program.

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

discounted price.
[For text of subds 6 to 9, see M.S.1996]

62).685 PRESCRIPTION DRUG PRICE DISCLOSURE.

By January 1, 1998, and annually thereafter, a health plan company or hospital licensed
under chapter 144 must submit to the attorney general the total amount of: (1) aggregate pur-
chases of prescription drugs, and (2) discount, rebate, or other payment received during the
previous calendar year for aggregate purchases of prescription drugs, including any fee
associated with education, data collection, research, training or market share movement re-
ceived from a manufacturer as defined under section 151.44, paragraph (c), or wholesale
drug distributor as defined under section 151.44, paragraph (d). The identification of indi-
vidual manufacturers or wholesalers or specific drugs is not required. The attorney general
shall make this information available to the public through the information clearinghouse

under section 62J.2930.
History: 1997 ¢ 202 art 2 s 35

62J.69 MEDICAL EDUCATION AND RESEARCH TRUST FUND.

Subdivision 1. Definitions. For purposes of this section, the following definitions ap-

ply:

(a) “Medical education” means the accredited clinical training of physicians (medical
students and residents), doctor of pharmacy practitioners, dentists, advanced practice nurses
(clinical nurse specialist, certified registered nurse anesthetists, nurse practitioners, and cer-

tified nurse midwives), and physician assistants.

(b) “Clinical training” means accredited training that is funded and was historically
funded in part by inpatient care revenues and that occurs in both inpatient and ambulatory

care settings.

(c) “Trainee” means students involved in an accredited clinical training program for

medical education as defined in paragraph (a).

(d) “Health care research” means approved clinical, outcomes, and health services in-

vestigations that are funded by patient out—of—pocket expenses or a third—party payer.

(e) “Commissioner” means the commissioner of health.

(f) “Teaching institutions” means any hospital, medical center, clinic, or other organiza-
tion that currently sponsors or conducts accredited medical education programs or clinical

research in Minnesota.

Subd. 2. Allocation and funding for medical education and research. (a) The com-
missioner may establish a trust fund for the purposes of funding medical education and re-

search activities in the state of Minnesota.

(b) By January 1, 1997, the commissioner may appoint an advisory committee to pro-
vide advice and oversight on the distribution of funds from the medical education and re-
search trust fund. If a committee is appointed, the commissioner shall: (1) consider the inter-
est of all stakeholders when selecting committee members; (2) select members that represent
both urban and rural interest; and (3) select members that include ambulatory care as well as
inpatient perspectives. The commissioner shall appoint to the advisory committee represen-
tatives of the following groups: medical researchers, public and private academic medical
centers, managed care organizations, Blue Cross and Blue Shield of Minnesota, commercial
carriers, Minnesota Medical Association, Minnesota Nurses Association, medical product
manufacturers, employers, and other relevant stakeholders, including consumers. The advi-
sory committee is governed by section 15.059, for membership terms and removal of mem-

bers and will sunset on June 30, 1999,

(c) Eligible applicants for funds are accredited medical education teaching institutions,
consortia, and programs operating in Minnesota. Applications must be submitted by the
sponsoring institution on behalf of the teaching program, and must be received by September
30 of each year for distribution in January of the following year. An application for funds

must include the following:
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(1) the official name and address of the sponsoring institution and the official name and
address of the facility or program on whose behalf the institution is applying for funding;

(2) the name, title, and business address of those persons responsible for administering
the funds;

(3) the total number, type, and specialty orientation of eligible Minnesota—based train-
ees in each accredited medical education program for which funds are being sought;

(4) audited clinical training costs per trainee for each medical education program;

(5) a description of current sources of funding for medical education costs including a
description and dollar amount of all state and federal financial support;

(6) other revenue received for the purposes of clinical training;

(7) a statement identifying unfunded costs; and

(8) other supporting information the commissioner, with advice from the advisory com-
mittee, determines is necessary for the equitable distribution of funds.

(d) The commissioner shall distribute medical education funds to all qualifying appli-
cants based on the following basic criteria: (1) total medical education funds available; (2)
total eligible trainees in each eligible education program; and (3) the statewide average cost
pertrainee, by type of trainee, in each medical education program. Funds distributed shall not
be used to displace current funding appropriations from federal or state sources. Funds shall
be distributed to the sponsoring institutions indicating the amount to be paid to each of the
sponsor’s medical education programs based on the criteria in this paragraph. Sponsoring
institutions which receive funds from the trust fund must distribute approved funds to the
medical education program according to the commissioner’s approval letter. Further, pro-
grams must distribute funds among the sites of training based on the percentage of total pro-
gram training performed at each site.

