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RECORDS.
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MINNESOTA BIRTH DEFECTS INFORMATION
SYSTEM.

BIRTH DEFECTS RECORDS AND REPORTS
REQUIRED.

CLASSIFICATION OF BIRTH DEFECTS
INFORMATION.
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GOVERNMENT AGENCIES.

TRANSFERS OF INFORMATION TO RESEARCH
ENTITIES.

FETAL DEATH REPORTS AND REGISTRATION.
REPORT OF MARRIAGE.

DISCLOSURE OF INFORMATION FROM VITAL
RECORDS.
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FEES.

PENALTIES.

HEALTH RECORDS AND REPORTS

HEALTH RECORDS; CHILDREN OF SCHOOL AGE.
MINNESOTA HEALTH RECORDS ACT

MINNESOTA HEALTH RECORDS ACT.

PATIENT RIGHTS.

CONSTRUCTION.

RELEASE OR DISCLOSURE OF HEALTH RECORDS.

HEALTH RECORDS; REPRODUCTIVE HEALTH
CARE SERVICES.

RECORDS RELATING TO MENTAL HEALTH.
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EXTERNAL RESEARCH.
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INDEPENDENT MEDICAL EXAMINATION.
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MARRIAGE OR GIVING BIRTH, CONSENT FOR
HEALTH SERVICE FOR SELF OR CHILD.

PREGNANCY, VENEREAL DISEASE, ALCOHOL
OR DRUG ABUSE, ABORTION.

NONRESIDENTIAL MENTAL HEALTH SERVICES.
EMERGENCY TREATMENT.
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COSTS.
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PERMITTED SMOKING.

COMMISSIONER OF HEALTH, ENFORCEMENT,
PENALTIES.

HEALTH THREAT PROCEDURES
SCOPE.
DEFINITIONS.
CAUSE OF ACTION.
STANDING.
REPORTING.
PETITION; NOTICE.
TIME OF HEARING AND DUTIES OF COUNSEL.
CRIMINAL IMMUNITY.
STANDARD OF PROOF; EVIDENCE.
REMEDIES.
APPEAL.
TEMPORARY EMERGENCY HOLD.
EMERGENCY HOLD HEARING.
CONTACT DATA.
COSTS.

DATA PRACTICES

DATA PRIVACY.

ISOLATION AND QUARANTINE
ISOLATION AND QUARANTINE OF PERSONS.

DUE PROCESS FOR ISOLATION OR QUARANTINE
OF PERSONS.

EMPLOYEE PROTECTION.

PUBLIC HEALTH EMERGENCY; VACCINATION;
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144574 DANGERS OF SHAKING INFANTS AND YOUNG
CHILDREN.

144.58 INFORMATION, CONFIDENTIAL.
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144.6522 DESIGNATION OF A CAREGIVER.

144.653 RULES; PERIODIC INSPECTIONS; ENFORCEMENT.
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144.654 EXPERTS MAY BE EMPLOYED.

144.655 PROGRAM FOR VOLUNTARY MEDICAL AID.

144.656 EMPLOYEES TO BE COMPENSATED.
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EPIDEMIOLOGICAL DATA

144.658 EPIDEMIOLOGIC DATA DISCOVERY.

144.6581 DETERMINATION OF WHETHER DATA
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144.661 DEFINITIONS.

144.662 TRAUMATIC BRAIN INJURY AND SPINAL CORD
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GRIEVANCES OR COMPLAINTS

144.691 GRIEVANCE PROCEDURES.

HEALTH CARE COST INFORMATION

144.695 CITATION.

144.696 DEFINITIONS.

144.697 GENERAL POWERS AND DUTIES OF STATE
COMMISSIONER OF HEALTH.

144.698 REPORTING REQUIREMENTS.

144.6985 COMMUNITY HEALTH NEEDS ASSESSMENT;
COMMUNITY HEALTH IMPROVEMENT SERVICES;
IMPLEMENTATION.

144.699 CONTINUING ANALYSIS.

144.70 BIENNIAL REPORT.

144.701 RATE DISCLOSURE.

144.702 HOSPITAL AND OUTPATIENT SURGICAL CENTER
COSTS.

144.7022 REPORTING ORGANIZATIONS; PENALTY ORDERS.

144.703 ADDITIONAL POWERS.

STAFFING PLAN REPORTS

144.7055 STAFFING PLAN REPORTS.

ADVERSE HEALTH CARE EVENTS REPORTING

144.706 CITATION.

144.7063 DEFINITIONS.

144.7065

144.7067
144.7068
144.7069

144.71
144.72
144.73
144.74

FACILITY REQUIREMENTS TO REPORT,
ANALYZE, AND CORRECT.

COMMISSIONER DUTIES AND RESPONSIBILITIES.

REPORTS FROM LICENSING BOARDS.

INTERSTATE COORDINATION; REPORTS.
YOUTH CAMPS

PURPOSE; DEFINITIONS.

OPERATION.

STATE COMMISSIONER OF HEALTH, DUTIES.

RULES, STANDARDS.

BLOOD-BORNE PATHOGENS; EMERGENCY MEDICAL

144.7401
144.7402

144.7403

144.7404

144.7405
144.7406
144.7407
144.7408
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144.7411
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144.7413

144.7414
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144.945
144.95

144.9501
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144.9504
144.9505

144.9507
144.9508
144.9509
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SERVICES PERSON
DEFINITIONS.

CONDITIONS FOR APPLICABILITY OF
PROCEDURES.

INFORMATION REQUIRED TO BE GIVEN TO
INDIVIDUALS.

DISCLOSURE OF POSITIVE BLOOD-BORNE
PATHOGEN TEST RESULTS.

CONSENT PROCEDURES GENERALLY.
TESTING OF AVAILABLE BLOOD.

BLOOD SAMPLE COLLECTION FOR TESTING.
NO DISCRIMINATION.

USE OF TEST RESULTS.

TEST INFORMATION CONFIDENTIALITY.

PENALTY FOR UNAUTHORIZED RELEASE OF
INFORMATION.

RESPONSIBILITY FOR TESTING AND
TREATMENT; COSTS.

PROTOCOLS FOR EXPOSURE TO BLOOD-BORNE
PATHOGENS.

PENALTIES AND IMMUNITY.

ALCOHOLISM COUNSELOR
CIVIL SERVICE CLASSIFICATION.

HUMAN GENETICS
POWERS AND DUTIES.
GRANTS OR GIFTS.
MOSQUITO CONTROL
ZIKA PREPAREDNESS AND RESPONSE.
MOSQUITO RESEARCH PROGRAM.
LEAD POISONING PREVENTION ACT

DEFINITIONS.
STATEWIDE LEAD SURVEILLANCE SYSTEM.
PRIMARY PREVENTION.
SECONDARY PREVENTION.

CREDENTIALING OF LEAD FIRMS AND
PROFESSIONALS.

LEAD-RELATED FUNDING.
RULES.

ENFORCEMENT.

LEAD ABATEMENT PROGRAM.
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HEALTHY HOUSING PROGRAMS 144.991 ADMINISTRATIVE PENALTY ORDER PROCEDURE.

1449513  HEALTHY HOUSING GRANTS. 144992 FALSE INFORMATION.

EARLY HEARING DETECTION AND INTERVENTION 144993  RECOVERY OF LITIGATION COSTS AND
PROGRAM EXPENSES.

144966  EARLY HEARING DETECTION AND ENVIRONMENTAL HEALTH TRACKING
INTERVENTION PROGRAM. 144.995 DEFINITIONS; ENVIRONMENTAL HEALTH

ACCREDITATION OF ENVIRONMENTAL LABORATORIES TRACKING AND BIOMONITORING.

144.97 DEFINITIONS. 144996  ENVIRONMENTAL HEALTH TRACKING;

144.98 ACCREDITATION OF ENVIRONMENTAL BIOMONITORING.

LABORATORIES. 144997  BIOMONITORING PILOT PROGRAM.

1449821  ADVANCING HEALTH EQUITY THROUGH 144998  ENVIRONMENTAL HEALTH TRACKING AND
CAPACITY BUILDING AND RESOURCE BIOMONITORING ADVISORY PANEL.
ALLOCATION. 1449981  CLIMATE RESILIENCY.

HEALTH ENFORCEMENT CONSOLIDATION ACT OF 1993 EPINEPHRINE AUTO-INJECTOR;

144989  TITLE; CITATION. AUTHORIZED ENTITIES

144.99 ENFORCEMENT. 144999  EPINEPHRINE AUTO-INJECTOR.

144.001 MS 2006 [Renumbered 15.001]

STATE COMMISSIONER OF HEALTH
144.01 [Repealed, 1977 ¢ 305 s 46]
144.011 DEPARTMENT OF HEALTH.

Subdivision 1. Commissioner. The Department of Health shall be under the control and supervision of
the commissioner of health who shall be appointed by the governor under the provisions of section 15.06.
The State Board of Health is abolished and all powers and duties of the board are transferred to the
commissioner of health. The commissioner shall be selected without regard to political affiliation but with
regard to ability and experience in matters of public health.

Subd. 2. [Repealed, 2014 ¢ 192 art 4 s 3]
History: 71977 ¢ 305 s 39; 1983 ¢ 260 5 30
144.02 [Repealed, 1977 ¢ 305 s 46]
144.03 [Repealed, 1977 ¢ 305 s 46]
144.04 [Repealed, 1977 ¢ 305 s 46]
144.05 GENERAL DUTIES OF COMMISSIONER; REPORTS.

Subdivision 1. General duties. The state commissioner of health shall have general authority as the
state's official health agency and shall be responsible for the development and maintenance of an organized
system of programs and services for protecting, maintaining, and improving the health of the citizens. This
authority shall include but not be limited to the following:

(1) conduct studies and investigations, collect and analyze health and vital data, and identify and describe
health problems;

(2) plan, facilitate, coordinate, provide, and support the organization of services for the prevention and
control of illness and disease and the limitation of disabilities resulting therefrom;
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(3) establish and enforce health standards for the protection and the promotion of the public's health
such as quality of health services, reporting of disease, regulation of health facilities, environmental health
hazards and personnel;

(4) affect the quality of public health and general health care services by providing consultation and
technical training for health professionals and paraprofessionals;

(5) promote personal health by conducting general health education programs and disseminating health
information;

(6) coordinate and integrate local, state and federal programs and services affecting the public's health;

(7) continually assess and evaluate the effectiveness and efficiency of health service systems and public
health programming efforts in the state; and

(8) advise the governor and legislature on matters relating to the public's health.

Subd. 2. Mission; efficiency. It is part of the department's mission that within the department's resources
the commissioner shall endeavor to:

(1) prevent the waste or unnecessary spending of public money;

(2) use innovative fiscal and human resource practices to manage the state's resources and operate the
department as efficiently as possible;

(3) coordinate the department's activities wherever appropriate with the activities of other governmental
agencies;

(4) use technology where appropriate to increase agency productivity, improve customer service, increase
public access to information about government, and increase public participation in the business of
government;

(5) utilize constructive and cooperative labor-management practices to the extent otherwise required by
chapters 43A and 179A;

(6) report to the legislature on the performance of agency operations and the accomplishment of agency
goals in the agency's biennial budget according to section 16A.10, subdivision 1; and

(7) recommend to the legislature appropriate changes in law necessary to carry out the mission and
improve the performance of the department.

Subd. 3. Appropriation transfers to be reported. When the commissioner transfers operational money
between programs under section 16A.285, in addition to the requirements of that section the commissioner
must provide the chairs of the legislative committees that have jurisdiction over the agency's budget with
sufficient detail to identify the account to which the money was originally appropriated, and the account to
which the money is being transferred.

Subd. 4. Identification of deceased individuals. Upon receiving notice under section 149A.90,
subdivision 1, of the death of an individual who cannot be identified, the commissioner must post on the
department's website information regarding the individual for purposes of obtaining information that may
aid in identifying the individual and for purposes of notifying relatives who may be seeking the individual.
The information must remain on the website continuously until the person's identity is determined.
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Subd. 5. Firearms data. Notwithstanding any law to the contrary, the commissioner of health is prohibited
from collecting data on individuals regarding lawful firearm ownership in the state or data related to an
individual's right to carry a weapon under section 624.714.

Subd. 6. Reports on interagency agreements and intra-agency transfers. The commissioner of health
shall provide quarterly reports to the chairs and ranking minority members of the legislative committees
with jurisdiction over health and human services policy and finance on:

(1) interagency agreements or service-level agreements and any renewals or extensions of existing
interagency or service-level agreements with a state department under section 15.01, state agency under
section 15.012, or the Department of Information Technology Services, with a value of more than $100,000,
or related agreements with the same department or agency with a cumulative value of more than $100,000;
and

(2) transfers of appropriations of more than $100,000 between accounts within or between agencies.

The report must include the statutory citation authorizing the agreement, transfer or dollar amount, purpose,
and effective date of the agreement, and duration of the agreement.

Subd. 7. Expiration of report mandates. (a) If the submission of a report by the commissioner of health
to the legislature is mandated by statute and the enabling legislation does not include a date for the submission
of a final report, the mandate to submit the report shall expire in accordance with this section.

(b) If the mandate requires the submission of an annual report and the mandate was enacted before
January 1, 2021, the mandate shall expire on January 1, 2023. If the mandate requires the submission of a
biennial or less frequent report and the mandate was enacted before January 1, 2021, the mandate shall
expire on January 1, 2024.

(c) Any reporting mandate enacted on or after January 1, 2021, shall expire three years after the date of
enactment if the mandate requires the submission of an annual report and shall expire five years after the
date of enactment if the mandate requires the submission of a biennial or less frequent report, unless the
enacting legislation provides for a different expiration date.

(d) The commissioner shall submit a list to the chairs and ranking minority members of the legislative
committees with jurisdiction over health by February 15 of each year, beginning February 15, 2022, of all
reports set to expire during the following calendar year in accordance with this section. The mandate to
submit a report to the legislature under this paragraph does not expire.

Subd. 8. Grant consultation. The commissioner must consult with the commissioner of management
and budget to create, review, and revise grant program performance measures and to evaluate grant programs
administered by the commissioner in accordance with section 16A.055, subdivisions la and 1b.

History: (5339) RL s 2130, 1973 ¢ 3565 2; 1977 ¢ 305 5 45; 1986 ¢ 444, 1995 ¢ 248 art 11 s 11, 1998
c366557,1999c245art 15 14,2002 c 375 art3s 4, I1Sp2010c 1 art20s5; 2016 c 189 art 205 7; 2021
c30art3s10;, 2021 c31art2s16; 2024 c 127 art 59 s 5,6; art 66 s 5

144.0505 COOPERATION WITH COMMISSIONER OF HUMAN SERVICES.

The commissioner shall promptly provide to the commissioner of human services upon request
information on hospital revenues, nursing home licensure, and health maintenance organization revenues
specifically required by the commissioner of human services to operate the provider surcharge program.

History: /1992 c 513 art7s 1
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144.0506 [Repealed, 2014 ¢ 192 art 4 s 3]
144.051 DATA RELATING TO LICENSED AND REGISTERED PERSONS.

Subdivision 1. Purpese. The legislature finds that accurate information pertaining to the numbers,
distribution and characteristics of health-related personnel is required in order that there exist an adequate
information resource at the state level for purposes of making decisions pertaining to health personnel.

Subd. 2. Information system. The commissioner of health shall establish a system for the collection,
analysis and reporting of data on individuals licensed or registered by the commissioner or the health-related
licensing boards as defined in section 214.01, subdivision 2. Individuals licensed or registered by the
commissioner or the health-related licensing boards shall provide information to the commissioner of health
that the commissioner may, pursuant to section 144.052, require. The commissioner shall publish at least
biennially, a report which indicates the type of information available and methods for requesting the
information.

Subd. 3. Data classification; private data. For providers regulated pursuant to sections 144A.43 to
144 A.482 and chapter 144G, the following data collected, created, or maintained by the commissioner are
classified as private data on individuals as defined in section 13.02, subdivision 12:

(1) data submitted by or on behalf of applicants for licenses prior to issuance of the license;

(2) the identity of complainants who have made reports concerning licensees or applicants unless the
complainant consents to the disclosure;

(3) the identity of individuals who provide information as part of surveys and investigations;
(4) Social Security numbers; and
(5) health record data.

Subd. 4. Data classification; public data. For providers regulated pursuant to sections 144A.43 to
144 A.482 and chapter 144G, the following data collected, created, or maintained by the commissioner are
classified as public data as defined in section 13.02, subdivision 15:

(1) all application data on licensees, license numbers, and license status;
(2) licensing information about licenses previously held under this chapter;

(3) correction orders, including information about compliance with the order and whether the fine was
paid;

(4) final enforcement actions pursuant to chapter 14;
(5) orders for hearing, findings of fact, and conclusions of law; and

(6) when the licensee and department agree to resolve the matter without a hearing, the agreement and
specific reasons for the agreement are public data.

Subd. 5. Data classification; confidential data. For providers regulated pursuant to sections 144A.43
to 144A.482 and chapter 144G, the following data collected, created, or maintained by the Department of
Health are classified as confidential data on individuals as defined in section 13.02, subdivision 3: active
investigative data relating to the investigation of potential violations of law by a licensee including data
from the survey process before the correction order is issued by the department.
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Subd. 6. Release of private or confidential data. For providers regulated pursuant to sections 144A.43
to 144A.482 and chapter 144G, the department may release private or confidential data, except Social
Security numbers, to the appropriate state, federal, or local agency and law enforcement office to enhance
investigative or enforcement efforts or further a public health protective process. Types of offices include
Adult Protective Services, Office of the Ombudsman for Long-Term Care and Office of the Ombudsman
for Mental Health and Developmental Disabilities, the health licensing boards, Department of Human
Services, county or city attorney's offices, police, and local or county public health offices.

History: 1978 ¢ 759 s 1; 1986 c 444, 2013 c 108 art 11 s 3-6; 2019 c 60 art 1 s 47; art 4 s 1-3; 75p2020
clart6s?25

144.052 USE OF DATA.

Subdivision 1. Rules. The commissioner, after consultation with the health-related licensing boards as
defined in section 214.01, subdivision 2, shall promulgate rules in accordance with chapter 14 regarding the
types of information collected and the forms used for collection. The types of information collected shall
include licensure or registration status, name, address, birth date, sex, professional activity status, and
educational background or similar information needed in order to make decisions pertaining to health
personnel.

Subd. 2. Coordination with licensure renewal. In order that the collection of the information specified
in this section not impose an unnecessary burden on the licensed or registered individual or require additional
administrative cost to the state, the commissioner of health shall, whenever possible, collect the information
at the time of the individual's licensure or registration renewal. The health-related licensing boards shall
include the request for the information that the commissioner may require pursuant to subdivision 1 with
the licensure renewal application materials, provided, however, that the collection of health personnel data
by the commissioner shall not cause the licensing boards to incur additional costs or delays with regard to
the license renewal process.

History: 1978 ¢ 759 s 2; 1982 ¢ 424 s 130, 1986 c 444
144.0525 EPIDEMIOLOGIC STUDIES; HEALTH HAZARDS; HEALTH SURVEILLANCE.

All data collected by the commissioner of health under sections 176.234, 268.19, and 270B.14, subdivision
11, shall be used only for the purposes of epidemiologic investigations, notification of persons exposed to
health hazards as a result of employment, and surveillance of occupational health and safety.

History: 1991 ¢ 202 s 5; 1992 ¢ 5695 7, 1994 c 483 s 1; 1997 c 665 79
144.0526 MINNESOTA ONE HEALTH ANTIMICROBIAL STEWARDSHIP COLLABORATIVE.

Subdivision 1. Establishment. The commissioner of health shall establish the Minnesota One Health
Antimicrobial Stewardship Collaborative. The commissioner shall hire a director to execute operations,
conduct health education, and provide technical assistance.

Subd. 2. Commissioner's duties. The commissioner of health shall oversee a program to:

(1) maintain the position of director of One Health Antimicrobial Stewardship to lead state antimicrobial
stewardship initiatives across human, animal, and environmental health;

(2) communicate to professionals and the public the interconnectedness of human, animal, and
environmental health, especially related to preserving the efficacy of antibiotic medications, which are a
shared resource;
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(3) leverage new and existing partnerships. The commissioner of health shall consult and collaborate
with academic institutions, industry and community organizations, and organizations and agencies in fields
including but not limited to health care, veterinary medicine, and animal agriculture to inform strategies for
education, practice improvement, and research in all settings where antimicrobial products are used;

(4) ensure that veterinary settings have education and strategies needed to practice appropriate antibiotic
prescribing, implement clinical antimicrobial stewardship programs, and prevent transmission of
antimicrobial-resistant microbes; and

(5) support collaborative research and programmatic initiatives to improve the understanding of the
impact of antimicrobial use and resistance in the natural environment.

Subd. 3. Biennial report. By January 15, 2025, and every two years thereafter, the commissioner of
health shall report to the chairs and ranking minority members of the legislative committees with primary
jurisdiction over health policy and finance on the work accomplished by the commissioner under this section
and the collaborative research conducted in the previous two years and on program goals for the upcoming
two years.

History: 2023 ¢ 70 art 4 s 14, 2024 c 127 art 59 s 7
144.0528 COMPREHENSIVE DRUG OVERDOSE AND MORBIDITY PREVENTION ACT.

Subdivision 1. Definition. For the purpose of this section, "drug overdose and morbidity" means health
problems that people experience after inhaling, ingesting, or injecting medicines in quantities that exceed
prescription status; medicines taken that are prescribed to a different person; medicines that have been
adulterated or adjusted by contaminants intentionally or unintentionally; or nonprescription drugs in amounts
that result in morbidity or mortality.

Subd. 2. Establishment. The commissioner of health shall establish a comprehensive drug overdose
and morbidity program to conduct comprehensive drug overdose and morbidity prevention activities,
epidemiologic investigations and surveillance, and evaluation to monitor, address, and prevent drug overdoses
statewide through integrated strategies that include the following:

(1) advance access to evidence-based nonnarcotic pain management services;

(2) implement culturally specific interventions and prevention programs with population and community
groups in greatest need, including those who are pregnant and their infants;

(3) enhance overdose prevention and supportive services for people experiencing homelessness. This
strategy includes funding for emergency and short-term housing subsidies through the homeless overdose
prevention hub and expanding support for syringe services programs serving people experiencing
homelessness statewide;

(4) equip employers to promote health and well-being of employees by addressing substance misuse
and drug overdose;

(5) improve outbreak detection and identification of substances involved in overdoses through the
expansion of the Minnesota Drug Overdose and Substance Use Surveillance Activity (MNDOSA);

(6) implement Tackling Overdose With Networks (TOWN) community prevention programs;

(7) identify, address, and respond to drug overdose and morbidity in those who are pregnant or have
just given birth through multitiered approaches that may:
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(1) promote medication-assisted treatment options;

(ii) support programs that provide services in accord with evidence-based care models for mental health
and substance abuse disorder;

(iii) collaborate with interdisciplinary and professional organizations that focus on quality improvement
initiatives related to substance use disorder; and

(iv) implement substance use disorder-related recommendations from the maternal mortality review
committee, as appropriate; and

(8) design a system to assess, address, and prevent the impacts of drug overdose and morbidity on those
who are pregnant, their infants, and children. Specifically, the commissioner of health may:

(1) inform health care providers and the public of the prevalence, risks, conditions, and treatments
associated with substance use disorders involving or affecting pregnancies, infants, and children; and

(i1) identify communities, families, infants, and children affected by substance use disorder in order to
recommend focused interventions, prevention, and services.

Subd. 3. Partnerships. The commissioner of health may consult with sovereign Tribal nations, the
Minnesota Departments of Human Services, Corrections, Public Safety, and Education, local public health
agencies, care providers and insurers, community organizations that focus on substance abuse risks and
recovery, individuals affected by substance use disorders, and any other individuals, entities, and organizations
as necessary to carry out the goals of this section.

Subd. 4. Grants authorized. (a) The commissioner of health may award grants, as funding allows, to
entities and organizations focused on addressing and preventing the negative impacts of drug overdose and
morbidity. Examples of activities the commissioner may consider for these grant awards include:

(1) developing, implementing, or promoting drug overdose and morbidity prevention programs and
activities;

(2) community outreach and other efforts addressing the root causes of drug overdose and morbidity;

(3) identifying risk and protective factors relating to drug overdose and morbidity that contribute to
identification, development, or improvement of prevention strategies and community outreach;

(4) developing or providing trauma-informed drug overdose and morbidity prevention and services;

(5) developing or providing culturally and linguistically appropriate drug overdose and morbidity
prevention and services, and programs that target and serve historically underserved communities;

(6) working collaboratively with educational institutions, including school districts, to implement drug
overdose and morbidity prevention strategies for students, teachers, and administrators;

(7) working collaboratively with sovereign Tribal nations, care providers, nonprofit organizations,
for-profit organizations, government entities, community-based organizations, and other entities to implement
substance misuse and drug overdose prevention strategies within their communities; and

(8) creating or implementing quality improvement initiatives to improve drug overdose and morbidity
treatment and outcomes.
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(b) Any organization or government entity receiving grant money under this section must collect and
make available to the commissioner of health aggregate data related to the activity funded by the program
under this section. The commissioner of health shall use the information and data from the program evaluation
to inform the administration of existing Department of Health programming and the development of
Department of Health policies, programs, and procedures.

Subd. 5. Promotion; administration. In fiscal years 2026 and beyond, the commissioner may spend
up to 25 percent of the total funding appropriated for the comprehensive drug overdose and morbidity
program in each fiscal year to promote, administer, support, and evaluate the programs authorized under
this section and to provide technical assistance to program grantees.

Subd. 6. External contributions. The commissioner may accept contributions from governmental and
nongovernmental sources and may apply for grants to supplement state appropriations for the programs
authorized under this section. Contributions and grants received from the sources identified in this subdivision
to advance the purpose of this section are appropriated to the commissioner for the comprehensive drug
overdose and morbidity program.

Subd. 7. Program evaluation. Beginning February 28, 2024, the commissioner of health shall report
every even-numbered year to the legislative committees with jurisdiction over health detailing the expenditures
of funds authorized under this section. The commissioner shall use the data to evaluate the effectiveness of
the program. The commissioner must include in the report:

(1) the number of organizations receiving grant money under this section;
(2) the number of individuals served by the grant programs;
(3) a description and analysis of the practices implemented by program grantees; and

(4) best practices recommendations to prevent drug overdose and morbidity, including culturally relevant
best practices and recommendations focused on historically underserved communities.

Subd. 8. Measurement. Notwithstanding any law to the contrary, the commissioner of health shall
assess and evaluate grants and contracts awarded using available data sources, including but not limited to
the Minnesota All Payer Claims Database (MN APCD), the Minnesota Behavioral Risk Factor Surveillance
System (BRFSS), the Minnesota Student Survey, vital records, hospitalization data, syndromic surveillance,
and the Minnesota Electronic Health Record Consortium.

History: 2023 c 70 art 4 s 15
144.053 RESEARCH STUDIES CONFIDENTIAL.

Subdivision 1. Status of data collected by commissioner. All information, records of interviews,
written reports, statements, notes, memoranda, or other data procured by the state commissioner of health,
in connection with studies conducted by the state commissioner of health, or carried on by the said
commissioner jointly with other persons, agencies or organizations, or procured by such other persons,
agencies or organizations, for the purpose of reducing the morbidity or mortality from any cause or condition
of health shall be confidential and shall be used solely for the purposes of medical or scientific research.

Subd. 2. Limits on use and disclosure. Such information, records, reports, statements, notes, memoranda,
or other data shall not be admissible as evidence in any action of any kind in any court or before any other
tribunal, board, agency or person. Such information, records, reports, statements, notes, memoranda, or other
data shall not be exhibited nor their contents disclosed in any way, in whole or in part, by any representative
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of the state commissioner of health, nor by any other person, except as may be necessary for the purpose of
furthering the research project to which they relate. No person participating in such research project shall
disclose, in any manner, the information so obtained except in strict conformity with such research project.
No employee of said commissioner shall interview any patient named in any such report, nor a relative of
any such patient, unless the consent of the attending physician and surgeon is first obtained.

Subd. 3. No liability for giving information. The furnishing of such information to the state
commissioner of health or an authorized representative, or to any other cooperating agency in such research
project, shall not subject any person, hospital, sanitarium, nursing home or other person or agency furnishing
such information, to any action for damages or other relief.

Subd. 4. Violation a misdemeanor. Any disclosure other than is provided for in this section, is hereby
declared to be a misdemeanor and punishable as such.

Subd. 5. Personally identifying information. The commissioner of health or the commissioner's agent
is not required to solicit information that personally identifies persons selected to participate in an
epidemiologic study if the commissioner determines that:

(1) the study monitors incidence or prevalence of a serious disease to detect potential health problems
and predict risks, provides specific information to develop public health strategies to prevent serious disease,
enables the targeting of intervention resources for communities, patients, or groups at risk of the disease,
and informs health professionals about risks, early detection, or treatment of the disease;

(2) the personally identifying information is not necessary to validate the quality, accuracy, or
completeness of the study; or

(3) the collection of personally identifying information may seriously jeopardize the validity of study
results, as demonstrated by an epidemiologic study.

History: 71955 ¢ 769 s 1-4; 1976 ¢ 173 s 31; 1977 ¢ 305 s 45; 1986 c 444; 1988 ¢ 689 art 2 s 29
144.0535 ENTRY FOR INSPECTION.

For the purposes of performing their official duties, all officers and employees of the state Department
of Health shall have the right to enter any building, conveyance, or place where contagion, infection, filth,
or other source or cause of preventable disease exists or is reasonably suspected.

History: 1989 c 282 art2s 7
144.054 SUBPOENA POWER.

Subdivision 1. Generally. The commissioner may, as part of an investigation to determine whether a
serious health threat exists or to locate persons who may have been exposed to an agent which can seriously
affect their health, issue subpoenas to require the attendance and testimony of witnesses and production of
books, records, correspondence, and other information relevant to any matter involved in the investigation.
The commissioner or the commissioner's designee may administer oaths to witnesses or take their affirmation.
The subpoenas may be served upon any person named therein anywhere in the state by any person authorized
to serve subpoenas or other processes in civil actions of the district courts. If a person to whom a subpoena
is issued does not comply with the subpoena, the commissioner may apply to the district court in any district
and the court shall order the person to comply with the subpoena. Failure to obey the order of the court may
be punished by the court as contempt of court. Except as provided in subdivision 2, no person may be
compelled to disclose privileged information as described in section 595.02, subdivision 1. All information
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pertaining to individual medical records obtained under this section shall be considered health data under
section 13.3805, subdivision 1. The fees for the service of a subpoena must be paid in the same manner as
prescribed by law for a service of process issued out of a district court. Witnesses must receive the same
fees and mileage as in civil actions.

Subd. 2. HIV; HBV. The commissioner may subpoena privileged medical information of patients who
may have been exposed by a licensed dental hygienist, dentist, physician, nurse, podiatrist, a registered
dental assistant, or a physician assistant who is infected with the human immunodeficiency virus (HIV) or
hepatitis B virus (HBV) when the commissioner has determined that it may be necessary to notify those
patients that they may have been exposed to HIV or HBV.

History: 1988 ¢ 579s 1; 1992 c 559 art 1 s 1; 1999 ¢ 227 s 22; 2014 ¢ 291 art 4 s 58
144.055 HOME SAFETY PROGRAMS.

Subdivision 1. Preventing home accidents; working with local boards. The state commissioner of
health is authorized to develop and conduct by exhibit, demonstration and by health education or public
health engineering activity, or by any other means or methods which the commissioner may determine to
be suitable and practicable for the purpose, a program in home safety designed to prevent accidents and
fatalities resulting therefrom. The commissioner shall cooperate with community health boards as defined
in section 145A.02, subdivision 5, the Minnesota Safety Council, and other interested voluntary groups in
its conduct of such programs.

Subd. 2. Sharing equipment and staff. For the purpose of assisting community health boards to develop
community home safety programs and to conduct such surveys of safety hazards in municipalities and
counties, the commissioner may loan or furnish exhibit, demonstration, and educational materials, and may
assign personnel for a limited period to such community health boards.

History: 1957 ¢ 290s 1; 1977 ¢ 305 s 45, 1987 ¢ 3095 24; 2014 c 291 art 75 28; 2015 c 21 art I s 109
144.056 PLAIN LANGUAGE IN WRITTEN MATERIALS.

(a) To the extent reasonable and consistent with the goals of providing easily understandable and readable
materials and complying with federal and state laws governing the program, all written materials relating
to determinations of eligibility for or amounts of benefits that will be given to applicants for or recipients
of assistance under a program administered or supervised by the commissioner of health must be
understandable to a person who reads at the seventh-grade level, using the Flesch scale analysis readability
score as determined under section 72C.09.

(b) All written materials relating to services and determinations of eligibility for or amounts of benefits
that will be given to applicants for or recipients of assistance under programs administered or supervised
by the commissioner of health must be developed to satisfy the plain language requirements of the Plain
Language Contract Act under sections 325G.29 to 325G.36. Materials may be submitted to the attorney
general for review and certification. Notwithstanding section 325G.35, subdivision 1, the attorney general
shall review submitted materials to determine whether they comply with the requirements of section 325G.31.
The remedies available pursuant to sections 8.31 and 325G.33 to 325G.36 do not apply to these materials.
Failure to comply with this section does not provide a basis for suspending the implementation or operation
of other laws governing programs administered by the commissioner.

