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FIRST REGULAR SESSION
HOUSE COMMITTEE SUBSTITUTE FOR
SENATE SUBSTITUTE FOR
SENATE COMMITTEE SUBSTITUTE FOR

SENATE BILL NO. 306

95TH GENERAL ASSEMBLY

0817L.10C D. ADAM CRUMBLISS, Chief Clerk

AN ACT

To repeal sections 143.111, 143.113, 208.152, 208.215, 354.535, 354.536, 374.184, 376.384,
376.397, 376.401, 376.421, 376.424, 376.426, 376.428, 376.450, 376.453, 376.776,
376.960, 376.966, 376.986, 376.987, 376.995, 376.1450, 379.930, 379.940, and 379.952,
RSMo, and to enact in lieu thereof seventy-three new sections relating to health care
services, with emergency clauses for certain sections.

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

Section A. Sections 143.111, 143.113, 208.152, 208.215, 354.535, 354.536, 374.184,
376.384, 376.397, 376.401, 376.421, 376.424, 376.426, 376.428, 376.450, 376.453, 376.776,
376.960, 376.966, 376.986, 376.987, 376.995, 376.1450, 379.930, 379.940, and 379.952, RSMo,
are repealed and seventy-three new sections enacted in lieu thereof, to be known as sections
143.111, 191.015, 191.940, 191.1005, 191.1008, 191.1010, 191.1127, 191.1130, 191.1200,
191.1250, 191.1256, 191.1259, 191.1265, 191.1271, 197.550, 197.553, 197.556, 197.559,
197.562, 197.565, 197.568, 197.571, 197.574, 197.577, 197.580, 197.586, 205.202, 208.152,
208.215, 354.535, 354.536, 374.184, 376.384, 376.391, 376.394, 376.397, 376.401, 376.421,
376.424, 376.426, 376.428, 376.437, 376.439, 376.443, 376.450, 376.453, 376.776, 376.960,
376.966, 376.985, 376.986, 376.987, 376.995, 376.1232, 376.1450, 376.1600, 376.1603,
376.1618, 379.930, 379.940, 379.952, 1, 2, 3,4,5,6, 7, 8,9, 10, 11, and 12, to read asfollows:

143.111. The Missouri taxable income of aresident shall be such resident's Missouri
adjusted gross income less:

(1) Either the Missouri standard deduction or the Missouri itemized deduction;

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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(2) The Missouri deduction for personal exemptions,

(3) The Missouri deduction for dependency exemptions; and

(4) Thededuction for federal income taxes provided in section 143.171[; and

(5) The deduction for a self-employed individual's health insurance costs provided in
section 143.113].

191.015. 1. Thissection shall beknown and may becited asthe" Missouri Patient
Privacy Act".

2. Asused in thissection, the following terms shall mean:

(1) " Disease state management programs', delivery of servicesfor patientswith
chronic illness, including education, health management support, and coordination of
health care services;

(2) "Health careprovider", aprovider of servicesasdefined in Section 1861(u) of
the Social Security Act, 42 U.S.C. Section 1395x(s), or a provider of medical or health
servicesasdefined in Section 1861(s) of the Social Security Act, 42 U.S.C. Section 1395x(s),
or any other person furnishing health care services or supplies;

(3) "Personal health information”, any identifiable information, in electronic or
physical form, regarding an individual's health, medical history, medical treatment, or
diagnosis by a health care provider that is:

(@) Created or stored by the health care provider or health carrier in the normal
cour se of its business oper ations; and

(b) Not otherwise publicly availableor in the public domain.

3. No personal health information of a patient which can be identified as specific
to such patient shall bedisclosed to any employer, public or private payor, or employeeor
agent of astatedepartment or agency without thewritten consent of thepatient, excluding
information submitted as part of a medical claim; except that, such information may be
disclosed to a health insurer, labor benefit trust, employer, state employee, the Missouri
consolidated health car eplan, thedepartment of health and senior ser vices, thedepartment
of insurance, financial institutions and professional registration, or the MO HealthNet
division within the department of social services, or agents of any such entities, in
connection with the performance of such employee's official duties. Such official duties
shall befor purposesallowed under 45 CFR 164.512, asamended, including but not limited
to:

(1) Oversight of state health programs, including disease state management
programs;

(2) Tracking of infectious or communicable diseases throughout the state;

(3) Statewellnessinitiatives and programs,
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(4) Research state medical trends; and

(5) Programs accessing the quality and affordability of health care.

4. Nothing in this section shall be construed as prohibiting disclosur e of per sonal
health information of a patient consistent with federal law, including the federal Health
I nsurance Portability and Accountability Act (HIPAA) and the privacy rules set forth in
this section.

5. Nohealth careprovider shall berequired toredact infor mation when disclosing
personal health information under this section.

191.940. 1. Thissection shall be known and may becited asthe " Evan de Mello
Reimbur sement Program” .

2. For purposes of this section, the following ter ms shall mean:

(1) "Child", aresident of thisstate who islessthan twenty-one years of age;

(2) "Condition or impairment” , any disease, defect, or diagnosisthat:

(&) Requiresimmediate lifesaving medical treatment; or

(b) Can causea crippling disability if not treated; or

(c) Requiresprolonged outpatient care; or

(d) Hasapoor to fair prognosisregardless of treatment or a variable prognosis;

(3) "Departments’, the departments of health and senior services, and mental
health;

(4) "Payer of last resort”, the Evan de Melo reimbursement program isthe last
financial resource for reimbursement after all other available sources of payment have
been exhausted;

(5) "Services', thesame as such term isdefined in section 201.010, RSMo.

3. The department of health and senior services and the department of mental
health shall establish a program to provide financial assistance for the cost of
transportation and ancillary services associated with receipt of medical treatment of an
eligible child.

4. Tobeédligiblefor assistance under the program, a child shall be:

(1) Sufferingfrom acondition or impair ment that resultsin severephysical illness
or physical impairments;

(2) In need of transportation or ancillary services dueto the child's condition;

(3) Certified by a physician of the child's choice as a child who will likely benefit
from medical services,

(4) Requiredtotravel adistanceof onehundred milesor morefor medical services,
asdefined in section 201.010, RSMo, isfinancially unableto pay for such transportation
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or ancillary services, and the child's parents, guardian, or person legally responsible for
the child's support isunableto pay for such travel expenses.

5. Subject to appropriations, recipients under the program shall receive
reimbursement for transportation or ancillary services; except that, if any person, firm,
cor poration, or public or private agency isliable by contract or otherwiseto the parents
or a recipient of such services due to personal injury to or disability or disease of the
recipient of such services, the service is subrogated to theright of the parent or recipient
to recover from that part of the award or settlement an amount equal to the amount
expended by the service for such services which are not otherwise recoverable from the
parent or recipient. The acceptance of such services from the service constitutes
acknowledgment of subrogation rightsby the service, and the servicemay takeany and all
action necessary to enfor ce the subrogation rights.

6. Theprogram established under this section isa payer of last resort.

7. The departments shall promulgate rules to implement the provisions of this
section. Such rules shall include, but shall not belimited to:

(1) An application and review processfor program €eligibility determinations;

(2) Any per-recipient dollar cap on benefitsunder the program, which shall not be
less than five thousand dollars per recipient; and

(3) The household income eligibility limits under the program, which shall not
exceed a household income of three hundred fifty percent of the federal poverty level.

8. Any ruleor portion of arule, asthat term isdefined in section 536.010, RSM o,
that iscreated under the authority delegated in this section shall become effective only if
it complies with and is subject to all of the provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, ar enonsever able
and if any of the power svested with the gener al assembly pur suant to chapter 536, RSMo,
toreview, to delay the effective date, or to disapprove and annul a rule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or
adopted after August 28, 2009, shall beinvalid and void.

191.1005. 1. For purposes of this section, the following ter ms shall mean:

(1) "Estimateof cost”, an estimate given prior tothe provision of medical services
which is based on specific patient information or general assumptions about typical
utilization and costs for medical services. Upon written request by a patient, a provider
or insurer shall berequired to providethe patient atimely estimate of cost for any elective
or nonemer gent health careservice. Such requirement shall not apply toemergency health
careservicesor any provider documenting to consumer sthe cost of the provider'stwenty
most common char geselectronically or in paper format, or toany referral servicesthat the
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provider does not provide directly to a patient. Any estimate of cost may include a
disclaimer noting the actual amount billed may be different from the estimate of cost. An
estimate of cost shall not be deemed an authorization for the provision of services;

(2) "Insurer”, thesamemeaning astheterm " health carrier” isdefined in section
376.1350, RSM o, and includesthe state of Missouri for purposesof therendering of health
care services by providersunder a medical assistance program of the state.

2. Programs of insurers that publicly assess and compare the quality and cost
efficiency of health care providersshall conform to thefollowing criteria:

(1) Theinsurersshall retain, at their own expense, the services of a nationally-
recognized independent health care quality standard-setting organization to review the
plan's programs for consumers that measure, report, and tier providers based on their
performance. Such review shall include a comparison to national standardsand areport
detailingthe measur esand methodologiesused by thehealth plan. Thescopeof thereview
shall encompass all elementsdescribed in this section and section 191.1008;

(2) The program measures shall provide performance information that reflects
consumers health needs. Programs shall clearly describe the extent to which they
encompass particular areas of care, including primary care and other areas of specialty
care

(3) Performance reporting for consumers shall include both quality and cost
efficiency information. Whilequality information may bereported in theabsence of cost-
efficiency, cost-efficiency infor mation shall not ber eported without accompanying quality
information;

(49 When any individual measures or groups of measures are combined, the
individual scores, proportionate weighting, and any other formula used to develop
composite scores shall be disclosed. Such disclosure shall be done both when quality
measur es are combined and when quality and cost efficiency are combined;

(5) Consumersor consumer organizationsshall besolicited toprovideinput onthe
program, including methods used to deter mine perfor mance strata;

(6) A clearly defined processfor receiving and resolving consumer complaintsshall
be a component of any program;

(7) Performance information presented to consumers shall include context,
discussion of data limitations, and guidance on how to consider other factorsin choosing
aprovider;

(8) Relevant providers and provider organizations shall be solicited to provide
input on the program, including the methods used to deter mine performance strata;
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(9) Providers shall be given reasonable prior notice before their individual
performance information is publicly released;

(10) A clearly defined process for providers to request review of their own
performance results and the opportunity to present information that supportswhat they
believe to beinaccurate results, within a reasonable time frame, shall be a component of
any program. Resultsdetermined to beinaccurate after thereconsideration process shall
be corrected,;

(11) Information about the comparative performance of providers shall be
accessibleand under standableto consumer sand provider sand shall recognizecost factors
associated with medical education and resear ch, patient characteristics, and specialized
Services,

(12) Information about factors that might limit the usefulness of results shall be
publicly disclosed;

(13) Measures used to assess provider performance and the methodology used to
calculatescor esor determinerankingsshall bepublished and madereadily availabletothe
public. Elementsshall be assessed against national standards as defined in subdivisions
(17) and (18) of thissubsection. Examplesof measur ement elementsthat shall be assessed
against national standardsinclude: risk and severity adjustment, minimum obser vations,
and statistical standardsutilized. Examples of other measurement elementsthat shall be
fully disclosed include: data used, how providers patients are identified, measure
specifications and methodologies, known limitations of the data, and how episodes are
defined,;

(14) Therationaleand methodologiessupportingtheunit of analysisreported shall
be clearly articulated, including a group practice model versustheindividual provider;

(15) Sponsorsof provider measurement and reporting shall work collabor atively
to aggregate data whenever feasible to enhance its consistency, accuracy, and use.
Sponsor s of provider measurement and reporting shall also work collaboratively to align
and harmonizemeasur esused to promote consistency and reducetheburden of collection.
The nature and scope of such efforts shall be publicly reported;

(16) Theprogram shall beregularly evaluated to assessits effectiveness, accuracy,
reliability, validity, and any unintended consequences, including any effect on accessto
health care;

(17) Measures developed for programs used to compare the quality and cost
efficiency of health care providers shall follow the criteria established by the National
Committee for Quality Assurance;
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(18) All entities, including those offering individual or group health insurance
policies providing coverage on an expense-incurred basis, individual or group service or
indemnity type contractsissued by a health services corporation, or individual or group
service contracts issued by a health maintenance organization, all self-insured group
arrangementsto the extent not preempted by federal law, and all managed care delivery
entities of any type or description are prohibited from entering into new contracts or
amending existing contractsthat aredelivered, issued for delivery, continued, or renewed
on or after January 1, 2011, if such contracts limit the use of medical claims data to
payment of claims or otherwise preclude such entities from responding to the need of
consumers or employers for comparative cost, quality, efficiency, or other performance
information on health care services and health care providers. Such entities:

(@) Shall have the ability to use reliable data which is collected from medical
recordsreview or from other sources, including but not limited to the federal Centersfor
Medicareand Medicaid Services, in order toassist such entitiesin comparingthe cost and
quality of health care servicesand health care providers;

(b) May use claims and contracted rate data to report on cost, quality, and
efficiency consistent with thepatient charter or other nationally recognized standar ds, such
asthoseissued by the National Committee for Quality Assurance; and

(c) Shall be prohibited from using theinformation in a manner that violates any
state or federal law; and

(19) A health plan shall be deemed compliant with this section if the health plan
receives certification from the National Committee for Quality Assurance (NCQA) on
programsthat evaluatethe quality of physiciansand hospitals. Thehealth planisdeemed
to be in compliance for the length of time the NCQA certification has been granted or
awar ded.

191.1008. 1. Any personwhosellsor otherwisedistributestothepublichealth care
quality and cost efficiency data for disclosure in comparative format to the public shall
identify themeasur esour ceor evidence-based sciencebehind themeasureand thenational
consensus, multi-stakeholder, or other peer review process, if any, used to confirm the
validity of the data and itsanalysis as an objective indicator of health care quality.

2. Articlesor research studieson thetopic of health care quality or cost efficiency
that are published in peer-reviewed academic journalsthat neither receive funding from
nor areaffiliated with ahealth careinsurer or by stateor local gover nment shall beexempt
from the requirements of subsection 1 of this section.

3. (1) Upon receipt of acomplaint of an alleged violation of thissection by a person
or entity other than a health carrier, the department of health and senior services shall
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investigate the complaint and, upon finding that a violation has occurred, shall be
authorized to impose a penalty in an amount not to exceed one thousand dollars. The
department shall promulgate rules governing its processes for conducting such
investigations and levying fines authorized by law.

(2) Anyruleor portion of arule, asthat term isdefined in section 536.010, RSM o,
that iscreated under the authority delegated in this section shall become effective only if
it complies with and is subject to all of the provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, arenonseverable
and if any of the power svested with thegener al assembly pur suant to chapter 536, RSMo,
toreview, to delay the effective date, or to disapprove and annul a rule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or
adopted after August 28, 2009, shall beinvalid and void.

191.1010. All alleged violationsof sections191.1005t0191.1008 by ahealth insurer
shall beinvestigated and enforced by the department of insurance, financial institutions
and professional registration under thedepartment'spower sand responsibilitiestoenforce
the insurance laws of this statein accor dance with chapter 374, RSMo.

191.1127. TheMO HealthNet program and thehealth carefor uninsured children
program under sections 208.631 to 208.659, RSMo, in consultation with statewide
organizations focused on premature infant health care, shall:

(1) Examine and improve hospital discharge and follow-up care procedures for
premature infants born earlier than thirty-seven weeks gestational age to ensure
standardized and coordinated processes are followed as premature infants leave the
hospital from either a well-baby nursery, step down or transitional nursery, or neonatal
intensive care unit and transition to follow-up care by a health care provider in the
community;

(2) Urge hospitals serving infants eligible for medical assistance under the MO
HealthNet and health care for uninsured children programs to report to the state the
causes and incidence of all rehospitalizations of infants born premature at earlier than
thirty-seven weeks gestational age within their first six months of life; and

(3) Useguidance from the Centersfor Medicareand Medicaid Services Neonatal
Outcomes | mprovement Project to implement programsto improve newborn outcomes,
reduce newborn health costs, and establish ongoing quality improvement for newborns.

191.1130. 1. Thedepartment of health and senior services shall, by December 31,
2009, preparewritten educational publications containing infor mation about the possible
complications, proper care and support associated with newborn infants who are born
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prematureat earlier than thirty-seven weeksgestational age. Thewritten information, at
a minimum, shall include the following:

(1) Theunique health issues affecting infants born premature, such as:

(a) Increased risk of developmental problems;

(b) Nutritional challenges;

(c) Infection;

(d) Chroniclung disease (bronchopulmonary dysplasia);

(e) Vision and hearing impair ment;

(d) Breathing problems;

(f) Finemotor skills;

(9) Feeding;

(h) Maintaining body temperature;

(i) Jaundice;

(1) Hyperactivity;

(k) Infant mortality aswell aslong-term complicationsassociated with growth and
nutrition;

(I) Respiratory; and

(m) Reading, writing, mathematics, and speaking;

(2) The proper care needs of premature infants, developmental screenings and
monitoring and health care services available to premature infants through the MO
HealthNet program and other public or private health programs,

(3) Methods, vaccines, and other preventative measures to protect premature
infants from infectious diseases, including viral respiratory infections;

(4) Theemotional and financial burdens and other challenges that parents and
family members of premature infants experience and information about community
resour ces available to support them.

2. The publications shall be written in clear language to educate parents of
prematureinfantsacrossavariety of socioeconomicstatuses. Thedepartment may consult
with community organizations that focus on premature infants or pediatric health care.
The department shall update the publications every two years.

3. Thedepartment shall distributethesepublicationstochildren’'shealth providers,
mater nal careproviders, hospitals, public health departments, and medical or ganizations
and encour age those or ganizationsto provide the publicationsto parentsor guardians of
prematur e infants.

191.1200. 1. The general assembly shall appropriate four hundred thousand
dollars from the health care technology fund created in section 208.975, RSMo, to the
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department of social servicesfor thepurposeof awar dingagrant toimplement an I nter net
web-based primary care access pilot project designed as a collaboration between private
and public sectorsto connect, where appropriate, a patient with a primary care medical
home, and schedule patients into available community-based appointments as an
alternative to nonemergency use of the hospital emergency room. The grantee shall
establish a program that diverts patients presenting at an emergency room for
nonemer gency caretomoreappropriateoutpatient settingsasisconsistent with federal law
and regulations. The program shall refer the patient to an appropriate health care
professional based on the patient's health care needs and situation. The program shall
provide the patient with a scheduled appointment that is timely, with an appropriate
provider who is conveniently located. If the patient isuninsured and potentially eligible
for MO HealthNet, the program shall connect the patient to a primary care provider,
community clinic, or agency that can assist the patient with the application process. The
program shall also ensur ethat dischar ged patientsar econnected with acommunity-based
primary care provider and assist in scheduling any necessary follow-up visits before the
patient is dischar ged.

2. Theprogram shall not requireaprovider topay afeefor accepting charity care
patientsin a Missouri public health care program.

3. Thegranteeshall report tothedirector on aquarterly basisthefollowinginformation:

(1) Thetotal number of appointments available for scheduling by specialty;

(2) The averagelength of time between scheduling and actual appointment;

(3) Thetotal number of patientsreferred and whether the patient wasinsured or
uninsured; and

(4) Thetotal number of appointmentsresultingin visitscompleted and number of
patients continuing serviceswith thereferring clinic.

4. The director, in consultation with the Missouri Hospital Association, or a
successor organization, shall conduct an evaluation of theemer gency room diver sion pilot
project and submit theresultstothegeneral assembly by January 15, 2011. Theevaluation
shall comparethe number of nonemer gency visitsand repeat visitsto hospital emer gency
rooms for the period before the commencement of the project and one year after the
commencement, and an estimate of the costs saved from any documented reductions.

191.1250. Asused in sections191.1250t0191.1277, thefollowing ter msshall mean:

(1) "Chronic condition", any regularly recurring, potentially life-threatening
medical condition that requiresregular supervision by a primary care physician and/or
medical specialist;

(2) " Department”, the department of health and senior services;



H.C.S.S.S. S.C.S. SB. 306 11

©O© 0 N O

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33

35

w

(3 "EMR" or "éectronic medical record", refersto a patient's medical history
that is stored in real-time using information technology and which can be amended,
updated, or supplemented by the patient or the physician using the electronic medical
record,;

(4) "HIPAA" , thefederal Health I nsurance Portability and Accountability Act of
1996;

(5) "Originating site", a place where a patient may receive health care via
telehealth. An originating site may include:

() A licensed inpatient center;

(b) An ambulatory surgical center;

(c) Any practicelocation, office, or clinic of alicensed health car e professional;

(d) A skilled nursing facility;

(e) A residential treatment facility;

(f) A home health agency;

(g) A diagnostic laboratory or imaging center;

(h) An assisted living facility;

(i) A school-based health program;

(1) A mobileclinic;

(k) A mental health clinic;

(1) A rehabilitation or other therapeutic health setting;

(m) The patient'sresidence;

(n) The patient's place of employment; or

(o) The patient'sthen-current location if the patient is away from the patient's
residence or place of employment;

(6) "Telehealth", the use of telephonic and other electronic means of
communicationsto provideand support health caredelivery, diagnosis, consultation, and
treatment when distance separ ates the patient and the health care provider;

(7) " Telehealth practitioner” , a person who isalicensed health care professional
and who utilizes telehealth to diagnose, consult with, or treat patients without having
conducted an in-per son consultation with a particular patient.

191.1256. Sections 191.1250to 191.1277 do not:

(1) Alter the scope of practice of any health care practitioner; or

(2) Limit a patient’'s right to choose in-person contact with a health care
professional for the delivery of health care servicesfor which telehealth isavailable.

191.1259. Thedelivery of health care viatelehealth isrecognized and encour aged
asasafe, practical and necessary practicein thisstate. No health careprovider or operator
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of an originating siteshall bedisciplined for or discouraged from participatingin sections
191.1250t0191.1277. In usingtelehealth procedures, health careprovider sand operators
of originating sites shall comply with all applicable federal and state guidelinesand shall
follow established federal and staterulesregarding security, confidentiality and privacy
protectionsfor health careinformation.

191.1265. Only telehealth practitioners qualified under sections 191.1250 to
191.1277 may practice telehealth carein this state. Telehealth practitioners may reside
outside this state but shall be licensed by an appropriate board within the division of
professional registration. Beginning July 1, 2010, all health carriers, as defined under
section 376.1350, RSM o, shall reimbur se servicesprovided through telehealth in the same
manner they would reimburse a standard office visit or consultation by the provider or
specialist. Thedepartment of social servicesshall promulgaterulesfor theM O HealthNet
program consistent with the provisions of this section.

191.1271. By January 1, 2010, the department shall promulgate quality contr ol
rules and regulations to be used in removing and improving the services of telehealth
practitioners. Any rule or portion of arule, asthat term is defined in section 536.010,
RSMo, that iscreated under theauthority delegated in this section shall become effective
only if it complieswith and is subject to all of the provisions of chapter 536, RSMo, and,
if applicable, section 536.028, RSMo. This section and chapter 536, RSMo, are
nonseverable and if any of the powers vested with the general assembly pursuant to
chapter 536, RSMo, toreview, todelay theeffectivedate, or todisapproveand annul arule
are subsequently held unconstitutional, then the grant of rulemaking authority and any
rule proposed or adopted after August 28, 2009, shall beinvalid and void.

197.550. Asused in sections 197.550 to 197.586, the following ter ms shall mean:

(2) " Identifiableinformation™, information that is presented in aform or manner
that allowsthe identification of any provider, patient, or reporter of patient safety work
product. With respect to patients, such information includesany individually identifiable
health information, asdefined in federal regulations promulgated under Section 264(c) of
the Health Insurance Portability and Accountability Act of 1996, as amended;

(2) " Nonidentifiable information™", information that is presented in a form and
manner that prevents the identification of any provider, patient, or reporter of patient
safety work product. With respect to patients, such information shall be de-identified
consistent with the federal regulations promulgated under Section 264(c) of the Health
Insurance Portability and Accountability Act of 1996, asamended,;

(3) " Patient safety organization", any entity which:
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(a) Isorganized asan independent nonprofit corporation under Section 501(c)(3)
of the Internal Revenue Code of 1986, as amended, and applicable state law governing
nonprofit corporations;

(b) Meetsthestatutory and regulatory criteriafor certification asa patient safety
organization under the federal Patient Safety and Quality | mprovement Act of 2005, 42
U.S.C. Section 299b-21, et seq., as amended, and regulations promulgated thereunder;

(c) Hasagoverning board or advisory committeethat includesrepresentatives of
hospitals, physicians, an employer or group representingemployer s, an insurancecompany
or group representing insurance companies, thelong-term careindustry, and afederally-
recognized quality improvement or ganization that contractswith thefederal gover nment
to review medical necessity and quality assurancein the Medicare program;

(d) Conducts, asthe organization's primary activity, efforts to improve patient
safety and the quality of health care delivery;

(e) Collects and analyzes patient safety work product that is submitted by
providers;

(f) Developsand disseminatesevidence-based infor mation to provider swith respect
toimproving patient safety, such asrecommendations, protocols, or information regar ding
best practices,

(g) Utilizes patient safety work product to carry out activities limited to those
described under this section and for the purposes of encouraging a culture of safety and
of providing direct feedback and assistance to providersto effectively minimize patient
risk;

(h) Maintainsconfidentiality with respect toidentifiableinfor mation under federal
and state law and regulations;

(i) Implementsappropriate security measureswith respect to patient safety work
product;

(1) Submits, if authorized by its governing board and certified by federal law and
regulation, nonidentifiable information to a national patient safety database;

(k) Provides technical support to health care providers in the collection,
submission, and analysis of data and patient safety activities as described in sections
197.553 and 197.562;

(4) " Patient safety work product”, the same meaning as such term is defined in
federal regulations promulgated to implement the federal Patient Safety and Quality
Improvement Act of 2005, 42 U.S.C. Section 299b-21, et seg., as amended;
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(5) "Provider", the same meaning as such term is defined in federal regulations
promulgated to implement the federal Patient Safety and Quality Improvement Act of
2005, 42 U.S.C. Section 299b-21, et seq., as amended;

(6) "Reportableincident”, an occurrence of a serious reportable event in health
care as such event isdefined in this section;

(7) " Reportableincident prevention plan™, awritten plan that:

(@) Defines, based on a root cause analysis, specific changes in organizational
policies and procedures designed to reduce therisk of smilar incidentsoccurring in the
futureor that provides arationale that no such changes are warranted;

(b) Setsdeadlinesfor theimplementation of such changes;

(c) Establisheswhoisresponsiblefor making the changes, and

(d) Providesa mechanism for evaluating the effectiveness of such changes;

(8) " Root causeanalysis', astructureprocessfor identifyingbasicor causal factors
that underlie variation in performance, including but not limited to the occurrence and
possible occurrence of areportableincident. A root cause analysisfocuses primarily on
systems and processes rather than individual performance and progresses from special
causes in clinical processes to common causes in organization processes and identifies
potential improvementsin processesor systemsthat would tend to decreasethelikelihood
of such events in the future, or determines after analysis that no such improvement
opportunities exists;

(9) " Seriousreportableevent in health care", an occurrence of oneor moreof the
actionsor outcomesincluded in thelist of seriousadver seeventsin health careasinitially
defined by theNational Quality ForuminitsMarch 2002 report and subsequently updated
by the National Quality Forum, including all criteria established for identifying such
events.

