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62J.052 PROVIDER COST DISCLOSURE.
Subdivision 1. [Repealed, 2007 c 147 art 15 s 22]

[For text o f subd 2, see M.S.2006]

62J.07 LEGISLATIVE OVERSIGHT COMMISSION.
Subdivision 1. Legislative oversight. The Legislative Commission on Health Care 

Access shall make recommendations to the legislature on how to achieve the goal of univer­
sal health coverage as described in section 62Q.165. The recommendations shall include a 
timetable in which measurable progress must be achieved toward this goal. The commission 
shall submit to the legislature by January 15,2008, the recommendations and corresponding 
timetable.

[For text o f subd 2, see M.S.2006]

Subd. 3. Reports to the commission. The commissioners of health, human services, 
commerce, and other state agencies shall provide assistance and technical support to the 
commission at the request of the commission. The commission may convene subcommittees 
to provide additional assistance and advice to the commission.

History: 2007 c 147 art 12 s 4,5

62J.17 EXPENDITURE REPORTING.

[For text o f subd 1, see M.S.2006]

Subd. 2. Definitions. For purposes of this section, the terms defined in this subdivision 
have the meanings given.

(a) “Capital expenditure” means an expenditure which, under generally accepted ac­
counting principles, is not properly chargeable as an expense of operation and maintenance.

(b) “Health care service” means:
(1) a service or item that would be covered by the medical assistance program under 

chapter 256B if provided in accordance with medical assistance requirements to an eligible 
medical assistance recipient; and

(2) a service or item that would be covered by medical assistance except that it is charac­
terized as experimental, cosmetic, or voluntary.

“Health care service” does not include retail, over-the-counter sales of nonprescription 
drugs and other retail sales of health-related products that are not generally paid for by medi­
cal assistance and other third-party coverage.
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51 HEALTH CARE COST CONTAINMENT 62J.17

(c) “Major spending commitment” means an expenditure in excess of $1,000,000 for:
(1) acquisition of a unit of medical equipment;
(2) a capital expenditure for a single project for the purposes of providing health care 

services, other than for the acquisition of medical equipment;
(3) offering a new specialized service not offered before;
(4) planning for an activity that would qualify as a major spending commitment under 

this paragraph; or
(5) a project involving a combination of two or more of the activities in clauses (1) to

(4).
The cost of acquisition of medical equipment, and the amount of. a capital expenditure, 

is the total cost to the provider regardless of whether the cost is distributed over time through 
a lease arrangement or other financing or payment mechanism.

(d) “Medical equipment” means fixed and movable equipment that is used by a provider 
in the provision of a health care service. “Medical equipment” includes, but is not limited to, 
the following:

(1) an extracorporeal shock wave lithotripter;
(2) a computerized axial tomography (CAT) scanner;
(3) a magnetic resonance imaging (MRI) unit;
(4) a positron emission tomography (PET) scanner; and
(5) emergency and nonemergency medical transportation equipment and vehicles.
(e) “New specialized service” means a specialized health care procedure or treatment 

regimen offered by a provider that was not previously offered by the provider, including, but 
not limited to:

(1) cardiac catheterization services involving high-risk patients as defined in the 
Guidelines for Coronary Angiography established by the American Heart Association and 
the American College of Cardiology;

(2) heart, heart-lung, liver, kidney, bowel, or pancreas transplantation service, or any 
other service for transplantation of any other organ;

(3) megavoltage radiation therapy;
(4) open heart surgery;
(5) neonatal intensive care services; and
(6) any new medical technology for which premarket approval has been granted by the 

United States Food and Drug Administration, excluding implantable and wearable devices.
(f) “Specialty care” includes but is not limited to cardiac, neurology, orthopedic, obstet­

rics, mental health, chemical dependency, and emergency services.

[For text o f subd 3, see M.S.2006]

Subd. 4a. Expenditure reporting. Each hospital, outpatient surgical center, diagnostic 
imaging center, and physician clinic shall report annually to the commissioner on all major 
spending commitments, in the form and manner specified by the commissioner. The report 
shall include the following information:

(a) a description of major spending commitments made during the previous year, in­
cluding the total dollar amount of major spending commitments and purpose of the expendi­
tures;

(b) the cost of land acquisition, construction of new facilities, and renovation of existing 
facilities;

(c) the cost of purchased or leased medical equipment, by type of equipment;
(d) expenditures by type for specialty care and new specialized services;
(e) information on the amount and types of added capacity for diagnostic imaging ser­

vices, outpatient surgical services, and new specialized services; and
(f) information on investments in electronic medical records systems.
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62J.17 HEALTH CARE COST CONTAINMENT 52

For hospitals and outpatient surgical centers, this information shall be included in reports to 
the commissioner that are required under section 144.698. For diagnostic imaging centers, 
this information shall be included in reports to the commissioner that are required under sec­
tion 144.565. For physician clinics, this information shall be included in reports to the com­
missioner that are required under section 62J.41. For all other health care providers that are 
subject to this reporting requirement, reports must be submitted to the commissioner by 
March 1 each year for the preceding calendar year.

