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FIRST REGULAR SESSION
HOUSE COMMITTEE SUBSTITUTE FOR

HOUSE BILL NO. 497

95TH GENERAL ASSEMBLY

1260L.08C D. ADAM CRUMBLISS, Chief Clerk

AN ACT

To repeal sections 376.960, 376.966, and 376.986, RSMo, and to enact in lieu thereof twenty-
one new sectionsrelating to transparency of health careinformation, the Missouri health
insurance pool, and patient privacy, with a penalty provision and an effective date for
certain sections.

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

SectionA. Sections376.960, 376.966, and 376.986, RSM o, arerepeal ed and twenty-one
new sections enacted in lieu thereof, to be known as sections 191.015, 191.1005, 191.1008,
191.1010, 197.550, 197.553, 197.556, 197.559, 197.562, 197.565, 197.568, 197.571, 197.574,
197.577, 197.580, 197.586, 376.960, 376.966, 376.986, 376.988, and 376.1373, to read as
follows:

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

2. Asused in this section, 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™, any corporation organized for the primary pur pose of
maintaining medical information for treatment or diagnosis, or to allow an individual to
manage hisor her information, including but not limited to a physician, hospital, health
maintenance or ganization, ambulatory surgical center, long-term care facility including
facilitieslicensed under chapter 198, RSM o, dentist, registered or licensed practical nurse,
optometrist, podiatrist, pharmacist, chiropractor, professional physical therapist,

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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psychologist, physician in training, or any other person or entity that provideshealth care
servicesunder theauthority of alicense or certificate;

(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 beidentified 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 and health
care provider; except that, such information may be disclosed to a health insurer,
employer, state employee or agent of the Missouri consolidated health care plan, the
department of health and senior services, the department of insurance, financial
institutions and professional registration, or the MO HealthNet divison within the
department of social services in connection with the performance of such employee's
official duties. Such official dutiesshall befor purposes allowed under 45 CFR 164.512,
as amended, including but not limited to:

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

(2) Tracking of infectiousor communicable diseases throughout the state;

(3) Statewellnessinitiatives and programs; and

(4) Research state medical trends.

4. Nothing in thissection 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 rulesset forth in
this section.

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

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 car eservice. Such requirement shall not apply toemer gency health
careservicesor any provider documenting to consumer sthe cost of the provider'stwenty
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most common char geselectronically or in paper format, or toany referral servicesthat the
provider does not provide directly to a patient. Any estimate of cost may include a
disclaimer noting theactual 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, RSMo, and includesthe stateof 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 includea comparison to national standardsand areport
detailingthemeasur esand methodol ogiesused 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;

(4) 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 to provideinput onthe
program, including methods used to deter mine perfor mance strata;

(6) A clearly defined processfor receivingand 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 perfor mance 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
accessible and under standable to consumers and providers;

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

(13) Measuresused to assess provider performance and the methodology used to
calculatescor esor deter minerankingsshall 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. Examplesof 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 promoteconsistency and reducethebur den of collection.
The nature and scope of such efforts shall be publicly reported;

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

(17) Measuresshall be based on national standards. The primary source shall be
measur es endor sed by the National Quality Forum (NQF). When nonNQF measuresare
used because NQF measures do not exist or are unduly burdensome, it shall be with the
understanding that they will be replaced by compar able NQF-endor sed measures when
available;
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(18) Where NQF-endorsed measuresdo not exist, the next level of measuresto be
considered, totheextent practical, shall bethoseendor sed by the Ambulatory CareQuality
Alliance, national accrediting or ganizations such asthe National Committee for Quality
Assurance, or the Joint Commission on the Accreditation of Healthcare Organizations,
Healthcare Effectiveness and Data Information Set (HEDIS), other national provider
gpecialty organizations, or federal agencies,

(19) Thepublic, including consumersand employers, hasaright toobtain reliable
and valid information to assist them in comparing the cost and quality of health care
servicesand health careproviders. For such purpose, health carrier sshall havetheability
tousereliabledatawhich iscollected from medical claims, health careproviders, medical
recordsreview or other sources, includingthefederal Centersfor Medicareand Medicaid
Services (CMYS) and other entities for such purpose. Health carriers and health care
providersareprohibited from entering into new contractsor amending existing contracts
that limit the use of medical claimsdatato payment of claimsor otherwiseprecludehealth
carriersfromrespondingtothepublic'sneed for compar ative cost, quality, and efficiency
information, or other performance information, on health care services and health care
providers. Health carriers may use claims and contracted rate data to report on cost,
quality, and efficiency consistent with the patient charter or other nationally recognized
standards, such as those issued by the National Committee for Quality Assurance. No
health carrier or any other entity shall use such information in amanner that violatesany
state or federal law, including antitrust law; and