197.553. 1. Beginning January 1, 2010, a hospital shall report each reportable
incident to a federally-designated patient safety organization, as defined by the federal
Patient Safety and Quality Improvement Act of 2005, asamended. The hospital’'sinitial
report of theincident shall be submitted tothepatient safety or ganization nolater than the
close of business on the next business day following discovery of theincident. Theinitial
report shall include a description of immediate actions to be taken by the hospital to
minimizetherisk of harm to patientsand prevent areoccurrenceand verification that the
hospital's patient safety and performance improvement review processes areresponding
tothereportableincident. The hospital shall, within forty-five days after the incident is
discovered, submit a completed root cause analysis and areportableincident prevention
plan to the patient safety organization.
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2. Uponrequest of thehospital, a patient safety or ganization may providetechnical
assistance in the development of a root cause analysis or reportable incident prevention
plan relating to a reportable incident.

3. All hospitalsshall establish a policy wher eby the patient or the patient'slegally
authorized representative is notified of the occurrence of a serious reportable event in
health care. Such notification shall be provided not later than one business day after the
hospital or its agent becomes awar e of the occurrence. Thetime, date, participants, and
content of the notification shall be documented in the patient's medical record. The
provision of noticeto a patient under thissection shall not, in any action or proceeding, be
consider ed an acknowledgment or admission of liability.

197.556. Under paragraphs(f) and (g) of subdivision (3) of section 197.550 and 42
U.S.C. Section 299b-21, et seq., the patient safety or ganization shall assesstheinformation
provided regarding the reportable incident and furnish the hospital with a report of its
findings and recommendations asto how to prevent futureincidents.

197.559. 1. Theprovisionsof sections197.550t0 197.586 shall not be construed to:

(1) Restrict the availability of information gleaned from original sour ces;

(2) Limit thedisclosure or use of information from original sourcesregarding a
reportableincident to:

(a) Stateor federal agenciesor law enforcement under law or regulation; or

(b) Health carefacility accreditation agencies.

2. Nothing in sections 197.550 to 197.586 shall modify the duty of a hospital to
report disciplinary actions or medical malpractice actions against a health care
professional under law.

197.562. Aspermitted by the Patient Safety and Quality |mprovement Act of 2005,
the patient safety organization shall publish an annual report to the public on reportable
incidents. Thefirst report and each subsequent annual report shall includetwelvemonths
of reported data and shall be published not morethan fifteen months after the date data
collection begins. Thefirst report and each subsequent annual report shall indicate the
number of reportable events by the then current National Quality Forum category of
reportableincident and rateper patient encounter by region and by category of reportable
incident, and by facility assuch categories ar e established by the National Quality Forum
in defining reportableincidents, and may identify reportableincidents by type of facility.
Thereport for the previous year shall be made public no later than April thirtieth.

197.565. No person shall disclose the actions, decisions, proceedings, discussions,
or deliberationsoccurring at ameeting of a patient safety or ganization except totheextent
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necessary to carry out one or more of the purposes of a patient safety organization. A
meeting of the patient safety organization shall include:

(1) Any meetings of:

(8) Thepatient safety organization;

(b) Theorganization's staff;

(c) The organization's governing body;

(d) Any and all committees, work groups, and task forces of the organization,
whether or not formally appointed by the governing body;

(e) Theorganization's president and chair person; and

(2) Any meetingin any setting in which patient safety work product isdiscussed in
the normal course of carrying out business of the patient organization.

The proceedings and records of a patient safety organization shall not be subject to
discovery or introduction into evidence in any civil action against a provider arising out
of the matter or matters that are the subject of consideration by a patient safety
organization. Information, documents, or records otherwise available from original
sour cesshall not beimmunefrom discovery or usein any civil action mer ely becausethey
wer epresented during proceedingsof apatient safety organization. Theprovisionsof this
section shall not be construed to prevent a person from testifying to or reporting
information obtained independently of the activities of a patient safety organization or
which is public information.

197.568. Patient safety work product shall beprivileged and confidential under the
federal Patient Safety and Quality | mprovement Act of 2005, 42 U.S.C. Section 299b-21,
et seq., asamended, and regulations promulgated thereunder.

197.571. 1. Any referenceto or offer into evidencein the presence of thejury or
other fact finder or admission into evidence of patient safety work product during any
proceeding that is contrary to sections 197.550 to 197.586 shall constitute grounds for a
mistrial or asimilar termination of theproceedingand reversibleerror on appeal fromany
judgment or order entered in favor of any party who so discloses or offersinto evidence
patient safety work product.

2. The prohibition against discovery, disclosure, or admission into evidence of
patient safety work product isin addition to any other protections provided by law.

197.574. A patient safety or ganization may disclosenonidentifiableinfor mation and
nonidentifiable aggregate trend data identifying the number and types of patient safety
eventsthat occur. A patient safety organization shall publish educational and evidence-
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based information from thesummary reportsthat can beused by all providerstoimprove
the care provided.

197.577. 1. Theconfidentiality of patient safety work product shall in no way be
impaired or otherwise adver sely affected solely by reason of the submission of thesameto
apatient safety organization. Theconfidentiality of patient safety wor k product submitted
in compliancewith sections 197.550to0 197.586 to a patient safety or ganization shall not be
adversely affected if the entity later ceases to meet the statutory definition of a patient
safety organization.

2. Theexchange or disclosure of patient safety work product by a patient safety
organization shall not constituteawaiver of confidentiality or privilegeby thehealth care
provider who submitted the data.

197.580. Any provider furnishingservicesto apatient safety organization shall not
be liable for civil damages as a result of such acts, omissions, decisions, or other such
conduct in connection with the lawful duties on behalf of a patient safety organization,
except for acts, omissions, decisions, or conduct donewith actual malice, fraudulent intent,
or bad faith.

197.586. 1. Beginning January 1, 2010, any hospital that reports a reportable
incident shall not chargefor or bill any entity, including third-party payorsand patients,
for all servicesrelated tothereportableincident. If athird-party payor deniesaclaim, in
whole or in part, because there is no coverage for services that resulted in any of the
reportableincidentsdescribed in sections 197.550 to 197.586, the health car e professional
or facility that provided such services is prohibited from billing the patient for such
Services.

2. For purposes of this section, "third-party payor" means a health carrier as
defined in section 376.1350, RSMo, an organization entered into a preferred provider
agreement, and athird-party administrator for a self-funded health benefit plan.

205.202. 1. Thegoverning body of any hospital district established under sections
205.160 to 205.379 in any county of the third classification without a township form of
government and with mor e than thirteen thousand five hundred but fewer than thirteen
thousand six hundred inhabitants may, by resolution, abolish the property tax levied in
such district under this chapter and impose a salestax on all retail sales made within the
district which aresubject tosalestax under chapter 144, RSMo. Thetax authorized in this
section shall be not morethan one percent, and shall beimposed solely for the purpose of
funding the hospital district. Thetax authorized in this section shall bein addition to all
other salestaxesimposed by law, and shall be stated separ ately from all other chargesand
taxes.
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2. No such resolution adopted under this section shall become effective unlessthe
governing body of the hospital district submitstothevotersresiding within thedistrict at
astategeneral, primary, or special election a proposal to authorizethe gover ning body of
the district to impose a tax under this section. If a majority of the votes cast on the
guestion by the qualified voter s voting thereon arein favor of the question, then the tax
shall become effective on thefirst day of the second calendar quarter after thedirector of
revenue receives notification of adoption of the local salestax. If a majority of the votes
cast onthequestion by thequalified voter svotingther eon areopposed tothequestion, then
the tax shall not become effective unless and until the question isresubmitted under this
section tothequalified voter sand such question isapproved by a majority of thequalified
voter svoting on the question.

3. All revenue collected under this section by the director of the department of
revenue on behalf of the hospital district, except for one percent for the cost of collection
which shall bedeposited in the state'sgeneral revenuefund, shall bedeposited in a special
trust fund, which ishereby created and shall beknown asthe" Hospital District Sales Tax
Fund", and shall beused solely for thedesignated purposes. Moneysin thefund shall not
be deemed to be statefunds, and shall not be commingled with any fundsof thestate. The
director may make refundsfrom the amountsin the fund and credited to the district for
erroneous payments and over payments made, and may redeem dishonored checks and
draftsdeposited tothecredit of such district. Any fundsin the special fund which are not
needed for current expendituresshall beinvested in the same manner asother fundsare
invested. Any interest and moneys earned on such investments shall be credited to the
fund.

4. The governing body of any hospital district that has adopted the sales tax
authorized in thissection may submit the question of repeal of thetax tothevoterson any
dateavailablefor electionsfor thedistrict. If amajority of the votes cast on the question
by the qualified voter svoting thereon arein favor of the repeal, that repeal shall become
effectiveon December thirty-first of thecalendar year in which such repeal wasapproved.
If a majority of the votes cast on the question by the qualified voters voting thereon are
opposed to therepeal, then the sales tax authorized in this section shall remain effective
until the question isresubmitted under this section to the qualified voters and the repeal
isapproved by amajority of the qualified votersvoting on the question.

5. Whenever the gover ning body of any hospital district that hasadopted the sales
tax authorized in this section receives a petition, signed by a number of registered voters
of thedistrict equal to at least ten percent of thenumber of register ed voter sof thedistrict
voting in the last gubernatorial election, calling for an election to repeal the sales tax
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imposed under this section, the gover ning body shall submit to the votersof thedistrict a
proposal to repeal thetax. If amajority of the votes cast on the question by the qualified
voters voting thereon are in favor of the repeal, the repeal shall become effective on
December thirty-first of the calendar year in which such repeal was approved. If a
majority of the votes cast on the question by the qualified voters voting thereon are
opposed to the repeal, then the sales tax authorized in this section shall remain effective
until the question isresubmitted under this section to the qualified voters and the repeal
isapproved by amajority of the qualified votersvoting on the question.

6. If thetax isrepealed or terminated by any means, all fundsremaining in the
gpecial trust fund shall continue to be used solely for the designated purposes, and the
hospital district shall notify thedirector of thedepartment of revenueof theaction at |east
ninety daysbeforethe effective date of therepeal and thedirector may order retentionin
thetrust fund, for aperiod of oneyear, of two per cent of theamount collected after receipt
of such notice to cover possible refunds or overpayment of the tax and to redeem
dishonor ed checksand draftsdeposited to the credit of such accounts. After oneyear has
elapsed after the effective date of abolition of the tax in such district, the director shall
remit the balancein the account to thedistrict and close the account of that district. The
director shall notify each district of each instance of any amount refunded or any check
redeemed from receipts due the district.

208.152. 1. MO HealthNet payments shall be made on behalf of those eligible needy
persons as defined in section 208.151 who are unable to provide for it in whole or in part, with
any paymentsto be made on the basis of the reasonable cost of the care or reasonable charge for
the services as defined and determined by the MO HeathNet division, unless otherwise
hereinafter provided, for the following:

(2) Inpatient hospital services, except to personsinaninstitutionfor mental diseaseswho
are under the age of sixty-five yearsand over the age of twenty-one years; provided that the MO
HealthNet division shall provide through rule and regulation an exception process for coverage
of inpatient costs in those cases requiring treatment beyond the seventy-fifth percentile
professiona activities study (PAS) or the MO HealthNet children's diagnosis |ength-of-stay
schedule; and provided further that the MO HealthNet division shall take into account through
its payment system for hospital servicesthe situation of hospital swhich serveadisproportionate
number of low-incomepatients; and provided further that thehospital doesnot haveinforce
asof January 1, 2011, any contracts with health carriers, asdefined in section 376.1350,
RSMo, that limit theuse of medical claimsdatato payment of claimsor otherwise preclude
health carriersfrom responding to the need of consumers for comparative cost, quality,
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and efficiency information, or other performanceinfor mation on health care servicesand
health care providers, as defined in section 376.1350, RSM¢;

(2) All outpatient hospital services, paymentstherefor to be in amountswhich represent
no more than eighty percent of the lesser of reasonable costs or customary charges for such
services, determined in accordance with the principles set forth in Title XVIII A and B, Public
Law 89-97, 1965 amendmentsto thefederal Social Security Act (42 U.S.C. 301, et seq.), but the
MO HealthNet division may eval uate outpatient hospital servicesrendered under thissectionand
deny payment for services which are determined by the MO HealthNet division not to be
medically necessary, in accordancewithfederal law and regulations; and provided further that
the hospital does not have in force as of January 1, 2011, any contracts with health
carriers, asdefined in section 376.1350, RSM o, that limit the use of medical claimsdatato
payment of claims or otherwise preclude health carriersfrom responding to the need of
consumer sfor compar ativecost, quality, and efficiency infor mation, or other performance
information on health care services and health care providers, as defined in section
376.1350, RSMo;

(3) Laboratory and X-ray services;

(4) Nursing home services for participants, except to persons with more than five
hundred thousand dollars equity in their home or except for personsin an institution for mental
diseases who are under the age of sixty-five years, when residing in a hospital licensed by the
department of health and senior services or anursing home licensed by the department of health
and senior services or appropriate licensing authority of other states or government-owned and
-operated institutions which are determined to conform to standards equivalent to licensing
requirements in Title XIX of the federal Social Security Act (42 U.S.C. 301, et seq.), as
amended, for nursing facilities. The MO HealthNet division may recognizethrough its payment
methodology for nursing facilities those nursing facilities which serve a high volume of MO
HealthNet patients. The MO HealthNet division when determining the amount of the benefit
paymentsto be made on behalf of persons under the age of twenty-one in anursing facility may
consider nursing facilities furnishing care to persons under the age of twenty-one as a
classification separate from other nursing facilities;

(5) Nursing home costs for participants receiving benefit payments under subdivision
(4) of this subsection for those days, which shall not exceed twelve per any period of six
consecutive months, during which the participant is on atemporary leave of absence from the
hospital or nursing home, provided that no such participant shall be allowed atemporary leave
of absence unlessit is specifically provided for in hisplan of care. Asused in thissubdivision,
theterm"temporary leave of absence" shall includeall periodsof timeduring which aparticipant
isaway from the hospital or nursing home overnight because he is visiting afriend or relative;
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(6) Physicians services, whether furnished in the office, home, hospital, nursing home,
or elsewhere; and provided further that the physician doesnot havein forceasof January
1,2011, any contractswith health carriers, asdefined in section 376.1350, RSM o, that limit
the use of medical claimsdata to payment of claimsor otherwise preclude health carriers
from responding to the need of consumersfor comparative cost, quality, and efficiency
information, or other performance information on health care services and health care
providers, asdefined in section 376.1350, RSM o;

(7) Drugsand medicineswhen prescribed by alicensed physician, dentist, or podiatrist;
except that no payment for drugs and medicines prescribed on and after January 1, 2006, by a
licensed physician, dentist, or podiatrist may be made on behalf of any person who qualifiesfor
prescription drug coverage under the provisions of P.L. 108-173;

(8) Emergency ambulance services and, effective January 1, 1990, medically necessary
transportation to scheduled, physician-prescribed nonel ective treatments;

(9) Early and periodic screening and diagnosis of individuals who are under the age of
twenty-one to ascertain their physical or mental defects, and health care, treatment, and other
measures to correct or ameliorate defects and chronic conditions discovered thereby. Such
servicesshall beprovidedin accordance with the provisionsof Section 6403 of P.L. 101-239 and
federal regulations promulgated thereunder;

(10) Home health care services,

(11) Family planning asdefined by federal rulesand regulations; provided, however, that
such family planning services shall not include abortions unless such abortions are certified in
writing by a physician to the MO HealthNet agency that, in his professional judgment, the life
of the mother would be endangered if the fetus were carried to term;

(12) Inpatient psychiatric hospital services for individuals under age twenty-one as
defined in Title X1X of the federal Social Security Act (42 U.S.C. 1396d, et seq.);

(13) Outpatient surgical procedures, including presurgical diagnostic servicesperformed
in ambulatory surgical facilities which are licensed by the department of health and senior
services of the state of Missouri; except, that such outpatient surgical services shall not include
persons who are eligible for coverage under Part B of Title XVIII, Public Law 89-97, 1965
amendments to the federal Social Security Act, as amended, if exclusion of such personsis
permitted under Title XIX, Public Law 89-97, 1965 amendments to the federal Social Security
Act, as amended,;

(14) Personal care services which are medically oriented tasks having to do with a
person'sphysical requirements, asopposed to housekeepi ng requirements, which enableaperson
to be treated by his physician on an outpatient rather than on an inpatient or residential basisin
ahospital, intermediate care facility, or skilled nursing facility. Personal care services shall be
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rendered by an individual not amember of the participant's family who is qualified to provide
such services where the services are prescribed by a physician in accordance with a plan of
treatment and are supervised by a licensed nurse. Persons eligible to receive personal care
services shall be those persons who would otherwise require placement in a hospital,
intermediate carefacility, or skilled nursing facility. Benefits payablefor personal care services
shall not exceed for any one participant one hundred percent of the average statewide chargefor
care and treatment in an intermediate care facility for a comparable period of time. Such
services, when delivered in aresidential care facility or assisted living facility licensed under
chapter 198, RSMo, shall be authorized on atier level based on the servicestheresident requires
and the frequency of the services. A resident of such facility who qualifiesfor assistance under
section 208.030 shall, at aminimum, if prescribed by aphysician, qualify for thetier level with
the fewest services. The rate paid to providers for each tier of service shall be set subject to
appropriations. Subject to appropriations, each resident of such facility who qualifies for
assistance under section 208.030 and meets the level of care required in this section shall, at a
minimum, if prescribed by a physician, be authorized up to one hour of personal care services
per day. Authorized units of personal care services shall not be reduced or tier level lowered
unless an order approving such reduction or lowering is obtained from the resident's personal
physician. Such authorized units of personal care servicesor tier level shall be transferred with
such resident if her or shetransfersto another such facility. Such provision shall terminate upon
receipt of relevant waivers from the federal Department of Health and Human Services. If the
Centers for Medicare and Medicaid Services determines that such provision does not comply
withthe state plan, thisprovision shall benull andvoid. The MO HealthNet division shall notify
the revisor of statutes as to whether the relevant waivers are approved or a determination of
noncompliance is made;

(15) Mental health services. The state plan for providing medical assistance under Title
X1X of the Social Security Act, 42 U.S.C. 301, asamended, shall include the following mental
health serviceswhen such services are provided by community mental health facilities operated
by the department of mental health or designated by the department of mental health as a
community mental health facility or as an acohol and drug abuse facility or as a child-serving
agency within the comprehensive children's mental health service system established in section
630.097, RSMo. The department of mental health shall establish by administrative rule the
definition and criteriafor designation asacommunity mental health facility and for designation
as an alcohol and drug abuse facility. Such mental health services shall include:

(@ Outpatient mental health services including preventive, diagnostic, therapeutic,
rehabilitative, and palliative interventions rendered to individuals in an individual or group
setting by a mental health professional in accordance with a plan of treatment appropriately
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established, implemented, monitored, and revised under the auspices of atherapeutic team asa
part of client services management;

(b) Clinic mental heath services including preventive, diagnostic, therapeutic,
rehabilitative, and palliative interventions rendered to individuals in an individua or group
setting by a mental health professional in accordance with a plan of treatment appropriately
established, implemented, monitored, and revised under the auspices of atherapeutic team asa
part of client services management;

(c) Rehabilitative mental health and alcohol and drug abuse servicesincluding homeand
community-based preventive, diagnostic, therapeutic, rehabilitative, and palliativeinterventions
rendered to individualsin an individual or group setting by amental health or alcohol and drug
abuse professional in accordance with a plan of treatment appropriately established,
implemented, monitored, and revised under the auspices of atherapeutic team asapart of client
services management. Asused in this section, mental health professional and acohol and drug
abuse professional shall be defined by the department of mental health pursuant to duly
promulgated rules. With respect to services established by this subdivision, the department of
socia services, MO HealthNet division, shall enter into an agreement with the department of
mental health. Matching funds for outpatient mental health services, clinic mental health
services, and rehabilitation services for mental health and acohol and drug abuse shall be
certified by the department of mental health to the MO HealthNet division. The agreement shall
establish a mechanism for the joint implementation of the provisions of this subdivision. In
addition, the agreement shall establish a mechanism by which rates for services may be jointly
developed,

(16) Such additional services as defined by the MO HealthNet division to be furnished
under waivers of federal statutory requirements as provided for and authorized by the federal
Socia Security Act (42 U.S.C. 301, et seq.) subject to appropriation by the general assembly;

(17) Beginning July 1, 1990, the services of a certified pediatric or family nursing
practitioner with acollaborative practice agreement to the extent that such servicesare provided
in accordance with chapters 334 and 335, RSMo, and regulations promulgated thereunder;

(18) Nursing home costs for participants receiving benefit payments under subdivision
(4) of thissubsection to reserve abed for the participant in the nursing home during the time that
the participant is absent due to admission to a hospital for services which cannot be performed
on an outpatient basis, subject to the provisions of this subdivision:

(8 The provisions of this subdivision shall apply only if:

a. The occupancy rate of the nursing homeis at or above ninety-seven percent of MO
HealthNet certified licensed beds, according to the most recent quarterly census provided to the
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department of health and senior services which was taken prior to when the participant is
admitted to the hospital; and

b. The patient isadmitted to a hospital for amedical condition with an anticipated stay
of three days or less;

(b) The payment to be made under this subdivision shall be provided for amaximum of
three days per hospital stay;

(c) For each day that nursing home costs are paid on behalf of a participant under this
subdivision during any period of six consecutive months such participant shall, during the same
period of six consecutive months, be ineligible for payment of nursing home costs of two
otherwise available temporary leave of absence days provided under subdivision (5) of this
subsection; and

(d) Theprovisions of this subdivision shall not apply unless the nursing home receives
notice from the participant or the participant's responsible party that the participant intends to
return to the nursing home following the hospital stay. If the nursing home receives such
notificationand all other provisionsof thissubsection have been satisfied, thenursing homeshall
provide notice to the participant or the participant's responsible party prior to release of the
reserved bed;

(19) Prescribed medically necessary durable medical equipment. An electronic
web-based prior authorization system using best medical evidence and care and treatment
guidelines consistent with national standards shall be used to verify medical need;

(20) Hospice care. Asused in this [subsection] subdivision, the term "hospice care’
means a coordinated program of active professional medical attention within ahome, outpatient
and inpatient care which treats the terminally ill patient and family as a unit, employing a
medically directed interdisciplinary team. The program provides relief of severe pain or other
physical symptoms and supportive care to meet the special needs arising out of physical,
psychological, spiritual, social, and economic stresses which are experienced during the final
stages of illness, and during dying and bereavement and meets the M edicare requirements for
participation as a hospice as are provided in 42 CFR Part 418. The rate of reimbursement paid
by the M O HealthNet division to the hospice provider for room and board furnished by anursing
home to an eligible hospice patient shall not be less than ninety-five percent of the rate of
reimbursement which would have been paid for facility servicesin that nursing homefacility for
that patient, inaccordance with subsection (c) of Section 6408 of P.L. 101-239 (Omnibus Budget
Reconciliation Act of 1989);

(21) Prescribed medically necessary dental services. Such services shall be subject to
appropriations. Anelectronicweb-based prior authorization system using best medical evidence
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and care and treatment guidelines consistent with national standards shall be used to verify
medical need;

(22) Prescribed medically necessary optometric services. Such servicesshall be subject
to appropriations. An electronic web-based prior authorization system using best medical
evidence and care and treatment guidelines consistent with national standards shall be used to
verify medical need;

(23) The MO HealthNet division shall, by January 1, 2008, and annually thereafter,
report the status of MO HealthNet provider reimbursement rates as compared to one hundred
percent of the M edi care reimbursement rates and compared to the average dental reimbursement
rates paid by third-party payorslicensed by the state. The MO HealthNet division shall, by July
1, 2008, provide to the general assembly a four-year plan to achieve parity with Medicare
reimbursement rates and for third-party payor average dental reimbursement rates. Such plan
shall be subject to appropriation and the division shall includeinitsannual budget request to the
governor the necessary funding needed to complete the four-year plan developed under this
subdivision.

2. Additional benefit paymentsfor medical assistance shall be made on behalf of those
eligibleneedy children, pregnant women and blind personswith any paymentsto be made onthe
basis of the reasonable cost of the care or reasonable charge for the services as defined and
determined by the division of medical services, unless otherwise hereinafter provided, for the
following:

(1) Dental services;

(2) Services of podiatrists as defined in section 330.010, RSMo;

(3) Optometric services as defined in section 336.010, RSMo;

(4) Orthopedicdevicesor other prosthetics, including eyeglasses, dentures, hearingaids,
and wheelchairs;

(5) Hospice care. As used in this subsection, the term "hospice care” means a
coordinated program of active professional medical attention within a home, outpatient and
inpatient care which treatsthe terminally ill patient and family asaunit, employing amedically
directed interdisciplinary team. The program provides relief of severe pain or other physical
symptoms and supportive care to meet the special needs arising out of physical, psychological,
spiritual, social, and economic stresses which are experienced during the final stages of illness,
and during dying and bereavement and meets the Medicare requirements for participation as a
hospice as are provided in 42 CFR Part 418. The rate of reimbursement paid by the MO
HealthNet division to the hospice provider for room and board furnished by a nursing home to
an eligible hospice patient shall not belessthan ninety-five percent of the rate of reimbursement
which would have been paid for facility servicesin that nursing home facility for that patient,
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in accordance with subsection (c) of Section 6408 of P.L. 101-239 (Omnibus Budget
Reconciliation Act of 1989);

(6) Comprehensive day rehabilitation services beginning early posttrauma as part of a
coordinated system of carefor individuals with disabling impairments. Rehabilitation services
must be based on an individualized, goal-oriented, comprehensive and coordinated treatment
plan devel oped, implemented, and monitored through an interdisciplinary assessment designed
torestoreanindividual to optimal level of physical, cognitive, and behavioral function. TheMO
HealthNet division shall establish by administrative rule the definition and criteria for
designation of a comprehensive day rehabilitation service facility, benefit limitations and
payment mechanism. Any rule or portion of arule, asthat term is defined in section 536.010,
RSMo, that is created under the authority delegated in this subdivision shall become effective
only if it complies with and is subject to all of the provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSMo, are nonseverable and
if any of the powersvested with the general assembly pursuant to chapter 536, RSMo, to review,
to delay the effective date, or to disapprove and annul a rule are subsequently held
unconstitutional, then the grant of rulemaking authority and any rule proposed or adopted after
August 28, 2005, shall beinvalid and void.

