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House Bill 234 

Sponsor Statement 

"An Act related to insurance coverage for mental health benefits provided 
through telemedicine." 

This bill seeks to require health care insurers that offer, issue, or renew insurance plans in Alaska 
to reimburse mental health professionals for medically necessazy services delivered using 
telemedicine via secure phone or internet video applications. This legislation would not require 
an initial face to face visit but requires providers be licensed in Alaska. 

There is no law in Alaska requiring private insurance companies that provide mental health 
benefits to reimburse for services provided though telemedicine. There are thousands of Alaskans 
across the state that have private health insurance but have little or no access or choice of 
professional mental health providers because some private insurers do not reimburse for telephonic 
or video mental health counseling. Currently, mental health providers and individuals must 
demonstrate to some insurance companies that the individual has a severe mobility issue and 
cannot obtain counseling where they live, or that an emergency exists. In many cases individuals 
are still often refused reimbursement for mental health services furnished through telemedicine. 

Alaska's Medicaid program funds most mental health services for individuals with severe or 
chronic mental illness. Medicaid regulations clearly allows payment for telemedicine delivery, and 
do not require face-to.face visits. Thus, there is currently a double standard in Alaska between 
public and private health care reimbursement for services furnished through telemedicine. The 
national trend is to allow for reimbursement for mental health services provided through 
telemedicine. According to the Center for Connected Health Policy, State Telehealth Laws and 
Medicaid Programs Policies, 32 states and the District of Columbia currently have telehealth parity 
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Connected Health Policy can be retrieved online at http://cchpca.org/state-laws-and­
reimbursement-policies. 

Historically, there was a reluctance to reimburse for services delivered through telemedicine 
because there was no established code of ethics regarding electronic counseling and no secure 
video or telephonic resources. However, today the mental health counseling profession has to 
comply with the national Telemedicine Codes of Ethics addressing internet services. In addition, 
there are free encrypted, HIPAA compliant telephone and video conferencing applications that 
work with low broadband internet. Thus, with the current available technology and code of ethics 
regulating the professional use of this technology, there are numerous advantages to both patients 
and Alaskan mental health providers. 

Advantages of Telemedicine: 

• Provides for better access/privacy in rural and remote as well as urban areas of Alaska 
• Early intervention is key to prevention, which saves money 
• Often individuals will seek counseling earlier in distress if they aren't seen entering an 

office 
• Alaskans with mild to moderate needs may seek help that is more convenient/accessible 
• It saves time and money for many patients if they do not have to leave home or office 
• Greater access for referrals to providers who specialize in treating specific issues 
• Better access means a potential reduction in suicides. domestic violence and more serious 

crises 
• Costs are expected to be the same to insurance companies as face to face counseling 
• Zero impact on state budget 

In summary. this proposed legislation is very limited in scope. First. it does not require insurers to 
provide or cover mental health benefits. It only requires insurers that presently offer mental health 
benefits to reimburse for these benefits delivered through telemedicine. In addition, this bill 
requires that the mental health service be provided "by a health care provider licensed in this state". 

In conformance with the mental health profession, this bill uses the term "mental health" versus 
"behavioral health". Research has shown that both terms are used interchangeably by those in the 
mental health profession and that the term "behavioral health" is not defined within Alaska 
Statute or regulation. 

7 AAC 12.449. Definitions. "Telemedicine" means the practice of health care delivery, evaluation, 
diagnosis, consultation, or treatment, using the transfer of medical data, audio, visual, or data 
communications that are performed over two or more locations between providers who are 
physically separated from the recipient or from each other. 
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() Publish Date: 

Identifier: HB234-DCCED-DOl-03-11-16 Department Department of Commerce, Community and 

Title: INSURANCE COVERAGE FOR TELEMEDICINE 

Sponsor: VAZQUEZ 

Requester: Health and Social Services, Labor and Commerce 

Expenditures/Revenues 

Economic Development 

Appropriation: Insurance Operations 

Allocation: Insurance Operations 

0MB Component Number: 354 

Note: Amounts do not include Inflation unless otherwise noted below. 

OPERATING EXPENDITURES 
Personal Services 
Travel 
Services 
Commodities 
Capital Outlay 
Grants & Benefits 
Miscellaneous 
Total Operatlnci 

Fund Source (Operating On 
None 
Total 

Positions 

I Full-time 
Part-time 
Temporary 

j Change In Revenues 

Included in 

FY2017 Governor's 
Appropriation FY2017 

Requested Request 
FY2017 FY2D17 

D.O 0.0 

0.0 0.0 

Estimated SUPPLEMENTAL (FY2016) cost: 0.0 
{discuss reasons and fund source(s) In analysis sect,on) 

Estimated CAPITAL (FY2017) cost: 0.0 
(discuss reasons and fund source(s) In analysis section) 

ASSOCIATED REGULATIONS 

Out-Year Cost Estimates 

FY 2018 FY 2019 FY 2020 

o.o O.D O.D 

0.0 0.0 0.0 

(separate supplemental appropnation required) 

(separate capital appropn·at1on required} 

Does the bill direct, or will the bill result in, regulation changes adopted by your agency? No 
If yes, by what date are the regulations to be ad opted, amended or repealed? 

Wh this fiscal note differs from revlous version: 
Not applicable, 1mt1al versron. 

(Thousands of Dollars\ 

FY2D21 FY2022 

0.0 O.D 

0.0 0.0 

Prepared By; Lori Wing-Heier, Director Phone; (907)465-2560 





Analysls 

HB234 amends Title 21, the Insurance statutes, to require health care insurers to provlde coverage for mental health 
benefits provided through telemedicine without a previous In person visit, This requirement would only apply to ind1vfdual 
health insurance plans, not to group market or self-funded pf ans. 

The Division of rnsurance does not anticipate fiscal Impact from this legislation. 
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Alaska Mental Health 
Trust Authority 

March 16, 2016 

Representative Vazquez 
Alaska Legislature 

RE: HB234 • Telemed.icine and mental health benefits. 

Dear Representative Vazquez, 

907-269-7960 
www.mhtrust.org 

The Alaska Mental Health Trust Authority serves as a catalyst for change and improvement in Alaska's 
mental health and home and community•based service systems. HB234, the bill regarding telemed.icine 
and mental health benefits compliments the work and efforts made by the State and the Trust to 
enhance access to mental health services across the Alaska. 

Our charge at the Trust is to help provide mental health services for beneficiaries who do not have 
access to treatment services through other resources. There are many Alaskans lMng in remote or 
urban areas with insurance who need greater a~, specialization of services and flenoility than 
provided now under current insurance practices. The ripple effect of tele-counseling will result in more 
people living healthier lives which will benefit all Alaskans. 

Contemporary technology is available to work in remote villages that may only have access to phone or 
internet service. As an example, Vsee. ht:u,s; //vsee,com/ is free encrypted software that allows for 
video conferencing using low bandwidth. 

All of the Alaska licensed mental health professionals have statutes and regulations that mandate codes 
of ethics and continuing education. The codes of ethics now cover appropriate use of technology for 
psychotherapy. 

If the technology is available, Alaskans have insurance, and the practice of using technology is seen as 
approved by the professions on a national level, then it only makes sense that the State should pass this 
bill requiring insurance companies that work in Alaska reimburse for counseling services delivered by 
Alaska licensed professionals via telemed.icine. 





Advancing psychology as a science, a profession, and a means of promoting health and welfare 

March 6, 2016 

Representative Liz Vazquez 
Alaska House of Representatives 
Alaska State Capitol Buildlng 
Juneau, AK 99801-1120 

RE: HB 234- "Insurance Coverage for Telemedldne" 

Dear Representative Vazquez: 

The Alaska Psychological Assodation {AK-PA) was formed In 1963 as a member-based entity to advance psychology as science, 
profession and as a means for promoting human welfare in Alaska. We have been actively involved In the healthcare reform efforts 
that are currently underway In Alaska, and are especially encouraged by the Introduction of HB 234. 

The deffvery of healthcare services through properly regulated technology such as telemedlclne Is critlcal for a state such as ours to 
provide access to needed services. This has certalnly been true in psychology and more generally In behavioral health. Requiring 
healthcare insurers to reimburse for medically necessary telemedldne services that are already covered In existing benefits 
addresses an obstade to service provision for many Alaskans and takes us another step forward In healthcare reform that will 
achieve the goals of quality, comprehensive services that are cost-effective. 

Thank you for your dedication to developing the highest quality of healthcare for Alaskans. We applaud your efforts and look 
forward to working with you moving forward. Please consider us a resource. 

Respectfully submitted, 

cc: Members of House Health & Soda I Services Committee 
Valerie Davidson, Commissioner, DHSS 
Randall Bums, Division of Behavior Health, DHSS 
Tom Chard, Alaska Behavioral Health Association 
Jeff Jessee, Mental Health Trust 





Quality Community Behavioral Health SefYices Since t 985 

January 18, 2016 

Representative Liz Vasquez 
State Capitol Room 428 
Juneau, Alaska 99801-1182 

SUBJ: HB234 -An Act relating to insurance coverage for mental health benefits provided through 
telemedlcine 

Dear Rep. Vasquez: 

Thank you for sponsoring this Important bill that would provide telemedicine mental health access to 
many Alaskans living in rural communities. HB 234 wou Id eliminate an existing barrier to providing 
telemedicine mental health services in our state. It does so by removing the requirement that prior in­
person contact occur between the healthcare provider and patient before payment is made for 
covered services. 

I represent Juneau Alliance for Mental Health, Inc. (JAMHI), the Community Behavioral Health Center 
in Juneau and a provider of telebehavioral health services In Southeast Alaska. In a state as large and 
rural as Alaska, it is no surprise that many rural residents experience great hardship when trying to 
access needed medical or behavioral health services. Travel to larger communities is very expensive 
and at times, weather can pose unsurmountable challenges. Rural residents may postpone 
preventative care, medication refills, or early intervention with mental health problems until they 
become serious or urgent, driving up costs, increasing the likelihood of hospitalization, and reducing 
the likelihood of successful treatment outcomes. 

As a provider of telebehavioral health services, we strongly support passage of this bill that would 
increase access to needed services for residents of Rural Alaska, in eluding veterans. If you have any 
questions about our services, need any Information I might be able to provide, please don't hesitate to 
contact me. Again, thank you for sponsoring HB 234. 

Sincerely, 

.-R "· ~ ¥ttJ-' 
Pamela L Watts 
Executive Director 





Juneau,A18ska,99'801 

March 15, 2016 

Representative Liz Vazquez 
State Capitol Room 432 
Juneau, Alaska 99801 

Re: HB 234 - Telcmedicine and Mental Health Benefits 

Representative Vazquez, 

The Alaska Mental Health Board and the Advisory Board on Alcoholism and Drug Abuse thank you for 
your efforts to address the need for increased access to behavioral health services across Alaska. Like 
you, the Boards recognize that telehealth is a key strategy in the improvement of health outcomes and 
containment of health care costs. We appreciate that HB 234 extends the conversation about tele­
behavioral health beyond the Medicaid and tn"bal health systems to private insurers. 

The Boards have long supported the use of telehealth to deliver integrated mental health and substance 
use disorder treatment and prevention services. Many community behavioral health centers currently 
provide clinical behavioral health services through telehealth systems. Our hope is that HB 234 will 
augment the existing services by increasing access to substance use and mental health disorder treatment 
for Alaskans with private health insurance. 

As written, HB 234 only requires private insurers to cover telehealth services for "mental health 
services," defined in AS 2 l.54.500(22) as whatever ''mental health services" are under the terms of the 
health care insurance plan. This definition explicitly excludes "benefits for treatment of substance abuse 
or chemical dependency." The Boards recommend that the language ofHB 234 explicitly include 
substance use disorder treatment, given the high incidence of co-occurring substance use disorders with 
mental illness (see the attached Policy Statement: Co-Occurring Mental Health and Substance Use 
Disorders). 

The Boards understand that HB 234 was drafted to limit the ability of private insurers to restrict delivery 
of telehealth services. We recommend balancing that goal and health care providers' need to adhere to 
accepted standards of care that may require iJJ..pcrson assessment or other treatment encounter prior to 
delivery of telemedicine/telehealth services. Expressly including that intent in the legislative record 
would be an effective way to balance those interests. 

Thank you again for your work on behalf of Alaskans experiencing behavioral health disorders. 
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The Alaska Mental Health Board and Advisory Board on Alcoholism and Drug Abuse were 
created by statute to provide advice and counsel related to mental health and substance abuse to 
the legislature, executive agencies, and other entities. Pursuant to that statutory responsibility, 
the Boards restate and expand upon their commitment to the public policy of an integrated 
behavioral health system that serves the entire person, not merely the diagnosis. The Boards' 
policy statement is aligned with similar policy statements and initiatives issued by the State of 
Alaska Department of Health and Social Services, Division of Behavioral Health, Substance 
Abuse end Mental Health Services Administration (20l 1), the American Society for Addiction 
Medicine (2000), the National Associations of State Mental Health Program Directors and 
Alcohol/Drug Abuse Directors (1999), and the President's New Freedom Commission on Mental 
fuAl.tb.(2003). 

BACKGROUND 

Since 1998, the Alaska Mental Health Board (AMHB) and Advisory Board on Alcoholism and 
Drug Abuse CABADA) have participated in efforts by the State of Alaska and the providers of 
mental health and substance abuse prevention, treatment, and recovery services to create an 
integrated behavioral health system in Alaska. The Boards have, through efforts to operate as 
collaboratively as possible, strengthened their understanding of the nature of co-occurring mental 
health and substance use disorders and the most effective ways to prevent, treat, and support 
recoVCI)' from them. 

Research and evidence shows that a high proportion of substance use disorders occur along with 
other substance use disorders and/or mental health disorders. Treatment services that address co­
occurring disorders and that include measures to prevent the development of co-occurring 
disorders are most effective. Similarly. recovery supports that address the individual as a whole 
and support recovery from diverse behavioral health disorders arc most likely to result in 
improved outcomes. 

AMHB and ABADA arc committed to Alaska•s public behavioral health systems efforts to 
address the complex needs of individuals and families experiencing co-occurring mental health 
and substance use disorders, in all levels of care, across all agencies, and throughout the entire 
process of recovery. 

Prevalence 

In the United States, an estimated 23.2% of adults with serious mental illness also experien:c a 
substance use disorder (three times the prevalence of addiction among individuals without a 
serious mental illness). Among adults experiencing a substance use disorder, 20.4% are 
estimated to also experience serious mental illncss.1 The National Co-morbidity Study (2007) 
reports a lifetime prevalence rate for any behavioral health disorder of 57.4%, and a past-12 



month prevalence rat,; of 32.4%. The National Co-morbidity Study also reports that 41-65% of 
individuals with a lifetime substance use disorder also have a lifetime history of at least one 
mental health disorder.2 More than half of individuals with one or more lifetime mental health 
disorders also have a lifetime history of at least one substance use disorder. 3 

Youth experiencing major depression arc twice as Jikcly to abuse inhalants4 and nearly three 
times as likely to abuse stimulants.' Research also shows a strong relationship between adverse 
childhood experiences (which include trauma and problem drinking) and illicit drug use, 
prescription drug use. and addiction in adulthood. 6 

Individuals with co-occurring disorders are more likely to experience a chronic course of illness 
and are more likely to seek services than those with only a mental health disorder or only a 
substance use disorder. The extent of the prevalence of co~cuning substance use and mental 
health disorders is seen in the nearly 25% growth of Alaskans receiving co-occurring disorders 
treatment (from publicly funded providers) since 2009,7 

In addition to the co-occurrence of mental health and substance use disorders, individuals often 
experience dependence upon or abuse of more than one drug. The National Survey of Drug Use 
and Health reports that 6% of people age 12 and older who reported drinking alcohol in the past 
month also reported using an illicit drug at the same time or within a few houn of drinkin~ 
alcohol' Concwrcnt illicit drug use was reported by 13.9% of binge drinkers age 12 and older. 
The prevalence of multiple substance use disorders is important, as this has been associated with 
increased risk of mental health disorders developing.10 

While there is little recent research that indicates the prevalence of bchaviOTBl health disorders 
among Alaska Native peoples, there is research that indicates that substance use disorders end 
mental health disorders are often both present among Alaska Native and American Indian 
peoples seeking mental health services.11 Research conducted over the past three decades show 
that substance use disorders and mental health disorders are often co-occurring among Alaska 
Native and American Indian populations.12 Co-occurring disorders may be implicated in suicide 
data reported by the Alaska Violent Death Registry. During the period 2003-2008, alcohol 
intoxication was associated with 41.3% of aU suicides, and active use of marijuana, 
amphetamines, antidepressants, cocaine, opiates, and other drugs was documented in 2S-35% of 
cases.u The National Survey of Drug Use and Heahb also reports that Alaska Native and 
American Indian individuals over age I 2 are more likely than people of other ethnicities to report 
concurrent use of alcohol and illicit drugs.14 

Prevention 

The Institute of Medicine has identified effective strategics that prevent mental, emotional and 
behavioral disorders from developing among adolescents and adults. 15 Strengthening families by 
addressing violence and parental substance abuse (both of which are adverse childhood 
experiences that can contribute to co-occurring disorders later in life) enhances the well-being of 
children. Early screening and identification of risk factors and early behavioral and emotional 
issues, when followed by access to services. reduces later onset of behavioral health disordcrs.16 

Promoting strong parenting skills and supports, social-emotional learning, resilience; and 
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protective factors in families, schools. and communities also reduces the likelihood of mental 
illness or addiction. 

Coordination of prevention efforts to address the common underlying factors related to mental 
illness, suicide, and addiction promotes the overall well-being of individuals, families, and 
communities. It also promotes better use of resources and shared accountability for outcomes. 

Treatment 

Research and practice both support combined treatment of co-occurring disorders. 17 Integrated 
treatment is associated with lower costs and better outcomes. These forms of integrated treatment 
result in reduced substance use, improved psychiatric symptoms and functioning, decreased 
hospitalization. improved housing stability, fewer criminal justice contacts, and improved overall 
quality of life. 

Substance abuse treatment that is designed to address co-occurring disorders can be effective for 
clients experiencing general mental health disorders and serious mental illness. It has also been 
shown to be effective for individuals experiencing co-occurring disorders who are homeless, 
incarcerated, or victims of trauma. 

The "No Wrong Door" approach to treating co-occurring disorders begins with an integrated 
screening and assessment When mental health and substance use disorders coexist, each 
disorder should be considered as a primary diagnosis, and integrated services should include 
treatment matched to each diagnosis. JI Ideally, public behavioral health providers can provide 
both mental health and substance use disorder treatment If co-occuning treatment is not 
available, thoughtful and supported linkages to qualified services can be just as effective. 

