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Balance and Surprise Bill Legsilation
January 2017

Ashley A. Noble, JD

» 36 bills introduced in 14 states: Delaware (1), Georgia (1), Hlinois (1), Massachusetts (6),
Minnesota (2), Montana (2), New Hampshire (1), New Jersey (10), New York (2), Oregon
(1), Pennsylvania (2), Rhode Island (5), Texas (1), and Washington (1).

o 2 laws enacted in 2 states: Delaware (1) and New York (1).

o 20 bills pending in 10 states: Georgia (1), llinois (1), Minnesora (2), Montana (2),
New Hampshire (1), New Jersey (9), Oregon (1)}, Rhode Island (1), Texas (1), and
Washington (1).

o 14 bills failed in 4 states: Massachusetts (6), New Jersey (1), New York (1),
Pennsylvania (2), and Rhode Island (4).

(2015) DE H 439

Sponsor: Short B (D)

Title: Health Insurance

Introduced: 06/21/2016

Enacted: 07/29/2016

Disposition: Enacted

Effective

Date: 01/01/2017

Location: Chaptered

Chapter: 339

Summary: Provides for network disclosure and transparency for insured individuals who may be

provided non-emergency health care services from an out-of-network provider;
states that an insured must be notified that a provider or facility is an out-of-network
and given notice that the services may not be covered; requires health insurance
companies maintain up to date and comprehensive provider directories.

Status: 07/29/2016 Signed by GOVERNOR.
07/29/2016 Chapter Number 339 [Effective Rule]
y Text Hits:
@&
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{3) A facility-based provider or a health care provider may not balance bill 3 covered person for health
care services not covered by an insured's health insurance contract, if the facility-based provider or

health care provider:

(2) Regulations reguiring health insurers and out-of-network providers to inform covered persons of
their rights with respect to payment of balance bills.

The regulations adopted and arbitrations authorized pursuant to this section shali reflect the objectives

of protecting consumers from surprise bills and not creating incentives for providers to be out-of-
network.

(3} A facility-based provider or a health care provider may not balance bill a covered person for health
care services not covered by an insured's health insurance contract, if the facility-based provider or
health care provider:

{2} Regulations requiring health insurers and out-of-network providers to inform covered persons of
their rights with respect to payment of balance bills.

The regulations adopted and arbitrations authorized pursuant to this section shall reflect the objectives
of protecting consumers from surprise bills and not creating incentives for providers to be out-of-
network.

GASS
Author: Unterman (R}
Title: Amends Title 33 of the Official Code of Georgia

Introduced:  01/09/2017
Disposition:  Pending
Location: SENATE

Summary: Relates to insurance; provides for consumer protections regarding health insurance;
provides for definitions; provides for disclosure requirements or providers, hospitals
and insurers; provides for related matters; repeals conflicting laws; provides for other

purposes.
Status: 01/09/2017 INTRODUCED.
Text Hits: insurance; to provide for definitions; to provide for disclosure requirements of

providers, hospitals, and insurers; to provide for billing and reimbursement of out-of-
network services; to provide for procedures for dispute resolution for surprise bills for
nonemergency services; to provide for payment of emergency services; to provide for
an out-of-network reimbursement rate workgroup; to provide for related matters; to
repeal conflicting laws; and for other purposes.

This Act shall be known and may be referred to as the "Surprise Billing and Consumer
Protection Act.”

{14} 'Surprise bill' means a bill for health care services, other than emergency services,
received by:
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physician is unavailable or a nonparticipating physician renders services without the
insured's knowledge or when unforeseen medical services arise at the time the health
care services are rendered; provided, however, that a surprise bill shall not mean a bill
received for health care services when a participating physician is available and the

insured has elected to obtain services from a nonparticipating physician;

{a) The Commissioner shall establish a dispute resolution process by which a dispute for
a bill for emergency services or a surprise bill may be resolved. The Commissioner shall
have the power to grant and revoke certifications of independent dispute resolution
entities to conduct the dispute resolution process.

When an insured assigns benefits for a surprise bill in writing to a honparticipating
physician who knows that the insured is insured under a health care plan, the
nonparticipating physician shall not bill the insured except for any applicable
copayment, coinsurance, or deductible that would be owed if the

{d) Either the health care plan or the nonparticipating physician may submit the dispute
regarding the surprise bill for review to an independent dispute resolution entity;

provided, however, that the health care plan may not submit the dispute unless it has
complied with the requirements of subsections (a}, {b), and (c} of this Code section.

(g} An insured who does not assign benefits under subsection {a) of this Code section or
a patient who is not an insured and who receives a surprise bill may submit a dispute
regarding the surprise bill for review to an independent dispute resolution entity.

(2015} IL § 2364
Sponsor: Haine (D}

Title: Comprehensive Health Insurance Plan Act
Introduced:  01/28/2016

Last

Amend: 04/06/2016

Disposition:  Pending

Location: House Rules Committee

Summary: Amends the Department of Insurance Law and the Comprehensive Health Insurance
Plan Act; transfers powers, duties, rights, and responsibilities of the Comprehensive
Health Insurance Plan and the Board; requires the Board to develop a dissolution plan;
discontinues new enrollment and policy renewals and the insurance operations of the

Plan; provides for claims, the transfer of contracts, causes of action, and pending
business.

Status: 05/13/2016 Rereferred to HOUSE Committee on RULES.

Text Hits: {f) Balance billing by a health care provider that is not a member of the provider
network used by the Plan is prohibited.

{2015) MA H 1014
DOCKET 1579

flil
e
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Author: Michlewitz (D)

Title: Payments to Qut of Network Health Care Providers

Introduced:  03/11/2015

Disposition:  Failed - Adjourned

Location: House Study Order

Summary: Relates to payments to out-of-network health care providers for services rendered to
persons covered under contracts with risk-bearing provider organizations.

Status: From JOINT Committee on HEALTH CARE FINANCING: Accompanied Study
Sl Order H 4635.

Text Hits: covered services as an out-of-network health care provider to any person covered
under a contract with a Risk-Bearing Provider Organization must provide such service
to any such person as a condition of their licensure, and must accept payment at the
statutory reimbursement rate, and may not balance bill such person for any amount in
excess of the amount paid by the carrier pursuant to this section, other than applicable
ca-payments, co-insurance and deductibles.

{2015) MA H 1026

DOCKET 1151

Author: Sannicandro (D)

Title: Single Payer Health Insurance Trust Fund

Introduced:  03/11/2015

Disposition:  Failed - Adjourned

Location: House Study Order

Summary: Establishes a single-payer health insurance trust fund.

Status: From JOINT Committee on HEALTH CARE FINANCING: Accompanied Study
el Order H 4635.

Text Hits: {c} no balance billing or out-of-pocket charges will be made for covered services unless

otherwise provided in this chapter; and

{2015) MA H 848

DOCKET
Author:
Title:
Introduced:
Disposition:
Location:
Summary:
Status:

Text Hits:

i
i

489

Finn (D)

Health Care Insurance Rate Equity and Cost Savings
03/11/2015

Failed - Adjourned

House Study Order

Ensures health care insurance rate equity and cost savings.

From JOINT Committee on FINANCIAL SERVICES: Accompanied Study

03/21/2016 Order H 4111.

{a) Every health care provider which provides covered services to a person must
provide such services to any such person as a condition of their licensure, and must

NATIONAL CONFERENCE OF STATE LEGISLATURES
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accept payment by a carrier consistent with the provisions of this section, and may not
balance bill such person for any amount in excess of the amount paid by the carrier
pursuant to this section, other than applicable co-payments, co-insurance and
deductibles. Any health care provider that participates in a carrier's network or any
health benefit plan shall not

Nothing in this subsection shall prohibit a carrier from denying payment for
unapproved services conducted by a non-network provider. Every out-of-network
health care provider must accept payment by a carrier consistent with the provisions of
this section, and may not balance bill such person for any amount in excess of the
amount paid by the carrier pursuant to this section for such covered out-of-network
services, other than applicable co-payments, co-insurance and deductibles,

(2015) MA S 528

DOCKET
Author:
Title:
Introduced:
Disposition:
Location:
Summary:
Status:

Text Hits:

458

Moore M (D}

Affordable Health Plan

04/15/2015

Failed - Adjourned

Senate Study Order

Relates to an affordable health plan.

From JOINT Committee on FINANCIAL SERVICES: Accompanied Study
Order § 2318.

amount equal to the actuarial equivalent of the statutory reimbursement rate, or the
applicable contract rate with the carrier for the carrier's product offering with the
lowest level benefit plan available to the general public within the connector, other
than the young adult plan, and may not balance bill such person for any amount in
excess of the amount paid by the carrier pursuant to this section, other than applicable
co-payments, co-insurance and deductibles.

06/06/2016

(2015} MA S 574

DOCKET

New Draft
see;

Author;
Title:
Introduced:

Last
Amend:

Disposition:
Location:
Summary:

1150

(2015) MA H 4348

Downing (D
Equitable Health Care Pricing
04/15/2015

05/26/2016

Failed - Adjourned
Replaced by New Draft
Relates to equitable health care pricing.
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Status:

Text Hits:

From JOINT Committee on HEALTH CARE FINANCING: Amended by

L2 substitution of New Draft. For further action see H 4348.

{a) Every health care provider must accept payment by a carrier consistent with the
provisions of this section, and may not balance bill the recipient of services for any
amount in excess of the amount paid by the carrier pursuant to this section, other than
applicable co-payments, co-insurance and deductibles. Any health care provider that
participates in a carrier's network or any health

(2015) MA H 3931

Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Text Hits:

MN H 99
Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Initiative Petition of Jerald N. Fishbein
Fair Health Care Pricing Act

01/07/2016

Failed - Adjourned

Joint Committee on Health Care Financing

(Initiative Petition) Submits an initiative petition of Jerald N. Fishbein and others for the
passage of an act known as the Massachusetts Fair Health Care Pricing Act.

In JOINT Committee on HEALTH CARE FINANCING: Heard. Eligible for

SE/OLTR U Executive Session.

{a) Every health care provider that provides covered benefits to a person must provide
such covered benefits to any such person as a condition of their licensure, must accept
payment by a carrier consistent with the provisions of this section, and may not
balance bill the recipient of services for any amount in excess of the amount paid by
the carrier pursuant to this section, other than applicable co-payments, co-insurance
and deductibles. Any health care provider that participates in a carrier's network or any
health benefit plan

(i} Nathing in this section shall prohibit a carrier from denying payment for unapproved
services conducted by a non-network provider. Every out-of-network health care
provider must accept payment by a carrier consistent with the provisions of this section
and may not balance bill such person for any amount in excess of the amount paid by
the carrier pursuant to this section for such covered out-of-network services, other
than applicable co-payments, co-insurance and deductibles.

Schomacker (R}

Health Maintenance Organizations
01/09/2017

Pending

House Ways and Means Committee

Relates to health; modifies requirements for health maintenance organizations;
modifies provisions governing health insurance; appropriates money.

01/11/2017 ;;Z:‘l HOUSE Committee an HEALTH AND HUMAN SERVICES REFORM: Do

A NATIONAL CONFERENCE OF STATE LEGISLATURES
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Text Hits:

MNH1

Companion:

Author:
Title:
Introduced:

Last
Amend:

Disposition:
Location:
Summary:

Status:

Text Hits:

MT D 379
Author:
Title:
Prefiled:
Disposition:
Location:
Summary:

Status:

Text Hits:

MTS a4
Author:
Title:
Introduced:
Disposition:
Location:
Summary:

01/11/2017 Rereferred to HOUSE Committee on WAYS AND MEANS.
Sec. 10. [620.557] BALANCE BILLING PROHIBITED.

MNS1
Hoppe (R)

Health Care Coverage
01/05/2017

01/11/2017

Pending

House Second Reading

Relates to health care coverage; provides a temporary program to help pay for health
insurance premiums; modifies requirements for health maintenance organizations;
modifies provisions governing health insurance; requires reports; appropriates money.
01/12/2017 From HOUSE Committee on WAYS AND MEANS: Do pass.

01/12/2017 In HOUSE. Second Reading.

Full Status

Sec. 12. [62Q.557] BALANCE BILLING PROHIBITED.

Economic Affairs Interim Committee

Balance Billing by Air Ambulance

08/30/2016

Pending

SENATE

Provides process to hold patients harmless from balance billing by air ambulance;
relates to health care services; relates to insurance.

12/13/2016 Assigned SENATE Bill No. 44

WHEREAS, these gaps have resulted in some air ambulance patients receiving crippling
balance bills and in the proliferation of air ambulance subscription programs; and

Vance (R}

Balance Billing By Air Ambulance

01/02/2017

Pending

Senate Business, Labor and Economic Affairs Committee

Provides process to held patients harmless from balance billing by air ambulance;
refates to health care services; relates to insurance; relates to rule making.

{1 NATIONAL CONFERENCE OF STATE LEGISLATURES



8|l’.];*,_

Status: 01/02/2017 INTRODUCED.
01/02/2017 Filed as Draft 379
01/02/2017 To SENATE Committee on BUSINESS, LABOR AND ECONOMIC AFFAIRS.

Text Hits: WHEREAS, these gaps have resulted in some air ambulance patients receiving crippling
balance bills and in the proliferation of air ambulance subscription programs; and

NH H 329
Author: Luneau (I
Title: Committee to Study Balance Billing

Introduced:  01/04/2017
Disposition:  Pending

Lacation: House Commerce and Consumer Affairs Committee
Summary: Establishes a committee to study balance hilling.
Status: 01/11/2017 Public Hearing: 01/19/2017.

Text Hits: AN ACT establishing a committee to study balance billing.
This bill establishes a committee to study balance billing by health care providers.
AN ACT establishing a committee to study balance billing.

1 Committee Established. There is established a committee to study balance billing by
health care providers.

3 Duties. The committee shall study the practice of balance billing by health care
providers for services received by an insured persan at an in-network health care

facility.
NJS 277
Sponsor: Vitale (D}
Title: Qut of Network Consumer Protection

Iintroduced:  01/12/2016
Disposition:  Failed

Location: Withdrawn

Summary: The Out of Network Consumer Protection, Transparency, Cost Containment and
Accountability Act.

Status: 02/04/2016 Withdrawn from further consideration.

Text Hits: b. Despite existing State and federal laws and regulations to protect against certain

surprise out-of-network charges, these charges continue to pose a problem for health
care consumers in New Jersey. Many consumers find themselves with surprise bills for
hospital emergency room procedures or for charges by providers that the consumer
had no choice in selecting;

‘il NATIONAL CONFERENCE OF STATE LEGISLATURES
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NJA 1933
Identical:
Sponsor:
Title:
Introduced:
Disposition:
Location;
Summary:

Status:

Text Hits:

NJS 1261

Identical:

i
e

d. Health insurers and consumers continue to report exorbitant charges by certain
health care professionals and facilities for out-of-network services, including balance
billing, and in certain cases, consumaers' bills are referred to collections, which
contributes to the increasing costs of health care services and insurance and imposes
hardships on health care consumers;

NJS 1261

Coughiin (D)

Managed Care Plans

01/27/2016

Pending

Senate Budget and Appropriations Committee

Requires managed care plans, State Health Benefits Program to provide for
accommodation in accessing providers for persons with physical disabilities.
From SENATE Committee on HEALTH, HUMAN SERVICES AND SENIOR
CITIZENS.

06/16/2016 To SENATE Committee on BUDGET AND APPROPRIATIONS.

06/16/2016

reimburse the accessible out-of-network provider for the covered service at the same
rate as that which the carrier would pay to an in-network provider for the same service.
The out-of-network provider shall accept the payment by the carrier as payment in full
for the covered service and shall not balance bill the covered person for any amount in
excess of the payment made by the carrier plus any required copayment or
coinsurance,

accessible out-of-network provider for the covered service at the same rate as that
which the carrier would pay to an in-network provider for the same service. The out-of-
network provider shall accept the payment by the carrier as payment in full for the
covered service and shall not balance bill the covered person for any amount in excess
of the payment made by the carrier plus any required copayment or coinsurance,

reimbursed for the covered service at the same rate as that which would be paid to an
in-network provider for the same service. The out-of-network provider shall accept the
payment pursuant to the contract as payment in full for the covered service and shall
not balance bill the covered person for any amount in excess of the payment made
pursuant to the contract plus any required copayment or coinsurance.

reimbursed for the covered service at the same rate as that which would be paid to an
in-network provider for the same service. The out-of-network provider shall accept the
payment pursuant to the contract as payment in full for the covered service and shall
not balance bill the covered person for any amount in excess of the payment made
pursuant to the contract plus any required copayment or coinsurance.

NJ A 3933
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Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Text Hits:

NJS 1285

Identical:
Sponsor:
Title:
Introduced:
Disposition:
Location;
Summary:

a

Vitale {D}

Health Benefits Program

02/08/2016

Pending

Senate Budget and Appropriations Committee

Requires managed care plans, State Health Benefits Program and School Employees’
Health Benefits Program; provides for reasonable accommeodation in accessing
providers for persons with physical disabilities.

From SENATE Committee on HEALTH, HUMAN SERVICES AND SENIOR
CITIZENS.

06/16/2016 To SENATE Committee on BUDGET AND APPROPRIATIONS.

06/16/2016

at the same rate as that which the carrier would pay to an in-network provider for the
same service, The out-of-network provider will be required to accept the payment by
the carrier as payment in full for the covered service and will not be permitted to
balance bill the covered person for any amount in excess of the payment made by the
carrier plus any required copayment or coinsurance.

accessible out-of-network provider for the covered service at the same rate as that
which the carrier would pay to an in-network provider for the same service. The out-of-
network provider shall accept the payment by the carrier as payment in full for the
covered service and shall not balance bill the covered person for any amount in excess
of the payment made by the carrier plus any required copayment or coinsurance.

reimbursed for the covered service at the same rate as that which would be paid to an
in-network provider for the same service. The out-of-network provider shall accept the
payment pursuant to the contract as payment in full for the covered service and shall
not balance bill the covered person for any amount in excess of the payment made
pursuant to the contract plus any required copayment or coinsurance.

reimbursed for the covered service at the same rate as that which would be paid to an
in-network provider for the same service. The out-of-network provider shall accept the
payment pursuant to the contract as payment in full for the covered service and shall
not balance bill the covered person for any amount in excess of the payment made
pursuant to the contract plus any required copayment or coinsurance.