3. The MO HealthNet division may require any participant receiving MO HealthNet
benefitsto pay part of the charge or cost until July 1, 2008, and an additional payment after July
1, 2008, as defined by rule duly promulgated by the MO HealthNet division, for all covered
services except for those services covered under subdivisions (14) and (15) of subsection 1 of
this section and sections 208.631 to 208.657 to the extent and in the manner authorized by Title
XIX of the federal Socia Security Act (42 U.S.C. 1396, et seg.) and regulations thereunder.
When substitution of ageneric drugis permitted by the prescriber according to section 338.056,
RSMo, and ageneric drug issubstituted for aname-brand drug, the MO HealthNet division may
not lower or delete the requirement to make a co-payment pursuant to regulations of Title XX
of thefederal Social Security Act. A provider of goods or services described under this section
must collect from al participants the additional payment that may be required by the MO
HealthNet division under authority granted herein, if the division exercises that authority, to
remain eligible asaprovider. Any payments made by participants under this section shall bein
addition to and not in lieu of payments made by the state for goods or services described herein
except the participant portion of the pharmacy professional dispensing fee shall be in addition
toand not in lieu of paymentsto pharmacists. A provider may collect the co-payment at thetime
aservice is provided or at a later date. A provider shal not refuse to provide a service if a
participant isunableto pay arequired payment. If itistheroutine businesspractice of aprovider
to terminate future services to an individual with an unclaimed debt, the provider may include
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uncollected co-paymentsunder thispractice. Providerswho elect not to undertaketheprovision
of serviceshbased on ahistory of bad debt shall give participants advance notice and areasonable
opportunity for payment. A provider, representative, employee, independent contractor, or agent
of apharmaceutical manufacturer shall not make co-payment for a participant. This subsection
shall not apply to other qualified children, pregnant women, or blind persons. If the Centersfor
Medicare and Medicaid Services does not approve the Missouri MO HealthNet state plan
amendment submitted by the department of social servicesthat would allow a provider to deny
future servicesto an individual with uncollected co-payments, the denial of servicesshall not be
allowed. The department of social services shall inform providers regarding the acceptability
of denying services as the result of unpaid co-payments.

4. The MO HealthNet division shall have the right to collect medication samples from
participants in order to maintain program integrity.

5. Reimbursement for obstetrical and pediatric services under subdivision (6) of
subsection 1 of this section shall be timely and sufficient to enlist enough health care providers
so that care and services are available under the state plan for MO HealthNet benefitsat |east to
the extent that such care and services are available to the general population in the geographic
area, as required under subparagraph (a)(30)(A) of 42 U.S.C. 1396a and federal regulations
promulgated thereunder.

6. Beginning July 1, 1990, reimbursement for services rendered in federally funded
health centersshall bein accordancewith the provisions of subsection 6402(c) and Section 6404
of P.L. 101-239 (Omnibus Budget Reconciliation Act of 1989) and federal regulations
promulgated thereunder.

7. Beginning July 1, 1990, the department of social services shall provide notification
and referral of children below agefive, and pregnant, breast-feeding, or postpartum women who
are determined to be eligible for MO HealthNet benefits under section 208.151 to the special
supplemental food programs for women, infants and children administered by the department
of health and senior services. Such notification and referral shall conform to the requirements
of Section 6406 of P.L. 101-239 and regulations promulgated thereunder.

8. Providersof long-term care services shall be reimbursed for their costsin accordance
with the provisions of Section 1902 (a)(13)(A) of the Social Security Act, 42 U.S.C. 13963, as
amended, and regulations promulgated thereunder.

9. Reimbursement rates to long-term care providers with respect to a total change in
ownership, at arm'slength, for any facility previously licensed and certified for participationin
the MO HealthNet program shall not increase payments in excess of the increase that would
result from the application of Section 1902 (a)(13)(C) of the Social Security Act, 42 U.S.C.
1396a (a)(13)(C).
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10. The MO HesalthNet division, may enroll qualified residential care facilities and
assisted living facilities, as defined in chapter 198, RSMo, as MO HeathNet personal care
providers.

11. Any income earned by individuals eligible for certified extended employment at a
sheltered workshop under chapter 178, RSMo, shall not be considered as income for purposes
of determining eligibility under this section.

208.215. 1. MO HealthNet is payer of last resort unless otherwise specified by law.
When any person, corporation, institution, public agency or private agency is liable, either
pursuant to contract or otherwise, to a participant receiving public assistance on account of
personal injury to or disability or disease or benefits arising from a health insurance plan to
which the participant may be entitled, payments made by the department of social services or
MO HealthNet division shall be a debt due the state and recoverable from the liable party or
participant for all payments made[in] on behalf of the participant and the debt duethe state shall
not exceed the payments made from MO HealthNet benefits provided under sections 208.151
to 208.158 and section 208.162 and section 208.204 on behalf of the participant, minor or estate
for payments on account of the injury, disease, or disability or benefits arising from a health
insurance programto which the participant may beentitled. Any health benefit plan asdefined
in section 376.1350, RSM o, third party administrator, administrativeser viceor ganization,
and pharmacy benefits manager, shall process and pay all properly submitted medical
assistance subrogation claimsor MO HealthNet subrogation claims:

(1) For aperiod of threeyearsfrom the date serviceswere provided or rendered,
regardlessof any other timely filingrequirement other wiseimposed by such entity, and the
entity shall not deny such claims on the basis of the type or format of the claim form,
failuretopresent proper documentation of cover ageat thepoint of sale, or failuretoobtain
prior authorization; and

(2) If any action by the state to enforce its rights with respect to such claim is
commenced within six years of the state's submission of such claim.

2. (1) Each such health benefit plan, third-party administrator, administrative
service organization, pharmacy benefits manager, and each vendor of the division with
whom they contract for third party liability services shall provide the MO HealthNet
division with the coverage and €ligibility data needed by the state to identify potentially
liablethird partiestoincludenew sour cesof eligibility cover ageinfor mation such ashealth
information exchange for pharmacy services and electronic prescribing. If the division
determinesthat a potentially liablethird party exists, the division shall attempt to ensure
that the provider bills the third party prior to submitting the claim to the state. The
division shall establish rulesfor cost avoidance, consistent with the Centersfor Medicare
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& Medicaid Services(CM S) guidance, through third-party liability process optimization,
information exchange, and data analysis.

(2) For thepurposesof thissection, theterm " cover ageand digibility data” means
information or recordsregarding a health benefit plan member or subscriber, including
demogr aphicinformation, social security number, date of birth, gender, addressfor each
cover ed person, enrollment date, full beginning and ending benefits cover age dates and
benefitslimitations, disenr ollment and reenrollment dates, that isstored or maintained on
any electronicor paper record maintained by a health benefit plan, eveniif it isnot present
on theeligibility record or file. Intheevent that the health benefit plan doesnot currently
capture full demographic data on or from a covered life, the health benefit plan shall, at
thestate' sspecificrequest, makeevery reasonableattempt to capturesaid datain atimely
manner and report thisinformation back to the statein the prescribed electronic format.

(3) Health benefit plansshall provide coverage and digibility data for all covered
personsresiding in the state, or with a parental or member or subscriber relationship to
any beneficiary residing in the state or border states for a minimum of three years
historically from the effective date of this section.

(4) Health benefit plans shall provide a full file of current covered lives on a
guarterly basisin a format that is consistent with instruction from the secretary of the
federal Department of Health and Human Services for implementation of the federal
Deficit Reduction Act of 2005, as amended. All organizations covered and required to
supply cover ageand eligibility data shall provide monthly change updatesto such records
when there is a relevant change to a beneficiary record regarding the beneficiary's
demographic status, new enrollment or disenrollment, plan coverage, or plan limitation.

(5) Health benefit plansshall providethe MO HealthNet division with the ability
to perform real-time validation into any system that currently supports electronic
eigibility verification; the necessary submitter and provider identifiers, in theform of tax
identifications, atypical provider identifiers or pseudo provider identifications shall be
granted to facilitate such access.

3. The department of social services, MO HealthNet division, or its contractor may
maintain an appropriate action to recover funds paid by the department of social servicesor MO
HealthNet division or its contractor that are due under this section in the name of the state of
Missouri against the person, corporation, institution, public agency, or private agency liable to
the participant, minor or estate.

[3.] 4. Any participant, minor, guardian, conservator, personal representative, estate,
including persons entitled under section 537.080, RSMo, to bring an action for wrongful death
who pursues legal rights against a person, corporation, institution, public agency, or private
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agency liable to that participant or minor for injuries, disease or disability or benefits arising
from a health insurance plan to which the participant may be entitled as outlined in subsection
1 of this section shall upon actual knowledge that the department of socia services or MO
HealthNet division has paid MO HealthNet benefits as defined by this chapter promptly notify
the MO HealthNet division as to the pursuit of such legal rights.

[4.] 5. Every applicant or participant by application assigns his right to the department
of social servicesor MO HealthNet division of any fundsrecovered or expected to be recovered
to the extent provided for in this section. All applicants and participants, including a person
authorized by the probate code, shall cooperate with the department of socia services, MO
HealthNet division in identifying and providing information to assist the state in pursuing any
third party who may beliableto pay for care and services available under the state's planfor MO
HealthNet benefits as provided in sections 208.151 to 208.159 and sections 208.162 and
208.204. All applicantsand participants shall cooperate with the agency in obtaining third-party
resources due to the applicant, participant, or child for whom assistance is claimed. Failureto
cooperate without good cause as determined by the department of social services, MO HealthNet
division in accordance with federally prescribed standards shall render the applicant or
participant ineligiblefor MO HealthNet benefitsunder sections 208.151 to 208.159 and sections
208.162 and 208.204. A [recipient] participant who has notice or who has actual knowledge
of thedepartment'srightsto third-party benefitswho receives any third-party benefit or proceeds
for acoveredillnessor injury iseither required to pay the division within sixty days after receipt
of settlement proceeds the full amount of the third-party benefits up to the total MO HealthNet
benefits provided or to place the full amount of the third-party benefitsin atrust account for the
benefit of the division pending judicial or administrative determination of thedivision'sright to
third-party benefits.

[5.] 6. Every person, corporation or partnership who acts for or on behalf of a person
who is or was €eligible for MO HealthNet benefits under sections 208.151 to 208.159 and
sections 208.162 and 208.204 for purposes of pursuing the applicant's or participant's claim
which accrued as a result of a nonoccupational or nonwork-related incident or occurrence
resulting in the payment of MO HealthNet benefits shall notify the MO HealthNet division upon
agreeing to assist such person and further shall notify the MO HealthNet division of any
ingtitution of a proceeding, settlement or the results of the pursuit of the claim and give thirty
days notice before any judgment, award, or settlement may be satisfied in any action or any
claim by the applicant or participant to recover damagesfor such injuries, disease, or disability,
or benefits arising from a health insurance program to which the participant may be entitled.

[6.] 7. Every participant, minor, guardian, conservator, persona representative, estate,
including persons entitled under section 537.080, RSMo, to bring an action for wrongful death,
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or his attorney or legal representative shall promptly notify the MO HealthNet division of any
recovery from athird party and shall immediately reimburse the department of social services,
MO HealthNet division, or itscontractor from the proceeds of any settlement, judgment, or other
recovery in any action or claim initiated against any such third party. A judgment, award, or
settlement in an action by a [recipient] participant to recover damages for injuries or other
third-party benefitsin which the division hasan interest may not be satisfied without first giving
the division notice and areasonabl e opportunity to file and satisfy the claim or proceed with any
action as otherwise permitted by law.

[7.] 8. Thedepartment of social services, MO HealthNet division or its contractor shall
have aright to recover the amount of payments made to a provider under this chapter because
of aninjury, disease, or disability, or benefits arising from a health insurance plan to which the
participant may be entitled for which a third party is or may be liable in contract, tort or
otherwise under law or equity. Upon request by the MO HealthNet division, all third-party
payersshall providethe MO HealthNet division with information contained ina270/271 Health
CareEligibility Benefits Inquiry and Response standard transaction mandated under the federal
Health Insurance Portability and Accountability Act, except that third-party payers shall not
include accident-only, specified disease, disability income, hospital indemnity, or other fixed
indemnity insurance policies.

[8.] 9. The department of social services or MO HealthNet division shall have alien
upon any moneys to be paid by any insurance company or similar business enterprise, person,
corporation, institution, public agency or private agency in settlement or satisfaction of a
judgment on any claim for injuries or disability or disease benefits arising from a health
insurance program to which the participant may be entitled which resulted in medical expenses
for which the department or MO HealthNet division made payment. This lien shall also be
applicable to any moneys which may come into the possession of any attorney who is handling
the claim for injuries, or disability or disease or benefits arising from a health insurance plan to
which the participant may be entitled which resulted in payments made by the department or MO
HealthNet division. In each case, alien notice shall be served by certified mail or registered
mail, upon the party or parties against whom the applicant or participant hasaclaim, demand or
cause of action. Thelien shall claim the charge and describe the interest the department or MO
HealthNet division has in the claim, demand or cause of action. The lien shall attach to any
verdict or judgment entered and to any money or property which may be recovered on account
of such claim, demand, cause of action or suit from and after the time of the service of the notice.

[9.] 10. On petition filed by the department, or by the participant, or by the defendant,
the court, on written notice of all interested parties, may adjudicate the rights of the parties and
enforce the charge. The court may approve the settlement of any claim, demand or cause of
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action either before or after averdict, and nothing in this section shall be construed as requiring
the actual trial or final adjudication of any claim, demand or cause of action upon which the
department has charge. The court may determine what portion of the recovery shall be paid to
the department against the recovery. In making this determination the court shall conduct an
evidentiary hearing and shall consider competent evidence pertaining to the following matters:

(1) Theamount of the charge sought to be enforced against the recovery when expressed
as a percentage of the gross amount of the recovery; the amount of the charge sought to be
enforced against the recovery when expressed as a percentage of the amount obtained by
subtracting from the gross amount of the recovery the total attorney's fees and other costs
incurred by the participant incident to the recovery; and whether the department should, as a
matter of fairness and equity, bear its proportionate share of the fees and costs incurred to
generate the recovery from which the charge is sought to be satisfied,;

(2) Theamount, if any, of the attorney's fees and other costs incurred by the participant
incident to the recovery and paid by the participant up to the time of recovery, and the amount
of such fees and costs remaining unpaid at the time of recovery;

(3) Thetotal hospital, doctor and other medical expensesincurred for care and treatment
of theinjury to the date of recovery therefor, the portion of such expensestheretofore paid by the
participant, by insurance provided by the participant, and by the department, and the amount of
such previously incurred expenses which remain unpaid at the time of recovery and by whom
such incurred, unpaid expenses are to be paid;

(4) Whether therecovery representslessthan substantially full recompensefor theinjury
and the hospital, doctor and other medical expensesincurred to the date of recovery for the care
and treatment of the injury, so that reduction of the charge sought to be enforced against the
recovery would not likely result in a double recovery or unjust enrichment to the participant;

(5) Theage of the participant and of persons dependent for support upon the participant,
the nature and permanency of the participant's injuries as they affect not only the future
employability and education of the participant but al so the reasonably necessary and foreseeable
futurematerial, maintenance, medical rehabilitativeand training needsof the participant, thecost
of such reasonably necessary and foreseeable future needs, and the resources available to meet
such needs and pay such costs;

(6) Theredlistic ability of the participant to repay in whole or in part the charge sought
to be enforced against the recovery when judged in light of the factors enumerated above.

[10.] 11. Theburden of producing evidence sufficient to support the exercise by the court
of its discretion to reduce the amount of a proven charge sought to be enforced against the
recovery shall rest with the party seeking such reduction.



H.C.S.S.S. S.C.S. SB. 306 33

174
175
176
177
178
179
180
181
182
183
184
185
186
187
188
189
190
191
192
193
194
195
196
197
198
199
200
201
202
203
204
205
206
207

[11.] 12. The court may reduce and apportion the department's or MO HealthNet
division'slien proportionate to the recovery of the claimant. The court may consider the nature
and extent of the injury, economic and noneconomic loss, settlement offers, comparative
negligence as it applies to the case at hand, hospital costs, physician costs, and all other
appropriate costs. The department or MO HealthNet division shall pay its pro rata share of the
attorney's fees based on the department's or MO HealthNet division's lien as it comparesto the
total settlement agreed upon. Thissection shall not affect the priority of an attorney'slien under
section 484.140, RSMo. Thechargesof the department or MO HealthNet division or contractor
described in this section, however, shall take priority over all other liens and charges existing
under the laws of the state of Missouri with the exception of the attorney's lien under such
statute.

[12.] 13. Whenever the department of social services or MO HealthNet division has a
statutory charge under this section against a recovery for damages incurred by a participant
because of its advancement of any assistance, such charge shall not be satisfied out of any
recovery until the attorney's claim for feesis satisfied, [irrespective] regar dless of whether [or
not] an action based on participant's claim hasbeenfiled in court. Nothing herein shall prohibit
thedirector from entering into acompromise agreement with any participant, after consideration
of the factors in subsections[9 to 13] 10 to 14 of this section.

[13.] 14. This section shall be inapplicable to any claim, demand or cause of action
arising under the workers compensation act, chapter 287, RSMo. From funds recovered
pursuant to this section the federal government shall be paid a portion thereof equal to the
proportionate part originally provided by the federal government to pay for MO HealthNet
benefits to the participant or minor involved. The department or MO HealthNet division shall
enforce TEFRA liens, 42 U.S.C. 1396p, as authorized by federal law and regulation on
permanently institutionalized individuals. Thedepartment or MO HealthNet division shall have
theright to enforce TEFRA liens, 42 U.S.C. 1396p, as authorized by federal law and regulation
on all other institutionalized individuals. For the purposes of this subsection, "permanently
ingtitutionalized individuals' includes those people who the department or MO HealthNet
division determines cannot reasonably be expected to be discharged and return home, and
"property” includes the homestead and all other personal and real property in which the
participant has sole legal interest or alegal interest based upon co-ownership of the property
which is the result of a transfer of property for less than the fair market value within thirty
months prior to the [participant's] participants entering the nursing facility. The following
provisions shall apply to such liens:
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(1) Thelien shal befor the debt due the state for MO HealthNet benefits paid or to be
paid on behalf of aparticipant. The amount of the lien shall be for the full amount due the state
at thetimethe lien is enforced;

(2) The MO HealthNet division shall file for record, with the recorder of deeds of the
county in which any real property of the participant is situated, awritten notice of thelien. The
notice of lien shall contain the name of the participant and a description of thereal estate. The
recorder shall notethetime of receiving such notice, and shall record and index the notice of lien
in the same manner as deeds of real estate are required to be recorded and indexed. Thedirector
or the director's designee may release or discharge all or part of thelien and notice of therelease
shall al'so befiledwiththerecorder. The department of social services, MO HealthNet division,
shall provide payment to the recorder of deedsthe fees set for similar filingsin connection with
thefiling of alien and any other necessary documents;

(3) No such lien may be imposed against the property of any individual prior to the
individual's death on account of MO HealthNet benefits paid except:

(@ Inthe case of the real property of an individual:

a Who isan inpatient in a nursing facility, intermediate care facility for the mentally
retarded, or other medical institution, if such individual is required, as a condition of receiving
services in such institution, to spend for costs of medical care al but aminimal amount of his
or her income required for persona needs; and

b. With respect to whom the director of the MO HealthNet division or the director's
designee determines, after notice and opportunity for hearing, that he cannot reasonably be
expected to be discharged from the medical institution and to return home. The hearing, if
requested, shall proceed under the provisions of chapter 536, RSMo, before a hearing officer
designated by the director of the MO HealthNet division; or

(b) Pursuant to the judgment of a court on account of benefitsincorrectly paid on behalf
of such individual;

(4) Nolien may beimposed under paragraph (b) of subdivision (3) of thissubsectionon
suchindividual'shomeif oneor more of thefollowing personsislawfully residingin such home:

(&) The spouse of such individual;

(b) Such individual's child who is under twenty-one years of age, or is blind or
permanently and totally disabled; or

(c) A sibling of such individual who has an equity interest in such home and who was
residing in such individual's home for a period of at least one year immediately before the date
of theindividual's admission to the medical institution;
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(5) Any lien imposed with respect to an individual pursuant to subparagraph b of
paragraph (a) of subdivision (3) of thissubsection shall dissolve upon that individual'sdischarge
from the medical institution and return home.

[14.] 15. The debt due the state provided by this section is subordinate to the lien
provided by section 484.130, RSMo, or section 484.140, RSMo, relating to an attorney'slien and
to the participant's expenses of the claim against the third party.

[15.] 16. Application for and acceptance of MO HealthNet benefits under this chapter
shall constitute an assignment to the department of social services or MO HealthNet division of
any rights to support for the purpose of medical care as determined by a court or administrative
order and of any other rights to payment for medical care.

[16.] 17. All participants receiving benefits as defined in this chapter shall cooperate
with the state by reporting to the family support division or the MO HealthNet division, within
thirty days, any occurrenceswhere aninjury to their persons or to amember of ahousehold who
receives MO HealthNet benefitsis sustained, on such form or forms as provided by the family
support division or MO HealthNet division.

[17.] 18. If aperson failsto comply with the provision of any judicial or administrative
decree or temporary order requiring that person to maintain medical insurance on or be
responsiblefor medical expensesfor adependent child, spouse, or ex-spouse, inaddition to other
remedies available, that person shall be liable to the state for the entire cost of the medical care
provided pursuant to eligibility under any public assistance program on behalf of that dependent
child, spouse, or ex-spouse during the period for which the required medical care was provided.
Where a duty of support exists and no judicial or administrative decree or temporary order for
support has been entered, the person owing the duty of support shall be liableto the state for the
entire cost of the medical care provided on behalf of the dependent child or spouse to whom the
duty of support is owed.

[18.] 19. The department director or the director's designee may compromise, settle or
waive any such claim in whole or in part in the interest of the MO HealthNet program.
Notwithstanding any provision in this section to the contrary, the department of social services,
MO HealthNet divisionisnot required to seek reimbursement from aliablethird party on claims
for which the amount it reasonably expects to recover will be less than the cost of recovery or
for which recovery effortswill not be cost-effective. Cost-effectivenessis determined based on
the following:

(1) Actua and legal issuesof liability as may exist between the [recipient] participant
and the liable party;

(2) Total funds available for settlement; and

(3) An estimate of the cost to the division of pursuing its claim.
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354.535. 1. If apharmacy, operated by or contracted with by a health maintenance
organization, is closed or is unable to provide health care services to an enrollee in an
emergency, a pharmacist may take an assignment of such enrolle€e's right to reimbursement, if
the policy or contract provides for such reimbursement, for those goods or services provided to
an enrollee of a health maintenance organization. No health maintenance organization shall
refuse to pay the pharmacist any payment due the enrollee under the terms of the policy or
contract.

2. No health maintenance organization, conducting business in the state of Missouri,
shall contract with apharmacy, pharmacy distributor or wholesal e drug distributor, nonresident
or otherwise, unless such pharmacy or distributor has been granted a permit or license from the
Missouri board of pharmacy to operate in this state.

3. Every health maintenance organization shall apply the same coinsurance, co-payment
and deductible factorsto all drug prescriptions filled by a pharmacy provider who participates
in the health maintenance organization's network if the provider meets the contract's explicit
product cost determination. If any such contract isrejected by any pharmacy provider, the health
maintenance organization may offer other contracts necessary to comply with any network
adequacy provisions of this act. However, nothing in this section shall be construed to prohibit
the health maintenance organization from applying different coinsurance, co-payment and
deductible factors between generic and brand name drugs.

4. 1f the co-payment applied by a health maintenance organization exceeds the
usual and customary retail priceof the prescription drug, enrolleesshall only berequired
to pay theusual and customary retail priceof theprescription drug, and nofurther charge
totheenrollee or plan sponsor shall beincurred on such prescription.

5. Health maintenance organizations shall not set alimit on the quantity of drugswhich
an enrollee may obtain at any onetimewith aprescription, unlesssuch limitisapplied uniformly
to all pharmacy providers in the health maintenance organization's network.

[5.] 6. Health maintenance organizations shall not insist or mandate any physician or
other licensed hedlth care practitioner to change an enrollee's maintenance drug unless the
provider and enrollee agree to such change. For the purposes of this provision, a maintenance
drug shall mean a drug prescribed by a practitioner who is licensed to prescribe drugs, used to
treat amedical condition for aperiod greater than thirty days. Violations of this provision shall
be subject to the penalties provided in section 354.444. Notwithstanding other provisionsof law
to the contrary, health maintenance organizations that change an enrollee's maintenance drug
without the consent of the provider and enrollee shall be liable for any damages resulting from
such change. Nothing in this subsection, however, shall apply to the dispensing of generically
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equivalent productsfor prescribed brand name maintenancedrugsas set forth in section 338.056,
RSMo.

354.536. 1. If a heath maintenance organization plan provides that coverage of a
dependent child terminates upon attainment of the limiting age for dependent children, such
coverage shall continue while the child is and continues to be both incapable of self-sustaining
employment by reason of mental or physical handicap and chiefly dependent upon the enrollee
for support and maintenance. Proof of such incapacity and dependency must befurnished to the
health mai ntenance organization by the enrollee[at least] within thirty-one days after the child's
attainment of thelimiting age. The health maintenance organization may require at reasonable
intervals during the two years following the child's attainment of the limiting age subsequent
proof of the child's disability and dependency. After such two-year period, the health
mai ntenance organization may require subsequent proof not more than once each year.

2. If ahealth maintenance organization plan providesthat coverage of adependent child
terminates upon attainment of the limiting age for dependent children, such plan, so long as it
remainsin force, until the dependent child attains the limiting age, shall remain in force at the
option of theenrollee. The enrollee'selection for continued coverage under this section shall be
furnished to the heath maintenance organization within thirty-one days after the child's
attainment of thelimiting age. Asused in this subsection, adependent childisapersonwhoiis:

(1) Unmarried and no more than twenty-five years of age; and

(2) A resident of this state; and

(3) Not provided coverage as a named subscriber, insured, enrollee, or covered person
under any group or individual health benefit plan, or entitled to benefitsunder Title X V111 of the
Socia Security Act, P.L. 89-97, 42 U.S.C. Section 1395, et seq.

374.184. 1. The director of the department of insurance, financial institutions and
professional registration shall prescribe by rule[,] ;

(1) After due consultationwith providersof health care or treatment and their respective
licensing boards, [accident and sickness insurers, health services corporations and health
maintenance organizations,] and after a public hearing, uniform claim forms for reporting by
health careproviders. Such prescribed formsshall include but need not belimited to information
regarding the medical diagnosis, treatment and prognosis of the patient, together with the details
of chargesincident to the providing of such care, treatment or services, sufficient for the purpose
of meeting the proof requirements of an accident and sicknessinsurance or hospital, medical or
dental services contract. Such prescribed forms shall be based upon the UB-82 form, with
respect to hospital claims, and the HCFA 1500 form, with respect to physician claims, as such
forms are modified or amended from time to time by the National Uniform Billing Committee
or the federal Health Care Financing Administration; and
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(2) After due consultation with accident and sickness insurers, health services
cor porations, health maintenance organizations, and insurance producers, and after a
public hearing, uniform application forms for group health insurance policies. This
subdivision shall not apply to individually underwritten health insurance policies,
certificates, or plans.

2. The adoption of any uniform claim forms or uniform application forms by the
director pursuant to this section shall not preclude an insurer, health services corporation, or
health maintenance organization from requesting any necessary additional information in
connection with a claims investigation from the claimant, provider of health care or treatment,
or certifier of coverage, or in connection with an application for insurance from the
applicant. Theprovisionsof thissection shall not be deemed or construed to apply to electronic
claims submission. Insurers and providers may by contract provide for modifications to the
uniform billing document where both insurers and providers feel that such modifications
streamline claims processing procedures relating to the claims of the insurer involved in such
contract modification. However, a refusal by the provider to agree to modification of the
uniform billing format shall not be used by the insurer as grounds for refusing to enter into a
contract with the provider for reimbursement or payment for health services rendered to an
insured of the insurer.