Treatment of co-occurring disorders occurs beyond the clinic setting, often delivered through a 
range of social services and provider networks. This requires that treatment models be flexible 
and responsive to the specific clients, providers, snd programs.19 Evidence-based practices 
shown to be effective for co-occurring disorders include behavioral interventions, motivational 
interventions, Assertive Community treatment, and certain therapeutic community programs. 20 

Recovery 

"Serious psychiatric and substance use disorders are chronic, relapsing illnesses that can be 
conceptualized by using a disease and recovery model, with parallel phases of treatment or 
recovery."11 Understanding the nature of co..occurring disorders, and how they can develop 
together or separately, is integral to maintaining and enhancing recovery. 

In the President's New Freedom Commission on Mental Health Report (2003), services that 
increase the abiUty to cope with life's challenges, promote recovery, and build resilience were 
identified as key to recovery.22 Recovery and peer support programs that provide meaningful 
relapse prevention strategies to people experiencing mental health disorders are most effective. 
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RECOMMENDATIONS 

,/ The commitment to an integrated public behavioral health care system - evidenced by 
Alaska's "No Wrong Door Policy," Alaska Screening Tool, trauma-infonned care 
initiative and Co-Occurring Disorders Institute, and other efforts - shouJd cootinue to 
be recognized and supported by national, state, and community partners. 

"' Funding of public programs should support entirely the mission and objectives of 
Alaska• s behavioral health system and the implementation of integrated care principles. 

,/ Co-occurring disorders arc to be expected in all behavioral health settings. System 
planning should address the need to serve people experiencing co-occurring disorders and 
their families in all poJicies, regulations, funding mechanisms, and programming. 

,/ Recognizing the need for specialty services such as inpatient psychiatric treatment and 
detoxificatio11t expanding access to behavioral health services that address multiple 
substance use disorders and c<H>CC\llTUlg disorders should remain a high priority. 

,/ The values and core practices of both the mental health and addiction fields should 
infonn the integrated behavioral health system. 

,/ Services should be welcoming, person-centered. and planned and delivered in a way that 
considers the entire person and all of his or her identified mental health and substance use 
disorders. 

,/ Philosophies of treatment should support timely and culturally appropriate treatment of 
co-occuning disorders. Family memben and other sources of natural support should be 
included in the treatment and recovery process • 

./ Evidence-based practices should be implemented whenever possible and appropriate, 
with emphasis on developing emerging and promising practices into evidence-based 
practices . 

./ Statewide and community prevention efforts should be designed and coordinated in order 
to address the root causes of mental health and substance use disorders (as well as 
suicide, violence, and other public health concerns) . 

./ Stigma associated with all behavioral health disorders, as well as stigma related 
exclusively to serious mental illness or to addictio11t should be addressed to mitigate f car 
and misunderstanding and promote acceptance and inclusion of individuals experiencing 
disabilities . 

./ The financial and human investment in developing co-occurring disorder capacity should 
be recognized and continued, so that every publicly funded behavioral health care 
provider can effectively serve Alaskans experiencing co-occuning disorders. 
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./ Recovery and peer support services should be responsive to the needs of individuals 
experiencing and at risk of experiencing co-occurring disorders, as well as their families . 

./ The integration of mental health and substance use disorder prevention. treatment, and 
recovery services should continue to evolve to include services to address the physical 
health care needs of clients, with a focus on the overall health and wellness of the entire 
person . 

./ Research on the nature of co-occurring disorders and their prevention and treatment 
should be suppo~ with a focus on bringing research to practice in a timely manner. 

Endnotes 

Fvr more infvnnatio11 about the 
Alaska Mental Healtl, Board and 

Advisory Board on Alcohollsm and Drug Abuse, 
please visit 

http://dhss. alaska, govlamhbl 
htto,·/ldhss,alaska.govlabadal 

1 Substance Abuse and Mental Heal.th Administration Treatment lmproyemenl Protocol #42, citing data from the 
2002 National Survey on Drug Use and Health. 

2 Mental Health: A' Report ofthe Surggon General. 1999 al 167. 

3 Mentql Heq(rh.· A' R@ort qfthe Surgeon Genera(, 1999 at 167 (cldng Kessler, R. C. et al.(1996). The epidemiology 
of co-occurring addictive and mental disorders: Implications for prevention and service utilization. American 
Journal of OrtboJ)SlClii.atry, 66, 17-31 ), 

• The NSDUH Report; Inhalant Use and Major depressive Episode ad Youths Ages 12-17: 2004 to 2006. August 21. 
2009. ln most (71.6%) of cases reported, initiation of inhalant abuse occurred al the time of or after the first major 
depressive episode. · 

5 The NSDUH Report; Nonmedjca! Stimulant Use, Other Dru& Use, Delinquent Behaviors, and Dcprcssjon Among 
Adolescenrs, February 28, 2008. See Figure 3. 

6 A bibliography of peer-reviewed research on the connection between ACEs and S1.1bstancc abuse is available from 
the Centers for Disease Prevention and Control at bttp;/twww,cdc,gov/acc/outcomes.htm. 

'Alaska Department o[HeaHh and Social Seryjces FYl4 Budget Overview at 120. 

AMHB and ABADA POLICY STATEMENT: Page I 5 



• The illicit drug most often reported by alcohol drinkers was marijuana. The NSDIDI Report: Concurrent Illicit 
Drug and Alcohol U!ie.March 19, 2009, 

' The NS DUH Rrn,rt; Concurrent Dlicjt Drug and Akoho!Use. March I 9, 2009. See Fi~ 4. 

10 Substance Abuse and Mental Health Administration Treatment linpro\lc:ment Protoco! #42 (citing Flynn P.M., et 
al. (1996) Comorbidity or antisocial personality and mood disorders among psychoactive substance-dependent 
treatment clients. Journal of Personality Dl1orden. 10( 1):56-67). 

11 Mr,1tol Health,· C11lt11re, Ruce. q11d fthnfr:i(W A Surzt,lt'"l/:Ul IQ Memul Hq1lrh· d Repu,z o[lhi; Srmmm q,..,lt'ral. 
2001, 

u E.g. Westermeyer, J, & Peake. E: A 1rn year follow-up or alcoholic Native Americans jn Minnesota. ( I 983) 
,1meriqm Jo11mal ofPud1orn•, I 40. J 89-194 at 194. See al.lo Mental Health: Cu/tu", Race, and Ethnicity: A 
Supplement to Mental Health: A Report of the Surgeon General Chapter 4 Mental Health Care for American Indjans 
and Alaska Nativg. 

13 Alaska Violent Death Rroorting smem, 2003-2008-Aygu~12011 at 14. 

1' The NSDUH Report; Concurrent Jlljcjt Drug and Alcohol Use. Man:b 19, 2009. See Figure 3. 

11 Preventing Mtmtol. Emqr(qnaf 011d Behavioraf DisordmAmonr Young People: Progreu qnd Pqnrbilirir,. 2009. 
Institute of Medicine. 

16 Early screening for childhood mental health and behavioral concerns was also identified as a strategy for 
preventing onset ofco-occunin1 dimrden by the President's New Freedom Commission in Mental Health.~ 
President's New Freedom Commjssion on Mental Health Rmor1 (2003) at 17. 

11 Mental Health; A Report o[rhe Surgeon Qmerol l 999 at 18. 

11 Minkoff. K. Best Practi m: Developing Standards of Care for lndlyiduals wjth Co-occurring Psychiatric and 
Substance Use Disorders, {2001) PsvrhfatrlcSenjcr,s. 52:S at S98-S99, See aha Overarchf11gPri11dplt110Addrmtht 
Needt off«m'TI W1(I, Co-Qm,rri11g Dlrordm SAMHSA Center for Co-Occuning Excc]lence, 2006 at 4. 

1' 0.rrarchlng Prl11dQlr1 ro Addw, rtr, Nmf:s gf Pmo111 Wflh ce-Orc,,njng Di,ordm, SAMHSA Ccntcr for Co­
Occurring Excellence. 2006 at 3. 

lO Undern,mding £,,;dence-Ba,ed Procrrce, for Co-0,;cunjngDisordm, SAMIISA Center for Co-Occurring 
Excellence, 2007 at 3-4. 

21 Minkoff. K, Best Practices: Developjng Standards of Care for Indjviduals with Co-occuning Psychia1rk and 
Substance Use pjsordm, {2000 Pndiarric Sen1ce,. S2:S at 598. 

n JJ,e Presidenfs New Freedom Commission on Mental Health Report (2003) at 7. 

AMHB and ABADA POT rr.v .err A ~UJ.l\n", 





• .a .. -. .. ..., &-.# ...., • & .& Loi .I. "I .I,._ .& I &.I C- Y 

4141 B STREET, SUITE 306 
ANCHORAGE, ALASKA 99503 

PHONE: 907.250.5244 • FAX: 907.272.0826 
EMAIL: ALHENRY@ALASKA,NET 

January 19, 2016 

Dear Representative Vazquez, 

I strongly urge the passage of your bill, HB234. 

I am a Licensed Professional Counselor. I have practiced in Alaska since 1992, 
first in Juneau for 15 years and now in Anchorage. In the past I have worked as a 
counselor flying out to Kake to do substance abuse evaluations and counseling. I also 
worked for the State of Alaska, the Division of Behavioral Health for several years 
where I became acutely aware of the shortages of counselors across the state, and 
particularly in rural areas. 

In my current private practice in Anchorage it has become very clear that 
access is not just a rural issue. I have clients who struggle with physical and medical 
conditions that make it difficult. uncomfortable and exhausting for them to come to 
my office for counseling. They along with many other people would benefit from 
HB234. I tried calling for permission from an insurer to serve an insured client and 
service was denied even though this individual suffers extreme physical problems. 
HB234 would aliow that client and many others to continue to receive counseling 
services without having to leave their homes or beds. 

Additionally, over my career as a counselor, I have had hundreds of people 
who have had to cancel appointments because a child was sick. or they had a last 
minute meeting run late at work HB234 would allow those Alaskans to stay 
wherever they are and still have the benefit ofuninterrupted counseling. 

There are thousands of people who for dozens ofreasons will benefit from the 
passage of HB234. If people are insured and their counseling fees are reimbursed by 
insurance if they are in my office why should insurance companies be able to deny 
those services delivered by telemedicine? It makes no sense. 

RespectfuIIy, Anne L. Henry, LPC 





From: 
Sent 
To: 

Rep. Liz Vazquez 
Saturday, January 16, 2016 10:22 PM 
Anita Halterman 

Subject: Fwd: HB 234 

Follow Up Flag: 
Flag Status: 

Sent from my iPhone 

Begin forwarded message: 

Flag for follow up 
Flagged 

From: John DeRuyter <JDeRuyter@hopecounseJingcenter.org> 
Date: January 14, 2016 at 9:29:0 I AM AKST 
To: "'Representative.Liz.Vazguez@akleg.gov'" <Representative.Liz.Vazguez(@akleg.gov> 
Subject: HB 234 

Dear Representative Vazquez, 

I write this Jetter as practicing Psychologist, a Training Director for the Alaska Psychology 
Internship Consortium, a former member of the Alaska Board of Psychologist and Psychological 
Associate Examiners, and the Executive Director of Hope Counseling Center in Fairbanks. As a 
psychologist, I am a current provider of mental health services delivered via telehealth 
technologies. 

Recently I was made aware of the HB 234, a bill which you are sponsoring. I completely support 
the premise that insurance companies doing business in the State of Alaska be required to 
reimburse for mental health services delivered via telehealth technologies. However I am very 
concerned that the bill's language specifically prohibits a requirement that face to face evaluation 
occur prior to telehealth services being reimbursed. This prohibition is a SIGNIFICANT end run 
around Best Practices and the safe delivery of mental health services using telehealth 
technologies. 

For the safety of those who would receive mental health services I STRONGLY recommend that 
the prohibition to require face to face contact prior to being reimbursed by insurance for those 
services be removed. Obviously there are cases when face to face contact is simply not possible 
(i.e. emergencies, or extremely limited transportation access}. However those should be the 
extreme excentinn. PPrh::in<: l::inmu:10 ... rnnlrl h,a :n,.!11rlPrl +1-. ...... :_,,ln•a- --=-- -··•L--=--·l-- L-- £L-





Representative Vazquez, this is truly a Protection of the Public issue. There are many other 
safety considerations I've not mentioned. However, for the purposes of this bill's language and 
what it would allow if passed, I make my concerns known. 

Respectfully. 

John DeRuyter Psy.D 

Executive Director 

Hope Counseling Center Inc. 

907-451-8208 





From: 
Sent 
To: 
Subject 

Dear Representative Vazquez, 

Pamela Lund <PLund@ForakerGroup.org> 
Monday, February 01, 2016 9:45 AM 
Rep. Liz Vazquez 
Support for HB234 

I am writing you today to support HB234. I am an Insured Alaskan who travels around the state for my work. I am often 
in remote areas. I understand that HB24 would allow me a, and others like me, to continue regular counseling 
appointments regardless of where I travel. 

This sounds like an Idea whose tlm e has come. I know the technology Is available as ls the need. Everyone I have talked 
to about it thin ks lt Is a good Idea. I know it will help a lot of people In this state. 

I understand you are sponsoring this bifl, so I want to thank you for recognizing the potentlal for good legislatlon that 
will help your constituents - and many others. 

Sincerely, 

Pam Lund 

Pamela Lund 
Pre-Development Project Manager 
The Foraker Group 
907.250.7669 cell 
907.743.1200 





From: 
Sent 
To: 

Rep. Liz Vazquez 
Tuesday, March 08, 2016 4:45 PM 
Anita Halterman 

Subject FW: letter to Representative Vazquez 

Thanks, 
Tom 

From: Rep. Liz Vazquez 
Sent: Tuesday, January 26, 2016 4:14 PM 
To: Anita Halterman <Anita.Halterman@akleg.gov> 
Subject: Fwd: letter to Representative Vazquez 

Sent from my iPhone 

Begin forwarded message: 

From: Maureen Lawlor <maureen.1aw1or55@gmail.com> 
Date: January 26, 2016 at 1: 19:55 PM AKST 
To: <Representative. Liz. Vazguez@akleg.gov> 
Subject: letter to Representative Vazquez 

Dear Representative Vazquez, 

I have recently learned about HB234 and want to let you know that I support the change in 
access to services this bill will make not only to myself but to many Alaskans. I was born and 
raised in Alaska and have recently had the experience of moving from one town to 
another. While living rurally I had an excellent relationship with a counselor and it was difficult 
to no longer see her. Now that I live in a different place I would love to be able to continue 
working with her again. HB234 will allow that to happen. 

Thank you and best of luck, 

Maureen Lawlor 





Sent: Monday, March 14, 2016 3:58 PM 
To: Rep. Paul Seaton <Rep.Paul.Seaton@akleg.goV> 
Subject: 

My name is Lise Klein Kirsis. rm a Licensed Professional Counselor. I have worked for 
community mental health centers in Alaska for the duration of my career. I am writing 
today to state my strong support for telecounseling. I am asking you to support the 
telecounseling bill that is being discussed in the House HESS committee. My reasons are 
simple. Providing psychotherapy by phone is primarily a safer option than traveling great 
distances to get mental health services. My clients have to fly. boat or drive long 
distances depending on where they live to see me and to see their psychiatrist. In the 
winter, this is asking our clients accept the additional (what I think is unreasonable) risk 
of flying or boating in inclement weather for a service that is achievable over the 
phone, or through a system such as SKYPE. I believe that allowing telecounseling as a 
insurance payable service will save the state money in travel fees, and reduce travel~ 
hazard risks that are a reality in this state. 

Sincerely, 

Lise Klein Kirsis, MA, MS. LPC 





From: 
Sent: 
To: 

Rep. Liz Vazquez 
Tuesday, March 08, 2016 4:44 PM 
Anita Halterman 

Subject: FW: HB234 

Thanks, 
Tom 

From: Rep. Uz Vazquez 
Sent: Saturday, January 23, 201611:37 AM 
To: Anita Halterman <Anita.Ha1terman@akleg.gov> 
Subject: Fwd: HB234 

Sent from my iPhone 

Begin forwarded message: 

From: Bobbi <bobbi9 l 7@yahoo.com> 
Date: January 19, 2016 at 6:00:47 PM AKST 
To: <Representative.Liz.Vazguez@akleg.gov> 
Subject: HB234 

Hello Representative Vazquez, 
Thank you for the opportunity to briefly speak to this bill. As a licensed professional counselor 
interested in working with more remote populations, this bill is imperative to the health of ALL 
Alaskans. It says a lot about our state's geography that Anchor Point is in fact "the most westerly 
highway point in North America" (there sure is a lot oft and mass west of the south part of the 
Sterling Hwy!) Geography aside, there are certainly individuals who find their mental illness so 
debilitating that they are paralyzed from venturing out. Please consider this variable as well as 
this superbly beneficial bill is explored during your legislative session. 
With Respect, 
Bobbi 





From: 
Sent 
To: 
Subject 

Lynn Edwards <laedwards1l7@gmail.com> 
Friday, January 22, 2016 12:41 AM 
Rep. Liz Vazquez 
HB234 

I am writing in support of teletherapy. I believe that it would provide people in rural areas a much needed 
service. Living in a small community myself, I understand the need for privacy which this would provide to 
individuals that choose to seek distance teletherapy. It would allow for individuals to find licensed counselors 
that specialize in their area of need. The ability to find a therapist that fits would also be a benefit. In small 
communities anonymity is almost unheard of, this form of therapy would allow someone their privacy. The 
access to therapists in communities that do not have counselors would have insurmountable benefits. 





From: 
Sent 
To: 

Rep. Liz Vazquez 
Saturday, January 16, 2016 4:29 PM 
Anita Halterman 

Subject Fwd: Telehealth 

Follow Up Flag: 
Flag Status: 

Sent from my iPhone 

Begin forwarded message: 

Flag for follow up 
Flagged 

From: Joel Wieman <joelwieman(@gci.net> 
Date: January 14, 2016 at I 1:51:03 AM AKST 
To: <Representative.Liz.Vazguez@akleg.gov> 
Subject: Telehealtb 

Hi Liz, 

Just wanted to let you know I am thankful for your support with tele-health in Alaska. As you 
know I am on the licensing board and we are working to modernize service delivery. 
As a psychologist I have two concerns with tele-health and have a couple of additions to the 
bill. First, that it should stipulate that services need to be provided by a licensed provider of 
mental health services, licensed here 
in the state in which the client resides. Telehealth is an issue that our national organization of 
psychology licensing boards is wrestling with, and this is one of our main concerns. 
This allows for state laws regulating mental health services to be effective and enforceable, and 
will protect the public from unscrupulous or undertrained providers. When we can't regulate 
service across state lines, we should not allow those services to be provided, or the least trained, 
least regulated {read unregulated) individuals will be providing the service. Our national 
organization will be meeting in Anchorage in April and you are welcome to sit in if this issue 
come up. 
(Next time I see you at Rotary I will give you an earful if you want the full scoop!) 

