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FIRST REGULAR SESSION

HOUSE BILL NO. 609

96TH GENERAL ASSEMBLY

INTRODUCED BY REPRESENTATIVE MOLENDORRP.
1237L.02I D. ADAM CRUMBLISS, Chief Clerk

AN ACT

To repeal sections 374.284 and 376.1350, RSMo, and to enact in lieu thereof nine new sections
relating to the Show-Me health insurance exchange act.

Be it enacted by the General Assembly of the state of Missouri, as follows:

Section A. Sections 374.284 and 376.1350, RSMo, are repealed and nine new sections
enacted in lieu thereof, to be known as sections 376.1150, 376.1153, 376.1155, 376.1160,
376.1165, 376.1170, 376.1175, 376.1180, and 376.1350, to read as follows:

376.1150. 1. Sections376.1150t0 376.1180 shall be known and may becited asthe
" Show-Me Health Insurance Exchange Act" .

2. Thepurposeof sections376.1150t0 376.1180isto providefor the establishment
of a health benefit exchangeto facilitatethe purchase and sale of qualified health plansin
theindividual market in thisstateand to providefor theestablishment of a small business
health options program (SHOP exchange) to assist qualified small employersin this state
in facilitating the enrollment of their employeesin qualified health plans offered in the
small group market. Theintent of the exchange is to reduce the number of uninsured,
provide atransparent marketplace, increase competition in the health insurance market,
reduce health care costs and portability, provide consumer education, assist individuals
with accessto programs, premium assistancetax credits, and cost-sharingreductions. The
exchange shall conduct extensive consumer outreach to increase the awareness and
effectiveness of theexchangewhich shall include, but isnot limited to, print and television
advertising and developing a website and toll-free consumer hotline.

3. Asusad in sections 376.1150 to 376.1180, the following ter ms shall mean:

EXPLANATION — Matter enclosed in bold-faced brackets [thus] in the above bill isnot enacted and is intended
to be omitted from the law. Matter in bold-face typein the above bill is proposed language.
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(1) "Board of trustees’ or "board", the Show-Me health insurance board of
trustees;

(2) " Catastrophic plan”, in general, a health plan not providing a bronze, silver,
gold, or platinum level of cover age shall betreated asmeeting therequirementsof Section
1302(d) of the federal act with respect to any plan year if:

(@ The only individuals who are digible to enroll in the plan are individuals
described in paragraph (c) of this subdivision; and

(b) Theplan provides:

a. Except asprovided in thissubpar agraph, theessential health benefitsdeter mined
under Section 1302(b) of the ACA; except that, the plan providesno benefitsfor any plan
year until the individual hasincurred cost-sharing expenses in an amount equal to the
annual limitation in effect under Section 1302(c)(1) of the federal act for the plan year,
except as provided for in Section 2713 of the Public Health Services Act;

b. Coveragefor at least three primary carevisits,

(c) Individualse€ligiblefor enrollment:

a. Havenot attained the age of thirty year s befor e the beginning of the plan year;
or

b. Haveacertification in effect for any plan year that theindividual isexempt from
therequirement under Section 5000A of thelnternal Revenue Code of 1986, asamended,

by reason of:

(i) Section 5000A(e)(1) of thelnternal Revenue Code of 1986, asamended, relating
to individuals without affor dable coverage; or

(i) Section 5000A(e)(5) of thelnter nal Revenue Codeof 1986, asamended, relating
to individuals with hardships.

If a health carrier or health benefit plan offers a health benefit plan described in this
subdivision, such carrier or plan shall only offer the plan in theindividual market;

(3) "Director", thedirector of the department of insurance, financial institutions
and professional registration;

(4) "Department”, the department of insurance, financial institutions and
professional registration;

(5) " Educated health care consumer”, an individual who is knowledgeable about
the health care system, and has background or experiencein making informed decisions
regarding health, medical, and scientific matters;

(6) " Exchange" , the Show-M ehealth insuranceexchangeestablished under section
376.1153;
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(7) "Federal act", thefederal Patient Protection and Affordable Care Act, Public
Law 111-148, asamended by thefederal Health Careand Education Reconciliation Act of
2010, PublicLaw 111-152, and any amendmentsther eto, or regulationsor guidanceissued
under such federal acts,

(8) "Health benefit plan”, the same meaning as such term is defined in section
376.1350;

(9) "Health carrier" or "carrier", the same meaning as such term is defined in
section 376.1350;

(10) " Navigator", the Show-M e health insurance exchange,

(11) " Qualified dental plan", alimited scopedental plan that hasbeen certified in
accor dance with subsection 5 of section 376.1170;

(12) "Qualified employer”, a small employer that elects to make its full-time
employees eligible for one or more qualified health plans offered through the SHOP
exchange, and at the option of the employer, some or all of its part-time employeses,
provided that the employer:

(a) Hasitsprincipal place of businessin this state and elects to provide cover age
through the SHOP exchangeto all of its eligible employees, wher ever employed; or

(b) Electsto provide coverage through the SHOP exchange to all of its eligible
employeeswho are principally employed in this state;

(13) " Qualified health plan” , ahealth benefit plan that hasin effect a certification
that the plan meetsthecriteriafor certification described in Section 1311(c) of thefederal
act and section 376.1170;

(14) "Qualified individual”, an individual, including a minor, who:

(a) Isseekingtoenroll inaqualified health plan offered toindividualsthrough the
exchange;

(b) Residesin thisstate;

(c) Atthetimeof enrollment isnot incar cerated, other than incar ceration pending
the disposition of charges; and