(20) 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 person whosellsor otherwisedistributestothepublichealth care
qguality 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 jour nalsthat 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.
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3. (1) Upon receipt of acomplaint of an alleged violation of thissection by aperson
or entity other than a health carrier, the department of health and senior services shall
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, 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 pursuant to chapter 536, RSM o,
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 sections191.1005t0 191.1008 by a health insurer
shall beinvestigated and enforced by the department of insurance, financial institutions
and professional registration under thedepartment'spower sand responsibilitiestoenfor ce
theinsurance laws of this state in accordance with chapter 374, RSMo.

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 allowstheidentification 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 preventsthe 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, as amended,;

(3) " Patient safety organization", any entity which:

(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
nonpr ofit 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 ther eunder;
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(c) Hasagoverning board or advisory committeethat includesrepresentatives of
hospitals, physicians, an employer or group r epresentingemployer 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 Medicar e 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 toidentifiableinformation under federal
and state law and regulations;

(i) I'mplementsappropriate security measureswith respect to patient safety work
product;

(j) Submits, if authorized by itsgoverning 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 seq., as amended,;

(5) "Provider", the same meaning as such term isdefined in federal regulations
promulgated to implement the federal Patient Safety and Quality |mprovement 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:
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(@) Defines, based on a root cause analysis, specific changes in organizational
policies and procedures designed to reduce therisk of similar incidentsoccurring in the
futureor that providesarationale that no such changes arewarranted;

(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 or
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 2002report 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 mprovement Act of 2005, as amended. The hospital’'sinitial
report of theincident shall besubmitted tothe patient 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 theincident is
discovered, submit a completed root cause analysisand areportableincident prevention
plan to the patient safety organization.

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 areportableincident. If the patient safety organization finds theinitial
report, root cause analysis, or reportable incident prevention plan to be insufficient, the
hospital shall havetwo attemptsto correct. |f such attemptsareunsuccessful, the hospital
shall conduct the process with the department of health and senior services, as permitted
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by thefederal Patient Safety and Quality Improvement Act of 2005. If a hospital chooses
not toprovidean initial report, root causeanalysis, or reportableincident prevention plan
to afederally-designated patient safety organization within the specified timeframes, the
hospital shall submit all threeelementstothedepartment of health and senior services, as
permitted by the federal Patient Safety and Quality | mprovement Act of 2005.

3. All hospitals shall 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
considered 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 as to how to prevent futureincidents.

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

(1) Restrict theavailability 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 department of health and senior services shall publish an annual report to the public
onreportableincidents. Thefirst report and each subsequent annual report shall include
twelve monthsof reported data and shall be published not morethan fifteen monthsafter
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 rate per patient encounter by region and by category
of reportableincident, and by facility as such categories are established by the National
Quality Forum in defining reportableincidents, and may identify reportableincidentsby
typeof facility. Thereport for the previousyear shall be made public no later than April
thirtieth. Toprovidethedepartment with thisdata, hospitalsshall report errorsquarterly
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to the department. Such reports shall include the type of error, rate of error, whether
death or serious disability occurred, and whether aroot cause analysis and a reportable
incident prevention plan have been submitted to the patient safety organization. The
department shall determine when a frequency or pattern of harm necessitates further
action.

197.565. No person shall disclose the actions, decisions, proceedings, discussions,
or deliberationsoccurring at ameeting of a patient safety or ganization except totheextent
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:

(&) Thepatient safety organization;

(b) Theorganization's staff;

(c) Theorganization'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'spresident and chair person; and

(2) Any meetingin any settingin 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 e presented 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 Improvement 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 from any
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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-
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 otherwiseadver sely affected solely by reason of the submission of thesameto
apatient safety organization. Theconfidentiality of patient safety wor k product submitted
in compliancewith sections 197.550to 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 furnishing servicesto a patient 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.