NJ A 1952

Vitale (D)

Consumer Protection

02/08/2016

Pending

Senate Budget and Appropriations Committee

Relates to Out-of-network Consumer Protection, Transparency, Cost Containment and
Accountability Act.

it NATIONAL CONFERENCE OF STATE LEGISLATURES
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Status:

Text Hits:

NJ A 2935
Sponsor:
Title:
Introduced:

Disposition:

Location:
Summary:

Status:

Text Hits:

NIS 2434

Identical:
Sponsor;
Title:
Introduced:

Disposition:

Location:

06/20/2016 Transferred to SENATE Committee on BUDGET AND APPROPRIATIONS.

b. Despite existing State and federal laws and regulations to protect against certain
surprise out-of-network charges, these charges continue to pose a problem for health
care consumers in New Jersey, Many consumers find themselves with surprise bills for
hospital emergency room procedures or for charges by providers that the consumer
had no choice in selecting;

the same method the plan generally uses to determine payments for out-of-network
services; or (3) the amount that would be paid under Medicare for the emergency
service, patients continue to face out-of-network charges for surprise bills;

a, Carriers and consumers continue to report exorbitant charges by certain health care
professionals and facilities for out-of-network services, including balance billing, and in
certain cases, consumers' bills are referred to collection, which contributes to the
increasing costs of health care services and insurance and imposes hardships on health
care consumers;

Gusciora (D)

Qut-of-Network Health Care Patient Notification

02/16/2016

Pending

Assembly Health and Senior Services Committee

Requires in-network hospitals to notify patients of out-of-network health care
professionals who provide services in hospital.

02/16/2016 INTRODUCED.

02/16/2016 To ASSEMBLY Committee on HEALTH AND SENIOR SERVICES.

the hospital, such as emergency room care, radiology, and anesthesia, by physicians
who are not participating providers in that patient's health insurance plan, The patients
usually are made aware of this situation and the fact that they may be liable for
unanticipated balance billing by the physician after they have received the services. The
purpose of this bill, therefore, is to provide patients with information, in advance of
receiving services whenever practicable, about the insurance participation of health
care professionals who

NlAA4178

Cardinale (R)

Health Care Consumers Qut-of-Network
06/27/2016

Pending

Senate Commerce Committee

A8 NATIONAL CONFERENCE OF STATE LEGISLATURES
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Summary:

Status:

Text Hits:

NJA 4178

Identical;
Sponsor:

Concerns the Health Care Consumer's Qut-of-Network Protection, Transparency, Cost
Containment and Accountability Act.

06/27/2016 INTRODUCED.
06/27/2016 To SENATE Committee on COMMERCE.

regarding any other physician or group of physicians whose ancillary services are to be
utilized by the attending physician, as well as information as to how the patient can
determine whether the ancillary physician or physicians are in the patient's network,
thus avoiding what has been called "surprise” balance billing. The same requirements
would apply to hospitals, which would have to inform patients that their facility-based
physicians, including staff physicians, radiologists, and anesthesiologists who bill
separately, may not be in the patient's health benefits plan network.

In the event that a patient or insurer or third party administrator receives a balance hill
from a physician or facility, the bill provides two peer review mechanisms - one for
physicians and one for health care facilities. The physicians' peer review panel,
established in the Physicians' Medical Bill Dispute Resclution Review Program and
located in the State Board of Medical

the same method the plan generally uses to determine payments for out-of-network
services; or {3) the amount that would be paid under Medicare for the emergency
service, patients continue to face out-of-network charges for surprise bills;

d. Carriers and consumers continue to report exorbitant charges by certain health care
professionals and facilities for out-of-network services, including balance billing, and in
certain cases, consumers' bills are referred to collection, which contributes to the
increasing costs of health care services, insurance, and self-insured employers costs,
and imposes hardships on health care consumers;

13, a. There is established a Physicians' Medical Bill Dispute Resolution Review Program
in the State Board of Medical Examiners for the purpose of reviewing and settling
disputes regarding balance billing by non-participating physicians and non-participating
facility-hased physicians. The Physicians' Medical Bill Dispute Resolution Review
Program shall be comprised of 21 physicians licensed by the State Board of Medical
Examiners. The physicians on

15. a. There is established a Health Care Facilities Medical Bill Dispute Resolution
Program for the purpose of reviewing and settling disputes regarding the balance
billing of covered persons who utilize a non-netwark facility on a non-emergency basis
pursuant to section 12 of this act. The program shall be comprised of a board of 11
members representing health care facilities located in this State, who shall be
appointed by the Governor, in consultation with the

NJ S 2434
Auth (R)

1% NATIONAL CONFERENCE OF STATE LEGISLATURES
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Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Text Hits:

i

Health Care Consumer Qut-of-Netwaork Protection
09/19/2016

Pending

Assembly Financial Institutions and Insurance Committee

Concerns the Health Care Consumer's Out-of-Network Protection, Transparency, Cost
Containment and Accountability Act; provides remedies for individuals who are treated
by physicians and treated in facilities that do not belong to a provider network used hy
the individual's health benefits plan and who are consequently billed for the balance of
charges that are not paid for by their health benefits plan.

09/19/2016 INTRODUCED.
09/19/2016 To ASSEMBLY Committee on FINANCIAL INSTITUTIONS AND INSURANCE.

regarding any other physician or group of physicians whose ancillary services are to be
utilized by the attending physician, as well as information as to how the patient can
determine whether the ancillary physician or physicians are in the patient's network,
thus avoiding what has been called "surprise" balance billing. The same requirements
would apply to hospitals, which would have to inform patients that their facility-based
physicians, including staff physicians, radiologists, and anesthesiologists who bill
separately, may not be in the patient's health benefits plan network.

In the event that a patient or insurer or third party administrator receives a balance bill
from a physician or facility, the bill provides two peer review mechanisms - one for
physicians and one for health care facilities. The physicians' peer review panel,
established in the Physicians' Medical Bill Dispute Resolution Review Program and
located in the State Board of Medical

the same method the plan generally uses to determine payments for out-of-network
services; or (3) the amount that would be paid under Medicare for the emergency
service, patients continue to face out-of-network charges for surprise bills;

d. Carriers and consumers continue to report exorbitant charges by certain health care
professionals and facilities for out-of-network services, including balance billing, and in
certain cases, consumers' bills are referred to collection, which contributes to the
increasing costs of health care services, insurance, and self-insured employers costs,
and imposes hardships on health care consumers;

13. a. There is established a Physicians' Medical Bill Dispute Resolution Review Program
in the State Board of Medical Examiners for the purpose of reviewing and settling
disputes regarding balance billing by non-participating physicians and non-participating
facility-based physicians. The Physicians' Medical Bill Dispute Resolution Review
Program shall be comprised of 21 physicians licensed by the State Board of Medical
Examiners. The physicians on

15. a. There is established a Health Care Facilities Medical Bill Dispute Resolution
Program for the purpose of reviewing and settling disputes regarding the balance
billing of covered persons who utilize a non-network facility on a non-emergency basis
pursuant to section 12 of this act. The program shall be comprised of a board of 11

i NATIONAL CONFERENCE OF STATE LEGISLATURES
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Identical:
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:
Status:

Text Hits:

NJS 2674

Identical:
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:
Status:

Text Hits:

NJ A 1952

ldentical:
Sponsor:
Title:
Introduced:

Last
Amend:

TR
W

members representing health care facilities located in this State, who shali be
appointed by the Governor, in consultation with the

NIS 2674

Mukheriji (D)

Health Care Costs Disclosure

10/06/2016

Pending

Assembly Financial Institutions and Insurance Committee

Requires certain disclosures to consumers regarding health care costs.

10/06/2016 INTRODUCED.
10/06/2016 To ASSEMBLY Committee on FINANCIAL INSTITUTIONS AND INSURANCE.

programs shall be created and funded by carriers and administered by community
based organizations for the purpose of providing education and counseling to
employers and employees on their health care benefits in order to prevent surprise
billing to the consumer.

NJA 4228

Vitale {D)

Health Care Consumer Disclosures

10/13/2016

Pending

Senate Health, Human Services and Senior Citizens Committee
Requires certain disclosures to consumers regarding health care costs.

10/13/2016 INTRODUCED.

To SENATE Committee on HEALTH, HUMAN SERVICES AND SENIOR
CITIZENS.

programs shall be created and funded by carriers and administered by community
based organizations for the purpose of providing education and counseling to
employers and employees on their health care benefits in order to prevent surprise
bitling to the consumer.

10/13/2016

NJS 1285
Coughlin (D)

Out of Network Consumer Protection Act
01/27/2016

10/27/2016
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Disposition:

Location:
Summary:

Status:

Text Hits:

Pending
ASSEMBLY

Relates to the Qut-of-Network Consumer Protection, Transparency, Cost Containment
and Accountability Act; relates to health care insurers and health care providers;
provides for a system to enhance consumer protections; requires confirmation if health
care providers are in-network or out of network; relates to arbitration.

10/27/2016 From ASSEMBLY Committee on APPROPRIATIONS as amended.

b. Despite existing State and federal laws and regulations to protect against certain
surprise out-of-network charges, these charges continue to pose a problem for health
care consumers in New Jersey. Many consumers find themselves with surprise bills for
hospital emergency room procedures or for charges by providers that the consumer
had no choice in selecting;

the same method the plan generally uses to determine payments for out-of-network
services; or {3) the amount that would be paid under Medicare for the emergency
service, patients continue to face out-of-network charges for surprise bills;

e. Carriers and consumers continue to report exorbitant charges by certain health care
professionals and facilities for out-of-network services, including balance billing, and in
certain cases, consumers' bills are referred to collection, which contributes to the
increasing costs of health care services and insurance and imposes hardships on health
care consumers;

{2015) NY S 6347

Sponsor:
Title:

Introduced:

Last
Amend:

Dispasition:

Location:
Summary:

Status:

Text Hits:

i

Hannon (R)
Hospital Patient Bill of Rights
01/06/2016

05/16/2016

Failed - Adjourned

SENATE

Amends the Public Health Law; requires each hospital patient bill of rights and
responsibilities to include a statement of the availability of a list of standard charges,

participating health plans, the right to be held harmless from surprise bills, and to
designate a caregiver.

06/07/2016 Substituted by A91888
Full Status
{k) The statement regarding patient rights and responsibilities, required pursuant to

paragraph {g) of this subdivision, shall include provisions informing the patient of his or

her right to choose to submit surprise bills or bills for emergency services to the
independent dispute process established in article six of the financial services law, and

informing the patient of his or her right to view a list of the hospital's standard charges
and the health plans the hospital participates with consistent with
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{2015]) NY A 9188

Sponsor:
Title:
Introduced:
Enacted:
Disposition:

Effective
Date:

Location:
Chapter:
Summary:

Status:

Text Hits:

OR R 2339
Author:
Title:
Prefiled:
Disposition:
Location:
Summary:

Status:

Text Hits:

Gunther (D}

Hospital Statements of Rights and Responsibilities
02/02/2016

08/18/2016

Enacted

02/14/2017 [code impact]

Chaptered
241

Relates to hospital statements of the rights and responsibilities of patients; includes
provisions informing the patient of the right to choose to submit surprise bills or bills
for emergency services to the independent dispute process, and informing the
patient of his or her right to view a list of the hospital's standard charges and the
hospital's health plans; provides for a patient's right to choose a caregiver for
inclusion in discussions on patient care after discharge.

08/18/2016 Signed by GOVERNOR.
08/18/2016 Chapter No. 241 [Effective Rule]

{k} The statement regarding patient rights and responsibilities, required pursuant to

paragraph (g) of this subdivision, shall include provisions informing the patient of his
or her right to choose to submit surprise hills or bills for emergency services to the

independent dispute process established in article six of the financial services law,
and informing the patient of his or her right to view a list of the hospital's standard

charges and the health plans the hospital participates with consistent with

Office of the Governor

Health Care Provider

01/09/2017

Pending

HOUSE

Prohibits health care provider or participating health care facility from balance billing
patient covered by health benefit plan or health care service contract for services
provided at participating health care facility; requires insurer and health care service
contractor to reimburse nonparticipating provider at rate that is reasonable and

customary; requires insurer and health care service contractor to have process to
resolve dispute regarding reimbursement paid to nonparticipating provider; declares/.

01/09/2017 PREFILED

Full Status

Prohibits health care provider or participating health care facility from balance billin
patient covered by health benefit plan or health care service contract for services
provided at participating health care facility. Requires insurer and health care service

]
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cantractor to reimburse nonparticipating provider at rate that is reasonable and
customary. Requires insurer and health

{2015) PA H 1688

PN 2506
Author; Delissio {D}
Title: Statewide Comprehensive Health Care System

Introduced:  11/09/2015
Disposition;  Failed - Adjourned
Location: House Health Committee

Summary: Provides for a Statewide comprehensive health care system; establishes the
Pennsylvania Health Care Plan; provides for eligibility, services, coverages, subrogation,
participating and nonparticipating providers, cost containment, quality assurance,
transitional support and training; establishes the Pennsylvania Health Care Board, the
Pennsylvania Health Care Agency, the Office of Health Care Ombudsman and the
Pennsylvania Health Care Trust Fund; imposes a payroll tax and an additional personal

income tax.
Status: 11/09/2015 INTRODUCED.
11/09/2015 To HOUSE Committee on HEALTH.
Text Hits: (c) Copayments, deductibles and other charges.--Participants are not subject to

copayments, deductibles, point-of-service charges or any other fee or charge for a
service within the package and shall not be directly hilled nor balance billed by
participating providers for covered benefits provided to the participant. If a participant
has directly paid for nonemergency services of a nonparticipating provider, the
participant may submit a claim for reimbursement from the plan for the amount the
pian would have paid a participating provider

{2015) PA 51158

PN 1643
Author: Schwank (D
Title: Emergency Medical and Health Care Services Billing

Introduced:  03/22/2016
Disposition:  Failed - Adjourned

Location: Senate Banking and Insurance Committee
Summary: Prohibits emergency medical and health care services surprise billing.
Status: 03/22/2016 FILED.

03/22/2016 INTRODUCED.
03/22/2016 To SENATE Committee on BANKING AND INSURANCE.

{2015) RI H 5597
Author: McKiernan (D)
Title: Health Benefit Plan Network Access and Adequacy Act

{1 NATIONAL CONFERENCE OF STATE LEGISLATURES
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Intreduced:
Disposition:

Location:
Summary:

Status:

Text Hits:

(2015) RI S 382

Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Text Hits:

02/25/2015
Failed - Adjourned
House Corporations Committee

Would establish criteria by which the office of the health insurance commissioner shall
review and regulate the adequacy of health plan networks. This act would take effect
on lanuary 1, 2016.

In HOUSE Committee on CORPORATIONS: Committee recommends
measure to be held for further study.

(1} "Balance billing" means the practice of a (non-participating) provider billing for the
difference between the provider's charge and the health carrier's allowed amount.

03/31/2015

Goldin (D)

Health Benefit Plan Network Access
02/25/2015

Failed - Adjourned

Senate Health and Human Services Committee

Would establish criteria by which the office of the health insurance commissioner shall
review and regulate the adequacy of health plan networks. This act would take effect
on January 1, 2016.

In SENATE Committee on HEALTH AND HUMAN SERVICES: Committee

Lo lel s recommends measure to be held for further study.

1) "Balance billing" means the practice of a {(non-participating} provider billing for the
difference between the provider's charge and the health carrier's allowed amount.

(2015} Rl H 8004

Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Text Hits:

Craven (D)

Medical Service Billing
03/25/2016

Failed - Adjourned

House Corporations Committee

Would provide for a dispute resolution process for emergency services and surprise
bills for medical services performed by nonparticipating {out-of-network) health care
providers. This act would take effect upon passage.

In HOUSE Committee on CORPORATIONS: Committee recommends
measure to be held for further study.

RELATED TO INSURANCE - SURPRISE BILLS FOR MEDICAL SERVICES

04/12/2016

This act would provide for a dispute resolution process for emergency services and
surprise bills for medical services performed by nonparticipating {out-of-network)
health care providers.

S NATIONAL CONFERENCE OF STATE LEGISLATURES



19“1”:_

RELATED TO INSURANCE - SURPRISE BILLS FOR MEDICAL SERVICES
SURPRISE BILLS FOR MEDICAL SERVICES

27-81-1. Dispute resolution process established. -- The health insurance commissioner

{("commissioner"] shall establish a dispute resolution process by which a dispute for a

bill for emergency services or a surprise bill may be resolved. The commissioner shall
have the power to grant and revoke certifications of independent dispute resolution
entities to conduct the dispute resolution process. The commissioner shall promulgate
rules and

{10){i} "Surprise bill" means a bill for health care services, other than emergency
services, received by an insured for services rendered by an out-of-network health care
provider, where such services were rendered by such out-of-network provider at an in-
network facility, during a service or

(i) "Surprise bill" does not include a bill for health care services received by an insured

when an in-network health care provider was available to render such services and the
insured knowingly elected to obtain such services from another health care grovider
who was out-of- network.

{d) With respect to a surprise bill:

27-81-7. Hold harmless and assignment of benefits for surprise bills for insureds. --

When an insured assigns benefits for a surprise bill in writing to a non-participating
physician that knows the insured is insured under a health care plan, the non-

participating physician_ shall not bill the insured except for any applicable co-payment,
co-insurance or deductible that

27-81-8. Dispute resolution for surprise bills. -- {a) Surprise bill received by an insured
who assigns bengfits:

{4) Either the health care plan or the non-participating physician may submit the
dispute regarding the surprise bil! for review to an independent dispute resolution
entity, provided however, the health care plan may not submit the dispute unless it has
complied with the requirements of subsections {a}{1} through {a}(3) of this section.