(d) Isand isreasonably expected to befor the entire period for which enrollment
issought acitizen or national of theUnited Statesor an alien lawfully present in theUnited
States,

(15) " Secretary", the secretary of the federal Department of Health and Human
Services,;

(16) " SHOP exchange", the small business health options program established
under section 376.1165 and provided through the unified exchange;
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(17) " Small employer”, an employer that employed an aver age of not more than
fifty employees during the preceding calendar year. For purposes of thissubdivision:

(a) All personstreated asasingleemployer under Section 414(b), (c), (m), or (o) of
the Internal Revenue Code of 1986, as amended, shall be treated as a single employer;

(b) An employer and any predecessor employer shall be treated as a single
employer;

(c) All employees shall be counted, including part-time employees and employees
who are not eligiblefor coverage through the employer;

(d) If an employer wasnot in existencethroughout thepreceding calendar year, the
determination of whether such employer isasmall employer shall bebased on theaverage
number of employees which is reasonably expected by such employer to employ on
businessdaysin the current calendar year;

(e) An employer that makes enrollment in qualified health plans available to its
employeesthrough the SHOP exchangeand would ceaseto bea small employer by reason
of an increase in the number of its employees, shall continue to be treated as a small
employer for purposes of sections 376.1150 to 376.1180 aslong as it continuously makes
enrollment through the SHOP exchange availableto its employees,

(18) "Unified exchange", for administrative purposes only, an organized and
transparent marketplace system for individuals and small employersto purchase health
insurance cover agethrough qualified health and dental plansand obtain health insurance
information; except that, aunified exchange shall not combineactuarial and underwriting
functionsfor theindividual and small employer market system.

376.1153. 1. Thereishereby created the " Show-Me Health I nsurance Exchange'
as a quasi-gover nmental agency under thedirection of a board of trustees. The purpose
of the board of trustees shall be to conduct the business necessary to implement the
exchangeand to carry out thefunctions of the exchangein afair and impartial manner in
order to execute a more competitive insurance marketplace. Notwithstanding any
provision of law to the contrary, such exchange may transact business, contract, sue and
besued, invest fundsand hold cash, securities, and other property, and shall bevested with
such other powersasmay be necessary or proper to enableit, itsofficers, employees, and
agentsto carry out fully and effectively the purposes of sections 376.1150 to 376.1180.

2. Theboard shall be comprised of the following thirteen members:

(1) Thedirectors, or thedirectors designees, of the following departments as ex
officio members:

() Social services;
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(b) Insurance, financial institutionsand professional registration, who shall serve
asvice-chair;

(c) Mental health;

(d) Health and senior services;

(2) Twomembersof thehouseof representatives, onefrom themajority party and
one from the minority party, to be appointed by the speaker of the house;

(3) Two members of the senate, one from the majority party and one from the
minority party, to be appointed by the president pro tem of the senate;

(4) Thefollowing five membersto be appointed by the governor with the advice
and consent of the senate:

(@) A licensed health insurance broker;

(b) A licensed health carrier;

(c) A public health consumer advocate for individuals who purchase coverage
through the exchange;

(d) A small employer representative; and

() An at-large member.

3. One member of the board shall serve as chair, to be elected annually by a
maj ority of the members of the board.

4. Thegeneral assembly and department director member sof theboard shall serve
on theboard solong asthey hold their respectivetitleand position. With the exception of
theinitial terms, all member s of the board appointed by the governor shall serveathree-
year term. Theinitial terms of the appointed board member s shall be asfollows:

(1) Theat-large member shall serve a one-year term;

(2) Thesmall employer and public health consumer advocate membersshall serve
two-year terms,

(3) Thelicensed healthinsurancebroker and licensed health insurancecarrier shall
servethree-year terms.

5. Vacanciesfor an unexpired term for amember of the general assembly shall be
filled by the speaker of the house and president pro tem of the senate. Vacanciesfor an
unexpired term of members appointed by the governor shall befilled by the governor.

6. All membersshall beeligiblefor reappointment.

7. Any individual with adirect financial interest in decisions made by the board,
with the exception of consumers and employers whose only interest is to purchase
insurance products, areineligible for board member ship.

8. Theboard shall appoint an executivedirector for the exchange, who shall have
charge of the offices, records, and employees of the plan, subject to the director of the
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board. Theexecutivedirector and theboard shall employ such other officersof thequasi-
governmental agency as shall be essential to the operation of the exchange.

9. The executivedirector shall employ such other employees asauthorized by the
board to conduct the business of the exchange. Employees and officers of the exchange
plan shall receive such salaries and necessary expenses and shall be fixed by the board.
Theboard shall takeintoaccount salariespaid by health carrier s, health benefit plans, and
health care providersin establishing appropriate pay schedulesfor its employees.

10. The board shall have exclusive jurisdiction and control over the funds and
property of the exchange. Income of the exchange shall not be consider ed revenue of the
stateof Missouri. Theassetsof theexchange shall beexempt from state, county, municipal,
and other political subdivision taxes.

11. All moneys received by or belonging to the exchange shall be paid to the
executive director and promptly deposited by the executive director to the credit of the
exchangein oneor morebanksor trust companiesor other financial institutionsasselected
by the board. No such moneys shall be deposited in or be retained by any bank, trust
company, or other financial institution which does not have on deposit with and for the
board at the timethekind and value of collateral required by sections 30.240 and 30.270
for depositaries of the state treasurer. Such moneys shall be funds of the exchange and
shall not be commingled with any fundsin the statetreasury. Theexecutivedirector shall
be responsible for all funds, securities, and property belonging to the plan and shall be
provided with such corporate surety bond for the faithful handling of the same as the
board shall require.