[For text o f subd 5 a, see M.S.2006]

Subd. 6a. Prospective review and approval, (a) No health care provider subject to 
prospective review under this subdivision shall make a major spending commitment 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 upon 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) A provider subject to prospective review and approval shall submit an application to 
the commissioner before proceeding with any major spending commitment. The provider 
may submit information, with supporting documentation, regarding why the major spending 
commitment should be excepted from prospective review under subdivision 7.

(c) The commissioner shall determine, based upon the information submitted, whether 
the major spending commitment is appropriate under the criteria provided in subdivision 5a, 
or whether it should be excepted from prospective review under subdivision 7. In 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 regarding 
medical equipment, specialized services, health care expenditures, and capital expenditures 
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) The commissioner of health has the authority to issue fines, seek injunctions, and 
pursue other remedies as provided by law.

Subd. 7. Exceptions, (a) The reporting requirement in subdivision 4a does not apply to:
(1) a major spending commitment made by a research and teaching institution for pur­

poses of conducting medical education, medical research supported or sponsored by a medi­
cal school, or by a federal or foundation grant or clinical trials;

(2) a major spending commitment for building maintenance including heating, water, 
electricity, and other maintenance-related expenditures; and

(3) a major spending commitment for activities, not directly related to the delivery of 
patient care services, including food service, laundry, housekeeping, and other service-re­
lated activities.

(b) In addition to the exceptions listed in paragraph (a), the reporting requirement in 
subdivision 4a does not apply to mergers, acquisitions, and other changes in ownership or 
control that, in the judgment of the commissioner, do not involve a substantial expansion of 
service capacity or a substantial change in the nature of health care services provided.

[For text o f subd 8, see M.S.2006]

History: 2007 c 147 art 9 s 1^4

62J.321 DATA COLLECTION AND PROCESSING PROCEDURES.
Subdivision 1. Data collection, (a) The commissioner shall collect data from health 

care providers, health plan companies, and individuals in the most cost-effective manner, 
which does not unduly burden them. The commissioner may require health care providers
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53 HEALTH CARE COST CONTAINMENT 62J.41

and health plan companies to collect and provide patient health records and claim files, and 
cooperate in other ways with the data collection process. The commissioner may also require 
health care providers and health plan companies to provide mailing lists of patients. Patient 
consent shall not be required for the release of data to the commissioner pursuant to sections 
62J.301 to 62J.42 by any group purchaser, health plan company, health care provider; or 
agent, contractor, or association acting on behalf of a group purchaser or health care provider. 
Any group purchaser, health plan company, health care provider; or agent, contractor, or as­
sociation acting on behalf of a group purchaser or health care provider, that releases data to 
the commissioner in good faith pursuant to sections 62J.301 to 62J.42 shall be immune from 
civil liability and criminal prosecution.

(b) When a group purchaser, health plan company, or health care provider submits pa­
tient identifying data to the commissioner pursuant to sections 62J.301 to 62J.42, and the 
data is submitted to the commissioner in electronic form, or through other electronic means 
including, but not limited to, the electronic data interchange system, the group purchaser, 
health plan company, or health care provider shall submit the patient identifying data in en­
crypted form, using an encryption method specified by the commissioner. Submission of en­
crypted data as provided in this paragraph satisfies the requirements of section 144.293, sub­
division 7.

(c) The commissioner shall require all health care providers, group purchasers, and 
state agencies to use a standard patient identifier and a standard identifier for providers and 
health plan companies when reporting data under this chapter. The commissioner must en­
crypt patient identifiers to prevent identification of individual patients and to enable release 
of otherwise private data to researchers, providers, and group purchasers in a manner consis­
tent with chapter 13 and sections 62J.55 and 144.291 to 144.298. This encryption must en­
sure that any data released must be in a form that makes it impossible to identify individual 
patients.

[For text o f subds 2 to 8, see M.S.2006]

History: 2007c 147art 10s 15

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:

(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;
(11) a report on health care capital expenditures during the previous year, as required by 

section 62J.17; and
(12) any other data required 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.
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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 o f subd 2, see M.S.2006]

History: 2007 c 147 art 9 s 5

62J.431 EVIDENCE-BASED HEALTH CARE GUIDELINES.
Evidence-based guidelines must meet the following criteria:
(1) the scope and application are clear;
(2) authorship is stated and any conflicts of interest disclosed;
(3) authors represent all pertinent clinical fields or other means of input have been used;
(4) the development process is explicitly stated;
(5) the guideline is grounded in evidence;
(6) the evidence is cited and grated;
(7) the document itself is clear and practical;
(8) the document is flexible in use, with exceptions noted or provided for with general 

statements;
(9) measures are included for use in systems improvement; and
(10) the guideline has scheduled reviews and updating.
History: 2007 c 147 art 15 s 1