I would also like to see language that requires periodic face to face visits between providers and 
clients. So much is Jost via phone or Skype, and the client is the looser in this case. 
Granted tele-health is far better than nothing, but we should strive for best practices and see 
clients face to face at least once early on in the treatment process if at all possible. 

On another topic, the licensing board, along with Kathy Geisel, continues to pursue SB 4 I to 
require background checks for renewing psychologists and new licensees. There has been some 
push back from a few people and their comments seem to misrepresent the issue. 
I will send you a separate letter with regard to that. 





Oh yes, about the budget, After you have trimmed the fat, I want to pay my own way. Please 
kill the dividend check, tax my income, and I'm even willing to deal with a sales tax. It will hurt 
but it's time for us to grow up and be like the rest of the country. 

Thanks, Joel 





From: 
Sent 
To: 
Cc: 
Subject 

Dear Rep Vazquez: 

cinderbdt@gmail.com on behalf of Bryan D. Thomas <bryan.d.thomas@acm.org> 
Monday, February 01, 2016 7:25 PM 
Rep. Liz Vazquez 
Sen. Donny Olson; Rep. Benjamin Nageak 
HS 234 letter of support 

I want to thank you for introducing HB 234 {amending AS 21.54). I am writing to express my support. 
My family and I live in a part of Alaska that is not on the road system. It routinely costs hundreds of dollars for 
a one way airplane ticket to an Alaska population center like Fairbanks or Anchorage. 
One of our highest cost is travel, and one of our highest travel drivers is medical care. 
lfHB 234 could help reduce travel, it would be good for our state and our climate. 

Insured people in rural and urban locations could seek services from hundreds of different providers across 
the state. 
We could get help from a wider range of providers, so we could preserve our choice and find the right fit for us. 
As parents of three small children, we often have trouble getting coverage, but if our kids are sick we could sick 
still make appointments from home. 
Thank you for suggesting this change. 
Allowing insurance coverage even before the first in-person appointment wi11 help us find the right provider. 

Regards, 
Bryan Thomas 





nm: 
Yent: 
To: 
Subject 

'1/irJ Gallagher'<nngcS@hotmail com> 
Wednesday, January 27, 2016 7:30 PM 
Rep. Liz Vazquez 
HB 234 

Dear Representative Vazquez. 

Thank you very much for sponsoring J JB 234. I believe this bill is important and will ensure that people who 
live in remote communities have access to counseJing without having to travel long distances. I appreciate your 
attention to this important issue. Sincerely. 

Sheila Gallagher 
Soldotna, Alaska 

0 

0 





from: 
Sent: 
To: 

Rep. Liz Vazquez 
Tuesday, March 08, 2016 4:44 PM 
Anita Halterman 

Subject: FW: HB234 

Thanks, 
Tom 

From: Rep. Liz Vazquez 
Sent: Saturday, January 23, 201611:43 AM 
To: Anita Halterman <Anita.Halterman@akleg.goV> 
Subject: Fwd: HB234 

Sent from my iPhone 

Begin forwarded message: 

From: Flash Light <beautysmistress@gmail.com> 
Date: January 191 2016 at 11:51:53 AM AKST 
To: <representative.liz.vazguez@akleg.gov> 
Subject: HB234 

Dear Ms Vazquez. 
Thank you for sponsoring this bill. I think it is important for folks everywhere in Alaska be 

able to receive good mental health as well as medical help regardless of location. 
AIJ the best 

Lita White 





From: 
Sent 
To: 
Subject 

Amy Barker <alb5869@yahoo.com> 
Friday, February 26, 2016 8:40 AM 
Rep. Paul Seaton 
HB234 

All Alaskans should have access to mental health services! II Insurance companies doing business in Alaska need to 
cover telehealthtll 

Thank you for your advocacy on this matter! 

Amy L Smith, lCSW llC 
Anchorage, Alaska 

Sent from my iPhone 





From: 
Sent 
To: 
Subject 

categories: 

Taneeka Hansen 
Legislative Afde 
Representative Paul Seaton 

Rep. Paul Seaton 
Friday, February 12, 20161:21 PM 
Taneeka Hansen 
FW: HB234 

committee 

Committee Alde, Health and Social Services 
(907) 46Sw3923 

-Original Message-
From: Chantal Cohen [mailto:chantal.therapy@icloud.com] 
Sent: Friday, February 12, 2016 1:09 PM 
To: Rep. Paul Seaton <Rep.Paul.Seaton@akleg.gov> 
Subject: HB234 

Representative Seaton 

I am a licensed MFT In Alaska. I also am an approved supervisor for LMFT and LPC therapists. They are In the bush and 
the only to get their supervision Is by uslng video conferencing. There also Alaskan children and adults who need 
services but are unable to receive them because their Heath provider will not pay for tele mental health. Please help our 
future clinicians and Alaskans. Thanks 

ChantalCohen,LMFT 
Sent from my iPhone 
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Greetings Representative Vazquez, 
Im so grateful you are willing to support this bill to increase access to quality mental health 
services by requiring insurance plans to allow for telemedicine delivery and to reimburse 
therapists/ clinicians, psychologists. 

I have been providing telemedicine in Alaskans for a several years, as well as in New Mexico 
and Washington state. (I am licensed in all states) and have had great difficulty with insurance 
plans reimbursing me, and in some cases have not been successful in gaining approval. 
I work with teachers in the bush, who cannot possibly travel out to see me weekly, or even 
monthly as that is cost prohibitive, yet they require mental health support. I also have a very 
unique speciality, (working with deaf clients using sign language) and those clients need 
someone with my skills, as there are only a couple others with the ability to provide direct 
therapy using fluent sign language. I cannot possibly travel to all deaf clients, and neither can 
they travel in. Thus, I provide web services. 
Many more Alaskan clinicians would likely provide telemedicine services if this bill is approved, 
offering all their unique and wonderful services that are now only available in Anchorage, to the 
entire state! 

Imagine the potential increase in mental health, and the potential decrease in suicides in this 
wonderful state with the passage ofthis bill. 
Alaska is simply too big, with too few providers in outlying areas, to not pass this bill. It will 
cost the state nothing. but the benefit is significant. 

If you have any questions feel free to contact me. 
Thank you, 
Anne B Norton PLLC Psy.S., LPC LMHCA 
Providing distance psychotherapy and Coaching to teens and adults 
annebnorton@gmail.com 
907 315 3985 





- ---- -·-·--· -· ·-·, 10-····-...-
Date: March 15, 2016 at 12:38:18 AM AKDT 
To: Representative.Liz.Vazguezr@akleg.gov 
Subject: HB 284 

Dear Representative Vazquez, I am writing to strongly support HB 284 and to tell you what this 
would mean to me personally. I have dealt with severe depression since I was a small child. 
Fortunately, at various times in my life when I needed it, I was able to get mental health support 
that has included both medical treatment and counseling. I was able to graduate from college and 
later receive a graduate certificate in public health. Fortunately I had health insurance. 

Eventually I became the Director of the Anchorage Department of Health and Human Services, 
where I served under Mayors Begich, Claman. and Sullivan. Unfortunately after 24 years I had 
to medically retire in 2012 for other medical issues. Leaving a career that I loved was and 
continues to be difficult for me and being able to continue counseling services has been 
beneficial to facing with the most difficult period ofmy life. As my health continues to 
deteriorate it is more difficult to leave my house and because of balance and instability I am not 
driving at this time and my husband has to drive me whenever I am able to leave my house for 
appointments. While I prefer an in-person visit with my counselor, if I had the flexibility to 
speak to her by phone it would be most helpful especially since it is those days when I am not 
able to leave the house that I could benefit from counseling the most. 

As a legislator I know that you understand the great reward that comes from making a difference 
and the hard and demanding work that is involved. I suspect that you know that much of that 
reward is the internal satisfaction when you are able to assist your constituents and indeed all 
Alaskans. 

Mental health is such an important issue in our state and I am a finn believer that anything we 
can do to bring services to people where they are will ultimately be helpful. 

Thank you and your staff for working so diligently on this bill. 

Diane Ingle 
Home: 907-243-4159 
Cell: 907-227-8369 





Institute of Social and Economic Research 

I U.l\J( I UNIVERSITY of ALAsKAANCHORAGE 

Rural Telemedicine and Telehealth: 
The Alaskan Experience 

Professor Heather E. Hudson 
Director, Institute of Social and Economic Research (ISER) 

University of Alaska Anchorage 
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:1rgest state: 1,481,346 sq. km. 

opulation: >710,000 

>west population density: 
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alf population in Anchorage 

laska natives: 14.8% of population 
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Alaska Native Claims Settlement Act {ANCSA} 

a Native Re ion al Corporation • No treaties or reservations 

• ANCSA became law in 1971 
• Settled land claims before 

• ,\ ttna Area 
construction of oil pipeline 

J~~ • Received 44 million acres and 
$962.5 million 
13 Native Corporations 
- Nonprofit affiliates adminis1 

health services 
• Also more than 200 village 

corporations 





Alaska: Challenges in Rural Education 
and Health Care Delivery 

Shortage of professionals 
- teachers, physicians 

Distance from specialized expertise 
- medical specialists 
- teachers of specialized and advanced subjects 

Problems exacerbated by poverty and isolation 
Lowest population density in U.S. 
- Only 4 communities over 10,000 
- Isolated villages and small towns 

• More than 200 villages 
• Many villages accessible only by boat or bush plane 
• Most of village population is native American 





~LASKA's PHYSICIANS 
hortage of physicians 

1istance from specialized expertise 
- medical specialists 

roblems exacerbated by poverty and isolation 

i9% of all physicians in Alaska are primary 
:are physicians 
- U.S. average is 28% 

,1aska is 48th of states in "doctors to 
·esidents" ratio 

65% are located in Anchorage 
- Shortages in many specialties 

i9% of the state's residents are in medically 
J nderserved areas. 

Historically, Alaskan hi 
care has incorporated 
public health mission 
primary care focus, ar 
less reliant on special· 
acute care than other 
parts of the country. 





Early Telemedicine ... 

"We went from house to house taking care of the sick •.• 
Our tools consisted of a thermometer, a stethoscope, and 
a blood pressure cuff ..•• We had no phones ... but used the 
school's [HF] radio to report [on] our patients. There was 

no nonsense about confidentiality." 

-- Health aide Paula Ayunerak 





arly Experiments: NASA ATS-1 Satelli 
Single Channel Voice Network 

1971-1976: led to satellite 
communications for all rural clini1 
and reliable communications for 
all villages 
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Days of Communication for Village Clinics 
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Before 1 After Satellite After Satellite 
: Satellite 1971-72 1972-73 

1970-71 
• ' - ~ Ii - -r ~ 1 

tellite Villages 51. 7 (14%)*. 210.2 (74%) , 310 (85.0% 
l - . - . ' - - - - ,- J 
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\Jumber of Episodes Treated with Doctor's Advice 
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From "Bush Telegraph" to Broadband 

Early days: communication by HF radio 

Since 1980s, all permanent communities of at least 25 peoplt 
have telephone service 

>95% of households have telephones 

Broadband in Anchorage 

and large towns 

Rural/remote service 

typically 768 kbps 

Remote service by satellite: 
- Generally reliable, but latency, 

high cost 
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Community Access 
in Rural Alaska: 
At the post office, at the store, 
or under a tree ... 
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Internet Access in Rural 
Alaska Schools 

Village schools must offer K-12 if at I 
students 

Lack of specialized teachers 

Use of Internet for homework, cours 
content, online classes 

Schools with E-rate as anchor tenant. 
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Telemedicine in Alaska Today: 
The AFHCAN Network 

ICAN Telehealth System: 

Z53 sites; 70 member organizations 

• Village clinics: Native health aides 

• Public Health clinics 

• Regional hospitals 

• Military installations, Coast Guard, 
Veterans Administration 

:overs more than 212,000 beneficiaries 

• About 40% of Alaska population 
• Majority are in Alaska native villages 

Jpported by USF Rural Health Care Program 
,1aska receives the largest amount of 
1ny State: $29m in 2009 

.ee www.afhcan.org 

• ... 





)esign Evolution 
Base Cart include: 

Metal Frame 
Isolated Power System 
CPU and LCD Touchscreen / 
Expansion Ports for USB, RS232: · eo 
In/Out, External Display i 

Currently Supported Perip erals include: 
Video Otoscope 
Digital Camera 
Scanner 
Video Conferencing 
ECG 
Spirometer 
Tympanometer 
Audiometer 
Dental Camera 
Vital Signs Monitor 
Stethoscope 





THE ALASKA NATIVE HEALTH CARE SYSTEM 

REFERRALS FROM: 
OHC:G>IT}lS 
O M> HEPilH CEN1ERS 
0 PM'JP HE.AUH CINTERS 
0 OiAQINICS 

\ 

Typical Referral Patterns 





THE ALASKA NATIVE HEALTH CARE SYSTE 
Location Names and Service Level 

SPITALS 
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$156 





Kotzebue, Alaska: 
lnupiat community on the Bering Sea •• , 

•Has regional hospital 
•Serves lnupiat villages in NW Ale 





Telemedicine facilities for consultation betwe1 

Alaskan regional hospital 
in Kotzebue and village clinics •.. 

' : 





Telehealth: Emergency Delivery 

A woman in Alaska's Northwest 
Arctic Borough goes into labor, 
hundreds of miles away from 
the nearest doctor 
Doctors 200 miles away, in the 
town of Kotzebue, guided the 
village's health practitioner 
through the delivery using live, 
two-way video and voice 
technologies 
Now more than half of doctors' 
contact with patients is through 
telemedicine and thousands of 
"tale-consultations" occur in 
the region each year 
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Case originated ... 
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Telemedicine in Wales: 
lnupiat Village on the Bering Sea 

-- -­....... , . -- .. -..._.-_1' 

-- -. -- -- _ J 

•Closest mainland settlement 
to Siberia 
•Part of Norton Sound Health 
District (Bering Straits Native 
Corporation) 
•Regional Hospital in Nome 





1les: Clinic and Telemedicine Facilities 
-- - -~ ,;. ____ _ 
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Village Health Aides 
using Telemedicine Facilities 





What are your key organizational 
goals for telehealth applications? 

GOALS FOR TELEMEDICINE 

Quality of Care 

Access to Care 

Patient Satisfaction 

Continuity of Care 

Information Transfer 

Cost of Care/Saving 

1 

Lesser Priority 

2 3 4 

Average Priority 

5 6 

Higher Priority 





itore & Forward vs Real-Time Telehealth 

:ore & Forward 

al 

• Asynchronous 
Interaction 

• Documents & Images 

• Electronic Medical 
Records 

• Patient Education 

• 
• Radiology 

:1lties for 
• Dermatology 0 

edicine • Pathology 

• Oncology 

• Ophthalmology 

• Dental 

Remote 
consultation 

Real-Time 

• Face-to-Face 
Interaction 

• Immediate 
Feedback 

-------=- -=---- -- ~ 

• -
• Cardiology • Psychology/ Psych 

• ENT c> • Neurology 

• GI • Speech therapy 

• Pulmonary • Physical therapy 

• Rheumatology 
29 





AFHCAN Telehealth 
------------. • 10 year Operational His1 

Cases Created per Year (by Role) 
,000 ~-----------­

,000 ""t""""-----------­

,000 +-----------­

.000 r-----------

000 -r---------U---M-

000 +------'~~ 

O+,,liiiil,-

20012002 2003 2004 2005 2006 2007 2008 2009 2010 2011 
(Proj) 

Ii Primary Care Ii Specialty Care 

- 22,000 cases in 2010 

• Whole Telehealth Soluti 
- Design 7 Manufacturing 7 Deplo-y 

Installation 7 Training 7 Support· 
Marketing 

Data from AFHCAN, 
Director Stewart Ferguson, Ph.Di 





Notel: 1,987 patients 
Note2: Percentages may not add to 100% due to multiple outcomes pe 

Outcomes 

26% 26% 27% 

19% 

13% 

6% 

Unnecessary & Referred for Meds started Referred to Surgery or Refer to other 
cases were monitoring regional ENT testing specialty 

archived without clinic recommended 
sending at ANMC 

About 72% of the patients seen needed something done 
(meds, surgery, ongoing monitoring) and 26% needed to be 

screened out. 





Travel PREVENTED (by Case Role) 
100% ---------------------90% .,.._ ___________________ _ 
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-•Primary Care 

a Tribal Health System) (1/1/2001 to 12/31/2010) 
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Annual Travel Savings (by Case Role) 
)0,000 

)0,000 

)0,000 
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e Primary Care Iii Specialty Care 

:a Tribal Health System) {1/1/2001 to 12/31/2010) 





Medicaid Study: 2003-2009 
Decreased Travel = Cost Savings 

Quantity Cost 

Claims Paid by Medicaid 4,482 ($269,85 
--------------------------------------------------------------------------------------------------------------------------------------· 
Telemedicine Prevented Travel 3,662 $3,116,0 

Notes: 
• Travel is saved for 75% of all patients. 
• Assume all patients under 18 need an escort 
• Travel costs based on 1 week advance fares 

Net Savings Realized by Medicaid $2,846,1 

Note: For every $1 spent by Medicaid on 
reimbursement, $10.54 is saved on travel costs. 





Telehealth Impact 
:>n Extended Waiting Times (> 4 months) 
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of all AN MC Turnaround Time 
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Lost Work Days and School Days 
Preventing Lost Work/School Days 

1,200 

1,000 

800 
Ul 
> 600 "' C 

400 

200 

0 

2003 2004 2005 2006 2007 2008 2009 

Iii Work Days Iii School Days 

Since 2003, telehealth prevented an estimated 4,777 lost d 
at work, and a total of 1,444 lost days at school for the 
patients in this study. 