(¢) The requirements of this section apply to all materials modified or developed by the commissioner
on or after July 1, 1988. The requirements of this section do not apply to materials that must be submitted
to a federal agency for approval to the extent that application of the requirements prevents federal approval.
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(d) Nothing in this section may be construed to prohibit a lawsuit brought to require the commissioner
to comply with this section or to affect individual appeal rights under the special supplemental food program
for women, infants, and children granted pursuant to federal regulations under the Code of Federal
Regulations, chapter 7, section 246.

History: /1988 c 689 art 2 s 30; 1997 c 7 art 2 s 13
144.057 BACKGROUND STUDIES ON LICENSEES AND OTHER PERSONNEL.

Subdivision 1. Background studies required. (a) Except as specified in paragraph (b), the commissioner
of health shall contract with the commissioner of human services to conduct background studies of:

(1) individuals providing services that have direct contact, as defined under section 245C.02, subdivision
11, with patients and residents in hospitals, boarding care homes, outpatient surgical centers licensed under
sections 144.50 to 144.58; nursing homes and home care agencies licensed under chapter 144A; assisted
living facilities and assisted living facilities with dementia care licensed under chapter 144G; and board and
lodging establishments that are registered to provide supportive or health supervision services under section
157.17,

(2) individuals specified in section 245C.03, subdivision 1, who perform direct contact services in a
nursing home or a home care agency licensed under chapter 144A; an assisted living facility or assisted
living facility with dementia care licensed under chapter 144G; or a boarding care home licensed under
sections 144.50 to 144.58. If the individual under study resides outside Minnesota, the study must include
a check for substantiated findings of maltreatment of adults and children in the individual's state of residence
when the information is made available by that state, and must include a check of the National Crime
Information Center database;

(3) all other employees in assisted living facilities or assisted living facilities with dementia care licensed
under chapter 144G, nursing homes licensed under chapter 144A, and boarding care homes licensed under
sections 144.50 to 144.58. A disqualification of an individual in this section shall disqualify the individual
from positions allowing direct contact or access to patients or residents receiving services. "Access" means
physical access to a client or the client's personal property without continuous, direct supervision as defined
in section 245C.02, subdivision 8, when the employee's employment responsibilities do not include providing
direct contact services;

(4) individuals employed by a supplemental nursing services agency, as defined under section 144A.70,
who are providing services in health care facilities;

(5) controlling persons of a supplemental nursing services agency, as defined under section 144A.70;
and

(6) license applicants, owners, managerial officials, and controlling individuals who are required under
section 144 A.476, subdivision 1, or 144G.13, subdivision 1, to undergo a background study under chapter
245C, regardless of the licensure status of the license applicant, owner, managerial official, or controlling
individual.

(b) The commissioner of human services shall not conduct a background study on any individual identified
in paragraph (a), clauses (1) to (5), if the individual has a valid license issued by a health-related licensing
board as defined in section 214.01, subdivision 2, and has completed the criminal background check as
required in section 214.075. An entity that is affiliated with individuals who meet the requirements of this
paragraph must separate those individuals from the entity's roster for NETStudy 2.0.
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(c) If a facility or program is licensed by the Department of Human Services and subject to the background
study provisions of chapter 245C and is also licensed by the Department of Health, the Department of Human
Services is solely responsible for the background studies of individuals in the jointly licensed programs.

Subd. 2. Responsibilities of Department of Human Services. The Department of Human Services
shall conduct the background studies required by subdivision 1 in compliance with the provisions of chapter
245C. For the purpose of this section, the term "residential program" shall include all facilities described in
subdivision 1. The Department of Human Services shall provide necessary forms and instructions, shall
conduct the necessary background studies of individuals, and shall provide notification of the results of the
studies to the facilities, supplemental nursing services agencies, individuals, and the commissioner of health.
Individuals shall be disqualified under the provisions of chapter 245C. If an individual is disqualified, the
Department of Human Services shall notify the facility, the supplemental nursing services agency, and the
individual and shall inform the individual of the right to request a reconsideration of the disqualification by
submitting the request to the Department of Health.

Subd. 3. Reconsiderations. The commissioner of health shall review and decide reconsideration requests,
including the granting of variances, in accordance with the procedures and criteria contained in chapter
245C. The commissioner must set aside a disqualification for an individual who requests reconsideration
and who meets the criteria described in section 245C.22, subdivision 4, paragraph (d). The commissioner's
decision shall be provided to the individual and to the Department of Human Services. The commissioner's
decision to grant or deny a reconsideration of disqualification is the final administrative agency action,
except for the provisions under sections 245C.25, 245C.27, and 245C.28, subdivision 3.

Subd. 4. Responsibilities of facilities and agencies. Facilities and agencies described in subdivision 1
shall be responsible for cooperating with the departments in implementing the provisions of this section.
The responsibilities imposed on applicants and licensees under chapters 245A and 245C shall apply to these
facilities and supplemental nursing services agencies. The provision of section 245C.09, shall apply to
applicants, licensees, registrants, or an individual's refusal to cooperate with the completion of the background
studies. Supplemental nursing services agencies subject to the registration requirements in section 144A.71
must maintain records verifying compliance with the background study requirements under this section.

History: 1995 c 229 art 3 s 4, 1996 c 305 art 1 s 35, 1996 c 408 art 10s 1-3; 1997 ¢ 248 s 1, 1Sp2001
cQart7s1;art14s2;2002c 379 art1s 49,113; 2003 c 15art1s33;2015¢c71art7s2; 2019 c 60 art
1s47; art4s4;, 1Sp2019c9art2s 12,2022 c 98 art 1 s 1

144.0571 [Repealed, 1Sp2017 ¢ 6 art 10 s 148]

144.0572 CRIMINAL HISTORY BACKGROUND CHECKS ON APPLICANTS, LICENSEES, AND
OTHER OCCUPATIONS REGULATED BY COMMISSIONER OF HEALTH.

Subdivision 1. Criminal history background check requirements. (a) Beginning January 1, 2018, an
applicant for initial licensure, temporary licensure, or relicensure after a lapse in licensure as an audiologist
or speech-language pathologist, a speech-language pathology assistant, or an applicant for initial certification
as a hearing instrument dispenser, must submit to a criminal history records check of state data completed
by the Bureau of Criminal Apprehension (BCA) and a national criminal history records check, including a
search of the records of the Federal Bureau of Investigation (FBI).

(b) Beginning January 1, 2020, an applicant for a renewal license or certificate as an audiologist,
speech-language pathologist, or hearing instrument dispenser who was licensed or obtained a certificate
before January 1, 2018, must submit to a criminal history records check of state data completed by the BCA
and a national criminal history records check, including a search of the records of the FBI.
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(¢) An applicant must submit to a background study under chapter 245C.

(d) The criminal history records check must be structured so that any new crimes that an applicant or
licensee or certificate holder commits after the initial background check are flagged in the BCA's or FBI's
database and reported back to the commissioner of human services.

[See Note.]

Subd. 2. Procedures. (a) The commissioner shall contract with the Department of Human Services to
process the criminal history background check requirements through NETStudy 2.0, as defined in section
245C.02.

(b) The Department of Human Services shall conduct the criminal history background checks according
to section 144.057, except that:

(1) all applicants must submit to a fingerprint-based criminal history records check of state data completed
by the BCA and a national criminal history records check, including a search of the records of the FBI;

(2) the Department of Human Services shall complete the check and the study and notify the commissioner
of health if the applicant, licensee, or certificate holder has a criminal history as defined in section 245C.15;
and

(3) the Department of Human Services shall simultaneously conduct a background study on each applicant
according to chapter 245C.

(c) When making a determination whether to issue a license, deny a license, or issue a conditional license
or other credential to practice an occupation regulated by the Department of Health, the commissioner or
the commissioner's designee shall evaluate a criminal conviction, guilty plea, Alford plea, judicial
determination, or preponderance of evidence to determine an applicant's risk of harm using the criteria in
section 364.03.

(d) Before taking disciplinary action against an applicant or a licensee based on a criminal conviction,
judicial determination, admission in court, Alford plea, or preponderance of evidence, the commissioner of
health shall provide the applicant or licensee an opportunity to complete or challenge the accuracy of the
criminal history information. The applicant or licensee shall have 30 calendar days following notice from
the commissioner of the intent to deny licensure or take disciplinary action to request an opportunity to
correct or complete the record prior to the commissioner taking disciplinary action. The commissioner shall
provide the applicant up to 180 days to challenge the accuracy or completeness of the report with the agency
responsible for the record. This subdivision does not affect the right of the subject of the data to contest the
accuracy or completeness under section 13.04, subdivision 4.

(e) The checks and studies must be structured so that any new crimes that an applicant or licensee
commits after the initial background check are flagged in the BCA's or FBI's database and reported back to
the commissioner of human services.

Subd. 3. Applicant, licensee, or other regulated individual's responsibilities. (a) Applicants, licensees,
and individuals seeking a credential to practice one of the public health occupations listed in subdivision 1
must submit a complete criminal history records check consent form, a complete background study consent
form, and a full set of fingerprints as required by the Department of Human Services in section 245C.05.
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(b) The applicant or license holder is responsible for paying to the Department of Human Services all
fees associated with the preparation of the fingerprints, the criminal records check consent form, and the
criminal background check.

History: ISp2017 c 6 art 105 56, 2024 c 127 art 25 s 1

NOTE: The amendment to subdivision 1 by Laws 2024, chapter 127, article 25, section 1, is effective
July 1, 2025. Laws 2024, chapter 127, article 25, section 1, the effective date.

144.058 INTERPRETER SERVICES QUALITY INITIATIVE.

(a) The commissioner of health shall establish a voluntary statewide roster and develop a plan for a
registry and certification process for interpreters who provide high quality, spoken language health care
interpreter services. The roster, registry, and certification process shall be based on the findings and
recommendations set forth by the Interpreter Services Work Group required under Laws 2007, chapter 147,
article 12, section 13.

(b) By January 1, 2009, the commissioner shall establish a roster of all available interpreters to address
access concerns, particularly in rural areas.

(c) By January 15, 2010, the commissioner shall:
(1) develop a plan for a registry of spoken language health care interpreters, including:

(1) development of standards for registration that set forth educational requirements, training requirements,
demonstration of language proficiency and interpreting skills, agreement to abide by a code of ethics, and
a criminal background check;

(i1) recommendations for appropriate alternate requirements in languages for which testing and training
programs do not exist;

(iil) recommendations for appropriate fees; and
(iv) recommendations for establishing and maintaining the standards for inclusion in the registry; and

(2) develop a plan for implementing a certification process based on national testing and certification
processes for spoken language interpreters 12 months after the establishment of a national certification
process.

(d) The commissioner shall consult with the Interpreter Stakeholder Group of the Upper Midwest
Translators and Interpreters Association for advice on the standards required to plan for the development
of a registry and certification process.

(e) The commissioner shall charge an annual fee of $50 to include an interpreter in the roster. Fee revenue
shall be deposited in the state government special revenue fund. All fees are nonrefundable.

History: 2008 ¢ 363 art 17 s 2; 2024 ¢ 127 art 59 5 8
144.059 PALLIATIVE CARE ADVISORY COUNCIL.
Subdivision 1. Membership. The Palliative Care Advisory Council shall consist of 18 public members.

Subd. 2. Public members. (a) The commissioner shall appoint, in the manner provided in section
15.0597, 18 public members, including the following:
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(1) two physicians, of which one is certified by the American Board of Hospice and Palliative Medicine;

(2) two registered nurses or advanced practice registered nurses, of which one is certified by the National
Board for Certification of Hospice and Palliative Nurses;

(3) one care coordinator experienced in working with people with serious or chronic illness and their
families;

(4) one spiritual counselor experienced in working with people with serious or chronic illness and their
families;

(5) three licensed health professionals, such as complementary and alternative health care practitioners,
dietitians or nutritionists, pharmacists, or physical therapists, who are neither physicians nor nurses, but who
have experience as members of a palliative care interdisciplinary team working with people with serious or
chronic illness and their families;

(6) one licensed social worker experienced in working with people with serious or chronic illness and
their families;

(7) four patients or personal caregivers experienced with serious or chronic illness;
(8) one representative of a health plan company;

(9) one physician assistant that is a member of the American Academy of Hospice and Palliative Medicine;
and

(10) two members from any of the categories described in clauses (1) to (9).

(b) Council membership must include, where possible, representation that is racially, culturally,
linguistically, geographically, and economically diverse.

(c) The council must include at least six members who reside outside Anoka, Carver, Chisago, Dakota,
Hennepin, Isanti, Mille Lacs, Ramsey, Scott, Sherburne, Sibley, Stearns, Washington, or Wright Counties.

(d) To the extent possible, council membership must include persons who have experience in palliative
care research, palliative care instruction in a medical or nursing school setting, palliative care services for
veterans as a provider or recipient, or pediatric care.

(e) Council membership must include health professionals who have palliative care work experience or
expertise in palliative care delivery models in a variety of inpatient, outpatient, and community settings,
including acute care, long-term care, or hospice, with a variety of populations, including pediatric, youth,
and adult patients.

Subd. 3. Term. Members of the council shall serve for a term of three years and may be reappointed.
Members shall serve until their successors have been appointed.

Subd. 4. Administration. The commissioner or the commissioner's designee shall provide meeting
space and administrative services for the council.

Subd. 5. Chairs. At the council's first meeting, and biannually thereafter, the members shall elect a chair
and a vice-chair whose duties shall be established by the council.

Subd. 6. Meeting. The council shall meet at least twice yearly.
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Subd. 7. No compensation. Public members of the council serve without compensation or reimbursement
for expenses.

Subd. 8. Duties. (a) The council shall consult with and advise the commissioner on matters related to
the establishment, maintenance, operation, and outcomes evaluation of palliative care initiatives in the state.

(b) By February 15 of each year, the council shall submit to the chairs and ranking minority members
of the committees of the senate and the house of representatives with primary jurisdiction over health care
a report containing:

(1) the advisory council's assessment of the availability of palliative care in the state;
(2) the advisory council's analysis of barriers to greater access to palliative care; and
(3) recommendations for legislative action, with draft legislation to implement the recommendations.
(c) The Department of Health shall publish the report each year on the department's website.
Subd. 9. Open meetings. The council is subject to the requirements of chapter 13D.
Subd. 10. MS 2022 [Repealed, 2023 ¢ 70 art 4 s 113]
History: I1Sp2017 c 6 art 10s 57
144.06 STATE COMMISSIONER OF HEALTH TO PROVIDE INSTRUCTION.

The state commissioner of health, hereinafter referred to as the commissioner, is hereby authorized to
provide instruction and advice to expectant mothers and fathers during pregnancy and to mothers, fathers,
and their infants after childbirth; and to employ such persons as may be necessary to carry out the requirements
of sections 144.06 and 144.07. The instruction, advice, and care shall be given only to applicants residing
within the state. No person receiving aid under this section and sections 144.07 and 144.09 shall for this
reason be affected thereby in any civil or political rights, nor shall the person's identity be disclosed except
upon written order of the commissioner.

History: (5340, 5341, 5342) 1921 ¢ 3925 1-3; 1977 ¢ 3055 45; 1981 ¢ 31 s 2
144.061 EARLY DENTAL PREVENTION INITIATIVE.

(a) The commissioner of health, in collaboration with the commissioner of human services, shall
implement a statewide initiative to increase awareness among communities of color and recent immigrants
on the importance of early preventive dental intervention for infants and toddlers before and after primary
teeth appear.

(b) The commissioner shall develop educational materials and information for expectant and new parents
within the targeted communities that include the importance of early dental care to prevent early cavities,
including proper cleaning techniques and feeding habits, before and after primary teeth appear.

(c) The commissioner shall develop a distribution plan to ensure that the materials are distributed to
expectant and new parents within the targeted communities, including, but not limited to, making the materials
available to health care providers, community clinics, WIC sites, and other relevant sites within the targeted
communities.
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(d) In developing these materials and distribution plan, the commissioner shall work collaboratively
with members of the targeted communities, dental providers, pediatricians, child care providers, and home
visiting nurses.

(e) The commissioner shall, with input from stakeholders listed in paragraph (d), develop and pilot
incentives to encourage early dental care within one year of an infant's teeth erupting.

History: 2015 c 71 art 8 s 23
144.062 VACCINE COST REDUCTION PROGRAM.

The commissioner of administration, after consulting with the commissioner of health, shall negotiate
discounts or rebates on vaccine or may purchase vaccine at reduced prices. Vaccines may be offered for
sale to medical care providers at the department's cost plus a fee for administrative costs. As a condition of
receiving the vaccine at reduced cost, a medical care provider must agree to pass on the savings to patients.
The commissioner of health may transfer money appropriated for other Department of Health programs to
the commissioner of administration for the initial cost of purchasing vaccine, provided the money is repaid
by the end of each state fiscal year and the commissioner of management and budget approves the transfer.
Proceeds from the sale of vaccines to medical care providers, including fees collected for administrative
costs, are appropriated to the commissioner of administration. If the commissioner of administration, in
consultation with the commissioner of health, determines that a vaccine cost reduction program is not
economically feasible or cost-effective, the commissioner may elect not to implement the program.

History: 1990 c 568 art 2 s 5, 1997 ¢ 7 art 2 s 14, 2009 ¢ 101 art 2 s 109
144.064 THE VIVIAN ACT.
Subdivision 1. Short title. This section shall be known and may be cited as the "Vivian Act."
Subd. 2. Definitions. For purposes of this section, the following terms have the meanings given them:

(1) "CMV" means the human herpesvirus cytomegalovirus, also called HCMV, human herpesvirus 5,
and HHV-5;

(2) "commissioner" means the commissioner of health;

(3) "congenital CMV" means the transmission of a CMV infection from a pregnant mother to her fetus;
and

(4) "health care practitioner" means a health care professional who provides prenatal or postnatal care
or care to infants.

Subd. 3. Commissioner duties. (a) The commissioner shall make available to health care practitioners,
women who may become pregnant, expectant parents, and parents of infants up-to-date and evidence-based
information about congenital CMV that has been reviewed by experts with knowledge of the disease. The
information shall include the following:

(1) the recommendation to consider testing for congenital CMV if the parent or legal guardian of the
infant elected not to have newborn screening performed under section 144.125, the infant failed a newborn
hearing screening, or pregnancy history suggests increased risk for congenital CMV infection;

(2) the incidence of CMV;

(3) the transmission of CMV to pregnant women and women who may become pregnant;
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(4) birth defects caused by congenital CMV;

(5) available preventative measures to avoid the infection of women who are pregnant or may become
pregnant; and

(6) resources available for families of children born with congenital CMV.

(b) The commissioner shall follow existing department practice, inclusive of community engagement,
to ensure that the information in paragraph (a) is culturally and linguistically appropriate for all recipients.

(¢) The commissioner shall establish an outreach program to:

(1) educate women who may become pregnant, expectant parents, and parents of infants about CMV;
and

(2) raise awareness for CMV among health care practitioners.

(d) The Advisory Committee on Heritable and Congenital Disorders established under section 144.1255
shall review congenital CMV for inclusion on the list of tests to be performed under section 144.125. If the
committee recommends and the commissioner approves the recommendation of adding congenital CMV to
the newborn screening panel, the commissioner shall publish the addition in the State Register and the per
specimen fee for screening under section 144.125, subdivision 1, paragraph (c), shall be increased by $43,
for a total of $220 per specimen, effective upon publication in the State Register.

History: /1Sp2021 c 7 art 3 s 11
144.065 PREVENTION AND TREATMENT OF SEXUALLY TRANSMITTED INFECTIONS.

The state commissioner of health shall assist local health agencies and organizations throughout the
state with the development and maintenance of services for the detection and treatment of sexually transmitted
infections. These services shall provide for research, screening and diagnosis, treatment, case finding,
investigation, and the dissemination of appropriate educational information. The state commissioner of
health shall determine the composition of such services and shall establish a method of providing funds to
community health boards as defined in section 145A.02, subdivision 5, state agencies, state councils, and
nonprofit corporations, which offer such services. The state commissioner of health shall provide technical
assistance to such agencies and organizations in accordance with the needs of the local area. Planning and
implementation of services and technical assistance may be conducted in collaboration with community
health boards; state agencies, including the University of Minnesota and the Department of Education; state
councils; nonprofit organizations; and representatives of affected populations.

History: 1974 ¢ 575 s 6, 1977 ¢ 305 s 45, 1985 ¢ 248 s 70; 1999 ¢ 245 art 2 s 15, 2003 ¢ 130 s 12;
2014 ¢ 291 art 7 s 28

144.07 POWERS OF COMMISSIONER.
The commissioner may:

(1) make all reasonable rules necessary to carry into effect the provisions of this section and sections
144.06 and 144.09, and may amend, alter, or repeal such rules;

(2) accept private gifts for the purpose of carrying out the provisions of those sections;

(3) cooperate with agencies, whether city, state, federal, or private, which carry on work for maternal
and infant hygiene;
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(4) make investigations and recommendations for the purpose of improving maternity care;

(5) promote programs and services available in Minnesota for parents and families of victims of sudden
infant death syndrome; and

(6) collect and report to the legislature the most current information regarding the frequency and causes
of sudden infant death syndrome.

The commissioner shall include in the report to the legislature a statement of the operation of those
sections.

History: (5343) 1921 ¢ 39254, 1977 ¢ 3055 45; 1984 ¢ 637 s 1; 1985 ¢ 248 5 70, 1986 c 444
144.071 [Repealed, 2014 ¢ 192 art 4 s 3]
144.072 [Repealed, 2014 ¢ 192 art 4 s 3]
144.0721 ASSESSMENTS OF CARE AND SERVICES TO NURSING HOME RESIDENTS.
Subdivision 1. [Repealed, 1Sp2021 ¢ 7 art 3 s 47]

Subd. 2. Access to data. With the exception of summary data, data on individuals that is collected,
maintained, used, or disseminated by the commissioner of health under subdivision 1 is private data on
individuals and shall not be disclosed to others except:

(1) under section 13.05;
(2) under a valid court order;

(3) to the nursing home or boarding care home in which the individual resided at the time the assessment
was completed;

(4) to the commissioner of human services; or

(5) to county home care staff for the purpose of assisting the individual to be discharged from a nursing
home or boarding care home and returned to the community.

Subd. 3. [Repealed, 1998 ¢ 407 art 4 s 69]
Subd. 3a. [Repealed, 1998 ¢ 407 art 4 s 69]

History: 1984 c 641 s 11; 1984 ¢ 654 art 55 58; 1995 ¢ 207 art 6.5 1,2; 1995 ¢ 259 art 1 5 31; 1997 ¢
203 art4 s 3; 1Sp2001 c9art5s 1; 2002 c 379 art 1 s 113, 2014 c 192 art4s 2

144.0722 MS 2020 [Repealed, 1Sp2021 ¢ 7 art 3 s 47]
144.0723 [Repealed, 1999 ¢ 245 art 3 s 51]
144.0724 RESIDENT REIMBURSEMENT CLASSIFICATION.

Subdivision 1. Resident reimbursement case mix classifications. The commissioner of health shall
establish resident reimbursement case mix classifications based upon the assessments of residents of nursing
homes and boarding care homes conducted under this section and according to section 256R.17.

Subd. 2. Definitions. For purposes of this section, the following terms have the meanings given.
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(a) "Assessment reference date" or "ARD" means the specific end point for look-back periods in the
MDS assessment process. This look-back period is also called the observation or assessment period.

(b) "Case mix index" means the weighting factors assigned to the case mix reimbursement classifications
determined by an assessment.

(c) "Index maximization" means classifying a resident who could be assigned to more than one category,
to the category with the highest case mix index.

(d) "Minimum Data Set" or "MDS" means a core set of screening, clinical assessment, and functional
status elements, that include common definitions and coding categories specified by the Centers for Medicare
and Medicaid Services and designated by the Department of Health.

(e) "Representative" means a person who is the resident's guardian or conservator, the person authorized
to pay the nursing home expenses of the resident, a representative of the Office of Ombudsman for Long-Term
Care whose assistance has been requested, or any other individual designated by the resident.

(f) "Activities of daily living" includes personal hygiene, dressing, bathing, transferring, bed mobility,
locomotion, eating, and toileting.

(g) "Nursing facility level of care determination" means the assessment process that results in a
determination of a resident's or prospective resident's need for nursing facility level of care as established
in subdivision 11 for purposes of medical assistance payment of long-term care services for:

(1) nursing facility services under chapter 256R;

(2) elderly waiver services under chapter 256S;

(3) CADI and BI waiver services under section 256B.49; and

(4) state payment of alternative care services under section 256B.0913.
Subd. 3. [Repealed by amendment, 2014 ¢ 147 s 1]

Subd. 3a. Resident case mix reimbursement classifications. (a) Resident case mix reimbursement
classifications shall be based on the Minimum Data Set, version 3.0 assessment instrument, or its successor
version mandated by the Centers for Medicare and Medicaid Services that nursing facilities are required to
complete for all residents. Case mix reimbursement classifications shall also be based on assessments required
under subdivision 4. Assessments must be completed according to the Long Term Care Facility Resident
Assessment Instrument User's Manual Version 3.0 or a successor manual issued by the Centers for Medicare
and Medicaid Services. The optional state assessment must be completed according to the OSA Manual
Version 1.0 v.2.

(b) Each resident must be classified based on the information from the Minimum Data Set according to
the general categories issued by the Minnesota Department of Health, utilized for reimbursement purposes.

Subd. 4. Resident assessment schedule. (a) A facility must conduct and electronically submit to the
federal database MDS assessments that conform with the assessment schedule defined by the Long Term
Care Facility Resident Assessment Instrument User's Manual, version 3.0, or its successor issued by the
Centers for Medicare and Medicaid Services. The commissioner of health may substitute successor manuals
or question and answer documents published by the United States Department of Health and Human Services,
Centers for Medicare and Medicaid Services, to replace or supplement the current version of the manual or
document.
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(b) The assessments required under the Omnibus Budget Reconciliation Act of 1987 (OBRA) used to
determine a case mix reimbursement classification include:

(1) anew admission comprehensive assessment, which must have an assessment reference date (ARD)
within 14 calendar days after admission, excluding readmissions;

(2) an annual comprehensive assessment, which must have an ARD within 92 days of a previous quarterly
review assessment or a previous comprehensive assessment, which must occur at least once every 366 days;

(3) a significant change in status comprehensive assessment, which must have an ARD within 14 days
after the facility determines, or should have determined, that there has been a significant change in the
resident's physical or mental condition, whether an improvement or a decline, and regardless of the amount
of time since the last comprehensive assessment or quarterly review assessment;

(4) a quarterly review assessment must have an ARD within 92 days of the ARD of the previous quarterly
review assessment or a previous comprehensive assessment;

(5) any significant correction to a prior comprehensive assessment, if the assessment being corrected is
the current one being used for reimbursement classification;

(6) any significant correction to a prior quarterly review assessment, if the assessment being corrected
is the current one being used for reimbursement classification; and

(7) any modifications to the most recent assessments under clauses (1) to (6).

(¢) The optional state assessment must accompany all OBRA assessments. The optional state assessment
is also required to determine reimbursement when:

(1) all speech, occupational, and physical therapies have ended. If the most recent optional state assessment
completed does not result in a rehabilitation case mix reimbursement classification, then the optional state
assessment is not required. The ARD of this assessment must be set on day eight after all therapy services
have ended; and

(2) isolation for an infectious disease has ended. If isolation was not coded on the most recent optional
state assessment completed, then the optional state assessment is not required. The ARD of this assessment
must be set on day 15 after isolation has ended.

(d) In addition to the assessments listed in paragraphs (b) and (c), the assessments used to determine
nursing facility level of care include the following:

(1) preadmission screening completed under section 256.975, subdivisions 7a to 7c, by the Senior
LinkAge Line or other organization under contract with the Minnesota Board on Aging; and

(2) a nursing facility level of care determination as provided for under section 256B.0911, subdivision
26, as part of a face-to-face long-term care consultation assessment completed under section 256B.0911, by
a county, tribe, or managed care organization under contract with the Department of Human Services.

Subd. 5. Short stays. (a) A facility must submit to the commissioner of health an admission assessment
for all residents who stay in the facility 14 days or less, unless the resident is admitted and discharged from
the facility on the same day, in which case the admission assessment is not required. When an admission
assessment is not submitted, the case mix classification shall be the rate with a case mix index of 1.0.
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(b) Notwithstanding the admission assessment requirements of paragraph (a), a facility may elect to
accept a short stay rate with a case mix index of 1.0 for all facility residents who stay 14 days or less in lieu
of submitting an admission assessment. Facilities shall make this election annually.

(c) Nursing facilities must elect one of the options described in paragraphs (a) and (b) by reporting to
the commissioner of health, as prescribed by the commissioner. The election is effective on July 1 each year.

Subd. 6. Penalties for late or nonsubmission. (a) A facility that fails to complete or submit an assessment
according to subdivisions 4 and 5 for a case mix reimbursement classification when the assessment is due
is subject to a reduced rate for that resident. The reduced rate shall be the lowest rate for that facility. The
reduced rate is effective on the day of admission for new admission assessments, on the ARD for significant
change in status assessments, or on the day that the assessment was due for all other assessments and continues
in effect until the first day of the month following the date of submission and acceptance of the resident's
assessment.

(b) If loss of revenue due to penalties incurred by a facility for any period of 92 days are equal to or
greater than 0.1 percent of the total operating costs on the facility's most recent annual statistical and cost
report, a facility may apply to the commissioner of human services for a reduction in the total penalty amount.
The commissioner of human services, in consultation with the commissioner of health, may, at the sole
discretion of the commissioner of human services, limit the penalty for residents covered by medical assistance
to ten days.

Subd. 7. Notice of resident case mix reimbursement classification. (a) The commissioner of health
shall provide to a nursing facility a notice for each resident of the classification established under subdivision
1. The notice must inform the resident of the case mix reimbursement classification assigned, the opportunity
to review the documentation supporting the classification, the opportunity to obtain clarification from the
commissioner, the opportunity to request a reconsideration of the classification, and the address and telephone
number of the Office of Ombudsman for Long-Term Care. The commissioner must transmit the notice of
resident classification by electronic means to the nursing facility. The nursing facility is responsible for the
distribution of the notice to each resident or the resident's representative. This notice must be distributed
within three business days after the facility's receipt.

(b) If a facility submits a modified assessment resulting in a change in the case mix reimbursement
classification, the facility must provide a written notice to the resident or the resident's representative regarding
the item or items that were modified and the reason for the modifications. The written notice must be provided
within three business days after distribution of the resident case mix reimbursement classification notice.

Subd. 8. Request for reconsideration of resident classifications. (a) The resident, the resident's
representative, the nursing facility, or the boarding care home may request that the commissioner of health
reconsider the assigned case mix reimbursement classification and any item or items changed during the
audit process. The request for reconsideration must be submitted in writing to the commissioner of health.

(b) For reconsideration requests initiated by the resident or the resident's representative:

(1) The resident or the resident's representative must submit in writing a reconsideration request to the
facility administrator within 30 days of receipt of the resident classification notice. The written request must
include the reasons for the reconsideration request.

(2) Within three business days of receiving the reconsideration request, the nursing facility must submit
to the commissioner of health a completed reconsideration request form, a copy of the resident's or resident's
representative's written request, and all supporting documentation used to complete the assessment being
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reconsidered. If the facility fails to provide the required information, the reconsideration will be completed
with the information submitted and the facility cannot make further reconsideration requests on this
classification.

(3) Upon written request and within three business days, the nursing facility must give the resident or
the resident's representative a copy of the assessment being reconsidered and all supporting documentation
used to complete the assessment. Notwithstanding any law to the contrary, the facility may not charge a fee
for providing copies of the requested documentation. If a facility fails to provide the required documents
within this time, it is subject to the issuance of a correction order and penalty assessment under sections
144.653 and 144A.10. Notwithstanding those sections, any correction order issued under this subdivision
must require that the nursing facility immediately comply with the request for information, and as of the
date of the issuance of the correction order, the facility shall forfeit to the state a $100 fine for the first day
of noncompliance, and an increase in the $100 fine by $50 increments for each day the noncompliance
continues.

(¢) For reconsideration requests initiated by the facility:

(1) The facility is required to inform the resident or the resident's representative in writing that a
reconsideration of the resident's case mix reimbursement classification is being requested. The notice must
inform the resident or the resident's representative:

(i) of the date and reason for the reconsideration request;

(i1) of the potential for a case mix reimbursement classification change and subsequent rate change;
(iii) of the extent of the potential rate change;

(iv) that copies of the request and supporting documentation are available for review; and

(v) that the resident or the resident's representative has the right to request a reconsideration also.

(2) Within 30 days of receipt of the audit exit report or resident classification notice, the facility must
submit to the commissioner of health a completed reconsideration request form, all supporting documentation
used to complete the assessment being reconsidered, and a copy of the notice informing the resident or the
resident's representative that a reconsideration of the resident's classification is being requested.

(3) If the facility fails to provide the required information, the reconsideration request may be denied
and the facility may not make further reconsideration requests on this classification.

(d) Reconsideration by the commissioner must be made by individuals not involved in reviewing the
assessment, audit, or reconsideration that established the disputed classification. The reconsideration must
be based upon the assessment that determined the classification and upon the information provided to the
commissioner of health under paragraphs (a) to (c). If necessary for evaluating the reconsideration request,
the commissioner may conduct on-site reviews. Within 15 business days of receiving the request for
reconsideration, the commissioner shall affirm or modify the original resident classification. The original
classification must be modified if the commissioner determines that the assessment resulting in the
classification did not accurately reflect characteristics of the resident at the time of the assessment. The
commissioner must transmit the reconsideration classification notice by electronic means to the nursing
facility. The nursing facility is responsible for the distribution of the notice to the resident or the resident's
representative. The notice must be distributed by the nursing facility within three business days after receipt.
A decision by the commissioner under this subdivision is the final administrative decision of the agency for
the party requesting reconsideration.