62J.495 HEALTH INFORMATION TECHNOLOGY AND INFRASTRUCTURE.
Subdivision 1. Implementation. By January 1,2015, all hospitals and health care pro­

viders must have in place an interoperable electronic health records system within their hos­
pital system or clinical practice setting. The commissioner of health, in consultation with the 
Health Information Technology and Infrastructure Advisory Committee, shall develop a sta­
tewide plan to meet this goal, including uniform standards to be used for the interoperable 
system for sharing and synchronizing patient data across systems. The standards must be 
compatible with federal efforts. The uniform standards must be developed by January 1,
2009, with a status report on the development of these standards submitted to the legislature 
by January 15,2008.

Subd. 2. Health Information Technology and Infrastructure Advisory Committee.
(a) The commissioner shall establish a Health Information Technology and Infrastructure 
Advisory Committee governed by section 15.059 to advise the commissioner on the follow­
ing matters:

(1) assessment of the use of health information technology by the state, licensed health 
care providers and facilities, and local public health agencies;

(2) recommendations for implementing a statewide interoperable health information 
infrastructure, to include estimates of necessary resources, and for determining standards for 
administrative data exchange, clinical support programs, patient privacy requirements, and 
maintenance of the security and confidentiality of individual patient data;

(3) recommendations for encouraging use of innovative health care applications using 
information technology and systems to improve patient care and reduce the cost of care, in­
cluding applications relating to disease management and personal health management that 
enable remote monitoring of patients’ conditions, especially those with chronic conditions; 
and

(4) other related issues as requested by the commissioner.
(b) The members of the Health Information Technology and Infrastructure Advisory 

Committee shall include the commissioners, or commissioners’ designees, of health, human 
services, administration, and commerce and additional members to be appointed by the com­
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missioner to include persons representing Minnesota’s local public health agencies, licensed 
hospitals and other licensed facilities and providers, private purchasers, the medical and 
nursing professions, health insurers and health plans, the state quality improvement orga­
nization, academic and research institutions, consumer advisory organizations with an inter­
est and expertise in health information technology, and other stakeholders as identified by 
the Health Information Technology and Infrastructure Advisory Committee.

(c) The commissioner shall prepare and issue an annual report not later than January 30 
of each year outlining progress to date in implementing a statewide health information infra­
structure and recommending future projects.

(d) Notwithstanding section 15.059, this subdivision expires June 30, 2015.
History: 2007 c 147 art 15 s 2

62J.496 ELECTRONIC HEALTH RECORD SYSTEM REVOLVING ACCOUNT 
AND LOAN PROGRAM.

Subdivision 1. Account establishment. An account is established to provide loans to 
eligible borrowers to assist in financing the installation or support of an interoperable health 
record system. The system must provide for the interoperable exchange of health care infor­
mation between the applicant and, at a minimum, a hospital system, pharmacy, and a health 
care clinic or other physician group.

Subd. 2. Eligibility, (a) “Eligible borrower” means one of the following:
(1) community clinics, as defined under section 145.9268;
(2) hospitals eligible for rural hospital capital improvement grants, as defined in section 

144.148;
(3) physician clinics located in a community with a population of less than 50,000 ac­

cording to United States Census Bureau statistics and outside the seven-county metropolitan 
area;

(4) nursing facilities licensed under sections 144A.01 to 144A.27; and
(5) other providers of health or health care services approved by the commissioner for 

which interoperable electronic health record capability would improve quality of care, pa­
tient safety, or community health.

(b) To be eligible for a loan under this section, the applicant must submit a loan applica­
tion to the commissioner of health on forms prescribed by the commissioner. The application 
must include, at a minimum:

(1) the amount of the loan requested and a description of the purpose or project for 
which the loan proceeds will be used;

(2) a quote from a vendor;
(3) a description of the health care entities and other groups participating in the project;
(4) evidence of financial stability and a demonstrated ability to repay the loan; and
(5) a description of how the system to be financed interconnects or plans in the future to 

interconnect with other health care entities and provider groups located in the same geo­
graphical area.

Subd. 3. Loans, (a) The commissioner of health may make a no interest loan to a pro­
vider or provider group who is eligible under subdivision 2 on a first-come, first-served ba­
sis provided that the applicant is able to comply with this section. The total accumulative loan 
principal must not exceed $1,500,000 per loan. The commissioner of health has discretion 
over the size and number of loans made.

(b) The commissioner of health may prescribe forms and establish an application pro­
cess and, notwithstanding section 16A.1283, may impose a reasonable nonrefundable ap­
plication fee to cover the cost of administering the loan program. Any application fees im­
posed and collected under the electronic health records system revolving account and loan 
program in this section are appropriated to the commissioner of health for the duration of the 
loan program.
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(c) The borrower must begin repaying the principal no later than two years from the date 
of the loan. Loans must be amortized no later than six years from the date of the loan.