3. Rules adopted or promulgated pursuant to this act shall be subject to notice and
hearing as provided in chapter 536, RSMo. Theregulations so adopted shall specify an effective
date, which shall not be lessthan one hundred eighty days after the date of adoption, after which
no accident and sicknessinsurer, heal th services corporation or health maintenance organization
shall require providers of health care or treatment to complete forms differing from those
prescribed by the director pursuant to thissection, [and] after which no health care provider shall
submit claims except upon such prescribed forms; provided that the provisions of this section
shall not preclude the use by any insurer, health services corporation or health maintenance
organization of the UB-82 form or the HCFA 1500 form, and after which no insurer shall
require applicants for insurance coverage to complete forms differing from those
prescribed by the director under this section, other than a request for additional
information from such applicants under subsection 2 of this section.

376.384. 1. All hedth carriers shall:

(1) Permit nonparticipating health care providersto file aclaim for reimbursement for
a health care service provided in this state as defined in section 376.1350 for a period of up to
one year from the date of service;

(2) Permit participating health care providers to file a claim for reimbursement for a
health care service provided in thisstate for aperiod of up to six monthsfrom the date of service,
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unless the contract between the health carrier and health care provider specifies a different
standard;

(3) Not request arefund or offset against aclaim more than twelve months after ahealth
carrier haspaid aclaim except in cases of fraud or misrepresentation by the health care provider;

(4) Issue within one working day a confirmation of receipt of an electronically filed
clam.

2. On or after January 1, 2003, all claims for reimbursement for a health care service
provided inthisshall be submitted in an electronic format consistent with federal administrative
simplification standards adopted pursuant to the Heal th Insurance Portability and Accountability
Act of 1996. Any claim submitted by a health care provider after January 1, 2003, in a
nonel ectronic format shall not be subject to the provisionsof section 376.383. Any health carrier
shall provide readily accessible electronic filing after this date to health care providers.

3. On or after January 1, 2002, the director of the department of insurance, financial
ingtitutions and professiona registration shall monitor health carrier compliance with the
provisions of this section and section 376.383. Examinations, which may be based upon
statistical samplings, to determine compliance may be conducted by the department or the
director may contract with a qualified private entity. Compliance shall be defined as properly
processing and paying ninety-five percent of al claims received in a given calendar year in
accordance with the provisions of this section and section 376.383. The director may assess an
administrative penalty in addition to the penalties outlined in section 376.383 of up to
twenty-fivedollarsper claim for the percentage of claimsfound to bein noncompliance, but not
to exceed an annua aggregate penalty of two hundred fifty thousand dollars, for any health
carrier deemed to be not in compliance with this section and section 376.383. Any penalty
assessed pursuant to this subsection shall be assessed in addition to penalties provided for
pursuant to sections 375.942 and 375.1012, RSMo.

4. If thedirector findsthat health carriersare failing to make interest paymentsto health
care professional's authorized by section 376.383, the director is authorized to order such health
carriers to remit such interest payments. The director is also authorized to assess a monetary
penalty, payableto the state of Missouri, inasum not to exceed twenty-five percent of theunpaid
interest payment against health carriers.

5. A headlth carrier may request awaiver of the requirements of this section and section
376.383 if the basis for the request is an act of God or other good cause as determined by the
director.

6. The director shall develop a method by which health care providers may submit
complaints to the department identifying violations of this section and section 376.383 by a
health carrier. The director shall consider such complaints when determining whether to
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examine a health carrier's compliance. Prior to filing a complaint with the department, health
care providers who believe that a health carrier has not paid a claim in accordance with this
section and section 376.383 shall first contact the health carrier to determine the status of the
claim to ensure that sufficient documentation supporting the claim has been provided and to
determine whether the claim is considered to be complete. Complaints to the department
regarding the payment of claims by a health carrier should contain information such as:

(1) The health care provider's name, address, and daytime phone number;

(2) The health carrier's name;

(3) Thedates of service and the dates the claims were filed with the health carrier;

(4) Relevant correspondence between the health care provider and the health carrier,
including requests from the health carrier for additional information; and

(5) Additiona information which the heath care provider believes would be of
assistance in the department's review.

7. Onor after January 1, 2003, all claims submitted el ectronically for reimbursement for
a health care service provided in this state shall be submitted in a uniform format utilizing
standard medical code sets. The uniform format and the standard medical code sets shall be
promul gated by the department of insurance, financia institutions and professional registration
through rulesconsistent with but no more stringent than thefederal administrativesimplification
standards adopted pursuant to the Heal th Insurance Portability and Accountability Act of 1996.

8. On or after January 1, 2010, a health carrier responding to a patient financial
responsibility inquiry utilizing the HIPAA 270/271 electronic digibility response
transaction code sets shall include all six digibility or benefit information codes. co-
payment, co-insurance, deductible, out-of-pock et maximum, remaining deductibleamount,
and other cost containment elements. Thedepartment of insurance, financial institutions
and professional registration shall develop a set of best practices to be used by health
carriers and health care providers to standardize electronic data exchange of HIPAA
270/271 health care digibility benefit inquiry/response transaction code sets. The best
practices shall be consistent with but no more stringent than the federal administrative
simplification standards adopted under the federal Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

9. The department shall have authority to promulgate rules for the implementation of
section 376.383 and this section. Any rule or portion of arule, asthat term isdefined in section
536.010, RSMo, that is created under the authority delegated in this section shall become
effective only if it complies with and is subject to all of the provisions of chapter 536, RSMo,
and if applicable, sections 536.028, RSMo. This section and chapter 536, RSMo, are
nonseverable and if any of the powersvested with the general assembly pursuant to chapter 536,
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RSMo, to review, to delay the effective date or to disapprove and annul arule subsequently held
unconstitutional, then the grant of rulemaking authority and any rule proposed or adopted after
August 28, 2001, shall be invalid and void.

376.391. A health benefit plan or health carrier, as defined in section 376.1350,
including but not limited to preferred provider organizations, independent physicians
associations, third-party administrators, or any entity that contractswith licensed health
careprovidersshall not impose any co-payment that exceedsfifty percent of thetotal cost
of providing any single health care servicetoitsenrollees.

376.394. No health carrier or health benefit plan, as defined in section 376.1350,
shall deny reimbur sement for providingor inter preting diagnosticimaging servicesbased
solely on the specialty or professional board certification of a physician licensed under
chapter 334, RSMo.

376.397. 1. A group policy delivered or issued for delivery in this state which insures
employees or membersfor hospital, surgical or major medical insurance on an expenseincurred
or servicebasis, other than for specific diseases or for accidental injuriesonly, shall providethat
an employee or member whose insurance under the group policy has been terminated shall be
entitled to have aconverted policy issued to him by theinsurer under whose group policy hewas
insured, without evidence of insurability, subject to the following terms and conditions:

(1) A converted policy need not be made available to an employee or member if
termination of hisinsurance under the group policy occurred:

(a) Because he failed to make timely payment of any required contribution; or

(b) For any other reason, and he had not been continuously covered under the group
policy, and for similar benefits under any group policy which it replaced, during the entire three
months period ending with such termination; or

(c) Becausethe group policy terminated or an employer's participation terminated, and
the insurance isreplaced by similar coverage under another group policy within thirty-one days
of the date of termination;

(2) Written application and the first premium payment for the converted policy shall be
made to the insurer not later than thirty-one days after such termination;

(3) The premium for the converted policy shall be determined in accordance with the
insurer's table of premium rates applicable to the age and class of risk of each person to be
covered under that policy and to the type and amount of insurance provided;

(4) The converted policy shall cover the employee or member and his dependents who
were covered by the group policy on the date of termination of insurance. At the option of the
insurer, a separate converted policy may be issued to cover any dependent;
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(5) Theinsurer shall not be required to issue a converted policy covering any person if
such person isor could be covered by Medicare. Furthermore, the insurer shall not be required
to issue a converted policy covering any person if:

(8) Such personisor could be covered for similar benefits by another individual policy;
such person is or could be covered for similar benefits under any arrangement of coverage for
individuals in a group, whether insured or uninsured; or similar benefits are provided for or
available to such person, by reason of any state or federal law; and

(b) The benefits under sources of the kind referred to in paragraph (a) above for such
person, or benefits provided or available under sources of the kind referred to in paragraph (a)
above for such person, together with the converted policy's benefits would result in
overinsurance according to the insurer's standards for overinsurance;

(6) A converted policy may providethat theinsurer may at any timerequest information
of any person covered thereunder asto whether heis covered for the similar benefits described
in paragraph (a) of subdivision (5) above or is or could be covered for the similar benefits
described in paragraph (a) of subdivision (5) above. The converted policy may provide that as
of any premium due date the insurer may refuse to renew the policy or the coverage of any
insured person for the following reasons only:

(a) Either those similar benefits for which such person isor could be covered, together
with the converted policy's benefits, would result in overinsurance according to the insurer's
standards for overinsurance, or the policyholder of the converted policy fails to provide the
requested information;

(b) Fraud or material misrepresentation in applying for any benefits under the converted
policy;

(c) [Eligibility of the insured person for coverage under Medicare or under any other
state or federal law providing for benefits similar to those provided by the converted policy;

(d)] Other reasons approved by the director of the department of insurance, financial
ingtitutions and professional registration;

(7) Aninsurer shall not be required to issue a converted policy providing benefitsin
excess of the hospital, surgical or major medical insurance under the group policy from which
conversion is made;

(8) The converted policy shall not exclude, as a preexisting condition, any condition
covered by the group policy; provided, however, that the converted policy may provide for a
reduction of itshospital, surgical or medical benefits by the amount of any such benefits payable
under the group policy after the individual's insurance terminates thereunder. The converted
policy may al so providethat during thefirst policy year the benefits payabl e under the converted
policy, together with the benefits payable under the group policy, shall not exceed those that
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would have been payable had theindividual'sinsurance under the group policy remainedinforce
and effect;

(9) Subject tothe provisionsand conditions of sections 376.395 to 376.404, if the group
insurance policy from which conversion is made insures the employee or member for basic
hospital or surgical expense insurance, the employee or member shall be entitled to obtain a
converted policy providing, at his option, coverage on an expense incurred basis under any of
the following plans:

(a8 Plan A, which shall include:

a. Hospital room and board daily expense benefits in a maximum dollar amount
approximating theaverage semiprivaterate charged inthelargest major metropolitan areaof this
state, for amaximum duration of seventy days;

b. Miscellaneous hospital expense benefits up to a maximum amount of ten times the
hospital room and board daily expense benefits; and

c. Surgical expense benefitsaccording to asurgical procedures schedul e consistent with
those customarily offered by the insurer under group or individual health insurance policiesand
providing a maximum benefit of eight hundred dollars;

(b) Plan B, which shall be the same as plan A, except that the maximum hospital room
and board daily expense benefit is seventy-five percent of the corresponding maximum under
subparagraph a of plan A, and the surgical schedule maximum is six hundred dollars;

(c) Plan C, which shall bethe same asplan A, except that the maximum hospital room
and board daily expense benefit is fifty percent of the corresponding maximum under
subparagraph a of plan A, and the surgical schedule maximum is four hundred dollars. The
maximum dollar amount for plan A's maximum hospital room and board daily expense benefit
shall be determined by the director of the department of insurance, financia institutions and
professional registration and may be redetermined by him from time to time as to converted
policies issued subsequent to such redetermination. Such redetermination shall not be made
more often than once every three years. Such plan A maximum, and the corresponding
maximumsin plans B and C, shall be rounded to the nearest ten dollar multiple; provided that,
rounding may beto the next higher or lower multiple of ten dollarsif otherwise exactly midway
between two multiples;

(10) Subject totheprovisionsand conditionsof sections 376.395t0 376.404, if thegroup
policy from which conversion is made insures the employee or member for major medical
expense insurance, the employee or member shall be entitled to obtain a converted policy
providing catastrophic or magjor medical coverage under a plan meeting the following
requirements:

(8 A maximum benefit at least equal to, at the option of the insurer, either:
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a A maximum payment per covered person for al covered medical expensesincurred
during that person's lifetime, equal to the smaller of the maximum benefit provided under the
group policy or two hundred fifty thousand dollars;

b. A maximum payment for each unrelated injury or sickness, equal to the smaller of the
maximum benefit provided under the group policy or two hundred fifty thousand dollars;

(b) Payment of benefits at the rate of eighty percent of covered medical expenseswhich
arein excess of the deductible, until twenty percent of such expensesin abenefit period reaches
one thousand dollars, after which benefitswill be paid at the rate of one hundred percent during
the remainder of such benefit period. Payment of benefits for outpatient treatment of mental
illness, if provided inthe converted policy, may be at alesser rate, but not lessthan fifty percent;

(c) A deductiblefor each benefit period which, at the option of theinsurer, shall be the
sum of the benefits deductible plus one hundred dollars, or the corresponding deductible in the
group policy. The term "benefits deductible”, as used herein, means the value of any benefits
provided on an expense incurred basis which are provided with respect to covered medical
expenses by any other group or individual hospital, surgical or medical insurance policy or
medical practice or other prepayment plan, or any other plan or program, whether insured or
uninsured, or by reason of any state or federal law and if, pursuant to subdivision (11) herein, the
converted policy provides both basic hospital or surgical coverage and major medical coverage,
the value of such basic benefits. If the maximum benefit is determined under subparagraph b of
paragraph (a) of thissubdivision, the insurer may require that the deductible be satisfied during
aperiod of not lessthan three monthsif the deductibleis one hundred dollarsor less, and not less
than six months if the deductible exceeds one hundred dollars;

(d) The benefit period shall be each calendar year when the maximum benefit is
determined under subparagraph a of paragraph (@) of this subdivision or twenty-four months
when the maximum benefit is determined under subparagraph b of paragraph (a) of this
subdivision;

(e) Theterm "covered medical expenses’, as used in this subdivision, shall include at
least, in the case of hospital room and board charges, the lesser of the dollar amount set out in
plan A under subdivision (9) and the average semiprivate room and board rate for the hospital
in which the individual is confined, and at least twice such amount for charges in an intensive
care unit. Any surgical procedures schedule shall be consistent with those customarily offered
by theinsurer under group or individual health insurance policiesand must provide at |east aone
thousand two hundred dollar maximum benefit;

(11) At the option of theinsurer, benefit plans set forth in subdivisions (9) and (10) of
this section may be provided under one policy or, in lieu of the benefit plans set forth in
subdivisions (9) and (10) of this section, the insurer may provide a policy for comprehensive
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medical expense benefits without first dollar coverage. Such policy shall conform to the
requirements of subdivision (10) of this section; provided, however, that an insurer electing to
provide such a policy shall make available alow deductible option, not to exceed one hundred
dollars, a high deductible option between five hundred dollars and one thousand dollars, and a
third deductible option midway between the high and low deductible options. Alternatively,
such apolicy may provide for deductible options equal to the greater of the benefits deductible
and the amount specified in the preceding sentence.

2. (1) Theinsurer may, at itsoption, offer aternative plansfor converted policiesfrom
group policiesin addition to those required by sections 376.395 to 376.404. Furthermore, if any
insurer customarily offers individual policies on a service basis, that insurer may, in lieu of
converted policies on an expenseincurred basis, make available converted policieson aservice
basis which, in the opinion of the director of the department of insurance, financial institutions
and professional registration, satisfy the intent of sections 376.395 to 376.404.

(2) Nothing in sections 376.395 to 376.404 shall preclude a health service corporation
from limiting its conversion offeringsto one of the plans offered by theinsurer that is consi stent
with group policies customarily offered by the health service corporation. The employee or
member under the group insurance policy from which conversion is made shall be entitled to
obtain one such converted policy.

3. Natification of the conversion privilege shall be included in each certificate of
coverage.

4. All converted policies shall become effective on the day immediately following the
date of termination of insurance under a group policy.

376.401. 1. Inthe event coverage would be continued under the group policy on an
employee following hisretirement, but prior to thetime heisor could be covered by Medicare,
the employee or member may elect, in lieu of such continuation of group insurance, to have the
same conversion rights as would apply had that insurance terminated at retirement. [The
converted policy may provide for reduction or termination of coverage of any person upon his
eligibility for coverage under Medicare or under any other state or federal law providing for
benefits similar to those provided by the converted policy.]

2. Subject to the conditions set forth in this section and section 376.397, the conversion
privilege shall also be available to:

(1) Thesurviving spousg, if any, at the death of the employee or member, with respect
to the spouse and such children whose coverage under the group policy terminates by reason of
such death, or if the group policy provides for continuation of dependents coverage following
the employee's or member's death, at the end of such continuation;
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(2) The spouse of the employee or member upon termination of coverage of the spouse,
while the employee or member remains insured under the group policy, with respect to the
spouse and such children whose coverage under the group policy terminates at the same time;
or

(3) A child, solely with respect to himself, upon termination of his coverage by reason
of ceasing to be a qualified family member under the group policy, if aconversion privilegeis
not otherwise provided in sections 376.395 to 376.404 with respect to such termination.

376.421. 1. Except asprovided in subsection 2 of this section, no policy of group health
insurance shall be delivered in this state unlessit conformsto one of the following descriptions:

(1) A policy issued to an employer, or to the trustees of a fund established by an
employer, which employer or trustees shall be deemed the policyholder, to insure empl oyees of
the employer for the benefit of persons other than the employer, subject to the following
requirements:

(&) The employees eligible for insurance under the policy shall be al of the employees
of the employer, or al of any class or classes thereof. The policy may provide that the term
"employees' shall include the employees of one or more subsidiary corporations, and the
employees, individual proprietors, and partners of one or more affiliated corporations,
proprietorships or partnerships, if the business of the employer and of such affiliated
corporations, proprietorshipsor partnershipsisunder common control. The policy may provide
that the term "employees’ shall include theindividual proprietor or partnersif the employer is
an individual proprietorship or partnership. The policy may provide that the term "empl oyees"
shall include retired employees, former employees and directors of a corporate employer. A
policy issued to insure the employees of a public body may provide that the term "employees®
shall include elected or appointed officials;

(b) The premium for the policy shall be paid either from the employer's funds or from
funds contributed by the insured employees, or from both. [Except as provided in paragraph (c)
of this subdivision,] A policy on which no part of the premium is to be derived from funds
contributed by theinsured employeesmust insureall eligibleempl oyees, except thosewho reject
such coverage in writing; [and

(c) Aninsurer may exclude or limit the coverage on any person asto whom evidence of
individua insurability is not satisfactory to the insurer in a policy insuring fewer than ten
employees and in a policy insuring ten or more employeesif:

a. Application is not made within thirty-one days after the date of eligibility for
insurance; or

b. The person voluntarily terminated the insurance while continuing to be eligible for
insurance under the policy; or
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c. After theexpiration of an open enrollment period during which the person could have
enrolled for the insurance or could have elected another level of benefits under the policy;]

(2) A policy issued to acreditor or its parent holding company or to atrustee or trustees
or agent designated by two or more creditors, which creditor, holding company, affiliate, trustee,
trustees or agent shall be deemed the policyholder, to insure debtors of the creditor or creditors
with respect to their indebtedness subject to the following requirements:

(&) Thedebtorseligible for insurance under the policy shall be al of the debtors of the
creditor or creditors, or al of any class or classesthereof. The policy may providethat theterm
"debtors" shall include:

a. Borrowersof money or purchasersor lessees of goods, services, or property for which
payment is arranged through a credit transaction;

b. The debtors of one or more subsidiary corporations; and

c. Thedebtors of one or more affiliated corporations, proprietorships or partnerships if
the business of the policyholder and of such affiliated corporations, proprietorships or
partnerships is under common control;

(b) The premium for the policy shall be paid either from the creditor's funds or from
charges collected from the insured debtors, or from both. Except as provided in paragraph (c)
of this subdivision, a policy on which no part of the premium is to be derived from funds
contributed by insured debtors specificaly for their insurance must insure all €igible debtors;

(c) [Aninsurer may exclude any debtors as to whom evidence of individua insurability
is not satisfactory to the insurer in a policy insuring fewer than ten debtors and in a policy
insuring ten or more debtorsiif:

a. Application is not made within thirty-one days after the date of eligibility for
insurance; or

b. The person voluntarily terminated the insurance while continuing to be eligible for
insurance under the policy; or

c. After the expiration of an open enrollment period during which the person could have
enrolled for the insurance or could have elected another level of benefits under the policy;

(d)] The total amount of insurance payable with respect to an indebtedness shall not
exceed the greater of the scheduled or actual amount of unpaid indebtednessto thecreditor. The
insurer may exclude any paymentswhich are delinquent on the date the debtor becomes disabled
as defined in the policy;

[(e)] (d) Theinsurance may be payable to the creditor or to any successor to the right,
title, and interest of the creditor. Such payment or payments shall reduce or extinguish the
unpaid indebtedness of the debtor to the extent of each such payment and any excess of insurance
shall be payable to the insured or the estate of the insured;



H.C.S.S.S. S.C.S. SB. 306 48

66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101

[(F)] (e) Notwithstanding the preceding provisions of this subdivision, insurance on
agricultural credit transaction commitments may be written up to the amount of the loan
commitment, and insurance on educational credit transaction commitments may be written up
to the amount of the loan commitment less the amount of any repayments made on the loan;

(3) A policy issued to alabor union or similar employee organization, which shall be
deemed to be the policyholder, to insure members of such union or organization for the benefit
of persons other than the union or organization or any of its officials, representatives, or agents,
subject to the following requirements:

(8 The members eligible for insurance under the policy shall be all of the members of
the union or organization, or all of any class or classes thereof;

(b) The premium for the policy shall be paid either from funds of the union or
organization or from funds contributed by the insured members specifically for their insurance,
or from both. Except as provided in paragraph (c) of this subdivision, apolicy on which no part
of the premium isto be derived from funds contributed by the insured members specifically for
their insurance must insure al eligible members, except those who reject such coverage in
writing;

[(c) Aninsurer may exclude or limit the coverage on any person as to whom evidence
of individual insurability is not satisfactory to the insurer in a policy insuring fewer than ten
members and in a policy insuring ten or more membersiif:

a. Application is not made within thirty-one days after the date of eligibility for
insurance; or

b. The person voluntarily terminated the insurance while continuing to be eligible for
insurance under the policy; or

c. After theexpiration of an open enrollment period during which the person could have
enrolled for the insurance or could have elected another level of benefits under the policy;]

(4) A policy issued to atrugt, or to the trustee of afund, established or adopted by two
or more employers, or by one or morelabor unions or similar employee organizations, or by one
or more employers and one or morelabor unions or similar employee organi zations, which trust
or trustee shall be deemed the policyholder, to insure employees of the employers or members
of the unions or organizations for the benefit of persons other than the employers or the unions
or organizations, subject to the following requirements:

() The personséigible for insurance shall be al of the employees of the employers or
all of the members of the unions or organizations, or all of any class or classes thereof. The
policy may provide that the term "employees" shall include the employees of one or more
subsidiary corporations, and the employees, individual proprietors, and partners of one or more
affiliated corporations, proprietorshipsor partnershipsif the businessof theempl oyer and of such
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affiliated corporations, proprietorshipsor partnershipsisunder common control. The policy may
provide that the term "employees’ shall include the individual proprietor or partners if the
employer is an individual proprietorship or partnership. The policy may provide that the term
"employees' shall include retired employees, former employees and directors of a corporate
employer. The policy may provide that the term "employees" shall include the trustees or their
employees, or both, if their duties are principally connected with such trusteeship;

(b) Thepremium for the policy shall be paid from funds contributed by the employer or
employers of the insured persons or by the union or unions or similar employee organizations,
or by both, or from funds contributed by the insured persons or from both the insured persons
and the employer or union or similar employee organization. Except as provided in paragraph
(c) of this subdivision, a policy on which no part of the premium is to be derived from funds
contributed by the insured persons specifically for their insurance, must insure all eligible
persons except those who reject such coverage in writing;

[(c) Aninsurer may exclude or limit the coverage on any person as to whom evidence
of individual insurability is not satisfactory to the insurer;]

(5) A policy issued to an association or to atrust or to the trustees of afund established,
created and maintained for the benefit of members of one or more associations. The association
or associations shall have at the outset aminimum of fifty members; shall have been organized
and maintained in good faith for purposes other than that of obtaining insurance; shall have been
inactive existencefor at least two years; shall have aconstitution and bylawswhich providethat
the association or associations shall hold regular meetings not less than annually to further the
purposes of the members; shall, except for credit unions, collect dues or solicit contributions
from members; and shall provide the members with voting privileges and representation on the
governing board and committees. The policy shall be subject to the following requirements:

(8 The policy may insure members of such association or associations, employees
thereof, or employees of members, or one or more of the preceding, or al of any classor classes
thereof for the benefit of persons other than the employee's employer;

(b) The premium for the policy shall be paid from funds contributed by the association
or associations or by employer members, or by both, or from funds contributed by the covered
persons or from both the covered persons and the association, associations, or employer
members,

(c) Except asprovided in paragraph (d) of this subdivision, apolicy on which no part of
the premiumisto be derived from funds contributed by the covered persons specifically for their
insurance must insure al eigible persons, except those who reject such coverage in writing;

(d) [Aninsurer may exclude or limit the coverage on any person as to whom evidence
of individual insurability is not satisfactory to the insurer;
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(e)] If the health benefit plan, as defined in section 376.1350, is delivered, issued for
delivery, continued or renewed, is providing coverage to any resident of this state, and is
providing coverage to both small employers as defined in subsection 2 of section 379.930,
RSMo, and large employers, the insurer providing the coverage to the association or trust or
trustees of afund established, created, and maintained for the benefit of membersof one or more
associations may be exempt from subdivision (1) of subsection 1 of section 379.936, RSMo, as
it relates to the association plans established under this section. The director shall find that an
exemption would bein the public interest and approved and that additional classes of business
may be approved under subsection 4 of section 379.934, RSMo, if the director determines that
the health benefit plan:

a. Isunderwritten and rated as a single employer;

b. Has a uniform health benefit plan design option or options for al participating
association members or employers,

c. Hasguaranteeissueto all association membersand al eligible employees, asdefined
in subsection 2 of section 379.930, RSMo, of any participating association member company;
and

d. Complieswith all other federal and state insurance requirements, including but not
limited to the small employer health insurance and availability act under sections 379.930 to
379.952, RSMo;

(6) A policy issuedto acredit union or to atrustee or trustees or agent designated by two
or more credit unions, which credit union, trustee, trustees or agent shall be deemed the
policyholder, to insure members of such credit union or credit unionsfor the benefit of persons
other than the credit union or credit unions, trustee or trustees, or agent or any of their officials,
subject to the following requirements:

(& Themembers eligible for insurance shall be al of the members of the credit union
or credit unions, or al of any class or classes thereof;

(b) Thepremium for the policy shall be paid by the policyholder from the credit union's
funds and, except as provided in paragraph (c) of this subdivision, must insure al eligible
members,

[(c) Aninsurer may exclude or limit the coverage on any member asto whom evidence
of individual insurability is not satisfactory to the insurer;]

(7) A policy issued to cover personsinagroup wherethat groupisspecifically described
by alaw of this state as one which may be covered for group life insurance. The provisions of
such law relating to eligibility and evidence of insurability shall apply.
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2. Group health insurance offered to a resident of this state under a group health
insurance policy issued to a group other than one described in subsection 1 of this section shall
be subject to the following requirements:

(2) No such group health insurance policy shall be delivered in this state unless the
director finds that:

(&) Theissuance of such group policy is not contrary to the best interest of the public;

(b) The issuance of the group policy would result in economies of acquisition or
administration; and

(c) The benefits are reasonable in relation to the premiums charged;

(2) No such group health insurance coverage may be offered in this state by an insurer
under a policy issued in another state unless this state or another state having requirements
substantially similar to those contained in subdivision (1) of this subsection has made a
determination that such requirements have been met;

(3) The premium for the policy shall be paid either from the policyholder's funds, or
from funds contributed by the covered persons, or from both[;

(4) Aninsurer may exclude or limit the coverage on any person asto whom evidence of
individual insurability is not satisfactory to the insurer].