12. Theboard shall arrange for annual audits of the records and accounts of the
plan by a certified public accountant or firm of certified public accountants. The state
auditor shall examine such audits at least once every threeyearsand report to the board
and the governor.

13. Theboard shall keep arecord of its proceedings, which shall be open to public
inspection. The board shall prepare annually and make available a report showing the
financial condition of the exchange which shall contain, but not be limited to, a financial
balance sheet, a statement of income and disbursements, a detailed statement of
investments acquired and disposed of during theyear, together with a detailed statement
of theannual rateson investment return from all assetsand from each type of investment,
alisting of all advisorsand consultantsretained by the board, and such other data asthe
board shall deem necessary or desirablefor aproper under standing of thecondition of the
plan. Theboard and exchange shall be subject to the provisions of chapter 610.
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14. Membersof the board of trustees shall serve without compensation for their
services as members of the board, but shall be paid for any necessary expensesincurred
in attending meetings of the board or committeesthereof or in the performance of other
duties authorized by the board.

15. The board shall meet within the state of Missouri not less than once per
calendar quarter, at atime set at a previously scheduled meeting or at therequest of the
chair or any four member sof theboard actingjointly. Notice of the meeting shall bemade
public on the exchangewebsiteor portal. Theboard may meet at any time by unanimous
consent.

16. Subject tothelimitationsof law, theboard shall formulate and adopt rulesfor
the governing of its own proceedings and for the administration of the plan.

17. Noboard member or employee of the exchange shall receiveany gain or profit
from any fundsor transaction of theexchange, except for benefitscommon toall members,
if entitled thereto. Any board member or employee accepting any gratuity or
compensation for the purpose of influencing his or her action with respect to the
investment of the funds of the exchange shall thereby forfeit his or her office and in
addition thereto be subject to the penalties prescribed by law.

18. The duties of the board shall also include advising the department on issues
relating to health careinsurance.

376.1155. 1. The exchange shall:

(1) Facilitate the purchase and sale of qualified health plans,

(2) Providefor the establishment of a unified exchange to assist both individuals
who purchasecoveragein theindividual market and qualified small employersinthisstate
in facilitating the enrollment of their employeesin qualified health plans; and

(3 Meet the requirements of sections 376.1150 to 376.1180 and any rules
promulgated thereunder.

2. (1) Theexchange may contract or enter into a memorandum of under standing
with an eligible entity for any or all of its functions described in sections 376.1150 to
376.1180. Notwithstanding any other provision of law to the contrary, an eligible entity
includes, but isnot limited to, thefamily support division, the MO HealthNet division, the
Missouri consolidated health care plan, or an entity that hasexperiencein individual and
small group health insurance markets, but a health carrier or an affiliate of a health
carrier shall not be an eligible entity.

(2) Eligible entities may contract with the exchange so that employees or
beneficiaries of such entities may be allowed to select qualified health plansthrough the
exchange.
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(3) The exchange may contract with the department for the certificate of health
plans as qualified health plansand their recertification and decertification.

(4) A contracted entity of the exchange shall not be eligible to offer a qualified
health benefit plan through the exchange.

3. Theexchange may enter into information-sharing agreementswith federal and
state agencies and other state exchanges to carry out its responsibilities under sections
376.1150t0 376.1180, provided such agreementsincludeadequatepr otectionswith r espect
totheconfidentiality of theinformation to be shared and comply with all stateand federal
laws and regulations.

376.1160. 1. Beginning on or before January 1, 2014, the exchange shall make
qgualified health plans and qualified dental plans available to qualified individuals and
qualified employers. Nothing in sections 376.1150 to 376.1180 shall prohibit qualified
individualsor qualified employersfrom purchasing any health benefit plan and qualified
dental plans outside the exchange. The exchange shall not make available any health
benefit plan or qualified dental plansthat isnot a qualified health plan.

2. The exchange shall allow a health carrier or health benefit plan to offer a plan
that provides limited scope dental benefits meeting the requirements of Section
9832(c)(2)(A) of the Internal Revenue Code of 1986, as amended, through the exchange,
either separately or in conjunction with a qualified health plan, if the plan provides
pediatric dental benefits meeting the requirements of Section 1302(b)(1)(J) of the federal
act.

3. Neither theexchangenor ahealth carrier or health benefit plan offering health
benefit plans through the exchange may charge an individual a fee or penalty for
termination of coverage if the individual enrollsin another type of minimum essential
cover agebecausetheindividual hasbecomenewly digiblefor that coverageor becausethe
individual's employer -sponsor ed cover age has become affordable under the standar ds of
Section 36B(c)(2)(C) of the Internal Revenue Code of 1986, as amended.

376.1165. Theexchange shall:

(2) I'mplement proceduresfor thecertification, recertification, and decertification,
consistent with the guidelines developed by the Secretary under Section 1311(c) of the
federal act and section 376.1180, of health benefit plans as qualified health plans;

(2) Providefor theoperation of atoll-freetelephonehotlineto respond to requests
for assistance;

(3) Provide for enrollment periods, as provided under Section 1311(c)(6) of the
federal act and additionally on a quarterly basis,
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(4) Maintain aninter net websitethr ough which enrolleesand prospectiveenrollees
of qualified health plansmay obtain standar dized compar ativeinfor mation on such plans;

(5) Assign arating to each qualified health plan offered through the exchangein
accor dance with the criteria developed by the Secretary under Section 1311(c)(3) of the
federal act, and deter mineeach qualified health plan'slevel of cover agein accordancewith
regulationsissued by the Secretary under Section 1302(d)(2)(A) of the federal act;