(d) Repayments must be credited to the account.
Subd. 4. Data classification. Data collected by the commissioner of health on the ap­

plication to determine eligibility under subdivision 2 and to monitor borrowers’ default risk 
or collect payments owed under subdivision 3 are (1) private data on individuals as defined in 
section 13.02, subdivision 12; and (2) nonpublic data as defined in section 13.02, subdivision 
9. The names of borrowers and the amounts of the loans granted are public data.

History: 2007 c 147 art 15 s 3

62J.52 ESTABLISHMENT OF UNIFORM BILLING FORMS.
Subdivision 1. Uniform billing form CMS 1450. (a) On and after January 1,1996, all 

institutional inpatient hospital services, ancillary services, institutionally owned or operated 
outpatient services rendered by providers in Minnesota, and institutional or noninstitutional 
home health services that are not being billed using an equivalent electronic billing format, 
must be billed using the uniform billing form CMS 1450, except as provided in subdivision 5.

(b) The instructions and definitions for the use of the uniform billing form CMS 1450 
shall be in accordance with the uniform billing form manual specified by the commissioner. 
In promulgating these instructions, the commissioner may utilize the manual developed by 
the National Uniform Billing Committee, as adopted and finalized by the Minnesota Uni­
form Billing Committee.

(c) Services to be billed using the uniform billing form CMS 1450 include: institutional 
inpatient hospital services and distinct units in the hospital such as psychiatric unit services, 
physical therapy unit services, swing bed (SNF) services, inpatient state psychiatric hospital 
services, inpatient skilled nursing facility services, home health services (Medicare part A), 
and hospice services; ancillary services, where benefits are exhausted or patient has no Medi­
care part A, from hospitals, state psychiatric hospitals, skilled nursing facilities, and home 
health (Medicare part B); institutional owned or operated outpatient services such as waiv- 
ered services, hospital outpatient services, including ambulatory surgical center services, 
hospital referred laboratory services, hospital-based ambulance services, and other hospital 
outpatient services, skilled nursing facilities, home health, freestanding renal dialysis cen­
ters, comprehensive outpatient rehabilitation facilities (CORF), outpatient rehabilitation fa­
cilities (ORF), rural health clinics, and community mental health centers; home health ser­
vices such as home health intravenous therapy providers, waivered services, personal care 
attendants, and hospice; and any other health care provider certified by the Medicare pro­
gram to use this form.

(d) On and after January 1, 1996, a mother and newborn child must be billed separately, 
and must not be combined on one claim form.

(e) Services provided by Medicare Critical Access Hospitals electing Method II billing 
will be allowed an exception to this provision to allow the inclusion of the professional fees 
on the CMS 1450.

Subd. 2. Uniform billing form CMS 1.500. (a) On and after January 1,1996, all nonin­
stitutional health care services rendered by providers in Minnesota except dental or pharma­
cy providers, that are not currently being billed using an equivalent electronic billing format, 
must be billed using the health insurance claim form CMS 1500, except as provided in subdi­
vision 5.

(b) The instructions and definitions for the use of the uniform billing form CMS 1500 
shall be in accordance with the manual developed by the Administrative Uniformity Com­
mittee entitled standards for the use of the CMS 1500 form, dated February 1994, as further 
defined by the commissioner.

(c) Services to be billed using the uniform billing form CMS 1500 include physician 
services and supplies, durable medical equipment, noninstitutional ambulance services, in­
dependent anciljary services including occupational therapy, physical therapy, speech thera­
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py and audiology, home infusion therapy, podiatry services, optometry services, mental 
health licensed professional services, substance abuse licensed professional services, nurs­
ing practitioner professional services, certified registered nurse anesthetists, chiropractors, 
physician assistants, laboratories, medical suppliers, and other health care providers such as 
day activity centers and freestanding ambulatory surgical centers.

(d) Services provided by Medicare Critical Access Hospitals electing Method II billing 
will be allowed an exception to this provision to allow the inclusion of the professional fees 
on the CMS 1450.

[For text ofsubds 3 to 5, see M.S.2006]

History: 2007 c 147 art 9 s 6,7

62J.536 UNIFORM ELECTRONIC TRANSACTIONS AND IMPLEMENTATION 
GUIDE STANDARDS.

Subdivision 1. Electronic claims and eligibility transactions required, (a) Begin­
ning January 15,2009, all group purchasers must accept from health care providers the eligi­
bility for a health plan transaction described under Code of Federal Regulations, title 45, part 
162, subpart L. Beginning July 15,2009, all group purchasers must accept from health care 
providers the health care claims or equivalent encounter information transaction described 
under Code of Federal Regulations, title 45, part 162, subpart K.