3. Asusedinthissection, insurer shall have the same meaning asthe definition of health
carrier under section 376.1350, and "class' means a predefined group of persons eligible for
coverage under a group insurance policy where members of a class represent the same or
essentially the same hazard; except that, an insurer may offer a policy to an employer that
charges a reduced premium rate or deductible for employees who do not smoke or use tobacco
products as authorized under section 290.145, RSMo, and such insurer shall not be considered
to beinviolation of any unfair trade practice, asdefined in section 379.936, RSMo, evenif only
some employers elect to purchase such a policy and other employers do not. In offering a
policy that chargesareduced premium rateor deductiblefor employeeswhodo not smoke
or use tobacco products, insurers shall comply with the nondiscrimination provisions of
thefederal Health InsurancePortability and Accountability Act, P.L. 104-191, and federal
regulations promulgated thereunder.

376.424. Except for a policy issued under subdivision (2) of subsection 1 of section
376.421, agroup health insurance policy may be extended to insure the employees and members
with respect to their family membersor dependents, or any classor classesthereof, subject to the
[following:

(1) The] premium for the insurance shall be paid either from funds contributed by the
employer, union, association or other person to whom the policy has been issued or from funds
contributed by the covered persons, or from both. [Except as provided in subdivision (2) of this
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section,] A policy on which no part of the premium for the family members or dependents
coverageisto be derived from funds contributed by the covered persons must insure all eligible
employees or members with respect to their family members or dependents, or any class or
classes thereof][;

(2) Aninsurer may exclude or limit the coverage on any family member or dependent
as to whom evidence of individua insurability is not satisfactory to the insurer, subject to
sections 376.406 and 376.776 in a policy insuring fewer than ten employees or membersand in
apolicy insuring ten or more employees or membersiif:

a. Application is not made within thirty-one days after the date of eligibility for
insurance; or

b. The employee or member voluntarily terminated the insurance of the family member
or dependent while such family member or dependent continues to be éligible for insurance
under the policy; or

c. After the expiration of an open enrollment period during which the family member
or dependent could have been enrolled for theinsurance or could have been enrolled for another
level of benefits under the policy].

376.426. No policy of group health insurance shall be delivered in this state unless it
containsin substancethefollowing provisions, or provisionswhich inthe opinion of thedirector
of insurance, financial institutionsand professional registration aremorefavorableto thepersons
insured or at least as favorable to the persons insured and more favorable to the policyholder;
exceptthat: provisionsinsubdivisions(5), (7), (12), (15), and (16) of thissection shall not apply
to policiesinsuring debtors; standard provisionsrequired for individual healthinsurancepolicies
shall not apply to group health insurance policies; and if any provision of thissectionisinwhole
or in part inapplicable to or inconsistent with the coverage provided by a particular form of
policy, theinsurer, with theapproval of thedirector, shall omit from such policy any inapplicable
provision or part of a provision, and shall modify any inconsistent provision or part of the
provision in such manner asto make the provision as contained in the policy consistent with the
coverage provided by the policy:

(2) A provision that the policyholder is entitled to a grace period of thirty-one days for
the payment of any premium due except the first, during which grace period the policy shall
continue in force, unless the policyholder shall have given the insurer written notice of
discontinuance in advance of the date of discontinuance and in accordance with theterms of the
policy. The policy may provide that the policyholder shall be liable to the insurer for the
payment of a pro rata premium for the time the policy was in force during such grace period;

(2) A provision that the validity of the policy shall not be contested, except for
nonpayment of premiums, after it has been in force for two yearsfrom its date of issue, and that
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no statement made by any person covered under the policy relating to insurability shall be used
in contesting the validity of the insurance with respect to which such statement was made after
such insurance has been in force prior to the contest for a period of two years during such
person's lifetime nor unlessit is contained in awritten instrument signed by the person making
such statement; except that, no such provision shall precludetheassertion at any timeof defenses
based upon the person'sineligibility for coverage under the policy or upon other provisionsin
the policy;

(3) A provision that a copy of the application, if any, of the policyholder shall be
attached to the policy whenissued, that al statements made by the policyholder or by the persons
insured shall be deemed representations and not warranties and that no statement made by any
person insured shall be used in any contest unless a copy of the instrument containing the
statement is or has been furnished to such person or, in the event of the death or incapacity of
the insured person, to the individual's beneficiary or personal representative;

(4) A provision setting forth the conditions, if any, under which theinsurer reservesthe
right to require a person eligible for insurance to furnish evidence of individual insurability
satisfactory to the insurer as a condition to part or all of the individual's coverage;

(5) A provision specifying the additional exclusions or limitations, if any, applicable
under the policy with respect to a disease or physical condition of a person, not otherwise
excluded from the person's coverage by name or specific description effective on the date of the
person's|oss, which existed prior to the effective date of the person's coverage under the policy.
Any such exclusion or limitation may only apply to a disease or physical condition for which
medical advice or treatment was recommended or received by the person during the [twelve]
six months prior to the [effective] enrollment date of the person's coverage. 1n no event shall
such exclusion or limitation apply to lossincurred or disability commencing after the earlier of:

(& The end of a continuous period of twelve months commencing on or after the
[effective] enrollment date of the person's coverage during all of which the person hasreceived
no medical advice or treatment in connection with such disease or physical condition; or

(b) The end of the [two-year] eighteen-month period commencing on the [effective]
enrollment date of the person's coverage in the case of a late enrolleg;

(6) If the premiums or benefits vary by age, there shall be a provision specifying an
equitable adjustment of premiums or of benefits, or both, to be made in the event the age of the
covered person has been misstated, such provision to contain aclear statement of the method of
adjustment to be used,;

(7) A provision that the insurer shall issue to the policyholder, for delivery to each
person insured, a certificate setting forth astatement asto the insurance protection to which that
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person is entitled, to whom the insurance benefits are payable, and a statement as to any family
member's or dependent's coverage;

(8) A provision that written notice of claim must be given to the insurer within twenty
days after the occurrence or commencement of any loss covered by the policy. Failureto give
notice within such time shall not invalidate nor reduce any claimif it shall be shown not to have
been reasonably possibleto give such notice and that notice was given as soon aswas reasonably
possible;

(9) A provision that the insurer shall furnish to the person making claim, or to the
policyholder for delivery to such person, such formsasareusually furnished by it for filing proof
of loss. If such forms are not furnished before the expiration of fifteen days after the insurer
receives notice of any claim under the policy, the person making such claim shall be deemed to
have complied with the requirements of the policy asto proof of loss upon submitting, within
the time fixed in the policy for filing proof of loss, written proof covering the occurrence,
character, and extent of the loss for which claim is made;

(10) A provisionthat inthe case of claim for loss of time for disability, written proof of
such loss must be furnished to the insurer within ninety days after the commencement of the
period for which the insurer is liable, and that subsequent written proofs of the continuance of
such disability must be furnished to the insurer at such intervals as the insurer may reasonably
require, and that in the case of claim for any other loss, written proof of such loss must be
furnished to the insurer within ninety days after the date of such loss. Failure to furnish such
proof within such time shall not invalidate nor reduce any claimif it was not reasonably possible
to furnish such proof within such time, provided such proof is furnished as soon as reasonably
possible and in no event, except in the absence of legal capacity of the claimant, later than one
year from the time proof is otherwise required;

(11) A provisionthat all benefits payable under the policy other than benefitsfor loss of
time shall be payable not more than thirty days after receipt of proof and that, subject to due
proof of loss, all accrued benefits payable under the policy for loss of time shall be paid not less
frequently than monthly during the continuance of the period for which theinsurer isliable, and
that any balance remaining unpaid at the termination of such period shall be paid as soon as
possible after receipt of such proof;

(12) A provision that benefits for accidental loss of life of a person insured shall be
payabl e to the beneficiary designated by the person insured or, if the policy contains conditions
pertaining to family status, the beneficiary may be the family member specified by the policy
terms. In either case, payment of these benefitsis subject to the provisions of the policy in the
event no such designated or specified beneficiary isliving at the death of the personinsured. All
other benefits of the policy shall be payable to the person insured. The policy may also provide
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that if any benefit is payableto the estate of aperson, or to a person who isaminor or otherwise
not competent to give a valid release, the insurer may pay such benefit, up to an amount not
exceeding two thousand dollars, to any relative by blood or connection by marriage of such
person who is deemed by the insurer to be equitably entitled thereto;

(13) A provisionthat theinsurer shall havetheright and opportunity, at theinsurer'sown
expense, to examine the person of theindividual for whom claim is made when and so often as
it may reasonably require during the pendency of the claim under the policy and also the right
and opportunity, at theinsurer's own expense, to make an autopsy in case of death whereit isnot
prohibited by law;

(14) A provision that no action at law or in equity shall be brought to recover on the
policy prior to the expiration of sixty days after proof of loss has been filed in accordance with
the requirements of the policy and that no such action shall be brought at al unless brought
within three years from the expiration of the time within which proof of lossis required by the
policy;

(15) A provision specifying the conditions under which the policy may be terminated.
Such provision shall state that except for nonpayment of the required premium or the failure to
meet continued underwriting standards, theinsurer may not terminatethe policy prior to thefirst
anniversary date of the effective date of the policy as specified therein, and a notice of any
intention to terminate the policy by the insurer must be given to the policyholder at least
thirty-onedaysprior to the effective date of thetermination. Any termination by theinsurer shall
be without prejudice to any expenses originating prior to the effective date of termination. An
expense will be considered incurred on the date the medical care or supply is received,

(16) A provision stating that if a policy provides that coverage of a dependent child
terminates upon attainment of the limiting age for dependent children specified in the policy,
such policy, so long asit remainsin force, shall be deemed to provide that attainment of such
limiting age does not operate to terminate the hospital and medical coverage of such child while
the child is and continues to be both incapable of self-sustaining employment by reason of
mental or physical handicap and chiefly dependent upon the certificate holder for support and
maintenance. Proof of such incapacity and dependency must be furnished to the insurer by the
certificate holder [at | east] within thirty-one days after the child's attainment of thelimiting age.
The insurer may require at reasonable intervals during the two years following the child's
attainment of the limiting age subsequent proof of the child'sincapacity and dependency. After
such two-year period, the insurer may require subsequent proof not more than once each year.
This subdivision shall apply only to policies delivered or issued for delivery in this state on or
after one hundred twenty days after September 28, 1985;



H.C.S.S.S. S.C.S. SB. 306 56

127
128
129
130
131
132
133
134
135
136
137
138
139
140

© 0o ~NO O~ WNDN

NNNE R RERRRRR R R
NP, O®©O©Oow-~NOoOubhwiNIERO

(17) A provision stating that if a policy provides that coverage of a dependent child
terminates upon attainment of the limiting age for dependent children specified in the policy,
such policy, solongasit remainsinforce, until the dependent child attainsthelimiting age, shall
remain in force at the option of the certificate holder. Eligibility for continued coverage shall
be established where the dependent child is:

(& Unmarried and no more than [that] twenty-five years of age; and

(b) A resident of this state; and

(c) Not provided coverage as a named subscriber, insured, enrollee, or covered person
under any group or individual health benefit plan, or entitled to benefitsunder Title X V111 of the
Socia Security Act, P.L. 89-97, 42 U.S.C. Section 1395, et seq.;

(18) Inthe case of apolicy insuring debtors, aprovision that the insurer shall furnish to
the policyholder for delivery to each debtor insured under the policy a certificate of insurance
describing the coverage and specifying that the benefits payable shall first be applied to reduce
or extinguish the indebtedness.

376.428. 1. A group policy delivered or issued for delivery in this state [on or after one
hundred twenty days following September 28, 1985, by an insurance company, health service
corporation or health maintenance organization] by ahealth carrier or health benefit plan, as
defined in section 376.1350, whichinsuresemployeesor membersand their €ligible dependents
for hospital, surgical or major medical insurance on an expense-incurred or service basis, other
thanfor specificdiseasesor for accidental injuriesonly, shall providethat empl oyeesor members
whose coverage under the group policy, which includes coverage for their eligible dependents,
would otherwise terminate because of termination of employment or membership shall be
entitled to continue their hospital, surgical or major medical coverage, including coverage for
their eligible dependents, under that group policy [subject to thefollowing termsand conditions:

(1) Continuation shall only be available to an employee or member who has been
continuously insured under the group policy, and for similar benefits under any group policy
which it replaced, during the entire three-month period ending with such termination. If
employment is reinstated during the continuation period, then coverage under the group policy
will be reinstated for the employee and any dependents who were covered under continuation;

(2) Continuation shall not be available for any person covered under the group policy
who isor could be covered by Medicare, nor any person whoisor could be covered by any other
insured or uninsured arrangement which provides hospital, surgical or mgjor medical coverage
for individualsin agroup and under which the person was not covered immediately prior to such
termination;

(3) Continuation need not include dental, vision careor prescription drug benefitsor any
other benefits provided under the group policy in addition to its hospital, surgical or major
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medical benefits, but continuation must include maternity benefitsif those benefitsare provided
under the group policy;

(4) Theemployee or member must request such continuationinwriting within thirty-one
days of the date coverage would otherwise terminate and must pay to the group policyholder, on
amonthly basis, the amount of contribution required to continue the coverage. Such premium
contribution shall not be more than the group rate of the insurance being continued on the due
date of each payment; but, if any benefits are omitted as provided by subdivision (3) of this
subsection, such premium contribution shall be reduced accordingly. The employee's or
member'swritten request for continuation, together with thefirst required premium contribution,
must be given to the group policyholder within thirty-one days of the date the coverage would
otherwise terminate. Employers must notify their employees and members, in writing, of the
duties of such employees and members under this subdivision no later than the date on which
coverage would otherwise terminate;

(5) Continuation of coverage under the group policy for any covered person shall
terminate upon failure to satisfy subdivision (2) of this subsection or, if earlier, at the first to
occur of the following:

(a8 The date nine months after the date the employee's or member's coverage under the
group would have terminated because of termination of employment or membership;

(b) If the employee or member fails to make timely payment of a required premium
contribution, the end of the period for which contributions were made;

(c) Thedate on which the group policy isterminated or, in the case of an employeg, the
date the employer terminates participation under a group policy. However, if this condition
applies and the coverage ceasing by reason of termination isreplaced by similar coverage under
another group policy, then:

a The employee or member shall have the right to become covered under that other
group policy for the balance of the period that he would have remained covered under the prior
group policy in accordance with the conditions of this section;

b. The minimum level of benefits to be provided by the other group policy shall be the
applicablelevel of benefits of the prior group policy reduced by any benefits payable under that
prior policy; and

c. The prior group policy shall continue to provide benefits to the extent of its accrued
liabilitiesand extensions of benefitsasif thereplacement had not occurred] in the samemanner
ascontinuation of coverageisrequired under the continuation of coverage provisions set
forth in the federal Consolidated Omnibus Budget Reconciliation Act (COBRA), as
amended.
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2. The spouse of an employee or member whose coverage under the group policy would
otherwise terminate due to dissolution of marriage or death of the employee or member shall
have the same continuation privilege accorded under sections 376.421 to 376.442, 376.694 to
376.696, and 376.779 to the employee or member upon termination of employment or
membership.

3. The right to a converted policy pursuant to sections 376.395 to 376.404 for an
employee or member entitled to continuation of coverage under sections 376.421 to 376.442,
376.694 to 376.696, and 376.779 shall commence upon termination of the continued coverage
provided for in sections 376.421 to 376.442, 376.694 to 376.696, and 376.779.

4. Thissection shall only apply to those persons who are not subject to the continuation
and conversion provisions set forth in Title I, Subtitle B, Part 6 of the Employment Retirement
Income Security Act of 1974 or Title XXII of the Public Health Service Act, as said acts were
in effect on January 1, 1987.

376.437. 1. Any group policy, contract, or health benefit plan which is issued,
delivered, issued for delivery, or renewed in this state on or after January 1, 2010,
providing coveragefor hospital or medical expensesother than for specific diseasesor for
accidental injuriesonly, shall contain aprovision that agroup member or employeewhose
insurance coverage under thepolicy or health benefit plan otherwiseterminates after the
expiration of the period of continuation of coverage for which the individual is eligible
under thefederal Consolidated OmnibusBudget Reconciliation Act of 1985 (COBRA), or
section 376.428 shall be entitled to continue coverage under that group policy or health
benefit plan for himself or herself and his or her eligible dependents if the member or
employee was fifty-five years of age or older at the time of the expiration of coverage
provided by the federal Consolidated Omnibus Budget Reconciliation Act or section
376.428.

2. Intheevent and to the extent that this section is applicable, the election by the
group member or employee to obtain continuation of coverage as provided under the
federal Consolidated OmnibusBudget Reconciliation Act of 1985 (COBRA) or under the
provisionsof section 376.428 shall constituteel ection of continuation of coverageunder this
section without further action by the group member or employee. The provisions of the
federal Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) or of section
376.428, whichever isapplicable, regarding notice to a group member or an employee of
theright to continue coverage shall apply to the continuation of coverage provided under
this section.

3. If an eligible group member or employee elects continuation of coverage under
the provisions of this section, the monthly premium contribution for the continuation



H.C.S.S.S. S.C.S. SB. 306 59

24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41

42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57

58
59

cover age shall not begreater than onehundred two per cent of thetotal of theamount that
would becharged if theeligiblegroup member or employeewereacurrent group member
or employee of the group contract, policy, or health benefit plan plusan amount that the
group policyholder would contributetoward thepremium if theeligible group member or
employee were a current group member or employee.

4. Thefirst premium for the continuation of coverage under this section shall be
paid by theeligible group member or employeeon thefirst regular duedatefollowing the
expiration of theeligibleper son'sbenefitsunder thefederal Consolidated OmnibusBudget
Reconciliation Act of 1985 (COBRA) or under the provisions of section 376.428.

5. Failure of the employee or member to exer cise the election in accordance with
subsection 2 of this section shall terminate the right to continuation of benefits under
subsection 1 of this section.

6. Theright to extended continuation cover age under the provisionsof thissection
shall terminate upon the earliest of any of the following:

(1) Thefailuretopay premiumsor required premium contributions, if applicable,
when due, including any grace period allowed by the policy;

(2) Thedatethat the group policy or plan isterminated asto all group members
or employees except that if a different group policy or plan is made available to group
members, the eligible group member or employee shall be €eligible for continuation of
coverage asif theoriginal policy had not been terminated,

(3) Thedateon which theeligiblemember or employeebecomesinsured under any
other group health palicy;

(4) The date on which the eigible member or employee becomes eligible for
cover ageunder thefederal MedicareProgram pursuantto TitleXVII1 of thefederal Social
Security Act;

(5) The date on which the member or employee attains his or her sixty-fifth
birthday.

7. Asused in thissection, theterm " policy, contract, or plan” shall mean a group
insurance policy or health benefit plan providing group health insurance coverageon an
expenseincurred basis, or agroup serviceor indemnity contract issued by ahealth carrier
asdefined in section 376.1350.

8. Thedirector shall promulgate such rules and regulations as may be necessary
to implement the provisions of this section. Any ruleor portion of arule, asthat termis
defined in section 536.010, RSMo, that is created under the authority delegated in this
section shall become effective only if it complieswith and issubject to all of the provisions
of chapter 536, RSMo, and, if applicable, section 536.028, RSMo. Thissection and chapter
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536, RSM o, are nonseverable and if any of the power s vested with the general assembly
pursuant to chapter 536, RSM o, toreview, to delay theeffectivedate, or to disapproveand
annul a rule are subsequently held unconstitutional, then the grant of rulemaking
authority and any rule proposed or adopted after August 28, 2009, shall be invalid and
void.

376.439. All group policiesdelivered, issued for delivery, or renewed in this state
on or after January 1, 2010, that provide continuation coverageto individuals and their
eligible dependents pur suant to section 376.428, shall havetheir continuation of cover age
experience pooled acrossall fully insured group businessin Missouri. Therating system
or methodology in which the premium for all persons covered under a continuation of
coverage provision shall be based on the experience of all persons covered by a
continuation of coverage provision with any cost of the pool experience spread over all
fully insured premiumsin Missouri on an equal per centagebasis. Thehealth benefit plan
under which continuation coverageis provided under section 376.428 shall not have the
plan's premium directly affected by those within the group plan who are exercising their
continuation rightsunder section 376.428.

376.443. In addition to the group policy under which an employee or group
member may continue coverage under the federal Consolidated Omnibus Budget
Reconciliation Act (COBRA) or section 376.428, thehealth carrier shall offer theemployee,
group member, or any qualifying eligibleindividual theoption of continuation of cover age
through a high deductible health plan, or itsactuarial equivalent, that is eligible for use
with ahealth savingsaccount under theapplicableprovisionsof Section 223 of thelnternal
Revenue Code. Such high deductible health plan shall have health insurance premiums
that are consistent with the underlying group plan of coverage rated relative to the
standard or manual rates for the benefits provided. As used in this section, a " high
deductible health plan" shall mean a health savings account eligible plan that meetsthe
criteria established in 26 U.S.C. Section 223(c)(2), as amended, and any regulations
promulgated thereunder.

376.450. 1. Sections 376.450 to 376.454 shall be known and may be cited as the
"Missouri Health Insurance Portability and Accountability Act". Notwithstanding any other
provision of law to the contrary, health insurance coverage offered in connection with the small
group market, thelarge group market and theindividual market shall comply with the provisions
of sections 376.450 to 376.453 and, in the case of the small group market, the provisions of
sections 379.930 to 379.952, RSMo. As used in sections 376.450 to 376.453, the following
terms mean:
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(1) "Affiliation period”, a period which, under the terms of the coverage offered by a
health maintenance organization, must expire before the coverage becomes effective. The
organization is not required to provide health care services or benefits during such period and
no premium shall be charged to the participant or beneficiary for any coverage during the period;

(2) "Beneficiary”, the same meaning given such term under Section 3(8) of the Employee
Retirement Income Security Act of 1974 and Public Law 104-191;

(3) "Bonafide association”, an association which:

(a) Hasbeen actively in existence for at least five years;

(b) Has been formed and maintained in good faith for purposes other than obtaining
insurance;

(c) Doesnot condition membership in the association on any health status-rel ated factor
relating to an individual (including an employee of an employer or adependent of an employee);

(d) Makes health insurance coverage offered through the association available to all
members regardless of any health status-related factor relating to such members (or individuals
eigible for coverage through a member); and

(e) Does not make health insurance coverage offered through the association available
other than in connection with a member of the association; and

(f) Meets al other requirements for an association set forth in subdivision (5) of
subsection 1 of section 376.421 that are not inconsistent with this subdivision;

(4) "COBRA continuation provision":

(a) Section 4980B of the Internal Revenue Code (26 U.S.C. 4980B), as amended, other
than subsection (f)(1) of such section asit relates to pediatric vaccines,

(b) Titlel, SubtitleB, Part 6, excluding Section 609, of the Empl oyee Retirement Income
Security Act of 1974; or

(c) Title XXII of the Public Health Service Act, 42 U.S.C. 300dd, et seq.;

(5) "Creditable coverage”, with respect to an individual:

(&) Coverage of theindividual under any of the following:

a. A group health plan;

b. Health insurance coverage;

c. Part A or Part B of Title XVIII of the Social Security Act;

d. TitleX1X of the Socia Security Act, other than coverage consisting solely of benefits
under Section 1928 of such act;

e. Chapter 55 of Title 10, United States Code;

f. A medical care program of the Indian Health Service or of atribal organization;

0. A state health benefitsrisk pool;

h. A health plan offered under Title 5, Chapter 89, of the United States Code;
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i. A public health plan as defined in federal regulations authorized by Section
2701(c)(2)(1) of the Public Health Services Act, as amended by Public Law 104-191;

j- A health benefit plan under Section 5(e) of the Peace Corps Act (22 U.S.C. 2504(3));

k. Title XXI of the Social Security Act (SCHIP);

(b) Creditablecoveragedoesnot include coverage consisting solely of excepted benefits;

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

(7) "Director”, thedirector of theMissouri department of insurance, financial institutions
and professional registration;

(8) "Enrollment date", with respect to an individual covered under agroup health plan
or health insurance coverage, the date of enrollment of theindividual inthe plan or coverageor,
if earlier, thefirst day of the waiting period for such enrollment;

(9) "Excepted benefits':

(@ Coverage only for accident (including accidental death and dismemberment)
insurance;

(b) Coverage only for disability income insurance;

(c) Coverage issued as a supplement to liability insurance;

(d) Liability insurance, including general liability insurance and automobile liability
insurance;

(e) Workers compensation or similar insurance;

(f) Automobile medical payment insurance;

(g) Credit-only insurance;

(h) Coverage for on-site medical clinics;

(i) Other similar insurance coverage, as approved by the director, under which benefits
for medical care are secondary or incidental to other insurance benefits;

() If provided under a separate policy, certificate or contract of insurance, any of the
following:

a Limited scope dental or vision benefits;

b. Benefitsfor long-term care, nursing home care, home health care, community-based
care, or any combination thereof;

c. Other similar limited benefits as specified by the director;

(k) If provided under a separate policy, certificate or contract of insurance, any of the
following:

a. Coverage only for a specified disease or illness,

b. Hospital indemnity or other fixed indemnity insurance;
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() If offered as a separate policy, certificate, or contract of insurance, any of the
following:

a. Medicare supplemental coverage (as defined under 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;

c. Similar supplemental coverage provided to coverage under a group health plan;

(10) "Group healthinsurance coverage”, health insurance coverage offered in connection
with agroup health plan;

(11) "Group hedlth plan”, an employee welfare benefit plan as defined in Section 3(1)
of the Employee Retirement Income Security Act of 1974 and Public Law 104-191 to the extent
that the plan provides medical care, as defined in this section, and including any item or service
paid for asmedical careto an employee or the employee's dependent, as defined under theterms
of the plan, directly or through insurance, reimbursement or otherwise, but not including
excepted benefits;

(12) "Hedthinsurancecoverage', or "health benefit plan” asdefined in section 376.1350
and benefits consisting of medical care, including items and services paid for as medical care,
that are provided directly, through insurance, reimbursement, or otherwise under a policy,
certificate, membership contract, or health services agreement offered by a health insurance
issuer, but not including excepted benefits;

(13) "Hedth insurance issuer”, "issuer”, or "insurer", an insurance company, heath
services corporation, fraternal benefit society, health maintenance organization, multiple
employer welfare arrangement specifically authorized to operate in the state of Missouri, or any
other entity providing a plan of health insurance or health benefits subject to state insurance
regulation;

(14) "Individua health insurance coverage”', heath insurance coverage offered to
individuals in the individual market, not including excepted benefits or short-term limited
duration insurance;

(15) "Individual market", themarket for health insurance coverage offered toindividuals
other than in connection with a group health plan;

(16) "Largeemployer”, in connection with agroup health plan, with respect to acalendar
year and a plan year, an employer who employed an average of at |east fifty-one employees on
business days during the preceding calendar year and who employs at least two employees on
thefirst day of the plan year;
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(17) "Largegroup market", the health insurance market under which individuals obtain
health insurance coverage directly or through any arrangement on behalf of themselvesand their
dependents through a group health plan maintained by a large employer;

(18) "Lateenrollee", aparticipant who enrolls in agroup health plan other than during
thefirst periodinwhichtheindividual iseligibleto enroll under the plan, or aspecial enrollment
period under subsection 6 of this section;

(19) "Medical care", amounts paid for:

(&) Thediagnosis, cure, mitigation, treatment, or prevention of disease or amounts paid
for the purpose of affecting any structure or function of the body;

(b) Transportation primarily for and essential to medical care referred to in paragraph
(a) of thissubdivision; or

(c) Insurance covering medica care referred to in paragraphs (a) and (b) of this
subdivision;

(20) "Network plan”, health insurance coverage offered by a health insurance issuer
under which the financing and delivery of medical care, including items and services paid for as
medical care, are provided, in whole or in part, through adefined set of providers under contract
with the issuer;

(21) "Participant”, the same meaning given such term under Section 3(7) of the
Employer Retirement Income Security Act of 1974 and Public Law 104-191,

(22) "Plan sponsor", the same meaning given such term under Section 3(16)(B) of the
Employee Retirement Income Security Act of 1974;

(23) "Preexisting condition exclusion”, with respect to coverage, a limitation or
exclusion of benefits relating to a condition based on the fact that the condition was present
before the date of enrollment for such coverage, whether or not any medical advice, diagnosis,
care, or treatment was recommended or received before such date. Geneticinformation shall not
betreated as apreexisting condition in the absence of adiagnosisof the condition related to such
information;

(24) "Public Law 104-191", thefederal Health Insurance Portability and Accountability
Act of 1996;

(25) "Small group market", the health insurance market under which individuals obtain
health insurance coverage directly or through an arrangement, on behalf of themselvesand their
dependents, through a group health plan maintained by a small employer as defined in section
379.930, RSMo;

(26) "Waiting period", [with respect to a group health plan and an individual who isa
potential participant or beneficiary inagroup health plan,] the period that must pass[with respect
to theindividual beforetheindividual is] befor e coveragefor an employeeor dependent who
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isotherwise éligible to [be covered for benefits] enroll under the terms of [the] a group health
plan can becomeeffective. If an employeeor dependent enrollsasalateenrolleeor special
enrollee, any period before such late or special enrollment isnot a waiting period. If an
individual seekscoveragein theindividual market, awaiting period beginson thedatethe
individual submits a substantially complete application for coverage and ends on:

(a) If theapplication resultsin coverage, the date coverage begins;

(b) If theapplication doesnot result in coverage, the date on which theapplication
isdenied by theissuer or the date on which the offer of coverage lapses.