(b) Surprise bill received by an insured who does not assign benefits or by a patient
who is not an insured:

{1} An insured who does not assign benefits in accordance with subsection (a) of this

section or a patient who is not an insured and who receives a surprise bill may submit a
dispute regarding the surprise bill for review to an independent dispute resolution

entity.

(2015) R! § 2462
Author: Archambauit {D}
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Title:
Introduced:

Last
Amend:

Dispaosition:
Location:
Summary:

Status:

Text Hits:

Medical Services and Surprise Bills
02/11/2016

06/15/2016

Failed - Adjourned
HOUSE

Provides a dispute resolution process for emergency services and surprise hills for
medical services performed by nonparticipating out-of-network health care providers
when the insured did not knowingly elect to obtain such services from an out-of-
network provider; relates to emergency medical services billed under American
Medical Association current procedural terminology (CPT) codes; provides that no
health carrier shall require prior authorization for rendering emergency services to an
insured.

06/16/2016 Placed on Senate Calendar 06/16/2016.
06/16/2016 Passed SENATE. *****To HOUSE.

RELATED TO INSURANCE - SURPRISE BILLS FOR MEDICAL SERVICES

This act would provide for a dispute resolution process for emergency services and
surprise bills for medical services performed by nonparticipating {out-of-network)
health care providers.

RELATED TO INSURANCE - SURPRISE BILLS FOR MEDICAL SERVICES

SURPRISE BILLS FOR MEDICAL SERVICES

27-81-1. Dispute resolution process established. -- The health insurance commissioner

("commissioner”) shall establish a dispute resolution process by which a dispute for a

bill for emergency services or a surprise bill may be resolved. The commissioner shall
have the power to grant and revoke certifications of independent dispute resolution
entities to conduct the dispute resolution process. The commissioner shall promulgate
rules and

(8)(i) "Surprise bill" means a bill for health care services, other than emergency
services, received by an insured for services rendered by an out-of-network health care
provider, where such services were rendered by such out-of-network provider at an in-
network facility, during a service or

{ii) "Surprise bill" does not include a bill for health care services received by an insured

when an in-network health care provider was available to render such services and the

insured knowingly elected to obtain such services from another health care provider
who was out-of- networl,

d} With respect to a surprise hill:
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RIH 5012
Author:
Title:
Introduced:

Disposition:

Location:
Summary:

Status:

TX H 307
Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

27-81-7. Hold harmless and assignment of benefits for surprise bills for insureds. --
When an insured assigns benefits for a surprise bill in writing to a non-participating
physician that knows the insured is insured under a health care plan, the non-

participating physician shall not bill the insured except for any applicable co-payment,
co-insurance or deductible that

27-81-B. Dispute resolution for surprise bills. -- {a) Surprise bill received by an insured
who assigns benefits.

{4) Either the health care plan or the non-participating physician may submit the
dispute regarding the surprise bill for review to an independent dispute resolution
entity, provided however, the health care plan may not submit the dispute unless it has
complied with the requirements of subsections {a){1) through {a}(3) of this section.

{b) Surprise bill received by an insured who does not assign benefits or by a patient
who is not an insured.

{1) An insured who does not assign benefits in accordance with subsection {a) of this
section or a patient who is not an insured and who receives a surprise bill may submit a

dispute regarding the surprise bill for review to an independent dispute resolution
entity.

Craven (D}

Medical Services Surprise Bills
01/05/2017

Pending

House Corporations Committee

Relates to insurance; relates to surprise bills for medical services; provides for a dispute
resolution process for emergency services and surprise bills for medical services
performed by nonparticipating out-of-network health care providers.

01/05/2017 INTRODUCED.
01/05/2017 To HOUSE Committee on CORPORATIONS,

Burrows (R}

Health Care Costs Disclosure
01/10/2017

Pending

HOUSE

Relates to disclosure of certain health care costs and shared savings between certain
health benefit plans and enrollees.

01/10/2017 INTRODUCED.
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Full Status

Text Hits: (2) subject to Chapter 185, Health and Safety Code, a health care practitioner described
by Subdivision (1) may balance bill the enrollee for amounts not paid by the health
benefit plan.

WA H 1117
Author: Cody (D)
Title: Health Care Services Balance Billing

Introduced:  01/11/2017
Disposition:  Pending

Location: House Health Care and Wellness Committee
Summary: Addresses health care services balance billing.
Status: 01/11/2017 INTRODUCED.

01/11/2017 To HOUSE Committee on HEALTH CARE AND WELLNESS.

i Powered By -ﬁ*
STATENE

NOTE: The above summanzes state law or legisladon and 1s the property of the Navonal Conference of State
Legislatures (NCSL) and 15 intended as a reference for state legislators and their staff. NCSL makes no warranty,
expressed or implied, or assumes any legal Lability or responsibility for third party use of this information, or represents
thar its use by such third party would not infringe on privately owned rights
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Batanced Billing and Surprise Bill Legislation
June 2015

Ashley A. Nable, JD

Summary

» 5 bills introduced in 4 states: Connecticut (2}, Michigan (1), and New Jersey (2).
o Al bills remain pending in state legislatures.

CTS 808

Introducer: Logney (D}
Title; Surprise Billing
Introduced:  01/28/2015
Last

Amend: 04/02/2015

Disposition:  Pending

Location: Joint Committee on Insurance and Real Estate

Summary: Concerns the establishment of a dispute resolution process for surprise bills and bills
for emergency services.

Status: 05/27/2015 To JOINT Committee on INSURANCE AND REAL ESTATE.

CT S B11

Introducer: Looney (D)

Title: Parity in Hospital Sales Oversight

Introduced:  01/28/2015

;ar:ten N 05/30/2015

Disposition:  To Governor

Location: Eligible for Governor

Summary: Concerns parity in hospital sales oversight; establishes a consistent and fair process for

hospital sale oversight by treating alt sales equally; relates to the Department of Public
Health; prohibits a hospital from entering into an agreement to transfer a material

{1 NATIONAL CONFERENCE OF STATE LEGISLATURES
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Status:

MISCR S
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:

Identical:
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

NJ A 4444
ldentical:
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:

amount of its assets or operations or a change in control of gperations to any person
without first having received approval of the agreement by the commissioner and the
Attorney General; relates to transacting parties.

06/01/2015 SENATE concurred in HOUSE amendments.

06/01/2015 Eligible for GOVERNOR'S desk.

Colbeck (R}

Consumer Opportunity Resolution
03/04/2015

Pending

House Health Policy Committee

Requests the United States Congress to enact legislation and the U.S. Department of
Health and Human Services to promulgate rules that would promote the opportunity
for consumers to choose Direct Primary Care Services as an integral part of their health
care plan,

04/16/2015 To HOUSE Committee on HEALTH POLICY.

NJ A 4444

Vitale (D}

Consumer Protection
05/14/2015

Pending

SENATE

The Out-of-network Consumer Protection, Transparency, Cost Containment and
Accountability Act.

05/14/2015 FILED.
05/14/2015 INTRODUCED.
05/14/2015 Received in the SENATE without Reference.

NJS 20

Coughlin (D)

Medical Insurance

06/01/2015

Pending

Assembly Financial Institutions and Insurance Committee

The Out-of-Network Consumer Protection, Transparency, Cost Containment and
Accountability Act.

1 NATIONAL CONFERENCE OF STATE LEGISLATURES
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Status: 06/01/2015 INTRODUCED.
06/01/2015 To ASSEMBLY Committee on FINANCIAL INSTITUTIONS AND INSURANCE.

Q% Powered By e
STATEN

NOTE: The above summarizes state law or legislation and is the property of the Natonal Conference of State
Legislatures (NCSL) and is intended as a reference for state legislators and their staff. NCSL makes no warranry,
expressed or implied, or assumes any legal liability or responsibility for third party use of this informadon, or represents
that its use by such third party would not infringe on privarely owned rights.
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In Network Rates and Surprise Bil Legislation

June 2015

Ashley A. Nobte, 1D

Surmmary:

e 7 bills introduced in 5 states: Colorado (1), Connecticut {2}, New Jersey (1), Pennsylvania {1}, and

Tennessee (2).
1 law enacted in 1 state: Tennessee (1).

o}
Q

€0 5259
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:
Status:

CT S 808

Introducer:
Title:
Introduced:

Last
Amend:

Disposition:
Location:

5 bills pending in 5 states: Colorado (1}, Connecticut (1), New Jersey (1), Pennsylvania

(1), and Tennessee {1).
1 bill failed in 1 state: Connecticut (1).

Aguilar (D}

Out of Network Health Care Provider Charges

04/02/2015
Pending

Postponed Indefinitely
Concerns out-of-network health care provider charges.

04/20/2015

Looney (D)

From SENATE Committee an BUSINESS, LABOR, & TECHNOLOGY:
Postponed indefinitely.

Surprise Billing

01/28/2015
04/02/2015

Failed - Adjourned
Joint Committee on Insurance and Real Estate

1% NATIONAL CONFERENCE OF STATE LEGISLATURES
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Summary:

Status:

CTS5 811
Introducer:
Title:
Introduced:

Last
Amend:

Disposition:
Location:
Summary:

Status:

NJ A 1956

Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

PAH1172
PN

Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Concerns the establishment of a dispute resolution process for surprise bills and bills
for emergency services,

05/27/2015 To JOINT Committee on INSURANCE AND REAL ESTATE.

Looney {D)
Parity in Hospital Sales Oversight

01/28/2015
05/30/2015

To Governor
Eligible for Governor

Concerns parity in hospital sales oversight; establishes a consistent and fair process for
hospital sale oversight by treating all sales equally; relates to the Department of Public
Health; prohibits a hospital from entering into an agreement to transfer a material
amount of its assets or operations or a change in control of operations to any person
without first having received approval of the agreement by the commissioner and the
Attorney General; relates to transacting parties.

06/01/2015 SENATE concurred in HOUSE amendments.

06/01/2015 Eligible for GOVERNOR'’S desk.

Riley (D)

Health Care Professionals Requirements

01/16/2014

Pending - Carryover

Assembly Health and Senior Services Committee

Requires health care professionals to notify patients of end of health benefits coverage
during course of treatment in certain circumstances.

01/16/2014 INTRODUCED.

01/16/2014 To ASSEMBLY Committee on HEALTH AND SENIOR SERVICES.

1541

Deluca (D)

Powers and Duties on the Insurance Department
05/12/2015

Pending

House Insurance Committee

Provides for the additional regulation and oversight of integrated delivery networks;
confers powers and imposing duties on the Insurance Department.

1% NATIONAL CONFERENCE OF STATE LEGISLATURES
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TNS284
Same as:
Author:
Title:
Introduced:
Enacted:
Disposition:
Location:
Chapter #:
Summary:

Status:

TN H 440
Same as:
Author:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

05/12/2015 INTRODUCED.
05/12/2015 To HOUSE Committee on INSURANCE.

TN H 440

Brigas {R)

Physician Credentialing
01/29/2015
05/08/2015

Enacted

Chaptered

386

Relates to physician credentialing; provides that an insurance entity shall provide to
any medical group practice with which the entity has an existing contract a list of all
information and supporting documentation required for a credentialing application of a
new provider applicant to be considered complete; requires notice in writing to the
new provider; provides that a new provider shall not submit any claims for
reimbursement while such application is pending.

05/14/2015 Public Chaptered. Chapter No. 386 [Effective Rule]

TN S 284

Byrd {R)

Physicians and Surgeons
02/05/2015

Pending

HOUSE

Relates to Physicians and Surgeons; establishes a process for reimbursing physicians for
services rendered during the pendency of a credentialing application before a health
insurance entity.

04/20/2015 In HOUSE. Substituted on HOUSE floor by S 284

ﬁ% Powered By %

STATENET

NOTE: The above summarizes state law or legislaton and ts the property of the Nadonal Conference of State
Legislarures (NCSL) and is intended as a reference for state legislators and their stff. NCSL makes no warranty,
cxpressed or implied, or assumes any legal liability or responsibility for third party use of this information, or
represents that its use by such third party would not infringe on privately owned rights.
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Balance Billing in Health Care
Mareh 19, 2013/ reviewed Feb 2, 2015

Richard Cauchi

1. What is Balance Billing

II.  Current Statute
Arkansas
Idaho
Louisiang
Ohio 1, Ohio 2
Texas

Q Utah

: Virginia

Washington

West Virpinia 1, West Virginia 2

HI. Pending Legislation
Hlinois
Indiana
Massachusetts
Minpnesota

New Jersey
Qklahoma

Oregon

Texas

Virginia

IV. Resources
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New York Times
American Bar Association
Heartland.org
University of Oregon_and NBER

California Association of FHealth Plans
Fiereehealtheare.com, “Patient Sues Over Balance Billing”
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I What is Balance Billing?

Balance Billing:. The practice of medical care providers {such as doctors, hospital, or other medical
practitioner) billing the insurer for full costs, then billing the insured for the portion of the bill which
was not paid. Many Managed Care plans prohibit the use of balanced billing and may use sanctions
against providers who balance the bill.”

“Specific deductible is the point at which the stop-loss insurance carrier begins to reimburse the
employer based upon the individual's total of claims paid within a policy year

According to the National Association of Health Underwriters, http://www.nahu.org/.

Several states have insurance laws that prohibit, restrict or require disclosures related to balance

billing. /2/2/15]
II. Current Statute

Arkansas

Title 11. Labor and Industrial Relations - Chapter 9. Workers' Compensation (Refs & Annos),
Subchapter 5. Accidental Injury or Death (Refs & Annos) § 11-9-508. Medical, etc., services--
Employer's liability

{a) The employer shatl prompily provide for an ipjured emplayee such medical, surgical, bespital, chiroprocic, oplometric, podiatris,
and nursing services and medicine, crutches, amsbulatory devices, artifical kmbs, eyeglasses, confact lenses, bearing aids, and other
apparatus ar may be reasenably necessary in connection with the injury received by the employee.

{b) If the emplayer fails to pravide the medical services set ont in subsection {a) of this section within a reasonable time after knowledge
of the infury, the Warkers' Compensation Commission ray direct that the injured emplayee obtain the medical service af the expense

of the employer, and any emergengy Ireatment afforded the tnfured employee shall be at the expense of the employer. In no arcumstance
may an emplayee, bis or ber famify, or dependents, be billed or charged for any portion of the cost of providing the benefits to which be

ar she is entitled nnder this chapter.

{¢) In order to hely control the cost of medieal benefits, the commiussion, on or before July 1, 1994, following a public bearing and with
the assistance and cogperation of the Stafe Insurance Department, is authoriced and divected to establish appropriate rules and
regulcitions fo establish and implement a systers of managed health care for the State of Arkansas,

{d) For the purpase of establishing and implementing a system of managed bealth care, the commission is authorized to:

{1) Develop rules and regulations for the certification of managed care entilies to provide mandged care fo infured workers;

{2) Develop regulations for peer review, service utilisation, and resolution of medical disputes;

(3) Prolubit “balance bifling" frons the employee, employer, or carrrer;

(IHA) Establish fees for medical services as provided in (Forkers' Compensation Commission Rule 30 and its amendments.

(B) The commtission shall make no distinction in approving fees from different classes of medical service providers or bealth care
providers for provision of the same or essentially similar medical services or health care services as speajfed in this section; and

(5)(A) Give the erpployer the right to choose the inilial treating physidan, with the injured employee baving the right to petition the
commiission for a one-time only change of physician to ane who is assogiated with a managed care entity certified by the commission or
i the regular treating physican of the emplayee who maintains the emplayee's medical records und with whom the employee bas a bona
Jide doctor-patient relationsbip demonstraled by a bistory of regular ireatment prior 1o the onset of the compensable infury, but ondy iff
the privary care physician agrees to refer the employee to a certified managed care entity for any specalized treatment, including
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Physical therapy, and only if such primary care physican agrees to comply with all the rules, terms, and conditions regarding services
performed by the managed care entily inftially chosen by the employer.

(B) A petition for change of physician shall be expedited by the commission.

fe) Any section or subsection of this chapter notwithstanding, the injured employee shall have divect access to any gplometric or
aphtbalimologic medical service provider who agrees to provide servives under the rules, terms, and conditions regarding services
performed by the monaged care entity instially chosen by the epsplayer for the treatment and managerment of eye inguries or conditions.
Such aptomeiric or gphtbalmologic medical rervice provider shall be considered a certified provider by the commission.

{f) The commission is authorisgd to promufgate any other rles or regulations as may be necessary to carry out the provisions of this
section and its purpose of controliing medical costs through the establishment of a managed care systens.

CREDIT(S)

Adts of 1948, Initiated Act 3, § 11, Aets of 1949, p. 1420; Acts of 1975, Act 330, § 1; Acts of 1979, At 253, § 3; Acts of
1981, Act 290. § 3; Acts of 1983, A 444, § 2; Acts of 1993, At 796, § 19, ¢ff. Juby 1, 1993; Aats of 2003, Adt 1473, §
23, off July 1, 2003; Acts of 2009, Act 653, § 1. eff. July 31, 2009,

Idaho
Worker's Compensadon and Relared Laws--Industrial Commission - Chapter 4. Benefits § 72-432.
Medical services, appliances and supplies--Reports

(1) Subject to the provisions of section 72-706, Idahe Codz, the emplayer shall provide for an injured emplayee such reasonable
medical, surgical or other attendance or treatment, nurse and bospstal services, medicines, orutches and agparatus, as may be
reasonably required by the employee’s physician or needed immediately after an injury or mantfestation of an occupational disease, and

O Jor a reasonable time thereafier. If the employer farlt to provide the sanee, the injured employee may do so at the expense of the
employer.