(6) Useastandardized format for presentinghealth benefit optionsin theexchange,
including theuse of theunifor m outline of cover age established under Section 2715 of the
federal Public Health Services Act;

(7) In accordance with Section 1413 of the federal act, inform individuals of
eigibility requirementsfor the Medicaid program under Title XIX of the Social Security
Act, the Children's Health Insurance Program (CHIP) under Title XXI of the Social
Security Act, or any applicable state or local public program and if through screening of
the application by the exchanges, the exchange deter minesthat any individual is eligible
for any such program, enroll theindividual in such program;

(8) Establish and make available by electronic means:

(a) A calculator to determinethe actual cost of coverage after application of any
premium tax credit under Section 36B of the I nter nal Revenue Code of 1986, asamended,
and any cost-sharing reduction under Section 1402 of the federal act; and

(b) A consumer tool to calculate out-of-pocket costs of cover age;

(9) Establish a unified exchange serving both the individual and small group
markets. Qualified employersin the small group market may access coverage for their
employees, which shall enableany qualified employer to specify alevel of cover age so that
any of its employees may enroll in any qualified health plan offered through the SHOP
exchange at the specified level of coverage;

(10) Develop a standardized application for qualified individuals and small
employersto useto apply for health benefitsthrough the exchange. Each health carrier
or health benefit plan that offer saqualified health benefit plan through theexchangeshall
usethe standard application and shall not use any other application for health benefits;

(11) Subject to Section 1411 of thefederal act, grant a certification attesting that,
for purposes of the individual responsibility penalty under Section 5000A of the I nternal
Revenue Code of 1986, as amended, an individual is exempt from the individual
responsibility requirement or from the penalty imposed by Section 5000A of the Inter nal
Revenue Code of 1986, as amended, because:

(a) Thereisno affordablequalified health plan availablethrough the exchange or
the individual'semployer covering theindividual; or
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(b) Theindividual meetstherequirementsfor any other such exemption from the
individual responsibility requirement or penalty;

(12) Transfer tothefederal Secretary of the Treasury the following:

(a) Alist of theindividualswho areissued a certification under subdivision (10) of
this section, including the name and taxpayer identification number of each individual;

(b) Thename and taxpayer identification number of each individual who was an
employee of an employer but whowasdeter mined to beéligiblefor the premium tax credit
under Section 36B of the Internal Revenue Code of 1986, as amended, because:

a. Theemployer did not provide minimum essential coverage; or

b. Theemployer provided the minimum essential coverage, but it wasdeter mined
under Section 36B(c)(2)(C) of thelnternal Revenue Code of 1986, asamended, to either be
unaffordable to the employee or not providetherequired minimum actuarial value; and

(c) The name and taxpayer identification number of:

a. Eachindividual whonotifiestheexchangeunder Section 1411(b)(4) of thefederal
act that he or she has changed employers; and

b. Each individual who ceasescoverageunder aqualified health plan duringaplan
year and the effective date of such cessation;

(13) Providetoeach employer thenameof each employeeof theemployer described
in paragraph (b) of subdivision (11) of this section who ceases cover age under a qualified
health plan during a plan year and the effective date of the cessation;

(14) Perform dutiesrequired of the exchange by the Secretary or the Secretary of
the Treasury related to determining eligibility for premium tax credits, reduced cost-
sharing, or individual responsibility requirement exemptions,

(15) (a) Establish anavigator program asafunction of theexchangeoper ationsfor
the purpose of awarding grantsto selected entitiesto perform and carry out functions of
anavigator. Such program shall be subject to the following:

a. Grantsawar ded by theexchangeshall bemadefrom theoperational fundsof the
exchange. Federal fundsreceived by the state to establish the exchange shall not be used
for grants. In order tobedigibletoreceiveagrant, an entity shall demonstratethat it has
existing relationships or may establish relationships with employers and employess,
consumers, or self-employed individualslikely toenroll inaqualified health plan. Entities
selected asa navigator shall be qualified in accor dancewith Section 1311(i) of thefederal
act and standar ds developed by the Secretary, and award grantsto enable navigatorsto:

(i) Conduct public education activities to raise awareness of the availability of
qualified health plans;
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(i) Distributefair and impartial information concer ning enrollment in qualified
health plansand the availability of premium tax creditsunder Section 36B of the Internal
Revenue Code of 1986, as amended;

(ii1) Facilitate enrollment in qualified health plans;

(iv) Provide referrals to any applicable office of health insurance consumer
assistance or health insurance ombudsman established under Section 2793 of the Public
Health Services Act, or any other appropriate state agency or agencies, for any enrollee
with a grievance, complaint, or question regarding their health benefit plan, coverage, or
a determination under such plan or coverage; and

(v) Provide information in a manner that is culturally and linguistically
appropriate to the needs of the population being served by the exchange;

b. Entities selected for the navigator program shall:

(i) Besubjecttothestandar dsestablished by the Secretary, licensurerequirements,
and disclosur e of any conflict of interest; and

(i) Not be a health carrier or health benefit plan, or receive any consideration
directly or indirectly from any health carrier or health benefit plan in connection with the
enrollment of any qualified individualsor employeesof aqualified employer in aqualified
health plan;

(b) Aspart of the navigator program, establish a broker referral network for the
purposeof assistingindividual and qualified small employer sin obtaining health insurance
cover agethrough theunified exchange. Thebrokersin thebroker referral network shall
be compensated in a manner appropriate to the health insurance broker industry;

(16) Credit theamount of any free choice voucher to the monthly premium of the
plan in which a qualified employee is enrolled in accordance with Section 10108 of the
federal act and collect the amount credited from the offering employer;