2. A health insuranceissuer offering group health insurance coverage may, with respect
to a participant or beneficiary, impose a preexisting condition exclusion only if:

(1) Such exclusion relatesto acondition, whether physical or mental, regardless of the
cause of the condition, for which medical advice, diagnosis, care, or treatment wasrecommended
or received within the six-month period ending on the enroliment date;

(2) Such exclusion extends for a period of not more than twelve months, or eighteen
months in the case of alate enrollee, after the enrollment date; and

(3) The period of any such preexisting condition exclusion is reduced by the aggregate
of the periods of creditable coverage, if any, applicable to the participant as of the enrollment
date.

3. For the purposes of applying subdivision (3) of subsection 2 of this section:

(1) A period of creditable coverage shall not be counted, with respect to enrollment of
an individual under group health insurance coverage, if, after such period and before the
enrollment date, there was a sixty-three day period during all of which the individual was not
covered under any creditable coverage;

(2) Any period of timethat anindividual isinawaiting period for coverage under group
health insurance coverage, or is in an affiliation period, shall not be taken into account in
determining whether a sixty-three day break under subdivision (1) of this subsection has
occurred;

(3) Except as provided in subdivision (4) of this subsection, a health insurance issuer
offering group health insurance coverage shall count a period of creditable coverage without
regard to the specific benefits included in the coverage;

(4) (&) A healthinsuranceissuer offering group health insurance coverage may elect to
apply the provisions of subdivision (3) of subsection 2 of this section based on coverage within
any category of benefits within each of several classes or categories of benefits specified in
regulationsimplementing Public Law 104-191, rather than as provided under subdivision (3) of
this subsection. Such election shall be made on a uniform basis for all participants and
beneficiaries. Under such election a health insurance issuer shall count a period of creditable
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coverage with respect to any class or category of benefits if any level of benefits is covered
within the class or category.

(b) In the case of an election with respect to health insurance coverage offered by a
health insurance issuer in the small or large group market under this subdivision, the health
insurance issuer shall prominently state in any disclosure statements concerning the coverage,
and prominently state to each employer at the time of the offer or sale of the coverage, that the
issuer has made such election, and include in such statements a description of the effect of this
election;

(5) Periods of creditable coverage with respect to an individual may be established
through presentation of certifications and other means as specified in Public Law 104-191 and
regul ations pursuant thereto.

4. A healthinsuranceissuer offering group health insurance coverage shall not apply any
preexisting condition exclusion in the following circumstances:

(1) Subjecttosubdivision (4) of thissubsection, ahealth insuranceissuer offering group
health insurance coverage shall not impose any preexisting condition exclusion in the case of an
individual who, as of the last day of the thirty-one-day period beginning with the date of birth,
is covered under creditable coverage;

(2) Subject to subdivision (4) of thissubsection, ahealth insuranceissuer offering group
health insurance coverage shall not impose any preexisting condition exclusion in the case of a
child who is adopted or placed for adoption before attaining eighteen years of age and who, as
of the last day of the thirty-day period beginning on the date of the adoption or placement for
adoption, is covered under creditable coverage. The previous sentence shall not apply to
coverage before the date of such adoption or placement for adoption;

(3) A healthinsuranceissuer offering group health insurance coverage shall not impose
any preexisting condition exclusion relating to pregnancy as a preexisting condition;

(4) Subdivisions(1) and (2) of thissubsection shall nolonger apply to anindividual after
the end of the first sixty-three-day period during all of which the individual was not covered
under any creditable coverage.

5. A hedlth insurance issuer offering group health insurance coverage shall provide a
certification of creditable coverage asrequired by Public Law 104-191 and regul ations pursuant
thereto.

6. A hedthinsuranceissuer offering group health insurance coverage shall provide for
specia enrollment periods in the following circumstances:

(1) A healthinsuranceissuer offering group health insurancein connection with agroup
health plan shall permit an employee or a dependent of an employee who is eligible but not
enrolled for coverage under the terms of the plan to enroll for coverage if:
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(& The employee or dependent was covered under a group health plan or had health
insurance coverage at the time that coverage was previously offered to the employee or
dependent;

(b) The employee stated in writing at the time that coverage under a group health plan
or health insurance coverage wasthe reason for declining enrollment, but only if the plan sponsor
or health insurance issuer required the statement at the time and provided the employee with
notice of the requirement and the consequences of the requirement at the time;

(c) Theemployee'sor dependent's coveragedescribedin paragraph (@) of thissubdivision
was.

a. Under a COBRA continuation provision and was exhausted; or

b. Not under aCOBRA continuation provision and was terminated as aresult of loss of
eligibility for the coverage or because employer contributions toward the cost of coverage were
terminated; and

(d) Under the terms of the group health plan, the employee requests the enrollment not
later than thirty days after the date of exhaustion of coverage described in subparagraph a. of
paragraph (c) of thissubdivision or termination of coverage or employer contributions described
in subparagraph b. of paragraph (c) of this subdivision;

(2) (@ A group health plan shall provide for a dependent specia enrollment period
described in paragraph (b) of this subdivision during which an employee who iseligible but not
enrolled and adependent may be enrolled under the group health plan and, inthe case of thebirth
or adoption or placement for adoption of achild, the spouse of the employee may be enrolled
as a dependent if the spouse is otherwise eligible for coverage.

(b) A dependent special enrollment period under this subdivision isaperiod of not less
than thirty days that begins on the date of the marriage or adoption or placement for adoption,
or the period provided for enrollment in section 376.406 in the case of abirth;

(3) The coverage becomes effective:

(@) Inthe case of marriage, not later than the first day of the first month beginning after
the date on which the completed request for enrollment is received;

(b) Inthe case of adependent's birth, as of the date of birth; or

(c) In the case of a dependent's adoption or placement for adoption, the date of the
adoption or placement for adoption.

7. In the case of group health insurance coverage offered by a health maintenance
organization, the plan may providefor an affiliation period with respect to coverage through the
organization only if:

(1) No preexisting condition exclusion isimposed with respect to coverage through the
organization;
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(2) The period is applied uniformly without regard to any health status-related factors;

(3) Such period does not exceed two months, or three months in the case of a late
enrollee;

(4) Such period begins on the enrollment date; and

(5) Such period runs concurrently with any waiting period.

376.453. 1. Anemployer that provides health insurance coverage for which any portion
of the premium is payable by the [employer] employee shall not provide such coverage unless
the employer has established a premium-only cafeteria plan as permitted under federal law, 26
U.S.C. Section 125 or ahealth reimbur sement arrangement asper mitted under feder al law,
26 U.S.C. Section 105. Theprovisionsof thissubsection shall not apply to employerswho offer
health insurance through any self-insured or self-funded group health benefit plan of any type
or description.

2. Nothing in this section shall prohibit or otherwise restrict an employer's ability to
either provide a group health benefit plan or create a premium-only cafeteria plan with defined
contributions and in which the employee purchases the policy.

376.776. 1. This section applies to the hospital and medical expense provisions of an
accident or sickness insurance policy.

2. If apolicy providesthat coverage of adependent child terminates upon attainment of
the limiting age for dependent children specified in the policy, such policy so long asit remains
in force shall be deemed to provide that attainment of such limiting age does not operate to
terminate the hospital and medical coverage of such child whilethe child isand continuesto be
both incapable of self-sustaining employment by reason of mental or physical handicap and
chiefly dependent upon the policyholder for support and maintenance. Proof of such incapacity
and dependency must be furnished to theinsurer by the policyholder [at |east] within thirty-one
days after the child's attainment of the limiting age. The insurer may require at reasonable
intervals during the two years following the child's attainment of the limiting age subsequent
proof of the child's disability and dependency. After such two-year period, the insurer may
require subsequent proof not more than once each year.

3. If apolicy providesthat coverage of adependent child terminates upon attainment of
thelimiting agefor dependent children specified in the policy, such policy, solong asit remains
in force until the dependent child attains the limiting age, shall remain in force at the option of
the policyholder. The policyholder's election for continued coverage under this section shall be
furnished by the policyholder to the insurer within thirty-one days after the child's attainment of
the limiting age. As used in this subsection, a dependent child is a person who:

(1) Isaresident of this state;

(2) Isunmarried and no more than twenty-five years of age; and
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(3) I'snot provided coverage as anamed subscriber, insured, enrollee, or covered person
under any group or individual health benefit plan, or entitled to benefitsunder Title X V111 of the
Socia Security Act, P.L. 89-97, 42 U.S.C. Section 1395, et seq.

4. Thissection appliesonly to policiesdelivered or issued for delivery in this state more
than one hundred twenty days after October 13, 1967.

376.960. Asused in sections 376.960 to 376.989, the following terms mean:

(1) "Benefit plan”, the coverages to be offered by the pool to eligible persons pursuant
to the provisions of section 376.986;

(2) "Board", the board of directors of the pool;

(3) "Church plan", a plan as defined in Section 3(33) of the Employee Retirement
Income Security Act of 1974, as amended,;

(4) "Creditable coverage”, with respect to an individual:

() Coverage of theindividual provided under any of the following:

a. A group health plan;

b. Health insurance coverage;

c. Part A or Part B of Title XVIII of the Social Security Act;

d. Title X1X of the Social Security Act, other than coverage consisting solely of benefits
under Section 1928;

e. Chapter 55 of Title 10, United States Code;

f. A medical care program of the Indian Health Service or of atribal organization;

0. A state health benefitsrisk pool;

h. A health plan offered under Chapter 89 of Title 5, United States Code;

i. A public health plan as defined in federal regulations; or

J- A health benefit plan under Section 5(e) of the Peace Corps Act, 22 U.S.C. 2504(e);

(b) Creditablecoveragedoesnot include coverage consisting solely of excepted benefits;

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

(6) "Dependent”, aresident spouse or resident unmarried child under the age of nineteen
years, a child who is a student under the age of twenty-five years and who is financialy
dependent upon the parent, or achild of any age who is disabled and dependent upon the parent;

(7) "Director”, thedirector of theMissouri department of insurance, financial institutions
and professional registration;

(8) "Excepted benefits':

(@ Coverage only for accident, including accidental death and dismemberment,
insurance;

(b) Coverage only for disability income insurance;
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(c) Coverage issued as a supplement to liability insurance;

(d) Liability insurance, including genera liability insurance and automobile liability
insurance;

(e) Workers compensation or similar insurance;

(f) Automobile medical payment insurance;

(g) Credit-only insurance;

(h) Coverage for on-site medical clinics;

(i) Other similar insurance coverage, as approved by the director, under which benefits
for medical care are secondary or incidental to other insurance benefits;

() If provided under a separate policy, certificate or contract of insurance, any of the
following:

a Limited scope dental or vision benefits,

b. Benefitsfor long-term care, nursing home care, home health care, community-based
care, or any combination thereof;

c. Other similar, limited benefits as specified by the director;

(k) If provided under a separate policy, certificate or contract of insurance, any of the
following:

a. Coverage only for a specified disease or illness,

b. Hospital indemnity or other fixed indemnity insurance;

() If offered as a separate policy, certificate or contract of insurance, any of the
following:

a. Medicare supplemental coverage (as defined under 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;

c. Similar supplemental coverage provided to coverage under a group health plan;

(9) "Federally defined eigible individual”, an individual:

(a) For whom, as of the date on which theindividual seeks coverage through the pool,
the aggregate of the periods of creditable coverage asdefined in this section is eighteen or more
months and whose most recent prior creditable coverage was under a group health plan,
governmental plan, church plan, or health insurance coverage offered in connection with any
such plan;

(b) Whoisnot eligiblefor coverage under agroup health plan, Part A or Part B of Title
XVIII of the Social Security Act, or state plan under Title XIX of such act or any successor
program, and who does not have other health insurance coverage;
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(c) With respect to whom the most recent coverage within the period of aggregate
creditable coverage was not terminated because of nonpayment of premiums or fraud;

(d) Who, if offered the option of continuation coverage under COBRA continuation
provisionor under asimilar state program, both el ected and exhausted the continuation coverage,

(10) "Governmental plan”, a plan as defined in Section 3(32) of the Employee
Retirement Income Security Act of 1974 and any federal governmental plan;

(11) "Group hedlth plan”, an employee welfare benefit plan as defined in Section 3(1)
of the Employee Retirement Income Security Act of 1974 and Public Law 104-191 to the extent
that the plan provides medical care and including items and services paid for asmedical careto
employees or their dependents as defined under the terms of the plan directly or through
insurance, reimbursement or otherwise, but not including excepted benefits,

(12) "Health insurance”, any hospital and medical expense incurred policy, nonprofit
health care service for benefits other than through an insurer, nonprofit health care service plan
contract, health maintenance organization subscriber contract, preferred provider arrangement
or contract, or any other similar contract or agreement for the provisions of health care benefits.
Theterm"health insurance" does not include accident, fixed indemnity, limited benefit or credit
insurance, coverage issued as a supplement to liability insurance, insurance arising out of a
workers' compensation or similar law, automobile medical-payment insurance, or insurance
under which benefits are payabl e with or without regard to fault and whichisstatutorily required
to be contained in any liability insurance policy or equivalent self-insurance;

(13) "Health maintenance organization”, any person which undertakes to provide or
arrange for basic and supplemental health care servicesto enrolleeson aprepaid basis, or which
meets the requirements of section 1301 of the United States Public Health Service Act;

(14) "Hospita", aplace devoted primarily to the maintenance and operation of facilities
for the diagnosis, treatment or care for not less than twenty-four hours in any week of three or
more nonrelated individual s suffering from illness, disease, injury, deformity or other abnormal
physical condition; or aplace devoted primarily to provide medical or nursing care for three or
more nonrel ated individual sfor not lessthan twenty-four hoursinany week. Theterm "hospital”
does not include convalescent, nursing, shelter or boarding homes, as defined in chapter 198,
RSMo;

(15) "Insurance arrangement”, any plan, program, contract or other arrangement under
which one or more employers, unions or other organizations provide to their employees or
members, either directly or indirectly through atrust or third party administration, health care
services or benefits other than through an insurer;

(16) "Insured”, any individual resident of this state who is eligible to receive benefits
from any insurer or insurance arrangement, as defined in this section;
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(17) "Insurer", any insurance company authorized to transact health insurance business
in this state, any nonprofit health care service plan act, or any health maintenance organization;

(18) "Medical care", amounts paid for:

(a) Thediagnosis, care, mitigation, treatment, or prevention of disease, or amounts paid
for the purpose of affecting any structure or function of the body;

(b) Transportation primarily for and essential to medical care referred to in paragraph
(a) of this subdivision; and

(c) Insurance covering medical care referred to in paragraphs (&) and (b) of this
subdivision;

(19) "Medicare", coverage under both part A and part B of Title XVIII of the Social
Security Act, 42 U.S.C. 1395 et seq., as amended;

(20) "Member", al insurers and insurance arrangements participating in the pool;

(21) "Physician", physiciansand surgeonslicensed under chapter 334, RSMo, or by state
board of healing arts in the state of Missouri;

(22) "Plan of operation”, the plan of operation of the pool, including articles, bylawsand
operating rules, adopted by the board pursuant to the provisionsof sections376.961, 376.962 and
376.964,

(23) "Poal", the state health insurance pool created in sections 376.961, 376.962 and
376.964;

(24) "Resident”, an individual who has been legally domiciled in this state for a period
of at least thirty days, except that for afederally defined eligible individual, there shall not be a
thirty-day requirement;

(25) "Significant break in coverage”, aperiod of sixty-three consecutive days during all
of which the individual does not have any creditable coverage, except that neither a waiting
period nor an affiliation period is taken into account in determining a significant break in
coverage. Asused inthissubdivision, " waiting period” and " affiliation period" shall have
the same meaning as such terms are defined in section 376.450;

(26) "Trade act eligibleindividual”, an individual who is eligible for the federal health
coverage tax credit under the Trade Act of 2002, Public Law 107-210.

376.966. 1. No employee shall involuntarily lose hisor her group coverage by decision
of hisor her employer on the grounds that such employee may subsequently enroll in the pool.
The department shall have authority to promulgate rules and regulations to enforce this
subsection.

2. Thefollowingindividual personsshall be eligiblefor coverage under the pool if they
are and continue to be residents of this state:

(1) Anindividual person who provides evidence of the following:
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(8 A notice of rejection or refusal to issue substantially similar health insurance for
health reasons by at least two insurers; or

(b) A refusal by an insurer to issue health insurance except at arate exceeding the plan
rate for substantially similar health insurance;

(2) A federaly defined eligible individual who has not experienced a significant break
in coverage;

(3) A tradeact eigibleindividual;

(4) Each resident dependent of a person who is eligible for plan coverage;

(5) Any person, regardless of age, that can be claimed as a dependent of a trade act
eigibleindividual on such trade act eligible individual's tax filing;

(6) Any person whose health insurance coverage is involuntarily terminated for any
reason other than nonpayment of premium or fraud, and who is not otherwise ineligible under
subdivision (4) of subsection 3 of thissection. If application for pool coverageis made not later
than sixty-three days after the involuntary termination, the effective date of the coverage shall
be the date of termination of the previous coverage;

(7) Any personwhose premiumsfor health insurance coverage haveincreased abovethe
rate established by the board under paragraph (a) of subdivision (1) of subsection 3 of this
section;

(8) Any person currently insured whowould havequalified asafederally defined eligible
individual or atrade act eligible individual between the effective date of the federal Health
Insurance Portability and Accountability Act of 1996, Public Law 104-191 and the effective date
of thisact;

(9) Any person who has exhausted hisor her maximum in benefits from a health
insurer.

3. Thefollowing individual persons shall not be eligible for coverage under the pool:

(1) Personswho have, on the date of issue of coverage by the pool, or obtain coverage
under hedlth insurance or an insurance arrangement substantially similar to or more
comprehensive than aplan policy, or would be eligible to have coverageif the person elected to
obtain it, except that:

(@ This exclusion shall not apply to a person who has such coverage but whose
premiums have increased to [one hundred fifty percent to] beyond the eligibility limit set by
theboard. Theboard shall not set the eligibility limit in excess of two hundred percent of
rates established by the board as applicable for individual standard riskg[. After December 31,
2009, thisexclusion shall not apply to aperson who has such coverage but whose premiums have
increased to three hundred percent or more of rates established by the board as applicable for
individual standard risks];
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(b) A person may maintain other coveragefor the period of timethe personissatisfying
any preexisting condition waiting period under a pool policy; [and]

(c) A person may maintain plan coverage for the period of timethe personis satisfying
apreexisting condition waiting period under another health insurance policy intended to replace
the pool policy; and

(d) Such exclusion shall not apply to a federally defined igible individual;

(2) Any personwhoisat thetimeof pool application receiving health care benefitsunder
section 208.151, RSMo;

(3) Any person having terminated coverage in the pool unless twelve months have
elapsed since such termination, unless such person is afederally defined eligible individual;

(4) Any person on whose behalf the pool has paid out [one] two million dollars in
benefits;

(5) Inmates or residents of public institutions, unless such personisafederally defined
eigibleindividual, and persons eligible for public programs;

(6) Any person whose medical condition which precludes other insurance coverageis
directly due to acohol or drug abuse or self-inflicted injury, unless such person is afederally
defined eligibleindividual or atrade act eligible individual;

(7) Any person who is eligible for Medicare coverage.

4. Any person who ceases to meet the eligibility requirements of this section may be
terminated at the end of such person's policy period.

5. If an insurer issues one or more of the following or takes any other action based
wholly or partially on medical underwriting considerationswhich islikely to render any person
eligible for pool coverage, the insurer shall notify all persons affected of the existence of the
pool, aswell as the eligibility requirements and methods of applying for pool coverage:

(1) A notice of rejection or cancellation of coverage;

(2) A notice of reduction or limitation of coverage, including restrictive riders, if the
effect of thereduction or limitation isto substantially reduce coverage compared to the coverage
available to a person considered a standard risk for the type of coverage provided by the plan.

6. When an insurer deter minesan insur ed hasexhausted eighty-five per cent of his
or her total lifetime benefits, the insurer shall notify any affected person of the existence
of the pool, of the person's digibility for the pool when all lifetime benefits have been
exhausted, and of methods of applying for pool coverage. When any affected person has
exhausted onehundred percent of hisor her total lifetime benefits, theinsurer shall notify
theaffected person of hisor her digibility for pool cover ageand of themethodsof applying
for such coverage. Theinsurer shall provide a copy of such notice to the pool with the
name and address of such affected person.
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376.985. 1. Onor beforeJanuary 1, 2010, the pool shall offer at least two plansfor
anindividual eligiblefor coverageunder thehealth insurance pool and also eligibleunder
the show-me health coverage plan established under sections 1 to 8 of this act that meets
the criteria of the federal Centers for Medicare and Medicaid for such program. For
pur poses of thissection and section 376.986, an individual eligiblefor coverageunder the
health insurance pool shall be defined by the eligibility criteriain subsection 2 of section
376.966.

2. Any individual receiving health insurance coverage under the state health
insurance pool whose income s less than two hundred twenty-five per cent of the federal
poverty level may apply for participation in the show-me health coverage plan. The pool
shall provide information to pool participants on how to apply for participation in the
show-me health coverage plan.

3. Subject toavailablefunds, theboard may establish apremium subsidy program
for low-income persons who are digible for participation in the high-risk pool in
accor dance with the premiums established under section 376.986. The program may
includeincentives designed to encour age and promote healthy lifestyle choiceswhich are
appropriateand attainablefor such participants, takinginto consider ation any limitations
on lifestylechoiceswhich exist based on themedical conditionsand needsof thepopulation
served under the high-risk pool.

376.986. 1. The pool shall offer major medical expense coverage to every person
eligible for coverage under section 376.966. The coverage to be issued by the pool and its
schedule of benefits, exclusions and other limitations, shall be established by the board with the
advice and recommendations of the pool members, and such plan of pool coverage shall be
submitted to the director for approval. The pool shall also offer coverage for drugs and supplies
requiring amedical prescription and coverage for patient education services, to be provided at
the direction of a physician, encompassing the provision of information, therapy, programs, or
other serviceson aninpatient or outpatient basi s, designed to restrict, control, or otherwise cause
remission of the covered condition, illness or defect.

2. Inestablishing the pool coverage the board shall take into consideration the levels of
health insurance provided in this state and medical economic factors as may be deemed
appropriate, and shall promul gate benefit levels, deductibles, coinsurancefactors, exclusionsand
limitations determined to be generally reflective of and commensurate with health insurance
provided through a representative number of insurersin this state.

3. The pool shall establish premium rates for pool coverage as provided in subsection
4 of this section. Separate schedules of premium rates based on age, sex, family size, and
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geographical location may apply for individual risks. Premium rates and schedules shall be
submitted to the director for approval prior to use.

4. The pool, with the assistance of the director, shall determine the standard risk rate by
considering the premium rates charged by other insurers offering health insurance coverage to
individuals. Thestandardrisk rateshall beestablished using reasonabl e actuarial techniquesand
shall reflect anticipated experience and expenses for such coverage. [Initial rates for pool
coverageshall not belessthan one hundred twenty-five percent of rates established asapplicable
for individual standard risks.] Subject to the limits provided in this subsection, [subsequent]
rates shall be established in accor dance with the premium rate schedulein subsection 5 of
this section to provide fully for the expected costs of claimsincluding recovery of prior losses,
expenses of operation, investment income of claim reserves, and any other cost factors subject
to the limitations described herein. In no event shall pool rates exceed the following:

(1) Forfederally defined eligibleindividualsand tradeact eligibleindividual s, ratesshall
be equal to the percent of rates applicable to individual standard risks actuarially determined to
be sufficient to recover the sum of the cost of benefits paid under the pool for federally defined
and trade act eligible individuals plus the proportion of the pool's administrative expense
applicable to federally defined and trade act eligible individuals enrolled for pool coverage,
provided that such rates shall not exceed one hundred [fifty] twenty-five percent of rates
applicable to individual standard risks; and

(2) For al other individuals covered under the pool, one hundred [fifty] twenty-five
percent of rates applicable to individual standard risks.

5. Premium rates for pool coverage shall be established in accordance with the
following schedule:

(1) For individualswith incomes of lessthan two hundred twenty-five percent of
thefederal poverty level,apremiumrateequal toonehundred per cent of thestandard risk
rates,

(2) For individualswith incomesof two hundred twenty-five per cent of thefederal
poverty level or more, one hundred twenty-five percent of the standard risk rates
established by rule.

6. For uninsurable individuals eligible for the show-me health coverage plan
established under sections 1 to 8 of this act, the pool shall offer the coverage required
under subsection 1 of section 376.985 to such individuals at one hundred percent of the
standard risk rates of the pool subject to the following:

(1) Thedepartment of social servicesshall pay all or aportion of the premium for
such coveragefor an individual in thesame manner authorized under the show-mehealth
cover age plan;
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(2) If the premium exceeds the amount paid by the department under this
subsection, the individual covered shall be responsible for payment of any premium for
such coverage not paid by the department;

(3) For show-me health coverage plan participants who are eligible for federal
participation moneys, the losses covered under the pool for such individuals may, in
accor dance with the requirements of the federal waiver for such program, exceed the
standard risk rates of the pool; and

(4) Premiums shall be certified as actuarially sound in accordance with the
requirements established by the federal Centersfor Medicare and Medicaid Services.