(2) The enpployer shall also furnith necessary replacements or repairs of applicuces and prostheses, unless the need therefor is due to
lack of proper care by the employee. If the apphiance or prosthesis is damaged or destrayed in an industrial accident, the emplayer, for
whom the enployee was warking al the time of aciident, will be kable for replacersent or repais, but not fer any subsequent
replacement ar repair not directly resulting from the acident.

(3} In addition to the income benefits otherwise payable, the employee who is entivied to income benefits shall be puid an additional
sumt in an amount as ray be determined by the commission as by it deesed necessary, as a medical service, when the constant service
of an atlendant is necessary by reason of totaf blindness of the emplayee or the loss of both hands or both feet or the loss of use thereof,
or by reason of being paralysed and unable to walk, or by reason of other disability resulting from the injury or disease actually
rendering hint so helpless as to require constant attendance, The commission shatl bave authority to determine the necessity, character
and sufficency of any medtcal services furviched or to be firnished and shall bave authority to order  change of physician, baspital or
rehabelitation facility when i its pudgment such change is desirable or necessary.

{4){a) The employee upon reasonable prounds, may peiition the commission for a change of physician fo be provided by the employer;
however, the empplayee must give written nofice 1o the employer or surely of the employee's request for a change of physicans to afford the
enplayer the apportunity to fuifill it obligations under this section. If proper notice i not given, the ermplayer shall nat be obligated to
puy for the services ebtained. Nothing in this section shall lmit the attending physican from arvanging for consuliation, referral or
speaalised eare without permission of the employer. Upon recesving such written notice, the emplayer shall render its writien decision on
the clatmant's reguest within fourteen (14) days. I any dispute arises over the istue of a reguest for change of physician, the industrial
commission shafl conduct an expedited bearing to determine whether or not the request for change of plysician should be granted, and
shall vender o decision within fourteer (14) daye afier the filing of the response by the employer.

(&) The industrial commission shalf, no later than Decernber 31, 1997, promulgate a rule for the expeditions bandling of a petition
Jor change of physiaan pursuant to this section. Nathing berein shall prevent the commission from making periodic amendments, as

gy becarne necessary, lo any rule for a pelition for change of physician.

(5) Any employee who seeks medical care in a manner not provided for in this section, or ar ordered by the industrial commission
pursiant to this section, shall not be enltitled to reimbursemvent for costs of mch care.
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(6] No provider thall engage in balanie billing as defined in section 72-102, Idabo Code,

(7) An emplayee skall not be responsible for charges of physicians, hospitals or other providers of medical services to whom he bas been
referred for treatment of bis infury or occupational disease by an employer desipnated physician or by the commission, exeept for charges
Jor personal ttems or extended servives which the employee bar requesied for bis comvenience and which are not reguired for treatment of
bis mpury or secupational disease.

(8) The employer ar surety shall nat be subject to fort Gability ta any bealth care provider for complying with the provisions of this law.

{9) Nothing in this chapier shall be construed to require a workman whe in good faith relies on Christian Science treatment by a duly
acredited Christian Saence praditioner fo andergo any medical or surgical treatment, providing that neither he nor bis dependenis
shall be entitled to income benefits of any kind beyand those reasonably expected o bave been paid bad be undergone medical or
surgical treatment, and the emplayer or insurance carvier may pay for such spiritual treatment.

(18) The commission shall promulfgate rules requiring physicdans and other practitioners providing ireatment 1o make regular reports
fo the commmision containing such information as may be required by the commission. The commission shall promulgate such rules
with the counsel, advice, cogperation and expertise of representatives of industry, labor, sureties and the lgal and medical professons
as well as institntions, bospitals and chintcs baving physical rebabilitation faciliftes,

(1) AUi medscal information relevant to or bearing upan a partiailar injury or eccupational drsease shall be provided to the emplgyer,
surety, manager of the industrial special indemnity fund, or their attorneys or authorised representatives, the claimant, the clatmant’s
atforneys or anthoriged representatives, or the comsmission withowt fability on the part of the physician, baspital or other provider of
medical services and information develgped in connection with treatment or excamination for an injury or disease for which
compensation it saught shall not be privileged communication. When a physician or baspital wilffully foils to make a report required
under this section, after written natice by the commission that such report is due, the commission may order forfesture of all or part of
payments due for servives rendered in connection with the particular case. An attorngy representing the employer, surety, daimant or
sndustrial special indemnity fund shail have the right to confer with any bealth care provider without the presence of the appasing
atforney, representative or parly, exvept for a health care provider who is retatned only as an expert witness.

{12) Physicians or athers providing services under this section shall assisi in the rebabilitation program provided in section 72-501A4,
Tdabo Code. They shall cogperate with specialists from the commiission's rebabilitation staff and with emplayer rebabilitation personnel
in fiurthering the physical or vocational rebabrlitation of the employee. The extension of tosal semporary disability benefits durtng
retraining as authoriged by section 72450, Idabo Code, shall be the responsibility of the commission, bowever, the physician shall
tnform the commission as soon as it is medically apparent that the employee may be wnable to return fo the job tn which be sustatned
infury or oecupational disease following treatrent and maxinmum recovery.

(13} An injured employee shatl be rembursed for bis expenses of necessary travel in obtaining medical care under this section.
Reimbursernent for transportation expenses, if the employee utilizes a private vebicle, shall be at the mifeage rate aflowed by the state
board of excamtiners for state emplayees; provided however, that the employee shall not be resmbursed for the first fifteen {15) mitles of
any round trip, nor for traveling any rownd 1rip of fifteen (13) miles or less, Such distance shall be caleulated by the shorsest practical
roule of travel.

{14) ~An emplayee wiho leaves the focality where emplayed at the time of the industrial accident, or manifestation of an ocupational
diseare, or the locality fn which the erployee is currently receiving medical treatment for the fnfusy, shatl give timely notice io the
eruplgyer and surely of the emplayee's leaving the locality. The employer or surcty may require the clatmant to report fo the ireating
physician for examination prior to leaving the locality, if practical. If an examination by the treating physician is nol practical pror lo
leaving the locality, the enplayer or surefy may assist in arranging an examination by an appropriate physican in the new locality.
After receiving notice of velocation, the employer or surety shall have the same responsibibity to furnish care as sef forth tn subsection
{1} of this section.

CREDIT(S)

S 1971, ch 124, § 3: 5.0 1971, ch. 297, § 1; 8.0 1974, ch. 132, §4; 5.1 1978, ch. 264, § 12; S.1. 1997, cb, 274, §
9: 5.1 2005, ch. 161, § 1; 5.L. 2006, ch. 206. § 2. eff July 1, 2006.

Louisiana
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Louisiana Revised Statures - Title 22. Insurance Code (Refs & Annos) - Chapter 6. Payment of
Claims (Refs & Annos), Part I1. FHealth and Accident Insurance Claims Payments, Subpart D. Health
Care Consumer Billing and Disclosure Protection Act, § 1880. Balance billing disclosure

A. Definitions. As used in this Section, the following terms shall be defined as follows:

(1) “Balance billing" means any written or electronic communication by a non-contraded bealth care provider that appears to artempt
ta collect from an enrollee or insured any amount for covered, non-covered, and out-of-network bealth care services received by the
enraliee or insured from the non-contracted heaith care provider that is not fully paid by the envoliee or fnsured, or the bealth insurance
fssuer,

{2} "Euroller or insured Bability” means the financial Gability of an enrollee or insured for covered, won-covered, and out-of-network
bealth care services pursiant fo the plan or policy provisions between the enroflee or insured and the bealth fnsurance issuer.

{a) Int the case of a contracted health care provider, “enrollce or insured Lability " is the amonnt due for cofnsurance, co-payments,
deductibles, non-covered services, or any oiber amounts identified by the bealth insurance issuer on an explanation of benefits ar an
armount far which the enroliee or insured is Kable for the covered or non-covered service.

(6) In the case of a non-contracted health care provider, “enroliee or insured liabrlity™ is the aomount ar deermined pursuant to the
plan or policy provisions between the enroflee or insured and the bealth insurance issuer for covered and non-covered, out-of-network

bealth care services, including but not limited to the enrollee’s or insured’s contractual deductible, coinsurance, or vo-payment amount.

B. (1) Heatth insurance issuer disclosuire requivements. Each bealth insurance issuer shall provide the jollowing balance billing
disclosure notive:

‘NOTICE

HEALTH CARE SERIVICES ALAY BE PROVIDED TO YOU AT A NETWORK HEALTH CARE
FACILITY BY FACILITY-BASED PHYSICLANS i#HO ARE NOT IN YOUR HEALTH PLAN. YOU
ALAY BE RESPONSIBLE FOR PAYMENT OF Al OR PART OF THE FEES FOR THOSE QUT-OF.
NETWORK SERIVVICES, IN ADDITION TO APPLICABLE AMOUNTS DUE FOR CO-PAYAENTS,
COINSURANCE, DEDUCTIBLES, AND NON-COVERED SERIVICES.

SPECIFIC INFORMATION ABOUT IN-NETWORK AND QUT-OF-NETWORK FACILITY .BASED
PHNYSICIANS CAN BE FOUND AT THE WEBSITE ADDRESS OF YOUR HEALTH PLAN OR BY
CALLING THE CUSTOMER SERVICE TELEPHONE NUMBER OF YOUR HEALTH PLAN"

{2) The balance billing disclosure notice shall be disclosed in all of the following methods:

{a) To the potential pokicyholder prior to the time the bealth benefit plan is purchased. The disclosure notice may be provided directly
by the bealth fnswrance isswer or through an antboriged insurance producer. 1f the bealth insurance issuer provides the disclosure notice
1o the producer, then the producer shall provide that disclesure notice ta the potential policybolder.

{5) To the policybolder and enroffees, at the time the insurance policy or other proof of coverage is issued, as follows:

(i) For a group bencfit plan, ta the policybolder and empioyees af the time the tnsurance policy or ather proof of insurance coverage i
fssned,

{7} For an individual benefit plan, to the policybolder at the time the insurance policy or other proof of fnsurance coverage i issued.
{¢) To the palicybolder and enroliees at least once a year as follows:

() For a group benefit plan, to the policybolider and employees.

{15} For an individual benefit plan. fo the policybolder.

{d) On the health rnmurance fssuer's webzte,

C. Faclity disclosure requirements. Each health care facility shall
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(1) Provide a written notice to an enrollee or insured at the first vegistration contact with the enrollee or insured at the bealth care
Sfaclity regarding nonemergency services disclasing the followng stems:

{a) Confirmation as fo whether the faality is a partigpating provider contracted with the enrollee’s or insured's bealth insnrance fssuer
ont the date services are to be rendered, based on the information received from the earoilee or insured at the time the confirmation is
provided,

{b} The following balanse billing drsclosure notice:
‘NOTICE

HEALTH CARE SERVVICES MAY BE PROVVIDED TO YOU AT A NETWORK HEALTH CARE
FACILITY BY FACILITY-BASED PHYSICLANS WHO ARE NOT IN YOUR HEALTH PLAN, YOU
ALAY BE RESPONSIBLE FOR PAYMENT OF ALL OR PART OF THE FEES FOR THOSE OUT-OF-
NETIORK SERVICES, IN ADDITION TO APPLICABLE AMOUNTS DUE FOR CO-PAYMENTS,
COINSURANCE, DEDUCTIBLES, AND NON-COIVERED SERVICES. SPECIFIC INFORMATION
ABOUT IN-NETWORK AND OUT-OF NETIWORK FACILITY-BASED PHYSICLANS CAN BE FOUND
AT THE WEBSITE ADDRESS OF YOUR HEALTH PLAN OR BY CALLING THE CUSTOMER
SERVICE TELEPHONE NUMBER OF YOUR HEALTH PLAN".

(2) Provide a Est upon request from an enroflee or insured that confains the narme and contact information for each individual or
growp of haspital-coniracted anesthestologists, pathologists, radvelogisis, hospitalists, intensvists, and neonatologists who provide
servives at that facility and infarm the enroliee or insured that the enroliee or insured may request information from thetr bealth
insurance fssuer as to whether those physicians are coniracted with the bealth insurance issuer and under what circumsiances the
enrollee or insured may be responsible for payment of any amounts not pard by the beaith insurance issuer.

{3) If the faclity gperates a website that iniludes a listing of physicians who have been granted medical staff privileges fo provide
O mecdical services at the facility, post on the faclity's website a st that contains the name and contact information for each facikity-based

physician or facility-based plysivian group that bas been granted medical staff privileges to pravide medical services at the faclity, and

an update of the List within thirty days of any changes.

D. Fadlity-based physidan disdosure requirements. Vhenever a facility-based pbysician bills a patient who bas bealth insurance

coverage Fisued by a health inuuranse issuer that docs not have a contract with the facility-based physician, the facility-based phystvian

shall send a bill that includer alf of the following items:

{1} An itemized Kating of the services and supplies provided by the facility-based physician along with the dates such services and
supplies were provided.

(2) The amount that is owed by the enrolfet or insured and language conspicuously displayed on the front of such bill:

“NOTICE: THIS IS A BILL. BASED UPON INFORMATION FROAM YOUR HEALTH PLAN, YOU GIVE
THE AMOUNT SHOWN",

(3) A telephone mumber to call to discuss the stalement.
CREDIT(S)
Added by Acts 2010, No. 453, § 1. Amended by Acts 2012, No. 271, § 1.
Ohio
RC T. XLITL Ch. 4769, Refi & Annos
LA REIVIEI AND JOURNAL COMMENTARIES
Health Law--Federal Preemption of State Medicare Balance Billing Regulations, Penngylvania Medical Soacty v Marconss,
Comment. 37 11 L Rey 1064 [1592).

Heaith Law--Provider Chalienge o State Medicatd Reimbursement Plan, Temple University v White, Comment. 37 1/t L Rev
1087 (1992).
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R.C. T XL1, Ch 4769, Refs ¢ Annos, OH ST T, XLI'H, Ch 4769, Refs & Aanor
Current through all 2012 laws and statewrde 1ssues of the 129th GA (2011-2012).
(C) 2013 Themson Reuters. Ne Clan to Ong. US Gov. Works.

Ohio Revised Code Annotated - Title XLVII. Occupations--Professions (Refs & Annos),
Chapter 4769. Health Care Practitioner Balance Billing (Refs & Annos), 4769.01 Definitions

ALt used in this chapter:

(41} “Dedicare” mmeans the progran established by Title XVl of the “Soctal Security Alct, " 49 Stat, 620 (1935}, 42 US.CAL.
301, as amended.

(B) “Bulance billing" means charging or collecting front a medicare beneficiary an amount in exisss of the medicare refmbursenient rate
Jor medicare-covered services or supplies provided to o medicare beneficary, except when rredscare is the secondary insurer. When
predicare is the secondary insurer, the bealth care practitioner may pursue full reirmburiement under the terms and conditions of the
primaty caverage and, if applicable, the charge allowed under the terms and conditions of the apprepriate provider contract, from the
primary insurer, but the medicare benefiaary cannot be balance billed above the medicare reimbursement rate for a medicare-covered
service or supply. “Balance billing" does not inelude charging or coflecting deductibles or coinsnrance required by the program.
(C) “Health care practitioner” means all of the following:
(1) A densist or dental bygienist Kcensed under Chapter 47135, of the Revired Code;

O (2) A registered or Gcensed practical nurse beensed under Chapter 3723, of the Revised Code:
(3) An gprometrist heensed under Chapter 4725, of the Revised Code;

{4) A dispensing aptician, spectacle dispensing optician, contact lens dispensing gptician, or spedacle-contast lens dispensing aptiaan
bicensed under Chapter 4725, of the Revised Code;

(5) A pharmadist licensed under Chapter 4729, of the Revised Cade;

{6} A physician anthoried under Chapter 4731, of the Revised Code fo pradice medicine and surgery, ostegpathic medicne and
surgery, or podiatry:

(7}.A physican assistant authorized under Chaprer 4730, of the Revised Code to practice ar a physidan assistant;
(8) A proctitioner of a Gmited branch of medicine isswed a aertificate ander Chapter 4731, of the Revised Cadde,

(9) A psychologist lcensed under Chapter 4732, of the Revised Code;

(104 chirapractor licensed wnder Chapter 4734, of the Revised Code;

(1) A hearing aid dealer or fitter licensed under Chapter 4747, of the Revised Code:

(12) A speech-language pathologist or andiolegist lensed under Chapter 4753, of the Revised Code;

(13} An osccupational therapist o occupational therapy assistant Goensed under Chapter 4753, of the Revised Code;
(14) A physical therapist or physical therapy assistant licensed under Chapter 4733, of the Revised Code;

(13) A professianal dincal counselor, professional counselor, socal worker, or indgpendent social worker licensed, or a sodal work
assistant registered, under Chapter 4757, of the Revised Code;

(16) A dietitian Leensed ander Chapter 4759, of the Revised Code;
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{17) A respiratory care professional licensed under Chapter 4761, of the Revised Code;

(18) AAn emergensy medical technician-basic, emergensy medical techniciun-intermediate, or emergengy medical lechnician-paramedic
certified under Chapter 4765. of the Revised Code,

CREDIT(S)

(1996 5 223, off. 3-18-97, 1995 5 143, off 3-5-06; 1995 5 150, off 11-24-95, 1992 H 478, ¢ff 1-14-93)
CROSS REFERENCES
Health and hospitatization insurance, apen enroliment, bealth care prucitioner defined, see 392358

NOTES OF DECISIONS
Balance billing, defined [

L. Balance bifling, defined

Attemps by belicopter ambulance service to recover, from surviving spause of patient, portion of expense of fransporting patient fo
bagpital, that was not reintbursed by Medicare, did net congtitute probibited “balance billing, " which was defined as charging or
collecting from Medicare beneficiary amount in excess of Medicare refmbursement rate for Medizare-covered services or supplies
provided o benefidary; Medicare covered only cost of transpariing patient to nearest hospital that provided levef of care required by
patient, 5o difference between cost of transporting patient to nearest qualified medical faclity, and more distant bospital selected by
patient's physicdian, was not *Medicare covered” service or supply. Med Flipht, Inc. v, Whiter (Obio App. 3 Dist., Crawford, 0§-02-
2004) No. 3-04-08, 200+4-Obio-+003, 2004 W 1717644, Unreported. Health 535(4)

RC. §+4769.01, OH ST § 4769.01

Ohio Revised Code Annotated - Title XLVII. Occupations--Professions (Refs & Annos), Chapter
4769. Health Care Practitioner Balance Billing (Refs & Annos), 4769.02 Balance billing prohibited

Texas

No bealth care practitioner, and no person that emplays any bealth care practitioner, shall balance bill for any supplits or serviee
provided ta a medicare beneficiary.