Official Publication of the State of Minnesota
Revisor of Statutes



29 MINNESOTA STATUTES 2024 144.0724

(e) The case mix reimbursement classification established by the commissioner shall be the classification
which applies to the resident while the request for reconsideration is pending. If a request for reconsideration
applies to an assessment used to determine nursing facility level of care under subdivision 4, paragraph (d),
the resident shall continue to be eligible for nursing facility level of care while the request for reconsideration
is pending.

(f) The commissioner may request additional documentation regarding a reconsideration necessary to
make an accurate reconsideration determination.

(g) Data collected as part of the reconsideration process under this section is classified as private data
on individuals and nonpublic data pursuant to section 13.02. Notwithstanding the classification of these data
as private or nonpublic, the commissioner is authorized to share these data with the U.S. Centers for Medicare
and Medicaid Services and the commissioner of human services as necessary for reimbursement purposes.

Subd. 9. Audit authority. (a) The commissioner shall audit the accuracy of resident assessments
performed under section 256R.17 through any of the following: desk audits; on-site review of residents and
their records; and interviews with staff, residents, or residents' families. The commissioner shall reclassify
a resident if the commissioner determines that the resident was incorrectly classified.

(b) The commissioner is authorized to conduct on-site audits on an unannounced basis.

(c) A facility must grant the commissioner access to examine the medical records relating to the resident
assessments selected for audit under this subdivision. The commissioner may also observe and speak to
facility staff and residents.

(d) The commissioner shall consider documentation under the time frames for coding items on the
minimum data set as set out in the Long-Term Care Facility Resident Assessment Instrument User's Manual
or OSA Manual version 1.0 v.2 published by the Centers for Medicare and Medicaid Services.

(e) The commissioner shall develop an audit selection procedure that includes the following factors:

(1) Each facility shall be audited annually. If a facility has two successive audits in which the percentage
of change is five percent or less and the facility has not been the subject of a special audit in the past 36
months, the facility may be audited biannually. A stratified sample of 15 percent, with a minimum of ten
assessments, of the most current assessments shall be selected for audit. If more than 20 percent of the case
mix reimbursement classifications are changed as a result of the audit, the audit shall be expanded to a second
15 percent sample, with a minimum of ten assessments. If the total change between the first and second
samples is 35 percent or greater, the commissioner may expand the audit to all of the remaining assessments.

(2) If a facility qualifies for an expanded audit, the commissioner may audit the facility again within six
months. If a facility has two expanded audits within a 24-month period, that facility will be audited at least
every six months for the next 18 months.

(3) The commissioner may conduct special audits if the commissioner determines that circumstances
exist that could alter or affect the validity of case mix reimbursement classifications of residents. These
circumstances include, but are not limited to, the following:

(1) frequent changes in the administration or management of the facility;
(i1) an unusually high percentage of residents in a specific case mix reimbursement classification;

(iii) a high frequency in the number of reconsideration requests received from a facility;
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(iv) frequent adjustments of case mix reimbursement classifications as the result of reconsiderations or
audits;

(v) a criminal indictment alleging provider fraud;

(vi) other similar factors that relate to a facility's ability to conduct accurate assessments;
(vii) an atypical pattern of scoring minimum data set items;

(viii) nonsubmission of assessments;

(ix) late submission of assessments; or

(x) a previous history of audit changes of 35 percent or greater.

(f) If the audit results in a case mix reimbursement classification change, the commissioner must transmit
the audit classification notice by electronic means to the nursing facility within 15 business days of completing
an audit. The nursing facility is responsible for distribution of the notice to each resident or the resident's
representative. This notice must be distributed by the nursing facility within three business days after receipt.
The notice must inform the resident of the case mix reimbursement classification assigned, the opportunity
to review the documentation supporting the classification, the opportunity to obtain clarification from the
commissioner, the opportunity to request a reconsideration of the classification, and the address and telephone
number of the Office of Ombudsman for Long-Term Care.

Subd. 10. MS 2020 [Repealed, 1Sp2021 ¢ 7 art 3 s 47]

Subd. 11. Nursing facility level of care. (a) For purposes of medical assistance payment of long-term
care services, a recipient must be determined, using assessments defined in subdivision 4, to meet one of
the following nursing facility level of care criteria:

(1) the person requires formal clinical monitoring at least once per day;

(2) the person needs the assistance of another person or constant supervision to begin and complete at
least four of the following activities of living: bathing, bed mobility, dressing, eating, grooming, toileting,
transferring, and walking;

(3) the person needs the assistance of another person or constant supervision to begin and complete
toileting, transferring, or positioning and the assistance cannot be scheduled;

(4) the person has significant difficulty with memory, using information, daily decision making, or
behavioral needs that require intervention;

(5) the person has had a qualifying nursing facility stay of at least 90 days;

(6) the person meets the nursing facility level of care criteria determined 90 days after admission or on
the first quarterly assessment after admission, whichever is later; or

(7) the person is determined to be at risk for nursing facility admission or readmission through a
face-to-face long-term care consultation assessment as specified in section 256B.0911, subdivision 17 to
21, 23, 24, 27, or 28, by a county, tribe, or managed care organization under contract with the Department
of Human Services. The person is considered at risk under this clause if the person currently lives alone or
will live alone or be homeless without the person's current housing and also meets one of the following
criteria:
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(1) the person has experienced a fall resulting in a fracture;
(i1) the person has been determined to be at risk of maltreatment or neglect, including self-neglect; or

(iii) the person has a sensory impairment that substantially impacts functional ability and maintenance
of a community residence.

(b) The assessment used to establish medical assistance payment for nursing facility services must be
the most recent assessment performed under subdivision 4, paragraphs (b) and (c), that occurred no more
than 90 calendar days before the effective date of medical assistance eligibility for payment of long-term
care services. In no case shall medical assistance payment for long-term care services occur prior to the date
of the determination of nursing facility level of care.

(c) The assessment used to establish medical assistance payment for long-term care services provided
under chapter 256S and section 256B.49 and alternative care payment for services provided under section
256B.0913 must be the most recent face-to-face assessment performed under section 256B.0911, subdivisions
17to 21, 23, 24, 27, or 28, that occurred no more than 60 calendar days before the effective date of medical
assistance eligibility for payment of long-term care services.

Subd. 12. Appeal of nursing facility level of care determination. (a) A resident or prospective resident
whose level of care determination results in a denial of long-term care services can appeal the determination
as outlined in section 256B.0911, subdivision 30, clause (9).

(b) The commissioner of human services shall ensure that notice of changes in eligibility due to a nursing
facility level of care determination is provided to each affected recipient or the recipient's guardian at least
30 days before the effective date of the change. The notice shall include the following information:

(1) how to obtain further information on the changes;
(2) how to receive assistance in obtaining other services;
(3) a list of community resources; and

(4) appeal rights.

History: I1Sp2001 c 9art 55 2; 2002 ¢ 276 s 1-4; 2002 ¢ 277 s 32; 2002 ¢ 379 art 1 s 113; 2006 ¢ 282
art20s 1,2, 2008 ¢ 230 s 1; 2009 ¢ 79 art 8 s 1-5; 2009 c 173 art 1 s 2, 2010 ¢ 352 art 1 s 1, 1Sp2010 c 1
art24s12; 2011 c 110 art 1 s 1-7; ISp2011 c 9 art 6s 87, art 75 47,52, 2012 c 187 art 1 s 75, 2012 c 216
art 145 2; 2012 ¢ 247 art 4 s 41, 2013 ¢ 63 s 2; 2013 c 108 art 2 s 1,44; art 7s 1; 2014 ¢ 147 s 1; 2014 ¢
312art27s2; 2015c 21 art 1526, 2015c 78 art6s 1; 2017 c 40 art 1 s 19-21; 1Sp2017 c 6 art 3s 1,2;
2019 c 54 art2s 1,2; 1Sp2021 ¢ 7 art 3 s 12-19; art 13 s 1; 2022 c 55 art 1 5 36; 2022 c 98 art 1 s 2; art
175 1-3; 2024 ¢ 127 art 59 s 9-16

144.073 [Repealed, 2001 ¢ 205 art 2 s 3]
144.074 FUNDS RECEIVED FROM OTHER SOURCES.

The state commissioner of health may receive and accept money, property, or services from any person,
agency, or other source for any public health purpose within the scope of statutory authority. All money so
received is annually appropriated for those purposes in the manner and subject to the provisions of law
applicable to appropriations of state funds.

History: 1975 ¢ 3105 9; 1977 ¢ 305 5 45; 1986 c 444
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144.0741 [Expired]
144.0742 CONTRACTS FOR PROVISION OF PUBLIC HEALTH SERVICES.

The commissioner of health is authorized to enter into contractual agreements with any public or private
entity for the provision of statutorily prescribed public health services by the department. The contracts shall
specify the services to be provided and the amount and method of reimbursement therefor. Funds generated
in a contractual agreement made pursuant to this section are appropriated to the department for purposes of
providing the services specified in the contracts. All such contractual agreements shall be processed in
accordance with the provisions of chapter 16C.

History: /1981 ¢ 360 art 1 s 15; 1984 ¢ 544 s 89; 1998 ¢ 386 art 2 s 56
144.075 [Repealed, 1984 ¢ 503 s 6]
144.0751 HEALTH STANDARDS.

(a) Safe drinking water or air quality standards established or revised by the commissioner of health
must:

(1) be based on scientifically acceptable, peer-reviewed information; and

(2) include a reasonable margin of safety to adequately protect the health of infants, children, and adults
by taking into consideration risks to each of the following health outcomes: reproductive development and
function, respiratory function, immunologic suppression or hypersensitization, development of the brain
and nervous system, endocrine (hormonal) function, cancer, general infant and child development, and any
other important health outcomes identified by the commissioner.

(b) For purposes of this section, "peer-reviewed" means a scientifically based review conducted by
individuals with substantial knowledge and experience in toxicology, health risk assessment, or other related
fields as determined by the commissioner.

History: 1Sp2001 c 9art 1 s27; 2002 c 379 art I s 113
144.0752 CULTURAL COMMUNICATIONS.
Subdivision 1. Establishment. The commissioner of health shall establish:

(1) a cultural communications program that advances culturally and linguistically appropriate
communication services for communities most impacted by health disparities that include limited English
proficient (LEP) populations, refugees, immigrant communities, American Indians, populations of color,
LGBTQ+ populations, persons who are deaf, deafblind, or hard of hearing and who use American Sign
Language, and people living with disabilities; and

(2) a position that works with department and division leadership to ensure that the department follows
the National Standards for Culturally and Linguistically Appropriate Services (CLAS) Standards.

Subd. 2. Commissioner's duties. The commissioner of health shall oversee a program to:

(1) align the department services, policies, procedures, and governance with the National CLAS Standards,
establish culturally and linguistically appropriate goals, policies, and management accountability, and apply
them throughout the organization's planning and operations;
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(2) ensure the department services respond to the cultural and linguistic diversity of Minnesotans and
that the department partners with the community to design, implement, and evaluate policies, practices, and
services that are aligned with the national cultural and linguistic appropriateness standard; and

(3) ensure the department leadership, workforce, and partners embed culturally and linguistically
appropriate policies and practices into leadership and public health program planning, intervention, evaluation,
and dissemination.

Subd. 3. Eligible contractors. The commissioner may enter into contracts to implement this section.
Organizations eligible to receive contract funding under this section include:

(1) master contractors that are selected through the state to provide language and communication services;
and

(2) organizations that are able to provide services for languages that master contractors are unable to
cover.

History: 2023 c 70 art 4 s 16
144.0754 OFFICE OF AFRICAN AMERICAN HEALTH; DUTIES.

(a) The commissioner shall establish the Office of African American Health to address the unique public
health needs of African American Minnesotans. The office must work to develop solutions and systems to
address identified health disparities of African American Minnesotans arising from a context of cumulative
and historical discrimination and disadvantages in multiple systems, including but not limited to housing,
education, employment, gun violence, incarceration, environmental factors, and health care discrimination.
The office shall:

(1) convene the African American Health State Advisory Council under section 144.0755 to advise the
commissioner on issues and to develop specific, targeted policy solutions to improve the health of African
American Minnesotans, with a focus on United States born African Americans;

(2) based upon input from and collaboration with the African American Health State Advisory Council,
health indicators, and identified disparities, conduct analysis and develop policy and program recommendations
and solutions targeted at improving African American health outcomes;

(3) coordinate and conduct community engagement across multiple systems, sectors, and communities
to address racial disparities in labor force participation, educational achievement, and involvement with the
criminal justice system that impact African American health and well-being;

(4) conduct data analysis and research to support policy goals and solutions;

(5) award and administer African American health special emphasis grants to health and community-based
organizations to plan and develop programs targeted at improving African American health outcomes, based
upon needs identified by the council, health indicators, and identified disparities and addressing historical
trauma and systems of United States born African American Minnesotans; and

(6) develop and administer Department of Health immersion experiences for students in secondary
education and community colleges to improve diversity of the public health workforce and introduce career
pathways that contribute to reducing health disparities.

(b) By January 15, 2025, and every two years thereafter, the commissioner of health shall report to the
chairs and ranking minority members of the legislative committees with primary jurisdiction over health
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policy and finance on the work accomplished by the Office of African American Health during the previous
two years and on goals of the office for the upcoming two years.

History: 2023 c 70 art 4 s 17
144.0755 AFRICAN AMERICAN HEALTH STATE ADVISORY COUNCIL.

Subdivision 1. Establishment; members. (a) The commissioner of health shall establish and administer
the African American Health State Advisory Council. The African American Health State Advisory Council
shall include no fewer than 12 or more than 20 members from any of the following groups:

(1) representatives of community-based organizations serving or advocating for African American
citizens;

(2) at-large community leaders or elders, as nominated by other council members;

(3) African American individuals who provide and receive health care services;

(4) African American secondary or college students;

(5) health or human service professionals serving African American communities or clients;
(6) representatives with research or academic expertise in racial equity; and

(7) other members that the commissioner deems appropriate to facilitate the goals and duties of the
council.

(b) The commissioner shall make recommendations for council membership and, after considering
recommendations from the council, shall appoint a chair or chairs of the council. Council members shall be
appointed by the governor.

Subd. 2. Terms. A term shall be for two years and appointees may be reappointed to serve two additional
terms. The commissioner shall recommend appointments to replace members vacating their positions in a
timely manner, no more than three months after the council reviews panel recommendations.

Subd. 3. Duties of commissioner. The commissioner or commissioner's designee shall:
(1) maintain and actively engage with the council established in this section;

(2) based on recommendations of the council, review identified department or other related policies or
practices that maintain health inequities and disparities that particularly affect African Americans in
Minnesota;

(3) in partnership with the council, recommend or implement action plans and resources necessary to
address identified disparities and advance African American health equity;

(4) support interagency collaboration to advance African American health equity; and

(5) support member participation in the council, including participation in educational and community
engagement events across Minnesota that specifically address African American health equity.

Subd. 4. Duties of council. The council shall:

(1) identify health disparities found in African American communities and contributing factors;

Official Publication of the State of Minnesota
Revisor of Statutes



35 MINNESOTA STATUTES 2024 144.0756
(2) recommend to the commissioner for review any statutes, rules, or administrative policies or practices
that would address African American health disparities;

(3) recommend policies and strategies to the commissioner of health to address disparities specifically
affecting African American health;

(4) form work groups of council members who are persons who provide and receive services and
representatives of advocacy groups;

(5) provide the work groups with clear guidelines, standardized parameters, and tasks for the work
groups to accomplish; and

(6) annually submit to the commissioner a report that summarizes the activities of the council, identifies
disparities specially affecting the health of African American Minnesotans, and makes recommendations to
address identified disparities.

Subd. 5. Duties of council members. The members of the council shall:

(1) attend scheduled meetings with no more than three absences per year, participate in scheduled
meetings, and prepare for meetings by reviewing meeting notes;

(2) maintain open communication channels with respective constituencies;
(3) identify and communicate issues and risks that may impact the timely completion of tasks;

(4) participate in any activities the council or commissioner deems appropriate and necessary to facilitate
the goals and duties of the council; and

(5) participate in work groups to carry out council duties.

Subd. 6. Staffing; office space; equipment. The commissioner shall provide the advisory council with
staff support, office space, and access to office equipment and services.

Subd. 7. Reimbursement. Compensation and reimbursement for travel and expenses incurred for council
activities are governed by section 15.059, subdivision 3.

History: 2023 c 70 art 4 s 18
144.0756 AFRICAN AMERICAN HEALTH SPECIAL EMPHASIS GRANT PROGRAM.

Subdivision 1. Establishment. The commissioner of health shall establish the African American health
special emphasis grant program administered by the Office of African American Health. The purposes of
the program are to:

(1) identify disparities impacting African American health arising from cumulative and historical
discrimination and disadvantages in multiple systems, including but not limited to housing, education,
employment, gun violence, incarceration, environmental factors, and health care discrimination; and

(2) develop community-based solutions that incorporate a multisector approach to addressing identified
disparities impacting African American health.

Subd. 2. Requests for proposals; accountability; data collection. As directed by the commissioner
of health, the Office of African American Health shall:
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(1) develop a request for proposals for an African American health special emphasis grant program in
consultation with community stakeholders;

(2) provide outreach, technical assistance, and program development guidance to potential qualifying
organizations or entities;

(3) review responses to requests for proposals in consultation with community stakeholders and award
grants under this section;

(4) establish a transparent and objective accountability process in consultation with community
stakeholders, focused on outcomes that grantees agree to achieve;

(5) provide grantees with access to summary and other public data to assist grantees in establishing and
implementing effective community-led solutions; and

(6) collect and maintain data on outcomes reported by grantees.

Subd. 3. Eligible grantees. Organizations eligible to receive grant funding under this section include
nonprofit organizations or entities that work with African American communities or are focused on addressing
disparities impacting the health of African American communities.

Subd. 4. Strategic consideration and priority of proposals; grant awards. In developing the requests
for proposals and awarding the grants, the commissioner and the Office of African American Health shall
consider building upon the existing capacity of communities and on developing capacity where it is lacking.
Proposals shall focus on addressing health equity issues specific to United States-born African American
communities; addressing the health impact of historical trauma; reducing health disparities experienced by
United States-born African American communities; and incorporating a multisector approach to addressing
identified disparities.

Subd. 5. Report. Grantees must report grant program outcomes to the commissioner on the forms and
according to timelines established by the commissioner.

History: 2023 ¢ 70 art 4 s 19
144.0757 OFFICE OF AMERICAN INDIAN HEALTH.

Subdivision 1. Duties. The Office of American Indian Health is established to address unique public
health needs of American Indian Tribal communities in Minnesota. The office shall:

(1) coordinate with Minnesota's Tribal Nations and urban American Indian community-based
organizations to identify underlying causes of health disparities, address unique health needs of Minnesota's
Tribal communities, and develop public health approaches to achieve health equity;

(2) strengthen capacity of American Indian and community-based organizations and Tribal Nations to
address identified health disparities and needs;

(3) administer state and federal grant funding opportunities targeted to improve the health of American
Indians;

(4) provide overall leadership for targeted development of holistic health and wellness strategies to
improve health and to support Tribal and urban American Indian public health leadership and self-sufficiency;

(5) provide technical assistance to Tribal and American Indian urban community leaders to develop
culturally appropriate activities to address public health emergencies;
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(6) develop and administer the department immersion experiences for American Indian students in
secondary education and community colleges to improve diversity of the public health workforce and
introduce career pathways that contribute to reducing health disparities; and

(7) identify and promote workforce development strategies for Department of Health staff to work with
the American Indian population and Tribal Nations more effectively in Minnesota.

Subd. 2. Grants and contracts. To carry out these duties, the office may contract with or provide grants
to qualifying entities.

Subd. 3. Reporting. By January 15, 2025, and every two years thereafter, the commissioner of health
shall report to the chairs and ranking minority members of the legislative committees with primary jurisdiction
over health policy and finance on the work accomplished by the Office of American Indian Health during
the previous two years and on goals of the office for the upcoming two years.

History: 2023 ¢ 70 art 4 5 20
144.0758 AMERICAN INDIAN HEALTH SPECIAL EMPHASIS GRANTS.

Subdivision 1. Establishment. The commissioner of health shall establish the American Indian health
special emphasis grant program. The purposes of the program are to:

(1) plan and develop programs targeted to address continuing and persistent health disparities of
Minnesota's American Indian population and improve American Indian health outcomes based upon needs
identified by health indicators and identified disparities;

(2) identify disparities in American Indian health arising from cumulative and historical discrimination;
and

(3) plan and develop community-based solutions with a multisector approach to addressing identified
disparities in American Indian health.

Subd. 2. Commissioner's duties. The commissioner of health shall:

(1) develop a request for proposals for an American Indian health special emphasis grant program in
consultation with Minnesota's Tribal Nations and urban American Indian community-based organizations
based upon needs identified by the community, health indicators, and identified disparities;

(2) provide outreach, technical assistance, and program development guidance to potential qualifying
organizations or entities;

(3) review responses to requests for proposals in consultation with community stakeholders and award
grants under this section,;

(4) establish a transparent and objective accountability process in consultation with community
stakeholders focused on outcomes that grantees agree to achieve;

(5) provide grantees with access to data to assist grantees in establishing and implementing effective
community-led solutions; and

(6) collect and maintain data on outcomes reported by grantees.

Subd. 3. Eligible grantees. Organizations eligible to receive grant funding under this section are
Minnesota's Tribal Nations and urban American Indian community-based organizations.
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Subd. 4. Strategic consideration and priority of proposals; grant awards. In developing the proposals
and awarding the grants, the commissioner shall consider building upon the existing capacity of Minnesota's
Tribal Nations and urban American Indian community-based organizations and on developing capacity
where it is lacking. Proposals may focus on addressing health equity issues specific to Tribal and urban
American Indian communities; addressing the health impact of historical trauma; reducing health disparities
experienced by American Indian communities; and incorporating a multisector approach to addressing
identified disparities.

Subd. 5. Report. Grantees must report grant program outcomes to the commissioner on the forms and
according to the timelines established by the commissioner.

History: 2023 c 70 art 4 s 21

144.0759 PUBLIC HEALTH AMERICORPS.

The commissioner may award a grant to a statewide, nonprofit organization to support Public Health
AmeriCorps members. The organization awarded the grant shall provide the commissioner with any
information needed by the commissioner to evaluate the program in the form and according to timelines
specified by the commissioner.

History: 2023 ¢ 70 art 4 s 22
144.076 [Repealed, 2014 ¢ 192 art 4 s 3]

144.077 MOBILE HEALTH CARE PROVIDERS.

Subdivision 1. Definition. "Mobile health evaluation and screening provider" means any provider who
is transported in a vehicle mounted unit, either motorized or trailered, and readily movable without
disassembling, and who regularly provides evaluation and screening services in more than one geographic
location. "Mobile health evaluation and screening provider" does not include any ambulance medical
transportation type services or any mobile health service provider affiliated, owned and operated, or under
contract with a licensed health care facility or provider, managed care entity licensed under chapter 62D or
62N or Minnesota licensed physician or dentist, nor does it include fixed location providers who transfer or
move during the calendar year. All mobile health evaluation and screening providers must be directly
supervised by a physician licensed under chapter 147.

Subd. 2. Licensure requirements. A mobile health evaluation and screening provider shall be required
to comply with all licensing reporting and certification, sanitation, and other requirements and regulations
that apply to a health care provider supplying similar services as a fixed location provider. A mobile health
evaluation and screening provider shall be subject to regulation and order of the Department of Health.

Subd. 3. Registration requirements. A mobile health evaluation and screening provider shall register
with the commissioner and file the anticipated locations of practice, schedules, and routes annually no later
than January 15. The mobile health evaluation and screening provider shall also include the name and address
of the supervising physician. A mobile health evaluation and screening provider shall provide at least 30
days' written notice to the populations they intend to serve.

History: 71995 ¢ 135 s 1

144.08 [Repealed, 2001 ¢ 205 art 2 s 3]
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144.09 COOPERATION WITH FEDERAL AUTHORITIES.
The state of Minnesota, through its legislative authority:

(1) accepts the provisions of any act of Congress providing for cooperation between the government of
the United States and the several states in public protection of maternity and infancy;

(2) empowers and directs the commissioner to cooperate with the federal Children's Bureau to carry out
the purposes of such acts; and

(3) appoints the commissioner of management and budget as custodian of all moneys given to the state
by the United States under the authority of such acts and such money shall be paid out in the manner provided
by such acts for the purposes therein specified.

History: (5344) 1921 ¢ 3925 5, 1977 ¢ 3055 45; 2003 ¢ 112 art 2 s 50; 2009 ¢ 101 art 2 s 109
144.092 COORDINATED NUTRITION DATA COLLECTION.

The commissioner of health may develop and coordinate a reporting system to improve the state's ability
to document inadequate nutrient and food intake of Minnesota's children and adults and to identify problems
and determine the most appropriate strategies for improving inadequate nutritional status. The Board on
Aging may develop a method to evaluate the nutritional status and requirements of the elderly in Minnesota.

History: /1986 ¢ 404 s 6, 1987 ¢ 209 s 3, 1997 c 7 art 2 s 15
144.10 FEDERAL AID FOR MATERNAL AND CHILD WELFARE SERVICES.

The commissioner of management and budget is hereby appointed as the custodian of all moneys
received, or which may hereafter be received, by the state by reason of any federal aid granted for maternal
and child welfare service and for public health services, including the purposes as declared in Public Law
725 enacted by the 79th Congress of the United States, Chapter 958-2d Session and all amendments thereto,
which moneys shall be expended in accordance with the purposes expressed in the acts of Congress granting
such aid and solely in accordance with plans to be prepared by the state commissioner of health. The plans
so to be prepared by the commissioner of health for maternal and child health service shall be approved by
the United States Children's Bureau; and the plans of the commissioner of health for public health service
shall be approved by the United States Public Health Service. Such plans shall include the training of
personnel for both state and local health work and conform with all the requirements governing federal aid
for these purposes. Such plans shall be designed to secure for the state the maximum amount of federal aid
which is possible to be secured on the basis of the available state, county, and local appropriations for such
purposes. The commissioner of health shall make reports, which shall be in such form and contain such
information as may be required by the United States Children's Bureau or the United States Public Health
Service, as the case may be; and comply with all the provisions, rules, and regulations which may be
prescribed by these federal authorities in order to secure the correction and verification of such reports.

History: (5391-1) Ex1936c 70s 1, 1947 c 4855 1, 1977 ¢ 3055 45, 2003 c 112 art 25 50, 2009 ¢ 101
art2s 109; 2013 c 125 art 1 s 29

144.11 RULES.

The commissioner may make such reasonable rules as may be necessary to carry into effect the provisions
of section 144.10 and alter, amend, suspend, or repeal any of such rules.

History: (5391-2) Ex1936 ¢ 705 2; 1977 ¢ 305 s 45; 1985 ¢ 248 s 70
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144.111 RULES, NOTICE PUBLISHED.

Three weeks' published notice of such rules, if of general application throughout the state, shall be given
at the seat of government; if of local application only, as near such locality as practicable. Special rules
applicable to particular cases shall be sufficiently noticed when posted in a conspicuous place upon or near
the premises affected. Fines collected for violations of rules adopted by the commissioner shall be paid into
the state treasury; and of local boards and officers, into the county treasury.

History: (5346) RL s 2132; 1977 ¢ 305 5 45; 1985 ¢ 248 s 70; 2015 ¢ 21 art I s 109
144.12 REGULATION, ENFORCEMENT, LICENSES, FEES.

Subdivision 1. Rules. The commissioner may adopt reasonable rules pursuant to chapter 14 for the
preservation of the public health. The rules shall not conflict with the charter or ordinance of a city of the
first class upon the same subject. The commissioner may control, by rule, by requiring the taking out of
licenses or permits, or by other appropriate means, any of the following matters:

(1) the manufacture into articles of commerce, other than food, of diseased, tainted, or decayed animal
or vegetable matter;

(2) the business of scavengering and the disposal of sewage;
(3) the location of mortuaries and cemeteries and the removal and burial of the dead;
(4) the management of boarding places for infants and the treatment of infants in them;

(5) the pollution of streams and other waters and the distribution of water by persons for drinking or
domestic use;

(6) the construction and equipment, in respect to sanitary conditions, of schools, hospitals, almshouses,
prisons, and other public institutions, and of lodging houses and other public sleeping places kept for gain;

(7) the treatment, in hospitals and elsewhere, of persons suffering from communicable diseases, including
all manner of venereal disease and infection, the disinfection and quarantine of persons and places in case
of those diseases, and the reporting of sicknesses and deaths from them;

Neither the commissioner nor any community health board as defined in section 145A.02, subdivision
5, nor director of public health may adopt any rule or regulation for the treatment in any penal or correctional
institution of any person suffering from any communicable disease or venereal disease or infection, which
requires the involuntary detention of any person after the expiration of the period of sentence to the penal
or correctional institution, or after the expiration of the period to which the sentence may be reduced by
good time allowance or by the lawful order of any judge or the Department of Corrections;

(8) the prevention of infant blindness and infection of the eyes of the newly born by the designation,
from time to time, of one or more prophylactics to be used in those cases and in the manner that the
commissioner directs, unless specifically objected to by a parent of the infant;

(9) the accumulation of filthy and unwholesome matter to the injury of the public health and its removal;

(10) the collection, recording, and reporting of vital records by public officers and the furnishing of
information to them by physicians, undertakers, and others of births, deaths, causes of death, and other
pertinent facts;
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(11) the construction, equipment, and maintenance, in respect to sanitary conditions, of lumber camps,
migratory or migrant labor camps, and other industrial camps;

(12) the general sanitation of tourist camps, summer hotels, and resorts in respect to water supplies,
disposal of sewage, garbage, and other wastes and the prevention and control of communicable diseases;
and, to that end, may prescribe the respective duties of agents of a community health board as authorized
under section 145A.04; and all community health boards shall make such investigations and reports and
obey such directions as the commissioner may require or give and, under the supervision of the commissioner,
enforce the rules;

(13) atmospheric pollution which may be injurious or detrimental to public health;

(14) sources of radiation, and the handling, storage, transportation, use and disposal of radioactive
isotopes and fissionable materials; and

(15) the establishment, operation and maintenance of all clinical laboratories not owned, or functioning
as a component of a licensed hospital. These laboratories shall not include laboratories owned or operated
by five or less licensed practitioners of the healing arts, unless otherwise provided by federal law or regulation,
and in which these practitioners perform tests or procedures solely in connection with the treatment of their
patients. Rules promulgated under the authority of this clause, which shall not take effect until federal
legislation relating to the regulation and improvement of clinical laboratories has been enacted, may relate
at least to minimum requirements for external and internal quality control, equipment, facility environment,
personnel, administration and records. These rules may include the establishment of a fee schedule for
clinical laboratory inspections. The provisions of this clause shall expire 30 days after the conclusion of any
fiscal year in which the federal government pays for less than 45 percent of the cost of regulating clinical
laboratories.

Subd. 2. Mass gatherings. The commissioner may regulate the general sanitation of mass gatherings
by promulgation of rules in respect to, but not limited to, the following areas: water supply, disposal of
sewage, garbage and other wastes, the prevention and control of communicable diseases, the furnishing of
suitable and adequate sanitary accommodations, and all other reasonable and necessary precautions to protect
and insure the health, comfort and safety of those in attendance. No permit, license, or other prior approval
shall be required of the commissioner for a mass gathering. A "mass gathering" shall mean an actual or
reasonably anticipated assembly of more than 1,500 persons which will continue, or may reasonably be
expected to continue, for a period of more than ten consecutive hours and which is held in an open space or
temporary structure especially constructed, erected or assembled for the gathering. For purposes of this
subdivision, "mass gatherings" shall not include public gatherings sponsored by a political subdivision or a
nonprofit organization.

Subd. 3. Licenses; permits. Applications for licenses or permits issued pursuant to this section shall be
submitted with a fee prescribed by the commissioner pursuant to section 144.122. Licenses or permits shall
expire and be renewed as prescribed by the commissioner pursuant to section 144.122.

Subd. 4. Camper cabins and bunkhouses. Camper cabins and bunkhouses are exempt from floor space,
air space, or bed spacing requirements applicable to lodging establishments adopted by the commissioner.
For the purposes of this section:

(1) "bunkhouse" means a building, structure, or enclosure intended to sleep more than one person for
up to three nights that does not include a kitchen or bathroom; and
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(2) "camper cabin" means a permanent rustic enclosure with walls and a floor that does not include a
kitchen or bath; is located in a state park administered by the commissioner of natural resources, at a resort
as defined under section 157.15, subdivision 11, or at a recreational camping area as defined under section
327.14, subdivision 8; and is intended to be a place where sleeping accommodations are furnished to the
public.

History: (5345) RLs 2131, 1917 ¢c345s 1, 1923 ¢ 227 s1; 1951 ¢ 537 s 1, 1953 ¢ 134s1; 1957 ¢ 361
s1;,1975¢310s4,; 1975¢351s1; 1977 ¢c 665 10; 1977 ¢ 3055 45; 1977 ¢ 40655 1; 1983 ¢ 3595 9, 1985
c248 s 70; 1986 c 444; 1987 ¢ 309 s 24; 2014 c 192 art 4 s 1; 2014 c 291 art 7 s 28; 2015 c 21 art 1 s 109;
1Sp2015c4 art4s 124

RADIATION HAZARDS

144.1201 DEFINITIONS.

Subdivision 1. Applicability. For purposes of sections 144.1201 to 144.1204, the terms defined in this
section have the meanings given to them.