(b) Beginning January 15, 2009, all group purchasers must transmit to providers the eli­
gibility for a health plan transaction described under Code of Federal Regulations, title 45, 
part 162, subpart L. Beginning December 1,2009, all group purchasers must transmit to pro­
viders the health care payment and remittance advice transaction described under Code of 
Federal Regulations, title 45, part 162, subpart P.

(c) Beginning January 15,2009, all health care providers must submit to group purchas­
ers the eligibility for a health plan transaction described under Code of Federal Regulations, 
title 45, part 162, subpart L. Beginning July 15,2009, all health care providers must submit to 
group purchasers the health care claims or equivalent encounter information transaction de­
scribed under Code of Federal Regulations, title 45, part 162, subpart K.

(d) Beginning January 15, 2009, all health care providers must accept from group pur­
chasers the eligibility for a health plan transaction described under Code of Federal Regula­
tions, title 45, part 162, subpart L. Beginning December 15, 2009, all health care providers 
must accept from group purchasers the health care payment and remittance advice transac­
tion described under Code of Federal Regulations, title 45, part 162, subpart P.

(e) Each of the transactions described in paragraphs (a) to (d) shall require the use of a 
single, uniform companion guide to the implementation guides described under Code of 
Federal Regulations, title 45, part 162. The companion guides will be developed pursuant to 
subdivision 2.

(f) Notwithstanding any other provisions in sections 62J.50 to 62J.61, all group pur­
chasers and health carc providers must exchange claims and eligibility information electron­
ically using the transactions, companion guides, implementation guides, and timelines re­
quired under this subdivision. Group purchasers may not impose any fee on providers for the 
use of the transactions prescribed in this subdivision.

(g) Nothing in this subdivision shall prohibit group purchasers and health care provid­
ers from using a direct data entry, Web-based methodology for complying with the require­
ments of this subdivision. Any direct data entry method for conducting the transactions spe­
cified in this subdivision must be consistent with the data content component of the single, 
uniform companion guides required in paragraph (e) and the implementation guides de­
scribed under Code of Federal Regulations, title 45, part 162.

Subd. 2. Establishing uniform, standard companion guides, (a) At least 12 months 
prior to the timelines required in subdivision 1, the commissioner of health shall promulgate 
rules pursuant to section 62J.61 establishing and requiring group purchasers and health care
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providers to use the transactions and the uniform, standard companion guides required under 
subdivision 1, paragraph (e).

(b) The commissioner of health must consult with the Minnesota Administrative Uni­
formity Committee on the development of the single, uniform companion guides required 
under subdivision 1, paragraph (e), for each of the transactions in subdivision 1. The single 
uniform companion guides required under subdivision 1, paragraph (e), must specify uni­
form billing and coding standards. The commissioner of health shall base the companion 
guides required under subdivision 1, paragraph (e), billing and coding rules, and standards 
on the Medicare program, with modifications that the commissioner deems appropriate after 
consulting the Minnesota Administrative Uniformity Committee.

(c) No group purchaser or health care provider may add to or modify the single, uniform 
companion guides defined in subdivision 1, paragraph (e), through additional companion 
guides or other requirements.

(d) In promulgating the rules in paragraph (a), the commissioner shall not require data 
content that is not essential to accomplish the purpose of the transactions in subdivision 1.

Subd. 3. Definition. Notwithstanding section 62J.03, subdivision 8, for purposes of 
this section, “health care provider” includes licensed nursing homes, licensed boarding care 
homes, and licensed home care providers.

History: 2007 c 147 art 15 s 4

62J.55 PRIVACY OF UNIQUE IDENTIFIERS.
(a) When the unique identifiers specified in scction 62J.54 are used for data collection 

purposes, the identifiers must be encrypted, as required in section 62J.321, subdivision 1. 
Encryption must follow encryption standards set by the National Bureau of Standards and 
approved by the American National Standards Institute as ANSIX3.92-1982/R 1987 to pro­
tect the confidentiality of the data. Social Security numbers must not be maintained in unen­
crypted form in the database, and the data must never be released in a form that would allow 
for the identification of individuals. The encryption algorithm and hardware used must not 
use clipper chip technology.

(b) Providers and group purchasers shall treat medical records, including the Social Se­
curity number if it is used as a unique patient identifier, in accordance with sections 144.291 
to 144.298. The Social Security number may be disclosed by providers and group purchasers 
to the commissioner as necessary to allow performance of those duties set forth in section
144.05.