CREDIT(S)

(1995 5150, ¢ff. 11-24-95; 1992 H 478, ff. 1-14-93)

Vernon's Texas Statutes and Codes Annotated - Insurance Code - Title 8. Health Insurance and
Other Health Coverages (Refs & Annos),Subtitle F. Physicians and Health Care Providers, Chapter
1456. Disclosure of Provider Status, § 1456.001. Definitions

(1} “Balance bellng™" means the praciive of charging ai enrollee fin a health benefit plan that uses a provider network to recover from
the enroliee the balance of a non-network bealth care provider's fee for service received by the envollee from the health care provider that
15 ot fully resmbarsed by the enrollee's bealth benefit plan,

(2} "Enrollee " means an individual who is eligrble to receive health care services through a health benefit plan.

(3} "Taclity-based physician" means o radsologist, an anesthesiologict, o pathologisi, an emvervensy department physician, or a
neontalologist:

() to whom the faclity bas granted dinical privileges; and
(B) who provides services to patienis of the faality under those clincal privileges.

(7} "Health care faclity” means & bosprtal, emergency dlinis, outpatient cfintc, birthing center, antbielutory surgécal center, or other
Jfaclity providing health are servicer.
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Utah

(3) “Health care praditioner” means an individual who is fcensed to provide and provides bealth care services.

(6) “Provider network " means a bealth benefit plan snder which bealth care services are provided to enrollees through contrads with
health care providers and that reguires those enrollees to use health care providers partiapating in the plan and procedures covered by
the plan. The term includes a network operated by,

(1) a health maintenance organisation;

(B} a preferred provider benefit plan issuer; or

(C) another entily that issues a bealth benefie plan, including an insurance company,

CREDIT(S)

Added by Acts 2007, 80th Leg, ch. 997, § 11, off Sept. 1, 2007

U.C.A. 1953 § 31A-26-301.5 - West's Utah Code Annotated - Title 31A. Insurance Code,
Chapter 26. Insurance Adjusters (Refs & Annos), Part 3. Claim Practices, § 31A-26-301.5.
Health care claims practices

(1) Exccept as provided in Section 31.A-8~407, an insured retains ultimate responsibility for paying for bealth care services the
insured receives. If ot serviee i covered by one or more individual o group bealth tusurance policies, all insurers covering the insured
have the respansibelity Io pay valid bealth care claims in o timely manner according 1o the terms and Ewmits specified in the polices,

(2}a) Exvept as provided in Section 31.4-22-610.1, a health care provider may bill and collect for any deductible, copayment, or
uncoversd service.

(b} A bealth care provider may bill an inswred for services covered by bealth snsnrance policies or may otherwise notify the insured of
the expenies covered by the policies. However, a provider may not make any repert fo a credit burean, use the services of a collection
agengy, or use methods other than rontine billing or notification untél the loter of

(1) the expiration of the time afforded to an insurer under Section 31.4-26-301.6 to determine its abligation fo pay or deny the claim
without penalty; or

{f1) in the case of medicare bengficiaries or retirees 63 years of age or older, 60 days from the date medicare determines its kability for
1the claim

(c) Beginning October 31, 1992, all insurers covering the fnsured shafl notify the insured of payment and the amonnt of payment
it ta the provider.

(3) The commissioner shall make rules consistent with this chapter governing disclosure 1o the insured of customary charges by bealth
care providers on the explanation of benefils as part of the claims payment process. These rules shall be fimited to the form and content
of the disclosures on the explanation of benefits, and shall include:

{a) a requirensent that the method of determination of any specfically referenced customary charges and the range of the customary
charges be disclosed; and

(b) a probibition against an implication that the provider is charging excessively if the provider is:
{i) a participating provider; and

(i} probibited jrom balance billing,

CREDIT(S)

Laws 1992, ¢ 291, § 1; Laws 1296, v, 181, § 1, off April 29, 1996; Laws 2000, ¢ 198, § 2, off May 1, 2000; Laws 2001,
¢ 240, § 1, off Sept. 1, 2001,
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Virginia

West's Annotated Code of Virginia - Title 32.1. Health, Chapter 5. Regulation of Medical Care
Facilities and Services (Refs & Annos), Article 1.1. Certificate of Quality Assurance of Managed Care
Health Insurance Plan Licensees (Refs & Annos), § 32.1-137.1. Definitions

A5 nsed in this and the following article, unless the context indivates otherwire:

“Agent" or “tmsurance agent,” when nsed without qualification, means an individual, partnership, limited bability company, or
corporation that solufs, negoltates, procures or effects contracts of inswrance or annsity in this Commeonwealth,

“Burean of Insurance" means the State Corparation Commission acting pursuant to Title 38.2.
“Complaint" means any wrilten communication from a covered person primanify expressing a grievance.

“Covered person"’ means an inclividual residing in the Commonwealth, whether a policyholder, subscriber, enrollee, or merber of o
managed care health insurance plan, who is entitled to bealth care services or benefits provided, arranged for, paid for or refmbursed
pursuant to a managed care bealth insurance plan under Tetle 38.2

“Managed care health insurance plan" means an arvangement for the delivery of bealth care in which a health carrier as defined in §
38.2-5800 undertakes to provide, arrange for, pay for, or reimburse any of the costs of health care services for a covered person on a
prepaid or insured basis which (i) contains cne or more incentive arrangements, incuding any credentialing requirements infended fo
influence the cost or level of health care services between the health carrier and one or wore proiders with respect fo the delivery of
bealth care services; and (t7) requires or creates benefif payment différential incentives for covered persons fo use providers that are
directhy or indirectly managed, owned, under contract with or employed by the bealth carrier. Any bealth maintenance organization as
defined in § 38.2-4300 or health carrier that offers preferred provider contracts or polrdes ar defined in § 38.2-3407 or preferred
provider subscription contrads as defined in § 38.2+4209 shafl be deemed to be offering one or more managed care bealth insurance
plans. For the purposes of this definition, the probebition of balance billing by a provider shall not be deened a benefit payment
differential sucentive for covered persons fo use providers who are directly or indivectly managed, owned, under confract with or employed
by the bealth carrier. A single managed care bealth insurance plan may encompass multiple products and multiple types of benefit
payment differentinls; however, a single managed sare bealth insurance plan sball encompass onfy one provider network or set of
provider networks.

*“Managed care bealth insurance plan liensee" means a health carrier sutyect to lcensure by the Burean of Insurance ander Title 38.2
wha i responsible for a managed care health insurance plan in accordance with Chapler 58 (§ 38.2-5801 ef seq.} of Title 38.2.

“Person” means any assocdation, aggregate of tndiveduals, business, company, corporation, individugl, foint-stock company, Lioyds
fype of organization, other organtzution. partrership, receiver, reciprocal or infer-insurance exchange, fritsfee or jociely.

CREDIT(S)

Aats 1998, ¢ 891

Washington

West's Revised Code of Washington Annotated - Title 70. Public Health and Safety (Refs & Annos),
Chapter 70.47. Basic Health Plan--Flealth Care Access Act (Refs & Annos), 70.47.230. Payments to
nonparticipating providers (Expires fuly 1, 2016)

(1) For servives provided to plan enrofiees on or after Augsst 24, 2011, nonparticpating providers must accept as payment in full the
ameuni paid by the managed bealth care system under RCW' 70.47.100(2) in addition to any decuctible, coinsurance, or copayment
that is due frons the enrolfee under the terms and conditions set forth in the managed health care gystern contract with the
*administrator. A plan enrollee is not Sable to any nonparticipating provider for covered services, except for amounts dut for any
dednctible, coinsurance. or capayment under the termi and conditions ref forth in the managed bealth care system contract with the
*administrator.

(2) This secttan expires July 1, 2016.
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CREDIT{(S)

{2011 1stsp.s. o9 § 5, eff. Aug. 24, 2071}
HISTORICAL AND STATUTORY NOTES

*Reviser's note: The definition of “adwinistrator” was changed to “director” in RCW 70.47.020 by 2017 15t sps. ¢ 15 § 83,
Findings—Intent—-2011 Ist sp.s. ¢ 9 See note following RCW 7047020,

2011 Legislation

Laws 2011, 152 SpSess. cb. 9, § 1, provides:

(1) The lagiriature finds that:

“(a) There is an increasing level of dispnte aud uncertainty regarding the amount of payment nonparticipating providers mdy recesve for
bealth care services provided to enrollees of state purchased bealth care programs designed ta serve low-income individuals and families,
such as basse bealth and the medicaid managed care programs;

“(b) The dispute has resulted sn Gtigation, including a recent Washington superior court ruling that determined ronparticpating
providers were entitled to receive billed charges from a managed bealth care system for services provided to medicaid and basic bealth
plan enroliees, The decision wonld allow a nonparticipating prosider to demand and receive payment in an amount exceeding the
payment managed bealth care systers network proveders receive for the same sevvices. Stmilar provider lawswits have now been filed in
ather jurisdictions in the state;

(e} Tut the biennial operating budget, the legiskature has previoushy indicated its intent that payment to nonparticpating providers for
services provided fo medicatd managed care envoliees should be limited to amounts paid to medicaid fee-for-service providers. The

O duration of these provisions is lmited to the period during which the gperating budget is in effect. A riore permanent resolution of these
issues 15 needed; and

(d) Continued failure to resolve this dispute will have adverse impacts on state purchased bealth care programs serving low-income
enrollees, including: (i} Diminished ability for the state to negotiate cost-effective contracts with managed bealth care systems; (i) a
potential for significant reduction in the willingness of providers to particpate in managed bealth care sysiem provider networks; (it} a
reduction tn providers participating in the managed bealth care systems; and (iv) increased exposure for program enrollees to balance
billing practices by nonpartiapating providers. Ultimately, fewer elipible peaple will get the care they need as state purchased bealth care
programs will operate with less efficiency and reduced access ta cost-effective and guality health care coverage for pragram enrollees.

"(2) It is the intent of the legitlature to create a legislative solution that reduces the cost borme by the state to provide public health care
coverage fo low-incorve enrollees in managed bealth care systems, protects enrollees and state purchased bealth care programs from
balance billing by nonparticipating providers, provides approprale payment fo health care providers for services provided to enrolfees of
ttate purchased bealth care programs, and bmits the risk for managed bealth care sysiems that contract with the state programs.”

Wesr's ROWA 70.47.230, WA ST 70.47.230
Current with alf 2012 Legislation and Chapters 1, 2, and 3 from the 2013 Regular Session
© 2013 Thomson Renters,

West Virginia

West's Annotated Code of West Virginia - Chapter 16. Public Health, Article 29D. State Health
Care, § 16-29D-4, Prohibition on balance billing; exceptions

{a} Except tn instanses involving the delivery of bealth care services immediately needed to resolve an imminent Lfe-threatening reedical
or surgical emesgeney, the agreement by a health care provider to deliver services to a beneficiary of any department or division of the
tlate which partiapates in a plan or plans developed wnder section three of this article shall be considered 1o alvo include an agreement
by that health care provider:
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(1) To aceept the assigrment by the beneficiary of any rights the beneficiary may bave to bill such division or departwrent for, and fo
recerve payment wnder tech plan or plans on account of, such services; and

(2) To accept us payment in full for the delivery of such services the amount specfied in plan or plans or as determined by the plan or
plans, In such instances, the health care provider shall bitl the divition or department, or such other person spectfied in the plan or
plans, divectly for the services. The health care provider shall not bill the bengficiary or any other person on bebalf of the beneficiary
and, except for deductibles or ather payments specified in the applicable plan or plans, the beneficiary shalf not be personally liable for
any of the charges, including any balance claimed by the provider 10 be owed as being the difference betuween that provider's charge or
charges and the amount payable by the applicable department or divisions. The plan or plans may specify what sums are dedictibles,
copayments or are othersise payable by the beneficiary and the sums for which the bealth care provider may bill the benefidary: In
addition, any bealth care service which is not sulyect to payment by the plan or plans shall be the responsibilily of the beneficiary and
Jar those heaith care sersices which are not covered by the plans, there thall be no probibition against billing the bensficiary divecthy.

(b} The probubtrons and fimitations stated in subsection (a} of this section do not appiy o the delivery of health care serutees
intmectiately neecled to rescive an imerinent Gfe-threatining medical or surgical emergency. However, once the patient is stabilizzd, then
the delivery of any further health care services shall be subject o subsection (a) of this section for thase latter services ony.
(¢) The exceptions provided in this section for the delivery of bealth care services immediately needed to resolve an fmminent &fe-
threatening medical or surgical emergency shall not apply fo bealth care providers under contract with a department or division plan or
Plans,
CREDIT{S)
Acts 1989, ¢ 87: Aets 1991, ¢ 134,
LIBRAIRY REFERENCES
Health 487,
Westlaw Topic No. 198H.
O CJ.5. Soaal Secunty and Public Welfare §§ 264, 267.
Department of Health and Fluman Resources (DHHR} was reguived to provide supportive therapentic services of specialist 1n
attachment disarders for children whase parental rights were terminated, but specialist was not entitled to payrent for ber services in
excess of Medicaid rate, as specialist was working out of offices of Medicaid provider. State ex rel. Aaron M. v. West Virginia
Departruent of Health and Human Resorees, 2001, 571 5. E2d 142,212 W 17a, 323, Health 476; Health 487(2)
A Medicaid provider cannot bill anather sonrce for the difference between the allowable Medicaid rafe and the provider's customary
rate, State ex rel, Aaron M., ». West Virginia Departmeent of Health and Human Resorces, 2001, 571 S E24142 212 WV a,
23. Health 487(2)
V. 17, Code, § 16-29D-4, W17 ST § 16.29D-4
Current through End of the 2012 First Extraordinary Session
(C} 2013 Thontion Rewters. No Claim to Orig, US Gov, Works.
West's Annotated Code of West Virginia - Chapter 33. Insurance, Article 48. Model Health Plan for
Uninsurable Individuals Act, § 33-48-6. Plan administrator

ta) The board shall select a plan administrator through a competitive bidding process to adwituister the plan. The board shall evaluate
bids submitied based on riteria established by the board which shall include:

(1) The plan administrator's proven ability to handle health insurance coverage to individuals;
(2) The efficiency and timefiness of the plun administrator's claim processing procedures;
{3) An estimate of total charges for adwministering she plan;

{4) The plan administrator's ability o apply effective cast containmrent progeams and procedures and fo adminisier the plan in a iost
effictent manner; and
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{5) The financial condition and stabilily of the plan administrator.

(6)(1) The plan adminestrator shall serve for a period specified in the contract between the plan and the plan administrator subyect fo
removal for cause and subject to any terens, conditions and Emritations of the coniract between the plan and the plan administrator.

{2) At least ane year prior fo the expiration of each period of service by a plan administrator, the board shall fnvite eligible entities,
including the current plan administrator to subumit bids fo serve as the plan administrator. Selection of the plan administrator for the
succeeding periad shall be made at least 5ix months prior to the end of the curvent period,

(¢} The plan administrator shall perform such fiinctions relating te the plan as may be assigned to it, including:

(1) Determination of eligrinlity;

{2) Paynent of chaims;

(3) Establishrrent of a premium billing procedure for coflection of premium from persons covered under the plan; and

{3} Other necessary functions to assure tivsely payment of benefies to covered persons under the plan.

() The plan administrator shal swberit regnlar reports 1o the board regarding the aperation of the plan. The frequency, content and
Sorr of the report shall be specified in the contract berween the board and the plan administrator.

{¢) Following the close of each calendar year, the plan adwinistrator shall determine nes written and earned premiums, the excpense of
admiistration and the pard and incurred losses for the year and report this information fo the board and the commission on a form
preseribed by the commiissioner.

(1) Notwithstanding any other provision in this section fo the contrary, the board may elect fo designate the public emplayees insurance
agency as the plan admingsirater. If so designated, the public employees insurance agensy sball provide the serwices st forth in
subseciion (c) of this section and shafl be snbject 1o the reporting requirements of swbsections (d) and (¢) of this section. The plan shall,
if the public emplayees inswrance agency is designated by the board as the plan administrator, reimburse health care providers at the
same bealth care reimbursement rates then in effect for the West Virginia public emplayees insurance agency and bealth care providers
are subject fo the same probibitien against balance billing of plan particpants as set forth in section four, article twenty-nine-d, chapter
sixcteen of thix code,

CREDIT(S)

Aets 2004, ¢ 148, off. fuly 1, 2004; Aets 2004, 3rd Ex. Sess, . 12, off) Nov. 16, 2004.
HISTORICAL AND STATUTORY NOTES

Acts 2004, 3rd Exe, Sess,, ¢ 12, rewrote this section, which formerly read:

“ta) The board shall select a plan adneinistrator throngh a competitive bidding process to adwitnister the plan. The board shall
evaluale bids subimitied based on oriteria established by the board which shall include:

(1) The plan adminisirator's proven ability to handle bealth insurance coverage o individuals;
(2} The efficency and timeliness of the plan administrator's daim processing procedures;
“(3) A estimate of total charges for administering the plun;

“(4) The plan administrator’s ability to upply effective cost contatnment programs and procedures and to udminister the plan in a cost
effictent manner; and

“(5) The financal condition and stability of the plan administrator.