7. All agents and brokers selling or renewing Missouri health insurance pool
policiesshall receiveaseven and one-half per cent commission from the pool upon approval
of a new application or renewal of coverage under a health insurance pool policy. Such
commissions shall not be paid by enrollees or included in the premium rates established
for policiesunder thepool. Theboard shall providethat agentsand brokersselling show-
me health coverage qualified plans comply with the federal Centers for Medicare and
Medicaid Servicesrequirements concer ning marketing and plan enrollment for show-me
health coverage plan participants eligible for federal participation.

8. Pool coverage established pursuant to this section shall provide an appropriate high
and low deductibleto be sel ected by the pool applicant. The deductiblesand coinsurancefactors
may be adjusted annually in accordance with the medical component of the consumer price
index.

[6.] 9. Pool coverage shall exclude charges or expensesincurred during the first twelve
months following the effective date of coverage as to any condition for which medical advice,
careor treatment was recommended or recei ved asto such condition during the six-month period
immediately preceding the effective date of coverage. Such preexisting condition exclusions
shall be waived to the extent to which similar exclusions, if any, have been satisfied under any
prior health insurance coverage which was involuntarily terminated, if application for pool
coverageis made not later than sixty-three days following such involuntary termination and, in
such case, coveragein the pool shall be effective from the date on which such prior coveragewas
terminated.

[7.] 10. No preexisting condition exclusion shall be applied to the following:

(1) A federaly defined eligible individual who has not experienced a significant [gap]
break in coverage; or

(2) A tradeact digibleindividual who maintained creditable health insurance coverage
for an aggregate period of three months prior to loss of employment and who hasnot experienced
asignificant [gap] break in coverage since that time.



H.C.S.S.S. S.C.S. SB. 306 78

89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104

© 00N O~ WD

N PR R R R R R R R R
O ©W O ~NOO UM WNIERO

[8.] 11. Benefitsotherwise payable under pool coverage shall be reduced by all amounts
paid or payablethrough any other health insurance, or insurance arrangement, and by all hospital
and medical expense benefits paid or payable under any workers compensation coverage,
automobile medical payment or liability insurance whether provided on the basis of fault or
nonfault, and by any hospital or medical benefits paid or payable under or provided pursuant to
any state or federal law or program except Medicaid. Theinsurer or the pool shall have a cause
of action against an eligible person for the recovery of the amount of benefits paid which are not
for covered expenses. Benefits due from the pool may be reduced or refused as a setoff against
any amount recoverable under this subsection.

[9.] 12. Medical expensesshall include expenses for comparabl e benefits for those who
rely solely on spiritual means through prayer for healing.

13. In providing coverage to enrollees under the health insurance pool and
paymentsto providersfor providing health care servicesto enrolleesunder the pool, the
board shall take into consideration the special needs of Missouri's Tier | Safety Net
providers so that they are not disproportionately impacted by rules promulgated by the
board asit implementsthe provisions of sections 376.960 to 376.990.

376.987. 1. Theboard shall offer to all eligible personsfor pool coverage under section
376.966 the option of receiving health insurance coverage through ahigh-deductible health plan
and the establishment of a health savings account, or other similar account. The high-
deductible health plansshall be offered to all eligible personson a guar anteed-issue basis.
In order for aqualified individual to obtain a high-deductible health plan through the pool, such
individual shall present evidence, in a manner prescribed by regulation, to the board that he or
she has established a health savings account in compliance with 26 U.S.C. Section 223, and any
amendments and regulations promulgated thereto.

2. Asusedinthissection, theterm "health savingsaccount™ shall havethe samemeaning
ascribed to it asin 26 U.S.C. Section 223(d), as amended. The term "high-deductible health
plan” shall mean a policy or contract of health insurance or health care plan that meets the
criteriaestablishedin 26 U.S.C. Section 223(c)(2), asamended, and any regul ations promul gated
thereunder.

3. Theutilization of high deductible plansand the establishment of health savings
accounts or other similar accounts shall be reviewed and reassessed annually by the
appropriate legislative committees of the general assembly.

4. Theboardisauthorized to promulgate rulesand regul ationsfor the administration and
implementation of this section. Any rule or portion of arule, asthat term is defined in section
536.010, RSMo, that is created under the authority delegated in this section shall become
effective only if it complies with and is subject to all of the provisions of chapter 536, RSMo,
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and, if applicable, section 536.028, RSMo. This section and chapter 536, RSMo, are
nonseverable and if any of the powersvested with the general assembly pursuant to chapter 536,
RSMo, to review, to delay the effective date, or to disapprove and annul arule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or adopted
after August 28, 2007, shall beinvalid and void.

376.995. 1. Thissection shall beknown asthe"Limited Mandate Health Insurance Act".

2. Limited mandate healthinsurance policiesand contracts shall mean thosepoliciesand
contractsof health insurance asdefined in section 376.960 and which cover individualsand their
families (but not including any Medicare supplement policy or contract) and groups sponsored
by an employer who employs fifty or fewer persons.

3. No law requiring the coverage of a particular health care service or benefit, or
requiring thereimbursement, utilization or inclusion of aspecific category of licensed health care
practitioner, shall apply to limited mandate health insurance policies and contracts, except the
following provisions:

(1) Subsection 1 of section 354.095, RSMo, to the extent that it regulates maternity
benefits;

(2) Section 375.995, RSMo;

(3) Section 376.406;

(4) Section 376.428;

(5) Section 376.782;

(6) Section 376.816;

(7) Section 376.1210;

(8) Section 376.1215; and

(9) Section 376.12109.

4. In order for an insurer as defined in section 376.960 to be eligible to market, sell or
issue limited mandate health insurance, the insurer shall:

(1) [Restrict its marketing and sales efforts to only those persons or groups as defined
in subsection 2 of this section which currently do not have health insurance coverage or to those
persons or employerswhich certify in writing to theinsurer that they will terminate the coverage
they currently have at the time they would otherwise renew coverage because of cost;

(2)] Fully and clearly discloseto the person or group to whom the limited mandate health
insurance policy or contract is to be issued that the reason coverage for this product is less
expensive than other coverage is because the policy or contract does not contain coverages or
health professional payment mechanisms that are required by subsection 3 of this section;

[(3)] (2) Clearlydiscloseinall sales, promotional and advertisingmaterial rel ated thereto
that the product is a limited mandate health insurance policy or contract.
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5. The provisions of section 376.441 shall not apply to any group which replaces its
current coverage with alimited mandate health insurance policy or contract if the benefit to be
extended is one for services which are not covered by the replacing policy or contract.

6. Notwithstanding any other provision of this section to the contrary, the provisions of
paragraph (b) of subdivision (11) of section 375.936, RSMo, shall apply to limited mandate
health insurance policies with respect to physician services covered under such policies, which
can be provided by persons licensed pursuant to section 332.181, RSMo.

376.1232. 1. Each health carrier or health benefit plan that offersor issueshealth
benefit planswhich are delivered, issued for delivery, continued or renewed in this state
on or after January 1, 2010, shall offer coverage for prosthetic devices and services,
including original and replacement devices, asprescribed by aphysician actingwithin the
scope of hisor her practice.

2. For thepurposesof thissection, " health carrier™ and " health benefit plan" shall
have the same meaning as defined in section 376.1350.

3. Theamount of the benefit for prosthetic devicesand servicesunder this section
shall be no less than the annual and lifetime benefit maximums applicable to the basic
health care servicesrequired to be provided under the health benefit plan. If the health
benefit plan doesnot include any annual or lifetime maximums applicableto basic health
care services, the amount of the benefit for prosthetic devices and services shall not be
subject to an annual or lifetime maximum benefit level. Any co-payment, coinsurance,
deductible, and maximum out-of-pocket amount applied to the benefit for prosthetic
devicesand servicesshall beno morethan the most common amountsapplied tothebasic
health care servicesrequired to be provided under the health benefit plan.

4. Theprovisionsof thissection shall not apply toa supplemental insurancepolicy,
includingalifecarecontract, accident-only policy, specified disease policy, hospital policy
providing a fixed daily benefit only, Medicar e supplement policy, long-term care policy,
short-term major medical policies of six months or less duration, or any other
supplemental policy as determined by the director of the department of insurance,
financial institutions and professional registration.

376.1450. An enrollee, as defined in section 376.1350, may [waive his or her right to]
receive documents and materials from a managed care entity in printed or electronic form so
long as such documents and materials are readily accessible [electronically through the entity's
Internet site. An enrollee may revoke such waiver at any time by notifying the managed care
entity by phone or inwriting or annually. Any enrollee who does not execute such awaiver and
prospectiveenrolleesshall have documentsand material sfrom the managed care entity provided]
in printed form upon request. For purposes of this section, "managed care entity” includes, but
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is not limited to, a health maintenance organization, preferred provider organization, point of
serviceorgani zation and any other managed health caredelivery entity of any type or description.

376.1600. 1. Thedirector of thedepartment of insurance, financial institutionsand
professional registration isauthorized to allow employeesto use fundsfrom one or more
employer health reimbursement arrangement only plansto help pay for coveragein the
individual health insurance market. Thiswill encourage employer financial support of
health insurance or health-related expenses recognized under the rules of the federal
Internal RevenueService. Health reimbur sement arrangement only plansthat arenot sold
in connection with or packaged with individual health insurance policies shall not be
consider ed insurance under this chapter.

2. Asused in this section, the term " health reimbursement arrangement” shall
mean an employee benefit plan provided by an employer which:

(1) Establishesan account or trust which isfunded solely by the employer and not
through a salary reduction or otherwise under a cafeteria plan established pursuant to
Section 125 of the Internal Revenue Code of 1986;

(2) Reimbursestheemployeefor qualified medical car e expenses, asdefined by 26
U.S.C. Section 213(d), incurred by the employee and the employee's spouse and
dependents,

(3) Providesreimbursementsup toamaximum stated dollar amount for adefined
cover age period; and

(4) Carriesforward any unused portion of themaximum dollar amount at theend
of the coverage period to increase the maximum reimbur sement amount in subsequent
cover age periods.

376.1603. 1. The director shall develop flexible guidelines for coverage and
approval of health savingsaccount eligiblehigh deductiblehealth planswhich aredesigned
to qualify under federal and state requirements as high deductible health plans for use
with health savingsaccountswhich comply with federal requirementsunder theapplicable
provisions of the federal Internal Revenue Code.

2. Thedirector isauthorized to encourage and promote the marketing of health
savings account eligible high deductible plans by health carriersin this state; provided,
however, that nothing in thissection shall be construed to authorizethe inter state sales of
insurance.

3. Thedirector shall conduct a national study of health savings account eligible
high deductible health plans available in other states and determine if and how these
products servethe uninsured and if they should be made available to Missourians.
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4. Thedirector shall develop an automaticor fast track approval processfor health
savings account €igible high deductible plans already approved under the laws and
regulations of this state or other states.

5. Thedirector isauthorized to promulgate such rulesand regulationsasheor she
deems necessary and appropriate for the design, promotion, and regulation of health
savings account eligible high deductible plans, including rules and regulations for the
expedited review of standardized policies, advertisements and solicitations, and other
matters deemed relevant by the director. Any rule or portion of arule, asthat term is
defined in section 536.010, RSMo, that is created under the authority delegated in this
section shall become effective only if it complieswith and issubject to all of the provisions
of chapter 536, RSM o, and, if applicable, section 536.028, RSM 0. Thissection and chapter
536, RSM o, are nonseverable and if any of the power s vested with the general assembly
pursuant to chapter 536, RSM o, toreview, to delay theeffectivedate, or to disapproveand
annul a rule are subsequently held unconstitutional, then the grant of rulemaking
authority and any rule proposed or adopted after August 28, 2009, shall be invalid and
void.

376.1618. Thedirector shall study and recommend tothegener al assembly changes
toremoveany unnecessary application and marketing barriersthat limit theentry of new
health insurance products into the Missouri market. The director shall examine state
statutory and regulatory requirementsalongwith mar ket conditionswhich createbarriers
for the entry of new health insurance products and health insurance companies. The
director shall alsoexamineproposalsadopted in other statesthat streamlinetheregulatory
environment to makeit easier for health insurance companiesto market new and existing
products. Thedirector shall submit areport of hisor her findingsand recommendations
to each member of the general assembly no later than January 1, 2010.

379.930. 1. Sections379.930 to 379.952 shall be known and may be cited asthe"Small
Employer Health Insurance Availability Act”.

2. For the purposes of sections 379.930 to 379.952, the following terms shall mean:

(2) "Actuarid certification”, awritten statement by amember of the American Academy
of Actuaries or other individual acceptable to the director that a small employer carrier isin
compliance with the provisions of section 379.936, based upon the person's examination,
including areview of the appropriate records and of the actuarial assumptions and methods used
by the small employer carrier in establishing premium rates for applicable health benefit plans,

(2) "Affiliate" or "affiliated", any entity or person who directly or indirectly through one
or moreintermediaries, controlsor iscontrolled by, or isunder common control with, aspecified
entity or person;
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(3) "Base premium rate", for each class of business as to a rating period, the lowest
premium rate charged or that could have been charged under the rating system for that class of
business, by the small employer carrier to small employers with similar case characteristics for
health benefit plans with the same or similar coverage;

(4) "Board" [means] , the board of directors of the program established pursuant to
sections 379.942 and 379.943;

(5) "Bonafide association”, an association which:

(a) Hasbeen actively in existence for at least five years;

(b) Has been formed and maintained in good faith for purposes other than obtaining
insurance;

(c) Doesnot condition membership in the association on any health status-rel ated factor
relating to anindividual (including an employee of an employer or adependent of an employee);

(d) Makes health insurance coverage offered through the association available to all
members regardless of any health status-rel ated factor relating to such members (or individuals
eligible for coverage through a member);

(e) Does not make health insurance coverage offered through the association available
other than in connection with a member of the association; and

(f) Meets al other requirements for an association set forth in subdivision (5) of
subsection 1 of section 376.421, RSMo, that are not inconsi stent with this subdivision;

(6) "Carrier" or "hedth insurance issuer”, any entity that provides health insurance or
health benefitsin this state. For the purposes of sections 379.930 to 379.952, carrier includes
an insurance company, health services corporation, fraternal benefit society, health maintenance
organization, multiple employer welfare arrangement specifically authorized to operate in the
state of Missouri, or any other entity providing a plan of health insurance or health benefits
subject to state insurance regulation;

(7) "Case characteristics', demographic or other objective characteristics of a small
employer that are considered by the small employer carrier inthe determination of premiumrates
for the small employer, provided that claim experience, health status and duration of coverage
since issue shall not be case characteristics for the purposes of sections 379.930 to 379.952;

(8 "Church plan", the meaning given such term in Section 3(33) of the Employee
Retirement Income Security Act of 1974,

(9) "Class of business', al or a separate grouping of small employers established
pursuant to section 379.934;

(10) "Committee", the health benefit plan committee created pursuant to section
379.944;

(11) "Control" shall be defined in manner consistent with chapter 382, RSMo;
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(12) "Creditable coverage", with respect to an individual:

(&) Coverage of theindividual under any of the following:

a. A group health plan;

b. Health insurance coverage;

c. Part A or Part B of Title XVIII of the Social Security Act;

d. TitleX1X of the Social Security Act, other than coverage consisting solely of benefits
under Section 1928 of such act;

e. Chapter 55 of Title 10, United States Code;

f. A medical care program of the Indian Health Service or of atribal organization;

g. A state health benefitsrisk pool;

h. A health plan offered under Chapter 89 of Title 5, United States Code;

i. A public health plan, as defined in federa regulations authorized by Section
2701(c)(2)(1) of the Public Health Services Act, as amended by Public Law 104-191; [and]

j. A health benefit plan under Section 5(e) of the Peace Corps Act (22 U.S.C. 2504(¢));
and

k. Title XXI of the Social Security Act (SCHIP);

(b) Creditablecoverageshal notinclude coverage consisting solely of excepted benefits;

(13) "Dependent”, aspouse [or] ; an unmarried child [under the age of nineteen years,
an unmarried child who is a full-time student under the age of twenty-three years and who is

financially dependent upon the parent] who is a resident of this state, is under the age of
twenty-fiveyears, and isnot provided coverage asanamed subscriber, insured, enrollee,
or cover ed person under any group or individual health benefit plan, or entitled to benefits
under TitleXVIII of thefederal Social Security Act, 42 U.S.C. Section 1395, et seq.; or an
unmarried child of any agewhoismedically certified asdisabled and dependent upon the parent;

(14) "Director", the director of the department of insurance, financial institutions and
professional registration of this state;

(15) "Eligibleemployee”, an employee who works on afull-time basis and has anormal
work week of thirty or more hours. The term includes a sole proprietor, a partner of a
partnership, and an independent contractor, if the sole proprietor, partner or independent
contractor isincluded as an employee under a health benefit plan of asmall employer, but does
not include an empl oyee who works on a part-time, temporary or substitute basis. For purposes
of sections 379.930to 379.952, aperson, his spouse and hisminor children shall constitute only
one eligible employee when they are employed by the same small employer;

(16) "Established geographic service area’, a geographical area, as approved by the
director and based onthecarrier'scertificate of authority to transact insurancein thisstate, within
which the carrier is authorized to provide coverage,
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(17) "Excepted benefits':

(@ Coverage only for accident (including accidental death and dismemberment)
insurance;

(b) Coverage only for disability income insurance;

(c) Coverage issued as a supplement to liability insurance;

(d) Liability insurance, including general liability insurance and automabile liability
insurance;

(e) Workers compensation or similar insurance;

(f) Automobile medical payment insurance;

(g) Credit-only insurance;

(h) Coverage for on-site medical clinics;

(i) Other similar insurance coverage, as approved by the director, under which benefits
for medical care are secondary or incidental to other insurance benefits;

(j) If provided under a separate policy, certificate or contract of insurance, any of the
following:

a Limited scope dental or vision benefits;

b. Benefitsfor long-term care, nursing home care, home health care, community-based
care, or any combination thereof;

c. Other similar, limited benefits as specified by the director.

(k) If provided under a separate policy, certificate or contract of insurance, any of the
following:

a. Coverage only for a specified disease or illness,

b. Hospital indemnity or other fixed indemnity insurance.

() If offered as a separate policy, certificate or contract of insurance, any of the
following:

a. Medicare supplemental coverage (as defined under 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;

c. Similar supplemental coverage provided to coverage under a group health plan;

(18) "Governmental plan”, the meaning given such term under Section 3(32) of the
Employee Retirement Income Security Act of 1974 or any federal government plan;

(19) "Group hedlth plan”, an employee welfare benefit plan as defined in Section 3(1)
of the Employee Retirement Income Security Act of 1974 and Public Law 104-191 to the extent
that the plan provides medical care, as defined in this section, and including any item or service
paidfor asmedical careto an employee or the employee's dependent, as defined under theterms
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of the plan, directly or through insurance, reimbursement or otherwise, but not including
excepted benefits,

(20) "Headth benefit plan” or "health insurance coverage”, benefits consisting of medical
care, including items and services paid for as medical care, that are provided directly, through
insurance, reimbursement, or otherwise, under a policy, certificate, membership contract, or
health services agreement offered by a health insurance issuer, but not including excepted
benefits or apolicy that isindividually underwritten;

(21) "Hedlth status-related factor”, any of the following:

() Hedlth status,

(b) Medical condition, including both physical and mental illnesses;

(c) Claims experience;

(d) Receipt of health care;

(e) Medical history;

(f) Genetic information;

(g) Evidence of insurability, including a condition arising out of an act of domestic
violence;

(h) Disability;

(22) "Index rate", for each class of business as to arating period for small employers
with similar case characteristics, the arithmetic mean of the applicable base premium rate and
the corresponding highest premium rate;

(23) "Late enrollee”, an eligible employee or dependent who requests enrollment in a
health benefit plan of a small employer following the initial enrollment period for which such
individua is entitled to enroll under the terms of the health benefit plan, provided that such
initial enrollment period is a period of at least thirty days. However, an eligible employee or
dependent shall not be considered alate enrollee if:

(& Theindividua meets each of the following:

a. The individual was covered under creditable coverage at the time of the initial
enrollment;

b. Theindividual lost coverage under creditable coverage as a result of cessation of
employer contribution, termination of employment or eligibility, reduction in the number of
hours of employment, the involuntary termination of the creditable coverage, death of aspouse,
dissolution or legal separation;

Cc. The individual requests enrollment within thirty days after termination of the
creditable coverage;

(b) Theindividual isemployed by an employer that offers multiple health benefit plans
and theindividual elects a different plan during an open enrollment period; or
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(c) A court has ordered coverage be provided for a spouse or minor or dependent child
under a covered employee's health benefit plan and request for enrollment is made within thirty
days after issuance of the court order;

(24) "Medical care', an amount paid for:

(a) Thediagnosis, care, mitigation, treatment or prevention of disease, or for the purpose
of affecting any structure or function of the body;

(b) Transportation primarily for and essential to medical care referred to in paragraph
(a) of thissubdivision; or

(c) Insurance covering medica care referred to in paragraphs (a) and (b) of this
subdivision;

(25) "Network plan”, health insurance coverage offered by a health insurance issuer
under which the financing and delivery of medical care, includingitemsand servicespaid for as
medical care, are provided, inwholeor in part, through adefined set of providersunder contract
with the issuer;

(26) "New business premium rate", for each class of business asto arating period, the
lowest premium rate charged or offered, or which could have been charged or offered, by the
small employer carrier to small employers with similar case characteristics for newly issued
health benefit plans with the same or similar coverage;

(27) "Plan of operation”, the plan of operation of the program established pursuant to
sections 379.942 and 379.943;

(28) "Plan sponsor”, the meaning given such term under Section 3(16)(B) of the
Employee Retirement Income Security Act of 1974;

(29) "Premium", al moneys paid by a small employer and eligible employees as a
condition of receiving coverage from a small employer carrier, including any fees or other
contributions associated with the health benefit plan;

(30) "Producer”, the meaning given such term in section 375.012, RSMo, and includes
an insurance agent or broker;

(31 "Program", the Missouri small employer health reinsurance program created
pursuant to sections 379.942 and 379.943;

(32) "Rating period”, the calendar period for which premium rates established by asmall
employer carrier are assumed to be in effect;

(33) "Restricted network provision”, any provision of a heath benefit plan that
conditions the payment of benefits, in whole or in part, on the use of health care providers that
have entered into acontractual arrangement with the carrier pursuant to section 354.400, RSMo,
et seq. to provide health care servicesto covered individuals;
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(34) "Small employer”, in connection with agroup health plan with respect to acalendar
year and a plan year, any person, firm, corporation, partnership, association, or political
subdivision that is actively engaged in business that employed an average of at least two but no
morethanfifty [eligible] employeeson business days during the preceding cal endar year and that
employs at |east two employees on the first day of the plan year. All personstreated asasingle
employer under subsection (b), (c), (m) or (0) of Section 414 of the Internal Revenue Code of
1986 shall be treated as one employer. Subsequent to the issuance of a health plan to a small
employer and for the purpose of determining continued eligibility, the size of asmall employer
shall be determined annually. Except as otherwise specifically provided, the provisions of
sections 379.930 to 379.952 that apply to a small employer shall continueto apply at least until
the plan anniversary following the date the small employer no longer meets the requirements of
thisdefinition. In the case of an employer which was not in existence throughout the preceding
calendar year, the determination of whether the employer isasmall or large employer shall be
based on the average number of employeesthat it isreasonably expected that the employer will
employ on business days in the current calendar year. Any reference in sections 379.930 to
379.952 to an employer shall include areference to any predecessor of such employer;

(35) "Small employer carrier”, acarrier that offers health benefit plans covering eligible
employees of one or more small employersin this state.

3. Other terms used in sections 379.930 to 379.952 not set forth in subsection 2 of this
section shall have the same meaning as defined in section 376.450, RSMo.

379.940. 1. (1) Every smal employer carrier shal, as a condition of transacting
businessin this state with small employers, actively offer to small employers all health benefit
plansit actively markets to small employersin this state, except for plans devel oped for health
benefit trust funds.

(2) (8 A small employer carrier shall issue a health benefit plan to any eligible small
employer that applies for either such plan and agrees to make the required premium payments
and to satisfy the other reasonable provisions of the health benefit plan not inconsistent with
sections 379.930 to 379.952.

(b) In the case of a small employer carrier that establishes more than one class of
business pursuant to section 379.934, the small employer carrier shall maintain and issue to
eligible small employers [all health benefit plans] in each class of business so established all
health benefit plansit actively marketsto small employersin thisstate. A small employer
carrier may apply reasonable criteriain determining whether to accept a small employer into a
class of business, provided that:

a. Thecriteriaare not intended to discourage or prevent acceptance of small employers
applying for a health benefit plan;
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b. The criteria are not related to the health status or claim experience of the small
employer;

c. Thecriteriaare applied consistently to al small employers applying for coveragein
the class of business; and

d. Thesmall employer carrier providesfor the acceptanceof al eligiblesmall employers
into one or more classes of business. The provisions of this paragraph shall not apply to aclass
of businessinto which the small employer carrier is no longer enrolling new small employers.

2. Hedth benefit plans covering small employers shal comply with the following
provisions:

(1) A health benefit plan shall comply with the provisions of sections 376.450 and
376.451, RSMo.

(2) (a) Exceptasprovided in paragraph (d) of this subdivision, requirements used by a
small employer carrier in determining whether to provide coverage to a small employer,
including requirementsfor minimum participation of €igibleemployeesand minimum employer
contributions, shall be applied uniformly among all small employers with the same number of
eligible employeesapplying for coverage or receiving coveragefrom thesmall employer carrier.

(b) A small employer carrier shall not requireaminimum participationlevel greater than:

a. One hundred percent of eligible employees working for groups of three or less
employees; and

b. Seventy-five percent of eligible employeesworking for groups with more than three
employees.

(¢) Inapplying minimum participation requirements with respect to asmall employer,
a small employer carrier shall not consider employees or dependents who have qualifying
existing coverage in determining whether the applicable percentage of participation is met.

(d) A small employer carrier shall not increase any requirement for minimum employee
participation or modify any requirement for minimum employer contribution applicable to a
small employer at any time after the small employer has been accepted for coverage.

(3 (& If asmal employer carrier offers coverage to a smal employer, the small
employer carrier shall offer coverage to all of the eligible employees of a small employer and
their dependents who apply for enrollment during the period in which the employee first
becomes eligible to enroll under the terms of the plan. A small employer carrier shall not offer
coverage to only certain individuals or dependentsin asmall employer group or to only part of
the group.

(b) A small employer carrier shall not modify a health benefit plan with respect to a
small employer or any eligible employee or dependent through riders, endorsements or
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otherwise, to restrict or exclude coverage for certain diseases or medical conditions otherwise
covered by the health benefit plan.

(c) An digible employee may choose to retain their individually underwritten health
benefit plan at the time such eligible employee is entitled to enroll in a small employer health
benefit plan. If the eligible employeeretainstheir individually underwritten health benefit plan,
asmall employer may provideadefined contribution through the establishment of acafeterial25
plan or health reimbur sement arrangement under section [379.953] 376.453, RSMo. Small
employers shall establish an equal amount of defined contribution for all plans. If an eligible
employee retains their individually underwritten health benefit plan under this subdivision, the
provisionsof sections379.930t0 379.952 shall not apply to theindividually underwritten health
benefit plan.