History: 2007 c 147 art 10 s 15

62J.60 MINNESOTA UNIFORM HEALTH CARE IDENTIFICATION CARD.
[For text o f subds 1 and la, see M.S.2006]

Subd. 2. General characteristics, (a) The Minnesota uniform health care identifica­
tion card must be a preprinted card constructed of plastic, paper, or any other medium that 
conforms with ANSI and ISO 7810 physical characteristics standards. The card dimensions 
must also conform to ANSI and ISO 7810 physical characteristics standard. The use of a sig­
nature panel is optional. The uniform prescription drug information contained on the card 
must conform with the format adopted by the NCPDP and, except as provided in subdivision 
3, paragraph (a), clause (2), must include all of the fields required to submit a claim in confor­
mance with the most recent pharmacy identification card implementation guide produced by 
the NCPDP. All information required to submit a prescription drug claim, exclusive of infor­
mation provided on a prescription that is required by law, must be included on the card in a 
clear, readable, and understandable manner. If a health benefit plan requires a conditional or 
situational field, as defined by the NCPDP, the conditional or situational field must conform 
to the most recent pharmacy information card implementation guide produced by the 
NCPDP.

(b) The Minnesota uniform health care identification card must have an essential infor­
mation window on the front side with the following data elements: card issuer name, elec­

MINNESOTA STATUTES 2007 SUPPLEMENT

Copyright © 2007 Revisor of Statutes, State of Minnesota. All Rights Reserved.
                                                                



59 HEALTH CARE COST CONTAINMENT 62J.60

tronic transaction routing information, card issuer identification number, cardholder (in­
sured) identification number, and cardholder (insured) identification name. No optional data 
may be interspersed between these data elements.

(c) Standardized labels are required next to human readable data elements and must 
come before the human data elements.

[For text o f subd 2a, see M.S.2006]

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 uniform 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 located at the top of the card. No standard label is re­
quired for this data element;

(2) complete electronic transaction routing information including, at a minimum, the 
international identification number. The standardized label of this data element is “RxBIN.” 
Processor control numbers and group numbers are required if needed to electronically pro­
cess a prescription drug claim. The standardized label for the process control numbers data 
element is “RxPCN” and the standardized label for the group numbers data element is 
“RxGrp,” except that if the group number data element is a universal element to be used by all 
health care providers, the standardized label may be “Grp.” To conserve vertical space on the 
card, the international identification number and the processor control number may be 
printed on the same line;

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

(4) cardholder (insured) identification name, which is the name of the individual card 
holder. The identification name must be formatted as follows: first name, space, optional 
middle initial, space, last name, optional space and name suffix. The standardized label for 
this data element is “Name”;

(5) 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”;

(6) 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

(7) 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 infor­
mation is mandatory only if the health plan company assigns a specific primary care provider 
to the card holder.

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

(1) claims submission names and addresses, which are the names and addresses of the 
entity or entities to which claims should be submitted. If different destinations are required 
for different types of claims, this must be labeled;

(2) telephone numbers and names that pharmacies and other health care providers may 
call for assistance. These telephone numbers and names are required on the back side of the 
card only if one of the contacts listed in clause (3) cannot provide pharmacies or other provid­
ers with assistance or with the telephone numbers and names of contacts for assistance; and

(3) telephone numbers and names; which are the telephone numbers and names of the 
following contacts with a standardized label describing the service function as applicable:

(i) eligibility and benefit information;
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(ii) utilization review;
(iii) precertification; or
(iv) customer services.
(c) The following human readable data elements are mandatory on the back side of the 

Minnesota uniform health care identification 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 ofsubds 4 and 5, see M.S.2006]

History: 2007 c 147 art 9 s 8,9

62J.692 MEDICAL EDUCATION.
Subdivision 1. Definitions. For purposes of this section, the following definitions ap­

ply:
(a) “Accredited clinical training” means the clinical training provided by a medical 

education program that is accredited through an organization recognized by the Department 
of Education, the Centers for Medicare and Medicaid Services, or another national body who 
reviews the accrediting organizations for multiple disciplines and whose standards for rec­
ognizing accrediting organizations are reviewed and approved by the commissioner of 
health in consultation with the Medical Education and Research Advisory Committee.

(b) “Commissioner” means the commissioner of health.
(c) “Clinical medical education program” means the accredited clinical training of phy­

sicians (medical students and residents), doctor of pharmacy practitioners, doctors of chiro­
practic, dentists, advanced practice nurses (clinical nurse specialists, certified registered 
nurse anesthetists, nurse practitioners, and certified nurse midwives), and physician assis­
tants.

(d) “Sponsoring institution” means a hospital, school, or consortium located in Minne­
sota that sponsors and maintains primary organizational and financial responsibility for a 
clinical medical education program in Minnesota and which is accountable to the accrediting 
body.

(e) “Teaching institution” means a hospital, medical center, clinic, or other organization 
that conducts a clinical medical education program in Minnesota.

(f) “Trainee” means a student or resident involved in a clinical medical education pro­
gram.