(17) Consult with stakeholders relevant to carrying out the activities required
under sections 376.1150 to 376.1180, including but not limited to:

(a) Educated health care consumerswho areenrolleesin qualified health plans;

(b) Individualsand entitieswith experiencein facilitating enroliment in qualified
health plans;

() Representatives of small businesses and self-employed individuals;

(d) Advocatesfor enrolling hard-to-reach populations;

(e) Appropriate eligible entities asidentified in section 376.1165;

(f) Health carriersand health benefit plans;

(g) Health care providers, including but not limited to physicians, hospitals,
pharmacists, and phar maceutical manufacturers; and
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(h) Othersinterested in accessto affordable quality health care services;

Stakeholder groups formed to provide consultation or guidance to the exchange or its
board shall be formed with the advice and consent of the director;

(17) Meet thefollowing financial integrity requirements:

(a) Keep an accurate accounting of all activities, receipts, and expenditures, and
annually submit to the Secretary, the governor, and the general assembly a report
concer ning such accountings;

(b) Fully cooperate with any investigation conducted by the Secretary in
accor dance with the Secretary'sauthority under the federal act, and allow the Secretary,
in coordination with the Inspector General of the U.S. Department of Health and Human
Services, to:

a. Investigate the affairs of the exchange;

b. Examinethe propertiesand records of the exchange; and

c. Requireperiodicreportsinrelationtotheactivitiesundertaken by theexchange;
and

(c) Incarrying out its activities under sections 376.1150 to 376.1180, not use any
fundsintended for the administrative and operational expenses of the exchange for staff
retreats, promotional giveaways, excessiveexecutivecompensation, or promotion of federal
or state legislative and regulatory modifications.

376.1170. 1. In order to foster a competitive exchange marketplace that offers
greater consumer choice, it ispresumed to bein the best interest of qualified individuals
and qualified employer sfor theexchangeto certify health plansthat meet therequirements
of thefederal act and meet standards established by the exchangein order for the health
plan to participate in the exchange. The exchange shall establish atransparent objective
processfor disapproval of certification for ahealth plan and decertifyingaqualified health
benefit plan that is determined not to be in the best interest to be offered through the
exchange. Theexchangeshall establish an appealsprocessfor health carriersand health
benefit planstoappeal adecertification decision or thedenial of certification asaqualified
health plan.

2. The exchange may certify a health benefit plan asa qualified health plan if:

(1) The plan provides the essential health benefits package described in Section
1302(a) of thefederal act; except that, theplan isnot required to provideessential benefits
that duplicatethe minium benefits of qualified dental plansasprovided in subsection 5 of
this section if:
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(a) Theexchangehasdeter mined that at least onequalified dental plan isavailable
to supplement the plan's coverage; and

(b) Thehealth carrier makesprominent disclosureat thetimeit offerstheplan, in
aform approved by theexchange, that the plan doesnot providethefull range of essential
pediatric benefitsand that qualified dental plansproviding such benefitsand other dental
benefits not covered by the plan are offered through the exchange;

(2) Thepremium ratesand contract language have been approved by thedirector;

(3) The plan provides at least a bronze level of coverage, as determined under
subsection 5 of section 376.1175 unlesstheplan iscertified asaqualified catastrophicplan,
meetstherequirements of the federal act for catastr ophic plans, and will only be offered
toindividuals eligible for catastrophic coverage;

(4) Theplan'scost-sharingrequirementsdo not exceed thelimitsestablished under
Section 1302(c)(1) of thefederal act, and if theplan isoffer ed thr ough the SHOP exchange,
theplan'sdeductible doesnot exceed thelimitsestablished under Section 1302(c)(2) of the
federal act;

(5) Thehealth carrier offering the plan:

(a) Islicensed and in good standing to offer health insurance coveragein thisstate;

(b) Offersat least one qualified health plan in thesilver level and at least one plan
in the gold level through each component of the exchange in which the health carrier
participates, where component refers to the SHOP exchange and the exchange for
individual coverage;

(c) Chargesthe samepremium ratefor each qualified health plan without regard
to whether the plan is offered through the exchange and without regard to whether the
plan isoffered directly from the health carrier or through an insurance producer;

(d) Doesnot charge any cancellation fees or penaltiesin violation of subsection 3
of section 376.1170; and

(e) Complieswith theregulationsdeveloped by the Secretary under Section 1311(d)
of thefederal act and such other requirements asthe exchange may establish;

(6) Theplan meetstherequirementsof certification aspromulgated by ruleand by
the Secretary under Section 1322(c) of the federal act, which include but are not limited
to minimum standardsin the areas of marketing practices, network adequacy, essential
community providersin under served ar eas, accr editation, quality improvement, uniform
enrollment forms and descriptions of coverage, and infor mation on quality measuresfor
health benefit plan performance; and

(7) Theexchangedeter minesthat making the plan availablethrough theexchange
isin the interest of qualified individuals and qualified employersin this state based on



HB 609 14

52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86

merits of increasing transparency, expanding availability of health care services and
providers, and improving health care outcomes for the participantsin the exchange.

3. Theexchangemay promulgater ulesr egar ding standar dization of health benefits
provided through the exchange and cost-sharing as a means of encouraging competition
of qualified health benefit plans offered through the exchange.

4. Theexchange shall not exclude a health benefit plan:

(1) Onthebasisthat the plan isafee-for-service plan;

(2) Through theimposition of premium price controls by the exchange; or

(3) On the basis that the health benefit plan provides treatments necessary to
prevent patients' deathsin circumstances the exchange deter mines ar e inappropriate or
too costly.