“(b)(1) The plan admnistrator shall serve for & period ghecified in the contract betweer: the plan and the plan administrator subject to
remaval for cawse and subject to any terms, conditions and kimitations of the contract between the plan and the plan administrator.
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(2} At least ane year prior to the expiration of each period of service by a plan administrator, the bourd shall invite eligible entities,
including the currvent plan adwinistrator to submit bids to serve as the plan administrator. Selection of the plan administrator for the
succeeding period shall be made at least six: months prior fo the end of the current period.

“(c) The plan administrator thall perform such functions relating to the plan as may be assigned to it, including:

(1) Determination of eligibility;

“(2) Payment of caims;

“(3) Establishment of a premiun bitling procedure for collection of premivm from persons covered undler the plan; and
() Other necessary finctions fo assure timely payment of benefils io covered persons under the plan,

“(d) The plan adrinistrator shall submil regular reports to the board regarding the aperation of the plan. The frequensy, content and
Jform of the report shalf be specified i the contract between the board and the plan administrator.

“(e) Following the close of each calendar year, the plan administrator shall determine net written and earned premiunis, the expense of

administration and the paid and incurred lasses for the year and report this information to the board and the commission on a _form
prescrtbed by the commiissioner.

() Notwithstanding any other provision in this section ta the contrary, the board may tlect o derignate the public emplayees insurance
agengy as the plan administrator. If so designated, the public employees insurance agency shall provide the services sel forth in
subsection (c) of this section and shall be subject to the reparting requirements of subsections (d) and (e) of thix section. The plan shall,
if the public employees insurance agency is designated by the board as the plot adwinistrator, veimburse health care providers af the
sume bealth care reimbursernent rates then in effect for the West 1irginia public emplayees insurance agengy.

*Current seatate search courtesy of West Law¥*
II1.  Pending Legislation (2013-14 sessions)

[Minois
IL § 1716 (Pending) simitar to IL H 2933 (pending) and II. § 34 (pending)

Amends the Illinois Health Benefits Exchange Law. Provides that except as otherwise provided
in the provision concerning the dissolution of the Comprehensive Health Insurance Plan, the
insurance operations of the Comprehensive Health Insurance Plan (the Plan) authorized by the
Comprehensive FHealth Insurance Plan Act shall cease on January 1, 2014 (and makes
conforming changes in the Comprehensive Flealth Insurance Plan Act). Sets forth provisions
concerning service provided after January 1, 2014, grievances, balance billing, the plan of
dissolution, actions by or against the Plan Board, and General Revenue Fund funds and insurer
assessments in the Plan on the date of final dissolution. Provides for the repeal of the
Comprchensive Health Insurance Plan Act on January 1, 2015. Effective immediately.

{e) Balance billing under this Section by a health care provider that is not a member of the
provider network arrangement used by the Plan is prohibited.

Indiana
IN H 1319 (Pending) similar to IN § 551 (pending)

SECTION 9. IC 27-8-10-0.5 IS ADDED TO THE INDIANA CODE AS A NEW SECTION
TO READ AS FOLLOWS [EFFECTIVE UPON PASSAGE}):
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Indiana; ot

{2) December 31, 2013
(b) A claim for payment under an association policy must be made to the association not later

tl‘nn the later of:

{2 March 1, 2014

{c) An appeal or grievance under this chapter must be resolved not later than ninety (90) days
after the d'ltc on whlch the i msur'mce operations cease under subgecuon {a}.

(2) March 30, 2014,

Massachusetts

MA S 515 (Pending)

A bill to establish Medicare for all in MA,
(b the provider or facility will comply with all state and federal laws regarding the confidentiality
of patient records and information; (€) no balance billing or out-of-pocket charges will be made
for covered services unless otherwise provided in this chapter; and

MA H 1035 (Pending)

A bill to establish a single-payer health insurance trust fund;
c) no balance billing or out-of-pocket charges will be made for covered services unless otherwise
provided in this chapter; and

Minnesota
MN H 779 (Pending)

Sec. 11, [62K.11] BALANCE BILLING PROHIBITED.

(a) A network provider is prohibited from billing an enrollee for any amount in excess of the
allowable amount the health carrier has contracted for with the provider as total payment for the
health care service.

New Jersey
NJ A 3158 (Pending)

Be 1t Enacted by the Senate and General Assembly of the State of New Jervey:

1. A baspital keensed pursuant 1o PL 1971, ¢.136 (C26:2F1-1 et al} that is a participating provider ander a patient's bealth
insurance plan shafl notify the patient or patient’s representative, in writing, as soon as practicable, if physicians or other health care
professionals wha are under contract lo, or have another arrangement with, the baspital to provide bealth care services to patients at the
Jfactlity are not participaiing providers under the patient's beaith insurance plan.

The nolification, which shall be signed by the patient or patieni’s representative and fncluded in the patient's medical record, shall
provide the names of the health care professionals [rom whem the patient is mast kkely to receive services ai the haspital, the ppe or
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suaterory of bealth care servives they provide at the bospital, and the unit or department of the bospital in or through which they provide
services.

2. This act shatl take effect on the first day of the third month next following the date of enactment

STATEMENT

This bill requires a hospital, which is a participating provider under a patient's beaith insurance plan, 1o notify a patient or the
patient's representafive, in writing, as soon as practicable, if physictans or other bealth care professionals wha are under confract to, or
have another arrangement with, the hospital to provide health care services to patients at the Jacility are not participating providers
under that patient's health insurance plan. The notification, which 13 to be signed by the patient or the patient's vepresentative and
included in the pattent’s medival record, is 1o provide the nares of the bealth care profesitanals fron wham the patient is most kel to
receize services af the hospital, the type or category of bealth iare services they provide at the bospital, and the unit or department of the
bospital in or through which they provide services.

Increasingdy, snsured patients who seek care at a bospital that is in the provider network of their health insurance plan receive bealth
care services af the basputal, such as emergency room care, radiology, and anesthesia, by physicians whe are not partipating providers
in that patient's health insurance plan. The patients uswally are made aware of this situation and the fact that they may be lable for
anantiipated balance billing by the physican afier they bave received the services. The purpose of this bill, therefore, is to provide
patients with information, in advance of receiving services whenever practicable, about the insurance participation of bealth care
professionals who wifl render services at the haspital, so us to enable patienss to make informed decisions about the providers who ireat
themt

Oklahoma
OK S 485 (Pending)
Prohibit "balance billing" from the employee, employer, or carrier;

Oregon
ORD 1312 (Pcndmg, filed as drqft) similar fo OR § 165
oes

providers or costs of services not covered by the he-ﬂth insurance policy or certificate.

Texas

TX H 3270 (Pending)

4 procedures that the insurer will implement to assist insureds in obtaining medicall g
services if a preferred provider is not reasonably available, including procedures to coordinate
care to avoid balance billing;

Virginia
VA H 357 (Failed) similar to 174 H 402 (failed) and 1.4 § 383 (failed) and VA S 615 (fatled) and VA H
2160 (failed)

"Cost sharing” means any expenditure required by or on behalf of an enrollee with respect to
essential health benefits: such term includes deductibles, coinsurance, copayments, ot similar

charges, but excludes premiums, balance billing amounts for non-network providers, and
spending for noncovered services.

*Bill search courtesy of StateNee¥

IV. Resources

A, Balance billing: the patients' perspective, By Mathias Kifmann!' and Florian Scheuer,
September 17, 2011, Universitit Hamburg, Fakultdt Wirtschafts-und Sozialwissenschaften, Von-
Melle-Park 5, 20146 Flamburg, Germany and Stanford University, Department of Economics,
Stanford, CA 94305, USA. © 2011 Kifmann and Scheuer; licensee Springer.
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Health Economics Review 2011, 1:14 doi:10.1186/2191-1991-1-14

Abstract

“We study the effects of 'balance billing', i.e., allowing physicians to charge a fee from patients in
addition to the fee paid by Medicare. First, we show that on pure efficiency grounds the optimal
Medicare fee under balance billing is zero. An active Medicare policy thus can only be justified
when distributional concerns are accounted for. Extending the analysis by Glazer and McGuire,
we therefore analyze the optimal policy from the patents' point of view. We demonstrate that,
from the patients' perspective, a positive fee can be superior under balance billing. Furthermore,
patient welfare can be lower if balance billing is prohibited. In particular, this is the case if the
administrative costs of Medicare are large. However, we cannot rule out that prohibiting balance
billing may be superior. Finally, we show that payer fee discrimination increases patient welfare if
Medicare's administrative costs are high or if Medicare's optimal fee under balance billing implies
lower quality for fee-only patients.

Introduction

The US Medicare program allows doctors to 'balance bill' patients, i.e., to charge them a price in
addition to the Medicare payment. In the late 80s and early 90s, state and federal legislation was
introduced to restrict this practice. Additional prices are now limited to about 10% of the
Medicare fee.(endnote a) In a theoretical study, Glazer and McGuire have shown that these
restrictions on balance billing come at a price as doctors have an incentive to reduce the quality
of their services [1]. Strikingly, prohibiting balance billing reduces quality for all patients,
regardless of whether they pay a balance bill. From an efficiency point of view, they demonstrate
that allowing balance billing always leads to superior results if the Medicare fec is set
appropriately.

A limitation of the analysis by Glazer and McGuire is that they focus exclusively on the
efficiency aspects of balance billing. An important concern, however, is that patients are worse
off if physicians are allowed to balance bill. In particular, previous work by Paringer, Mitchell
and Cromwell as well as Zuckerman and Holahan has shown that allowing physicians to charge
extra fees may only inerease the rents of physicians at the expense of patients [2-4]. These
papers, however, do not consider cffects on quality. Taking into account efficiency gains from
balance billing, this raises the question on how these gains are shared berween patients and
physicians.

In this paper, we take the analysis of Glazer and McGuire further and focus on the welfare of
patients. We analyze the optimal Medicare fee both from a pure efficiency perspective and from
the patients' point of view. Furthermore, we reexamine the case for prohibiting balance billing
and consider the effects on padent welfare if Medicare discriminates the fee depending on
whether the physician treats the patent at the fee only or charges a balance bill.

The paper proceeds as follows. In Section 2, we discuss the literature. Scction 3 reviews the
analysis by Glazer and McGuire. In Section 4, we determine the optimal Medicare fee under
balance billing using the social surplus function of Glazer and McGuire. Section 5 analyzes the
implications of Medicare's policy on patient welfare. Section 6 concludes the paper.

2 Review of the literature

Compiled by the National Conference of State Legislatires—Healtlh Program



March 19, 2013
p- 18

Most of the theoretical studies on balance billing assume a monopolistic physician who faces a
downward-sloping demand curve [2]-[4]. Within this framework, the effects on the quantity of
services supplied by the physician has been explored. The physician is able to price discriminate,
requiring patients with a high willingness to pay a balance bill. If the physician also accepts fec-
only patients under balance billing, then prohibiting balance billing leaves the quantity of supply
unchanged since only inframarginal patients are balance billed. Only the physician's rent is
reduced. Flowever, if doctors refuse to treat fee-only patients under balance billing, then
prohibiting balance billing reduces the number of patients treated.

How Medicare's balance billing policy affects the incentives for a monopolistic physician to set
quality of treatment is analyzed by Feldman and Sloan as well as Wedig, Mitchell and Cromwell
{5,6]. Both papers assume that the physician is not able to price or quality discriminate. Feldman
and Sloan show that it is uncertain whether price controls, i.c., prohibiting balance billing,
increase welfare. Wedig et al., however, find a case for price controls if health insurance shifts
the demand curve to the right and physicians react by increasing quantity and quality beyond the
social optimum,

All the models presented do not include competition among physicians. Furthermore, neither
Feldman and Sloan nor Wedig et al. consider price and quality discrimination. Flowever, these
factors are highly relevant in the context of balance billing, First, Medicare's fee policy affects the
degrec of competition between physicians. Second, balance billed patients are likely to receive
higher quality than fee-only patients. Both factors are incorporated in the model by Glazer and
McGuire. They show that physicians have an incentive to save costs by reducing quality for
Medicate patients. To patients who pay a balance bill, however, they will provide the efficient
quality level. Their main result is that by setting fees correctly, efficiency is higher if balance
billing is allowed.

An cmpitical study of the effects of Medicare restrictions on balance billing in late 80s and early
90s has been performed by McKnight [7). She finds that these reduced out-of-pocket medical
expenditure of Medicare beneficiaries by 9%. With the excepton of a significant fall in the
number of follow-up telephone calls, her study shows little evidence that physicians changed
their behavior in response to the balance billing restrictions.”

B. New York Times, Avoiding Surprise Bills With Homework and Negotiation
By WALECIA KONRAD Published: April 30, 2010.

“Ms. Cornford would soon become very familiar with the phenomenon known as balance
billing. It 1s a controversial and sometimes illegal practice: doctors and other health care
providers reccive a discounted payment from the insurance company — an amount less than the
fee they want to be paid — and then they bill the patient for the rest. Most states, including
[llinois, have passed laws making balance billing illegal within an insurer’s medical nerwork. And
federal law prohibits balance billing by providers paid under Medicare.

But balance billing in these cases can still happen. If you receive a bill from an in-network
provider that you are not expecting, call your insurer immediately. “Your insurance company is
the best enforcer, if you will, of these Jaws,” said Jane Cooper, chief executive of Patent Care, a
Milwaukee patient advocate firm.

Most cases occur when patients who are part of H.M.O.’s, P.P.O.’s and other network health
care plans use an out-of-network doctor, lab hospital or other provider. H.M.Q.’s, as a rule, will
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not cover any out-of-network fees unless for an emergency or for a pre-approved treatment so
specialized that no one in the network can provide it. P.P.O.’s generally cover some percentage
of out-of-network fees, usually 70 or 80 percent of so-called usual and customary charges.”

C. American Bar Association, California Ends Budget Billing, By Angela M. Lai and M. Dylan
McClelland, California Department of Managed Health Care, Sacramento, CA.

“The practice of “balance billing” by emergency room doctors is part of a contentious issue that
has plagued the managed care industry, providers, and health care consumers for many years.
On January 8, 2009, in a unanimous decision in Praspect Medical Group, Ine. v. Northridge Emergency
Medical Group, ! the California Supreme Court declared balance billing unlawful in the context of
emergency medical care. Where a health plan (i.e., an “HMO”) does not pay, in whole or in part,
the amount charged by emergency room doctors, the doctors now must resolve billing disputes
solely with the health plans. The providers may seck dispute resolution, or even sue the health
plans if they wish, but they may no longer bill patients with a health plan for the disputed
amount.”

Inpatient Balance Billing is an Unfair Medical 1P

D. Heartland.org; ractice, May 9, 2011

E. Medicare Balance Billing Restrictions: Impacts_on Physicians and Beneficiaries

MeKnight, University of Oregon and NBER, September 2004.

, By Robin

F. CONSUMIIR WIN AGAINST BALANCE BILILING: State Regulator Secures Hospital
Settlement on Balance Billing Practices Statement from California Association of Fealth Plans
President Patrick Johnston, 2010.

G. Fiercehealthcare.com, Patent Sues Over Balance Billing, By Sandra Yin, January 11, 2011.
“At issue is the common practice of "balance billing," where health providers charge patients
the difference between their own [the doctor's] fee and what the insurer reimburses. Out-of-
network providers resort to this kind of billing when an insurer’s payment does not cover
the whole fee for a service. By contrast, if both the patient and provider are part of the
payer's network, the provider by contract will be okay accepting less than the regular fee for
seeing patients in the network.

From a consumer's standpoint, it looks like the provider is charging different fees depending
on who is responsible for the bill.

The suit alleges that balance billing, which is common among state healthcare providers and
banned in some states, violates the Missouri Merchandising Practices Act, which forbids
unfair or deceptive practices. It says that Washington University and other providers charged
high prices to patients for "out-of-network” care, not fully covered by their insurance
policies.”

*. Original research updated by Kara Hinkley, 3/2013

Compiled by the National Conference of State Legislaturei—Health Program
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Non-Network Provider Insurance Coverage and Billing Legislation

October 2014

Ashiey A. Noble, JO

Summary:

¢ 30 bills introduced in 8 states: Alaska (1), Louisiana (1), Massachusetts (2}, Minnesota (4),
Missouri (2), New Jersey (10), New York (9), and Virginia {1).
o 3 laws enacted in 3 states: Minnesota {1), New York (1), and Virginia (1)
o 19 bills pending in 3 states: Massachusetts {2), New Jersey {10), and New York (7).
o B bills failed in 5 states: Alaska (1), Louisiana (1), Minnesota {3), Missouri (2), and

O New York (1).

Alaska

AK H 203

Author: Keller (R)

Title: Reimbursement Of Health Insurance Claims

Introduced:  04/10/2013
Disposition:  Failed - Adjourned

Location: House Labor and Commerce Committee
Summary: Relates to payment or reimbursement of health care insurance claims.
Status| 04/10/2013 INTRODUCED.

04/10/2013 To HOUSE Committee on LABOR AND COMMERCE.
04/10/2013 To HOUSE Committee on FINANCE.

Text Hits covered services rendered by an out-of-network provider by check made out to both
the provider and the covered person as joint pavees requiring endorsement by both
the provider and the covered person DIRECTLY TO THE PROVIDER OF
MEDICAL CARE SERVICES . A health insurance policy may not contain a

Next Hit in Bill

an out-of-network provider in the single name of the provider. |IF A HEALTH

CARE INSURER MAKES A CLAIM PAYMENT TO THE COVERED

PERSON AFTER THE COVERED PERSON HAS GIVEN WRITTEN

NOTICE ELECTING DIRECT PAYMENT TO THE PROVIDER OF THE

e
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Louisiana
LA H 895
Author:
Title:

ntroduced:

Disposition:

Location;
Summary
Status:

Text Hits:

SERVICE, THE HEALTH CARE INSURER SHALL ALSO PAY THAT
AMOUNT TO THE

Fannin (R)

Insurance and Health
03/10/2014

Failed - Adjourned

House Insurance Committee

Provides relative to balance billing.

03/10/2014 INTRODUCED.
03/10/2014 To HOUSE Committee on INSURANCE.