(e) Medical education programs receiving funds from the trust fund must submit annual
cost and program reports through the sponsoring institution based on criteria established by
the commissioner. The reports must include:

(1) the total number of eligible trainees in the program,;

(2) the programs and residencies funded, the amounts of trust fund payments to each
program, and within each program, the percentage distributed to each training site;

(3) the average cost per trainee and a detailed breakdown of the components of those
costs;

(4) other state or federal appropriations received for the purposes of clinical training;

(5) other revenue received for the purposes of clinical training; and

(6) other information the commissioner, with advice from the advisory committee,
deems appropriate to evaluate the effectiveness of the use of funds for clinical training.

The commissioner, with advice from the advisory committee, will provide an annual
summary report to the legislature on program implementation due February 15 of each year.

(f) The commissioner is authorized to distribute funds made available through:

(1) voluntary contributions by employers or other entities;

(2) allocations for the department of human services to support medical education and
research; and

(3) other sources as identified and deemed appropriate by the legislature for inclusion in
the trust fund.

(g) The advisory committee shall continue to study and make recommendations on:

(1) the funding of medical research consistent with work currently mandated by the leg-
islature and under way at the department of health; and

(2) the costs and benefits associated with medical education and research.

Subd. 3. Medical assistance and general assistance service. The commissioner of
health, in consultation with the medical education and research costs advisory committee,
shall develop a system to recognize those teaching programs which serve higher numbers or
high proportions of public program recipients and shall report to the legislative commission
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on heaith care access by January 15, 1998, on an allocation formula to implement this sys-
tem.

History: 1997 ¢ 203 art 25 2,3; 1997 ¢ 2055 18
PATIENT PROTECTION ACT

62].695 CITATION.
Sections 62].695 to 62].76 may be cited as the “Patient Protection Act.”

History: 1997 ¢ 237 s |

62].70 DEFINITIONS.

Subdivision 1. Applicability. For purposes of sections 62J.70 to 62].76, the terms de-
fined in this section have the meanings given them.

Subd. 2. Health care provider or provider. “Health care provider” or “provider”
means:

(1) a physician, nurse, or other provider as defined under section 62J.03;

(2) a hospital as defined under section 144.696, subdivision 3;

(3) an individual or entity that provides health care services under the medical assis-
tance, general assistance medical care, MinnesotaCare, or state employee group insurance
program; and

(4) an association, partnership, corporation, limited liability corporation, or other orga-
nization of persons or entities described in clause (1) or (2) organized for the purposes of pro-
viding, arranging, or administering health care services or treatment.

This section does not apply to trade associations, membership associations of health
care professionals, or other organizations that do not directly provide, arrange, or administer
health care services or treatment.

Subd. 3. Health plan company. “Health plan company” means health plan company as
defined in section 62Q.01, subdivision 4.

Subd. 4. Enrollee. “Enrollee” means an individual covered by a health plan company or
health insurance or health coverage plan and includes an insured policyholder, subscriber,
contract holder, member, covered person, or certificate holder.

History: /1997 ¢ 237 s 2

62].71 PROHIBITED PROVIDER CONTRACTS.

Subdivision 1. Prohibited agreements and directives. The following types of agree-
ments and directives are contrary to state public policy, are prohibited under this section, and
are null and void:

(1) any agreement that prohibits a health care provider from communicating with an
enrollee with respect to the enrollee’s health status, health care, or treatment options, if the
health care provider is acting in good faith and within the provider’s scope of practice as de-
fined by law;

(2) any agreement or directive that prohibits a health care provider from making a rec-
ommendation regarding the suitability or desirability of a health plan company, health insur-
er, or health coverage plan for an enrollee, unless the provider has a financial conflict of inter-
est in the enrollee’s choice of health plan company, health insurer, or heaith coverage plan;

(3) any agreement or directive that prohibits a provider from providing testimony, sup-
porting or opposing legislation, or making any other contact with state or federal legislators
or legislative staff or with state and federal executive branch officers or staff;

(4) any agreement or directive that prohibits a health care provider from disclosing ac-
curate information about whether services or treatment will be paid for by a patient’s health
plan company or health insurer or health coverage plan; and

(5) any agreement or directive that prohibits a health care provider from informing an
enrollee about the nature of the reimbursement methodology used by an enrollee’s health
plan company, health insurer, or health coverage plan to pay the provider.
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Subd. 2. Persons and entities affected. The following persons and entities shall not
enter into any agreement or directive that is prohibited under this section:

(1) a health plan company;

(2) ahealth care network cooperative as defined under section 62R.04, subdivision 3; or

(3) a health care provider as defined in section 62J.70, subdivision 2.