Diabetic Retinopathy 

• Diabetic Retinopathy is the 
leading cause of new blindn~ 
among adults 

• Blindness due to diabetes ca 
be eliminated by timely 
diagnosis and treatment 

, 1 • ,v 4% of Al/ AN's with DM neE 
.I. 

laser treatment to prevent 
vision loss 





Joslin Vision Network (JVN) 
Portable JVN Pilot 

Deployment of the IHS-JVN in Alaska using a portabl 
platform reversed a seven year decline in exam rate 

70% 
15% Increase 

60% 

a, 50% .... 
ro 
a:: 

40% 
E 
ro 
)( 30% LLI 
a:: 25% Decrease 
C 20% 

Portabl1 ----------------~·mplem 

10% 

0% 





>chlear Implants ... 

low implants can be done 
Alaska with follow-up 
eech therapy using 
ehealth facilities in 
mm unities 

reviously, patient and 
nily had to relocate to 
cattle for a year for child to 
t necessary speech 
!rapy 





Lessons from AFHCAN 

tesign for Success: 

KNOW THE NEEDS of your users (those who will 
use the system) and customers (those who will pay 
for the system). 

Plan for turnover ~ "Keep it Simple" 

Expect dynamic requirements ~ "Make it Scalable" 

-- Stewart Ferguson, Director, AFHCAN 





Lessons from Alaska Telemedicine 
Reliable communication between health aides and 
physicians can improve timeliness and accuracy of patient 
diagnosis and treatment 
Telemedicine consults can reduce the need for transferring 
patients from their communities, although some serious 
conditions that might have been overlooked may require 
patient transfer 
Patients may be able to return to their communities soone, 
if they can be monitored by a health aide with consultation 
when required 
Telemedicine must address priority health problems to be 
cost/effective 
Communication with patients in hospital is important for 
family members in villages 
Administrative communication is also valuable for rural 
health care delivery 





lessons Learned ... 
Conference circuit (shared audio channel) is valuable for 
continuing education 
Structured continuing medical education and patient education 
require commitment of time, plus resources for organization and 
content 
Computerized patient records can improve efficiency and accurat 
of patient-tracking, especially where patients appear at multiple 
locations 
Operational system planning needs to reflect user needs 
(e.g. on-demand access, shared audio channel, high reliability) 
Planning for sustainability post experimental phase is critical 
Health care system can be "anchor tenant" for village 
communications 
Creative approaches to network design, operations, and 
maintenance can significantly reduce costs of rural 
communications for telemedicine and other services 
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www.iser.uaa.alaska.edu 
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Trial by Tundra 
Best Practices in Telehealth 

----- -- -- -... . ~ ~ :.. ' ,.. .,,. ., --... 

Alaska Native 

Stewart Ferguson, I 
Chief Information Officer I 

Alaska Native Tribal Health Conso 
bal Health Consortium 





AFHCAN MISSION 

To improve access to health care for federal 
beneficiaries in Alaska through sustainable 

Alaska 
Federal 
Health 
Care 
Access 

telehealth systems 

Network s 





A formal, voluntary, inter­
agency relationship between 

the DoD, DoT, IHS and VA 
working together by the 
sharing of each othefs 
resources, talents, and 

~xperience to improve patient 
care throughout the state of 

Alaska 
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The Alaska Telehealth 
Advisory Council (ATAC 
was established in 199~ 
to provide a forum that 
enhances collaboration 
and communication 
between organizations 
involved in telehealth 
initiatives. 

ATAC members provide direction, leadership and 
coordination of telehealth efforts throughout Alask, 

http://www. hss. state. ak. us/dph/Healthplanninglte/ehealth/atac/default. htm 





Alaska Tribal Health System 
Medical Care Service Levels 

• Alaska Native Medical 
Center tertiary care 
- Referrals to private medical 

providers and other states 
for complex care 

t 6 regional hospitals 

- 4 multi-physician health centers 

- 25 subregional mid-level care centers 

- 180 small community primary care centers 

l-----. . . --- --- -- - ~ - ·-· -. ·- -- ' . --~- - . --, -- "J 
~ Alaska Native Tribal Health Consortium 

-..J,-,1;--........---........._--t ___ ~_,__...:,_a111..._t .. b .- -;-:--,..,._ .. --~~-._,........_........, __ ~---....."&·-,.!rte½+ ½z"izzz ~~~---...!.--.......... ___ ~ ................... 





Village-Based Medical Services 

\verage Alaska village 
7 350 Residents 

} 

• 180 Small Village 
Health Centers 
~ 550 Community Hea 

Aides/Practitioners 

;> 125 Behavioral Heal1 
Aides 

~ 20 Dental Health Aid 
12 Therapists 

~100 Home 
health/personal care 
attendants 

-- ----~-J 













Why do you do Telemedicine? 

Best for patient care 

Helps me communicate with a doctor 

Saves my organization money 

Most convenient to the patient 

Improves patient satisfaction 

Makes me more efficient 

ne confidence in doing the right thing for the patient 

Increase access to care 

t Best for patient care 

0% 

t Increased access for care 

10% 20% 30% 40% 50% 
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Telehealth Impact on Extended 
Waiting Times (> 4 months) 
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ANMC Turnaround Time (Specialty Consults) 
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n = 11,540 

43% of highly experienced users (that create telehealth 
cases) rated "Speed of Response" as "Extremely Important 
i @ Alaska Native Tribal Health Consortium 
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Travel CAUSED (by Case Role) 
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Estimated Travel Savings from 
Telehealth for ALL Patients 

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

Iii Specialty care 

Iii Primary care 

Estimated annual savings from telehealth for all patients amounts to 
about $8.3m with a total savings of $37.Bm since 2003. 





·elehomecare Overview 
111111a1 

i 

' I : I I 
•••••••• 
~" 

linician Health Coaching: 
eaching the Patient how to self­

manage & meet their goals 

mote Patient Monitoring: 
Weekday feeds & Alerts 

Patient Empowerment: 
At home; Sets Personal Goals; 

Submits vitals/ health responses 

Efficient MRP Engagemi 
Clinician provides regular upd; 

consults as required 

- ,. • 1 c: .......... ~•. , .. 
1-11 I 

Simple Technology in Ho 
Tablet, BP Cuff, Scale & Pulse oxi1 





How do we know it works? 

2007 Phase One Pilot 
Program 

D 8 Family Health Teams 
{urban and rural) 

D 813 patients with COPD 
and CHF 

~-~ ~.,,,.....--.~--, 
\\ \\ 

\ \ ', ~, 
D Patients were enrolled for 

' \ 

' 
\ 

Program Outcomes 

e 64 - 66 % decrease in 
hospital admissions 

e 72 - 74% reduction in 
emergency department 
visits 

\e 33% decrease in number of 
' \, primary care physician visits 

I 

ti 95 - 97% reduction in walk-
four months on average 

9 Focus on patient self­
management: "what 
matters to you?" 

1 External third party 
evaluation {Price 
Waterhouse*) 

/ 

/
/~ in clinic visits 

• High levels of patient and 
provider satisfaction 

-~- -- ... __J 

e Best practices were 
developed 





A summary of the evidence from other jurisdictions 

QUANTIFIED 
benefits 

~ 
~~ 

DESCRfBED 
benefits 

~ 
CAVEATS 

• Reduces first hospitalizations and hospital re-admissions 
• Saves $20,000/patient diverted from hospital 
• Reduces emergency department visits 
• Saves $1,557 (CHF, COPD) - $8,660 (CHF) per patient/year 
• Saves $940 (diabetes) per patient/year 
• Reduces health care resource utilization across 6 conditions 

• High patient satisfaction 
• More effective and confident self-care 
• Improves quality of life for carers 
• Less travel and disruption for routine check-ups 
• Retains patient's dignity 
• Increases degree of independent living 

• Not all evidence has been compelling; success depends on 
selecting the right chronic disease patients and right 
intervention 

• Not yet proven that all the evaluation outcomes are fully 
generalizable beyond the short-term projects 

•s: Canada Health lnfowav 20131 Pare Get al. Home telemonitor!ng for chronic disease management: an economic assessment (2012) I Commonwealtl 
Scaling telehealth programs: lessons from earlv adopters (2013) I Darkins A et al. Care coordination home telehealth (2008) I OTN Phase One Pilot J 

2009 I http://3millionlives.eo.uk/about-telehealth-and-telecare#ccg_potentral_savlngs_featured_at_nhs_lnnovatlons_expo I 
http://beat.ottawaheart.ca/2011/02/18/innovative-home-monitoring-initiative-reaches-1000-patient-milestone/#sthash.tws5MYkS.dpuf I 
http://www.cdnhomecare.ca/media.php?mid=1683 





Proportion of CCCP enrollees with one or more 
Hospitalization 

100.0% -+-Proportion of enrollees with 1 + HF 
hospitalization 

~Proportion of enrollees with 1 all-caus 
hospitalization 

58.1% 

13.3% 

year prior to CCCP enrollment (point estimate and 95% C.I.) One year following CCCP disenrollment (point estimate and 95% I 

ita Includes 332 CCCP enrollments among 301 unique patients discharged fro: 
1e CCCP program prior to July 1, 2009. Results are similar within more recen 
torts of enrollees discharged from the program prior October 1, 2009 and prior 

I M~~~f P~ ~O:unea~,;~~ by;ng;.;;~::~~:~ 3~,!use~-General ~~it.d ~ AT H( 





Telemedicine is one STRATEGY to 

improve access, quality 
& performance 

and to manage 

costs & risk 
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Meaningful Use Technology 
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The Clinician's Perspective 
... the New Limiting Step 





Medicaid - State Telemedicine Reimbursement for Physician Services (2014: 

\ 

•• 
• ~ . 
• 

Reimbursement fortelemedicine-provided physician services 

D No reimbursement 

< 





Medicaid - State Telemedicine Reimbursement for Telemental Services (201~ 

•• 
• .. .. 
• 

Reimbursement for telemental and behavioral health services 

D No reimbursement 

< 





Medicaid - State Telemedicine Reimbursement for Home Telehealth (2014) 

•• 
• ' • 

- Reimbursement for remote patient monitoring only 

[ -·- __ ] Reimbursement for home video conferencing and remote patient monitorlng 

- Reimbursement for home video conferencing only 

D No reimbursement 





tate Ratings for Telemedicine Policies Related to Relationships and Visit (20l 

... 
Q 

' .. 
0 

Hawaii 

-D 
1 1 

* 

CANADA~ 

l.Ncw ~ 
2.Vcrmont 
3.MauachUIICU. 
4.Rhodc blmd 
5.Connccticut 
6.Ncw lc:r,ey 
7.Dclaware 
l.Mal')'land 

UNITED STATES 

MEXICO 
,OF AMERICA ~ 

9. Wuhi:ngton. DC 

A- No unique requirements for telehealth 

B-Allows telehealth in-lieu of in-person exam or to establish physician-patient relationship 

C- Requires - at feast pre-existing relationship established In-person or In-person exam 

2014 State Medical Board Decisions: Alabama, Arkansas, Florida, Georgia, Oklahoma, 
Tennessee, Washington 

Lr'oCUB) 
c:J 





itates with Parity Laws for Private Insurance Coverage of Telemedicine (201~ 

\ 

... 

• 
• Telernrdrme Panty Law 

D Proposed Parity Bill 

D No Panty Legislative Adima 

D PartY!Panty Law 

< 

111th the year of enactment: Arizona (2013)•, California (1996~ Colorado (2001)•, Georgia (2006), Hawaii (1999), Kentucky (2000), Louisiana (1995), Maine (2009), Marylan 
1n (2012), Mississippi (2013), Missouri (2013), Montana (2013), New Hampshire (2009), New Mexico (2013), Oklahoma (1997), Oregon (2009), Tennessee (2014), Texas (19S 
1t (2D1n Virginia (2010) and the District of Columbia (2013) 

with proposed/pending legislation: In 2014, Connecticut, Florida, Illinois, Iowa, Massachusetts, Nebraska, New York, Ohio, Pennsylvania, Rhode Island, South Carolina. Ten 
ED), Washington, and West Virginia t 
te-wlde coverage. Applies ta certain health services and/ar rural areas anly. ~ i ---





2014 TELEMEDICINE LEGISLATIVE 
ACTIVITY 

•• 
• Enacted Trlnnedtcme Bills 

D Proposed TeJenw1anae Bills 

i::::JNo~Actwa 

* Enacted Telemedicine Bills 2013 





Ways in which a LT Governor can 
impact the use of telemedicine ... 

• Work with state health departments to 
expand coverage of telemedicine in state 
Medicaid programs. 

-ATA has sets of best practices for Medicaid 
programs. 

- Consider changes to make sure Medicaid 
managed care programs can provide telemedicine 
services without any geographic or other 
restrictions. 





Ways in which a LT Governor can 
impact the use of telemedicine ... 

• Raise consumer awareness in states that have a 
mandate for private insurance coverage of 
telemedicine - about this coverage and what 
telemedicine can do for consumers. 
- E.g. Launch an "Ask your doctor about telemedicine" 

program. 

• Work with the legislature and state medical board to 
set up interstate medical license reciprocity laws. 
- This will allow voters in the state to access their own 

primary care physician when they travel out of state as 
well as allow them to receive care from specialists located 
(and fully licensed) in other states. 

l-~ - ~---. - - -- ·- .. -

--- - -- - - - . - - -- J 
~ Alaska Native Tribal Health Consortium 
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Ways in which a LT Governor can 
impact the use of telemedicine ... 

• Help set up a statewide stroke network involving 
all of the state's large medical centers with a goal 
that every emergency room in the state has 
24/7 /365 access to a neurologist to help diagnose 
and treat a stroke patient during the first 60 
minutes. 

• Help change the health insurance coverage for 
state employees to al_low them to access 
telemedicine services including access to services 
at the workplace. This helps improve productivit~ 
and reduce absenteeism. 

r - - - - - - - - - - -- J 
~ Alaska Native Tribal Health Consortium l.~-- ----------~-- --- .._..__ .. -. ---· -~·~--·· ·--·----·---··--~-- ·- _, __ --~~-------- ·-·---~···~-- ~ ---~-~--





Growth Opportunities & Challenges 
• The ability of health systems, 

specialists and primary care 
doctors to provide care 
wherever their patient is 
located. 
- Currently restricted by 

licensure laws. 

• The growing use of internet­
based services and remote 
medical devices by consumers 
to track their health and seek 
professional help. 
- How does this interconnect 

with their primary care doctor 
and the state's efforts to set up 
a health information network. 

• Integrating telemedicine 
services into the day-to-day 
work flows of the state's 
health providers (e.g. EHR­
based) 

• Using telemedicine to help 
keep down the costs of 
healthcare - especially for 
chronic care patients. 

• Using telemedicine to 
overcome growing shortages 
of physicians and other health 
providers, especially 
specialists. 
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My Statesman from Austin American­
Statesman 

Murphy: Texas lags behind the country 
in telemedicine 
Opinion 
By Kate E. Murphy- Special to the American-Statesman 

0 

Posted: 1:21 p.m. Monday, Feb. 29, 2016 

At a recent House Public Health hearing at the State Capitol, an official with the Texas Health and 
Human Services Commission testified that more Texans on Medicaid are using telemedicine services 
for mental health than anything else. The top billing codes all relate to telepsychiatry. These include 
pharmacological management, psychiatric diagnostic interview and examination, psychotherapy 
with evaluation and management, and psychiatric diagnostic evaluation. 

That's because the Texas Medical Board has not restricted access to behavioral health services 
through telemedicine the same way they've restricted other services. 

It's simply, really. Because people can call a psychiatrist or counselor without establishing a 
relationship in person or interfacing with some other provider, more people are able to take 
advantage of this service. It removes a barrier to access for people without transportation are or 
those who have to travel hundreds of miles to a site where someone can help them make the call to 
the provider- a call they would otherwise be perfectly capable of making on their own. 

Unfortunately, the Texas Board of Examiners of Professional Counselors recently proposed a rule 
which would require licensed counselors who want to provide telehealth sel'\lices to reside in Texas 
and perform an initial face-to-face intake session before telehealth counseling, raising the same 
barrier to behavioral health services that the medical board has raised for general telemedicine 
services. 

Texas is dead last in the nation in access to health care and in expanding the use of innovative 
technology, like telemedicine, to meet that need It's a shame the Lone Star State would hamper 
access to behavioral health services just like it has 'With other telemedicine services. Texas and 
Arkansas are the only states that require an in-person or face-to-face video conference visit with a 
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follow-up visit after using telemedicine, 

The Texas Medical Board's regulations, if allowed to stand, will prevent the rapid expansion of 
telemedicine now underway in the state's private health sector. But you know who has been 
benefitting from telemedicine in Texas for decades? Prisoners. The University of Texas-Medical 
Branch has been providing telemedicine to state prisons improving health outcomes and saving 
taxpayers about $780 million. 

UTMB also provides telemedicine to large companies and community health centers in rural 
communities. Their research shows telemedicine cuts non-emergent ER visits in half- saving even 
more money - and patients love it. 

As this type of research mounts, most states are working to loosen their telemedicine regulations. 
Most recently, Alabama lifted its similarly restrictive telemedicine regulations. In Alaska, 
telemedicine providers don't just have to be licensed in Alaska; they also have to be physically 
present in Alaska to provide services. Lawmakers there are trying to remove the physical location 
requirements for remote medical practice and Internet prescribing. The legislation would also 
remove barriers to telehealth services provided hy licensed providers. Mississippi legislators have 
introduced Bo hills to expand telemedicine. Michigan and South Dakota have also improved their 
physician practice standards and licensure requirements. Likewise, Florida, New Mexico, and 
Missouri are making positive changes. 

Texas is doing the opposite. The medical board argues that their new regulations, approved in April 
of last year, were passed to keep people safe. But if that's true, why have 48 other states decided 
these types of regulations are overkill? And why do the Texas regulations exclude people who are 
most in need of affordable, immediate and remote care? The truth is, these protectionist policies 
undermine Texas' efforts to increase access to medical care through telemedicine at a time when 
Texas desperately needs it. 

The Texas Medical Board, which is facing a federal lawsuit for its draconian telemedicine regulations, 
is just one example of the potential harm these boards can cause. Overbearing licensing boards are a 
national problem. Last year in a North Carolina case - the State Board of Dental Examiners v. F.T.C. 
- the Supreme Court heard case in which a state licensing board was cracking down on teeth­
whitening kiosks for engaging in the unauthorized practice of dentistry. Justice Kennedy's majority 
opinion noted that when you put market participants in charge of regulating their own market, they 
often work to squeeze out competition rather than promote public good, sometimes without even 
realizing they're doing it. The Supreme Court ruled against the state board, which is now subject to 
heightened scrutiny under federal antitrust law, • 

Telemedicine and telepsychiatry could be a huge help to many Texans - if the medical board would 
just get out of the way. 