(g) “Eligible trainee FTE’s” means the number of trainees, as measured by full-time 
equivalent counts, that are at training sites located in Minnesota with currently active medi­
cal assistance enrollment status and a National Provider Identification (NPI) number where 
training occurs in either an inpatient or ambulatory patient care setting and where the training 
is funded, in part, by patient care revenues. Training that occurs in nursing facility settings is 
not eligible for funding under this section.

Subd. 2. [Repealed, 2007 c 133 art 2 s 13]

[For text o f subd 3, see M.S.2006]
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Subd. 4. Distribution of funds, (a) Following the distribution described under para­
graph (b), the commissioner shall annually distribute the available medical education funds 
to all qualifying applicants based on a distribution formula that reflects a summation of two 
factors:

(1) a public program volume factor, which is determined by the total volume of public 
program revenue received by each training site as a percentage of all public program revenue 
received by all training sites in the fund.pool; and

(2) a supplemental public program volume factor, which is determined by providing a 
supplemental payment of 20 percent of each training site’s grant to training sites whose pub­
lic program revenue accounted for at least 0.98 percent of the total public program revenue 
received by all eligible training sites. Grants to training sites whose public program revenue 
accounted for less than 0.98 percent of the total public program revenue received by all eligi­
ble training sites shall be reduced by an amount equal to the total value of the supplemental 
payment.

Public program revenue for the distribution formula includes revenue from medical as­
sistance, prepaid medical assistance, general assistance medical care, and prepaid general 
assistance medical care. Training sites that receive no public program revenue are ineligible 
for funds available under this subdivision. For purposes of determining training-site level 
grants to be distributed under paragraph (a), total statewide average costs per trainee for med­
ical residents is based on audited clinical training costs per trainee in primary care clinical 
medical education programs for medical residents. Total statewide average costs per trainee 
for dental residents is based on audited clinical training costs per trainee in clinical medical 
education programs for dental students. Total statewide average costs per trainee for pharma­
cy residents is based on audited clinical training costs per trainee in clinical medical educa­
tion programs for pharmacy students.

(b) $5,350,000 of the available medical education funds shall be distributed as ifollows:
(1) $1,475,000 to the University of Minnesota Medical Center-Fairview;
(2) $2,075,000 to the University of Minnesota School of Dentistry; and
(3) $1,800,000 to the Academic Health Center.
(c) Funds distributed shall not be used to displace current funding appropriations from 

federal or state sources.
(d) Funds shall be distributed to the sponsoring institutions indicating the amount to be 

distributed to each of the sponsor’s clinical medical education programs based on the criteria 
in this subdivision and in accordance with the commissioner’s approval letter. Each clinical 
medical education program must distribute funds allocated under paragraph (a) to the train­
ing sites as specified in the commissioner’s approval letter. Sponsoring institutions, which 
are accredited through an organization recognized by the Department of Education or the 
Centers for Medicare and Medicaid Services, may contract directly with training sites to pro­
vide clinical training. To ensure the quality of clinical training, those accredited sponsoring 
institutions must:

(1) develop contracts specifying the terms, expectations, and outcomes of the clinical 
training conducted at sites; and

(2) take necessary action if the contract requirements are not met. Action may include 
the withholding of payments under this section or the removal of students from the site.

(e) Any funds not distributed in accordance with the commissioner’s approval letter 
must be returned to the medical education and research fund within 30 days of receiving no­
tice from the commissioner. The commissioner shall distribute returned funds to the ap­
propriate training sites in accordance with the commissioner’s approval letter.

(f) A maximum of $150,000 of the funds dedicated to the commissioner under section 
297F.10, subdivision 1, clause (2), may be used by the commissioner for administrative ex­
penses associated with implementing this section.

Subd. 5. Report, (a) Sponsoring institutions receiving funds under this section must 
sign and submit a medical education grant verification report (GVR).to verify that the correct
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grant amount was forwarded to each eligible training site. If the sponsoring institution fails to 
submit the GVR by the stated deadline, or to request and meet the deadline for an extension, 
the sponsoring institution is required to return the full amount of funds received to the com­
missioner within 30 days of receiving notice from the commissioner. The commissioner 
shall distribute returned funds to the appropriate training sites in accordance with the com­
missioner’s approval letter.

(b) The reports must provide verification of the distribution of the funds and must in­
clude:

(1) the total number of eligible trainee FTEs in each clinical medical education pro­
gram;

(2) the name of each funded program and, for each program, the dollar amount distrib­
uted to each training site;

(3) documentation of any discrepancies between the initial grant distribution notice in­
cluded in the commissioner’s approval letter and the actual distribution;

(4) a statement by the sponsoring institution stating that the completed grant verifica­
tion report is valid and accurate; and

(5) other information the commissioner, with advice from the advisory committee, 
deems appropriate to evaluate the effectiveness of the use of funds for medical education.

(c) By February 15 of each year, the commissioner, with advice from the advisory com­
mittee, shall provide an annual summary report to the legislature on the implementation of 
this section.