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;
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(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:

(a) 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, financia 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;

(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;
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(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 smilar, 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) "Federaly defined eligibleindividua", an individual:

(8) For whom, as of the date on which the individual seeks coverage through the pool,
the aggregate of the periods of creditable coverage as defined 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 eligible for coverage under agroup health plan, Part A or Part B of Title
XVIII of the Social Security Act, or state plan under Title X1X of such act or any successor
program, and who does not have other health insurance coverage;

(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
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that the plan provides medical care and including items and services paid for as medical 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 organi zation subscriber contract, preferred provider arrangement
or contract, or any other similar contract or agreement for the provisions of health care benefits.
Theterm "healthinsurance" doesnot 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 benefitsare payablewith or without regard to fault and which is statutorily 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) "Hospital", 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
morenonrelated 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;

(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
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(c) Insurance covering medica care referred to in paragraphs (a) 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 bea
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 in thissubdivision, " waiting period” and " affiliation period" shall have
the same meaning as such terms are defined in section 376.450;

(26) "Tradeact 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:

(& 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 aninsurer to issue health insurance except at a rate 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 eligibleindividual;



H.C.S. H.B. 497 16

15
16
17
18
19
20
21
22
23
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

(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 health insurance or an insurance arrangement substantially similar to or more
comprehensive than aplan policy, or would be eligibleto 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];

(b) A person may maintain other coverage for the period of timethe personis satisfying
any preexisting condition waiting period under a pool policy; [and]

(c) A person may maintain plan coverage for the period of time the 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;
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(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 personis afederally defined
eligible individual, and persons eligible for public programs;

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

(7) Any personwho 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 asthe 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 determinesan insured hasexhausted eighty-five per cent of his
or her total lifetime benefits, theinsurer shall notify any affected person of the existence
of the pool, of the person's dligibility for the pool when all lifetime benefits have been
exhausted, and of methods of applying for pool coverage. When any affected person has
exhausted one hundred percent of hisor her total lifetime benefits, theinsurer shall notify
theaffected person of hisor her eligibility for pool coverageand 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.

376.986. 1. The pool shall offer major medical expense coverage to every person
eligiblefor coverage under section 376.966 and shall offer other health plansthat theboard
determinesto bein the best interest of the individuals covered under the pool, including
but not limited to dental and vision coverage, and limited mandate plansor other similar
flexible benefit plans. The coverage to be issued by the pool and its schedule of benefits,
exclusons and other limitations, shall be established by the board with the advice and
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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 a
medical prescription and coverage for patient education services, to be provided at the direction
of aphysician, encompassing the provision of information, therapy, programs, or other services
on an inpatient or outpatient basis, designed to restrict, control, or otherwise cause remission of
the covered condition, illness or defect.

2. In establishing 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 promulgate benefit level s, deductibl es, 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
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. Thestandard risk rate shall be established using reasonabl e actuarial techniquesand
shall reflect anticipated experience and expenses for such coverage. [Initial rates for pool
coverage shall 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 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 eligibleindividualsandtradeact eligibleindividuals, ratesshall
be equal to the percent of rates applicableto 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. Pool coverage established pursuant to this section shall provide an appropriate high
and low deductibleto be selected by the pool applicant. The deductiblesand coinsurancefactors
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may be adjusted annually in accordance with the medical component of the consumer price
index.

6. Pool coverage shall exclude charges or expenses incurred during the first twelve
months following the effective date of coverage as to any condition for which medical advice,
careor treatment wasrecommended or received 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. Theboard may establish a premium rateload to allow enrolleesto buy down
creditable coverage.

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

(1) A federally defined éigible individual who has not experienced asignificant gapin
coverage; or

(2) A tradeact eligibleindividual who maintained creditable health insurance coverage
for an aggregate period of threemonthsprior to loss of employment and who has not experienced
asignificant gap in coverage since that time.

8. Benefits otherwise 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 expensebenefitspaid or payableunder 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. The insurer 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. Medical expenses shall include expenses for comparable benefits for those who rely
solely on spiritual means through prayer for healing.

10. Subject to appropriations, the pool shall establish a premium assistance
program for qualified individuals under section 376.966. Under the program:

(1) Anindividual shall beeligiblefor premium assistanceif theindividual qualifies
for coverage under the pool and the individual's income does not exceed the income
eigibility level established by the pool for the premium assistance program;

(2) Premium assistanceshall beavailablefor aqualified individual whoisemployed
if such qualified individual'semployer or thequalified individual, or both, contributetheir
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respective sharesof therequired premium. If theemployer of aqualified individual does
not participate, the qualified individual, or such employed qualified individual and such
individual'squalified spouse, may directly enroll in the premium assistanceprogram. Any
moneys awar ded to the pool through a grant or from a federal agency for the purpose of
premium assistance shall be used through the pool's premium assistance program;

(3) Premium assistance shall be provided based on a diding income scale to be
established by the pool; except that, any per son with an income exceeding three hundred
per cent of thefederal poverty level shall beineligiblefor thepremium assistance program;

(4) Any cost-sharing requirements, such as deductibles, co-payments, or co-
insurance, shall be established by the pool.