5. Theexchangeshall requireeach health carrier seeking certification of aplan as
aqualified health plan to:

(1) Submit ajustification for any premium incr ease befor eimplementation of such
increase. Thehealth carrier shall prominently post theinformation onitsinter net website.
The exchange shall take such information, along with the information and the
recommendations provided to the exchange by the director under Section 2794(b) of the
Public Health Services Act, into consideration when determining whether to allow the
health carrier to make plans available through the exchange;

(2) (&) Makeavailableto thepublic, in theformat described in paragraph (b) of
thissubdivision, and submit to the exchange, the Secr etary, and thedirector accurate and
timely disclosure of the following:

a. Claimspayment policies and practices;

. Periodic financial disclosures;
Data on enrollment;

. Data on disenrollment;
Data on the number of claimsthat are denied,;
Data on rating practices,

g. Information on cost-sharing and paymentswith respect to any out-of-networ k
coverage;

-~ D 0o 0 T

h. Information on enrollee and participant rightsunder Title| of the federal act;
and

i. Other information as determined appropriate by the Secretary.

(b) Theinformation requiredin paragraph (a) of thissubdivision shall be provided
in plain language, as such term isdefined in Section 1311(e)(3)(B) of the federal act;
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(3) Permit individuals to learn, in a timely manner upon the request of the
individual, the amount of cost-sharing, including deductibles, copayments, and
coinsurance, under the individual's plan or coverage that the individual would be
responsible for paying with respect to the furnishing of a specific item or service by a
participating provider. At a minimum, such information shall be made available to the
individual through an internet website and through other meansfor individuals without
accessto theinternet;

(4) Promptly notify affected individuals of price and benefit changes, or other
changesin circumstance that could materially impact enrollment or coverage; and

(5) Providetimely updatesregarding the plan's provider network, including the
addition of new providersor thewithdrawal of an existing provider through the publicly
accessible internet website selected by the exchange as the most appropriate way to
disseminate the information.

6. The exchange shall not exempt any health carrier seeking certification of a
qgualified health plan, regardless of the type or size of the health carrier, from state
licensureor solvency requirementsand shall apply thecriteriaof thissection in amanner
that assures a level playing field between or among health carriers participating in the
exchange.

7. (1) The provisions of sections 376.1150 to 376.1180 that are applicable to
qualified health plans shall also apply to the extent relevant to qualified dental plans,
except as modified in accordance with the provisions of subdivisions (2) to (4) of this
subsection or by regulations adopted by the exchange.

(2) Thehealth carrier shall be licensed to offer dental coverage, but need not be
licensed to offer other health benefits.

(3 The plan shall be limited to dental and oral health benefits, without
substantially duplicating the benefits typically offered by health benefit plans without
dental coverage and shall include, at a minimum, the essential pediatric dental benefits
prescribed by the Secretary under Section 1302(b)(1)(J) of thefederal act, and such other
dental benefitsasthe exchange or the Secretary may specify by regulation.

(4) Health carriersmay jointly offer a comprehensive plan through the exchange
in which the dental benefitsare provided by a health carrier through a qualified dental
plan and the other benefits are provided by a health carrier through a qualified health
plan, provided that the plans are priced separately and are also made available for
purchase separately at the same price. Nothing in this section shall be construed as
prohibiting a health carrier or health benefit plan from offering a discounted rate on a
qualified dental plan when purchased jointly with a qualified health plan.
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8. The director shall determine whether a health plan seeking certification or
recertification asaqualified health plan meetsall therequirementsrelated tolicensureand
solvency. The exchange shall deter mine whether such a health benefit plan meetsall or
other requirementsof a qualified health plan.

9. In an effort to facilitate efficient coordination between the exchange and the
director, the exchange may develop additional responsibilitiesfor thedirector relating to
health plan certification and decertification.

376.1175. 1. Federal funding for direct costs related to the development and
operation of the exchange through 2014, the first year of operation, shall be provided
under federal law.

2. A budget for the exchange shall be prepared by the governor and submitted to
the general assembly annually for approval.

3. Theexchangeshall chargeassessmentsor user feesto health carriersand health
benefit plans, whether or not they are participating in the exchangefor each policyholder
of an individual health insurance policy issued in this state, for each employee covered
under a small employer policy issued in this state and may otherwise generate funding
necessary to support its operations provided under sections 376.1150 to 376.1180. Any
assessmentsor feescharged tohealth carriersor health benefit plansshall belimited tothe
minimum amount necessary to pay for the administrative and capital costs and expenses
that have been approved in the annual budget process, with consideration of other
available funding sources. Services performed by the exchange on behalf of other state
programsor federal programsshall not befunded with assessmentsor user fees collected
from health carriersor health benefit plans.

4. Any unexpended finding by the exchange shall be used for further exchange
operations or returned to health carriers and health benefit plans as a credit for future
imposed assessmentsor fees.

5. Theexchange shall publish the aver age costs of licensing, regulatory fees, taxes,
carrier assessments, and any other payments required by the exchange, and the
administrative costs of the exchange, on an inter net websiteto educate consumer son such
COsts.

376.1180. 1. (1) The board may promulgate rules for the administration and
implementation of sections 376.1150 to 376.1180.