[For text o f subds 6 to 7a, see M.S.2006]

Subd. 8. Federal financial participation. The commissioner of human services shall 
seek to maximize federal financial participation in payments for medical education and re­
search costs.

The commissioner shall use physician clinic rates where possible to maximize federal 
financial participation. Any additional funds that become available must be distributed un­
der subdivision 4, paragraph (a).

[For text o f subd 9, see M.S.2006]

Subd. 10. [Repealed, 2007 c 147 art 15 s 22]
History: 2007 c i4 7  art 15 s 5 -8

62J.693 MEDICAL RESEARCH.

[For text o f subd 1, see M.S.2006]

Subd. 2. G rant application process, (a) The commissioner of health shall make rec­
ommendations for a process for the submission, review, and approval of research grant ap­
plications. The process shall give priority for grants to applications that are intended to gather 
preliminary data for submission for a subsequent proposal for funding from a federal agency 
or foundation, which awards research money on a competitive, peer-reviewed basis. Grant 
recipients must be able to demonstrate the ability to comply with federal regulations on hu­
man subjects research in accordance with Code of Federal Regulations, title 45, section 46, 
and shall conduct the proposed research. Grants may be awarded to the University of Minne­
sota, the Mayo Clinic, or any other public or private organization in the state involved in 
medical research. The commissioner shall report to the legislature by January 15, 2000, with 
recommendations.

(b) The commissioner may appoint a research advisory committee to provide advice 
and oversight on the grant application process. If the commissioner appoints a research advi­
sory committee, the committee shall be governed by section 15.059 for membership terms 
and removal of members.

History: 2007 c 133 art 3 s 1
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62J.81 DISCLOSURE OF PAYMENTS FOR HEALTH CARE SERVICES.
Subdivision 1. Required disclosure of estimated payment, (a) A health care provider, 

as defined in section 62J.03, subdivision.8, or the provider’s designee as agreed to by that 
designee, shall, at the request of a consumer, and at no cost to the consumer or the consumer’s 
employer, provide that consumer with a good faith estimate of the allowable payment the 
provider has agreed to accept from the consumer’s health plan company for the services spe­
cified by the consumer, specifying the amount of the allowable payment due from the health 
plan company. Health plan companies must allow contracted providers, or their designee, to 
release this information. If a consumer has no applicable public or private coverage, the 
health care provider must give the consumer, and at no cost to the consumer, a good faith 
estimate of the average allowable reimbursement the provider accepts as payment from pri­
vate third-party payers for the services specified by the consumer and the estimated amount 
the noncovered consumer will be required to pay. Payment information provided by a pro­
vider, or by the provider’s designee as agreed to by that designee, to a patient pursuant to this 
subdivision does not constitute a legally binding estimate of the allowable charge for or cost 
to the consumer of services.

(b) A health plan company, as defined in section 62J.03, subdivision 10, shall, at the 
request of an enrollee or the enrollee’s designee, provide that enrollee with a good faith esti­
mate of the allowable amount the health plan company has contracted for with a specified 
provider within the network as total payment for a health care service specified by the enroll­
ee and the portion of the allowable amount due from the enrollee and the enrollee’s out-of- 
pocket costs. An estimate provided to an enrollee under this paragraph is not a legally bind­
ing estimate of the allowable amount or enrollee’s out-of-pocket cost.

[For text o f subd 2, see M.S.2006]

History: 2007 c 147 art 15 s 9

62J.82 HOSPITAL INFORMATION REPORTING DISCLOSURE.
Subdivision 1. Required information. The Minnesota Hospital Association shall de­

velop a Web-based system, available to the public free of charge, for reporting the following, 
for Minnesota residents:

(1) hospital-specific performance on the measures of care developed under section 
256B.072 for acute myocardial infarction, heart failure, and pneumonia;

(2) by January 1, 2009, hospital-specific performance on the public reporting measures 
for hospital-acquired infections as published by the National Quality Forum and collected 
by the Minnesota Hospital Association and Stratis Health in collaboration with infection 
control practitioners; and

(3) charge information, including, but not limited to, number of discharges, average 
length of stay, average charge, average charge per day, and median charge, for each of the 50 
most common inpatient diagnosis-related groups and the 25 most common outpatient surgi­
cal procedures as specified by the Minnesota Hospital Association.

Subd. 2. Web site. The Web site must provide information that compares hospital-spe­
cific data to hospital statewide data. The Web site must be updated annually. The commis­
sioner shall provide a link to this reporting information on the department’s Web site.

Subd. 3. Enforcement. The commissioner shall provide a link to this information on 
the department’s Web site. If a hospital does not provide this information to the Minnesota 
Hospital Association, the commissioner of health may require the hospital to do so in accor­
dance with section 144.55, subdivision 6.

History: 2007 c 147 art 14 s 1
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