Subd. 2. Byproduct material. "Byproduct material" means:

(1) any radioactive material, except special nuclear material, yielded in or made radioactive by exposure
to the radiation incident to the process of producing or using special nuclear material;

(2) the tailings or wastes produced by the extraction or concentration of uranium or thorium from ore
processed primarily for its source material content, including discrete surface wastes resulting from uranium
solution extraction processes. Underground ore bodies depleted by these solution extraction operations do
not constitute byproduct material within this definition;

(3) any discrete source of radium-226 that is produced, extracted, or converted after extraction for
commercial, medical, or research activity, or any material that:

(1) has been made radioactive by use of a particle accelerator; and

(ii) is produced, extracted, or converted after extraction for commercial, medical, or research activity;
and

(4) any discrete source of naturally occurring radioactive material, other than source nuclear material,
that:

(1) the United States Nuclear Regulatory Commission, in consultation with the Administrator of the
Environmental Protection Agency, the Secretary of Energy, the Secretary of Homeland Security, and the
head of any other appropriate federal agency determines would pose a threat similar to the threat posed by
a discrete source of radium-226 to the public health and safety or the common defense and security; and

(i1) is extracted or converted after extraction for use in a commercial, medical, or research activity.

Subd. 3. Radiation. "Radiation" means ionizing radiation and includes alpha rays; beta rays; gamma
rays; x-rays; high energy neutrons, protons, or electrons; and other atomic particles.

Subd. 4. Radioactive material. "Radioactive material" means a matter that emits radiation. Radioactive
material includes special nuclear material, source nuclear material, and byproduct material.
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Subd. 5. Source nuclear material. "Source nuclear material" means uranium or thorium, or a combination
thereof, in any physical or chemical form; or ores that contain by weight 1/20 of one percent (0.05 percent)
or more of uranium, thorium, or a combination thereof. Source nuclear material does not include special
nuclear material.

Subd. 6. Special nuclear material. "Special nuclear material" means:

(1) plutonium, uranium enriched in the isotope 233 or in the isotope 235, and any other material that
the Nuclear Regulatory Commission determines to be special nuclear material according to United States
Code, title 42, section 2071, except that source nuclear material is not included; and

(2) a material artificially enriched by any of the materials listed in clause (1), except that source nuclear
material is not included.

History: 1999 c 245 art2s 16, 2022 c 98 art I s 3,4
144.1202 UNITED STATES NUCLEAR REGULATORY COMMISSION AGREEMENT.

Subdivision 1. Agreement authorized. In order to have a comprehensive program to protect the public
from radiation hazards, the governor, on behalf of the state, is authorized to enter into agreements with the
United States Nuclear Regulatory Commission under the Atomic Energy Act of 1954, section 274b, as
amended. The agreement shall provide for the discontinuance of portions of the Nuclear Regulatory
Commission's licensing and related regulatory authority over by-product, source, and special nuclear materials,
and the assumption of regulatory authority over these materials by the state.

Subd. 2. Health Department designated lead. The Department of Health is designated as the lead
agency to pursue an agreement on behalf of the governor and for any assumption of specified licensing and
regulatory authority from the Nuclear Regulatory Commission under an agreement with the commission.
The commissioner of health shall establish an advisory group to assist in preparing the state to meet the
requirements for reaching an agreement. The commissioner may adopt rules to allow the state to assume
regulatory authority under an agreement under this section, including the licensing and regulation of
radioactive materials. Any regulatory authority assumed by the state includes the ability to set and collect
fees.

Subd. 3. Transition. A person who, on the effective date of an agreement under this section, possesses
a Nuclear Regulatory Commission license that is subject to the agreement is deemed to possess a similar
license issued by the Department of Health. A Department of Health license obtained under this subdivision
expires on the expiration date specified in the federal license.

Subd. 4. [Repealed, 2004 ¢ 236 s 7]
History: 1999 c 245 art2s 17; 1Sp2001 ¢ 9 art 1 s 28, 2002 ¢ 379 art 1 s 113, 2003 ¢ 111 s 1
144.1203 TRAINING; RULEMAKING.

The commissioner shall adopt rules to ensure that individuals handling or utilizing radioactive materials
under the terms of a license issued by the commissioner under section 144.1202 have proper training and
qualifications to do so. The rules adopted must be at least as stringent as federal regulations on proper training
and qualifications adopted by the Nuclear Regulatory Commission. Rules adopted under this section may
incorporate federal regulations by reference.

History: /1999 c 245 art2s 18
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144.1204 SURETY REQUIREMENTS.

Subdivision 1. Financial assurance required. The commissioner may require an applicant for a license
under section 144.1202, or a person who was formerly licensed by the Nuclear Regulatory Commission and
is now subject to sections 144.1201 to 144.1204, to post financial assurances to ensure the completion of
all requirements established by the commissioner for the decontamination, closure, decommissioning, and
reclamation of sites, structures, and equipment used in conjunction with activities related to licensure. The
financial assurances posted must be sufficient to restore the site to unrestricted future use and must be
sufficient to provide for surveillance and care when radioactive materials remain at the site after the licensed
activities cease. The commissioner may establish financial assurance criteria by rule. In establishing such
criteria, the commissioner may consider:

(1) the chemical and physical form of the licensed radioactive material;
(2) the quantity of radioactive material authorized;
(3) the particular radioisotopes authorized and their subsequent radiotoxicity;

(4) the method in which the radioactive material is held, used, stored, processed, transferred, or disposed
of; and

(5) the potential costs of decontamination, treatment, or disposal of a licensee's equipment and facilities.

Subd. 2. Acceptable financial assurances. The commissioner may, by rule, establish types of financial
assurances that meet the requirements of this section. Such financial assurances may include bank letters of
credit, deposits of cash, or deposits of government securities.

Subd. 3. Trust agreements. Financial assurances must be established together with trust agreements.
Both the financial assurances and the trust agreements must be in a form and substance that meet requirements
established by the commissioner.

Subd. 4. Exemptions. The commissioner is authorized to exempt from the requirements of this section,
by rule, any category of licensee upon a determination by the commissioner that an exemption does not
result in a significant risk to the public health or safety or to the environment and does not pose a financial
risk to the state.

Subd. 5. Other remedies unaffected. Nothing in this section relieves a licensee of a civil liability
incurred, nor may this section be construed to relieve the licensee of obligations to prevent or mitigate the
consequences of improper handling or abandonment of radioactive materials.

History: /1999 c 245 art2 s 19
144.1205 RADIOACTIVE MATERIAL; SPECIAL NUCLEAR MATERIAL.

Subdivision 1. Application and license renewal fee. When a license is required for radioactive material
or source or special nuclear material by a rule adopted under section 144.1202, subdivision 2, an application
fee according to subdivision 4 must be paid upon initial application for a license. The licensee must renew
the license 60 days before the expiration date of the license. The expiration date of a license is the date
specified by rule of the commissioner of health.

Subd. 2. Initial and annual fee. (a) A licensee must pay an initial fee that is equivalent to the annual
fee upon issuance of the initial license.
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(b) A licensee must pay an annual fee at least 60 days before the anniversary date of the issuance of the
license. The annual fee is as follows:

TYPE LICENSE FEE
Academic broad scope - type A, B, or C $25,896
Academic broad scope - type A, B, or C (4-8 locations) $31,075
Academic broad scope - type A, B, or C (9 or more locations) $36,254
Medical broad scope - type A $25,896
Medical broad scope - type A (4-8 locations) $31,075
Medical broad scope - type A (9 or more locations) $36,254

Medical - diagnostic, diagnostic and therapeutic, mobile nuclear medicine,
eye applicators, high dose rate afterloaders, and medical therapy emerging
technologies $4,784

Medical - diagnostic, diagnostic and therapeutic, mobile nuclear medicine,
eye applicators, high dose rate afterloaders, and medical therapy emerging
technologies (4-8 locations) $5,740

Medical - diagnostic, diagnostic and therapeutic, mobile nuclear medicine,
eye applicators, high dose rate afterloaders, and medical therapy emerging

technologies (9 or more locations) $6,697
Teletherapy $11,648
Gamma knife $11,648
Veterinary medicine $2,600
In vitro testing lab $2,600
Nuclear pharmacy $11,440
Nuclear pharmacy (5 or more locations) $13,728
Radiopharmaceutical distribution (10 CFR 32.72) $4,992
Radiopharmaceutical processing and distribution (10 CFR 32.72) $11,440
Radiopharmaceutical processing and distribution (10 CFR 32.72) (5 or

more locations) $13,728
Medical sealed sources - distribution (10 CFR 32.74) $4,992
Medical sealed sources - processing and distribution (10 CFR 32.74) $11,440
Medical sealed sources - processing and distribution (10 CFR 32.74) (5

or more locations) $13,728
Well logging - sealed sources $4,888
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Measuring systems - (fixed gauge, portable gauge, gas chromatograph,
other)

Measuring systems - (fixed gauge, portable gauge, gas chromatograph,
other) (4-8 locations)

Measuring systems - (fixed gauge, portable gauge, gas chromatograph,
other) (9 or more locations)

X-ray fluorescent analyzer

Manufacturing and distribution - type A broad scope

Manufacturing and distribution - type A broad scope (4-8 locations)
Manufacturing and distribution - type A broad scope (9 or more locations)
Manufacturing and distribution - type B or C broad scope
Manufacturing and distribution - type B or C broad scope (4-8 locations)

Manufacturing and distribution - type B or C broad scope (9 or more
locations)

Manufacturing and distribution - other

Manufacturing and distribution - other (4-8 locations)
Manufacturing and distribution - other (9 or more locations)
Nuclear laundry

Decontamination services

Leak test services only

Instrument calibration service only

Service, maintenance, installation, source changes, etc.
Waste disposal service, prepackaged only

Waste disposal

Distribution - general licensed devices (sealed sources)
Distribution - general licensed material (unsealed sources)
Industrial radiography - fixed or temporary location
Industrial radiography - fixed or temporary location (5 or more locations)
Irradiators, self-shielding

Irradiators, other, less than 10,000 curies

Research and development - type A, B, or C broad scope
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$2,600

$3,120

$3,640

$1,976
$25,896
$31,075
$36,254
$22,880
$27,456

$32,032
$6,864
$8,236
$9,609
$24,232
$6,448
$2,600
$2,600
$6,448
$7,800
$10,816
$2,288
$1,456
$12,792
$16,629
$3,744
$6,968
$12,376
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Research and development - type A, B, or C broad scope (4-8 locations) $14,851
Research and development - type A, B, or C broad scope (9 or more

locations) $17,326
Research and development - other $5,824
Storage - no operations $2,600
Source material - shielding $759
Special nuclear material plutonium - neutron source in device $4,784
Pacemaker by-product and/or special nuclear material - medical (institution) $4,784

Pacemaker by-product and/or special nuclear material - manufacturing

and distribution $6,864
Accelerator-produced radioactive material $4,992
Nonprofit educational institutions $500

Subd. 3. Fee categories; incorporation of federal licensing categories. (a) Fee categories under this
section are equivalent to the licensing categories used by the United States Nuclear Regulatory Commission
under Code of Federal Regulations, title 10, parts 30 to 36, 39, 40, 70, 71, and 150, except as provided in
paragraph (b).

(b) The category of "Academic, small" is the type of license required for the use of radioactive materials
in a teaching institution. Radioactive materials are limited to ten radionuclides not to exceed a total activity
amount of one curie.

Subd. 4. Initial and renewal application fee. A licensee must pay an initial and a renewal application
fee according to this subdivision.

TYPE APPLICATION FEE
Academic broad scope - type A, B, or C $6,808
Medical broad scope - type A $4,508

Medical - diagnostic, diagnostic and therapeutic, mobile nuclear medicine,
eye applicators, high dose rate afterloaders, and medical therapy emerging

technologies $1,748
Teletherapy $6,348
Gamma knife $6,348
Veterinary medicine $1,104
In vitro testing lab $1,104
Nuclear pharmacy $5,612
Radiopharmaceutical distribution (10 CFR 32.72) $2,484
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Radiopharmaceutical processing and distribution (10 CFR 32.72)
Medical sealed sources - distribution (10 CFR 32.74)

Medical sealed sources - processing and distribution (10 CFR 32.74)
Well logging - sealed sources

Measuring systems - (fixed gauge, portable gauge, gas chromatograph,
other)

X-ray fluorescent analyzer

Manufacturing and distribution - type A, B, and C broad scope
Manufacturing and distribution - other

Nuclear laundry

Decontamination services

Leak test services only

Instrument calibration service only

Service, maintenance, installation, source changes, etc.
Waste disposal service, prepackaged only

Waste disposal

Distribution - general licensed devices (sealed sources)
Distribution - general licensed material (unsealed sources)
Industrial radiography - fixed or temporary location
Irradiators, self-shielding

Irradiators, other, less than 10,000 curies

Research and development - type A, B, or C broad scope
Research and development - other

Storage - no operations

Source material - shielding

Special nuclear material plutonium - neutron source in device
Pacemaker by-product and/or special nuclear material - medical (institution)

Pacemaker by-product and/or special nuclear material - manufacturing
and distribution
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$5,612
$2,484
$5,612
$1,840

$1,104
$671
$6,854
$2,668
$11,592
$3,036
$1,104
$1,104
$3,036
$2,576
$1,748
$1,012
$598
$3,036
$1,656
$3,404
$5,704
$2,760
$1,104
$156
$1,380
$1,380

$2,668
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Accelerator-produced radioactive material $4,715

Nonprofit educational institutions $345

Subd. 5. Penalty for late payment. An annual fee or a license renewal fee submitted to the commissioner
after the due date specified by rule must be accompanied by an additional amount equal to 25 percent of the
fee due.

Subd. 6. Inspections. The commissioner of health shall make periodic safety inspections of the radioactive
material and source and special nuclear material of a licensee. The commissioner shall prescribe the frequency
of safety inspections by rule.

Subd. 7. Recovery of reinspection cost. If the commissioner finds serious violations of public health
standards during an inspection under subdivision 6, the licensee must pay all costs associated with subsequent
reinspection of the source. The costs shall be the actual costs incurred by the commissioner and include, but
are not limited to, labor, transportation, per diem, materials, legal fees, testing, and monitoring costs.

Subd. 8. Reciprocity fee. A licensee submitting an application for reciprocal recognition of a materials
license issued by another agreement state or the United States Nuclear Regulatory Commission for a period
of 180 days or less during a calendar year must pay $2,400. For a period of 181 days or more, the licensee
must obtain a license under subdivision 4.

Subd. 9. Fees for license amendments. A licensee must pay a fee of $600 to amend a license as follows:

(1) to amend a license requiring review including, but not limited to, addition of isotopes, procedure
changes, new authorized users, or a new radiation safety officer; or

(2) to amend a license requiring review and a site visit including, but not limited to, facility move or
addition of processes.

Subd. 10. Fees for general license registrations. A person required to register generally licensed devices
according to Minnesota Rules, part 4731.3215, must pay an annual registration fee of $450.

History: I1Sp2001 c 9 art 15 29; 2002 ¢ 379 art 1 s 113; 2004 ¢ 236 s 1-4; 2007 ¢ 85 s 1, 2021 ¢ 30 art
3s11-15

144.121 X-RAY MACHINES; OTHER SOURCES OF IONIZING RADIATION.

Subdivision 1. Registration; fees. The fee for the registration for x-ray equipment and other sources of
ionizing radiation required to be registered under rules adopted by the state commissioner of health pursuant
to section 144.12, shall be in an amount as described in subdivision la pursuant to section 144.122. The
registration shall expire and be renewed as prescribed by the commissioner pursuant to section 144.122.

Subd. 1a. Fees for ionizing radiation-producing equipment.(a) A facility with ionizing
radiation-producing equipment and other sources of ionizing radiation must pay an initial or annual renewal
registration fee consisting of a base facility fee of $100 and an additional fee for each x-ray tube, as follows:

(1) medical or veterinary equipment § 100

(2) dental x-ray equipment $ 40

(3) x-ray equipment not used on humans or § 100
animals
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(4) devices with sources of ionizing radiation $ 100
not used on humans or animals

(5) security screening system § 100

(b) A facility with radiation therapy and accelerator equipment must pay an initial or annual registration
fee of $500. A facility with an industrial accelerator must pay an initial or annual registration fee of $150.

(¢) Electron microscopy equipment is exempt from the registration fee requirements of this section.

(d) For purposes of this section, a security screening system means ionizing radiation-producing equipment
designed and used for security screening of humans who are in the custody of a correctional or detention
facility, and used by the facility to image and identify contraband items concealed within or on all sides of
a human body. For purposes of this section, a correctional or detention facility is a facility licensed under
section 241.021 and operated by a state agency or political subdivision charged with detection, enforcement,
or incarceration in respect to state criminal and traffic laws.

Subd. 1b. Penalty fee for late registration. Applications for initial or renewal registrations submitted
to the commissioner after the time specified by the commissioner shall be accompanied by an amount equal
to 25 percent of the fee due in addition to the fees prescribed in subdivision 1a.

Subd. 1c. [Repealed, 2007 ¢ 85 s 5]

Subd. 1d. Handheld dental x-ray equipment. A facility that uses handheld dental x-ray equipment
according to section 144.1215 must comply with this section.

Subd. 2. Inspections. Periodic radiation safety inspections of the x-ray equipment and other sources of
ionizing radiation shall be made by the commissioner of health. The frequency of safety inspections shall
be prescribed by the commissioner on the basis of the frequency of use of the x-ray equipment and other
source of ionizing radiation, provided that each source shall be inspected at least once every four years.

Subd. 3. MS 2018 [Repealed, 2020 ¢ 115 art 1 s 17]
Subd. 4. [Repealed, 2007 ¢ 85 s 5]

Subd. 5. Examination for individual operating x-ray systems. (a) An individual in a facility with
x-ray systems for use on living humans that is registered under subdivision 1 may not operate, nor may the
facility allow the individual to operate, x-ray systems unless the individual has passed a national or state
examination.

(b) Individuals who may operate x-ray systems include:

(1) an individual who has passed the American Registry of Radiologic Technologists (ARRT) registry
for radiography examination;

(2) an individual who has passed the American Chiropractic Registry of Radiologic Technologists
(ACRRT) registry examination and is limited to radiography of spines and extremities;

(3) a registered limited scope x-ray operator and a registered bone densitometry equipment operator
who passed the examination requirements in paragraphs (d) and (e) and practices according to subdivision
5a;
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(4) an x-ray operator who has the original certificate or the original letter of passing the examination
that was required before January 1, 2008, under Minnesota Statutes 2008, section 144.121, subdivision 5a,
paragraph (b), clause (1);

(5) an individual who has passed the American Registry of Radiologic Technologists (ARRT) registry
for radiation therapy examination according to subdivision 5Se;

(6) a cardiovascular technologist according to subdivision 5c;
(7) a nuclear medicine technologist according to subdivision 5d;

(8) an individual who has passed the examination for a dental hygienist under section 150A.06 and only
operates dental x-ray systems;

(9) an individual who has passed the examination for a dental therapist under section 150A.06 and only
operates dental x-ray systems;

(10) an individual who has passed the examination for a dental assistant under section 150A.06 and only
operates dental x-ray systems;

(11) an individual who has passed the examination under Minnesota Rules, part 3100.8500, subpart 3,
and only operates dental x-ray systems; and

(12) a qualified practitioner who is licensed by a health-related licensing board with active practice
authority and is working within the practitioner's scope of practice.

(c) Except for individuals under clauses (3) and (4), an individual who is participating in a training or
educational program in any of the occupations listed in paragraph (b) is exempt from the examination
requirement within the scope and for the duration of the training or educational program.

(d) The Minnesota examination for limited scope x-ray operators must include:

(1) radiation protection, radiation physics and radiobiology, equipment operation and quality assurance,
image acquisition and technical evaluation, and patient interactions and management; and

(2) at least one of the following regions of the human anatomy: chest, extremities, skull and sinus, spine,
or podiatry. The examinations must include the anatomy of, and radiographic positions and projections for,
the specific regions.

(e) The examination for bone densitometry equipment operators must include:

(1) osteoporosis, bone physiology, bone health and patient education, patient preparation, fundamental
principals, biological effects of radiation, units of measurements, radiation protection in bone densitometry,
fundamentals of x-ray production, quality control, measuring bone mineral testing, determining quality in
bone mineral testing, file and database management; and

(2) dual x-ray absorptiometry scanning of the lumbar spine, proximal femur, and forearm. The examination
must include the anatomy, scan acquisition, and scan analysis for these three procedures.

(f) A limited scope x-ray operator, and a bone densitometry equipment operator, who are required to
take an examination under this subdivision must submit to the commissioner a registration application for
the examination and a $25 processing fee. The processing fee shall be deposited in the state treasury and
credited to the state government special revenue fund.
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Subd. 5a. Limited scope x-ray and bone densitometry equipment operator practice. A registered
limited scope x-ray operator and a registered bone densitometry equipment operator may only practice
medical radiography on limited regions of the human anatomy for which the operator has successfully passed
an examination identified in subdivision 5, paragraphs (d) and (e), and may not operate computed tomography,
cone beam computed tomography, the use of contrast media, and the use of fluoroscopic or mammographic
X-ray systems.

Subd. 5b. MS 2018 [Repealed, 2020 ¢ 115 art 1 s 17]

Subd. 5c. Cardiovascular technologist practice. (a) Cardiovascular technologists may assist with the
operation of fluoroscopy equipment if they:

(1) are credentialed by Cardiovascular Credentialing International as a registered cardiovascular invasive
specialist or as a registered cardiac electrophysiology specialist, are a graduate of an educational program
accredited by the Commission on Accreditation of Allied Health Education Programs, which uses the
standards and criteria established by the Joint Review Committee on Education in Cardiovascular Technology,
or are designated on a variance granted by the commissioner effective July 31, 2019; and

(2) are under the personal supervision and in the physical presence of a qualified practitioner for
diagnosing or treating a disease or condition of the cardiovascular system in fluoroscopically guided
interventional procedures. Cardiovascular technologists may not activate the fluoroscopic system or evaluate
quality control tests.

(b) A cardiovascular technologist who is participating in a training or educational program in any of the
occupations listed in this subdivision is exempt from the examination requirement within the scope and for
the duration of the training or educational program.

Subd. 5d. Nuclear medicine technologist practice. (a) Nuclear medicine technologists who have passed
the primary pathway credential in Nuclear Medicine Technology Certification Board (NMTCB) for nuclear
medicine or the American Registry of Radiologic Technologists (ARRT) for nuclear medicine technology
or the American Society of Clinical Pathologists (NM) (ASCP) may operate a fusion imaging device or a
dual imaging device that uses radioactive material as a point source in transmission scanning and attenuation
correction.

(b) A nuclear medicine technologist in paragraph (a) may only operate a stand-alone computed
tomography x-ray system if the technologist has passed the Nuclear Medicine Technology Certification
Board for computed tomography (CT) or is credentialed in computed tomography (CT) from the American
Registry of Radiologic Technologists (ARRT).

(c) A nuclear medicine technologist who meets the requirements under paragraph (a) and who is
participating in a training or educational program to obtain a credential under paragraph (b) is exempt from
the examination requirement within the scope and for the duration of the training or educational program.

Subd. 5e. Radiation therapy technologist practice. (a) A radiation therapy technologist who has passed
the primary pathway credential in radiation therapy may operate radiation therapy accelerator and simulator
X-ray systems.

(b) A radiation therapy technologist in paragraph (a) may only operate a stand-alone computed tomography
x-ray system if the technologist has passed and is credentialed in computed tomography (CT) from the
American Registry of Radiologic Technologists (ARRT).
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(c) A radiation therapy technologist who meets the requirements under paragraph (a) and who is
participating in a training or educational program to obtain a credential under paragraph (b) is exempt from
the examination requirement within the scope and for the duration of the training or educational program.

Subd. 6. Inspection. At the time a facility with x-ray equipment is inspected by the commissioner of
health in accordance with subdivision 2, an individual operating x-ray equipment in the facility must be able
to show compliance with the requirements of subdivision 5.

Subd. 7. [Repealed, 1999 c 86 art 2 s 6]

Subd. 8. Exemption from examination requirements; operators of certain bone densitometers. (a)
This subdivision applies to a bone densitometer that is used on humans to estimate bone mineral content
and bone mineral density in a region of a finger on a person's nondominant hand, gives an x-ray dose
equivalent of less than 0.001 microsieverts per scan, and has an x-ray leakage exposure rate of less than two
milliroentgens per hour at a distance of one meter, provided that the bone densitometer is operating in
accordance with manufacturer specifications.

(b) An individual who operates a bone densitometer that satisfies the definition in paragraph (a) and the
facility in which an individual operates such a bone densitometer are exempt from the requirements of
subdivisions 5 and 6.

Subd. 9. Exemption from examination requirements; operators of security screening systems. (a)
An employee of a correctional or detention facility who operates a security screening system and the facility
in which the system is being operated are exempt from the requirements of subdivisions 5 and 6.

(b) An employee of a correctional or detention facility who operates a security screening system and
the facility in which the system is being operated must meet the requirements of a variance to Minnesota
Rules, parts 4732.0305 and 4732.0565, issued under Minnesota Rules, parts 4717.7000 to 4717.7050. This
paragraph expires on December 31 of the year that the permanent rules adopted by the commissioner
governing security screening systems are published in the State Register.

History: 1974 ¢ 81 s 1; 1975 ¢ 310 s 35; 1977 ¢ 305 s 45; 1985 ¢ 248 5 70, 1993 ¢ 188 s 1,2, 1995 ¢
146 s 1-3; 1997 ¢ 203 art 25 7-10; 1999 ¢ 245 art 25 20, 2007 ¢ 85 s 2,3; 2007 ¢ 123 s 1-3; 2008 ¢ 277 art
1513;2009c79art10s2,3; 2013 c 125art1s108; 2016 ¢ 119s 7, 2019c 17s 1, 1Sp2019c 9 art 11 s
1516, 2020 c 115 art 1 s 1-9

144.1211 [Repealed, 1993 ¢ 206 s 25]
144.1212 NOTICE TO PATIENT; MAMMOGRAM RESULTS.

Subdivision 1. Definition. For purposes of this section, "facility" has the meaning provided in United
States Code, title 42, section 263b(a)(3)(A).

Subd. 2. Required notice. A facility at which a mammography examination is performed shall, if a
patient is categorized by the facility as having heterogeneously dense breasts or extremely dense breasts
based on the Breast Imaging Reporting and Data System established by the American College of Radiology,
include in the summary of the written report that is sent to the patient, as required by the federal
Mammography Quality Standards Act, United States Code, title 42, section 263b, notice that the patient has
dense breast tissue, that this may make it more difficult to detect cancer on a mammogram, and that it may
increase her risk of breast cancer. The following language may be used:
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"Your mammogram shows that your breast tissue is dense. Dense breast tissue is relatively common
and is found in more than 40 percent of women. However, dense breast tissue may make it more difficult
to identify precancerous lesions or cancer through a mammogram and may also be associated with an
increased risk of breast cancer. This information about the results of your mammogram is given to you to
raise your own awareness and to help inform your conversations with your treating clinician who has received
a report of your mammogram results. Together you can decide which screening options are right for you
based on your mammogram results, individual risk factors, or physical examination."

History: 2014 ¢ 291 art 6 s 2
144.1215 AUTHORIZATION TO USE HANDHELD DENTAL X-RAY EQUIPMENT.

Subdivision 1. Definition; handheld dental x-ray equipment. For purposes of this section, "handheld
dental x-ray equipment" means x-ray equipment that is used to take dental radiographs, is designed to be
handheld during operation, and is operated by an individual authorized to take dental radiographs under
chapter 150A.

Subd. 2. Use authorized. (a) Handheld dental x-ray equipment may be used if the equipment:

(1) has been approved for human use by the United States Food and Drug Administration and is being
used in a manner consistent with that approval; and

(2) utilizes a backscatter shield that:

(i) is composed of a leaded polymer or a substance with a substantially equivalent protective capacity;
(i1) has at least 0.25 millimeters of lead or lead-shielding equivalent; and

(ii1) is permanently affixed to the handheld dental x-ray equipment.

(b) The use of handheld dental x-ray equipment is prohibited if the equipment's backscatter shield is
broken or not permanently affixed to the system.

(c) The use of handheld dental x-ray equipment shall not be limited to situations in which it is impractical
to transfer the patient to a stationary x-ray system.

(d) Handheld dental x-ray equipment must be stored when not in use, by being secured in a restricted,
locked area of the facility.

(e) Handheld dental x-ray equipment must be calibrated initially and at intervals that must not exceed
24 months. Calibration must include the test specified in Minnesota Rules, part 4732.1100, subpart 11.

(f) Notwithstanding Minnesota Rules, part 4732.0880, subpart 2, item C, the tube housing and the
position-indicating device of handheld dental x-ray equipment may be handheld during an exposure.

Subd. 3. Exemptions from certain shielding requirements. Handheld dental x-ray equipment used
according to this section and according to manufacturer instructions is exempt from the following requirements
for the equipment:

(1) shielding requirements in Minnesota Rules, part 4732.0365, item B; and

(2) requirements for the location of the x-ray control console or utilization of a protective barrier in
Minnesota Rules, part 4732.0800, subpart 2, item B, subitems (2) and (3), provided the equipment utilizes
a backscatter shield that satisfies the requirements in subdivision 2, paragraph (a), clause (2).
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Subd. 4. Compliance with rules. A registrant using handheld dental x-ray equipment shall otherwise
comply with Minnesota Rules, chapter 4732.

History: /Sp2017 c 6 art 10 s 58

FEES, LICENSES, PERMITS
144.122 LICENSE, PERMIT, AND SURVEY FEES.

(a) The state commissioner of health, by rule, may prescribe procedures and fees for filing with the
commissioner as prescribed by statute and for the issuance of original and renewal permits, licenses,
registrations, and certifications issued under authority of the commissioner. The expiration dates of the
various licenses, permits, registrations, and certifications as prescribed by the rules shall be plainly marked
thereon. Fees may include application and examination fees and a penalty fee for renewal applications
submitted after the expiration date of the previously issued permit, license, registration, and certification.
The commissioner may also prescribe, by rule, reduced fees for permits, licenses, registrations, and
certifications when the application therefor is submitted during the last three months of the permit, license,
registration, or certification period. Fees proposed to be prescribed in the rules shall be first approved by
the Department of Management and Budget. All fees proposed to be prescribed in rules shall be reasonable.
The fees shall be in an amount so that the total fees collected by the commissioner will, where practical,
approximate the cost to the commissioner in administering the program. All fees collected shall be deposited
in the state treasury and credited to the state government special revenue fund unless otherwise specifically
appropriated by law for specific purposes.

(b) The commissioner may charge a fee for voluntary certification of medical laboratories and
environmental laboratories, and for environmental and medical laboratory services provided by the department,
without complying with paragraph (a) or chapter 14. Fees charged for environment and medical laboratory
services provided by the department must be approximately equal to the costs of providing the services.

(c) The commissioner may develop a schedule of fees for diagnostic evaluations conducted at clinics
held by the services for children with disabilities program. All receipts generated by the program are annually
appropriated to the commissioner for use in the maternal and child health program.

(d) The commissioner shall set license fees for hospitals and nursing homes that are not boarding care
homes at the following levels:

Joint Commission on Accreditation of $7,655 plus $16 per bed
Healthcare Organizations (JCAHO) and American
Osteopathic Association (AOA) hospitals

Non-JCAHO and non-AOA hospitals $5,280 plus $250 per bed

Nursing home $183 plus $91 per bed until June 30, 2018. $183 plus
$100 per bed between July 1, 2018, and June 30,
2020. $183 plus $105 per bed beginning July 1, 2020.

The commissioner shall set license fees for outpatient surgical centers, boarding care homes, supervised
living facilities, assisted living facilities, and assisted living facilities with dementia care at the following
levels:
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Outpatient surgical centers

Boarding care homes

Supervised living facilities

Assisted living facilities with dementia care

Assisted living facilities

$183 plus $91 per bed

$183 plus $91 per bed.
$3,000 plus $100 per resident.
$2,000 plus $75 per resident.

Fees collected under this paragraph are nonrefundable. The fees are nonrefundable even if received before
July 1, 2017, for licenses or registrations being issued effective July 1, 2017, or later.

(e) Unless prohibited by federal law, the commissioner of health shall charge applicants the following
fees to cover the cost of any initial certification surveys required to determine a provider's eligibility to

participate in the Medicare or Medicaid program:

Prospective payment surveys for hospitals
Swing bed surveys for nursing homes
Psychiatric hospitals

Rural health facilities

Portable x-ray providers

Home health agencies

Outpatient therapy agencies

End stage renal dialysis providers
Independent therapists

Comprehensive rehabilitation outpatient facilities
Hospice providers

Ambulatory surgical providers

Hospitals

Other provider categories or additional
resurveys required to complete initial
certification

900
1,200
1,400
1,100

500
1,800

800
2,100

800
1,200
1,700

R N R =R = B - = A < S == B - = I R

1,800

&L

4,200

Actual surveyor costs: average surveyor
cost x number of hours for the survey
process.

These fees shall be submitted at the time of the application for federal certification and shall not be
refunded. All fees collected after the date that the imposition of fees is not prohibited by federal law shall
be deposited in the state treasury and credited to the state government special revenue fund.