Subd. 3. Retaliation prohibited. No person, health plan company, or other organiza-
tion may take retaliatory action against a health care provider solely on the grounds that the
provider:

(1) refused to enter into an agreement or provide services or information in a manner
that is prohibited under this section or took any of the actions listed in subdivision I;

(2) disclosed accurate information about whether a health care service or treatment is
covered by an enrollee’s health plan company, health insurer, or health coverage plan; or

(3) expressed personal disagreement with a decision made by a person, organization, or
health care provider regarding treatment or coverage provided to a patient of the provider, or
assisted the patient in seeking reconsideration of such a decision, provided the health care
provider makes it clear that the provider is acting in a personal capacity and not as a represen-
tative of or on behalf of the entity that made the decision.

Subd. 4. Exclusion. (a) Nothing in this section prohibits a health plan from taking action
against a provider if the health plan has evidence that the provider’s actions are illegal,
constitute medical malpractice, or are contrary to accepted medical practices.

(b) Nothing in this section prohibits a contract provision or directive that requires any
contracting party to keep confidential or to not use or disclose the specific amounts paid to a
provider, provider fee schedules, provider salaries, and other proprietary information of a
specific health plan or health plan company.

History: 1997 ¢ 2375 3

62].72 DISCLOSURE OF HEALTH CARE PROVIDER INFORMATION.

Subdivision 1. Written disclosure. (a) A health plan company, as defined under section
621.70, subdivision 3, a health care network cooperative as defined under section 62R.04,
subdivision 3, and a health care provider as defined under section 62J.70, subdivision 2,
shall, during open enroliment, upon enrollment, and annually thereafter, provide enrollees
with a description of the general nature of the reimbursement methodologies used by the
health plan company, health insurer, or health coverage plan to pay providers. This descrip-
tion may be incorporated into the member handbook, subscriber contract, certificate of cov-
erage, or other written enrollee communication. The general reimbursement methodology
shall be made available to employers at the time of open enrollment.

(b) Health plan companies and providers must, upon request, provide an enrollee with
specific information regarding the reimbursement methodology, including, but not limited
to, the following information:

(1) a concise written description of the provider payment plan, including any incentive
plan applicable to the enrollee;

(2) a written description of any incentive to the provider relating to the provision of
health care services to enrollees, including any compensation arrangement that is dependent
on the amount of health coverage or health care services provided to the enrollee, or the num-
ber of referrals to or utilization of specialists; and

(3) a written description of any incentive plan that involves the transfer of financial risk
to the health care provider.

(c) The disclosure statement describing the general nature of the reimbursement meth-
odologies must comply with the Readability of Insurance Policies Act in chapter 72C. Not-
withstanding any other law to the contrary, the disclosure statement may voluntarily be filed
with the commissioner for approval.

(d) A disclosure statement that has voluntarily been filed with the commissioner for ap-
proval under chapter 72C or voluntarily filed with the commissioner for approval for pur-
poses other than pursuant to chapter 72C is deemed approved 30 days after the date of filing,
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unless approved or disapproved by the commissioner on or before the end of that 30—day

period.

(e) The disclosure statement describing the general nature of the reimbursement meth-
odologies must be provided upon request in English, Spanish, Vietnamese, and Hmong. In
addition, reasonable efforts must be made to provide information contained in the disclosure

statement to other non—-English—speaking enrollees.

(f) Health plan companies and providers may enter into agreements to determine how to
respond to enrollee requests received by either the provider or the health plan company. This
subdivision does not require disclosure of specific amounts paid to a provider, provider fee
schedules, provider salaries, or other proprietary information of a specific health plan com-

pany or health insurer or health coverage plan or provider.

Subd. 2. Additional written disclosure of provider information. In the event a health
plan company prepares a written disclosure as specified in subdivision 1, in a manner that
explicitly makes a comparison of the financial incentives between the providers with whom

it contracts, it must describe the incentives that occur at the provider level.

Subd. 3. Information on patients’ medical bills. A health plan company and health
care provider shall provide patients and enrollees with a copy of an explicit and intelligible
bill whenever the patient or enrollee is sent a bill and is responsible for paying any portion of
that bill. The bills must contain descriptive language sufficient to be understood by the aver-
age patient or enrollee. This subdivision does not apply to a flat copay paid by the patient or

enrollee at the time the service is required.