Murphy is a mental health policy fellow contributing to the Center for Health Care Policy at the 
Texas Public Policy Foundation. 
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This issue brief is Intended to serve as a 
resource for state policymakers and other 
stakeholders as they build new or expand 
existing telehealth and teleconsultation 
programs. It offers strategies to address vari­
ous regulatory and legal structures 
that present barriers to the diffusion of 
telehealth. It also offers strategies that may 
result in increased telehealth adoption 
and shares examples from five leading 
telehealth and teleconsultation programs 
In Alaska, Massachusetts, Mississippi, New 
Mexico, and Washington. 

Introduction 
Individuals with medical and behavioral health comorbidities often 
receive fragmented care, resulting in higher costs and poorer out­
comes.1 States, the federal government, and providers have all 
made significant investments to build and expand evidence-based 
integration models, such as the collaborative care model,2 to 
reduce fragmentation and improve care. However, workforce 
shortages and limited resources may hinder the feasibility of these 
models, particularly In rural areas. Emerging evidence demon­
strates that telehealth services and provider teleconsultation may 
be viable alternatives for individuals that are willing to participate 
and can deliver equal or better care when compared to tradition­
al in-person care for individuals with behavioral health needs.3•45 

While telehealth is often framed as a way to improve access in 
rural settings, patients in urban settings may also benefit 8 

While some individuals may prefer to continue to receive tra· 
ditional in-person care, telehealth and teleconsultation offer 
opportunities for states to increase patient choice and expand 
the scope of services individuals can receive at their usual care 
site-including primary care clinics, mental health centers, and 
correctional facilities. These programs may also build the prima­
ry care systems' capacity to treat mild-to-moderate behavioral 
health conditions. More research is necessary to understand the 
full effect on service utilization and healthcare costs, but early 
findings demonstrate that telehealth and teleconsultation pro­
grams for behavioral health services may reduce state spending 
or produce overall cost savings: 

• Wyoming Medicaid found a 1.82:1 return-on-investment, 
and a 42 percent reduction in the number of children 
aged five or younger using psychotropic medications 
after implementing a psychiatric teleconsultation 
program to support primary care physicians serving 
children with behavioral health needs in the state.7 





C i 
Using technology to connect 
patients and providers is often 
referred to by many names, includ­
ing, but not limited to: telehealth, 
telemedicine, telebehavioral health, 
and telemental health. For the pur­
poses of this issue brief, we use the 
following definitions: 

-Telehealth orTelemedicine: 
A system in which patients 
receive services from provid­
ers In a different location. 

- Telebehavioral health or 
Telepsychiatry: A subset of 
telemedicine that remotely 
connects patients with 
behavioral health providers. 

- Teleconsultation: A system in 
which providers remotely 
consult with other providers 
in a different locatfon. 

Depending on the policies of indi­
vidual states, these programs may 
or may not require a local provider's 
presence or referral for an individ­
ual to receive remote services. It ls 
also important to note that there 
are various modes of telehealth, 
including real-time communication, 
asynchronous store-and-forward, 
remote patient monitoring, and 
mobile health.10 Unless otherwise 
noted, the scope of this paper is 
limited to real-time communica­
tion. 

1e1enearm 10 serve inaivrauars in correcuonai racnmes. 1 ne state 
reported savings of $500 per telehealth encounter ($9 million 
in fiscal year 2011 ), largely due to reduced transportation and 
staffing costs. 8 

• A study of 106 nursing homes residents in New York and 
Vermont found that a combined 278 telepsychiatry encounters 
resulted in estimated savings ranging from $33,739-$67,4n in 
reduced personnel costs and $84,347-$253,040 in avoided 
physician travel.9 

Improving Patient Access Through Telehealth 
When referrals to In-person services are not feasible, remotely connect­
ing patients and providers through telehealth can be an effective way 
to increase the scope of services delivered at an individual's usual care 
site. Alaska and Mississippi are two leaders In this area, having built 
statewide telehealth programs that have expanded patient access to 
services and reduced costs (See Table 1 ). 

lmplementatlon 
While many of the leading telehealth programs across the country are 
payer- or provider-driven initiatives, each state's unique policy environ­
ment has shaped how payers in the state treat telehealth services and 
provider adoption rates.11 There are many important roles for states to 
play In supporting the development of new or enhancement of existing 
telehealth programs. As a purchaser, for example, the state can imple­
ment policies to provide reimbursement for telehealth services on behalf 
of the state employees or Medicaid and Children's Health Insurance 
Program (CHIP) enrollees. As of April 2015, 48 state Medicaid programs 
reimbursed for some level of telemediclne and telebehavioral health 
services.12 

Beyond purchasing power, states can leverage their roles as lawmakers, 
regulators, and conveners to advance telehealth programs while also 
protecting consumers and payers. State officials may find the following 
strategies useful when determining how to leverage remote services to 
increase patient access to care: 

1. Amend regulatory restrictions limiting reimbursement; 
2. Foster or mandate multi-payer support; 
3. Provide education and guidance on pertinent legal 

considerations; and 
4. Leverage federal funds to develop broadband Infrastructure In 

rural areas. 
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Alaska Psychiatric lnstitute's Center for Telehealth at the University 
Telebehavioral Health Center of Mississippi Medical Center 

Program In 2003, Alaska began a telebehav- In 2003, the University of Mississippi Med-
Description ioral health pilot. Today, the Frontline ical Center (UMMC) began their telehealth 

Remote Access Clinic, housed within program for emergency medicine services in 
the Alaska e~biatric lasliluta (API), rural hospitals.14 In 2008, telepsychlatry ser-
provides telebehavloral health services vices were added to the program to serve 
to individuals in approximately 26 mental health clinics and are available on an 
towns and villages across the state- acute or scheduled basis. Today, UMMC's 
only four of which are connected to the Center for Te\ehea\th includes more than 
state's road system.13 30 different specialties and serves patients 

at more than 194 locations across the state 
(including primary care clinics, mental health 
clinics, local health departments, schools, 
and prisons), and is expanding telepsychia-
try services to nursing homes in 2015. 

Funding As the state's psychiatric hospital, API The Center has developed a sustainable 
is funded through legislative appropri- business model with revenue from contracts 
ations. The Frontline Remote Access and Insurance reimbursement for telemed-
Clinic within API bills remote sites at iclne services. Mississippi law requires 
an hourly rate for their services. Grant private and public payers, including Med-
funding also supports APJ's telebehav- icaid, to reimburse for telehealth services. 
ioral health work. Approximately 100,000 telehealth visits 

occur annually. 

Outcomes AP l's telebehavioral health services Telepsychiatry is one of UMMC's most de-
generated over $1 million in avoided manded services and is being delivered to 
hospitalization costs in state fiscal year mental health clinics, group homes, emer-
(SFY) 2015, building on the $600,000 gency departments, primary care clinics and 
in avoided hospital costs In SFY2014. to students In schools and colleges. 
An additional $70,000 in patient travel 
costs was avoided over those years.15 Although outcomes data specific to telepsy-

chiatry are not available, the model has gen-
erated positive outcomes for other services. 
For example, the Center's Tel Emergency 
program reduced rural ED staffing costs 
by 25 percent and reduced unnecessary 
transfers to urban hospitals by 20 percent; 
patient outcomes in rural hospitals are equal 
to those at the academic medical center.16 





Nearly all Medicaid programs reimburse for tele­
medicine and telebehavioral health services. The 
federal Medicaid statute does not define tele­
medicine as a distinct service, 17 and the Centers 
for Medicare & Medicaid Services (CMS) encour­
ages states to "use the flexibility inherent in fed­
eral law to create innovative payment methodol­
ogies for services that Incorporate telemedicine 
technology."18 As a result, states' reimbursement 
policies vary widely as to which services are 
reimbursable, which providers can bill, and what 
types of technology can be used.19 

Common state regulations and reimbursement 
policies include provider eligibility requirements, 
licensure requirements for providers across state 
lines, and in-person evaluation requirements for 
remote services. While these policies may limit 
the development of telehealth programs, they 
have often been put in place by states to address 
potential quality and patient safety concerns. If 
states choose to amend their policies to advance 
telehealth, it will be important to Incorporate con­
sumer protections into these policies. 

Eligible practice settings and 
technologies 
Challenges: Many states place restrictions on 
where patients can be seen In order for provid­
ers to bill for remote services, such as limiting the 
types of providers who may provide remote ser­
vices, limiting the setting in which remote services 
are billable, or establishing minimum mileage re­
quirements between the patient and remote pro­
vider as a condition of payment.20 

Strategies: Many states have telehea!th laws 
that anow reimbursement in non-traditional care 
settings; for example, 16 states allow for remote 
services at schools or school-based health cen­
ters, and 25 states allow patients to receive tele­
health services at home.21 Furthermore, while 
most states have removed mileage requirements 
for reimbursement-Colorado expanded their law 
A~rlia.r thia ua.~r22'-,avl'l,t!il"'\finna n,a·u Miff aP\r..lu 23 1n 

maintained a minimum required distance of 20 
miles when reimbursing other eligible providers.24 

Similarly some states place limitations on which 
technologies can be used for provider-to-patient 
communication (e.g., live communication, asyn­
chronous communication); approximately half of 
states limit reimbursement to real-time communl­
cation.25 

As of April 2015, 48 state Medicaid programs 
reimbursed for some level of telemedlclne and 
telebehaviorlal health services. 
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Practicing telehealth across state lines 
Challenges: When telehealth services are 
provided across state lines, cross-state licen­
sure issues arise. The majority of state medical 
boards require physicians to hold active licenses 
in each state where patients receiving telehealth 
services legally reside,28 although some states 
have exceptions to their licensure laws that allow 
physicians to provide infrequent services either 
directly to patients or in consultation with another 
physician without procuring a license from each 
state.27 

Strategies: In September 2014, the Federa­
tion of State Medical Boards introduced model 
legislation for states interested in adopting the 
Interstate Medical Licensure Compact to reduce 
administrative burden of physicians applying for 
licenses in additional states.28 Under the Com­
pact, each state retains its authority to regulate 
the practice of medicine, and out-of-state physi­
cians are subject to the laws and rules set forth 
by the legislatures and medical boards in the 
state where the patient is located. Within a span 
of a year, 11 states have enacted the Compact 
through legislation;29 although some state med­
ical boards have expressed concems.30 The 
Consortium of Telehealth Resource Centers has 
suggested other potential models to mitigate 
lir.An~11rA h::irriPr~ lnr.l11rlinn Pnrlnr~mPnt 





In-person requirements for remote services 
Challenges-. Some state laws and regulations require an in-person visit before an individual can 
receive services remotely. For example, the Arkansas Medical Board requires an in-person evalua­
tion prior to most remote services,32 and the Texas Board of Medicine requires that patients receive 
an in-person evaluation annually after remote consultations.33 These medical practice standards are 
particularly important for providers using telemedicine to remotely prescribe medlcation, as those are 
subject to various state and federal laws intended to ensure proper prescribing and use. This rs an 
important consideration given the U.S. Government Accountability Office's findings that children in 
Medicaid are already prescribed psychotropic and antipsychotic medications at higher rates than pri­
vately insured children.34 Although federal law provides some exemptions for prescribing controlled 
substances via telemedicine, the interpretation of these exemptions have been left to local Drug En­
forcement Agency (DEA) branches, which has established procedures that require face-to-face office 
visits before providers can prescribe controlled substances in some telemedicine programs.35 

Strategies: Some state legislatures agencies have passed legislation or released administrative guid­
ance clarifying what is and is not acceptable when providing remote services under state law. For ex­
ample, Alaska recently passed legislation stipulating a physician can prescribe, dispense, or administer 
prescriptions for controlled substances without a physical examination as long as: 1) the physician is 
licensed and physically located in the state and 2) the patient has access to follow-up care and agrees 
to have all medical records from remote encounters sent to his or her primary care provider. In ad­
dition to these requirements, a physician must either have a previously established relationship with 
the patient or have another appropriate licensed provider physically present with the patient to aid the 
prescribing physician with an examination and diagnosls.36 Alaska's policy serves as a reminder that 
state officials should carefully consider when it is appropriate to require that a local provider be involved 
in the provislon of remote services. 

2. Foster or Mandate Multi-Payer Support 
In addition to deciding which telehealth services are reimbursable, payers also need to decide how 
much to pay for those services. When determining sustainable payment rates, state policymakers may 
also find that multi-payer participation is an important component of long-term support and sustainabil­
ity for telehealth programs. 

Challenges: Limited access to behavloral health services and workforce shortages affect the entire 
health care system, not just Medicaid. Some commercial health plans may set restrictive telehealth 
policies, limiting providers' ability to meet the needs of commercial populations. 

Strategies: As more payers reimburse for telehealth services, the proportion of a practice's panel 
eligible to receive telehealth services increases. This not only increases patients' access to remote 
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provide coverage for telehealth services to the 
same extent that the services would be covered 
if they were provided in-person.37 The legislation 
received broad support, Including, most notably, 
support from Governor Phil Bryant. 

The University of Mississippi Medical Center's 
Center for Telehealth cites multi-payer telehealth 
payments as a critical aspect of the enduring 
success of its program: furthermore, payment 
parity has allowed the telehealth program to 
be sustainable outside of grant funding. 38 Mis­
sissippi Medicaid has also worked to ensure 
that its payment policies encourage the use of 
telehealth, including new originating site facility 
fees effective July 1, 2015.39 As of July 2015, 28 
other states and the District of Columbia have 
passed parity laws for private insurers.°'° Medi­
care has also covered telehealth services since 
the Balanced Budget Act of 1997, although fed­
eral law limits reimbursement to individuals seen 
in specific rural care settings.41 

3. Provide Education and Guidance 
on Pertinent Legal Considerations 
When providers practice medicine remotely, 
they must meet the same legal standards that 
apply when serving patients in their offices. 
State agencies have an Important role In helping 
providers understand how to meet these legal 
obligations by providing education and policy 
guidance as necessary and appropriate. One 
important area in which states can provide guid­
ance is on privacy laws and data sharing. 

Challenges: Federal privacy laws, including the 
Health Insurance Portability and Accountability 
Act of 1996 (HIPAA), set national privacy and 
security standards for holding and sharing pro­
tected health information. 42 CFR Part 2 extends 
further privacy and security standards to patients' 
behavroral health data for most drug and alcohol 
treatment providers."2 Some states have passed 
more stringent laws regulating protected health 

importance or secure aata excnange to providing 
comprehensive care through telehealth. Tele­
health services can be more effective when the 
remote provider can access and review patients' 
medical records. Regional and state health in­
formation exchanges can be an important tool to 
facilitate behavioral health information exchange 
across treating providers."3 In the absence of a 
robust health information exchange, providers 
have entered Into contractual arrangements to 
facilitate data exchange. For example, when 
providers in Alaska contract with the Frontline 
Remote Access Clinic housed within the Alas-
ka Psychiatric lnstiMe (API) for telebehavioral 
health services, API enters into a business as­
sociate agreement and memorandum of under· 
standing that allows APl's psychiatrists to access 
the other systems' electronic health records.""·45 

4. Leverage Federal Funds to 
Develop Broadband lnfratrsucture 
In Rural Areas 
Access to secure, high-speed Internet service 
is critical to implementing telehealth programs. 
Providers in communities without access to af­
fordable broadband service or computer equip­
ment can leverage federal programs designed to 
promote the use of telemedicine. 

Challenges:. Despite significant investment over 
the past five years,46 some rural and frontier pro· 
viders still lack adequate access to high-speed 
Internet-and those that have access mav find it 





• The Federal Communication Commission's (FCC's) Rural Health Care Program (RHC 
Program) Includes two programs that provide up to $400 million In funding annually: 

o Eligible providers participating in the Healthcare Connect Fund receive a 65 percent 
discount on all eligible expenses, including broadband service and equipment 

o The TeJecommunjcaUons Program subsidizes rural providers service costs, allowing 
rural providers to pay the same rates as urban providers.48 

• The United States Department of Agriculture and Rural Development (USDA) administers 
various pertinent grant and loan guarantee programs: 

o The Distance Leaming and Tete medicine Grant Program provides competitive grants 
between $50,000 and $500,000 with a 15 percent match. The funds can be used to 
acquire necessary equipment and infrastructure as well as technical assistance to 
train staff In using the equipment."9 

o The Community Connect Grant Program provides competitive grants between 
$100,000 and $3,000,000 with a 15 percent match. The funds can be used to build 
infrastructure in areas where broadband service is not available, as well as provide 
broadband service free~of-cost to critical community facilities (including hospitals 
and health care providers) for two years.50 

o The Telecommunications Infrastructure and Farm Bill Broadband Loans & Loan 
Guarantee Program provide funding to construct, improve, or acquire facilities and 
equipment required to bring broadband service to eligible rural areas.5t•52 

Due in part to implementation delays, the FCC only disbursed a total of $327 million in the RCH Pro· 
gram's first 12 years, a combined total less than the program's $400 million annual cap.53 Funding 
requests have risen sharply in recent years (an average of nearly $235 million annually across fiscal 
years 2013 and 2014), but as of September 30, 2015, less than $100 million has been requested for 
fiscal year 2015.5,4 States and local government agencies are eligible applicants for all of the USDA 
grant and loan programs identified above; states may also be in a position to assist providers in par· 
ticipating in these programs if they can cover a portion of the required matching funds or help secure 
foundation or private payer support. 

Increasing Provider Capacity Through Teleconsultation 
Remotely connecting patients to specialty providers can alleviate access issues, but access to spe· 
cialty providers is only half of the equation. By providing distance learning opportunities and supports, 
the primary care system becomes better equipped at managing individuals' behavioral health needs 
and referring out to specialty services as necessary. Two models in particular, the Massachusetts 
Child Psychiatry Access Project (MCPAP) and the University of New Mexico's Project ECHO, have 
gained national momentum over the past few years (See Table 2).55 

lmplementatlon 
Comparatively, teleconsultation programs can be much easier to implement than telehealth pro· 
grams. Many of the legal and regulatory issues discussed in the previous section are not applicable 
provided that the program does not create a new physician.patient relationship under state law (a 
legal standard that varies by state). Furthermore, only four states (Michigan, North Dakota, Penn· 
svfvania. and South Dakot::1\ rfn nnt h::!VA ::ii l::iw nrnvirlinn c,nm.a a.v..., .. .,.; .... "., .,... ~ ....... •=---·- ---··1--





The Massachusetts Child University of New Mexico's Project 
Psychiatry Access Project ECHO 

Program Flrst piloted in 2003, the Massachu- Launched in 2003, Project ECHO is a hub-
Description sens Cbild es~cbiatr¥ Acc;ess EcQject and-spoke model that uses web-based 

(MC PAP) telephonlcally connects pe- video to connect primary care providers with 
diatrlcians across the state with one of specialist mentors. Providers have applied 
six regional behavioral health teams. the model to nearly 40 health conditions, 
The teams consist of a child psych!- including an lategrated Add!ctioa aad Ps¥-
atrist, a social worker, and a care cbiatr¥ UAe) IeleECt:fO Cliaic. Participating 
coordinator; all of whom assist pedia- primary care teams take part in case-based 
trlcians to diagnose, treat, and manage learning that includes a mix of didactic pre-
children with behavioral health needs. sentations and reviewing actual cases using 
The program can provide one-time de-identified information. 
face-to-face consultations with patients 
and facilitates referrals to in-person 
services as necessary and appropri-
ate. 