HOUSE BILL NO. 895
—— Next Hit in Bill
directly from the health insurance issuer payment of the same amount the out-of-
network provider would have received If in network may not seek payment of
remaining balance from the patient,

Next Hit in 8ill
Proposed law provides that if a health insurance issuer pays the in-network amount
for services provided to an insured to an out-of-network healthcare provider, the
provider may not seek payment of the remaining balance from the insured.

Next Hit in Bill
To enact R.S. 22:1827, relative to payment of claims for services provided by
noncontracted healthcare providers; to provide for definitions, to provide for
gxemptions, and to provide for related matters

Next Hit in Bill
Section 1827. Payment of claims for services provided by noncontracted health care
providers

Next Hit in Bill
rendered, the health insurance issuer shall directly pay the claim by the
noncontracted provider in the amount as determined pursuant to the plan or policy
provisions between the enrollee or insured and the health insurance issuer, 1ess any
amount representing coinsurance, copayments, deductibles,

Next Hit in Bill
insured or enrollee is liable Payment of such claim by the health insurance issuer
shall in no circumstances be made directly to the patient, insured, or enrollee.
Next Hit in Bill
the services were provided to seek payment from the health insurance issuer of the
recipient of the services provided.

Next Hit in Bill
{b) If the provider receives a lesser amount in payment directly from the issuer for
the services rendered than the provider would have received had the prov der
contracted with the issuer, the provider may seek payment of the remainder of the

amount from the recipient of the services.

I NATIONAL CONFERENCE OF STATE LEGISLATURES
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Massachusetts

MA H 1020
DOCKET
Author:
Title:
Introduced:
Disposition:
l.ocation:
Summary:

Status:

MA S 547
DOCKET
Author:
Title:
Introduced:
Disposition:
Location;
Summary:
Status;

Minnesota
MN S 761
Author:
Title:
Introduced;
Disposition:
Location:

Summary:

Status:

Next Hit in Bill

{4) If the healthcare provider does not seek payrment from the health insurance
issuer for the services rendered, the provider may seek full payment for the services
rendered from the recipient of the services provided.

403

Donato (D)

Health Care Rates
02/18/2013

Pending

House Second Reading

Provides that certain health care providers not included in a managed care
organization's network accept rates equal to the rate paid by Medicaid for the same
or similar services.

From JOINT Committee on HEALTH CARE FINANCING:

0B/27/2014 p o canied Study Order H 4234,

11
Moore M (D)

Equitable Reimbursement Rates for Health Care
02/15/2013

Pending

Senate Second Reading

Relates to equitable reimbursement rates for health care,

From JOINT Committee on HEALTH CARE FINANCING:

05/21/2014 ACCOmpaniEd StUdy Order S 2]48

Lourey T (DFL)

Health Plan Regulation
02/22/2013

Failed - Adjourned

Senate Commerce Committee

Relates to health plan regulation; regulates policy and contract coverages; conforms
state law to federal requirements,

02/25/2013 To SENATE Committee on COMMERCE.

M NATIONAL CONFERENCE OF STATE LEGISLATURES
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MN H 978

Author:
Title:
Introduced:

Last
Amend:

Disposition:

Lacation:

Summary:

Status:

MN S 662
Auther.
Title:
Introduced:

Last
Amend:

Disposition:

Lacation:

Summary:

Status

MN H 779
Author:
Title
Introduced:
Enacted

Disposition:

Location:
Chapter #:
Summary:

Huntiey (DFL
Health Plan Regulation
02/28/2013

03/20/2013

Failed - Adjourned
House Second Reading

Relates to health plan regulation; requlates policy and contract coverages; confarms
state law to federal requirements.

From HOUSE Committee on RULES AND LEGISLATIVE
04/08/2013 5 OMINISTRATION: Do pass.

04/08/2013 In HOUSE. Second Reading.

Lourey T (DFL)}

Health Plan Regulation
02/20/2013

04/02/2013

Failed - Adjourned
Senate Finance Committee

Relates to health plan regulation; regulates policy and contract coverages; conforms
state law to federal requirements; establishes health plan market rules,

From SENATE Committee on STATE AND LOCAL
LRz GOVERNMENT: Do pass as amended.

04/02/2013 Rereferred to SENATE Cormmittee on FINANCE.

Atkins (DFL)

Health Insurance Exchange Market Rules
02/21/2013

05/24/2013

Enacted

Chaptered

2013-84

Deals with the market rules that will apply to health carriers and health plans in
connection with health coverage in Minnesota sold inside and outside of the
exchange; involves Minnesota laws, federal laws under the Affordable Care Act;
specifies how they will be coordinated; requires carriers to offer individuat and small
group plans in service areas that are at least as large as a county, uniess a smaller area

I NATIONAL CONFERENCE OF STATE LEGISLATURES
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Status:

Missouri

MO H 1662
Sponsor:
Title:
Introduced

Disposition
Location:
Summary:

Status:

Text Hits:

MO H 1901

Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:
Status:

New Jersey
NJ S 860

Sponsor,
Tile:
Introduced:
Disposition:
Location:
Summary:
Status:

NJS 869

0

is necessary, nondiscriminatory, and in the best interests of enrollees.

05/24/2013 Signed by GOVERNOR.
05/24/2013 Fited with Secretary of State. Chapter No. 2013-84 [Effective Rulg]

Richardson (R}

Current Population HealthNet Managed Care Statewide
01/29/2014

Failed - Adjourned

HOUSE

Extends Missouri HealthNet managed care statewide for only the current managed
care populations.

04/03/2014 In HOUSE Committee on RULES: Voted do pass.
04/03/2014 From HOUSE Committee on RULES: Reported do pass.

access to out-of -network providers if necessary to meet the health needs of enrollees

in accordance with standards developed by the department of sacial services and
included in the managed care contracts.

Torpey (R

Health Care Coverage
02/18/2014

Failed - Adjourned
HOUSE

Changes the laws regarding heaith care coverage.

04/14/2014 Public Hearing scheduled: Bill not heard.

Vitale (D)

Health Care Transparency and Disclosure Act
01/14/2014

Pending

Senate Commerce Committee

Relates to Health Care Transparency and Disclosure Act.

01/14/2014 INTRODUCED.
01/14/2014 To SENATE Committee on COMMERCE.

fin NATIONAL CONFERENCE OF STATE LEGISLATURES
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Sponsor:
Titte:

Imtroduced.

Disposition:

Location:
Summary:
Status:

NJ A 1045
Sponsor:

Title:

Introduced:

Disposition:

Location’

Summary:

Status:

NJ A 1069
Sponsor:
Title:

Introduced;

Disposition:

Location:
Summary:
Status:

NJAZ2112
Sponsor:

Title:

tntroduced:

Disposition:

Location

Summary:

Vitale (D}

Healthcare Disclosure and Transparency Act

01/14/2014

Pending

Senate Commerce Committee

Relates to Healthcare Disclosure and Transparency Act
01/14/2014 INTRODUCED

01/14/2014 To SENATE Committee on COMMERCE

Schaer (D)

Patient Referrals

01/16/2014

Pending

Assembly Health and Senior Services Committee
Requires practitioners to disclose business relationship with out-of-state facilities
when making patient referrals to those facilities.
01/16/20714 INTRODUCED.

To ASSEMBLY Committee on HEALTH AND SENIOR
D1/16/2014 SERVICES.

Sehaer (D)

Healthcare Disclosure and Transparency Act

01/16/2014

Pending

Assembly Financial |nstitutions and Insurance Committee

Creates Healthcare Disclosure and Transparency Act.

01/16/2014 INTRODUCED.

To ASSEMBLY Committee on FINANCIAL INSTITUTIONS
01/16/2014 %y INSURANCE.

Gusciora (D)

Qut of Network Healthcare Professionals
01/16/2014

Pending

Assembly Health and Senior Services Committee

Requires in network hospitals to notify patients of out of network health care

[l NATIONAL CONFERENCE OF STATE LEGISLATURES
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Status:

Text Hits:

NJA 952
[dentical:
Sponsor:
Title:
Introduced:

Disposition:

Location:

Summary:

Stawus:

NJA 2238
Identical
Sponsor:

Title:

|ntroduced:

Disposition:

Location:

Summary

Status:

NJS 970
Identical
Sponsor:
Title:

Introduced:;

Disposition:

i

professionals who provide services in hospital

01/16/2014 INTRODUCED.

To ASSEMBLY Committee on HEALTH AND SENIOR
01/16/2014 SERVICES,

out-of-network providers and supplementing T itle 26 of the Revised Statutes.

NJS 1216
Singleton (D)

New Jersey All Payer Claims Database Act
01/16/2014
Pending

Assembly Financial Institutions and Insurance Committee

Relates to the New Jersey All-Payer Claims Database Act; establishes New Jersey All-

Payer Claims Database and arbitration process for reimbursing out-of-network
health care providers

01/16/2014 INTRODUCED.

To ASSEMBLY Committee on EINANCIAL INSTITUTIONS
01/16/2014 3 B INSURANCE.

NJS 970

Gove {R}

Breanns Law

01/27/2014

Pending

Assembly Financial Institutions and |nsurance Committee

Creates Breann's Law; requires health insurers, the State Health Benefits Program
and NJ FamiiyCare to provide "out of network " coverage for children with
catastrophic illnesses.

01/27/2014 INTRODUCED.

Ta ASSEMBLY Committee on FINANCIAL INSTITUTIONS
01/27/201 2D INSURANCE

NJA 2238
Connors C (R)

Coverage for Children with Catastrophic |linesses
01/27/2014
Pending

i NATIONAL CONFERENCE OF STATE LEGISLATURES
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Location:
Summary:

Status:

NJS 1216
ldentical:
Sponsor:
Title:

Introduced:

Disposition:

Location:

Summary:

Status:

NJ S 2099
Sponsor:
Title:
Introduced:
Disposition
Location:
Summary:

Status:

New York
NY A 636

Sponsor;

Tive:

Introduced:

Disposition:

Location:

i

Senate Commerce Committee

Creates Breann's Law; requires health insurers, the State Health Benefits Program
and New Jersey FamilyCare to provide out of network coverage for children with
catastrophic illnesses.

01/27/2014 INTRODUCED.
01/27/2014 To SENATE Committee on COMMERCE.

NJ A 952

Vitale (D)

All-Payer Claims Database Act
01/30/2014

Pending

Senate Commerce Committee

Creates the New Jersey All-Payer Claims Database Act; establishes New Jersey All-
Payer Claims Database and arbitration process for reimbursing out-of-network
health care providers.

01/30/2014 INTRODUCED.

01/30/2014 To SENATE Committee on COMMERCE.

Singer (R}

Reimbursement Rates for Health Care Providers
05/19/2014

Pending

Senate Commerce Committee

Requires health insurance carriers that offer @ managed care plan that prov des for
both in-network and out-of-network benefits to reimburse out-of-network health
care providers using the same reimbursement structure that was used and at the
same rates that were provided to those health care providers.

05/19/2014 INTRODUCED.
05/19/2014 To SENATE Committee on COMMERCE.

Weprin D (D)

Reimbursement of Certain Clinical Laboratories
01/09/2013

Pending

Assernbly Insurance Committee

wit NATIONAL CONFERENCE OF STATE LEGISLATURES
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Summary:

Status:

NY S 1083
Sponsor:
Title:
Introduced:
Disposition:
Location:
Summary:

Status:

Text Hits:

NY A 2783
Sponsor:
Title:
Introduced.
Disposition:
Location:

Summary:

Status’

NY.S 2551

Sponsor:
Titte:
Introduced:
Dispositian:
Location;

Summary:

Status:

(i

Relates to the reimbursement of out-of-network providers of clinical laboratory
services.

01/08/2014 To ASSEMBLY Committee on INSURANCE.

Maziarz {R)

Reimbursement of Certain Clinical Laboratories
01/09/2013

Pending

Senate Health Committee

Relates to the reimbursement of out-of-network providers of clinical laboratory
services.

01/08/2014 To SENATE Committee on HEALTH.

the reimbursement of out-of-network providers of clinical laboratory services by
organizations providing or offering comprehensive health services plans

O Donnett (D

Insurance Reimbursement for Early Intervention Services
01/18/2013

Pending

Assembly Insurance Committee

Relates to insurance reimbursement for early intervention services for infants and
toddlers with disabilities; provides that insurers and health plans shall not deny
claims for such services due to lack of prior approvat or out of network providers
where such services are furnished pursuant to an early intervention individual family
service plan.

01/08/2014 To ASSEMBLY Committee on INSURANCE.

Hannen (R)

Protections To Prevent Surprise Medical Bills

01/18/2013

Pending

Senate Insurance Committee

Establishes protections to prevent surprise medical Bitls including network adequacy
requirements, claim submission requirements, adequacy of and access to out-of-
network care and prohibition of excessive emergency charges.

01/08/2014 Recalled from ASSEMBLY. *****Returned to SENATE.

01/08/2014 To SENATE Committee on INSURANCE.

win NATIONAL CONFERENCE OF STATE LEGISLATURES
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NY A 4546
Sponsor:
Title;

Introduced:

Disposition:

Location:

Summary:

Status:

NY A 7253
Sponsor:
Title:
Introduced:

Disposition;

Location:
Summary:

Status:

NY A 7813
Sponsor;
Title:

Introduced:

Disposition:

Location:
Summary

Status:

NY A 9205
Sponsor:
Titte:

Introduced:

Disposition:

DenDekker (D}

Insurance Coverage for Clinical Laboratory Services
02/06/2013

Pending

Assembly Insurance Committee

Amends the Insurance Law; requires health insurance coverage for clinical
laboratory services if a covered health care provider directs a specimen to be sent to
an out-of-network laboratory or refers a patient to an out-of-network laboratory for
clinical laboratory services.

01/08/2014 To ASSEMBLY Committee on INSURANCE.

Moantesano (R}

Protections To Prevent Surprise Medical Bills
05/08/2013

Pending

Assembly Insurance Committee

Establishes protections to prevent surprise medical bills including network adeguacy
requirements, claim submission requirements, adequacy of and access to out-of-
network care and prohibition of excessive ermergency charges.

01/08/2014 To ASSEMBLY Committee on INSURANCE,

Gottfried {D))

Excessive Charges for Emergency Services
06/05/2013

Failed

Assembly |nsurance Committee

Prohibits excessive charges for emergency services, reguires certain disclosures
relating to payment schedules and network coverage, provides certain appeal rights
for coverage denials.

04/01/2014 Enacting clause stricken.

State Health and Mental Hygiene
(3/29/2014
Pending

M NATIONAL CONFERENCE OF STATE LEGISLATURES
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Location:

Summary:

Status:

NY S 6914
Sponsor:
Title:
Introduced:
Enacted

Disposition:

Location:
Chapter:

Summary:

Status:

Virginia

VA H 5002 a

Author.
Title:
|niroduced:
Enacted

Disposition:

Location:
Chapter:

Summary:

i

Assembly Ways and Means Committee

Enacts into law major components of legislation necessary to implement the state
health and mental hygiene budget for the 2014-2015 state fiscal year.

03/29/2014 INTRODUCED.

03/29/2014 To ASSEMBLY Commirttee on WAYS AND MEANS.
03/31/2014 From ASSEMBLY Committee on WAYS AND MEANS.
03/31/2014 To ASSEMBLY Committee on RULES.

03/31/2014 From ASSEMBLY Committee on RULES.

03/31/2014 Substituted by S 6914,

State Health and Mental Hygiene
03/29/2014

03/31/2014

Enacted

Chaptered

60

Enacts major components of legislation necessary to implement the state health and
mental hygiene budget for the 2014-2015 fiscal year to include prenatal care, disease
reports, breast cancer research fund, Alzheimer’s disease fund, patient handling, long
term care and facilities, Medicaid prescription drug coverage, general hospital
payments, personal care services, professional medical misconduct, behavioral health
care, development disabilities care, foster care children, and community mental
health.

03/31/2014 Signed by GOVERNOR.

03/31/2014 Chapter No. 60 [Effective Rule]

Jones (R}
Budget Bin
03/24/2014
06/23/2014
Enacted
Chaptered
2

Relates to appropriations of the Budget submitted by the Governor providing a
portion of revenues for the two years ending respectively on the thirtieth day of
June, 2015, and the thirtieth day of June, 2016

i NATIONAL CONFERENCE OF STATE LEGISLATURES
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~ Status 06/23/2014 Line ltem Veto sustained by SENATE.
06/23/2014 Acts of Assembly. Chapter No. 2 [Effective Rule]
Text Hits: organizations and gut-of-network providers for emergency or otherwise authorized

treatment shall be considered payment in full. In the absence of rates negotiated
between the managed care organization and the out-of-network provider, these
services shall be reimbursed at the Virginia Medicaid fees and/or rates and shall be
considered payment in full. The department shall have the authority to promulgate
emergency regulations to implement this amendment within 280 days or less from

the enactment date of this act.

:&QPc:wcrul B'sfﬁ;7
NOTE: The above summarizes state law or legislaton and is the property of the National Conference of State
Legislatures (NCSL) and &5 intended as a reference for state legislators and their staff. NCSL makes no warranty,

expressed or implied, or assumes any legal liabality or responsibility for third party use of this informaton, or
represents that is use by such thurd parry would not infringe on privawely owned rights
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Surprise Medical Billing Legislation
June 2015

Ashley A. Noble, JD

MT D 1611
Author: Williams K {D})
Title: Consumer Opt Out Provisions from Surprise Medical Bills
Prefiled: 12/05/2014
Disposition:  Pending
( ) Location: Draft
3 Summary: Provides for consumer opt-out provisions from surprise medical Bills; relates to health
care services; relates to insurance,
Status: 02/13/2015 Assigned HOUSE Bill No. 498.
MT H 498
Author: Williams K (D)
Title: Consumer Qpt Qut Provisions for Medical Bill Prevention

Introduced:  02/13/2015
Disposition:  Failed

Location: Tabled

Summary: Provides for consumer opt-out provisions to prevent surprise medical Bills; relates to
health care services; relates to insurance.