(2) The exchange may promulgate rules to implement the provisions of sections
376.1150t0 376.1180. Rulespromulgated under thissubdivision shall not conflict with or
prevent the application of rules promulgated by the Secretary under the federal act.
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(3) Anyruleor portion of arule, asthat term isdefined in section 536.010, that is
created under the authority delegated in sections 376.1150 to 376.1180 shall become
effective only if it complieswith and is subject to all of the provisions of chapter 536 and,
if applicable, section 536.028. Sections 376.1150 to 376.1180 and chapter 536 are
nonseverable and if any of the powers vested with the general assembly pursuant to
chapter 536 to review, to delay the effective date, or to disapprove and annul aruleare
subsequently held unconstitutional, then the grant of rulemaking authority and any rule
proposed or adopted after August 28, 2011, shall be invalid and void.

2. Nothing in sections 376.1150 to 376.1180 and no action taken by the exchange
under sections 376.1150 to 376.1180 shall be construed to preempt or supersede the
authority of thedirector toregulatethe business of insurancewithin thisstate. Except as
expressly provided to the contrary in sections 376.1150 to 376.1180, all health carriers
offering qualified health plansin this state shall comply fully with all applicable health
insurance laws of this state and regulations adopted and ordersissued by the director.

3. If the specific provisions of the federal act regarding the establishment and
implementation of a state exchange are declared unconstitutional or otherwise declared
invalid, sections 376.1150 to 376.1180 shall become null and void and be unenfor ceablein
this state.

376.1350. For purposes of sections 376.1350 to 376.1390, the following terms mean:

(1) "Adverse determination”, a determination by a health carrier or its designee
utilization review organization that an admission, availability of care, continued stay or other
health care service has been reviewed and, based upon the information provided, does not meet
the health carrier'srequirementsfor medical necessity, appropriateness, health care setting, level
of care or effectiveness, and the payment for the requested serviceis therefore denied, reduced
or terminated;

(2) "Ambulatory review", utilization review of health care services performed or
provided in an outpatient setting;

(3) "Case management", acoordinated set of activities conducted for individual patient
management of serious, complicated, protracted or other health conditions;

(4) "Certification", adetermination by ahealth carrier or itsdesignee utilization review
organization that an admission, availability of care, continued stay or other health care service
has been reviewed and, based on the information provided, satisfies the hedth carrier's
requirements for medical necessity, appropriateness, health care setting, level of care and
effectiveness;
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(5) "Clinica peer", a physician or other health care professional who holds a
nonrestricted license in a state of the United States and in the same or similar specialty as
typically manages the medical condition, procedure or treatment under review;

(6) "Clinical review criterid’, the written screening procedures, decision abstracts,
clinical protocols and practice guidelines used by the health carrier to determine the necessity
and appropriateness of health care services;

(7) "Concurrent review", utilization review conducted during a patient's hospital stay
or course of treatment;

(8) "Covered benefit" or "benefit", aheath care servicethat an enrolleeisentitled under
the terms of a health benefit plan;

(9) "Director", the director of the department of insurance, financia institutions and
professional registration;

(10) "Discharge planning”, the formal process for determining, prior to discharge from
a facility, the coordination and management of the care that a patient receives following
discharge from afacility;

(11) "Drug", any substance prescribed by alicensed health care provider acting within
the scope of the provider's license and that is intended for use in the diagnosis, mitigation,
treatment or prevention of disease. The term includes only those substances that are approved
by the FDA for at |east one indication;

(12) "Emergency medical condition”, the sudden and, at the time, unexpected onset of
a health condition that manifests itself by symptoms of sufficient severity that would lead a
prudent lay person, possessing an average knowledge of medicine and health, to believe that
immediate medical careis required, which may include, but shall not be limited to:

(a) Placing the person's health in significant jeopardy;

(b) Seriousimpairment to a bodily function;

(c) Serious dysfunction of any bodily organ or part;

(d) Inadequately controlled pain; or

(e) With respect to a pregnant woman who is having contractions:

a. That there is inadequate time to effect a safe transfer to another hospital before
delivery; or

b. That transfer to another hospital may pose athreat to the health or safety of thewoman
or unborn child;

(13) "Emergency service", ahealth careitem or servicefurnished or required to evaluate
and treat an emergency medical condition, which may include, but shall not belimited to, health
care services that are provided in a licensed hospital's emergency facility by an appropriate
provider;
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(14) "Enrollee", a policyholder, subscriber, covered person or other individual
participating in a health benefit plan;

(15) "FDA", the federa Food and Drug Administration;

(16) "Facility", an institution providing health care services or a health care setting,
including but not limited to hospitals and other licensed inpatient centers, ambulatory surgical
or treatment centers, skilled nursing centers, residential treatment centers, diagnostic, laboratory
and imaging centers, and rehabilitation and other therapeutic health settings;

(17) "Grievance", awritten complaint submitted by or on behalf of an enrolleeregarding
the:

(& Availability, delivery or quality of heath care services, including a complaint
regarding an adverse determination made pursuant to utilization review;

(b) Claims payment, handling or reimbursement for health care services; or

(c) Matters pertaining to the contractual relationship between an enrollee and a health
carrier;

(18) "Health benefit plan”, a policy, contract, certificate or agreement entered into,
offered or issued by ahealth carrier to provide, deliver, arrangefor, pay for, or reimburse any of
the costs of health care serviceq[; except that, health benefit plan shall not include any coverage
pursuant to liability insurance policy, workers compensation insurance policy, or medical
payments insurance issued as a supplement to aliability policy] . Health benefit plan:

(a) Doesnot includethe following coverage:

a. Coverageonly for accident or disability incomeinsurance, or any combination
ther eof;

b. Coverageissued asa supplement to liability insurance;

c. Liabilityinsurance, includinggeneral liability insuranceand automobileliability
insurance;

d. Workers compensation or similar insurance,

e. Automobile medical payment insurance;

f. Credit-only insurance;

g. Coveragefor on-site medical clinics; or

h. Other similar insurance coverage, specified in federal regulationsissued under
Public Law 104-191, under which benefits for health care services are secondary or
incidental to other insurance benefits;