(f) Notwithstanding section 16A.1283, the commissioner may adjust the fees assessed on assisted living
facilities and assisted living facilities with dementia care under paragraph (d), in a revenue-neutral manner

in accordance with the requirements of this paragraph:
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(1) a facility seeking to renew a license shall pay a renewal fee in an amount that is up to ten percent
lower than the applicable fee in paragraph (d) if residents who receive home and community-based waiver
services under chapter 256S and section 256B.49 comprise more than 50 percent of the facility's capacity
in the calendar year prior to the year in which the renewal application is submitted; and

(2) a facility seeking to renew a license shall pay a renewal fee in an amount that is up to ten percent
higher than the applicable fee in paragraph (d) if residents who receive home and community-based waiver
services under chapter 256S and section 256B.49 comprise less than 50 percent of the facility's capacity
during the calendar year prior to the year in which the renewal application is submitted.

The commissioner may annually adjust the percentages in clauses (1) and (2), to ensure this paragraph is
implemented in a revenue-neutral manner. The commissioner shall develop a method for determining capacity
thresholds in this paragraph in consultation with the commissioner of human services and must coordinate
the administration of this paragraph with the commissioner of human services for purposes of verification.

(g) The commissioner shall charge hospitals an annual licensing base fee of $1,826 per hospital, plus
an additional $23 per licensed bed or bassinet fee. Revenue shall be deposited to the state government special
revenue fund and credited toward trauma hospital designations under sections 144.605 and 144.6071.

History: 1974 c 471 s 1, 1975 ¢ 3105 36, 1977 ¢ 305 s 45; 1985 ¢ 248 s 70; 1986 c 444, 1987 c 403
art2s 7, 1989 c 209 art 1 s 14, 1989 c 282 art 1 s 16; 1992 c 513 art 65 1; 1Sp1993 c I art 95 18, 1995
c207 art9s 4, 1996 c 451 art 45 5; 1Sp2001 c 9 art 1 s 30; 2002 ¢ 379 art 1 s 113, 2005 c 56 s 1; 2005 ¢
855 1; 1Sp2005c4art6s 7, 2007 c 140 art 125 3; 2009 c 79 art 4s 8, 2009 ¢ 101 art 2 s 109, 1Sp2017
c6art10s 59, 2019c 54 art1s33;2019c60artlsl;2023c70art4s 23

POOLS; ENCLOSED SPORTS ARENAS
144.1222 PUBLIC POOLS; ENCLOSED SPORTS ARENAS.

Subdivision 1. Public pools. The commissioner of health shall be responsible for the adoption of rules
and enforcement of applicable laws and rules relating to the operation, maintenance, design, installation,
and construction of public pools and facilities related to them. The commissioner shall adopt rules governing
the collection of fees under section 144.122 to cover the cost of pool construction plan review, monitoring,
and inspections.

Subd. 1a. Fees. All plans and specifications for public pool and spa construction, installation, or alteration
or requests for a variance that are submitted to the commissioner according to Minnesota Rules, part
4717.3975, shall be accompanied by the appropriate fees. All public pool construction plans submitted for
review after January 1, 2009, must be certified by a professional engineer registered in the state of Minnesota.
If the commissioner determines, upon review of the plans, that inadequate fees were paid, the necessary
additional fees shall be paid before plan approval. For purposes of determining fees, a project is defined as
a proposal to construct or install a public pool, spa, special purpose pool, or wading pool and all associated
water treatment equipment and drains, gutters, decks, water recreation features, spray pads, and those design
and safety features that are within five feet of any pool or spa. The commissioner shall charge the following
fees for plan review and inspection of public pools and spas and for requests for variance from the public
pool and spa rules:

(1) each pool, $1,500;

(2) each spa pool, $800;
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(3) each slide, $600;

(4) projects valued at $250,000 or more, the greater of the sum of the fees in clauses (1), (2), and (3) or
0.5 percent of the documented estimated project cost to a maximum fee of $15,000;

(5) alterations to an existing pool without changing the size or configuration of the pool, $600;
(6) removal or replacement of pool disinfection equipment only, $100; and
(7) request for variance from the public pool and spa rules, $500.

Subd. 1b. Public pool construction. For all public pools constructed after January 1, 2009, without a
gravity outlet or drain, each pump must be connected to at least two suction outlets, connected in parallel
with suction outlet covers that meet ASME/ANSI standards.

Subd. 1c. Public pools; required equipment. (a) Beginning January 1, 2009, all public pools with the
deepest water being less than four feet deep must have:

(1) an unblockable suction outlet or drain;

(2) at least two suction outlets, connected in parallel with suction outlet covers that meet ASME/ANSI
standards; or

(3) a gravity outlet or drain.
(b) Beginning January 1, 2011, all other existing public pools must have:
(1) an unblockable suction outlet or drain;

(2) at least two suction outlets, connected in parallel with suction outlet covers that meet ASME/ANSI
standards;

(3) a gravity outlet or drain; or

(4) any other system determined by the commissioner to be equally effective as, or better than, the
systems listed in this paragraph at preventing or eliminating the risk of injury or death associated with pool
drainage systems.

(c) By June 1, 2008, all drain covers and grates must be installed with screws that meet the manufacturer's
specifications.

(d) By July 1, 2008, and annually thereafter, all public pool owners must certify to the commissioner
on a form prescribed by the commissioner that:

(1) all outlets except for unblockable drains are equipped with covers that have been stamped by the
manufacturer that they are in compliance with ASME/ANSI standards; and

(2) all covers and grates, including mounting rings, have been inspected to ensure that they have been
properly installed and are not broken or loose.

Subd. 1d. Safety inspections. (a) The pool operator is required to conduct a physical inspection of the
drain covers and grates on a daily basis. The record required under Minnesota Rules, part 4717.0750, must
indicate that this inspection was completed every day the pool is open for use.
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(b) If at any time an outlet cover or grate is missing, broken, or loose, the pool must be closed immediately.
The pool must not be reopened until the missing or broken cover or grate has been replaced according to
the manufacturer's specifications, or the loose cover or grate has been reattached to the manufacturer's
specifications.

Subd. 2. Pools used for treatment or therapy. A pool used by a medical or rehabilitation facility to
facilitate treatment or therapy, to which only authorized access is allowed and which is not open for any
other public use, is exempt from the requirements of Minnesota Rules, part 4717.1050, regarding warning
signs, and Minnesota Rules, part 4717.1650, subpart 1, regarding placards.

Subd. 2a. Portable wading pools at family day care or group family day care homes. A portable
wading pool that is located at a family day care or group family day care home licensed under Minnesota
Rules, chapter 9502, or at a home at which child care services are provided under section 142B.05, subdivision
2, paragraph (a), clause (2), shall be defined as a private residential pool and not as a public pool for purposes
of public swimming pool regulations under Minnesota Rules, chapter 4717, provided that the portable wading
pool has a maximum depth of 24 inches and is capable of being manually emptied and moved.

Subd. 2b. Swimming pools at family day care or group family day care homes. Notwithstanding
Minnesota Rules, part 4717.0250, subpart 8, a swimming pool that is located at a family day care or group
family day care home licensed under Minnesota Rules, chapter 9502, shall not be considered a public pool,
and is exempt from the requirements for public pools in Minnesota Rules, parts 4717.0150 to 4717.3975.
If the provider chooses to allow children cared for at the family day care or group family day care home to
use the swimming pool located at the home, the provider must satisfy the requirements in section 142B.41,
subdivision 9.

Subd. 2c. Pools used for adult-only recreation. Notwithstanding Minnesota Rules, part 4717.1850, a
pool with a zero-depth area may be used without a lifeguard present if access to the pool area is prohibited
to individuals under the age of 18 years during the time a lifeguard is not present.

Subd. 2d. Hot tubs on rental houseboats. (a) A hot water pool intended for seated recreational use,
including a hot tub or whirlpool, that is located on a houseboat that is rented to the public is not a public
pool and is exempt from the requirements for public pools under Minnesota Rules, chapter 4717.

(b) A hot water pool under this subdivision must be conspicuously posted with the following notice to
renters:

"NOTICE
This spa is exempt from state and local sanitary requirements that prevent disease transmission.
USE AT YOUR OWN RISK
This notice is required under Minnesota Statutes, section 144.1222, subdivision 2d."

Subd. 3. Enclosed sports arenas. The commissioner of health shall be responsible for the adoption of
rules and enforcement of applicable laws and rules relating to indoor air quality in the operation and
maintenance of enclosed sports arenas.

Subd. 4. Definitions. (a) For purposes of this section, the following terms have the meanings given
them.

(b) "ASME/ANSI standard" means a safety standard accredited by the American National Standards
Institute and published by the American Society of Mechanical Engineers.
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(c) "ASTM standard" means a safety standard issued by ASTM International, formerly known as the
American Society for Testing and Materials.

(d) "Public pool" means any pool other than a private residential pool, that is: (1) open to the public
generally, whether for a fee or free of charge; (2) open exclusively to members of an organization and their
guests; (3) open to residents of a multiunit apartment building, apartment complex, residential real estate
development, or other multifamily residential area; (4) open to patrons of a hotel or lodging or other public
accommodation facility; or (5) operated by a person in a park, school, licensed child care facility, group
home, motel, camp, resort, club, condominium, manufactured home park, or political subdivision with the
exception of swimming pools at family day care homes licensed under section 142B.41, subdivision 9,

paragraph (a).

(e) "Unblockable suction outlet or drain" means a drain of any size and shape that a human body cannot
sufficiently block to create a suction entrapment hazard and meets ASME/ANSI standards.

Subd. 5. Exemptions. (a) A public swimming pond in existence before January 1, 2008, is not a public
pool for purposes of this section and section 157.16, and is exempt from the requirements for public swimming
pools under Minnesota Rules, chapter 4717.

(b) A naturally treated swimming pool located in the city of Minneapolis is not a public pool for purposes
of this section and section 157.16, and is exempt from the requirements for public swimming pools under
Minnesota Rules, chapter 4717.

(¢) Notwithstanding paragraphs (a) and (b), a public swimming pond and a naturally treated swimming
pool must meet the requirements for public pools described in subdivisions 1c and 1d.

(d) For purposes of this subdivision, a "public swimming pond" means an artificial body of water
contained within a lined, sand-bottom basin, intended for public swimming, relaxation, or recreational use
that includes a water circulation system for maintaining water quality and does not include any portion of
a naturally occurring lake or stream.

(e) For purposes of this subdivision, a "naturally treated swimming pool" means an artificial body of
water contained in a basin, intended for public swimming, relaxation, or recreational use that uses a chemical
free filtration system for maintaining water quality through natural processes, including the use of plants,
beneficial bacteria, and microbes.

History: 71995 c 1655 1, 2002 ¢ 279 s 5; 2002 ¢ 333 s 1, 1Sp2003 ¢ 14 art 7 s 25; 2005 ¢ 50 5 1, 2005
c130s1;2008c328s2-7;2009c79art10s4; 2011 ¢c83s1;2012c247 art2s 2; 2012 c 253 art4s 1;
2016 c 158 art 1 s52; 2024 c 80 art2s 74; 2024 c 115 art 16 s 41

DIAGNOSTIC IMAGING
144.1225 ADVANCED DIAGNOSTIC IMAGING SERVICES.

Subdivision 1. Definition. For purposes of this section, "advanced diagnostic imaging services" has the
meaning given in United States Code, title 42, section 1395M, except that it does not include x-ray, ultrasound,
or fluoroscopy.

Subd. 2. Accreditation required. (a)(1) Except as otherwise provided in paragraphs (b) and (c), advanced
diagnostic imaging services eligible for reimbursement from any source, including, but not limited to, the
individual receiving such services and any individual or group insurance contract, plan, or policy delivered
in this state, including, but not limited to, private health insurance plans, workers' compensation insurance,
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motor vehicle insurance, the State Employee Group Insurance Program (SEGIP), and other state health care
programs, shall be reimbursed only if the facility at which the service has been conducted and processed is
licensed pursuant to sections 144.50 to 144.56 or accredited by one of the following entities:

(i) American College of Radiology (ACR);
(i1) Intersocietal Accreditation Commission (IAC);
(iii) the Joint Commission; or

(iv) other relevant accreditation organization designated by the Secretary of the United States Department
of Health and Human Services pursuant to United States Code, title 42, section 1395M.

(2) All accreditation standards recognized under this section must include, but are not limited to:

(i) provisions establishing qualifications of the physician;

(i) standards for quality control and routine performance monitoring by a medical physicist;

(ii1) qualifications of the technologist, including minimum standards of supervised clinical experience;
(iv) guidelines for personnel and patient safety; and

(v) standards for initial and ongoing quality control using clinical image review and quantitative testing.

(b) Any facility that performs advanced diagnostic imaging services and is eligible to receive
reimbursement for such services from any source in paragraph (a), clause (1), must obtain licensure pursuant
to sections 144.50 to 144.56 or accreditation pursuant to paragraph (a) by August 1, 2013. Thereafter, all
facilities that provide advanced diagnostic imaging services in the state must obtain licensure or accreditation
within six months of commencing operations and must maintain either licensure pursuant to sections 144.50
to 144.56 or accreditation with an accrediting organization as provided in paragraph (a).

(c) Dental clinics or offices that perform diagnostic imaging through dental cone beam computerized
tomography do not need to meet the accreditation or reporting requirements in this section.

Subd. 3. Reporting. (a) Advanced diagnostic imaging facilities and providers of advanced diagnostic
imaging services must annually report to the commissioner demonstration of accreditation as required under
this section.

(b) The commissioner may promulgate any rules necessary to administer the reporting required under
paragraph (a).

History: 2012 ¢ 228 s 1; 2012 c 247 art 25 3, 2013 c 8s 1; 2014 c 291 art 65 3
144.123 FEES FOR DIAGNOSTIC LABORATORY SERVICES; EXCEPTIONS.

Subdivision 1. Who must pay. Except for the limitation contained in this section, the commissioner of
health may enter into a contractual agreement to recover costs incurred for analysis for diagnostic purposes
for each specimen submitted to the Department of Health by any hospital, laboratory, clinic, or physician.
The commissioner shall not charge for any biological materials submitted to the Department of Health as a
requirement of Minnesota Rules, part 4605.7040, or for those biological materials requested by the department
to gather information for disease prevention or control purposes. The commissioner of health may establish
other exceptions to the handling fee as may be necessary to protect the public's health. Funds generated in
a contractual agreement made pursuant to this section shall be deposited in a special account and are
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appropriated to the commissioner for purposes of providing the services specified in the contracts. All such
contractual agreements shall be processed in accordance with the provisions of chapter 16C.

Subd. 2. [Repealed, 2013 ¢ 108 art 12 s 109]

History: 1979 c 49 s 1; 1982 c 424 s 130; 1987 c 403 art 2 s 8; 1992 c 513 art 65 2; 1Sp1993 c I art
95192007 c 147 art 16s 6; 2013 ¢ 108 art 12 s 13,109

NEWBORN TESTS FOR MEDICAL CONDITIONS
144.125 TESTS OF INFANTS FOR HERITABLE AND CONGENITAL DISORDERS.

Subdivision 1. Duty to perform testing. (a) It is the duty of (1) the administrative officer or other person
in charge of each institution caring for infants 28 days or less of age, (2) the person required in pursuance
of the provisions of section 144.215, to register the birth of a child, or (3) the nurse midwife or midwife in
attendance at the birth, to arrange to have administered to every infant or child in its care tests for heritable
and congenital disorders according to subdivision 2 and rules prescribed by the state commissioner of health.

(b) Testing, recording of test results, reporting of test results, and follow-up of infants with heritable
congenital disorders, including hearing loss detected through the early hearing detection and intervention
program in section 144.966, shall be performed at the times and in the manner prescribed by the commissioner
of health.

(¢) The fee to support the newborn screening program, including tests administered under this section
and section 144.966, shall be $177 per specimen. This fee amount shall be deposited in the state treasury
and credited to the state government special revenue fund.

(d) The fee to offset the cost of the support services provided under section 144.966, subdivision 3a,
shall be $15 per specimen. This fee shall be deposited in the state treasury and credited to the general fund.

Subd. 2. Determination of tests to be administered. The commissioner shall periodically revise the
list of tests to be administered for determining the presence of a heritable or congenital disorder. Revisions
to the list shall reflect advances in medical science, new and improved testing methods, or other factors that
will improve the public health. In determining whether a test must be administered, the commissioner shall
take into consideration the adequacy of analytical methods to detect the heritable or congenital disorder, the
ability to treat or prevent medical conditions caused by the heritable or congenital disorder, and the severity
of the medical conditions caused by the heritable or congenital disorder. The list of tests to be performed
may be revised if the changes are recommended by the advisory committee established under section
144.1255, approved by the commissioner, and published in the State Register. The revision is exempt from
the rulemaking requirements in chapter 14, and sections 14.385 and 14.386 do not apply.

Subd. 3. Information provided to parents and legal guardians. (a) The department shall make
information and forms available to childbirth education programs and health care providers who provide
prenatal care describing the newborn screening program and the provisions of this section to be used in a
discussion with expectant parents and parents of newborns. The department shall promote the materials
describing the newborn screening program and encourage providers and education programs to thoroughly
discuss the program with expectant parents and parents with newborns. The department shall make information
and forms about newborn screening available to the persons with a duty to perform testing under this section
and to expectant parents and parents of newborns using electronic and other means.

(b) Prior to collecting a sample, persons with a duty to perform testing under subdivision 1 must:
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(1) provide parents or legal guardians of infants with a document that provides the following information:
(1) the benefits of newborn screening;

(ii) that the blood sample will be used to test for heritable and congenital disorders, as determined under
subdivision 2;

(ii1) the data that will be collected as part of the testing;
(iv) the benefits associated with the department's storage of an infant's blood sample and test results;

(v) that the Department of Health may store the blood samples and test results unless the parents or legal
guardians elect to not have them stored;

(vi) that blood samples and test results will be used for program operations in accordance with subdivision
5, unless the parents or legal guardians elect not to have the blood samples and test results stored, in which
case the blood samples and test results will be destroyed in accordance with subdivision 8, paragraph (b),
and until destroyed will only be used for program operations described under subdivision 5, paragraph (a),
clauses (1) to (7);

(vii) that parents or legal guardians have a right to elect not to have newborn screening performed and
a right to secure private testing;

(viii) that parents or legal guardians have a right to elect to have the newborn screening performed, but
not have the blood samples and test results stored;

(ix) that parents or legal guardians have a right to authorize in writing that the blood samples and test
results may be used for public health studies or research; and

(x) the Department of Health's website address where more information and forms may be obtained;
and

(2) upon request, promptly provide parents or legal guardians of infants with forms necessary to request
that the infant not have blood collected for testing or to request to have the newborn screening performed,
but not have the blood samples and test results stored; and

(3) record in the infant's medical record that a parent or legal guardian of the infant has received the
information provided pursuant to this subdivision and has had an opportunity to ask questions.

(c) Nothing in this section prohibits a parent or legal guardian of an infant from having newborn screening
performed by a private entity.

Subd. 4. Parental options. (a) The parent or legal guardian of an infant otherwise subject to testing
under this section may elect not to have newborn screening performed, or may elect to have newborn
screening tests performed, but not to have the blood samples and test results stored.

(b) If a parent or legal guardian elects not to have newborn screening performed or elects not to allow
the blood samples and test results to be stored, then the election must be recorded on a form that is signed
by the parent or legal guardian. The signed form must be made part of the infant's medical record and a copy
shall be provided to the Department of Health. When a parent or legal guardian elects not to have newborn
screening performed, the person with the duty to perform testing under subdivision 1 must follow that
election. A written election to decline testing exempts persons with a duty to perform testing and the
Department of Health from the requirements of this section and section 144.128.
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Subd. 5. Newborn screening program operations. (a) "Newborn screening program operations" means
actions, testing, and procedures directly related to the operation of the newborn screening program, limited
to the following:

(1) confirmatory testing;
(2) laboratory quality control assurance and improvement;
(3) calibration of equipment;

(4) evaluating and improving the accuracy of newborn screening tests for conditions approved for
screening in Minnesota;

(5) validation of equipment and screening methods;

(6) continuity of operations to ensure testing can continue as required by Minnesota law in the event of
an emergency;

(7) follow-up services for the cases of heritable and congenital disorders identified by newborn screening;
and

(8) utilization of blood samples and test results for studies related to newborn screening, including studies
used to develop new tests.

(b) No research or public health studies other than those described in paragraph (a) shall be conducted
without written consent as described under subdivision 7.

(c) Any sale of bloodspots, test results, or other data collected in the newborn screening program is
strictly prohibited.

Subd. 6. [Repealed, 2014 ¢ 203 s 8]

Subd. 7. Parental options for additional research. (a) The parent or legal guardian of an infant subject
to testing under this section, or an individual who was tested as an infant if the individual is 18 years of age
or older may authorize in writing that the infant's blood sample and test results be retained and used by the
Department of Health for the purposes described in subdivision 9.

(b) The Department of Health must provide a consent form, with an attached Tennessen warning pursuant
to section 13.04, subdivision 2. The consent form must provide the following:

(1) information as to the personal identification and use of samples and test results for public health
studies or research not related to newborn screening;

(2) information that explains that, upon approval by the Department of Health's Institutional Review
Board, blood samples and test results may be shared with external parties for public health studies or research;
and

(3) information that explains that blood samples contain various components, including deoxyribonucleic
acid (DNA).

Subd. 8. Storage and use of samples and test results. (a) Except as limited under paragraph (b), the
Department of Health may store blood samples and test results, and may use the blood samples and test
results in accordance with subdivision 5. If written informed consent of a parent, legal guardian, or individual
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is obtained under subdivision 7, the Department of Health may use the blood samples and test results in
accordance with subdivision 9.

(b) If a parent, legal guardian, or individual elects against storage, or revokes prior consent for storage,
the blood samples must be destroyed within 30 days after receipt of the request, and test results must be
destroyed within 30 days after receipt of the request, or the earliest time allowed under Clinical Laboratory
Improvement Amendments (CLIA) regulations, whichever is later. Until destroyed, the blood samples and
test results may be used for program operations described under subdivision 5, paragraph (a), clauses (1) to

).

Subd. 9. Written, informed consent for other use of samples and test results. With the written,
informed consent of a parent or legal guardian, the Department of Health may use blood samples and test
results for public health studies or research not related to newborn screening, and upon approval by the
Department of Health's Institutional Review Board, share samples and test results with external parties for
public health studies or research.

Subd. 10. Revoking consent for storage and use. A parent or legal guardian, or the individual whose
blood was tested as an infant if the individual is 18 years of age or older, may revoke approval for storage
or use of blood samples or test results at any time by providing a signed and dated form requesting destruction
of the blood samples or test results. Blood samples and test results must be destroyed as specified under
subdivision 8, paragraph (b).

History: 1965 ¢ 205 s 1, 1977 ¢ 305 s 45; 1Sp1981 c 4 art 1 5 75; 1985 ¢ 248 s 70; 1986 ¢ 444, 1988
c689art2s31;,1994c636art2s2; 1997 c203 art2s 11, 1997 ¢ 205 s 19; 1Sp2003 ¢ 14 art 7 s 26; 2007
cld47 art16s7; 2009 c 79 art 10s 5; 2012 ¢ 292 art 4 s 3-10; 2013 c 108 art 12 s 14; 2013 c 125 art 1 s
30; 2014 ¢ 203 s 1-7; 1Sp2021 c 7 art 3 5 20

144.1251 NEWBORN SCREENING FOR CRITICAL CONGENITAL HEART DISEASE (CCHD).

Subdivision 1. Required testing and reporting. (a) Each licensed hospital or state-licensed birthing
center or facility that provides maternity and newborn care services shall provide screening for congenital
heart disease to all newborns prior to discharge using pulse oximetry screening. The screening must occur
after the infant is 24 hours old, before discharge from the nursery. If discharge occurs before the infant is
24 hours old, the screening must occur as close as possible to the time of discharge.

(b) For premature infants (less than 36 weeks of gestation) and infants admitted to a higher-level nursery
(special care or intensive care), pulse oximetry must be performed when medically appropriate prior to
discharge.

(c) Results of the screening must be reported to the Department of Health.
Subd. 2. Implementation. The Department of Health shall:
(1) communicate the screening protocol requirements;

(2) make information and forms available to the hospitals, birthing centers, and other facilities that are
required to provide the screening; health care providers who provide prenatal care and care to newborns;
and expectant parents and parents of newborns. The information and forms must include screening protocol
and reporting requirements and parental options;

(3) provide training to ensure compliance with and appropriate implementation of the screening;
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(4) establish the mechanism for the required data collection and reporting of screening and follow-up
diagnostic results to the Department of Health according to the Department of Health's recommendations;

(5) coordinate the implementation of universal standardized screening;

(6) act as a resource for providers as the screening program is implemented, and in consultation with
the Advisory Committee on Heritable and Congenital Disorders, develop and implement policies for early
medical and developmental intervention services and long-term follow-up services for children and their
families identified with a CCHD; and

(7) comply with sections 144.125 to 144.128.
History: 2013 c 108 art 12 s 15
144.1255 HERITABLE AND CONGENITAL DISORDERS.

Subdivision 1. Creation and membership. (a) By July 1, 2003, the commissioner of health shall appoint
an advisory committee to provide advice and recommendations to the commissioner concerning tests and
treatments for heritable and congenital disorders found in newborn children. Membership of the committee
shall include, but not be limited to, at least one member from each of the following representative groups:

(1) parents and other consumers;

(2) primary care providers;

(3) clinicians and researchers specializing in newborn diseases and disorders;

(4) genetic counselors;

(5) birth hospital representatives;

(6) newborn screening laboratory professionals;

(7) nutritionists; and

(8) other experts as needed representing related fields such as emerging technologies and health insurance.

(b) The terms and removal of members are governed by section 15.059. Members shall not receive per
diems but shall be compensated for expenses.

Subd. 2. Function and objectives. The committee's activities include, but are not limited to:

(1) collection of information on the efficacy and reliability of various tests for heritable and congenital
disorders;

(2) collection of information on the availability and efficacy of treatments for heritable and congenital
disorders;

(3) collection of information on the severity of medical conditions caused by heritable and congenital
disorders;

(4) discussion and assessment of the benefits of performing tests for heritable and congenital disorders
as compared to the costs, treatment limitations, or other potential disadvantages of requiring the tests;

(5) discussion and assessment of ethical considerations surrounding the testing, treatment, and handling
of data and specimens generated by the testing requirements of sections 144.125 to 144.128; and
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(6) providing advice and recommendations to the commissioner concerning tests and treatments for
heritable and congenital disorders found in newborn children.

History: I1Sp2003 c 14 art 75 27, 2014 c 286 art 8 s 16
144.126 [Repealed, 1Sp2003 ¢ 14 art 7 s 89]
144.128 COMMISSIONER'S DUTIES.
(a) The commissioner shall:
(1) notify the physicians of newborns tested of the results of the tests performed;

(2) make referrals for the necessary treatment of diagnosed cases of heritable and congenital disorders
when treatment is indicated;

(3) maintain a registry of the cases of heritable and congenital disorders detected by the screening
program for the purpose of follow-up services;

(4) prepare a separate form for use by parents or by adults who were tested as minors to direct that blood
samples or test results be destroyed;

(5) comply with a destruction request as described in section 144.125;

(6) notify individuals who request destruction of samples and test results that the samples and test results
have been destroyed and the date of destruction; and

(7) adopt rules to carry out sections 144.125 to 144.128.

(b) Nothing in sections 144.125 to 144.128 shall exempt the commissioner from the requirements of
the genetic privacy act in section 13.386 or from the penalties for a violation of the genetic privacy act as
provided in chapter 13.

History: 1Spl1985c 9 art 25 10, 1991 ¢ 36 s 2; 1Sp2003 ¢ 14 art 7 s 28, 2006 ¢ 253 5 9; 2012 ¢ 292
art4s 11

144.13 [Renumbered 144.111]

PUBLIC HEALTH MEASURES
144.14 QUARANTINE OF INTERSTATE CARRIERS.

When necessary the commissioner may establish and enforce a system of quarantine against the
introduction into the state of any plague or other communicable disease by common carriers doing business
across its borders. Its members, officers, and agents may board any conveyance used by such carriers to
inspect the same and, if such conveyance be found infected, may detain the same and isolate and quarantine
any or all persons found thereon, with their luggage, until all danger of communication of disease therefrom
is removed.

History: (5347) RL s 2133; 1977 ¢ 305 s 45
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144.145 FLUORIDATION OF MUNICIPAL WATER SUPPLIES.

For the purpose of promoting public health through prevention of tooth decay, the person, firm,
corporation, or municipality having jurisdiction over a municipal water supply, whether publicly or privately
owned or operated, shall control the quantities of fluoride in the water so as to maintain a fluoride content
prescribed by the state commissioner of health. In the manner provided by law, the state commissioner of
health shall promulgate rules relating to the fluoridation of public water supplies which shall include, but
not be limited to the following: (1) the means by which fluoride is controlled; (2) the methods of testing the
fluoride content; and (3) the records to be kept relating to fluoridation. The state commissioner of health
shall enforce the provisions of this section. In so doing the commissioner shall require the fluoridation of
water in all municipal water supplies on or before January 1, 1970. The state commissioner of health shall
not require the fluoridation of water in any municipal water supply where such water supply in the state of
nature contains sufficient fluorides to conform with the rules of such commissioner.

History: 1967 ¢ 603 s 1; 1977 ¢ 305 s 45; 1985 ¢ 248 s 70; 1986 ¢ 444
144.146 Subdivision 1. [Repealed, 2014 ¢ 192 art 4 s 3]
Subd. 2. [Repealed, 1978 ¢ 762 s 9]
144.1461 DIGNITY IN PREGNANCY AND CHILDBIRTH.
Subdivision 1. Citation. This section may be cited as the "Dignity in Pregnancy and Childbirth Act."

Subd. 2. Continuing education. (a) Hospitals with obstetric care and birth centers must develop or
access a continuing education curriculum and must make available to direct care employees and contractors
who routinely care for patients who are pregnant or postpartum a continuing education course on anti-racism
training and implicit bias. The continuing education curriculum and course must:

(1) be evidence-based;

(2) to the extent practicable, conform with standards for continuing education established by the applicable
health-related licensing boards; and

(3) include, at a minimum, the following elements:

(1) education aimed at identifying personal, interpersonal, institutional, structural, and cultural barriers
to inclusion;

(i1) identifying and implementing corrective measures to promote anti-racism practices and decrease
implicit bias at the interpersonal and institutional levels, including the facility's ongoing policies and practices;

(iii) providing information on the ongoing effects of historical and contemporary exclusion and oppression
of Black and Indigenous communities with the greatest health disparities in maternal and infant mortality
and morbidity;

(iv) providing information on and discussion of health disparities in the perinatal health care field,
including how systemic racism and implicit bias have different impacts on health outcomes for different
racial and ethnic communities; and

(v) soliciting perspectives of diverse local constituency groups and experts on racial, identity, cultural,
and provider-community relationship issues.
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(b) In addition to the initial continuing education course made available under paragraph (a), hospitals
with obstetric care and birth centers must make available an annual refresher course that reflects current
trends on race, culture, identity, and anti-racism principles and institutional implicit bias.

(c) The commissioner of health, in coordination with the Minnesota Hospital Association, shall monitor
implementation of this subdivision by hospitals with obstetric care and birth centers and may inspect course
records or require reports from hospitals with obstetric care and birth centers on the continuing education
curricula used and courses offered under this subdivision. Initial continuing education courses under this
subdivision must be made available by December 31, 2022.

(d) Hospitals with obstetric care and birth centers must provide a certificate of course completion to
another facility or to a course attendee upon request. A facility may accept a course certificate from another
facility for a health care provider who works at more than one facility.

Subd. 3. Midwife and doula care. (a) In order to improve maternal and infant health and birth outcomes
in groups with the most significant disparities, including Black communities, Indigenous communities, and
other communities of color; rural communities; and low-income families, the commissioner of health, in
partnership with patient groups and culturally based community organizations, shall:

(1) identify barriers to obtaining midwife and doula services for groups with the most significant
disparities in maternal and infant mortality and morbidity, and develop procedures and services designed to
increase the availability of midwife and doula services for these groups;

(2) promote racial, ethnic, and language diversity in the midwife and doula workforce that better aligns
with the childbearing populations in groups with the most significant disparities in maternal and infant
mortality and morbidity; and

(3) explore ways to ensure that midwife and doula training and education are culturally responsive and
tailored to the specific needs of groups with the most significant disparities in maternal and infant mortality
and morbidity, including trauma-informed care, maternal mood disorders, intimate partner violence, and
implicit bias and anti-racism.

(b) For purposes of this subdivision, midwife and doula services include traditional midwife services
as defined in section 147D.03; nurse midwife services as defined in section 148.171, subdivision 10; and
doula services as defined in section 148.995, subdivision 4; and the midwife and doula workforce includes
traditional midwives, nurse midwives, and certified doulas.

History: I1Sp2021 c 7 art 3 s 21
144.1462 COMMUNITY HEALTH WORKERS; GRANTS AUTHORIZED.

Subdivision 1. Establishment. The commissioner of health shall support collaboration and coordination
between state and community partners to develop, refine, and expand the community health workers profession
in Minnesota; equip community health workers to address health needs; and to improve health outcomes.
This work must address the social conditions that impact community health and well-being in public safety,
social services, youth and family services, schools, and neighborhood associations.