Status: 02/27/2015 Missed Deadline for General Bill Transmittal.

)
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NOTE: The above summarizes state law or legislaton and is the property of the National Conference of State
Lepislarures (NCSL) and is intended as a reference for state legislators and their staff. NCSL makes no warranty,
expressed or implied, or assumes any legal Liability or responsibility for third party use of this information, or
represents that its use by such third party would not infringe on privately owned rights.
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DATE: overview updated January 2013
From: Richard Cauchi, NCSL Health Program
Re: STATE STATUTES AND PRACTICES RELATED TO "BALANCE BILLING" IN HEALTH CARE

Balance billing is the practice of hospitals, clinics, doctors offices and other medical facilities billing patients
for the balance between what they want to charge their patients for services and what the insurance company
has already reimbursed them.

The practice of balance billing is illegal for all Medicare patients. It also can be illegal in up to 47 states when
patients with private insurance seek care from doctors and facilities that are under contract or "in-network"”
with their insurers. The issues can be financially and legally complex for two reasons -- 1) it can be difficult
for outside parties or patients to determine exactly what the contract between insurer and provider does
specify, and 2) some arrangements like PPOs (preferred provider organizations) and tiered provider
arrangements are designed to have more than one rate structure and may be designed to allow a form of
‘balance billing.’

There also are two broad exceptions to balance billing prohibitions or restrictions:

C ;‘; 1. Qut-of-network providers usually are permitied to use balance billing, and such managed care insurance
contracts should spe!l out those billing terms.

2. If a provider tells the patient ahead of time that a service probably won't be covered by the insurance /
payer, then balance billing can take place, whether or not the payer actually does reimburse any of the
total amount due to the provider for the service

Some aspects of restricting balance billing are covered under general consumer protection contract law and
may not be specific to health

An Archive of Examples of State Laws

Based on a 50-state statute search conducted in 2008-2010, the following are state laws with specific
reference to "balance billing" as it applies to health care services. This summary excludes references solely
to worker's compensation The states included are: Arkansas (2001), California (2006), Connecticut,
Delaware, Maine, Maryland, Mississippi (2003}, Ohio (1996), Pennsylvania, Utah {1991, 2001), Vermont
and Virginia. Note that Ohio, Pennsylvania, Utah and Vermaont all make specific reference to Medicare
beneficiaries.

CALIFORNIA

EXECUTIVE ORDER 113. Signed and filed JULY 28, 2006 with Secretary of State.

Directs the Department of Managed Health Care 1o take all sieps necessary to protect Californians from balance
billing, re-double efforts to enforce the Know-Keene Health Care Service Plan Act of 1975's provisions relating to the
fair and prompt payment of non-contracted provider claims, and conduct a review of the current criteria used to
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determine the reasonable and custemary value of non- contracted emergency services Lo ensure that it results in fair
reimbursement for the provider.,

Cal Civ Code § 3040, (2008)
Hospital Lien Act and "Balance Billing": Protecting Innocent Patients'
Cal lus Code § 12693.55, (2008), INSURANCE CODE, Division 2.
{1 The practice of balance billing Mcdicare and Medi-Cal
Cal Ins Cade § 12698.26, (2008), INSURANCE CODE, Division 2
Health care provider limited in secking reimbursement for covered services provided 1o subscriber; Exception,

Connecticut. Gen. Stat. § 20-71, TITLE 20 Unfair billing practices,

Conn. Gen. Stat, § 42-110b, for billing them for the balance not paid by the ...
... in that practice, known as "balance bifling;" the trial court's findings were ...
... 3. Doctor violated the balance billing prohibition set forth ...

... Conn. Gen. Stat. § 42-110b, for billing them for the balance not paid by the ...
... in that practice, known as "balance billing;" the trial court's findings were

DELAWARE CODE ANNOTATED
TITLE 18. INSURANCE CODE ; PART L. INSURANCE ; CHAPTER 1. GENERAL DEFINITIONS AND
PROVISIONS ; 18 Del. C. § 102 (2002)

§ 102, Definitions
As used in this part:
(10) An "authorized" insurer is one duly authorized to transact insurance in this State by a subsisting certificate of
authority issued by the Commissioner.
{11) " Balance billing " means a health care provider's demand that a patient pay a greater amount for a given
service than the amount the individual’s insurer, managed care organization or health service corporation has paid or will
pay for the service.

REVISOR'S NOTE. --Section 1 of 73 Del. Laws, ¢. 96 provides: "This act shall be referred to as the "Delaware Patient's
Bill of Rights."

Scction 13 of 73 Del. Laws, c. 315, provides: "Sections 1 through 9 and sections 11 and 12 shall take effect July 1,
2002."
§ 332, Arbitration of disputes involving health insurance coverage

MAINE REVISED STATUTES
TITLE 24-A. MAINE INSURANCE CODE
CHAPTER 56-A. HEALTH PLAN IMPROVEMENT ACT
SUBCHAPTER I. HEALTH PLAN REQUIREMENTS
24-A M.R.S. § 4303 (2003)

§ 4303, Plan requirements

A carrier offering a health plan in this State must meet the following requirements,

8. MAXIMUM ALLOWABLE CHARGES. All policics, contracts and certificates executed, delivered and issued by a
carrier under which the insured or enroflee may be subject to balance billing when charges exceed a maximum
considered usual, customary and reasonable by the carrier or that contain contractual language of similar import must be
subjcct to the following.

A. If benelits for covered services are limited to a maximum amount based on any combination of usual, customary
and reasonable charges or other similar method, the carrier must:
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1} Clearly disclose that the insured or enrollee mav be subject o _balance billing as a result of claims adjustment;
and

2) Pravide a toll-free number that an insured or enrollee may call prior to receiving services to determine the
maximum allowable charge permilied by the carrier for a specified service.

B. The carrier must provide to the superintendent on request complete
information on the methodology and specific data used by the carrier
or any 3rd party on behalf of the carrier in adjusting any claim
submitted by or on behalf of the insured or enrollee. In

censidering the reasonableness of the methodology for calculating
maxirmum allowable charges, the superintendent shall consider whether
the methodology takes into account relevant data specific to this

State if there is sufficient data to constitule a representative

sample of charge data for the same or comparable service.

Md. HEALTH-GENERAL Code Ann. § 19-710.1 (2009), HEALTH - GENERAL, TITLE 19, HEALTH CARE
FACILITIES, SUBTITLE 7. HEALTH MAINTENANCE ORGANIZATIONS, § 19-710.1. Payment to health care
provider not under written contract

Section 3, ch. 275, Acts 2000, provides that "the Health Services Cost Review ...

... in consultation with the Maryland Health Care Commission, the Maryland Insurance Administration, health carc
providers, and health mainicnance organizations, shall ...

... a prohibition against the balance billing of health maintenance organization subscribers

MISSISSIPPI 2003 REGULAR SESSION

2003 Miss. S.B. 2628

SECTION 1. This act may be cited as the "Medical Malpraciice Insurance Availability Act.”

SECTION 2. The purpose of this act is lo provide a temporary market of last resort to make necessary medical
malpractice insurance available for hospitals, institutions for the aged or infirm, or other health care facilities licensed by
the State ol Mississippi, physicians, nurses and any other personnel who are duly licensed to practice in a hospital or
other health care facility licensed by the State of Mississippi. It is not intended that the insurance plan authorized by this
act shall become a permancnt facility.

(5) Policies may be underwritien based on participant history. All rates applicable to the coverage provided herein
shall be on an actuarially sound basis and calculated o be self-supporting.

{6} Every participant in the plan shall:

() File with the board a writien agreement, the form and substance of which shall be determined by the board, signed
by a duly authorized representative of the participant, that the participant will provide services to (i) Mcdicaid recipients,
(ii) State and School Employees Health Insurance Plan participants, and (iii) Children’s Health Insurance Program
participants. The agreement must provide, among other things, that the participant will provide services 1o Medicaid
recipients, State and School Employees Health Insurance Plan participants, and Children's Health Insurance Program
participants in a manner that is comparable to the services provided to all other paticnts and shall be made without
balance billing to the patient; and

(b) Pay all assessments and premiums established by the board.

OHI10
TITLE XLVII [47) OCCUPATIONS -- PROFESSIONS
CHAPTER 4769: BALANCE BILLING OF MEDICARE BENEFICIARIES
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ORC Ann. 4769.01 {Andcrson 2002)

§ 4769.01 Definitions,

As used in this chapter:

(A) "Medicare” means the program established by Title XVIII of the "Social Security Act," 49 Stat. 620 (1935), 42
US CA 3, as amended.

(B) " Balance billing " means charging or collecting from a Medicare beneficiary an amount in excess of the
Medicare reimbursement rate for Medicare-covered services or supplies provided 1o a Medicare beneficiary, except
when Medicare is the secondary insurer. When Medicare is the secondary insurer, the health care practitioner may
pursue full reimbursement under the terms and conditions of the primary coverage and, if applicable, the charge allowed
under the terms and conditions of the appropriate provider contract, from the primary insurer, but the medicare
beneficiary cannot be balance billed above the medicare reimbursement rate for a medicare-covered service or supply. "
Balance billing " does not include charging or collecting deductibles or coinsurance required by the program.

CASE NOTES AND OAG
1. {1996) Ohio statutes prohibiting the balance billing of Medicare bencficiaries arc not preempied by the Medicare
Acl: Doswnhour v. Somani, 85 F3d 261 (6th Cir.).

PENNSYLVANIA STATUTES,
TITLE 35, HEALTH AND SAFETY ; CHAPTER 1F. HEALTH CARE PRACTITIONERS MEDICARE FEE
CONTROL ACT
35P.5. § 449,33 (2002)

The following words and phrases when used in this act shall have the meanings given to them in this section unless the
context clearly indicates otherwise:

" Balance billing. " To charge or collect from a beneficiary of health insurance under Title XVIII of the Social
Sceurity Act (Public Law 74-271, 42 US.C. § 301 et seq.), known as the Medicare Program, an amount in excess of the
reasonable charge for the service provided, as determined by the United States Secretary of Health and Human Services,

§ 449.36. Notice 10 Medicare beneficiaries
(2) PRACTITIONER'S DUTY.--A SIGN WHICH SETS FORTH THE FOLLOWING SHALL BE POSTED BY
LICENSED HEALTH CARE PRACTITIONERS WHO TREAT MEDICARE BENEFICIARIES:

{1) The rights ot Medicare patients under this act.

(2) The identilication of the Department of State as the proper State agency to receive patients' complaints relating to
balance billing prohibited under this act.

(3) The address and telephone number of the Department of State.

§ 449.36. Notice to Medicare beneficiarics

(a) PRACTITIONER'S DUTY --A SIGN WHICIH SETS FORTH THE FOLLOWING SHALL BE POSTED BY
LICENSED HEALTH CARE PRACTITIONERS WHO TREAT MEDICARE BENEFICIARIES:

(1) The rights of Mcedicare patients under this act.

(2) The identification of the Department of State as the proper State  agency to receive patients’ complaints relating to
halance billing prohibited under this act.

UTAH CODE ANNOTATED
TITLE 31A, INSURANCE CODE ; CHAPTLER 26. INSURANCE ADJUSTERS; PART 3. CLAIM PRACTICES
Utah Code Ann. § 31A-26-301.5 (2003)

§ 31A-26-301.5. Health care claims practices
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(1) Except as provided in Section 31A-8-407, an insured retains ultimate responsibility for paying for health care
services the insured receives. 11 a service is covered by one or more individual or group health insurance policies, all
insurers covering the insured have the responsibility to pay valid health care claims in a timely manner according to the
terms and limits specified in the policies.

(2) (a) Excepl as provided in Scction 31A-22-610.1, a health care provider may bill and collect for any deductible,
copayment, or uncovered service,

{b) A health care pravider may bill an insured for services covered by health insurance policics or may otherwise
notify the insured of the expenses covered by the policies. However, a provider may not make any report to a credit
bureau, use the services of a collection agency, or use methods other than routine billing or notification until the later of:

(i) the expiration of the time afforded to an insurcr under Section 31A-26-301.6 to determine its obligation to pay
or deny the claim without penalty; or

(ii) in the case of medicare beneficiaries or retirces 635 years of age or older, 60 days from the date medicare
determines its liability for the claim.

(c) Beginning Oclober 31, 1992, all insurers covering the insured shall notify the insured of payment and the amount
of payment made to the provider.

(3) The commissioner shall make rules consistent with this chapter governing disclosure to the insured of customary
charges by health care providers on the explanation of benefits as part of the claims payment process. These rules shall
be limited to the form and content of the disclosures on the explanation of benefits, and shall include:

(a) a requirement that the method of determination of any specifically referenced customary charges and the range of
the customary charges be disclosed; and
(b) a prohibition apainst an implication that the provider is charging excessively if the provider is:
(i) a participating provider; and
(ii) prohibited from balance billing,

HISTORY: C. 1933, 31A-26-301.5, enacted by L. 1992, ch. 291, § 12000, ch. 198, § 2; 2001, ch. 240, § 1.

VERMONT STATUTES ANNOTATED
TITLE THIRTY-THREE. HUMAN SERVICES; PART 5. PROGRAMS AND SERVICES FOR VULNERABLE
ADULTS; CHAPTER 65. MEDICARE AND GENERAL ASSISTANCE BENEFICIARIES; BALANCE BILLING
33 V.S.A. § 6508 (2003)

& 6508. Report required

On or before January 15 of each year up to and including 1992, the depariment of aging and disabilities shall evaluate
the effect of this chapter and report its findings to the chairpersons of the senate and house health and welfare
committees. Al a minimum, the report shall address the following: inquiries or complaints received by the department of
aging and disabilities concerning physician balance billing practices, changes in actual billing of Medicare
beneficiaries for physician services, issues relating to access lo physician services for beneficiaries, and any other
information nccessary (o enable the commiltees to assess the effect of this chapter on physicians and beneficiaries. In
compiling its report, the department of aging and disabilities shall consult with the secretary of state, the carrier for
Medicare physician services for Vermont, and the professional socicties of professions afiected by this chapter.

HISTORY: Added 1987, No. 51, § 1; amended 1989, No. 219 (Adj. Sess.), § 9(a).

CODE OF VIRGINIA
TITLE 32.1. HEALTH; CHAPTER 5. REGULATION OF MEDICAL CARE FACILITIES AND SERVICES
ARTICLE 1.1. CERTIFICATE OF QUALITY ASSURANCE OF MANAGED CARE HEALTH INSURANCEPLAN
LICENSEES
Va. Code Ann. § 32.1-137.1 (2003)
§ 32.1-137.1. Decfinitions
As used in this and the following articie, unless the context indicates otherwise:

"Managed care health insurance plan” means an arrangement for the delivery of health care in which a health carrier as
defined in § 38.2-5800 undertakes to provide, arrange for, pay for, or reimburse any of the costs of health care services
for a covered person on a prepaid or insured basis which (i) contains one or more incentive arrangements, including any
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credentialing requirements intended to influence the cost or level of health care services between the health carrier and
one or more providers with respect to the delivery of health care services; and (ii) requires or creates benelit payment
differential incentives for covered persons 1o use providers that are directly or indirectly managed, owned, under
contract with or employed by the health carrier. Any health maintenance organization as defined in § 38.2-4300 or
health carrier that offers preferred provider contracts or policies as defined in § 38.2-3407 or preferred provider
subscription contracts as defined in § 38.2-4209 shall be deemed 1o be offering one or more managed care health
insurance plans. For the purposes of this definition, the prohibition of balance billing by a provider shall not be
deemed a benefit payment differential incentive for covered persons Lo use providers who are directly or indirectly
managed, owned, under contract with or employed by the health carrier. A single managed care health insurance plan
may encompass multiple products and multiple types of benefit payment differentials; however, a single managed care
health insurance plan shall encompass only one provider network or set of provider networks.
§ 38.2-5800. Decfinitions

As used in this chapter:

"Managed care health insurance plan” or "MCHIP" means an arrangement [or the delivery of health care in which a
health carrier undertakes o provide, arrange for, pay for, or reimburse any of the costs of health care services for a
covered person on a prepaid or insured basis which (i) contains one or more incentive arrangements, including any
credentialing requirements intended to influence the cost or level of health care services between the health carrier and
one or more providers with respect to the delivery of health care services and (ii) requires or creates benefit payment
differential incentives for covered persons to use providers that are directly or indirectly managed, owned, under
contract with or employed by the health carrier. Any health maintenance organization as defined in § 38.2-4300 or
health carrier that offers preferred provider contracts or policies as defined in § 38.2-3407 or preferred provider
subscription contracts as defined in § 38.2-4209 shall be deemed 1o be offering one or more MCHIPs. For the purposes
of this definition, the prohibition of balance billing by a provider shall not be deemed & benefit payment differential
incentive for covered persons to use providers who are directly or indirectly managed, owned, under contract with or
employed by the health carrier. A single managed care health insurance plan may encompass multiple products and
multiple types of benefit payment differentials; however, a single managed care health insurance plan shall encompass
only one provider network or set of provider networks.

Virginia H.B. 1044, 2006 SESSION, Enacted - Final, March 31, 2006, An Act to amend and reenact Sections 38.2-
4300, 38.2-4307.1, and 38.2-5800 of the Code of Virginia, relating to the regulation of health maintenance

organizations,
—

OTHER LAWS WITH NARROW FOCUS OR CIRCUMSTANCES

Arkansas also enacted a law. A.C.A. § 11-9-118 (2003}, in April 2001 to prohibit providers from balance billing
health insurance consumers in the cvent of the financial difTiculty or insolvency of an HMO. One new law prohibits
health care providers from atiempting to collect from an enrollec for covered services that fall under the payment
liability of an HMO. It includes an emergency clause because legislators felt that compliance with contractual terms by
the providers was failing. The provisions in the act imposc a penalty of not less than $150 or more than $1,500 for
violations subject to the provisions.

Additional] resources:

A definition of balance billing - published by answers.com