(b) Does not include the following benefits if the benefits are provided under a
separ ate policy, certificate, or contract of insuranceor are otherwisenot an integral part
of the plan:

a. Limited scope dental or vision benefits;
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b. Benefitsfor long-term care, nursing home care, home health care, community-
based care, or any combination ther eof;

c. Other similar limited scopebenefitsspecified in federal regulationsissued under
Public Law 104-191;

(c) Does not include the following benefits if the benefits are provided under a
separ ate policy, certificate or contract of insurance, thereisno coordination between the
provision of the benefits and any exclusion of benefits under any group health plan
maintained by the same plan sponsor, and the benefits are paid with respect to an event
without regard to whether benefitsare provided with respect to such an event under any
group health plan maintained by the same plan sponsor:

a. Coverageonly for a specified disease or illness; or

b. Hospital indemnity or other fixed indemnity insurance;

(d) Does not include the following if offered as a separate policy, certificate, or
contract of insurance:

a. Medicar e supplemental health insurance asdefined in Section 1882(g)(1) of the
Social Security Act;

b. Coverage supplemental to the coverage provided under Chapter 55 of Title 10,
United States Code, Civil Health and Medical Program of the Uniformed Services
(CHAMPUYS); or

c. Similar supplemental coverageprovided to coverageunder agroup health plan;

(19) "Health care professional”, a physician or other health care practitioner licensed,
accredited or certified by the state of Missouri to perform specified health services consistent
with state law;

(20) "Headlth care provider” or "provider”, a health care professional or afacility;

(21) "Hedlth care service", a service for the diagnosis, prevention, treatment, cure or
relief of ahealth condition, illness, injury or disease;

(22) "Hedlth carrier”, an entity subject to theinsurance laws and regul ations of this state
that contracts or offersto contract to provide, deliver, arrange for, pay for or reimburse any of
the costs of health care services, including a sickness and accident insurance company, ahealth
mai ntenance organi zation, anonprofit hospital and health servicecorporation, or any other entity
providing a plan of health insurance, health benefits or health services; except that such plan
shall not include any coverage pursuant to aliability insurance policy, workers compensation
insurance policy, or medical payments insurance issued as a supplement to aliability policy;

(23) "Hedlth indemnity plan", a health benefit plan that is not a managed care plan;
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(24) "Managed care plan”, a health benefit plan that either requires an enrollee to use,
or createsincentives, including financial incentives, for an enrolleeto use, health care providers
managed, owned, under contract with or employed by the health carrier;

(25) "Participating provider", aprovider who, under acontract with the health carrier or
with its contractor or subcontractor, has agreed to provide health care servicesto enrolleeswith
an expectation of receiving payment, other than coinsurance, co-payments or deductibles,
directly or indirectly from the health carrier;

(26) "Peer-reviewed medical literature”, apublished scientific study inajournal or other
publication in which original manuscripts have been published only after having been critically
reviewed for scientific accuracy, validity and reliability by unbiased independent experts, and
that has been determined by the International Committee of Medical Journal Editorsto have met
the uniform requirements for manuscripts submitted to biomedical journalsor ispublished in a
journal specified by the United States Department of Health and Human Services pursuant to
Section 1861(t)(2)(B) of the Social Security Act, as amended, as acceptable peer-reviewed
medical literature. Peer-reviewed medical literature shall not include publications or
supplements to publications that are sponsored to a significant extent by a pharmaceutical
manufacturing company or health carrier;

(27) "Person”, anindividual, acorporation, apartnership, an association, ajoint venture,
a joint stock company, a trust, an unincorporated organization, any similar entity or any
combination of the foregoing;

(28) "Prospectivereview", utilization review conducted prior to an admission or acourse
of treatment;

(29) "Retrospective review", utilization review of medical necessity that is conducted
after services have been provided to a patient, but does not include the review of aclaim that is
limited to an evaluation of reimbursement levels, veracity of documentation, accuracy of coding
or adjudication for payment;

(30) "Second opinion", an opportunity or requirement to obtain aclinical evaluation by
aprovider other than the one originally making arecommendation for aproposed health service
to assess the clinical necessity and appropriateness of the initial proposed health service;

(31) "Stabilize", with respect to an emergency medical condition, that no material
deterioration of the conditionislikely to result or occur before anindividual may betransferred;

(32) "Standard reference compendia’:

(8 The American Hospital Formulary Service-Drug Information; or

(b) The United States Pharmacopoeia-Drug Information;

(33) "Utilization review", aset of formal techniques designed to monitor the use of, or
evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care services,
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159 procedures, or settings. Techniquesmay includeambulatory review, prospectivereview, second
160 opinion, certification, concurrent review, case management, discharge planning or retrospective
161 review. Utilization review shall not include elective requests for clarification of coverage;
162 (34) "Utilization review organization”, a utilization review agent as defined in section
163 374.500.

[374.284. The department of insurance, financial institutions and
professional registration shall create an advisory committee to be known as the
"Health Insurance Advisory Committee”. This committee shall be a voluntary
committee comprised of representatives of the insurance industry, provider
groups and the public. Thecommittee shall consist of at least, but not limited to,
one member representing each of the following areas. small group insurance,
managed care, doctors of medicine, doctors of osteopathy, pharmacists, dentists
and public members representing self-employed workers and the elderly. This
committee shall meet to discuss and advise the department on issues relating to
health care insurance.]
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