Subd. 2. Grants and contracts authorized; eligibility. The commissioner of health shall award grants
or enter into contracts to expand and strengthen the community health worker workforce across Minnesota.
The grant recipients or contractor shall include at least one not-for-profit community organization serving,
convening, and supporting community health workers statewide.
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Subd. 3. Evaluation. The commissioner of health shall design, conduct, and evaluate the community
health worker initiative using measures such as workforce capacity, employment opportunity, reach of
services, and return on investment, as well as descriptive measures of the existing community health worker
models as they compare with the national community health workers' landscape. These initial measures
point to longer-term change in social determinants of health and rates of death and injury by suicide, overdose,
firearms, alcohol, and chronic disease.

Subd. 4. Report. Grant recipients and contractors must report program outcomes to the department
annually and by the guidelines established by the commissioner.

History: 2023 c 70 art 4 s 24

SUMMER HEALTH CARE INTERNS
144.1464 SUMMER HEALTH CARE INTERNS.

Subdivision 1. Summer internships. The commissioner of health, through a contract with a nonprofit
organization as required by subdivision 4, shall award grants, within available appropriations, to hospitals,
clinics, nursing facilities, assisted living facilities, and home care providers to establish a secondary and
postsecondary summer health care intern program. The purpose of the program is to expose interested
secondary and postsecondary pupils to various careers within the health care profession.

Subd. 2. Criteria. (a) The commissioner, through the organization under contract, shall award grants
to hospitals, clinics, nursing facilities, assisted living facilities, and home care providers that agree to:

(1) provide secondary and postsecondary summer health care interns with formal exposure to the health
care profession;

(2) provide an orientation for the secondary and postsecondary summer health care interns;
(3) pay one-half the costs of employing the secondary and postsecondary summer health care intern;

(4) interview and hire secondary and postsecondary pupils for a minimum of six weeks and a maximum
of 12 weeks; and

(5) employ at least one secondary student for each postsecondary student employed, to the extent that
there are sufficient qualifying secondary student applicants.

(b) In order to be eligible to be hired as a secondary summer health intern by a hospital, clinic, nursing
facility, assisted living facility, or home care provider, a pupil must:

(1) intend to complete high school graduation requirements and be between the junior and senior year
of high school; and

(2) be from a school district in proximity to the facility.

(c) In order to be eligible to be hired as a postsecondary summer health care intern by a hospital or clinic,
a pupil must:

(1) intend to complete a health care training program or a two-year or four-year degree program and be
planning on enrolling in or be enrolled in that training program or degree program; and
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(2) be enrolled in a Minnesota educational institution or be a resident of the state of Minnesota; priority
must be given to applicants from a school district or an educational institution in proximity to the facility.

(d) Hospitals, clinics, nursing facilities, assisted living facilities, and home care providers awarded grants
may employ pupils as secondary and postsecondary summer health care interns, if they agree to pay the
intern, during the period before disbursement of state grant money, with money designated as the facility's
50 percent contribution towards internship costs.

Subd. 3. Grants. The commissioner, through the organization under contract, shall award separate grants
to hospitals, clinics, nursing facilities, assisted living facilities, and home care providers meeting the
requirements of subdivision 2. The grants must be used to pay one-half of the costs of employing secondary
and postsecondary pupils in a hospital, clinic, nursing facility, assisted living facility, or home care setting
during the course of the program. No more than 50 percent of the participants may be postsecondary students,
unless the program does not receive enough qualified secondary applicants per fiscal year. No more than
five pupils may be selected from any secondary or postsecondary institution to participate in the program
and no more than one-half of the number of pupils selected may be from the seven-county metropolitan
area.

Subd. 4. Contract. The commissioner shall contract with a statewide, nonprofit organization representing
facilities at which secondary and postsecondary summer health care interns will serve, to administer the
grant program established by this section. Grant funds that are not used in one fiscal year may be carried
over to the next fiscal year. The organization awarded the grant shall provide the commissioner with any
information needed by the commissioner to evaluate the program, in the form and at the times specified by
the commissioner.

History: 71992 c 499 art 7s 9, 1993 ¢ 345 art 11 s 1; 1993 ¢ 366 5 28,29, 1994 c 625 art 12 s 2; 1995
c234 art8s29-31; 1Sp2001 c 9 art 1 s31;, 2002 c370art 1s 113, I1Sp2011 c9art2s 13; 2024 ¢ 127 art
59s17-19

RURAL HOSPITAL GRANTS
144.1465 FINDING AND PURPOSE.

The legislature finds that rural hospitals are an integral part of the health care delivery system and are
fundamental to the development of a sound rural economy. The legislature further finds that access to rural
health care must be assured to all Minnesota residents. The rural health care system is undergoing a
restructuring that threatens to jeopardize access in rural areas to quality health services. To assure continued
rural health care access the legislature proposes to establish a grant program to assist rural hospitals and
their communities with the development of strategic plans and transition projects, provide subsidies for
geographically isolated hospitals facing closure, and examine the problem of recruitment and retention of
rural physicians, nurses, and other allied health care professionals.

History: 71990 c 568 art 25 6

144.147 RURAL HOSPITAL PLANNING AND TRANSITION GRANT PROGRAM.

Subdivision 1. Definition. "Eligible rural hospital" means any nonfederal, general acute care hospital
that:
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(1) is either located in a rural area, as defined in the federal Medicare regulations, Code of Federal
Regulations, title 42, section 405.1041, or located in a community with a population of less than 15,000,
according to United States Census Bureau statistics, outside the seven-county metropolitan area;

(2) has 50 or fewer beds; and
(3) is not for profit.

Subd. 2. Grants authorized. (a) The commissioner shall establish a program of grants to assist eligible
rural hospitals. The commissioner shall award grants to hospitals and communities for the purposes set forth
in paragraphs (b) and (c).

(b) Grants may be used by hospitals and their communities to develop strategic plans for preserving or
enhancing access to health services. At a minimum, a strategic plan must consist of:

(1) aneeds assessment to determine what health services are needed and desired by the community. The
assessment must include interviews with or surveys of area health professionals, local community leaders,
and public hearings;

(2) an assessment of the feasibility of providing needed health services that identifies priorities and
timeliness for potential changes; and

(3) an implementation plan.

The strategic plan must be developed by a committee that includes representatives from the hospital,
local public health agencies, other health providers, and consumers from the community.

(c) The grants may also be used by eligible rural hospitals that have developed strategic plans to implement
transition projects to modify the type and extent of services provided, in order to reflect the needs of that
plan. Grants may be used by hospitals under this paragraph to develop hospital-based physician practices
that integrate hospital and existing medical practice facilities that agree to transfer their practices, equipment,
staffing, and administration to the hospital. The grants may also be used by the hospital to establish a health
provider cooperative, a telehealth system, an electronic health records system, or a rural health care system
or to cover expenses associated with being designated as a critical access hospital for the Medicare rural
hospital flexibility program. Not more than one-third of any grant shall be used to offset losses incurred by
physicians agreeing to transfer their practices to hospitals.

Subd. 3. Consideration of grants. In determining which hospitals will receive grants under this section,
the commissioner shall take into account:

(1) improving community access to hospital or health services;
(2) changes in service populations;
(3) availability and upgrading of ambulatory and emergency services;

(4) the extent that the health needs of the community are not currently being met by other providers in
the service area;

(5) the need to recruit and retain health professionals;

(6) the extent of community support;
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(7) the integration of health care services and the coordination with local community organizations, such
as community development and public health agencies; and

(8) the financial condition of the hospital.

Subd. 4. Allocation of grants. (a) Eligible hospitals must apply to the commissioner no later than
September 1 of each fiscal year for grants awarded for that fiscal year. A grant may be awarded upon signing
of a grant contract.

(b) The commissioner must make a final decision on the funding of each application within 60 days of
the deadline for receiving applications.

(c) Each relevant community health board has 30 days in which to review and comment to the
commissioner on grant applications from hospitals in their community health service area.

(d) In determining which hospitals will receive grants under this section, the commissioner shall consider
the following factors:

(1) Description of the problem, description of the project, and the likelihood of successful outcome of
the project. The applicant must explain clearly the nature of the health services problems in their service
area, how the grant funds will be used, what will be accomplished, and the results expected. The applicant
should describe achievable objectives, a timetable, and roles and capabilities of responsible individuals and
organizations.

(2) The extent of community support for the hospital and this proposed project. The applicant should
demonstrate support for the hospital and for the proposed project from other local health service providers
and from local community and government leaders. Evidence of such support may include past commitments
of financial support from local individuals, organizations, or government entities; and commitment of
financial support, in-kind services or cash, for this project.

(3) The comments, if any, resulting from a review of the application by the community health board in
whose community health service area the hospital is located.

(e) In evaluating applications, the commissioner shall score each application on a 100 point scale,
assigning the maximum of 70 points for an applicant's understanding of the problem, description of the
project, and likelihood of successful outcome of the project; and a maximum of 30 points for the extent of
community support for the hospital and this project. The commissioner may also take into account other
relevant factors.

(f) Any single grant to a hospital, including hospitals that submit applications as consortia, may not
exceed $50,000 a year and may not exceed a term of two years. Prior to the receipt of any grant, the hospital
must certify to the commissioner that at least one-half of the amount of the total cost of the planning or
transition project, which may include in-kind services, is available for the same purposes from nonstate
sources. A hospital receiving a grant under this section may use the grant for any expenses incurred in the
development of strategic plans or the implementation of transition projects with respect to which the grant
is made. Project grants may not be used to retire debt incurred with respect to any capital expenditure made
prior to the date on which the project is initiated. Hospitals may apply to the program each year they are
eligible.

(g) The commissioner may adopt rules to implement this section.
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Subd. 5. Evaluation. The commissioner shall evaluate the overall effectiveness of the grant program.
The commissioner may collect, from the hospital, and communities receiving grants, quarterly progress
reports to evaluate the grant program. Information related to the financial condition of individual hospitals
shall be classified as nonpublic data.

History: 1990 ¢ 568 art 2 s 7; 1992 ¢ 549 art 5 s 4-6; 1993 ¢ 247 art 5 s 11; 1993 ¢ 345 art 10 s 1;
1995c 234 art8s 32, 1997 c 225 art 2 s 48-51, 1999 ¢ 247 s 2-5;, 2001 ¢ 171 s 2; 1Sp2005 c 4 art 6 5 8,9;
18p2021 ¢ 7 art 6 s 28

144.1475 [Repealed, 2014 ¢ 192 art 4 s 3]

RURAL PHARMACY PLANNING AND TRANSITION GRANT PROGRAM
144.1476 RURAL PHARMACY PLANNING AND TRANSITION GRANT PROGRAM.
Subdivision 1. Definitions. (a) For the purposes of this section, the following definitions apply.
(b) "Eligible rural community" means:

(1) a Minnesota community that is located in a rural area, as defined in the federal Medicare regulations,
Code of Federal Regulations, title 42, section 405.1041; or

(2) a Minnesota community that has a population of less than 10,000, according to the United States
Bureau of Statistics, and that is outside the seven-county metropolitan area, excluding the cities of Duluth,
Mankato, Moorhead, Rochester, and St. Cloud.

(c) "Health care provider" means a hospital, clinic, pharmacy, long-term care institution, or other health
care facility that is licensed, certified, or otherwise authorized by the laws of this state to provide health
care.

(d) "Pharmacist" means an individual with a valid license issued under chapter 151 to practice pharmacy.
(e) "Pharmacy" has the meaning given under section 151.01, subdivision 2.

Subd. 2. Grants authorized; eligibility. (a) The commissioner of health shall establish a program to
award grants to eligible rural communities or health care providers in eligible rural communities for planning,
establishing, keeping in operation, or providing health care services that preserve access to prescription
medications and the skills of a pharmacist according to sections 151.01 to 151.40.

(b) To be eligible for a grant, an applicant must develop a strategic plan for preserving or enhancing
access to prescription medications and the skills of a pharmacist. At a minimum, a strategic plan must consist
of:

(1) a needs assessment to determine what pharmacy services are needed and desired by the community.
The assessment must include interviews with or surveys of area and local health professionals, local
community leaders, and public officials;

(2) an assessment of the feasibility of providing needed pharmacy services that identifies priorities and
timelines for potential changes; and

(3) an implementation plan.
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(c) A grant may be used by a recipient that has developed a strategic plan to implement transition projects
to modify the type and extent of pharmacy services provided, in order to reflect the needs of the community.
Grants may also be used by recipients:

(1) to develop pharmacy practices that integrate pharmacy and existing health care provider facilities;
or

(2) to establish a pharmacy provider cooperative or initiatives that maintain local access to prescription
medications and the skills of a pharmacist.

Subd. 3. Consideration of grants. In determining which applicants shall receive grants under this
section, the commissioner of health shall appoint a committee comprised of members with experience and
knowledge about rural pharmacy issues including, but not limited to, two rural pharmacists with a community
pharmacy background, two health care providers from rural communities, one representative from a statewide
pharmacist organization, and one representative of the Board of Pharmacy. A representative of the
commissioner may serve on the committee in an ex officio status. In determining who shall receive a grant,
the committee shall take into account:

(1) improving or maintaining access to prescription medications and the skills of a pharmacist;
(2) changes in service populations;

(3) the extent community pharmacy needs are not currently met by other providers in the area;
(4) the financial condition of the applicant;

(5) the integration of pharmacy services into existing health care services; and

(6) community support.

The commissioner may also take into account other relevant factors.

Subd. 4. Allocation of grants. (a) The commissioner shall establish a deadline for receiving applications
and must make a final decision on the funding of each application within 60 days of the deadline. An applicant
must apply no later than March 1 of each fiscal year for grants awarded for that fiscal year.

(b) Any grant awarded must not exceed $50,000 a year. Notwithstanding any law to the contrary, funds
awarded to grantees in a grant agreement do not lapse until expended by the grantee.

(c) Applicants may apply to the program each year they are eligible.

(d) Project grants may not be used to retire debt incurred with respect to any capital expenditure made
prior to the date on which the project is initiated.

Subd. 5. Evaluation. The commissioner shall evaluate the overall effectiveness of the grant program
and may collect progress reports and other information from grantees needed for program evaluation. An
academic institution that has the expertise in evaluating rural pharmacy outcomes may participate in the
program evaluation if asked by a grantee or the commissioner. The commissioner shall compile summaries
of successful grant projects and other model community efforts to preserve access to prescription medications
and the skills of a pharmacist, and make this information available to Minnesota communities seeking to
address local pharmacy issues.

History: /Sp2005 c 4 art 6 s 10; 2006 ¢ 282 art 16 s 2
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RURAL HOSPITAL GRANT PROGRAM
144.148 RURAL HOSPITAL CAPITAL IMPROVEMENT GRANT PROGRAM.
Subdivision 1. Definition. (a) For purposes of this section, the following definitions apply.
(b) "Eligible rural hospital" means any nonfederal, general acute care hospital that:

(1) is either located in a rural area, as defined in the federal Medicare regulations, Code of Federal
Regulations, title 42, section 405.1041, or located in a community with a population of less than 15,000,
according to United States Census Bureau statistics, outside the seven-county metropolitan area;

(2) has 50 or fewer beds; and
(3) is not for profit.

(c) "Eligible project" means a modernization project to update, remodel, or replace aging hospital
facilities and equipment necessary to maintain the operations of a hospital, including establishing an electronic
health records system.

Subd. 2. Program. (a) The commissioner of health shall award rural hospital capital improvement grants
to eligible rural hospitals. Except as provided in paragraph (b), a grant shall not exceed $500,000 per hospital.
Prior to the receipt of any grant, the hospital must certify to the commissioner that at least one-quarter of
the grant amount, which may include in-kind services, is available for the same purposes from nonstate
resources. Notwithstanding any law to the contrary, funds awarded to grantees in a grant agreement do not
lapse until expended by the grantee.

(b) A grant shall not exceed $1,500,000 per eligible rural hospital that also satisfies the following criteria:
(1) is the only hospital in a county;

(2) has 25 or fewer licensed hospital beds with a net hospital operating margin not greater than an average
of two percent over the three fiscal years prior to application;

(3) is located in a medically underserved community (MUC) or a health professional shortage area
(HPSA);

(4) is located near a migrant worker employment site and regularly treats significant numbers of migrant
workers and their families; and

(5) has not previously received a grant under this section prior to July 1, 1999.

Subd. 3. Applications. Eligible hospitals seeking a grant shall apply to the commissioner. Applications
must include a description of the problem that the proposed project will address, a description of the project
including construction and remodeling drawings or specifications, sources of funds for the project, uses of
funds for the project, the results expected, and a plan to maintain or operate any facility or equipment included
in the project. The applicant must describe achievable objectives, a timetable, and roles and capabilities of
responsible individuals and organization. Applicants must submit to the commissioner evidence that
competitive bidding was used to select contractors for the project.

Subd. 4. Consideration of applications. The commissioner shall review each application to determine
whether or not the hospital's application is complete and whether the hospital and the project are eligible
for a grant. In evaluating applications, the commissioner shall score each application on a 100 point scale,
assigning: a maximum of 40 points for an applicant's clarity and thoroughness in describing the problem
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and the project; a maximum of 40 points for the extent to which the applicant has demonstrated that it has
made adequate provisions to assure proper and efficient operation of the facility once the project is completed;
and a maximum of 20 points for the extent to which the proposed project is consistent with the hospital's
capital improvement plan or strategic plan. The commissioner may also take into account other relevant
factors. During application review, the commissioner may request additional information about a proposed
project, including information on project cost. Failure to provide the information requested disqualifies an
applicant.

Subd. 5. Program oversight. The commissioner shall determine the amount of a grant to be given to
an eligible rural hospital based on the relative score of each eligible hospital's application and the funds
available to the commissioner. The grant shall be used to update, remodel, or replace aging facilities and
equipment necessary to maintain the operations of the hospital. The commissioner may collect, from the
hospitals receiving grants, any information necessary to evaluate the program.

Subd. 6. [Repealed by amendment, 1999 c 245 art 2 s 21]
Subd. 7. [Repealed by amendment, 1999 ¢ 245 art 2 s 21]
Subd. 8. [Repealed, 1Sp2001 c 9 art 1 s 62]

Subd. 9. Status of previous awards. The commissioner must regard grants or loans awarded to eligible
rural hospitals before August 1, 1999, as grants subject to the conditions of this section and not subject to
repayment as loans under Minnesota Statutes 1998, section 144.148.

History: 71997 c 225 art 2 s 53; 1999 c 245 art 25 21, 2001 ¢ 171 s 3; 1Sp2001 ¢ 9 art 1 s 32; 2002 ¢
375art3s5;,2002c379art1s 113, 2004 c231s 1; ISp2005c4 art 6 11
RURAL AND URBAN HEALTH; HEALTH PROFESSIONS PROGRAMS
144.1481 RURAL HEALTH ADVISORY COMMITTEE.

Subdivision 1. Establishment; membership. The commissioner of health shall establish a Rural Health
Advisory Committee. The committee shall consist of the following 22 members, all of whom must reside
outside the seven-county metropolitan area, as defined in section 473.121, subdivision 2:

(1) two members from the house of representatives of the state of Minnesota, one from the majority
party and one from the minority party;

(2) two members from the senate of the state of Minnesota, one from the majority party and one from
the minority party;

(3) a volunteer member of an ambulance service based outside the seven-county metropolitan area;
(4) a representative of a hospital located outside the seven-county metropolitan area;

(5) a representative of a nursing home located outside the seven-county metropolitan area;

(6) a medical doctor or doctor of osteopathic medicine licensed under chapter 147;

(7) a dentist licensed under chapter 150A;

(8) an allied dental personnel as defined in Minnesota Rules, part 3100.0100, subpart 5;

(9) an advanced practice professional;
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(10) a registered nurse or licensed practical nurse;
(11) alicensed health care professional from an occupation not otherwise represented on the committee;

(12) a representative of an institution of higher education located outside the seven-county metropolitan
area that provides training for rural health care providers;

(13) a member of a Tribal Nation;
(14) a representative of a local public health agency or community health board,;
(15) a health professional or advocate with experience working with people with mental illness;

(16) a representative of a community organization that works with individuals experiencing health
disparities;

(17) an individual with expertise in economic development, or an employer working outside the
seven-county metropolitan area;

(18) two consumers, at least one of whom must be from a community experiencing health disparities;
and

(19) one consumer who is an advocate for persons who are developmentally disabled.

The commissioner will make recommendations for committee membership. Committee members will
be appointed by the governor. In making appointments, the governor shall ensure that appointments provide
geographic balance among those areas of the state outside the seven-county metropolitan area. The chair of
the committee shall be elected by the members. The advisory committee is governed by section 15.059,
except that the members do not receive per diem compensation.

Subd. 2. Duties. The advisory committee shall:
(1) advise the commissioner and other state agencies on rural health issues;

(2) provide a systematic and cohesive approach toward rural health issues and rural health care planning,
at both a local and statewide level;

(3) develop and evaluate mechanisms to encourage greater cooperation among rural communities and
among providers;

(4) recommend and evaluate approaches to rural health issues that are sensitive to the needs of local
communities; and

(5) develop methods for identifying individuals who are underserved by the rural health care system.

Subd. 3. Staffing; office space; equipment. The commissioner shall provide the advisory committee
with staff support, office space, and access to office equipment and services.

History: 1992 c 549 art 5s 7; 1993 c 247 art 5 s 12; 2001 ¢ 161 s 20; 1Sp2003 c 14 art 7 s 29; 2014
c286art8s17;2016c¢c 11957, 2021 c30art3s16;2023c70art3s 3

144.1482 OFFICE OF RURAL HEALTH.

Subdivision 1. Duties. The Office of Rural Health in conjunction with the University of Minnesota
medical schools and other organizations in the state which are addressing rural health care problems shall:
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(1) establish and maintain a clearinghouse for collecting and disseminating information on rural health
care issues, research findings, and innovative approaches to the delivery of rural health care;

(2) coordinate the activities relating to rural health care that are carried out by the state to avoid duplication
of effort;

(3) identify federal and state rural health programs and provide technical assistance to public and nonprofit
entities, including community and migrant health centers, to assist them in participating in these programs;

(4) assist rural communities in improving the delivery and quality of health care in rural areas and in
recruiting and retaining health professionals; and

(5) carry out the duties assigned in section 144.1483.

Subd. 2. Contracts. To carry out these duties, the office may contract with or provide grants to public
and private, nonprofit entities.

History: 71992 c 549 art5s 8
144.1483 RURAL HEALTH INITIATIVES.

The commissioner of health, through the Office of Rural Health, and consulting as necessary with the
commissioner of human services, the commissioner of commerce, the Minnesota Office of Higher Education,
and other state agencies, shall:

(1) develop a detailed plan regarding the feasibility of coordinating rural health care services by organizing
individual medical providers and smaller hospitals and clinics into referral networks with larger rural hospitals
and clinics that provide a broader array of services;

(2) develop recommendations regarding health education and training programs in rural areas, including
but not limited to a physician assistants' training program, continuing education programs for rural health
care providers, and rural outreach programs for advanced practice registered nurses within existing training
programs;

(3) develop a statewide, coordinated recruitment strategy for health care personnel and maintain a
database on health care personnel as required under section 144.1485;

(4) develop and administer technical assistance programs to assist rural communities in: (i) planning
and coordinating the delivery of local health care services; and (ii) hiring physicians, advanced practice
registered nurses, public health nurses, physician assistants, and other health personnel;

(5) study and recommend changes in the regulation of health care personnel, such as advanced practice
registered nurses and physician assistants, related to scope of practice, the amount of on-site physician
supervision, and dispensing of medication, to address rural health personnel shortages;

(6) support efforts to ensure continued funding for medical and nursing education programs that will
increase the number of health professionals serving in rural areas;

(7) support efforts to secure higher reimbursement for rural health care providers from the Medicare
and medical assistance programs;

(8) coordinate the development of a statewide plan for emergency medical services, in cooperation with
the Emergency Medical Services Advisory Council;
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(9) establish a Medicare rural hospital flexibility program pursuant to section 1820 of the federal Social
Security Act, United States Code, title 42, section 1395i-4, by developing a state rural health plan and
designating, consistent with the rural health plan, rural nonprofit or public hospitals in the state as critical
access hospitals. Critical access hospitals shall include facilities that are certified by the state as necessary
providers of health care services to residents in the area. Necessary providers of health care services are
designated as critical access hospitals on the basis of being more than 20 miles, defined as official mileage
as reported by the Minnesota Department of Transportation, from the next nearest hospital, being the sole
hospital in the county, being a hospital located in a county with a designated medically underserved area or
health professional shortage area, or being a hospital located in a county contiguous to a county with a
medically underserved area or health professional shortage area. A critical access hospital located in a county
with a designated medically underserved area or a health professional shortage area or in a county contiguous
to a county with a medically underserved area or health professional shortage area shall continue to be
recognized as a critical access hospital in the event the medically underserved area or health professional
shortage area designation is subsequently withdrawn; and

(10) carry out other activities necessary to address rural health problems.

History: 1992 ¢ 549 art 55 9; 1995c 212 art 3559, 1998 ¢ 257 s 1; 1999 c 245 art 25 22; 2001 ¢ 171
s4; 1Sp2003 ¢ 14 art 7 s 30, 2005 ¢ 107 art 2's 60; 1Sp2005 c 4 art 6 s 12; 2022 ¢ 58 s 170

144.1484 [Repealed, 1Sp2003 ¢ 14 art 7 s 89]
144.1485 DATABASE ON HEALTH PERSONNEL.

(a) The commissioner of health shall develop and maintain a database on health services personnel. The
commissioner shall use this information to assist local communities and units of state government to develop
plans for the recruitment and retention of health personnel. Information collected in the database must
include, but is not limited to, data on levels of educational preparation, specialty, and place of employment.
The commissioner may collect information through the registration and licensure systems of the state health
licensing boards.

(b) Health professionals who report their practice or place of employment address to the commissioner
of health under section 144.052 may request in writing that their practice or place of employment address
be classified as private data on individuals, as defined in section 13.02, subdivision 12. The commissioner
shall grant the classification upon receipt of a signed statement by the health professional that the classification
is required for the safety of the health professional, if the statement also provides a valid, existing address
where the health professional consents to receive service of process. The commissioner shall use the mailing
address in place of the practice or place of employment address in all documents available to the general
public. The practice or place of employment address and any information provided in the classification
request, other than the mailing address, are private data on individuals and may be provided to other state
agencies. The practice or place of employment address may be used to develop summary reports that show
in aggregate the distribution of health care providers in Minnesota.

History: 1992 c 549 art 5 s 11, 1994 ¢ 625 art 8 s 39
144.1486 [Repealed, 1Sp2005 c 4 art 6 s 58]
144.1487 [Repealed, 2013 ¢ 43 s 32]
144.1488 [Repealed, 2013 ¢ 43 s 32]
144.1489 [Repealed, 2013 ¢ 43 s 32]
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144.1490 [Repealed, 2013 ¢ 43 s 32]
144.1491 [Repealed, 2013 ¢ 43 s 32]
144.1492 STATE RURAL HEALTH NETWORK REFORM INITIATIVE.

Subdivision 1. Purpose and matching funds. The commissioner of health shall apply for federal grant
funding under the State Rural Health Network Reform Initiative, a Health Care Financing Administration
program to provide grant funds to states to encourage innovations in rural health financing and delivery
systems. The commissioner may use state funds appropriated to the Department of Health for the provision
of technical assistance for community integrated service network development as matching funds for the
federal grant.

Subd. 2. Use of federal funds. If the Department of Health receives federal funding under the State
Rural Health Network Reform Initiative, the department shall use these funds to implement a program to
provide technical assistance and grants to rural communities to establish health care networks and to develop
and test a rural health network reform model.

Subd. 3. Eligible applicants and criteria for awarding of grants to rural communities. (a) Funding
which the department receives to award grants to rural communities to establish health care networks shall
be awarded through a request for proposals process. Planning grant funds may be used for community
facilitation and initial network development activities including incorporation as a nonprofit organization
or cooperative, assessment of network models, and determination of the best fit for the community.
Implementation grant funds can be used to enable incorporated nonprofit organizations and cooperatives to
purchase technical services needed for further network development such as legal, actuarial, financial,
marketing, and administrative services.

(b) In order to be eligible to apply for a planning or implementation grant under the federally funded
health care network reform program, an organization must be located in a rural area of Minnesota excluding
the seven-county Twin Cities metropolitan area and the census-defined urbanized areas of Duluth, Rochester,
St. Cloud, and Moorhead. The proposed network organization must also meet or plan to meet the criteria
for a community integrated service network.

(c) In determining which organizations will receive grants, the commissioner may consider the following
factors:

(1) the applicant's description of their plans for health care network development, their need for technical
assistance, and other technical assistance resources available to the applicant. The applicant must clearly
describe the service area to be served by the network, how the grant funds will be used, what will be
accomplished, and the expected results. The applicant should describe achievable objectives, a timetable,
and roles and capabilities of responsible individuals and organizations;

(2) the extent of community support for the applicant and the health care network. The applicant should
demonstrate support from private and public health care providers in the service area and local community
and government leaders. Evidence of such support may include a commitment of financial support, in-kind
services, or cash, for development of the network;

(3) the size and demographic characteristics of the population in the service area for the proposed network
and the distance of the service area from the nearest metropolitan area; and
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(4) the technical assistance resources available to the applicant from nonstate sources and the financial
ability of the applicant to purchase technical assistance services with nonstate funds.

History: 1994 c 625 art 8 s 41, 1999 c 245 art 2 s 23
144.1493 NURSING GRANT PROGRAM.

Subdivision 1. Establishment. A nursing grant program is established under the supervision of the
commissioner of health and the administration of the Metropolitan Healthcare Foundation's Project LINC
to provide grants to Minnesota health care facility employees seeking to complete a baccalaureate or master's
degree in nursing.

Subd. 2. Responsibility of Metropolitan Healthcare Foundation's Project LINC. The Metropolitan
Healthcare Foundation's Project LINC shall administer the grant program and award grants to eligible health
care facility employees. To be eligible to receive a grant, a person must be:

(1) an employee of a health care facility located in Minnesota, whom the facility has recommended to
the Metropolitan Healthcare Foundation's Project LINC for consideration;

(2) working part time, up to 32 hours per pay period, for the health care facility, while maintaining full
salary and benefits;

(3) enrolled full time in a Minnesota school or college of nursing to complete a baccalaureate or master's
degree in nursing; and

(4) aresident of the state of Minnesota.

The grant must be awarded for one academic year but is renewable for a maximum of six semesters or
nine quarters of full-time study, or their equivalent. The grant must be used for tuition, fees, and books.
Priority in awarding grants shall be given to persons with the greatest financial need. The health care facility
may require its employee to commit to a reasonable postprogram completion of employment at the health
care facility as a condition for the financial support the facility provides.

Subd. 3. Responsibility of commissioner. The commissioner shall distribute money each year to the
Metropolitan Healthcare Foundation's Project LINC to be used to award grants under this section, provided
that the commissioner shall not distribute the money unless the Metropolitan Healthcare Foundation's Project
LINC matches the money with an equal amount from nonstate sources. The Metropolitan Healthcare
Foundation's Project LINC shall expend nonstate money prior to expending state money and shall return to
the commissioner all state money not used each year for nursing program grants to be redistributed under
this section. The Metropolitan Healthcare Foundation's Project LINC shall report to the commissioner on
its program activity as requested by the commissioner.

History: 1995 c 234 art 8 s 43
144.1494 [Repealed, 1Sp2003 ¢ 14 art 7 s 89]
144.1495 [Repealed, 1Sp2003 ¢ 14 art 7 s 89]
144.1496 [Repealed, 1Sp2003 ¢ 14 art 7 s 89]
144.1497 [Repealed, 1Sp2003 ¢ 14 art 7 s 89]
144.1498 [Repealed, 1Sp2005 ¢ 4 art 6 s 58]
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144.1499 [Repealed, 1Sp2011 ¢ 9 art 2 s 29]

144.15 [Repealed, 1945 ¢ 512 s 37]

144.1501 HEALTH PROFESSIONAL EDUCATION LOAN FORGIVENESS PROGRAM.
Subdivision 1. Definitions. (a) For purposes of this section, the following definitions apply.

(b) "Advanced dental therapist" means an individual who is licensed as a dental therapist under section
150A.06, and who is certified as an advanced dental therapist under section 150A.106.

(c) "Alcohol and drug counselor" means an individual who is licensed as an alcohol and drug counselor
under chapter 148F.

(d) "Dental therapist" means an individual who is licensed as a dental therapist under section 150A.06.
(e) "Dentist" means an individual who is licensed to practice dentistry.

(f) "Designated rural area" means a statutory and home rule charter city or township that is outside the
seven-county metropolitan area as defined in section 473.121, subdivision 2, excluding the cities of Duluth,
Mankato, Moorhead, Rochester, and St. Cloud.

(g) "Emergency circumstances" means those conditions that make it impossible for the participant to
fulfill the service commitment, including death, total and permanent disability, or temporary disability lasting
more than two years.

(h) "Hospital nurse" means an individual who is licensed as a registered nurse and who is providing
direct patient care in a nonprofit hospital setting.

(1) "Mental health professional" means an individual providing clinical services in the treatment of
mental illness who is qualified in at least one of the ways specified in section 245.462, subdivision 18.

(j) "Medical resident" means an individual participating in a medical residency in family practice, internal
medicine, obstetrics and gynecology, pediatrics, or psychiatry.

(k) "Midlevel practitioner" means a nurse practitioner, nurse-midwife, nurse anesthetist, advanced clinical
nurse specialist, or physician assistant.

(1) "Nurse" means an individual who has completed training and received all licensing or certification
necessary to perform duties as a licensed practical nurse or registered nurse.

(m) "Nurse-midwife" means a registered nurse who has graduated from a program of study designed to
prepare registered nurses for advanced practice as nurse-midwives.