Subd. 4. Nonapplicability. Health care providers as defined in section 62J.70, subdivi-
sion 2, clause (1), need not individually provide information required under this section if it

has been provided by another individual or entity that is subject to this section.
History: 1997 ¢ 237 54

62J.73 PROHIBITION ON EXCLUSIVE ARRANGEMENTS.

Subdivision 1. Prohibition on exclusive relationships. No provider, group of provid-
ers, or health plan company shall restrict a person’s right to provide health services or proce-
dures to another provider, group of providers, or health plan company, unless the person is an

employee.

Subd. 2. Prohibition on restrictive contract terms. No provider, group of providers,
or person providing goods or health services to a provider shall enter into a contract or sub-
contract with a health plan company or group of providers on terms that require the provider,
group of providers, or person not to contract with another health plan company, unless the

provider or person is an employee.

Subd. 3. Prohibition regarding essential facilities and services. (a) No health plan
company, provider, or group of providers may withhold from its competitors health care ser-
vices, which are essential for competition between health care providers within the meaning

of the essential facilities doctrine as interpreted by the federal courts.

(b) This subdivision should be construed as an instruction to state court in interpreting

federal law.

Subd. 4. Violations. Any provider or other individual who believes provisions of this
section may have been violated may file a complaint with the attorney general’s office re-

garding a possible violation of this section.
History: 1997 ¢ 237 s 5

62].74 ENFORCEMENT.

Subdivision 1. Authority. The commissioners of health and commerce shall each peri-
odically review contracts and arrangements among health care providing entities and health
plan companies they regulate to determine compliance with sections 62J.70 to 62).73. Any
person may submit a contract or arrangement to the relevant commissioner for review if the
person believes sections 62J.70 to 62J.73 have been violated. Any provision of a contract or
arrangement found by the relevant commissioner to violate this section is null and void, and
the relevant commissioner may assess civil penalties against the health plan company in an
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amount not to exceed $2,500 for each day the contract or arrangement is in effect, and may
use the enforcement procedures otherwise available to the commissioner. All due process
rights afforded under chapter 14 apply to this section.

Subd. 2. Assistance to licensing boards. A health—related licensing board as defined
under section 214.01, subdivision 2, shall submit a contract or arrangement to the relevant
commissioner for review if the board believes sections 62J.70 to 62J.73 have been violated.
If the commissioner determines that any provision of a contract or arrangement violates
those sections, the board may take disciplinary action against any person who is licensed or
regulated by the board who entered into the contract arrangement.

History: 1997 ¢ 23756

62).75 CONSUMER ADVISORY BOARD.

(a) The consumer advisory board consists of | 8 members appointed in accordance with
paragraph (b). All members must be public, consumer members who:

(1) do not have and never had a material interest in either the provision of health care
services or in an activity directly related to the provision of health care services, such as
health insurance sales or health plan administration;

(2) are not registered lobbyists; and

(3) are not currently responsible for or directly involved in the purchasing of health in-
surance for a business or organization.

(b) The governor, the speaker of the house of representatives, and the subcommittee on
committees of the committee on rules and administration of the senate shall each appoint two
members. The Indian affairs council, the council on affairs of Chicano/Latino people, the
council on Black Minnesotans, the council on Asian—Pacific Minnesotans, mid—Minnesota
legal assistance, and the Minnesota chamber of commerce shall each appoint one member.
The member appointed by the Minnesota chamber of commerce must represent small busi-
ness interests. The health care campaign of Minnesota, Minnesotans for affordable health
care, and consortium for citizens with disabilities shall each appoint two members. Members
serve without compensation or reimbursement for expenses.

(c) The board shall advise the commissioners of health and commerce on the following:

(1) the needs of health care consumers and how to better serve and educate the consum-
ers on health care concerns and recommend solutions to identified problems; and

(2) consumer protection issues in the self—insured market, including, but not limited to,
public education needs.

The board also may make recommendations to the legislature on these issues.

(d) The board and this section expire June 30, 2001.

History: 1997 ¢ 237 s 7

62].76 NONPREEMPTION.

Nothing in the Patient Protection Act preempts or replaces requirements related to pa-
tient protections that are more protective of patient rights than the requirements established
by the Patient Protection Act.

History: 1997 ¢ 2375 8
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