11. In providing coverage to enrollees under the health insurance pool and
paymentsto providersfor providing health care servicesto enrollees under 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.

376.988. All agentsand brokerssellingor renewing Missouri health insurancepool
policiesshall receiveaseven and one-half per cent commission from thepool 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 policies under the pool.

376.1373. 1. Asused in thissection, the following ter ms shall mean:

(1) "Changein participation status', a change of a provider from an in-network
provider to an out-of-network provider;

(2) "In-network provider", a provider under contract with a health carrier to
provideservicesto enrolleesat thereimbursement ratesand enr ollee costsassociated with
covered network services;

(3) " Out-of-network" ,aprovider not under contract with ahealth carrier and who
providesservicestoenrolleesat thereimbur sement rateand enrollee costsassociated with
out-of-network services,

(4) " Participating provider", an in-networ k provider that provides servicesat in-
networ k reimbur sement rates and enrollee costs,

(5) "Participation status', the contracted or otherwise agreed upon level of
reimbur sement that a provider may expect from the health carrier and which affectsthe
amount of payment owed to the provider by the enrollee.

2. All health carriers shall provide natification in writing or electronically, or
telephonically with theper mission of theenrollee, toall enrolleesif theparticipation status
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of any in-network provider changesfrom in-network to out-of-network. Such noticeshall
bedelivered toenrolleesat least thirty businessdaysbefor etheeffectivedate of thechange
in the provider's participation status or as soon as reasonably possible. At the health
carrier'soption and in lieu of notifying all enrollees, the health carrier may notify only
enrollees who have been seen by the in-network provider whose participation statusis
changing in the twelve-calendar-month period immediately preceding the date of the
change of the provider's participation status.

3. (1) All health carriersshall haveawritten procedurefor ensuring continuity of
carewhen a changein the participation status of any in-network provider occurs. Such
written procedure shall be applicableregardless of the reason for the change.

(2) Theprocedureshall includeenrolleenatification of thechangein thein-network
provider'sparticipation statusand, if necessary, transferred toother health careproviders
in the provider network in atimely manner.

(3) The health carrier shall provide a copy of the procedure to the enrollee,
providers, or the director upon request.

(4) The procedure shall be subject to any requirements the director may deem
necessary to ensure compliance with state law.

4. If the participation status of an in-network provider changes, regardless of the
reason for the change, the provision of health care services by a health carrier shall be
subject to the following:

(1) Thehealth carrier shall assurecontinuation of car eto enrolleesaffected by such
change for a period of up to ninety days when the continuation of care is medically
necessary and in accordance with the dictates of medical prudence, including but not
limited to circumstances such as disability, pregnancy, or life-threatening illness;

(2) If continuation of careisnecessary or if thehealth carrier failed totimely notify
the enrollees as prescribed by subsection 2 of this section, an enrollee shall continue to
receive servicesat thecontracted rateand costsspecified for in-network provider services,
including all deductibles, coinsurance, and copayments, in the certificate of coverage or
other contract between the enrollee and the health carrier. No such enrollee shall be
responsible or otherwise liable for any costsincurred which exceed thein-network rates
and costs associated with the provision of such services,

(3) Ifthein-network provider whoseparticipation statuschangesto out-of-networ k
isauthorized to continueto provide servicesto an enrollee under this section, the health
carrier shall reimbursesuch provider for servicesprovided totheenrolleeat thepreviousy
contracted ratefor theprovider when the provider wasan in-network provider under the
certificate of coverageor other contract between theprovider and thehealth carrier. Such
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provider shall not bill or otherwise charge the enrollee for any costs other than the
authorized in-network costs, such asdeductibles, coinsurance, or copayments, specified in
the certificate of coverage or other contract between the enrollee and the health carrier;

(4) Thehealth carrier shall includethecontinuation of carerequirementsdescribed
in this subsection in the evidence of coverage provided to enrollees and in all provider
contracts entered into, including any subcontracts and affected subcontractors;

(5) Uponrequest of thedirector, thehealth carrier shall provideacopy of provider
contracts or subcontracts. Such contracts and subcontracts shall be subject to any
requirementsthedirector deems necessary to ensure compliance with state law.

5. Thedirector may promulgaterulesto administer and implement the provisions
of this section. Any rule or portion of arule, asthat term is defined in section 536.010,
RSMo, that iscreated 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. 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.

Section B. Sections 191.1005, 191.1008, and 191.1010 of section A of this act shall
become effective January 1, 2010.
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