(n) "Nurse practitioner" means a registered nurse who has graduated from a program of study designed
to prepare registered nurses for advanced practice as nurse practitioners.

(o) "Pharmacist" means an individual with a valid license issued under chapter 151.

(p) "Physician" means an individual who is licensed to practice medicine in the areas of family practice,
internal medicine, obstetrics and gynecology, pediatrics, or psychiatry.

(q) "Physician assistant" means a person licensed under chapter 147A.
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(r) "Public health nurse" means a registered nurse licensed in Minnesota who has obtained a registration
certificate as a public health nurse from the Board of Nursing in accordance with Minnesota Rules, chapter
6316.

(s) "Qualified educational loan" means a government, commercial, or foundation loan for actual costs
paid for tuition, reasonable education expenses, and reasonable living expenses related to the graduate or
undergraduate education of a health care professional.

(t) "Underserved urban community" means a Minnesota urban area or population included in the list of
designated primary medical care health professional shortage areas (HPSAs), medically underserved areas
(MUAs), or medically underserved populations (MUPs) maintained and updated by the United States
Department of Health and Human Services.

[See Note.]

Subd. 2. Availability. (a) The commissioner of health shall use money appropriated for health professional
education loan forgiveness in this section:

(1) for medical residents, physicians, mental health professionals, and alcohol and drug counselors
agreeing to practice in designated rural areas or underserved urban communities or specializing in the area
of pediatric psychiatry;

(2) for midlevel practitioners agreeing to practice in designated rural areas or to teach at least 12 credit
hours, or 720 hours per year in the nursing field in a postsecondary program at the undergraduate level or
the equivalent at the graduate level;

(3) for nurses who agree to practice in a Minnesota nursing home; in an intermediate care facility for
persons with developmental disability; in a hospital if the hospital owns and operates a Minnesota nursing
home and a minimum of 50 percent of the hours worked by the nurse is in the nursing home; in an assisted
living facility as defined in section 144G.08, subdivision 7; or for a home care provider as defined in section
144A.43, subdivision 4; or agree to teach at least 12 credit hours, or 720 hours per year in the nursing field
in a postsecondary program at the undergraduate level or the equivalent at the graduate level;

(4) for other health care technicians agreeing to teach at least 12 credit hours, or 720 hours per year in
their designated field in a postsecondary program at the undergraduate level or the equivalent at the graduate
level. The commissioner, in consultation with the Healthcare Education-Industry Partnership, shall determine
the health care fields where the need is the greatest, including, but not limited to, respiratory therapy, clinical
laboratory technology, radiologic technology, and surgical technology;

(5) for pharmacists, advanced dental therapists, dental therapists, and public health nurses who agree to
practice in designated rural areas;

(6) for dentists agreeing to deliver at least 25 percent of the dentist's yearly patient encounters to state
public program enrollees or patients receiving sliding fee schedule discounts through a formal sliding fee
schedule meeting the standards established by the United States Department of Health and Human Services
under Code of Federal Regulations, title 42, section 51¢.303; and

(7) for nurses employed as a hospital nurse by a nonprofit hospital and providing direct care to patients
at the nonprofit hospital.

(b) Appropriations made for health professional education loan forgiveness in this section do not cancel
and are available until expended, except that at the end of each biennium, any remaining balance in the
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account that is not committed by contract and not needed to fulfill existing commitments shall cancel to the
fund.

[See Note.]
Subd. 3. Eligibility. (a) To be eligible to participate in the loan forgiveness program, an individual must:

(1) be a medical or dental resident; a licensed pharmacist; or be enrolled in a training or education
program to become a dentist, dental therapist, advanced dental therapist, mental health professional, alcohol
and drug counselor, pharmacist, public health nurse, midlevel practitioner, registered nurse, or a licensed
practical nurse. The commissioner may also consider applications submitted by graduates in eligible
professions who are licensed and in practice; and

(2) submit an application to the commissioner of health. A nurse applying under subdivision 2, paragraph
(a), clause (7), must also include proof that the applicant is employed as a hospital nurse.

(b) An applicant selected to participate must sign a contract to agree to serve a minimum three-year
full-time service obligation according to subdivision 2, which shall begin no later than March 31 following
completion of required training, with the exception of:

(1) a nurse, who must agree to serve a minimum two-year full-time service obligation according to
subdivision 2, which shall begin no later than March 31 following completion of required training;

(2) a nurse selected under subdivision 2, paragraph (a), clause (7), who must agree to continue as a
hospital nurse for a minimum two-year service obligation; and

(3) a nurse who agrees to teach according to subdivision 2, paragraph (a), clause (3), who must sign a
contract to agree to teach for a minimum of two years.

[See Note.]

Subd. 4. Loan forgiveness. (a) The commissioner of health may select applicants each year for
participation in the loan forgiveness program, within the limits of available funding. In considering
applications, the commissioner shall give preference to applicants who document diverse cultural
competencies. The commissioner shall distribute available funds for loan forgiveness proportionally among
the eligible professions according to the vacancy rate for each profession in the required geographic area,
facility type, teaching area, patient group, or specialty type specified in subdivision 2, except for hospital
nurses. The commissioner shall allocate funds for physician loan forgiveness so that 75 percent of the funds
available are used for rural physician loan forgiveness and 25 percent of the funds available are used for
underserved urban communities and pediatric psychiatry loan forgiveness. If the commissioner does not
receive enough qualified applicants each year to use the entire allocation of funds for any eligible profession,
the remaining funds may be allocated proportionally among the other eligible professions according to the
vacancy rate for each profession in the required geographic area, patient group, or facility type specified in
subdivision 2. Applicants are responsible for securing their own qualified educational loans. The commissioner
shall select participants based on their suitability for practice serving the required geographic area or facility
type specified in subdivision 2, as indicated by experience or training. The commissioner shall give preference
to applicants closest to completing their training. Except as specified in paragraph (c), for each year that a
participant meets the service obligation required under subdivision 3, up to a maximum of four years, the
commissioner shall make annual disbursements directly to the participant equivalent to 15 percent of the
average educational debt for indebted graduates in their profession in the year closest to the applicant's
selection for which information is available, not to exceed the balance of the participant's qualifying
educational loans. Before receiving loan repayment disbursements and as requested, the participant must
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complete and return to the commissioner a confirmation of practice form provided by the commissioner
verifying that the participant is practicing as required under subdivisions 2 and 3. The participant must
provide the commissioner with verification that the full amount of loan repayment disbursement received
by the participant has been applied toward the designated loans. After each disbursement, verification must
be received by the commissioner and approved before the next loan repayment disbursement is made.
Participants who move their practice remain eligible for loan repayment as long as they practice as required
under subdivision 2.

(b) For hospital nurses, the commissioner of health shall select applicants each year for participation in
the hospital nursing education loan forgiveness program, within limits of available funding for hospital
nurses. Before receiving the annual loan repayment disbursement, the participant must complete and return
to the commissioner a confirmation of practice form provided by the commissioner, verifying that the
participant continues to meet the eligibility requirements under subdivision 3. The participant must provide
the commissioner with verification that the full amount of loan repayment disbursement received by the
participant has been applied toward the designated loans.

(c) For each year that a participant who is a nurse and who has agreed to teach according to subdivision
2 meets the teaching obligation required in subdivision 3, the commissioner shall make annual disbursements
directly to the participant equivalent to 15 percent of the average annual educational debt for indebted
graduates in the nursing profession in the year closest to the participant's selection for which information is
available, not to exceed the balance of the participant's qualifying educational loans.

Subd. 5. Penalty for nonfulfillment. If a participant does not fulfill the required minimum commitment
of service according to subdivision 3, the commissioner of health shall collect from the participant the total
amount paid to the participant under the loan forgiveness program plus interest at a rate established according
to section 270C.40. The commissioner shall deposit the money collected in a dedicated account in the special
revenue fund. The balance of the account is appropriated annually to the commissioner for the health
professional education loan forgiveness program established in subdivision 2. The commissioner shall allow
waivers of all or part of the money owed the commissioner as a result of a nonfulfillment penalty if emergency
circumstances prevented fulfillment of the minimum service commitment.

Subd. 6. Rules. The commissioner may adopt rules to implement this section.

History: /1Sp2003 c 14 art 75 33;2005¢c 565 1; 2005 c 151 art2s 17; 1Sp2005 c 4 art 6 s 13-16; 2008
c298525;2009 c 159 s 6, 1Sp2011 c9art2s 14,2013 ¢c 4353, 2014c312art23s2;2015¢c71art8s
12-15; 1Sp2017 c 6 art 105 60; 1Sp2021 c 7 art 35 22-24; 2023 c 70 art 55 6; 2023 ¢ 75 s 2-5, 2024 ¢ 127
art 58 s 3,4

NOTE: The amendments to subdivisions 1, 2, and 3 by Laws 2021, First Special Session chapter 7,
article 3, sections 22 to 24, are effective July 1, 2025. Laws 2021, First Special Session chapter 7, article 3,
sections 22 to 24, the effective dates.

144.1502 [Repealed, 1Sp2005 ¢ 4 art 6 s 58]

144.1503 HOME AND COMMUNITY-BASED SERVICES EMPLOYEE SCHOLARSHIP AND
LOAN FORGIVENESS PROGRAM.

Subdivision 1. Creation. The home and community-based services employee scholarship grant and
loan forgiveness program is established for the purposes of assisting qualified provider applicants to fund
employee scholarships for education in nursing and other health care fields, funding scholarships to individual
home and community-based services workers for education in nursing and other health care fields, and
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repaying qualified educational loans secured by employees for education in nursing or other health care
fields.

Subd. 1a. Definition. For purposes of this section, "qualified educational loan" means a government,
commercial, or foundation loan secured by an employee of a qualified provider of home and community-based
services for older adults for actual costs paid for tuition, reasonable education expenses, and reasonable
living expenses related to the employee's graduate or undergraduate education.

Subd. 2. Provision of grants; scholarships; loan forgiveness. (a) The commissioner shall make grants
available to qualified providers of home and community-based services for older adults. Grants must be
used by home and community-based service providers to recruit and train staff through the establishment
of an employee scholarship fund.

(b) The commissioner may provide scholarships for qualified educational expenses to individual home
and community-based services workers who are employed in the home and community-based services field.

(c) The commissioner may use up to one-third of the annual funding available for this section to establish
a loan forgiveness program for eligible home and community-based services workers who provide home
and community-based services to older adults and for whom an eligible provider employer submits their
names to the commissioner for consideration. To the extent possible, the loan forgiveness program must
meet the standards of the loan forgiveness program in section 144.1501.

Subd. 3. Eligibility. (a) Eligible providers must primarily provide services to individuals who are 65
years of age and older in home and community-based settings, including assisted living facilities as defined
in section 144G.08, subdivision 7; adult day care as defined in section 245A.02, subdivision 2a; and home
care services as defined in section 144A.43, subdivision 3.

(b) Under the scholarship program, qualifying providers must establish a home and community-based
services employee scholarship program, as specified in subdivision 4. Providers that receive funding under
this section must use the funds to provide educational programs or award scholarships to employees who:
(1) are enrolled in a course of study that leads to career advancement with the provider or in the field of
long-term care, including home care, care of persons with disabilities, nursing, or as a licensed assisted
living director; and (2) work an average of at least ten hours per week for the provider. Employees who
receive a scholarship under this section must use the scholarship funds for eligible costs of enrolling in a
course of study that leads to career advancement in the facility or in the field of long-term care, including
home care, care of persons with disabilities, nursing, or as a licensed assisted living director.

(c) Under the loan forgiveness program, qualifying providers that provide employee names to the
commissioner for consideration must be located in Minnesota. If necessary due to the volume of applications
for loan forgiveness, the commissioner, in collaboration with home and community-based services
stakeholders, shall determine priority areas for loan forgiveness. Employees eligible for loan forgiveness
include employees working as a licensed assisted living director. Employees selected to receive loan
forgiveness must agree to work a minimum average of 32 hours per week for a minimum of two years for
a qualifying provider organization in order to maintain eligibility for loan forgiveness under this section.

Subd. 4. Duties of participating qualifying providers. (a) Each qualifying provider under this section
must propose a home and community-based services employee scholarship program, propose to provide
contracted programming from a qualified educational institution, or submit employee names for consideration
for participation in the loan forgiveness program.
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(b) For the scholarship program, providers must establish criteria by which funds are to be distributed
among employees. At a minimum, the scholarship program must cover employee costs related to a course
of study that is expected to lead to career advancement with the provider or in the field of long-term care,
including home care, care of persons with disabilities, nursing, or as a licensed assisted living director.

Subd. 5. Request for proposals. The commissioner shall publish a request for proposals in the State
Register, specifying qualifying provider eligibility requirements, criteria for a qualifying employee scholarship
program, provider selection criteria, documentation required for program participation, maximum award
amount, and methods of evaluation. The commissioner must publish additional requests for proposals each
year in which funding is available for this purpose.

Subd. 6. Application requirements. (a) Eligible providers seeking a grant to provide scholarships and
educational programming and eligible employees seeking a scholarship shall submit an application to the
commissioner. Applications from eligible providers must contain a complete description of the employee
scholarship program being proposed by the applicant, including the need for the organization to enhance
the education of its workforce, the process for determining which employees will be eligible for scholarships,
any other sources of funding for scholarships, the expected degrees or credentials eligible for scholarships,
the amount of funding sought for the scholarship program, a proposed budget detailing how funds will be
spent, and plans for retaining eligible employees after completion of their scholarship.

(b) Eligible providers seeking loan forgiveness for employees shall submit to the commissioner the
names of their employees to be considered for loan forgiveness. An employee whose name has been submitted
to the commissioner and who wishes to apply for loan forgiveness must submit an application to the
commissioner. The employee is responsible for securing the employee's qualified educational loans. The
commissioner shall select employees for participation based on their suitability for practice as indicated by
experience or training. The commissioner shall give preference to employees close to completing their
training. For each year that an employee meets the service obligation required under subdivision 3, up to a
maximum of four years, the commissioner shall make annual disbursements directly to the employee
equivalent to 15 percent of the average educational debt for indebted graduates in their profession in the
year closest to the employee's selection for which information is available, not to exceed the balance of the
employee's qualified educational loans. Before receiving loan repayment disbursements and as requested,
the employee must complete and return to the commissioner a confirmation of practice form provided by
the commissioner verifying that the employee is practicing as required under subdivision 3. The employee
must provide the commissioner with verification that the full amount of loan repayment disbursement
received by the employee has been applied toward the designated loans. After each disbursement, verification
must be received by the commissioner and approved before the next loan repayment disbursement is made.
Employees who move to a different eligible provider remain eligible for loan repayment as long as they
practice as required in subdivision 3. If an employee does not fulfill the required minimum service commitment
according to subdivision 3, the commissioner shall collect from the employee the total amount paid to the
employee under the loan forgiveness program, plus interest at a rate established according to section 270C.40.
The commissioner shall deposit the money collected in an account in the special revenue fund and money
in that account is annually appropriated to the commissioner for purposes of this section. The commissioner
may allow waivers of all or part of the money owed to the commissioner as a result of a nonfulfillment
penalty if emergency circumstances prevented fulfillment of the minimum service commitment.

Subd. 7. Selection process. The commissioner shall determine a maximum award for grants and loan
forgiveness, and shall make selections based on the information provided in the grant application, including
the demonstrated need for an applicant provider to enhance the education of its workforce, the proposed
employee scholarship or loan forgiveness selection process, the applicant's proposed budget, and other
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criteria as determined by the commissioner. Notwithstanding any law or rule to the contrary, amounts
appropriated for purposes of this section do not cancel and are available until expended, except that at the
end of each biennium, any remaining amount that is not committed by contract and not needed to fulfill
existing commitments shall cancel to the general fund.

Subd. 8. Reporting requirements. (a) Participating providers who receive a grant for employee
scholarships shall submit an invoice for reimbursement and a report to the commissioner on a schedule
determined by the commissioner and on a form supplied by the commissioner. The report shall include the
amount spent on scholarships; the number of employees who received scholarships; and, for each scholarship
recipient, the name of the recipient, the current position of the recipient, the amount awarded, the educational
institution attended, the nature of the educational program, and the expected or actual program completion
date. During the grant period, the commissioner may require and collect from grant recipients other
information necessary to evaluate the program.

(b) Employees who receive scholarships from the commissioner shall report information to the
commissioner on a schedule determined by the commissioner and on a form supplied by the commissioner.

(c) Participating providers whose employees receive loan forgiveness shall submit a report to the
commissioner on a schedule determined by the commissioner and on a form supplied by the commissioner.
The report must include the number of employees receiving loan forgiveness, and for each employee receiving
loan forgiveness, the employee's name, current position, and average number of hours worked per week.
During the loan forgiveness period, the commissioner may require and collect from participating providers
and employees receiving loan forgiveness other information necessary to evaluate the program and ensure
ongoing eligibility.

History: 2015c 71 art 65 1; 2022 c 98 art I s 5

144.1505 HEALTH PROFESSIONALS CLINICAL TRAINING EXPANSION AND RURAL AND
UNDERSERVED CLINICAL ROTATIONS GRANT PROGRAMS.

Subdivision 1. Definitions. For purposes of this section, the following definitions apply:

(1) "eligible advanced practice registered nurse program" means a program that is located in Minnesota
and is currently accredited as a master's, doctoral, or postgraduate level advanced practice registered nurse
program by the Commission on Collegiate Nursing Education or by the Accreditation Commission for
Education in Nursing, or is a candidate for accreditation;

(2) "eligible dental therapy program" means a dental therapy education program or advanced dental
therapy education program that is located in Minnesota and is either:

(1) approved by the Board of Dentistry; or
(i1) currently accredited by the Commission on Dental Accreditation;

(3) "eligible mental health professional program" means a program that is located in Minnesota and is
listed as a mental health professional program by the appropriate accrediting body for clinical social work,
psychology, marriage and family therapy, or licensed professional clinical counseling, or is a candidate for
accreditation;

(4) "eligible pharmacy program" means a program that is located in Minnesota and is currently accredited
as a doctor of pharmacy program by the Accreditation Council on Pharmacy Education;
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(5) "eligible physician assistant program" means a program that is located in Minnesota and is currently
accredited as a physician assistant program by the Accreditation Review Commission on Education for the
Physician Assistant, or is a candidate for accreditation;

(6) "mental health professional" means an individual providing clinical services in the treatment of
mental illness who meets one of the qualifications under section 245.462, subdivision 18;

(7) "eligible physician training program" means a physician residency training program located in
Minnesota and that is currently accredited by the accrediting body or has presented a credible plan as a
candidate for accreditation;

(8) "eligible dental program" means a dental education program or a dental residency training program
located in Minnesota and that is currently accredited by the accrediting body or has presented a credible
plan as a candidate for accreditation; and

(9) "project" means a project to establish or expand clinical training for physician assistants, advanced
practice registered nurses, pharmacists, dental therapists, advanced dental therapists, or mental health
professionals in Minnesota.

Subd. 2. Programs. (a) For advanced practice provider clinical training expansion grants, the
commissioner of health shall award health professional training site grants to eligible physician assistant,
advanced practice registered nurse, pharmacy, dental therapy, and mental health professional programs to
plan and implement expanded clinical training. A planning grant shall not exceed $75,000, and a three-year
training grant shall not exceed $300,000 per project. The commissioner may provide a one-year, no-cost
extension for grants.

(b) For health professional rural and underserved clinical rotations grants, the commissioner of health
shall award health professional training site grants to eligible physician, physician assistant, advanced practice
registered nurse, pharmacy, dentistry, dental therapy, and mental health professional programs to augment
existing clinical training programs to add rural and underserved rotations or clinical training experiences,
such as credential or certificate rural tracks or other specialized training. For physician and dentist training,
the expanded training must include rotations in primary care settings such as community clinics, hospitals,
health maintenance organizations, or practices in rural communities.

(c) Funds may be used for:
(1) establishing or expanding rotations and clinical training;
(2) recruitment, training, and retention of students and faculty;

(3) connecting students with appropriate clinical training sites, internships, practicums, or externship
activities;

(4) travel and lodging for students;

(5) faculty, student, and preceptor salaries, incentives, or other financial support;
(6) development and implementation of cultural competency training;

(7) evaluations;

(8) training site improvements, fees, equipment, and supplies required to establish, maintain, or expand
a training program; and
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(9) supporting clinical education in which trainees are part of a primary care team model.

Subd. 3. Applications. Eligible physician assistant, advanced practice registered nurse, pharmacy, dental
therapy, dental, physician, and mental health professional programs seeking a grant shall apply to the
commissioner. Applications must include a description of the number of additional students who will be
trained using grant funds; attestation that funding will be used to support an increase in the number of clinical
training slots; a description of the problem that the proposed project will address; a description of the project,
including all costs associated with the project, sources of funds for the project, detailed uses of all funds for
the project, and the results expected; and a plan to maintain or operate any component included in the project
after the grant period. The applicant must describe achievable objectives, a timetable, and roles and capabilities
of responsible individuals in the organization. Applicants applying under subdivision 2, paragraph (b), must
include information about length of training and training site settings, geographic location of rural sites, and
rural populations expected to be served.

Subd. 4. Consideration of applications. The commissioner shall review each application to determine
whether or not the application is complete and whether the program and the project are eligible for a grant.
In evaluating applications, the commissioner shall score each application based on factors including, but
not limited to, the applicant's clarity and thoroughness in describing the project and the problems to be
addressed, the extent to which the applicant has demonstrated that the applicant has made adequate provisions
to ensure proper and efficient operation of the training program once the grant project is completed, the
extent to which the proposed project is consistent with the goal of increasing access to primary care and
mental health services for rural and underserved urban communities, the extent to which the proposed project
incorporates team-based primary care, and project costs and use of funds.

Subd. 5. Program oversight. The commissioner shall determine the amount of a grant to be given to
an eligible program based on the relative score of each eligible program's application, including rural locations
as applicable under subdivision 2, paragraph (b), other relevant factors discussed during the review, and the
funds available to the commissioner. Appropriations made to the program do not cancel and are available
until expended. During the grant period, the commissioner may require and collect from programs receiving
grants any information necessary to evaluate the program.

History: ISp2017 c6art 10s 61, 2023 c 70 art 4 s 25; 2024 ¢ 127 art 59 5 20
144.1506 PRIMARY CARE RESIDENCY EXPANSION GRANT PROGRAM.
Subdivision 1. Definitions. For purposes of this section, the following definitions apply:
(1) "eligible primary care residency program" means a program that meets the following criteria:
(i) is located in Minnesota;

(i1) trains medical residents in the specialties of family medicine, general internal medicine, general
pediatrics, psychiatry, geriatrics, or general surgery; and

(iii) is accredited by the Accreditation Council for Graduate Medical Education or presents a credible
plan to obtain accreditation;

(2) "eligible project" means a project to establish a new eligible primary care residency program or
create at least one new residency slot in an existing eligible primary care residency program; and

(3) "new residency slot" means the creation of a new residency position and the execution of a contract
with a new resident in a residency program.
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Subd. 2. Expansion grant program. (a) The commissioner of health shall award primary care residency
expansion grants to eligible primary care residency programs to plan and implement new residency slots.
A planning grant shall not exceed $75,000, and a training grant shall not exceed $150,000 per new residency
slot for the first year, $100,000 for the second year, and $50,000 for the third year of the new residency slot.
For eligible residency programs longer than three years, training grants may be awarded for the duration of
the residency, not exceeding an average of $100,000 per residency slot per year.

(b) Funds may be spent to cover the costs of:
(1) planning related to establishing an accredited primary care residency program;

(2) obtaining accreditation by the Accreditation Council for Graduate Medical Education or another
national body that accredits residency programs;

(3) establishing new residency programs or new resident training slots;

(4) recruitment, training, and retention of new residents and faculty;

(5) travel and lodging for new residents;

(6) faculty, new resident, and preceptor salaries related to new residency slots;

(7) training site improvements, fees, equipment, and supplies required for new primary care resident
training slots; and

(8) supporting clinical education in which trainees are part of a primary care team model.

Subd. 3. Applications for expansion grants. Eligible primary care residency programs seeking a grant
shall apply to the commissioner. Applications must include the number of new primary care residency slots
planned or under contract; attestation that funding will be used to support an increase in the number of
available residency slots; a description of the training to be received by the new residents, including the
location of training; a description of the project, including all costs associated with the project; all sources
of funds for the project; detailed uses of all funds for the project; the results expected; and a plan to maintain
the new residency slot after the grant period. The applicant must describe achievable objectives, a timetable,
and roles and capabilities of responsible individuals in the organization.

Subd. 4. Consideration of expansion grant applications. The commissioner shall review each
application to determine whether or not the residency program application is complete and whether the
proposed new residency program and any new residency slots are eligible for a grant. The commissioner
shall award grants to support up to six family medicine, general internal medicine, or general pediatrics
residents; five psychiatry residents; two geriatrics residents; and two general surgery residents. If insufficient
applications are received from any eligible specialty, funds may be redistributed to applications from other
eligible specialties.

Subd. 5. Program oversight. During the grant period, the commissioner may require and collect from
grantees any information necessary to evaluate the program. Appropriations made to the program do not
cancel and are available until expended.

History: 2015 c 71 art 8 s 16, 1Sp2019c 9art 11 s 17,2023 c 70 art5s 7
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144.1507 PRIMARY CARE RESIDENCY TRAINING GRANT PROGRAM.

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

(b) "Eligible program" means a program that meets the following criteria:
(1) is located in Minnesota;

(2) trains medical residents in the specialties of family medicine, general internal medicine, general
pediatrics, psychiatry, geriatrics, or general surgery in rural residency training programs or in community-based
ambulatory care centers that primarily serve the underserved; and

(3) is accredited by the Accreditation Council for Graduate Medical Education or presents a credible
plan to obtain accreditation.

(¢) "Rural residency training program" means a residency program that provides an initial year of training
in an accredited residency program in Minnesota. The subsequent years of the residency program are based
in rural communities, utilizing local clinics and community hospitals, with specialty rotations in nearby
regional medical centers.

(d) "Community-based ambulatory care centers" means federally qualified health centers, community
mental health centers, rural health clinics, health centers operated by the Indian Health Service, an Indian
Tribe or Tribal organization, or an urban American Indian organization or an entity receiving funds under
Title X of the Public Health Service Act.

(e) "Eligible project" means a project to establish and maintain a rural residency training program.

Subd. 2. Rural residency training program. (a) The commissioner of health shall award rural residency
training program grants to eligible programs to plan, implement, and sustain rural residency training programs.
A rural residency training program grant shall not exceed $250,000 per year for up to three years for planning
and development, and $225,000 per resident per year for each year thereafter to sustain the program.

(b) Funds may be spent to cover the costs of:
(1) planning related to establishing accredited rural residency training programs;

(2) obtaining accreditation by the Accreditation Council for Graduate Medical Education or another
national body that accredits rural residency training programs;

(3) establishing new rural residency training programs;

(4) recruitment, training, and retention of new residents and faculty related to the new rural residency
training program;

(5) travel and lodging for new residents;
(6) faculty, new resident, and preceptor salaries related to new rural residency training programs;

(7) training site improvements, fees, equipment, and supplies required for new rural residency training
programs; and

(8) supporting clinical education in which trainees are part of a primary care team model.
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Subd. 3. Applications for rural residency training program grants. Eligible programs seeking a grant
shall apply to the commissioner. Applications must include the number of new primary care rural residency
training program slots planned, under development or under contract; a description of the training program,
including location of the established residency program and rural training sites; a description of the project,
including all costs associated with the project; all sources of funds for the project; detailed uses of all funds
for the project; the results expected; proof of eligibility for federal graduate medical education funding, if
applicable; and a plan to seek the funding. The applicant must describe achievable objectives, a timetable,
and the roles and capabilities of responsible individuals in the organization.

Subd. 4. Consideration of grant applications. The commissioner shall review each application to
determine if the residency program application is complete, if the proposed rural residency program and
residency slots are eligible for a grant, and if the program is eligible for federal graduate medical education
funding, and when the funding is available. If eligible programs are not eligible for federal graduate medical
education funding, the commissioner may award continuation funding to the eligible program beyond the
initial grant period. The commissioner shall award grants to support training programs in family medicine,
general internal medicine, general pediatrics, psychiatry, geriatrics, general surgery, and other primary care
focus areas.

Subd. 5. Program oversight. During the grant period, the commissioner may require and collect from
grantees any information necessary to evaluate the program. Notwithstanding section 16A.28, subdivision
6, encumbrances for grants under this section issued by June 30 of each year may be certified for a period
of up to five years beyond the year in which the funds were originally appropriated.

History: 2023 ¢ 70 art 4 5 26
144.1508 CLINICAL HEALTH CARE TRAINING.

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

(b) "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 that reviews the accrediting organizations for
multiple disciplines and whose standards for recognizing accrediting organizations are reviewed and approved
by the commissioner of health.

(¢) "Clinical medical education program" means the accredited clinical training of physicians, medical
students, residents, doctors of pharmacy practitioners, doctors of chiropractic, dentists, advanced practice
nurses, clinical nurse specialists, certified registered nurse anesthetists, nurse practitioners, certified nurse
midwives, physician assistants, dental therapists and advanced dental therapists, psychologists, clinical social
workers, community paramedics, community health workers, and other medical professions as determined
by the commissioner.

(d) "Commissioner" means the commissioner of health.

(e) "Eligible entity" means an organization that is located in Minnesota, provides a clinical medical
education experience, and hosts students, residents, or other trainee types as determined by the commissioner,
and is from an accredited Minnesota teaching program and institution.

(f) "Eligible trainee FTEs" means the number of trainees, as measured by full-time equivalent counts,
that are training in Minnesota at an entity with either currently active medical assistance enrollment status
and a National Provider Identification (NPI) number or documentation that they provide sliding fee services.
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Training may occur in an inpatient or ambulatory patient care setting or alternative setting as determined
by the commissioner. Training that occurs in nursing facility settings is not eligible for funding under this
section.

(g) "Teaching institution" means a hospital, medical center, clinic, or other organization that conducts
a clinical medical education program in Minnesota that is accountable to the accrediting body.

(h) "Trainee" means a student, resident, fellow, or other postgraduate involved in a clinical medical
education program from an accredited Minnesota teaching program and institution.

Subd. 2. Application process. (a) An eligible entity hosting clinical trainees from a clinical medical
education program and teaching institution is eligible for funds under subdivision 3, if the entity:

(1) is funded in part by sliding fee scale services or enrolled in the Minnesota health care program;

(2) faces increased financial pressure as a result of competition with nonteaching patient care entities;
and

(3) emphasizes primary care or specialties that are in undersupply in rural or underserved areas of
Minnesota.

(b) An entity hosting a clinical medical education program for advanced practice nursing is eligible for
funds under subdivision 3, if the program meets the eligibility requirements in paragraph (a), clauses (1) to
(3), and is sponsored by the University of Minnesota Academic Health Center, the Mayo Foundation, or an
institution that is part of the Minnesota State Colleges and Universities system or members of the Minnesota
Private College Council.

(c) An application must be submitted to the commissioner by an eligible entity through the teaching
institution and contain the following information:

(1) the official name and address and the site addresses of the clinical medical education programs where
eligible trainees are hosted;

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

(3) for each applicant, the type and specialty orientation of trainees in the program; the name, entity
address, medical assistance provider number, and national provider identification number of each training
site used in the program, as appropriate; the federal tax identification number of each training site, where
available; the total number of eligible trainee FTEs at each site; and

(4) other supporting information the commissioner deems necessary.

(d) An applicant that does not provide information requested by the commissioner shall not be eligible
for funds for the current funding cycle.

Subd. 3. Distribution of funds. (a) The commissioner may distribute funds for clinical training in areas
of Minnesota and for the professions listed in subdivision 1, paragraph (c), determined by the commissioner
as a high need area and profession shortage area. The commissioner shall annually distribute medical
education funds to qualifying applicants under this section based on the costs to train, service level needs,
and profession or training site shortages. Use of funds is limited to related clinical training costs for eligible
programs.
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(b) To ensure the quality of clinical training, eligible entities must demonstrate that they hold contracts
in good standing with eligible educational institutions that specify the terms, expectations, and outcomes of
the clinical training conducted at sites. Funds shall be distributed in an administrative process determined
by the commissioner to be efficient.

Subd. 4. Report. (a) Teaching institutions receiving funds under this section must sign and submit a
medical education grant verification report (GVR) to verify funding was distributed as specified in the GVR.
If the teaching institution fails to submit the GVR by the stated deadline, the teaching institution is required
to return the full amount of funds received to the commissioner within 30 days of receiving notice from the
commissioner. The commissioner shall distribute returned funds to the appropriate training sites in accordance
with the commissioner's approval letter.

(b) Teaching institutions receiving funds under this section must provide any other information the
commissioner deems appropriate to evaluate the effectiveness of the use of funds for medical education.

History: 2023 c 70 art 4 s 27
144.1509 PEDIATRIC PRIMARY CARE MENTAL HEALTH TRAINING GRANT PROGRAM.

Subdivision 1. Establishment. The commissioner of health shall establish a pediatric primary care
mental health training grant program. The commissioner shall award grants for the development of child
mental health training programs that are located in outpatient primary care clinics. To be eligible for a grant,
a training program must:

(1) focus on the training of pediatric primary care providers working with multidisciplinary mental
health teams;

(2) provide training on conducting comprehensive clinical mental health assessments and potential
pharmacological therapy;

(3) provide psychiatric consultation to pediatric primary care providers during their outpatient pediatric
primary care experiences;

(4) emphasize longitudinal care for patients with behavioral health needs; and
(5) develop partnerships with community resources.