Funding MCPAP is funded through a Massa- Funded through a mix of federal, state, and 
chusetts Department of Mental Health philanthropic dollars, including consultative 
line item ($3.1 million In FY2015) and, service payments to providers by New Maxi-
beginning in FY2015, commercial co's Medicaid managed care plans. 
health plans pay a surcharge for their 
share of program costs. In July 2015, the GE Foundation awarded 

a $14 million grant to Project ECHO and 
Budget shortfalls required the program the Institute for Healthcare Improvement to 
to scale back in recent years, but it is extend the model to additional community 
currently being expanded through the health centers across the country. 57 

state's State Innovation Model Test 
Award. 

Outcomes In 2012, 92 percent of practices in Although outcomes data specific to the 
the state with more than 2,000 chi!- !AP Tele ECHO Clinic are not available, the 
dren used the service. After using model has generated positive outcomes for 
the service, prescriber-level psychi- other conditions. Participating primary care 
atric care remained with the primary providers were able to manage Hepatitis 
care provider 67 percent of the time. C treatment as effectively as an academic 
A survey of participating providers medical center with fewer reported serious 
found that 64 percent either agreed or adverse events. 59 

strongly agreed that they could "meet 
the needs of children with behavioral When the !AP network was used to recruit 
health problems,n compared to 8 per- participants for buprenorphine training, 
cent before enrollment. 58 more New Mexico physicians from tradition-

ally underserved areas chose to be trained, 
compared with physicians nationwide.60 

Spread Similar programs are underway in Hubs currently operate In 22 states; some 
various stages of Implementation in 30 serve multiple states. 
states and the District of Columbia.6, 





on proVJaers· wmrngness to pamc1pate. Provider 
outreach and engagement activities that make 
the case for participation to both specialty and 
primary care providers may have the greatest 
impact. 

Challenges: Specialists may be resistant to 
sharing their expertise, particularly if it means 
fewer referrals. Primary care providers may also 
be hesitant to work with behavioral health provid· 
ers with whom they do not have an established 
working relationship. 

Strategies: Teleconsultation programs have 
benefitted from identifying and engaging spe­
cialty physicians who will champion the modeJ.62 

Messaging can be critfcaf, and it is important to 
remind stakeholders that the purpose of these 
types of programs is not to supplant specialty 
care, but rather ensure that patients receive 
appropriate care in the appropriate setting. Fa­
cilitating face-to-face introductions between the 
primary care providers and consulting physicians 
may increase the comfort levels of both partici­
panting providers and risk managers, even if it's 
a one-time meeting.63 

2. Sustainability 
The physical infrastructure required for telecon­
sultation programs can cost significantly Jess 
compared to telehealth programs. For example, 
MCPAP requires nothing more than a telephone 
line and telephone. Sustaining teleconsultation 
programs may require significant funding com­
mitments depending on the staffing model and 
whether participating providers are compensated 
for their time, but larger providers hosting or ad­
ministering teleconsuitation programs may be in a 
financial position to bear some of the associated 
costs. 

Challenges: Grant funding and/or annual legisla­
tive appropriations Js sometimes used to provide 
seed funding to launch or maintain teleconsul-

appropnauons creates uncertainty as to whether 
the program will be sustainable. Traditional fee­
for-service billing may not be appropriate for pro­
grams that do not provide direct medical services 
to patients. Even if a direct billing mechanism is 
created, it does not necessarily mean the pro­
gram will be sustainable. In other child psychiatry 
access programs, fee-for-service was not a sus­
tainable payment methodology due to variable 
billing volume and cumbersome billing process­
es. as well as increased legal risk due to the fact 
that the payment created new physician-patient 
re Jatio nsh ips. 64 

Strategies: Teleconsultation programs may be 
more sustainable when paid for using alternative, 
value-based payment models that promote team­
based care and allow flexibility to cover services 
that may be non-billable, including physician con­
sultation and care coordination. Furthermore. like 
other payment and delivery system reforms, sus­
tainability may rest in multi-payer participation. 
This was a particularly Important issue in Mas­
sachusetts, where more than half of the MCPAP 
encounters in FY2014 (58 percent) were for chil­
dren covered by commercial insurance.ss With 
legislative authority granted in the state's FY2015 
budget, the Massachusetts Department of Pub­
lic Health promulgated new regulations ensuring 
commercial plans would proportionally share in 
their cost to the program.68 

Blending Telehealth and 
Teleconsultation 
In addition to the telehearth and telepsychia· 
try services described earlier, the programs in 
Mississippi and Alaska also offer educational 
services that build provider capacity similar to 
Project ECHO. For example, the University of 
Mississippi Medical Center's Distance Leam­
ing Educational Serres for Behavioral Health is 
available to all of the sites for which it provides 
telemedicine and telepsychiatry services.87 





Meaicai venters center for Telehealth and Project ECHO discussed potential benefits of blending 
their programs.68·69 

One Medicaid managed care plan tn Washington found that telepsychiatry was most effective in a 
stepped-care model where primary care providers worked with a behavioral health coordinator and 
consulting psychiatrist before connecting patients with the psychiatrist through telepsychiatry (see 
Table 3); practices using telepsychiatry alone have had a harder time Integrating remote services into 
their workflows.70 As new initiatives are launched, program leaders may wish to explore how tele­
health and teleconsultation services can be combined to achieve program goals. 

Table 3. Washington State's Mental Health Integration Program 

Washington State Mental Health Integration Program (MHIP) 
Program Launched in 2008, Community Health Plan of Washington (CHPW), one of the state's 
Description Medicaid managed care plans, administers the Washington State Mental Health 

Integration Program (MHIP). Building on the Collaborative Care Model,71 behavior-
al health coordinators embedded in over 100 community health centers across the 
state work closely with primary care teams and meet weekly with a remote consulting 
psychiatrist at the University of Washington Medical Center.72 Primary care physicians 
can also consult directly with the psychiatrist as needed. Since launch, CHPW has 
introduced telepsychiatry services into MHIP, allowing patients to remotely meet with 
the consulting physician. 

Funding First supported through legislative appropriations, CHPW provides two payments: one 
to community health centers to hire the behavioral health coordinator: and a second 
to University of Washington Medical Center to pay for a portion the consulting psych!-
atrists' time. A unit-based caseload rate provides the necessary flexibility to cover the 
coordinators' time spent consulting with the primary care providers and psychiatrist, as 
well as entering data into a registry. It also provides flexibility for the psychiatrists, who 
allocate their time between working in the registry and consulting with the coordinator, 
primary care team, and patients. 

A2015 law requires Washington's Medicaid managed care, state employee, and com-
mercial health plans to begin reimbursing for telemedlcine services no later than Jan-
uary 1, 2017.73 CHPWis actively exploring how the new law Impacts their payment 
model for direct telepsychiatry services, but the law does not provide reimbursement 
for remote consultation. 

Outcomes MHIP has decreased specialty referrals and increased primary care providers' abili· 
ty to meet the behavioral health needs of their patients.74 In the first 14 months, the 
program reports that it saved more than $11 miition in avoided hospital costs; the 
program also created positive social outcomes, including fewer arrests and smaller 
increases in homelessness.75 
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technologies that remotely connect patients with providers and their peers are shaping the future of 
the health care system. For example: 

• Payers and providers across the country are beginning to partner with Big White Wall, an 
·anonymous clinically facilitated peer community" that connects individuals with credentialed 
therapists and peer supports online.78 

• In June 2015, former executives from Facebook, Google, and other leading technology 
companies launched Lyra Health, a startup that plans to use web-based screening tools and 
data analytics to identify individuals with unmet behavioral health needs and connect them 
with providers that match their preferences.n 

It remains to be seen how or if states will adopt these or similar Initiatives rn their public insurance 
programs. When deciding which new technologies to implement, states will need to weigh the costs 
of implementation with their fiscal climate and the potential for the technology to create a return on 
investment Once a technology is selected for implementation, states will need to examine whether 
any state-level legal or regulatory barriers will make implementation challenging or restrict its effective­
ness. Flexibility can be important when designing new state laws and regulations affecting telehealth 
policy because it is likely that technologrcal innovations will outpace the laws and regulations. 

Ultimately, it Is in states' best interest to have a process in place to ensure that new technologies are 
cost-effective and safe. States' Medicaid advisory committees and similar oversight and evaluation 
committees are important partners for policymakers when determining which technologles to adopt 
and how to implement and pay for these technologies to ensure appropriate consumer protections, 
limit inappropriate utilization, and manage costs. 

Conclusion 
As the programs discussed in this issue brief show, telehealth and teleconsultation programs have the 
potential to Improve access, increase provider and system capacity, and promote a health care sys­
tem In which appropriate services are provided in the appropriate setting. Mild-to-moderate behavioral 
health conditions are prevalent in primary care, and primary care providers play an important role in 
addressing these conditions while simultaneously managing physical health comorbidities.78 Aspri­
mary care providers' capacity to treat mild-to-moderate conditions increases, specialty providers have 
more time to spend with complex, high-need individuals. 

Additional Resources 
State officials and other stakeholders interested in learning more are encouraged to visit the following 
organizations' websites: 

• American Tefemedicine Association; State Policy Resource Center 
• Center for Connected Health Policy: IeleheaUb Medicaid & State Policy 
• National Conference of State Legislatures: State Coverage for TeJehealth services 
• Health Resources and Services Administration; TeJehealth 
• SAMSHA-HRSA Center for Integrated Health Solutions; TelebehavioraJ Health 
_ ~-----~ ... - .-ll.~ .... 1.-..L--UL. .., __ -· ·- - - ._ 
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MODEL POLICY FOR THE APPROPRIATE USE OF TELEMEDICINE 
TECHNOLOGIES IN THE PRACTICE OF MEDICINE 

Report of the State Medical Boards' Appropriate Regulation of 
Tefemedlc/ne (SMART) Workgroup 

INTRODUCTION 

The Federation of State Medical Boards (FSMB) Chair, Jon V. Thomas, MD, MBA, appointed the State Medi­
cal Boards' Appropriate Regulation of Telemediclne (SMART) Workgroup to review the ·Model Guidelines for 
the Appropriate Use of the Internet In Medical Practice· (HOD 2002)1 and other existing FSMB policies on 
telemediclne and to offer recommendations to state medical and osteopathic boards (hereinafter referred 
to as ·medical boards· and/or "boards") based on a thorough review of recent advances In technology and 
the appropriate balance between enabling access to care while ensuring patient safety. The Workgroup was 
charged with guiding the development of model guidelines for use by state medical boards In evaluating the 
appropriateness of care as related to the use of telemedicine, or the practice of medicine using electronic 
communication, information technology or other means, between a physician In one location and a patient 
in another location with or without an Intervening health care provider. 

This new policy document provides guidance to state medical boards for regulating the use oftelemedicine 
technologies in the practice of medicine and educates licensees as to the appropriate standards of care 
in the delivery of medical services directly to pat1ents2 via telemedicine technologies. It Is the Intent of the 
SMART Work group to offer a model policy for use by state medical boards In order to remove regulatory bar­
riers to widespread appropriate adoption oftelemedicine technologies for delivering care while ensuring the 
public health and safety. 

in developing the guidelines that follow, the Worl<group conducted a comprehensive review oftelemedicfne 
technologies currently in use and proposedjrecommended standards of care, as well as Identified and con­
sidered existing standards of care applicable to tetemedicine developed and Implemented by several state 
medical boards. 

1 Tile po/Icy Ol1 Ille Appropriate Use or Tele medicine Technologies in tile Pnlctfce of Medicine supersedes rile Model GuideHne1 tcx the Approprla re Use of the Internet /II 
Medu:ai P111i:tlce (HOD 20021-





Model Guidelines for state Medical Boards' Appropriate Ree,IatJon of IelemedJcJne 

Section One. Preamble 

The advancements and continued development of med I cal and communications technology have had a profound 
impact on the practice of medicine and offer opportunities for Improving the delivery and accessibilrty of health 
care, particularly In the area of telemedicine, which Is the practice of medicine uslng electronic communication, 
Information technology or other means of Interaction between a licensee in one locatlon and a patient in another 
location with or without an Intervening healthcare provlder.3 However, state medical boards, in fulfiffingtheir duty 
to protect the publfc, face complex regulatory challenges and patient safety concerns In adapting regutatlons 
and standards historically Intended for the in-person provision of medical care to new delivery models Involving 
tetemedicine technologies, including but not limited to: 1) determining when a physician-patient relationship Is 
established; 2) assuring privacy of patient data; 3) guaranteeing proper evaluation and treatment of the patient: 
and 4) limiting the prescribing and dispensing of certain medications. 

The [Name of Board] recognizes that using telemedicine technologies in the delivery of medical services offers 
potential benefits in the provision of medical care. The appropriate application of these technologies can en­
hance medical care by facilitating communication with physicians and their patients or other health care provid­
ers, Including prescribing medication, obtaining laboratory results, scheduling appointments, monitoring chronic 
conditions, providing health care Information, and clarifying medical advice! 

These guidelines should not be construed to alter the scope of practice of any health care provider or authorize 
the delivery of health care services In a setting, or in a manner, not otherwise authorized by law. In fact, these 
guidelines support a consistent standard of care and scope of practice notwithstanding the dellverytool or busi­
ness method in enabling Physician-to-Patient communications. For clarity, a physician using telemedicine tech­
nologies In the provision of medical services to a patient (whether existing or new) must take appropriate steps 
to establish the physician-patient relationship and conduct all appropriate evaluations and history of the patient 
consistent with traditional standards of care for the particular patient presentation. fts such, some situations 
and patient presentations are appropriate for the utilizatlon of telemedlclne technologies as a component of, or 
in lieu of, in-person provision of medical care, while others are noL5 

The Board has developed these guidelines to educate licensees as to the appropriate use of telemedicine tech­
nologies In the practice of medicine. The [Name of Board] ls committed to assuring patient access to the conve­
nience and benefits afforded bytelemedicine technologies, while promoting the responsible practice of medicine 
by physicians. 

It is the expectation of the Board that physicians who provide medical care, electronically or otherwise, maintain 
the highest degree of professlonalism and should: 

• Place the welfare of patients first; 
• Maintain acceptable and appropriate standards of practice; 

3 See Center lbr Telel'le11/!l'I ana eHesl!l'I Law (CtelJ. http;//ctel o,V (last ~ls/led Dec. 17, 2013J. 





• Adhere to recognized ethical codes governing the medical profession; 

• Properly supervise non-physician clinicians; and 

• Protect patient confidentiality. 

Section Two. Establishing the Physician-Patient Relationship 

The health and well-being of patients depends upon a collaborative effort between the physician and patient11 

The relationship between the physician and patient is complex and is based on the mutual understanding of the 

shared responsibility for the patient's health care. Although the Board recognizes that It may be difficult in some 

circumstances to precisely define the beginning of the physician-patient relationship, particularly when the physi­

cian and patient are In separate locations, it tends to begin when an Individual with a health-related matter seeks 

assistance from a physician who may provide assistance. However, the relationship Is clearly established when 

the physician agrees to undertake diagnosis and treatment of the patient, and the patient agrees to be treated, 

whether or not there has been an encounter In person between the physician {or other appropriately supervised 

health care practitioner) and patient 

The physician-patient relationship Is fundamental to the provision of acceptable medical care. ft ls the expecta­

tion of the Board that physicians recognize the obligations, responsibfllties, and patient rights associated with 

estabfishlng and maintaining a physician-patient relationshlp. A physician Is discouraged from rendering medi­

cal advice and/or care using telemedicine technologies without (1) fully verifying and authenticating the location 

and, to the extent possible, identifying the requesting patient; (2) dlscfosfng and validating the provider's Identity 

and applicable credential(s); and (3) obtaining appropriate consents from requesting patients after disclosures 

regarding the delivery models and treatment methods or limitations, including any special Informed consents 

regarding the use of telemedlcine technologies. An appropriate physician-patient relationship has not been es­

tablished when the identity of the physician may be unknown to the patient. Where appropriate, a patient must 

be able to select an Identified physician for telemed1cine services and not be assigned to a physician at random. 

Section Three. Definitions 

For the purpose of these guidelines, the following definitions apply: 

MTelemedicine· means the practice of medicine using electronic communications, information technology or 

other means between a ilcensee in one location, and a patient in another location with or without an intervening 

healthcare provider. Generally, telemedlclne ls not an audio-only, telephone conversation, e-mail/lnstant mes­

saging conversation, or fax. It typically involves the application of secure videoconferencing or store and forward 

technology to provide or support healthcare delivery by replicating the Interaction of a traditional, encounter rn 

person between a provider and a patient. 7 

·relemedicine Technologies· means technologies and devices enabling secure electronic communications and 

information exchange between a licensee In one location and a patient in another location with or without an 

intervening healthcare provider. 

11 Amencan Medical AssoclatlDn, CouncR on Ethical and Judfclal Affairs, Fundalllffltlll Elements of fllfl Pa ttent~lcllln Retat/onsfllp (1990). aw'"ablfl 111 l'lttp;/fwww am• 
assn orvreso11rce!{C1ocfroc1e-med{(;llklth/cv100111 f)df. 





Section Four. Guldellnes for the Appropriate Use of Telemedlclne Technologies In Medical Practice 

The [Name of Board] has adopted the following guidelines for physicians utilizing telemedlcine technologies In 

the deflvery of patient care, regardless of an existing physician-patient relationship prior to an encounter: 

Ucensure: 
A physician must be licensed, or under the jurisdiction, of the medical board of the state where the patient rs 

located. The practice of medlclne occurs where the patient ls located at the time telemedlclne technologies are 

used. Physfcfans who treat or prescribe through online services sites are practicing medicine and must possess 

appropriate licensure In alljurisdlctions where patients receive care.' 