3. (1) Subject to subdivision (3) of this subsection, a small employer carrier shall not
be required to offer coverage or accept applications pursuant to subsection 1 of this sectionin
the case of the following:

(@ To asmall employer, where the small employer is not physically located in the
carrier's established geographic service areg;

(b) Toanemployee, when the employee doesnot live, work or residewithinthecarrier's
established geographic service area; or

(c) Within an area where the small employer carrier reasonably anticipates, and
demonstrates to the satisfaction of the director, that it will not have the capacity within its
established geographic service areato deliver service adequately to the members of such groups
because of its obligations to existing group policyholders and enrollees.

(2) A small employer carrier that cannot offer coverage pursuant to paragraph (c) of
subdivision (1) of this subsection may not offer coverage in the applicable areato new cases of
employer groups with more than fifty eligible employees or to any small employer groups until
the later of one hundred eighty days following each such refusal or the date on which the carrier
notifies the director that it has regained capacity to deliver services to small employer groups.

(3) A small employer carrier shall apply the provisions of this subsection uniformly to
all small employers without regard to the claims experience of a small employer and its
employeesand their dependentsor any health status-rel ated factor rel ating to such employeesand
their dependents.

4. A small employer carrier shall not berequired to provide coverageto small employers
pursuant to subsection 1 of this section for any period of time for which the director determines
that requiring the acceptance of small employersin accordancewith the provisionsof subsection
1 of this section would place the small employer carrier in afinancially impaired condition, and
the small employer is applying this subsection uniformly to all small employers in the small
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group market in this state consistent with applicable state law and without regard to the claims
experience of a small employer and its employees and their dependents or any health
status-related factor relating to such employees and their dependents.

379.952. 1. Each small employer carrier shall actively market all health benefit plans
sold by the carrier in the small group market to eligible employersin the state, except for plans
developed for health benefit trust funds.

2. (1) Exceptasprovidedin subdivision (2) of thissubsection, no small employer carrier
or agent or broker shall, directly or indirectly, engage in the following activities:

(8 Encouraging or directing small employers to refrain from filing an application for
coverage with the small employer carrier because of the health status, claims experience,
industry, occupation or geographic location of the small employer;

(b) Encouraging or directing small employers to seek coverage from another carrier
because of the health status, claims experience, industry, occupation or geographic location of
the small employer.

(2) The provisions of subdivision (1) of this subsection shall not apply with respect to
information provided by a small employer carrier or agent or broker to a small employer
regarding the established geographic service area or arestricted network provision of a small
employer carrier.

3. (1) Except asprovidedinsubdivision (2) of thissubsection, no small employer carrier
shall, directly or indirectly, enter into any contract, agreement or arrangement with an agent or
broker that providesfor or results in the compensation paid to an agent or broker for the sale of
a health benefit plan to be varied because of the health status, claims experience, industry,
occupation or geographic location of the small employer.

(2) Subdivision (1) of this subsection shall not apply with respect to a compensation
arrangement that provides compensation to an agent or broker on the basis of percentage of
premium, provided that the percentage shall not vary because of the health status, claims
experience, industry, occupation or geographic area of the small employer.

4. A small employer carrier shall provide reasonable compensation, as provided under
the plan of operation of the program, to an agent or broker, if any, for the sale of a[basic or
standard] small employer health benefit plan.

5. No small employer carrier shall terminate, fail to renew or limit its contract or
agreement of representation with an agent or broker for any reason related to the health status,
claimsexperience, occupation, or geographiclocation of the small empl oyersplaced by the agent
or broker with the small employer carrier.

6. No small employer carrier or producer shall induce or otherwise encourage a small
employer to separate or otherwise exclude an employee from health coverage or benefits
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provided in connection with the empl oyee'semployment; except that, acarrier may offer apolicy
toasmall employer that chargesareduced premium rate or deductiblefor employeeswho do not
smoke or use tobacco products, and such carrier shall not be considered in violation of sections
379.930t0 379.952 or any unfair trade practice, asdefined in section [379.936] 375.936, RSM o,
evenif only some small employers elect to purchase such apolicy and other small employersdo
not. In offering apolicy that chargesareduced premium rateor deductiblefor employees
who do not smoke or use tobacco products, carriers shall comply with the
nondiscrimination provisions of the federal Health Insurance Portability and
Accountability Act, P.L. 104-191, and federal regulations promulgated thereunder.

7. Denia by a small employer carrier of an application for coverage from a small
employer shall be in writing and shall state the reason or reasons for the denia with specificity.

8. Thedirector may promul gate rules setting forth additional standardsto providefor the
fair marketing and broad availability of health benefit plans to small employersin this state.

9. (1) A violation of this section by a small employer carrier or a producer shall be an
unfair trade practice under sections 375.930 to 375.949, RSMo.

(2) If asmall employer carrier enters into a contract, agreement or other arrangement
with athird-party administrator to provide administrative marketing or other servicesrelated to
the offering of health benefit plansto small employersin this state, the third-party administrator
shall be subject to this section asiif it were a small employer carrier.

Section 1. 1. Asused in sections1to 10 of thisact, thefollowing termsshall mean:

(1) " Department”, the department of social services;

(2) "Healthinsurancepool™ or " pool" , thehealth insurancepool established under
sections 376.960 to 376.991, RSMo;

(3) "Preventativecareservices', medically appropriate and age appropriate care
that isprovided toan individual to prevent and diagnosedisease, and promotegood health
and a healthy lifestyle;

(4) "Qualified plan", any health benefit plan available through the health
insurance pool established under sections376.960t0 376.991, RSM o, that isdeter mined by
thedepartment of insurance, financial institutionsand professional registration tomeet the
minimum benefit design contained in the federal waiver authorizing the show-me health
coverage plan;

(5) " Show-mehealth coverageplan” or " plan”, the show-mehealth cover ageplan
established in sections 1 to 10 of this act.

2. Subject to appropriations, thereishereby established within the department of
social services the " Show-me Health Coverage Plan" to provide health care coverage
through the health insurance pool to low-income adults residing in this state. The
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department shall apply totheUnited StatesDepar tment of Health and Human Ser vicesfor
approval of a Section 1115 demonstration waiver to develop and implement the plan,
provided that any reduction of disproportionate share hospital funds applied to the cost
of the plan asrequired by such waiver shall not be disproportionate to the impact the
program hason Missouri'slow-incomeuninsured. Theprovisionsof sections1to10of this
act shall bevoid and of no effect if thereareno fundsof the United Statesappropriated by
Congressto beprovided tothe state on the basis of a state plan or waiver approved by the
federal government under the federal Social Security Act or if there are no
disproportionatesharehospital fundsapplied totheprogram. Such submitted waiver shall
include but not be limited to:

(1) A provision that allowsfor transitional participation in theplan asset forthin
subsection 3 of section 6 of this act; and

(2) For individualsreceiving coveragethrough the state'shealth insurance pool, a
provision that allowsfor:

() Federal participation moneysto be used to provide such individualswith pool
cover age under the plan; and

(b) Actuarially sound premium ratesfor coveragefor such individualsthat exceed
the standard risk rates of the health insurance pool based on the aggregate losses for all
such individuals eligible for federal participation moneys.

3. Prior tothe submission of an application for afederal waiver under subsection
2 of thissection, the department shall submit the proposed application for such waiver to
thejoint committeeon MO HealthNet for the committee' sreview, recommendations, and
approval.

4. Thedepartment of insurance, financial institutionsand professional registration
and theM O HealthNet division of thedepartment of social servicesshall provideoversight
of the marketing practices of the plan. The department of social services and the health
insurance pool shall promote the plan and provide information to potential eligible
individuals.

5. The plan is not an entitlement program. The maximum enrollment of
individualswho may participatein the plan isdependent on funding appropriated for the
plan by the general assembly. Thedepartment of social servicesand the health insurance
pool shall, to the extent possible, ensure that enrollment in the plan is distributed
throughout Missouri in proportion to the number of individuals who are €ligible for
participation in the plan. Eligibility for the plan may be phased in incrementally on the
basis of actionstaken by the general assembly in the appropriations process.
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6. Notwithstanding any other provision of sections 1 to 10 of this act to the
contrary, for individualsreceiving cover agethrough thestate' shealth insurancepool, such
individuals shall be eligiblefor participation under the plan aslong asthey are otherwise
eligiblefor participation in theplan and their incomesdo not exceed two hundr ed twenty-
five percent of thefederal poverty level.

7. The department and the health insurance pool shall establish standards for
consumer protection, including the following:

(1) Quality of carestandards,

(2) A uniform processfor participant grievances and appeals;

(3) Standardized reporting concerning provider performance, consumer
experience, and cost.

8. The show-me health coverage plan shall pay one hundred percent of the
premium costsfor all participantsin the plan, except for any participant whose balance
in hisor her show-mehealth coverage account at theend of the plan year exceedsthetotal
annual required contribution amount under subdivision (2) of subsection 2 of section 5 of
thisact. Any funds remaining in the health care account of an individual who renews
participation in the plan at the end of the individual's twelve-month plan period shall
remain in the account. The state's contribution to an individual's account shall be
suspended the month after the ending account balance exceeds one thousand dollarsand
shall resumethemonth after theending account balanceislessthan onethousand dollars.

Section 2. 1. Subject to appropriations, an individual shall be eligible for
participationintheplanif theindividual iséligiblefor coverageunder thehealthinsurance
pool and meetsthe following requirements:

(1) Theindividual isat least nineteen year s of age and lessthan sixty-five years of
age and:

(a) Incomeintheamount of thedifferencebetween theincomestandard established
for eligibility under section 208.145, RSMo, and fifty percent of the federal poverty level
isdisregarded; or

(b) Theindividual:

a. Has an annual household income of not more than the level established by
appropriation, not to exceed one hundred percent of the federal poverty level;

b. Hashousehold ear ned incomeabovethetemporary assistancefor needy families
limit; and

c. Does not have household unear ned income above the tempor ary assistance for
needy families limit, excluding unemployment insurance benefits up to one thousand
dollars per month, child support up to five hundred dollars per month, and a child's
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federal Old-Age Survivors or Disability Insurance (OASDI) benefit up to one thousand
dollars per month.

The four-month thirty dollar plus one-third of earned income disregard nor the eight-
month thirty dollar disregard shall not be allowed under thissubdivision. The combined
amount of earned and unearned income shall not exceed one hundred percent of the
federal poverty level;

(¢) Theindividual hasan annual household income of not mor ethan two hundred
twenty-five percent of the federal income poverty level; or

(2) Theindividual meetsall of the following requirements:

(@) Theindividual isat least nineteen year s of age and lessthan sixty-five years of
age;

(b) Theindividual isa United Statescitizen or qualified legal alien and aresident
of Missouri;

(¢) Theindividual hasan annual household income of not morethan two hundred
twenty-five percent of the federal income poverty level;

(d) Theindividual has not had health insurance coveragefor at least six months;

(e) Theindividual hashousehold ear ned incomethat exceedsthe maximum income
for eligibility for Temporary Assistance for Needy Families (TANF) benefits;

(f) The individual does not have household unearned income that exceeds the
maximum income for eligibility for Temporary Assistance for Needy Families (TANF)
benefitslimit, excluding unemployment insurance benefitsup to onethousand dollarsper
month, child support up to five hundred dollars per month, and a child's OASDI benefit
up to onethousand dollars per month; and

(g) The combined amount of earned and unearned income shall not exceed the
incomedligibility level set by appropriation, not to exceed two hundr ed twenty-fiveper cent
of thefederal poverty level.

2. Thefollowing individuals shall not be eligible for the plan:

(1) An individual who participates in the federal Medicare program, 42 U.S.C.
Section 1395, et seq.;

(2) A pregnant woman for purposes of pregnancy-related serviceswho iséeligible
for health care coverage under chapter 208, RSMo;

(3) Anindividual who hasresources or owns assets with a value in excess of two
hundred twenty-five thousand dollars.
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3. Thedigibility requirements specified in subsection 1 of this section are subject
toapproval for federal financial participation by the United States Department of Health
and Human Services.

4. Thedepartment and thehealth insurance pool shall providefor enrollment with
the plan through the department’s I nternet web site and family support division offices.

Section 3. 1. Theplan shall includethe following medically necessary servicesin
amanner and to the extent determined by the department and the health insurance pool:

(1) Inpatient hospital services,

(2) Outpatient hospital and ambulatory surgical center services,

(3) Emergency room services,

(4) Physician and advanced practice nurse services,

(5) Federally qualified health center and rural health clinic services;

(6) Laboratory, radiology, and other diagnostic services,

(7) Prescription drug coverage;

(8 Mental health and substance abuse treatment. The plan shall not permit
treatment limitations or financial requirements on the coverage of mental health care
servicesor substanceabuseservicesif smilar limitationsor requirementsarenot imposed
on the coverage of servicesfor other medical or surgical conditions;

(99 Home health services;

(10) Durable medical equipment;

(11) Family planning services:

(@) Including contraceptivesand sexually transmitted diseasetesting, asdescribed
in federal Medicaid law, 42 U.S.C. Section 1396, et seg.; and

(b) Not includingabortion or abortifacients, except asrequired infederal Medicaid
law, 42 U.S.C. Section 1396, et seq.;

(12) Personal care services;

(13) Emergency ground and air transportation services;

(14) Hospice services;

(15) Prevention and wellness services;

(16) Case management, care coor dination, and disease management;

(17) Urgent care center services,;

(18) Preventive care services, and

(19) Therapy services, including physical, occupational, and speech therapy.

2. Theplan shall, at no cost to the individual, provide payment for one physician
office visit and at least two hundred dollars of qualifying preventative care services per
year for an individual whoiseligible under subdivision (2) of subsection 1 of section 2 of
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this act. Any additional physician office visits and preventative care services covered
under the plan and received by an individual who is €igible under subdivision (2) of
subsection 1 of section 2 of this act shall be subject to the deductible and co-payment
requirements of the plan.

3. The plan may include incentives designed to encourage and promote healthy
lifestyle choices which are medically appropriate, age appropriate, and attainable for
individual participants, takingintoconsideration any limitationson lifestylechoiceswhich
may exist based on medical conditions and the needs of the population serviced under the
plan.

4. The plan shall, subject to appropriations, provide to an individual who
participatesin theplan alist of health care servicesthat qualify aspreventive car e services
for the age, gender, and preexisting conditions of the individual. The plan shall consult
with thefederal U.S. Preventive Services Task Forcefor alist of recommended preventive
care services.

Section 4. 1. Every individual eligible under subsection 1 of section 2 of this act
who participatesin the plan shall have an individual show-me health coverage account,
such asahealth savingsaccount or other similar account, to which paymentsmay bemade
for theindividual's participation in the plan by any of the following:

(1) Theindividual;

(2) An employer;

(3) Thestate, including any incentive payments contributed by the state;

(4) Any philanthropic or charitable contributor; or

(5) The health insurance pool that operates wellness and health promotion
programs, disease and condition management programs, health risk appraisal programs,
and other similar programs. Such requirementsshall not be considered tobeengagingin
unfair tradepracticesunder section 375.936, RSM o, with respect to the practicesof illegal
inducements, unfair discrimination, and rebating.

2. The minimum funding amount for an individual show-me health coverage
account isthe amount required under section 5 of thisact.

3. An individual show-me health coverage account shall be used to pay the
individual's deductible and co-paymentsfor health care servicesunder the plan.

4. An individual may make payments to his or her individual show-me health
cover age account asfollows:

(1) Anemployer withholding or causing to bewithheld from an employee' swages
or salary, after taxesarededucted from thewagesor salary, theindividual'scontribution
under this section and distributed equally throughout the calendar year;
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(2) Submission of theindividual'scontribution under sections1to 10 of thisact to
thedepartment todepositin theparticipant'sindividual show-mehealth cover ageaccount
in amanner prescribed by the department;

(3) Another method deter mined by the department and the health insurance pool.

5. An employer may make, from moneys not payable by the employer to the
employee, not more than fifty percent of an individual's required payment to hisor her
individual show-me health coverage account.

6. Any employer makingany contributionsfor a participant in the show-mehealth
cover age plan may make such contribution to the employee'sindividual show-me health
cover age account or may make such contribution towardsthe payment of any premiums
for coverage of the employee under the plan.

Section 5. 1. For individuals required to contribute to a an individual show-me
health cover age account, an individual's participation in the plan shall not begin until an
initial payment ismadefor theindividual'sparticipation in theplan. A required payment
to the plan for the individual's participation shall not exceed one-twelfth of the annual
payment required under subsection 2 of this section.

2. Toparticipatein the plan, an individual shall:

(1) Apply for theplan inamanner prescribed by thedepartment. Thedepartment
and health insurance pool may develop and allow a joint application for a household;

(2) If the individual is approved by the department to participate in the plan,
contribute to an individual show-me health coverage account the lesser of the following:

(@ The federal minimum amount for a health savings account in the first year
adjusted annually each year thereafter by the Consumer Price Index, less any amounts
paid by theindividual under:

a. TheMO HealthNet program;

b. Thechildren'shealth insurance program; and

c. TheMedicare program, 42 U.S.C. Section 1395, et seq., as determined by the
department; or

(b) Not morethan thefollowing applicable percentage of the individual's annual
household income per year, lessany amountspaid under theM O HealthNet program, the
children'shealth insurance program, and the M edicar e program, 42 U.S.C. Section 1395,
et seq., asdetermined by the department and the health insurance pool:

a. One percent of the annual household income per year for incomes up to one
hundred percent of the federal poverty level;
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b. Two percent of the annual household income per year if theindividual has an
annual household income of more than one hundred percent and not more than one
hundred twenty-five percent of the federal poverty level;

c. Threepercent of theannual household income per year if theindividual hasan
annual household incomeof mor ethan onehundr ed twenty-fiveper cent and not mor ethan
one hundred fifty percent of the federal poverty level;

d. Four percent of theannual household income per year if theindividual hasan
annual household income of morethan one hundred fifty percent and not morethan two
hundred percent of the federal poverty level; or

e. Five percent of the annual household income per year if theindividual has an
annual household income of more than two hundred and not more than two hundred
twenty-five percent of the federal poverty level.

3. In no case shall the combined household contribution to the health savings
account and other deductible or co-pay exceed five percent of the annual household
income.

4. The state shall contribute the difference to the individual's account if the
individual's payment required under subdivision (2) of subsection 2 of this section isless
than the federal minimum amount for a health savings account in the first year or the
amount each year thereafter asadjusted by the federal consumer priceindex.

5. If anindividual'srequired payment to the plan is not made within ninety days
after the required payment date, the individual or individuals shall be terminated from
participationintheplan. Theindividual or individualsshall receivewritten noticebefore
being terminated from the plan.

6. If an individual isterminated from the plan for fraud or under subsection 5 of
thissection, theindividual shall not reapply for participation in theplan within six months
of termination.

7. The deductible that is required of an individual digible for the plan under
subsection 1 of section 2 of thisact shall not begreater than theamount in theindividual's
show-mehealth cover age plan account. Theplan shall pay for any covered health services
if theindividual has made the required contribution to the individual's show-me health
cover age plan account.

Section 6. 1. Anindividual whoisapproved toparticipatein theplaniseligiblefor
atwelve-month plan period unlesstheindividual failsto maketherequired contribution.
An individual who participatesin the plan without a break in service shall not berefused
renewal of participation in the plan:
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(1) For thesolereason that the plan hasreached the plan's maximum enrollment;
or

(2) Iftheindividual is€ligiblefor transitional participation under subsection 3 of
this section.

2. If theindividual choosesto renew participation in the plan, theindividual shall
completearenewal application and any necessary documentation, and submit totheshow-
me health cover age plan the documentation and application on a form prescribed by the
department and the health insurance pool. At the time of renewal under the plan, a
participant may change qualified plansfor hisor her receipt of benefits under the plan.

3. Ifanindividual isdigibleand participatesin the plan without abreak in service
and such individual's income subsequently exceeds the current income limitations for
participationintheplan, based on appropriations, at thetimeof such individual'srenewal,
but otherwiseremainseligiblefor participation in theplan, theindividual may chooseand
shall be eligible for transitional participation in the plan; except that, such individual's
participation in the plan shall terminateif hisor her income exceedstwo hundred twenty-
five percent of thefederal poverty level. A transitional participant shall receive cover age
under a qualified plan and shall be responsible for the required paymentsin the same
manner established under the plan in accordance with sections 1 to 10 of thisact.

4. Any moneysremainingin an individual show-me health coverage account of a
participant who renews participation in the plan at the end of the individual's twelve-
month plan period shall be used to reduce the individual's payments for the subsequent
plan period. The state's contribution to an individual's account shall be suspended the
month after the ending account balance exceeds the minimum amount required under
federal law for a health savings account and shall resume the month after the ending
account balanceislessthan such minimum amount.

5. If an individual isno longer eligiblefor the plan, does not renew participation
in theplan at theend of the plan period or isterminated from the plan for nonpayment of
arequired payment, thedepartment shall, asdeter mined by ruleand not mor ethan ninety
daysafter thelast date of participation in the plan, refund totheindividual theamount of
any balance remaining in the individual show-me health coverage account less any
outstanding individual obligationsunder the plan.

Section 7. 1. Anindividual approved for participation in theplan shall seek health
car e cover age through a qualified plan available through the health insurance pool.

2. The deductible for any qualified plan under the plan shall not exceed two
thousand five hundred dollars.
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3. The premium required of the qualified plan shall be certified as actuarially
sound in accordancewith therequirementsestablished by thefeder al Centersfor Medicare
and Medicaid Services.

4. Thedepartment of social servicesand the health insurance pool, in consultation
and coor dination with thedepar tment of insurance, financial institutionsand professional
registration and the board of directors for the health insurance pool, shall ensure that
individuals approved for participation in the plan are able to seek and obtain health
insurance cover age under the health insurance pool.

5. The department of social services, the department of insurance, financial
institutions and professional registration, and the board of directors for the health
insurance pool may promulgaterulesand/or joint rulestoimplement theprovisionsof this
section. Any rule or portion of arule, asthat term isdefined in section 536.010, RSMo,
that iscreated under the authority delegated in this section shall become effective only if
it complies with and is subject to all of the provisions of chapter 536, RSMo, and, if
applicable, section 536.028, RSMo. Thissection and chapter 536, RSM o, ar enonseverable
and if any of the power svested with thegener al assembly pur suant to chapter 536, RSMo,
toreview, to delay the effective date, or to disapprove and annul arule are subsequently
held unconstitutional, then the grant of rulemaking authority and any rule proposed or
adopted after the effective date of this section shall beinvalid and void.

Section 8. 1. The health insurance pool providing health insurance coverageto an
individual that participatesin the plan:

(1) Isresponsiblefor theclaim processing for the coverage;

(2) Isresponsiblefor provider reimbursement;

(3) Isresponsiblefor providing and maintaining health savings accountsfor each
participant; and

(4) Shall not deny coverageto an eligibleindividual who hasbeen approved by the
department of social servicesto participatein the plan.

2. Thestateshall not providefundingfor health insurancecover ager eceived under
thissection. Theindividual participant shall beresponsiblefor therequired contribution
tothehealth savingsaccount and for payment of the monthly premium established by the
MO HealthNet division.

Section 9. The department of social services and health insurance pool shall
promulgaterulesand regulationsfor theimplementation of sections1to 10 of thisact. Any
ruleor portion of arule, asthat term isdefined in section 536.010, RSMo, that is created
under theauthority delegated in this section shall becomeeffective only if it complieswith
and is subject to all of the provisions of chapter 536, RSMo, and, if applicable, section
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536.028, RSMo. Sections1to 10 of thisact and chapter 536, RSM o, ar e nonsever ableand
if any of the power s vested with the general assembly pursuant to chapter 536, RSMo, to
review, todelay theeffectivedate, or to disapproveand annul arulearesubsequently held
unconstitutional, then thegrant of rulemakingauthority and any ruleproposed or adopted
after the effective date of sections 1to 10 of thisact shall beinvalid and void.

Section 10. Under section 23.253, RSMo, of the Missouri Sunset Act:

(1) Theprovisionsof thenew program authorized under sections1to 10 of thisact
shall automatically sunset six years after the effective date of sections 1 to 10 of this act
unlessreauthorized by an act of the general assembly; and

(2) If such programisreauthorized, the program authorized under sections1to10
of this act shall automatically sunset twelve years after the effective date of the
reauthorization of sections1to 10 of thisact; and

(3) Sections1to 10 of thisact shall terminate on September first of the calendar
year immediately following the calendar year in which the program authorized under
sections 1 to 10 of thisact issunset.

Section 11. 1. If theincome of a taxpayer who reportsthe absence of health care
coverage for a dependent child does not exceed one hundred fifty percent of the federal
poverty level, the department of revenue shall send a notice, to be developed by the
department of social services, to thetaxpayer indicating that the dependent child may be
eligiblefor the MO HealthNet for Kids program and providesinformation about how to
enroll in the program.

2. Beginning with the 2009 Missouri tax returns, the taxpayer shall report on the
income tax return in the form required by the department of revenue the presence or
absenceof health car ecover agefor each dependent child for whom an exception isclaimed.

3. Notwithstanding any other provision of law, a taxpayer shall not be penalized
inany manner for not providingor providinginaccur ately theinformation required under
this section.

4. The department of revenue shall not send any notice of information with the
applications and enrollment instructions required in this section, other than the notice
developed by the department of social services.

Section 12. Subject to appropriations, the department of social services shall
establish a rate for the reimbursement of physicians, optometrists, podiatrists, and
psychologists for servicesrendered to patients under the MO HealthNet program which
provides equal reimbursement for the same or similar servicesrendered.

[143.113. 1. For all taxable years beginning on or after January 1, 2000,
an individual taxpayer who is an employee within the meaning of Section
401(c)(1) of theInternal Revenue Code of 1986, asamended, shall beallowed to



H.C.S.S.S. S.C.S. SB. 306 103

N o oA WD

o Ok WN

subtract from the taxpayer's Missouri adjusted gross income to determine
Missouri taxable income an amount equal to the amount which the taxpayer has
paid during the taxable year for insurance which constitutes medical carefor the
taxpayer, the taxpayer's spouse, and dependents to the extent that such amounts
qualify as deductible pursuant to Section 162(1) of the Internal Revenue Code of
1986, as amended, for the same taxable year, and shall only be deductible to the
extent that such amounts are not deducted on the taxpayer's federal income tax
return for that taxable year.

2. Thedirector of the department of revenue shall promulgate rules and
regulations to administer the provisions of this section. No rule or portion of a
rule promulgated pursuant to the authority of this section shall become effective
unlessit hasbeen promul gated pursuant to the provisions of chapter 536, RSMo.]

Section B. Because of the need to ensure that employees or membersin this state may
continue health care coverage upon termination of employment or membership to the same
extent assimilarly situated employees or membersin other states, the repeal and reenactment of
section 376.428 of section A of this act is deemed necessary for the immediate preservation of
the public health, welfare, peace and saf ety, and ishereby declared to be an emergency act within
the meaning of the constitution, and the repeal and reenactment of section 376.428 of section A
of thisact shall bein full force and effect upon its passage and approval.

Section C. Because immediate action is necessary to allow certain hospital districtsto
lower their property tax levies, the enactment of section 205.202 of section A of this act is
deemed necessary for theimmediate preservation of the public health, welfare, peace, and safety,
and is hereby declared to be an emergency act within the meaning of the constitution, and the
enactment of section 205.202 of section A of this act shall be in full force and effect upon its

passage and approval.
v