Subd. 2. Child mental health training grant program. (a) Child mental health training grants may be
awarded to eligible primary care training programs to plan and implement new programs or expand existing
programs in child mental health training.

(b) Money may be spent to cover the costs of:

(1) planning related to implementing or expanding child mental health training in an outpatient primary
care clinic setting;

(2) training site improvements, fees, equipment, and supplies required for implementation of the training
programs; and

(3) supporting clinical training in the outpatient primary clinic sites.

Subd. 3. Applications for child mental health training grants. Eligible primary care training programs
seeking a grant must apply to the commissioner. Applications must include the location of the training; a
description of the training program, including all costs associated with the training program; all sources of
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money for the training program; detailed uses of all money for the training program; the results expected;
and a plan to maintain the training program after the grant period. The applicant must describe achievable
objectives and a timetable for the training program.

Subd. 4. Consideration of child mental health training grant applications. The commissioner shall
review each application to determine whether the application meets the stated goals of the grant and shall
award grants to support up to four training program proposals.

Subd. 5. Program oversight. During the grant period, the commissioner may require and collect from
grantees any information necessary to evaluate the training program.

History: 2023 c 70 art 5 s 8
144.151 Subdivision 1. [Repealed, 1978 ¢ 699 s 17]

Subd. 2. [Repealed, 1978 ¢ 699 s 17]

Subd. 3. [Repealed, 1978 ¢ 699 s 17]

Subd. 4. [Repealed, 1978 ¢ 699 s 17]

Subd. 5. [Repealed, 1978 ¢ 699 s 17]

Subd. 6. [Repealed, 1978 ¢ 699 s 17]

Subd. 7. [Repealed, 1978 ¢ 699 s 17]

Subd. 8. [Repealed, 1978 ¢ 699 s 17; 1978 ¢ 790 s 4]
Subd. 9. [Repealed, 1978 ¢ 699 s 17; 1978 ¢ 790 s 4]

144.1511 MENTAL HEALTH CULTURAL COMMUNITY CONTINUING EDUCATION GRANT
PROGRAM.

The mental health cultural community continuing education grant program is established in the
Department of Health to provide grants for the continuing education necessary for social workers, marriage
and family therapists, psychologists, and professional clinical counselors to become supervisors for individuals
pursuing licensure in mental health professions. The commissioner must consult with the relevant mental
health licensing boards in creating the program. To be eligible for a grant under this section, a social worker,
marriage and family therapist, psychologist, or professional clinical counselor must:

(1) be a member of a community of color or an underrepresented community as defined in section
148E.010, subdivision 20; and

(2) work for a community mental health provider and agree to deliver at least 25 percent of their yearly
patient encounters to state public program enrollees or patients receiving sliding fee schedule discounts
through a formal sliding fee schedule meeting the standards established by the United States Department of
Health and Human Services under Code of Federal Regulations, title 42, section 51¢.303.

History: 2023 c 70 art 55 9
144.152 [Repealed, 1978 ¢ 699 s 17]
144.153 [Repealed, 1978 ¢ 699 s 17]
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144.154 [Repealed, 1978 ¢ 699 s 17]

144.155 [Repealed, 1978 ¢ 699 s 17]

144.156 [Repealed, 1978 ¢ 699 s 17]

144.157 [Repealed, 1978 ¢ 699 s 17]

144.158 [Repealed, 1978 ¢ 699 s 17]

144.159 [Repealed, 1978 ¢ 699 s 17]

144.16 [Repealed, 1945 ¢ 512 s 37]

144.161 [Repealed, 1978 ¢ 699 s 17]

144.162 [Repealed, 1978 ¢ 699 s 17]

144.163 [Repealed, 1978 ¢ 699 s 17]

144.164 [Repealed, 1978 ¢ 699 s 17]

144.165 [Repealed, 1978 ¢ 699 s 17]

144.166 [Repealed, 1978 ¢ 699 s 17]

144.167 [Repealed, 1978 ¢ 699 s 17]

144.168 [Repealed, 1978 ¢ 699 s 17]

144.169 [Repealed, 1978 ¢ 699 s 17]

144.17 [Repealed, 1945 ¢ 512 s 37]

144.171 [Repealed, 1978 ¢ 699 s 17]

144.172 [Repealed, 1978 ¢ 699 s 17]

144.173 [Repealed, 1978 ¢ 699 s 17]

144.174 [Repealed, 1978 ¢ 699 s 17]

144.175 Subdivision 1. [Repealed, 1978 ¢ 699 s 17]
Subd. 2. [Repealed, 1978 ¢ 699 s 17; 1978 ¢ 790 s 4]
Subd. 3. [Repealed, 1947 ¢ 517 s 8; 1978 ¢ 699 s 17]
Subd. 4. [Repealed, 1978 ¢ 699 s 17]

Subd. 5. [Repealed, 1978 ¢ 699 s 17]

144.176 [Repealed, 1978 ¢ 699 s 17]

144.1761 [Repealed, 1Sp2001 ¢ 9 art 15 s 33]

144.177 [Repealed, 1978 ¢ 699 s 17]

144.178 [Repealed, 1978 ¢ 699 s 17]
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144.18 [Repealed, 1945 ¢ 512 s 37]

144.181 [Repealed, 1978 ¢ 699 s 17]

144.182 [Repealed, 1978 ¢ 699 s 17]

144.183 [Repealed, 1978 ¢ 699 s 17]

144.19 [Repealed, 1945 ¢ 512 s 37]

144.191 [Repealed, 1978 ¢ 699 s 17]

144.1911 INTERNATIONAL MEDICAL GRADUATES ASSISTANCE PROGRAM.

Subdivision 1. Establishment. The international medical graduates assistance program is established
to address barriers to practice and facilitate pathways to assist immigrant international medical graduates to
integrate into the Minnesota health care delivery system, with the goal of increasing access to primary care
in rural and underserved areas of the state.

Subd. 2. Definitions. (a) For the purposes of this section, the following terms have the meanings given.
(b) "Commissioner" means the commissioner of health.

(¢) "Immigrant international medical graduate" means an international medical graduate who was born
outside the United States, now resides permanently in the United States or who has entered the United States
on a temporary status based on urgent humanitarian or significant public benefit reasons, and who did not
enter the United States on a J1 or similar nonimmigrant visa following acceptance into a United States
medical residency or fellowship program.

(d) "International medical graduate" means a physician who received a basic medical degree or
qualification from a medical school located outside the United States and Canada.

(e) "Minnesota immigrant international medical graduate" means an immigrant international medical
graduate who has lived in Minnesota for at least two years.

(f) "Rural community" means a statutory and home rule charter city or township that is outside the
seven-county metropolitan area as defined in section 473.121, subdivision 2, excluding the cities of Duluth,
Mankato, Moorhead, Rochester, and St. Cloud.

(g) "Underserved community" means a Minnesota area or population included in the list of designated
primary medical care health professional shortage areas, medically underserved areas, or medically
underserved populations (MUPs) maintained and updated by the United States Department of Health and
Human Services.

Subd. 3. Program administration. In administering the international medical graduates assistance
program, the commissioner shall:

(1) provide overall coordination for the planning, development, and implementation of a comprehensive
system for integrating qualified immigrant international medical graduates into the Minnesota health care
delivery system, particularly those willing to serve in rural or underserved communities of the state;

(2) develop and maintain, in partnership with community organizations working with international
medical graduates, a voluntary roster of immigrant international medical graduates interested in entering
the Minnesota health workforce to assist in planning and program administration, including making available
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summary reports that show the aggregate number and distribution, by geography and specialty, of immigrant
international medical graduates in Minnesota;

(3) work with graduate clinical medical training programs to address barriers faced by immigrant
international medical graduates in securing residency positions in Minnesota, including the requirement that
applicants for residency positions be recent graduates of medical school. The annual report required in
subdivision 10 shall include any progress in addressing these barriers;

(4) develop a system to assess and certify the clinical readiness of eligible immigrant international
medical graduates to serve in a residency program. The system shall include assessment methods, an operating
plan, and a budget. Initially, the commissioner may develop assessments for clinical readiness for practice
of one or more primary care specialties, and shall add additional assessments as resources are available. The
commissioner may contract with an independent entity or another state agency to conduct the assessments.
In order to be assessed for clinical readiness for residency, an eligible international medical graduate must
have obtained a certification from the Educational Commission of Foreign Medical Graduates. The
commissioner shall issue a Minnesota certificate of clinical readiness for residency to those who pass the
assessment;

(5) explore and facilitate more streamlined pathways for immigrant international medical graduates to
serve in nonphysician professions in the Minnesota workforce; and

(6) study, in consultation with the Board of Medical Practice and other stakeholders, changes necessary
in health professional licensure and regulation to ensure full utilization of immigrant international medical
graduates in the Minnesota health care delivery system. The commissioner shall include recommendations
in the annual report required under subdivision 10, due January 15, 2017.

Subd. 4. Career guidance and support services. The commissioner shall award grants to eligible
nonprofit organizations and eligible postsecondary educational institutions, including the University of
Minnesota, to provide career guidance and support services to immigrant international medical graduates
seeking to enter the Minnesota health workforce. Eligible grant activities include the following:

(1) educational and career navigation, including information on training and licensing requirements for
physician and nonphysician health care professions, and guidance in determining which pathway is best
suited for an individual international medical graduate based on the graduate's skills, experience, resources,
and interests;

(2) support in becoming proficient in medical English;

(3) support in becoming proficient in the use of information technology, including computer skills and
use of electronic health record technology;

(4) support for increasing knowledge of and familiarity with the United States health care system;
(5) support for other foundational skills identified by the commissioner;

(6) support for immigrant international medical graduates in becoming certified by the Educational
Commission on Foreign Medical Graduates, including help with preparation for required licensing
examinations and financial assistance for fees; and

(7) assistance to international medical graduates in registering with the program's Minnesota international
medical graduate roster.
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Subd. 5. Clinical preparation. (a) The commissioner shall award grants to support clinical preparation
for Minnesota international medical graduates needing additional clinical preparation or experience to qualify
for residency. The grant program shall include:

(1) proposed training curricula;

(2) associated policies and procedures for clinical training sites, which must be part of existing clinical
medical education programs in Minnesota; and

(3) monthly stipends for international medical graduate participants. Priority shall be given to primary
care sites in rural or underserved areas of the state, and international medical graduate participants must
commit to serving at least five years in a rural or underserved community of the state.

(b) The policies and procedures for the clinical preparation grants must be developed by December 31,
2015, including an implementation schedule that begins awarding grants to clinical preparation programs
beginning in June of 2016.

Subd. 6. International medical graduate primary care residency grant program and revolving
account. (a) The commissioner shall award grants to support primary care residency positions designated
for Minnesota immigrant physicians who are willing to serve in rural or underserved areas of the state. No
grant shall exceed $150,000 per residency position per year. Eligible primary care residency grant recipients
include accredited family medicine, general surgery, internal medicine, obstetrics and gynecology, psychiatry,
and pediatric residency programs. Eligible primary care residency programs shall apply to the commissioner.
Applications must include the number of anticipated residents to be funded using grant funds and a budget.
Notwithstanding any law to the contrary, funds awarded to grantees in a grant agreement do not lapse until
the grant agreement expires. Before any funds are distributed, a grant recipient shall provide the commissioner
with the following:

(1) a copy of the signed contract between the primary care residency program and the participating
international medical graduate;

(2) certification that the participating international medical graduate has lived in Minnesota for at least
two years and is certified by the Educational Commission on Foreign Medical Graduates. Residency programs
may also require that participating international medical graduates hold a Minnesota certificate of clinical
readiness for residency, once the certificates become available; and

(3) verification that the participating international medical graduate has executed a participant agreement
pursuant to paragraph (b).

(b) Upon acceptance by a participating residency program, international medical graduates shall enter
into an agreement with the commissioner to provide primary care for at least five years in a rural or
underserved area of Minnesota after graduating from the residency program and make payments to the
revolving international medical graduate residency account for five years beginning in their second year of
postresidency employment. Participants shall pay $15,000 or ten percent of their annual compensation each
year, whichever is less.

(c) A revolving international medical graduate residency account is established as an account in the
special revenue fund in the state treasury. The commissioner of management and budget shall credit to the
account appropriations, payments, and transfers to the account. Earnings, such as interest, dividends, and
any other earnings arising from fund assets, must be credited to the account. Funds in the account are
appropriated annually to the commissioner to award grants and administer the grant program established in
paragraph (a). Notwithstanding any law to the contrary, any funds deposited in the account do not expire.
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The commissioner may accept contributions to the account from private sector entities subject to the following
provisions:

(1) the contributing entity may not specify the recipient or recipients of any grant issued under this
subdivision;

(2) the commissioner shall make public the identity of any private contributor to the account, as well as
the amount of the contribution provided; and

(3) a contributing entity may not specify that the recipient or recipients of any funds use specific products
or services, nor may the contributing entity imply that a contribution is an endorsement of any specific
product or service.

Subd. 7. Voluntary hospital programs. A hospital may establish residency programs for foreign-trained
physicians to become candidates for licensure to practice medicine in the state of Minnesota. A hospital
may partner with organizations, such as the New Americans Alliance for Development, to screen for and
identify foreign-trained physicians eligible for a hospital's particular residency program.

Subd. 8. Board of Medical Practice. Nothing in this section alters the authority of the Board of Medical
Practice to regulate the practice of medicine.

Subd. 9. Consultation with stakeholders. The commissioner shall administer the international medical
graduates assistance program, including the grant programs described under subdivisions 4, 5, and 6, in
consultation with representatives of the following sectors:

(1) state agencies:

(i) Board of Medical Practice;

(i1) Office of Higher Education; and

(ii1) Department of Employment and Economic Development;

(2) health care industry:

(i) a health care employer in a rural or underserved area of Minnesota;

(i1) a health plan company;

(ii1) the Minnesota Medical Association;

(iv) licensed physicians experienced in working with international medical graduates; and
(v) the Minnesota Academy of Physician Assistants;

(3) community-based organizations:

(1) organizations serving immigrant and refugee communities of Minnesota;

(1) organizations serving the international medical graduate community, such as the New Americans
Alliance for Development and Women's Initiative for Self Empowerment; and

(iii) the Minnesota Association of Community Health Centers;

(4) higher education:

Official Publication of the State of Minnesota
Revisor of Statutes



103 MINNESOTA STATUTES 2024 144.1912

(1) University of Minnesota;
(i1) Mayo Clinic School of Health Professions;

(iii) graduate medical education programs not located at the University of Minnesota or Mayo Clinic
School of Health Professions; and

(iv) Minnesota physician assistant education programs; and

(5) two international medical graduates.

Subd. 10. MS 2020 [Repealed, 2022 ¢ 98 art 14 s 33]

History: 2015c 71 art 8s 17, 2021 c 30 art3s 17; 2022 c 98 art 1 s 6, 2024 c 127 art 59 s 21
144.1912 GREATER MINNESOTA FAMILY MEDICINE RESIDENCY GRANT PROGRAM.

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

(b) "Commissioner" means the commissioner of health.
(c) "Eligible family medicine residency program" means a program that meets the following criteria:

(1) is located in Minnesota outside the seven-county metropolitan area, as defined in section 473.121,
subdivision 4;

(2) is accredited as a family medicine residency program or is a candidate for accreditation;

(3) is focused on the education and training of family medicine physicians to serve communities outside
the metropolitan area; and

(4) demonstrates that over the most recent three years at least 25 percent of its graduates practice in
Minnesota communities outside the metropolitan area.

Subd. 2. Program administration. (a) The commissioner shall award family medicine residency grants
to existing, eligible, not-for-profit family medicine residency programs to support current and new residency
positions. Funds shall be allocated first to proposed new family medicine residency positions, and remaining
funds shall be allocated proportionally based on the number of existing residents in eligible programs. The
commissioner may fund a new residency position for up to three years.

(b) Grant funds awarded may only be spent to cover the costs of:

(1) establishing, maintaining, or expanding training for family medicine residents;
(2) recruitment, training, and retention of residents and faculty;

(3) travel and lodging for residents; and

(4) faculty, resident, and preceptor salaries.

(c) Grant funds shall not be used to supplant any other government or private funds available for these
purposes.

Subd. 3. Applications. Eligible family medicine residency programs seeking a grant must apply to the
commissioner. The application must include objectives, a related work plan and budget, a description of the
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number of new and existing residency positions that will be supported using grant funds, and additional
information the commissioner determines to be necessary. The commissioner shall determine whether
applications are complete and responsive and may require revisions or additional information before awarding
a grant.

Subd. 4. Program oversight. The commissioner shall require and collect from family medicine residency
programs receiving grants, information necessary to administer and evaluate the program. The evaluation
shall include the scope of expansion of new residency positions and information describing specific programs
to enhance current residency positions, which may include facility improvements. The commissioner shall
continue to collect data on greater Minnesota family medicine residency shortages.

History: 2016 ¢ 189 art 20 s 8

144.1913 CLINICAL DENTAL EDUCATION INNOVATION GRANTS.

(a) The commissioner of health shall award clinical dental education innovation grants to teaching
institutions and clinical training sites for projects that increase dental access for underserved populations
and promote innovative clinical training of dental professionals. In awarding the grants, the commissioner
shall consider the following:

(1) potential to successfully increase access to dental services for an underserved population;

(2) the long-term viability of the project to improve access to dental services beyond the period of initial
funding;

(3) evidence of collaboration between the applicant and local communities;
(4) efficiency in the use of grant money; and
(5) the priority level of the project in relation to state clinical education, access, and workforce goals.

(b) The commissioner shall periodically evaluate the priorities in awarding innovation grants under this
section to ensure that the priorities meet the changing workforce needs of the state.

History: 2023 c 70 art 55 10

BIOLOGICAL AND HEALTH DATA

144.192 TREATMENT OF BIOLOGICAL SPECIMENS AND HEALTH DATA HELD BY THE
DEPARTMENT OF HEALTH AND HEALTH BOARDS.

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

(b) "Biological specimen" means tissue, fluids, excretions, or secretions that contain human DNA
originating from an identifiable individual, either living or deceased. Biological specimen does not include
infectious agents or chemicals that are isolated from a specimen. Nothing in this section or section 13.386
is intended to limit the commissioner's ability to collect, use, store, or disseminate such isolated infectious
agents or chemicals.

(c) "Health data" has the meaning given in section 13.3805, subdivision 1, paragraph (a), clause (2).
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(d) "Health oversight" means oversight of the health care system for activities authorized by law, limited
to the following:

(1) audits;

(2) civil, administrative, or criminal investigations;

(3) inspections;

(4) licensure or disciplinary actions;

(5) civil, administrative, or criminal proceedings or actions; and

(6) other activities necessary for appropriate oversight of the health care system and persons subject to
such governmental regulatory programs for which biological specimens or health data are necessary for
determining compliance with program standards.

(e) "Individual" has the meaning given in section 13.02, subdivision 8. In addition, for a deceased
individual, individual also means the representative of the decedent.

(f) "Person" has the meaning given in section 13.02, subdivision 10.

(g) "Program operations" means actions, testing, and procedures directly related to the operation of
department programs, limited to the following:

(1) diagnostic and confirmatory testing;

(2) laboratory quality control assurance and improvement;

(3) calibration of equipment;

(4) evaluation and improvement of test accuracy;

(5) method development and validation;

(6) compliance with regulatory requirements; and

(7) continuity of operations to ensure that testing continues in the event of an emergency.

(h) "Public health practice" means actions related to disease, conditions, injuries, risk factors, or exposures
taken to protect public health, limited to the following:

(1) monitoring the health status of a population;

(2) investigating occurrences and outbreaks;

(3) comparing patterns and trends;

(4) implementing prevention and control measures;

(5) conducting program evaluations and making program improvements;
(6) making recommendations concerning health for a population;

(7) preventing or controlling known or suspected diseases and injuries; and
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(8) conducting other activities necessary to protect or improve the health of individuals and populations
for which biological specimens or health data are necessary.

(i) "Representative of the decedent" has the meaning given in section 13.10, subdivision 1, paragraph

(©).

(j) "Research" means activities that are not program operations, public health practice, or health oversight
and is otherwise defined in Code of Federal Regulations, title 45, part 46, subpart A, section 46.102 (d).

Subd. 2. Collection, use, storage, and dissemination. (a) The commissioner may collect, use, store,
and disseminate biological specimens and health data, genetic or other, as provided in this section and as
authorized under any other provision of applicable law, including any rules adopted on or before June 30,
2013. Any rules adopted after June 30, 2013, must be consistent with the requirements of this section.

(b) The provisions in this section supplement other provisions of law and do not supersede or repeal
other provisions of law applying to the collection, use, storage, or dissemination of biological specimens or
health data.

(c) For purposes of this section, genetic information is limited to biological specimens and health data.

Subd. 3. Biological specimens and health data for program operations, public health practice, and
health oversight. (a) The commissioner may collect, use, store, and disseminate biological specimens and
health data to conduct program operations activities, public health practice activities, and health oversight
activities. Unless required under other applicable law, consent of an individual is not required under this
subdivision.

(b) With the approval of the commissioner, biological specimens may be disseminated to establish a
diagnosis, to provide treatment, to identify persons at risk of illness, or to conduct an epidemiologic
investigation to control or prevent the spread of serious disease, or to diminish an imminent threat to the
public health.

(c) For purposes of Clinical Laboratory Improvement Amendments proficiency testing, the commissioner
may disseminate de-identified biological specimens to state public health laboratories that agree, pursuant
to contract, not to attempt to re-identify the biological specimens.

(d) Health data may be disseminated as provided in section 13.3805, subdivision 1, paragraph (b).

Subd. 4. Research. The commissioner may collect, use, store, and disseminate biological specimens
and health data to conduct research in a manner that is consistent with the federal common rule for the
protection of human subjects in Code of Federal Regulations, title 45, part 46.

Subd. 5. Storage of biological specimens and health data according to storage schedules. (a) The
commissioner shall store health data according to section 138.17.

(b) The commissioner shall store biological specimens according to a specimen storage schedule. The
commissioner shall develop the storage schedule by July 1, 2013, and post it on the department's website.

Subd. 6. Secure storage of biological specimens. The commissioner shall establish appropriate security
safeguards for the storage of biological specimens, with regard for the privacy of the individuals from whom
the biological specimens originated, and store the biological specimens accordingly. When a biological
specimen is disposed of, it must be destroyed in a way that prevents determining the identity of the individual
from whom it originated.
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Subd. 7. Applicability to health boards. The provisions of subdivisions 2; 3, paragraphs (a), (c), and
(d); and 4 to 6 pertaining to the commissioner also apply to community health boards organized under chapter
145A. These boards may also disseminate health data pursuant to section 13.3805, subdivision 1, paragraph
(b), clause (2).

History: 2013 ¢ 82 s 11; 2015 c 21 art I s 109
144.193 INVENTORY OF BIOLOGICAL AND HEALTH DATA.

By February 1, 2014, and annually after that date, the commissioner shall prepare an inventory of
biological specimens, registries, and health data and databases collected or maintained by the commissioner.
In addition to the inventory, the commissioner shall provide the schedules for storage of health data and
biological specimens. The inventories must be listed in reverse chronological order beginning with the year
2012. The commissioner shall make the inventory and schedules available on the department's website.

History: 2013 ¢ 825 12; 2022 c 98 art 14 s 3
144.196 CANNABIS DATA COLLECTION AND BIENNIAL REPORTS.

Subdivision 1. General. The commissioner of health shall engage in research and data collection activities
to measure the prevalence of cannabis flower use and the use of cannabis products, lower-potency hemp
edibles, and hemp-derived consumer products in the state by persons under 21 years of age and by persons
21 years of age or older, and the trends in hospital-treated cannabis poisoning and adverse events. In order
to collect data, the commissioner may modify existing data collection tools used by the department or other
state agencies or may establish one or more new data collection tools.

Subd. 2. Statewide assessment; baseline data; updates. (a) The commissioner shall conduct a statewide
assessment to establish a baseline for the prevalence of cannabis flower use and the use of cannabis products,
lower-potency hemp edibles, and hemp-derived consumer products in the state, and the trends in
hospital-treated cannabis poisoning and adverse events broken out by:

(1) the current age of the customer;

(2) the age at which the customer began consuming cannabis flower, cannabis products, lower-potency
hemp edibles, or hemp-derived consumer products;

(3) whether the customer consumes cannabis flower, cannabis products, lower-potency hemp edibles,
or hemp-derived consumer products, and by type of product that the customer consumes, if applicable;

(4) the amount of cannabis flower, cannabis product, lower-potency hemp edible, or hemp-derived
consumer product typically consumed at one time;

(5) the typical frequency of consumption; and
(6) other criteria specified by the commissioner.

(b) The initial assessment must be completed by July 1, 2024. The commissioner shall collect updated
data under this subdivision at least every two years thereafter.

Subd. 3. Reports. Beginning January 1, 2025, and January 1 every two years thereafter, the commissioner
shall issue a public report on the prevalence of cannabis flower use and the use of cannabis products,
lower-potency hemp edibles, and hemp-derived consumer products in the state by persons under age 21 and
by persons age 21 or older. The report may include recommendations from the commissioner for changes
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to this chapter that would discourage or prevent personal use of cannabis flower, cannabis products,
lower-potency hemp edibles, or hemp-derived consumer products by persons under age 21, that would
discourage personal use of cannabis flower, cannabis products, lower-potency hemp edibles, or hemp-derived
consumer products by pregnant or breastfeeding individuals, that would prevent access to cannabis flower,
cannabis products, lower-potency hemp edibles, or hemp-derived consumer products by young children, or
that would otherwise promote public health.

History: 2023 c 63 art 6 s 8
144.197 CANNABIS AND SUBSTANCE MISUSE PREVENTION AND EDUCATION PROGRAMS.

Subdivision 1. Youth prevention and education program. The commissioner of health, in consultation
with the commissioners of human services and education and in collaboration with local health departments
and Tribal health departments, shall conduct a long-term, coordinated program to raise public awareness
about substance misuse prevention, treatment options, and recovery options. The program must address
adverse health effects associated with the use of cannabis flower, cannabis products, lower-potency hemp
edibles, or hemp-derived consumer products by persons under age 25. In conducting this education program,
the commissioner shall engage and consult with youth around the state on program content and on methods
to effectively disseminate program information to youth around the state.

Subd. 2. Prevention and education program for pregnant and breastfeeding individuals and
individuals who may become pregnant. The commissioner of health, in consultation with the commissioners
of human services and education, shall conduct a long-term, coordinated prevention program focused on
(1) preventing substance use by pregnant individuals, breastfeeding individuals, and individuals who may
become pregnant, and (2) raising public awareness of the risks of substance use while pregnant or
breastfeeding. The program must include education on the adverse health effects of prenatal exposure to
cannabis flower, cannabis products, lower-potency hemp edibles, or hemp-derived consumer products and
on the adverse health effects experienced by infants and children who are exposed to cannabis flower,
cannabis products, lower-potency hemp edibles, or hemp-derived consumer products in breast milk, from
secondhand smoke, or by ingesting cannabinoid products. This prevention and education program must also
educate individuals on what constitutes a substance use disorder, signs of a substance use disorder, and
treatment options for persons with a substance use disorder. The prevention and education program must
also provide resources, including training resources, technical assistance, or educational materials, to local
public health home visiting programs, Tribal home visiting programs, and child welfare workers.

Subd. 3. MS 2023 Supp [Repealed by amendment, 2024 ¢ 121 art 3 s 1]

Subd. 4. Local and Tribal health departments. The commissioner of health shall distribute grants to
local health departments and Tribal health departments for the departments to create prevention, education,
and recovery programs focusing on substance misuse prevention and treatment options. The programs must
include specific cannabis-related initiatives.

History: 2023 c 63 art 65 9; 2024 c 121 art 3 s 1
144.20 [Repealed, 1945 ¢ 512 s 37]
144.201 [Repealed, 1978 ¢ 699 s 17]
144.202 [Repealed, 1978 ¢ 699 s 17]

144.203 [Repealed, 1978 ¢ 699 s 17]
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144.204 [Repealed, 1978 ¢ 699 s 17]
144.205 [Repealed, 1978 ¢ 699 s 17]
144.21 [Repealed, 1945 ¢ 512 s 37]

VITAL RECORDS
144.211 CITATION.
Sections 144.211 to 144.227 may be cited as the "Vital Records Act."
History: 1978 ¢ 699 s 1; 2015 c 21 art 1 s 109
144.212 DEFINITIONS.

Subdivision 1. Scope. As used in sections 144.211 to 144.227, the following terms have the meanings
given.

Subd. 1a. Amendment. "Amendment" means completion or correction made to certification items on
a vital record after a certification has been issued or more than one year after the event, whichever occurs
first, that does not result in a sealed or replaced record.

Subd. 1b. Authorized representative. "Authorized representative" means an agent designated in a
written and witnessed statement signed by the subject of the record or other qualified applicant.

Subd. 1c. Certification item. "Certification item" means all individual items appearing on a certificate
of birth and the demographic and legal items on a certificate of death.

Subd. 2. Commissioner. "Commissioner" means the commissioner of health.

Subd. 2a. Correction. "Correction" means a change made to a noncertification item, including information
collected for medical and statistical purposes. A correction also means a change to a certification item within
one year of the event provided that no certification, whether paper or electronic, has been issued.

Subd. 2b. Court of competent jurisdiction. "Court of competent jurisdiction" means a court within
the United States with jurisdiction over the individual and such other individuals that the court deems
necessary.

Subd. 2c. Delayed registration. "Delayed registration" means registration of a record of birth or death
filed one or more years after the date of birth or death.

Subd. 2d. Disclosure. "Disclosure" means to make available or make known personally identifiable
information contained in a vital record, by any means of communication.

Subd. 3. File. "File" means to present a vital record or report for registration to the Office of Vital
Records and to have the vital record or report accepted for registration by the Office of Vital Records.

Subd. 4. Final disposition. "Final disposition" means the burial, interment, cremation, removal from
the state, or other authorized disposition of a dead body or dead fetus.

Subd. 4a. Institution. "Institution" means a public or private establishment that:

(1) provides inpatient or outpatient medical, surgical, or diagnostic care or treatment; or
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(2) provides nursing, custodial, or domiciliary care, or to which persons are committed by law.

Subd. 4b. Legal representative. "Legal representative” means a licensed attorney representing an
individual.

Subd. 4c. Local issuance office. "Local issuance office" means a county governmental office authorized
by the state registrar to issue certified birth and death records.

Subd. 4d. Record. "Record" means a report of a vital event that has been registered by the state registrar.

Subd. 5. Registration. "Registration" means the process by which vital records are completed, filed,
and incorporated into the official records of the Office of Vital Records.

Subd. 5a. Replacement. "Replacement” means a completion, addition, removal, or change made to
certification items on a vital record after a vital event is registered and a record is established that has no
notation of a change on a certificate and seals the prior vital record.

Subd. 6. State registrar. "State registrar" means the commissioner of health or a designee.

Subd. 7. System of vital records. "System of vital records" includes the registration, collection,
preservation, amendment, verification, maintenance of the security and integrity of, and certification of vital
records, the collection of other reports required by sections 144.211 to 144.227, and related activities including
the tabulation, analysis, publication, and dissemination of vital records.

Subd. 7a. Verification. "Verification" means a confirmation of the information on a vital record based
on the facts contained in a certification.

Subd. 8. Vital record. "Vital record" means a record or report of birth, stillbirth, death, marriage,
dissolution and annulment, and data related thereto. The birth record is not a medical record of the mother
or the child.

Subd. 9. Vital records statistics. "Vital records statistics" means the data derived from records and
reports of birth, death, fetal death, induced abortion, marriage, dissolution and annulment, and related reports.

Subd. 10. [Repealed by amendment, 2013 ¢ 108 art 12 s 16]
Subd. 11. MS 2022 [Repealed, 2023 ¢ 70 art 4 s 113]

Subd. 12. Homeless youth. "Homeless youth" has the meaning given in section 256K.45, subdivision
la.

History: 1978 ¢ 699 s 2; 1986 ¢ 444, 1997 ¢ 228 s 3-5; 1Sp2001 ¢ 9 art 15 s 1-7;, 2002 ¢ 379 art 1 s
113, 2005 ¢ 60s 2; 2013 c 108 art 12 s 16; 2015 c 21 art 1 s 109; 1Sp2021 ¢ 7 art 3 s 25; 2024 ¢ 127 art
59522

144.213 OFFICE OF VITAL RECORDS.

Subdivision 1. Creation; state registrar; Office of Vital Records. The commissioner shall establish
an Office of Vital Records under the supervision of the state registrar. The commissioner shall promulgate
rules for the collection, filing, and registering of vital records information by the state registrar, physicians,
advanced practice registered nurses, physician assistants, morticians, and others. Except as otherwise provided
in sections 144.211 to 144.227, rules previously promulgated by the commissioner relating to the collection,
filing and registering of vital records shall remain in effect until repealed, modified or superseded by a rule
promulgated by the commissioner.
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Subd. 2. General duties. (a) The state registrar shall maintain a statewide system of vital records. The
state registrar is responsible for the administration and enforcement of sections 144.211 to 144.227 and shall
supervise the enforcement of sections 144.211 to 144.227 and the rules promulgated thereunder. Local
issuance offices that fail to comply with the statutes or rules or to properly train employees may have their
issuance privileges and access to the vital records system revoked.

(b) To preserve vital records, the state registrar is authorized to prepare typewritten, photographic,
electronic, or other reproductions of original records and files in the Office of Vital Records. The
reproductions, when certified by the state registrar, shall be accepted as the original records.

(c) The state registrar shall also:
(1) establish, designate, and eliminate offices in the state to aid in the efficient