Establishment of a Physician-Patient Retationshlp: 
Where an existing physician-patient relationship is not present, a physician must take appropriate steps to es­

tablish a phys1c1an-patient relationship consistent with the guidelines ldentified In Section Two, and, while each 

circumstance ls unique, such physician-patient relationships may be established using telemedicine technolo­

gies provided the standard of care ls met. 

Evaluation and Treatment of the P8tient: 
A documented medical evaluation and collection of relevant clinical history commensurate with the presentation 

of the patient to establish diagnoses and Identify underlying conditions and/or contra-Indications to the treat­

ment recommended/provided must be obtained prior to provlding treatment. Including issuing prescriptions, 

electronically or otherwise. Treatment and consultation recommendations made in an online setting. including 

Issuing a prescription via electronic means, wlll be held to the same standards of appropriate practice as those In 

traditional (encounter in person) settings. Treatment, rncludlng Issuing a prescription based solely on an online 

questionnaire, does not constitute an acceptable standard of care. 

Informed Consent: 
Evidence documenting appropriate patient informed consent for the use of telemediclne technologies must be 

obtained and maintained. Appropriate lnformed consent should, as a baseline, include the following terms: 

• ldent1ficat1on of the patient, the physician and the physician's credentials: 

• Types oftransm1ss1ons permitted using telemedicine technologies (e.g. prescription refills, appointment 

scheduling. patient education, etc.); 

• The patient agrees that the physician determines whether or not the condition being diagnosed and/or 

treated Is appropriate for a telemediclne encounter, 

• Details on security measures taken with the use oftelemed1cine technologies, such as encrypting data, 

password protected screen savers and data files, or ut1l121ng other reliable authentication techniques, 

as well as potential risks to privacy notwithstanding such measures; 

• Hold harmless clause for information lost due to technical failures; and 

• Requirement for express patient consent to forward patient-identifiable information to a third party. 

1 Fe~erttrJOl'l of State Medical Boards, A Model Act ID Refulere the Practice of MedlcJflfJ Across Stare Unes (Aprll 1996). ewinttble et http;//www.fsmb.ort/r,dr/lS96~rpol­
teri,mNlc1r111 pdf. 





Cootinu1ty of Care: 
Patients should be able to seek, with relative ease, follow-up care or Information from the physician [or phy­
sician's designee] who conducts an encounter using telemediclne technologies. Physicians solely providing 
services using telemed1clne technologies with no existing physlcian-patlent relationship prior to the encounter 
must make documentation of the encounter usingtelemedlcine technologies easily available to the patient, and 
subject to the patient's consent, any identrlied care provider of the patient immediately after the encounter. 

Referrals for Emergency services: 
An emergency plan is required and must be provided by the physfcla n to the patient when the care provided us­
ing telemedlcine technologies Indicates that a referral to an acute care facility or ER for treatment Is necessary 
for the safety of the patient The emergency plan should Include a formal, written protocol appropriate to the 
services being rendered via telemedicine technologies. 

Medical Records: 
The medical record should include, if applicable, copies of an patient-related electronic communications, Includ­
ing patient-physrclan communication, prescriptions, laboratory and test results, evaluations and consultations, 
records of past care, and Instructions obtained or produced In connection with the utilization of telemedicine 
technologies. Informed consents obtained in connection with an encounter Involving telemedlclne technologies 
should also be filed in the medical record. The patient record established during the use ofteiemedicine technol­
ogies must be accessible and documented for both the physician and the patient, consistent with all established 
laws and regulations governing patient healthcare records. 

Privacy and Security of Patient Records & Exchange of lotocmatlon: 
Physicians should meet or exceed applicable federal and state legal requirements of medical/health informa­
tion privacy, lncludlng compliance with the Health Insurance Portabllrty and Accountabilrty Act (HIPM) and state 
privacy, confidentiality, security, and medical retention rules. Physicians are referred to "Standards for Privacy 
of Individually Identifiable Health Information: issued by the Department of Health and Human Services (HHS).' 
Guidance documents are available on the HHS Office for Civil Rights Web site at: www.hhs.gov/ocr/hipaa. 

Written pollcies and procedures should be maintained at the same standard as traditional face-to-face encoun­
ters for documentation, maintenance, and transmission of the records of the encounter using telemedlclne 
technologies. Such policies and procedures should address (1) privacy, (2) health-care personnel (fn addition to 
the physician addressee) who wlll process messages, (3) hours of operation, (4) types of transactions that will be 
permitted electronically, (5) required patient Information to be Included In the communication, such as patient 
name, identification number and type of transaction, (6) archival and retrieval, and (7) quality oversight mecha­
nisms. Policies and procedures should be periodically evaluated for currency and be maintained ln an accessible 
and readily available manner for review. 

Sufficient privacy and security measures must be 1n place and documented to assure confidentlality and Integ­
rity of patient-identifiable information. Transmissions, including patient e-mail, prescnptions, and laboratory 

t 45 C.F.R. § 160. 164 (2000). 





results must be secure within existing technology (I.e. password protected, encrypted electronic prescriptions, or 

other reliable authentication techniques). All patient-physician e-mail, as well as other patient-related electronic 

communications, should be stored and filed ln the patient's medical record, consistent with traditional record­

keeping pol1c1es and procedures. 

Disclosures and Functjonahty on Online Services Makrng Available Telemedicioe Technolo~ies: 
Online services used by physicians providing medical services using telemed1cine technologies should clearly 

disclose: 

• Specific services provided; 

• Contact lnformatlon for physician: 

• Licensure and qualifications of physician(s) and associated physicians; 

• Fees for services and how payment ls to be made; 

• Financial interests, other than fees charged, In any information, products, or services provided by a 

physician; 

• Appropriate uses and limitations of the site, Including emergency health situations; 

• Uses and response times for e-mails, electronic messages and other communications transmitted via 

teiemedicine technologies; 

• To whom patient health information may be disclosed and for what purpose; 

• Rights of patients with respect to patient health information; and 

• Information collected and any passive tracking mechanisms utilized. 

Online services used by physicians providing medical services using telemedicine technologies should provide 

patients a clear mechanism to: 

• Access, supplement and amend patient-provided personal health Information; 

• Provide feedback regarding the site and the quality of information and services; and 

• Register complaints, including Information regarding filing a complaint with the applicable state medical 

and osteopathic board(s). 

Online services must have accurate and transparent Information about the website owner/operator, location, 

and contact information, including a domain name that accurately reflects the identity. 

Advertising or promotion of goods or products from which the physician receives direct remuneration, benefits, or 

Incentives (other than the fees for the medical care services) is prohibited. Notwithstanding, online services may 

provide links to general health Information sites to enhance patient education; however, the physician should 

not benefit financially from providing such links or from the services or products marketed by such links. When 

providing links to other sites, physicians should be aware of the implied endorsement of the Information, services 

or products offered from such sites. The maintenance of preferred relationships with any pharmacy is prohibited. 

Phys1c1ans shall not transmit prescriptions to a specific pharmacy, or recommend a pharmacy, In exchange for 

any type of consideration or benefit form that pharmacy. 





Prescnbtn~ 
Telemedicine technologies, where prescribing may be contemplated, must Implement measures to uphold pa­
tient safety In the absence oftraditlonal physical examination. Such measures should guarantee that the Iden­
tity of the patient and provider is clearly established and that detafled documentation for the clinlcal evaluatlon 
and resulting prescription is both enforced and Independently kept Measures to assure informed, accurate, and 
error prevention prescribing practices (e.g. Integration with e-Prescrlptlon systems) are encouraged. To further 
assure patient safety In the absence of physical examination, telemedlclne technologies should limit medrcatJon 
formularies to ones that are deemed safe by [Name of Board]. 

Prescribing medications, In-person or via telemedlcine, rs at the professional discretion of the physician. The 
Indication, appropriateness, and safety considerations for each telemediclne visit prescription must be evaluated 
by the physician In accordance with current standards of practice and consequently carry the same professional 
accountabillty as prescriptions delivered during an encounter In person. However, where such measures are 
upheld, and the appropriate clinlcal consideration Is carried out and documented, physicians may exercise their 
Judgment and prescribe medications as part of telemediclne encounters. 

Section Five. Parity of Professional and Ethlcal Standards 
Physicians are encouraged to comply with natronally recognized health online service standards and codes of 
ethics, such as those promulgated by the American Medical Association, American Osteopathic Association, 
Health Ethics Initiative 2000, Health on the Net and the American Accreditation HealthCare Commission (URAC). 
There should be parity of ethical and professional standards applied to all aspects of a physician's practice. 
A physician's professional discretion as to the diagnoses, scope of care, or treatment should not be limited or 
influenced by norrclinical considerations oftelemedlcine technologies, and physician remuneration or treatment 
recommendations should not be materially based on the delivery of patient-desired outcomes (Le. a prescription 
or referral) or the utJllzatlon of telemediclne technologies. 
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Professional licensure portability and practice standards for providers using telemedicine are 
some of the biggest challenges for health care providers considering telemedicine adoption. 
Providers often encounter a patchwork of conflicting and disparate requirements for insurance 
claims and practice standards that prohibit them from fully taking advantage of telemedicine. 

The American Telemedicine Association (A TA) has captured the complex policy landscape of 
50 states with 50 different telemedicine policies. and translated this information into an easy to 
use format. This report extracts and compares physician practice standards for telemedicine for 
every state in the U.S. ultimately assigning a grade which indicates existing policy barriers that 
inhibit the use of telemedicine that would enable patient and provider choice to quality health 
care services. 

Our analysis indicates that decades of evidence-based research highlighting positive patient 
compliance, clinical outcomes and increasing telemedicine utilization have been met with a mix 
of strides and stagnation in state-based policy. Since the initial release of our September 2014 
report. there has not been much variance in the composite grades given to the states. When 
comparing the numerous state laws and differing medical board standards regarding 
telemedicine. twenty-two states averaged the highest "composite grade" suggesting a supportive 
policy landscape that accommodates telemedicine adoption and usage. Twenty-six states and 
D.C. fall in the middle with room for improvement. Two states averaged the lowest composite 
score suggesting many barriers for telemedicine advancement (Figure 1 and Table 1). 
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acknowledged for its potential to ameliorate health care workforce issues by 

creating efficiencies and extending the reach of existing providers. With the 

potential to overcome access barriers, telehealth is also viewed as a means 

to reduce health disparities for aging and underserved populations, as well 

as reduce costs and burdens for patients. 

Telehealth is a tool that capitalizes on technol­

ogy to remotely provide health services. The 

federal Health Resources and Services Admi~ 

istration (HRSA) defines telehealth as "the use 

of electronic infomiation and telecommunica­

tions technologies to support and promote long­

distance clinical health care, pabent and profes­

sional health-related education, public health, 

and health administration.• It encompasses 

health-related services, Including patient edu­

cation, provider consultation and training, and 

remote care and home monitonng. 

The adoption and expansion of telehealth 

across the nation poses various challenges, 

some of Which present policy quesbons for state 

readers. This report focuses on the following 

three primary policy issues related to telehealth. 

• Coverage and Reimbursement Differ­

ences In payment and coverage for tele­

health services in the public and private 

sector, as wen as different policies across 

states, remain a barrier for widespread tele­

health use. States have enacted various 

policies related to Medicaid, and in many 

cases, pnvate payers. State policy typically 

detemiines What constitutes telehealth; the 

types of technologies, services and pro­

viders that are eligible for reimbursement; 

Where telehealth is covered and how; and 

other guidelines. 

• Llcensure: VVith technology's ability to 

span state borders, provider llcensure 

portability is a key issue that states are 

examining to expand access and improve 
efficiencv in thA Rlfi!'thnn wnrkfnl'r'A Pnti-

state lines through various mechanisms, 

including reciprocity with other states and 

interstate compacts. 

• Safety and Security: Ensuring safe tele­

health encounters for patients, as well as 

privacy and data security, has become an 

increastngly important issue as telehealth 

has grown. Some states are ensuring pa­

bent safety by defining which services are 

appropriate to be delivered remotely, ere. 
ating guidelines for establishing a patient­

provider relationship and mandating certain 

infomied consent requirements. 

Policymakers are working to craft frameworks 

that capitalize on the benefits oftelehealth, While 

maintaining an appropriate revel of oversight to 

safeguard state investments and ensure effec­

tive health care delivery and health outcomes. 

Legislators can ask questions to ream more 

about benefits. opportunibes and challenges re­
lated to telehealth in their states. Leaders can 

guide pohcy dlscussions that center on telehealth 

as a way to extend existing health care services. 

In considering te!ehealth pohcies, legislators 

may want to convene a variety of stakeholders 

from an sectors and perspectives. Policymakers 

modifying or creating policies may consider the 

!ever of oversight needed to ensure that servic­

es are effective fn temis of costs and outcomes, 

and balance those needs with potential uni~ 

tended consequences or future hurdles as tele­

health continues to develop. Reimbursement. 

licensure and patient safety-along with new 





D Examine existing pollcles related 
to telehealth reimbursement and 
coverage In your state. Ask questions 
such as: Which providers can be 
reimbursed? For which services and 
telehealth modalities? Where must 
a provider or patient be located to 
ensure payment or coverage? What 
other policies affect coverage and 
reimbursement? 

D Consider existing definitions of 
telehealth, and to what extent they 
may enable or constrain telehealth. 
Explore other states' definitions; 
weigh benefits and obstacles to pro. 
moting consistent language across 
states to help standardize telehealth. 

D Look at Medicaid and state em­
ployee reimbursement pollcles 
and, if appropriate, consider expand­
ing covered services. 

D Evaluate the benefits of telehealth 
expansion within the context of other 
state needs. Consult with stakehold­
ers and/or consider studying the 
potential Initial costs associated with 
increased service utilization versus 
other state budget needs and the 
potential to save money in the future. 

D Work with private carriers to deter­
mine if private payer requirements 
would help promote telehealth in your 
state. If so, consider the level and 
requirements of parity. 

responsible for creating adequate 
networks) and consumers. Consider 
language in legislation to help provide 
appropriate guidance to boards. 

D Look at current workforce or ac­
cess gaps and consider ways to 
facilitate coverage through telehealth. 
Assess opportunities for allowing 
providers to practice across state 
lines, Including reciprocity or joining 
interslate compacts. 

D Assess the role of llcensure in 
existing or new payment and delivery 
refonns. If applicable to your state, 
examine ways to streamline licensure. 

D When creating legislation, con­
sider language that includes or can 
apply to all provider types, including 
those who may provide telehealth 
services in the future. 

D Study existing statutes to see 
whether and where clarity might be 
needed to help guide safe telehealth 
policies and practices. For example, 
look at definitions of patient-provider 
relationships or examinations, and 
consult with stakeholders about 
changes or considerations. 

D In rooking at existing or new leglsla­
tion, balance the constraints being 
placed on telehealth with the need to 
safeguard patient safety and security. 

D Examine how data are collected on 
D Consider the role for legislation health care services delivered by tel~ 

related to licensure and workforce health. Data collection that includes a 
issues in telehealth. Consult with telehealth-specific identifier for billing 
stakeholders, including provider helps in evaluating programs and in 

.__ ________ hnAnl~--'whft.._._ ___ ~,,_,.._,,..,_....,.aha ____________ ~ 
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by nearty an states and even by 

different entities within the federal 

government The federal Health Re­

sources and Services Administration 

(HRSA) defines telehealth as "the 

use of electronic information and 

telecommunications technologies to 

support and promote long-distance 

clinical health care, patient and pro­

fessional health-related education, 

public health, and health administra­

tion. "1 Tetemedieine typically refers 

to clinical services, whereas tele­

health encompasses health-related 

services more broadly, including 

tation and training, and remote care 

or home monitoring. However, tele­

health and telemedieine are often 

used interchangeably. 

24-56.4: •'Telemedieine' means 

the practice, by a duly licensed 

physician or other health care 

provider acting within the scope 

of such provider's practice, of 

health care delivery, diag~ 

sis, consultation, treatment. 

Definitions of telehealth affect 

the services covered and reim­

bursed in each state. Some states 

limit telehealth definitions to certain 

types of technologies, whfle others 

anow more nexibifrty through broad 

definitions. In addition, most states 

exclude-or do not specify inclusion 

of-email, telephone and fax in their 

definitions of telehealth. 

or transfer of medical data by 

means of audio, video, or data 

communications which are 

used during a medical visit with 

a patient or which are used to 

transfer medical data obtained 

during a medical visit with a 

patient. Standard telephone, 

-------------= 

OVERVIEW 

Telehealth offers one potential strategy to help 

achieve the triple aim of better health care, 

improved health outcomes and lower costs. 

States spend a significant portion of their dol­

lars on health care, and despite a recent slow­

down, new projections estimate that health care 

spending in the United States will Increase by 

an average of 5.8 percent per year from 2014 
to 2024.2 While examining cost drivers, state 

leaders are looking to leverage resources in a 
cost effective manner that improves health for 
the population. 

Telehealth is a tooHr mean~f delivering 

care that capitalizes on technology to remotely 

provide health care and other health services. It 

brings the services directly to the patient, chang­
ing the way patients and their families can Inter­

act wrth providers and the health care system. 

With this mechanism for care delivery on the 

rise, many advocates and experts believe tele­

health will continue to grow and gain accep-

to grow from 250,000 patients in 2013 to 3 2 
million patients in 2018.1 This trend is playing 
out in state legislatures, as more than 200 tele­

health-related bills were Introduced in 42 states 

in 2015.' State leaders are grappling with how 

to leverage the potential of telehealth while also 

ensuring appropriate use, health outcomes and 

safety. This report descnbes some of the trends 
and issues in state telehealth policies, and key 
considerations for lawmakers. 

The roots of telehealth have been linked to in­

novative ideas from the late 1800s and early 

1900s, as evidenced in an 1879 Lancet article 
that cited using the telephone to reduce un­

needed office visits.1 Over the past few de­

cades, te!ehealth has been largely viewed as 

a means to reach rural communities, which 

typically face additional barriers to accessing 

care, such as fewer providers and greater travel 
distances. However, telehealth is increasingly 
being viewed more broadly as a way to reach 

multiple populations in different settings and to 

address various health care issues. 
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unsecured email, or a combina­

tion thereof do not constitute 

telemedicine services.• 

• Minnesota Statute§ 62A671: 

•'Telemedicine' means the de­

livery of health care services or 

consultations while the patient 

is at an originating site and the 

ncensed health care provider is 

at a distant site. A communica­

tion between licensed health 

care providers that consists 

solely of a telephone conver­

sation, email , or facsimile 

tute telemedicine consultations 

or services. A communication 

between a licensed hea Ith care 

provider and a patient that 

consists solely of an email or 

facsimile transmission does not 

consbMe telemedicine consul­

tations or services. Telemedi­

cine may be provided by means 

of real-time two-way, interactive 

audio and visual communica­

tions, including the application 

of sea.ire video conferencing or 

store-and-forward technology to 

provide or support health care 

sessment, diagnosis, consulta­
tion, treatment, education, and 

care management of a patient's 
health care.• 

• Nevada AB 292 (2015): 
"'Telehealth' means the defrvery 
of services from a provider of 

health ca re to a patient at a dif­
ferent location through the use 
of information and audio-visual 

communication technology, not 
including standard telephone, 
facsimile or electronic mall.• 

Sources. Center for Conneded Health Policy; 
NCSL 

tential to ameliorate health care workforce 
shortages and maldistributions. Though It does 
not increase the size of the proVlder workforce, 
it: can help better distribute proVlders by creating 

efficiencies and extending the reach of existing 
providers. VVith its potential to overcome work­
force and access barriers, telehealth is also 
viewed as a means to reduce health disparities 
for aging and underserved populations, as well 

as reduce costs and burdens for patients as­
sociated with lost work time, transportation and 
child care. 

Telehealth can increase health care access in 
other ways, including, for example, the ability 
to access care outside typical provider office 
hours or in different settings such as homes, 

long-term care facilities, schools, workplaces or 
pnsons By improving access to lower-cost pri­
mary and necessary specialty care, telehealth 
could provide timely, accessible care in lower­

cost envrronments and help reduce expensive 
emergency room (ER) visits. For older people, 

telehealth may assist family caregivers, support 
Al'lina in nl~r.A ~ntf r.:,,i,.,.,.. ;,..,tit, ,ti,,,., .. 1 ....... .11.....i 

certain telehealth modalities may be especfally 
helpful in managing chronic conditions at home, 
thereby reducing ER and hospital readmissions. 

The possibility to improve health,' along wrth 

consumer demand for convenience, is also a 

driving factor for many health leaders and pro­
viders to invest In telehealth programs. For ex­
ample, 74 percent of consumers reported that 
they were likely to use onhne services.7 

EFFECTIVENESS AND VALUE 

Telehealth can help achieve the goals of the 
triple aim-improving care, bettering health and 
lowering costs-by improving access to ap. 
propriate, lower-cost services, such as timely 
pnmary or specialty care, or through lower­

cost settings, including clinics, homes or work­
places. For example, It is viewed as a beneficial 
tool to support patients and family caregivers in 
home health care for older Americans, who are 
a growing population and account for about 75 

percent of health care costs. The Centers for 
•• _..... ___ __,_ l.1-..1 ... -1...11 r,.._..._.,,1 ___ I.M"'l.aft ... __ ..._ __ 





-
' I 

~ 

'l 
I 

l ·-·, 

I 

-
fu}HLtl = Jt.".~!!fti ~.11.1 efeht(fJ._it_ u_ Loi~~\ 
Four modes, or modalities, are typically included in the definition of telehealth. The first three are most often seen in 
states' policies, whereas mobile health is less common in policies, but is a rapidly growing field. 

• Real-time or Uva Video: Real-time or synchronous 
audio and video communication between a patient (and/or 
family member} and provider, e.g .• visiting with a specialty 
care provider in real time over video. 

• Store and Forward: Transmission of data. images, 
sound or video from one care site to another, e.g., tele­
radiology or teledermatology, where images are sent to 
specialists for evaluation. 

• Remote Patient Monitoring: Services in which a pa­
tient's vital signs and other data are collected at home or 
outside a clinic and transferred to a provider for monitor­
ing and response, if needed; e.g., at-home monitoring of 
patients with diabetes or blood glucose levels and other 
vital signs. 

• mHealth (mobile health): Health education, informa­
tion or pubfic health services provided by a mobile device; 
e.g., health education applications (apps) on cen phones, 
wearable devices or reminders to take medications. This 

Te1ehealth is often associated with increasing access to 
primary care services. 

However, it includes, but is not fimited to, numerous other 
applications such as: 

• Acute care, such as trauma, telestroke and tele-1CU 
programs 

• Chronic care management 

• Behavioral health care, such as telepsychiatry 

• Long--term services and supports 

• Home health care 

• Dental care 

• Specialty medical services, such as dermatology and 
radiology 

For more information on specific uses oftelehealth, 
please see resources such as the American Telemedicine 
Association's case studies. 
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comparable-or no difference in-patient care 

and outcomes compared to traditional care de­

livery. The American Telemedicine Associabon, 

a telehealth advocacy organization, suggests 

that much of the research has found care pro­

vided through telehealth to be comparable to in­

person care without differences in the ab1hty to 

obtain necessary infonnation, make a diagnosis 

or develop a treatment plan.• A recent review of 

93 randomized control trials-the gold standard 

of research-found similar or better outcomes 

through telehealth alone or telehealth with usu­

al care, as compared to usual care alone, for 

patients with a variety of health issues.10 The 

findings were primarily related to pabents with 

heart failure and diabetes, but some evidence 

supports comparable outcomes in areas such 

as mental health and dennatology. 

In tenns of clinical outcomes and cost effective­

ness, many note that more research is needed. 

The reV1ew of randomized control trials conclud­

ed that effectiveness of telehealth may depend 

on different factors, including patient population 

(e.g., disease or condition), how teleheafth Is 

used (e.g., clinical visit, remote monitoring), and 

the health care providers or systems involved 

in delivering telehealth. The review noted that 

limrted data were available on patient and pro­

vider satisfaction, as wen as costs. Similarly, a 

stakeholder group convened by the Center for 

Connected Health Polley concluded that "larg­

er, longer, more rigorously designed controlled 

studies· were needed to better evaluate tele­

health. 11 

Many of the peer-reviewed, rigorous studies of 

telehealth cost effectiveness are only recently 

emerging, 12 and there are mulbple challenges 

associated with measunng and making gen­

eralized conclusions about cost effectiveness. 

The studies in this field are each limited to dif­

ferent telehealth modalities, settings, diseases 

or conditions, or pabent groups.11 This makes it 
d1ffir.11ft tn malcA a hmarl c.t .. tAmAr,t ahn, rt ....... t 

Researchers, states and other groups are trying 

to measure the effects of telehealth on costs. 

For example, among 12 peer-reviewed stud­

ies pubhshed since 2007, most of the research 

found cost savings or no difference in telehealth 

compared to traditional care delivery (see box 

on page 10 for examples).11 In addition, in a 

report required by legislation, Maryland's De­

partment of Health and Hygiene found that 

Medicaid expenditures using a "hub and spoke" 

telemed1cine model could increase costs for the 

state between $500,000 and $700,000 through 

increased service use. The report also suggest­

ed the projected increases were relatively small 

and would likely be offset by the reductions in 

ER visits and transportation costs. In a differ­

ent context, an analysis of various private payer 

data found cost savings of approximately $126 

for each commercial telehealth visit, compared 

to in-person acute care. 11 It also esbmated that 

Medicare could save around $45 per teleheafth 

visit 

Data on outcomes and cost effectiveness are 

vital to policymakers seeking to invest state re­
sources wisely and will continue to be important 

moving forward. State leaders can support col­

lecting and measuring data on telehealth ser­
vices to help strengthen the evidence base. Rel­

evant data may include service, cost and health 

fnfonnatlon found in claims data, phannacy re­
cords and patient medical records. Even data 

from remote patient monitoring or wearable 

electronics (such as acbvity trackers) may 

provide valuable infonnabon. Data analytics, 

including a comprehensive strategy for correct­

ing and using data among multiple health care 

stakeholders, is increasingly important to under­

stand cost drivers and manage the population's 

health. State refonns, including alternative pay­

ment and delivery models, will also likely have 

implications for the use, outcomes and costs 

associated with telehealth. Policymakers may 

wish to consider the roles of telehealth, along 





Some newer studies related to cost effectiveness in telehealth 

have found comparable costs or cost savings compared to tradi­

tional care deDvery. 

A study of a pnvate nursing home chain that switched from on-call 

physicians to 1elemedicine physician coverage during off.hours 

looked at hospitalizations and the level to which nursing homes 

were engaged in 1elehealth service-.11 Among other things, the 

researchers found that facilities that used telehealth to a greater 

extent rearized a significant decline in hospitalizations. They found 

the average savings to Medicare would be $151,000 per nursing 

home per year for the more engaged facilities. The authors also 

acknowledge that Medicare better incenbvizes reducing hospital­

izations, while nursing homes may have a financial disincentive 

to invest In telehealth to prevent hospitalizations for long.tenn 

Medicaid patients. This is because, Instead of Medicaid payments, 

the facility wlD often receive a higher skilled--nursing benefit from 

Medicare when patients return post.ttospitalizatton. 

An analysis of a Veterans Health Administration chronic disease 

management program that included care coordination With home 

telehealth monitoring devices to help veterans age in place and 

prevent nursing home admissions found positive results.'8 The 

findings induded that the care coordination home telehea1th 

group, in comparison to the usual care group, had sigmficantty 

lower health care costs and smaller inaeases in Medicare costs. 

The group also had a greater inaease In phannacy costs attnb­

uted to better medication management and adherence. These 
findings built on a 2008 study, which found a 25 percent reduction 

in numbers of ·bed days; a 19 percent reduction in hospital ad­

missions, and a cost of $1,600 per patient per year, substantially 

less than other non-institutional care programs and nursing home 

care." 

An evaluation of the Hospital at Home model to serve aging 

Medicaid and Medicare patients with chronic diseases also found 

benefits fa the telehealth group. 20 The Hospital at Home group 

had a 1elehealth unit In the home and a remo1e telehealth nurse 

to monitor conditions, as well as more extensive services such as 

physician and nurse visits. The study found 19 percent cost sav­

ings, similar outcomes and higher patient satisfaction In Hospital 

at Home, compared to similar Inpatients. 

present policy questions for state leaders. For 

example, lack of broadband and cellular connec­

tivity, and availability and affordabrhty of devices 

for consumers and providers can hinder tele­

health. The telehealth field is changing rapidly, 

and in some cases, technology may be getting 

ahead of policy. Policymakers are working to craft 

frameworks that capitalize on the advancements 

and potential for telehealth, while maintaining an 

appropriate level of oversight to safeguard state 

investments and ensure effective health care de­

livery and their constituents' health outcomes. 

This report focuses on the following three primary 

policy issues related to telehealth often cited by 

advocates, providers and lawmakers. 

• Coverage and Reimbursement Drfferenc­

es in payment and coverage for telehealth 

services in the public and private sector, as 

well as different policies across states, re­
main a barrier fa widespread telehealth use. 

• Ucensure: Wrth technology's ability to span 

state borders, provider licensure portability 

is a key issue that states are examining to 

expand access and improve efficiency in the 

existing workforce 

• Safety and Security: Ensuring safe tele­

health encounters for patients, as well as 

privacy and data secunty, has become an in­

creasingly important issue as telehealth has 

grown. 

COVERAGE AND 
REIMBURSEMENf 

Coverage and payment are important pieces for 

all parties involved In telehealth. Health care pro, 

fessionals may be concerned about adequate 

payment for providing services remotely, and lack 

of payment could affect their abihty to lnvest in 

telehealth technologies. :t1 Similarly, differences 
·- ---- --· ·--- ...... __... .... __ .i __ ..___ ~~•...._- • 





bursement pohcies for Medicaid programs and, 

in some cases, for private carriers. 

Medicare 

Medicare, the federal Insurance program for 

people age 65 and older and younger people 

with disabilities or certain conditions, began 

covering telehealth on a limited basis in 1997. 22 

Though Medicare is a federal program, it affects 

what states can do for vulnerable populations, 

including those dually eligible under Medicare 

and Medicaid. Over time, the program has ex­

panded its scope in tenns of telehealth, but 

many limitations remain in place. 

Medicare specifies reimbursement only for cer­

tain telehealth modahties, seMces and locations, 

rndud1ng geography. It lrmits coverage to five-vid+ 

eo (real-time audio and video technology) tele­

health for office visits, office psychiatry services 

and provider consultabons.:n Store and forward 

methods are only covered in Alaska and Hawaii, 

the two exceptions to the live vrdeo policy, and 

remote patient monitoring is not covered at an. 

Reimbursement for telehealth under Medicare 

is also dependent on the location of the benefi­

ciary, or patient. receMng the services. The site 

of the patient-also known as the onginating 

srte-- must be a rural location, which is defined 

as a Health Professional Shortage Area (HPSA) 

or in a county that is outside of a Metropolitan 

Statistical Area (MSA).24 In addition, while the 

provider can be remote, the originating srte must 

be a medical facility, which includes certain set­

tings such as hospitals, provider offices, cnbcal 

access hospitals, rural health clinics, federally 

qualified health centers, skilled nursing facilities 

and communrty mental health centers.25 This 

restriction excludes setbngs such as patients' 

homes. 

States have the ability, through the Affordable 

Care Act (ACA), to use telehealth in integral-

(CMS) Capitated Financial Alignment Model for 

Medicare-Medrca1d Enroilees.21 And under CMS 

approval, Virginia has waived some of the Medi­

care baniers to teiehealth. For example, Virginia 

allows plans to use and reimburse for teleheaith 

in rural and urban setbngs, including store and 

forward and remote pabent monrtoring services. 

At least two pending congressional bills would af­

fect teiehealth practices for Medicare. The Medi­

care Teiehealth Panty Ad (HR 2948}, one of sev­

eral proposed federal preces of legislation, would 

expand telehealth under the Medicare program. 

Among other things, it would amend the defini­

tion of an originating srte and drrec:t the Govem­

ment Accountabilrty Office to study the effective­

ness and savings of certain telehealth seMces. 

The Telehealth Enhancement Act (HR 2066} also 

seeks to expand telehealth under Medicare, in­

cluding by expandrng origrnating sites and autho­

rizing accountable care organizabons to indude 

telehealth and remote patient monitoring as 
supplemental health care benefits, as wen as in 

a national pilot on payment bundlrng. Both bills 

were introduced in 2015 and remain under con­

sideration at time of publication. 

Many state polrcymakers and telehealth stake­

holders vrew the Medicare policies as burden­

some baniers to telehealth growth. Because of 

the restrictrons, many states are now leading 

the way with innovative policies for programs 

that fall under their purview. 

Medicaid 

States have significant control and flexibility in 

their Medicaid programs, unlike in Medicare, in­

duding the abilrty to decide Medicaid coverage 

and reimbursement for telehealth. According to 

CMS, "states are encouraged to use the flexib1irty 

inherent in federal law to create innovative pay­

ment methodologies for services that incorporate 

telemedicine technology."21 State policy typically 

detennines what constrtutes telehealth: the types 
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vioes-which aHow users to connect 
to the Internet at high speeds-are 

important when a>nsidering how 

patients can access the growing 

availability of telehealth services. 

Smartphone use among Americans 

is at about two-thirds and around 

smartphones or broadband does 

not nec:essanly guarantee access to 
services because of speed or data 

limitations. 

access to broadband services for 

health care providers, particularfy 

in rural areas, and encourages the 

formation of state and regional bro» 

band networks. This may be one 

avenue for states and providers to 
leverage in order to expand provider 

connectrvrty. The Federal Commir 

nications Canmission created a 

National Broadband Plan, which also 

cited the need to expand broadband 

to enable health-related technologies, 

induding in rural areas. 

70 percent have broadband access 

at home. Yet there are cfisparities. 

lhe broadband numbers dip when 

looking at older adults and those 

with lower education levels, limited 

lrn:omes, chronic health conditions or 

disabilrties, or who live In rural areas. 

And some-around 20 percent In 

Providers, especially rural or S1T1affer 

dinics or practices. may also face 

challenges in connectMty. This is par. 

tirularfy Important for those who want 

or need to connect to larger or other 
health care systems. Nearly all states 
have enacted legislation to support 

broadband in some way, including 

promotion, coordination or fund-

ing. The federal government is also 

ill\'0Ned in expanding broadband. 
Soon:es. P- Research Center'• Internet 
Project; NCSL 

eligible for reimbursement; where telehealth is 

covered and how; and other guidelines. 

Based on analysis from the Center for Con,. 

nected Health Policy, the American Telemedi. 

cine Association and NCS L research, telehealth 

covel'9;;l'e and reimbursement In state Medicaid 

programs vary considerably·21 

Almost all states ( 49) and the Distnct of Co. 

lumbia have some coverage for telehealth. 

• Nearty all reimburse for live video telehealth. 

• Nine states-Alaska, Arizona, Cahfomia, 

Ulmo1s, Minnesota, Mississippi, New Mexi. 

co, Oklahoma and Virginia-reimburse for 

store and forward services. 

At least 17 states have some reimburse. 

ment for remote patient monitoring (RPM) 

in Medicaid: Alabama, Alaska, Colorado, IJ.. 

Unois, Indiana, Kansas, Louisiana, Maine, 

Massachusetts, Minnesota, Mississippi, 

New York, South Carolina, Texas, Utah, 

Vermont and \Nashington, plus Pennsylva-
_, ___ ..,.. C!-... ...... n.-l.....,_ ....... _ -:.-..a...~-- .a-.. 

• Most states specifically exdude.-or do not 

specify indusion of-email, phone and fax 

in their definitions of telehealth services 

that can be reimbursed. 

Within these reimbursement structures, there 

are many nuances among states. For all mo. 

dahtres, states may restnd the types of services 

and specialties, the types of providers and the 

location of the patient in order to be eligible for 

reimbursement29 For example, 48 states have 

some coverage for mental or behavioral health 

services provided VJa live video, whereas eight 

states reimburse for telehealth under their home 

health services.311 In addition, 19 states allow 

fewer than nine provider types to receive reim­

bursement for telehealth (induding four states 

that allow reimbursement only for physicians), 

while 15 states and the District of Columbia do 

not specify the type of provider. 31 

Though some states created geographic limits 

similar to Medicare, requiring that patients be 

located in rural settings, the trend increasingly 

ls for states to remove these restrictions: The 
--1-...:.t.. .. _,. -a.-.a...-.- .... _ -.-..t. .-...-_.... .. I...-... ..... ---· 





and Missouri removed their geographic restric­

tions in recent years. and Colorado (HB 1029) 

removed its requirement during the 2015 legis­
labve session. 

States may also require other conditions for Med­

icaid reimbursementfortelehealth. They include, 
for example, the type of site that can be an origi­

nating site (where the patient is located) or distant 

srte (where the provider is located), and whether 

another provider must be present with the pa­

tient as a "telepresenter.9 Currently, states are 

relatively splrt in regard to these requirements. 

Twenty-four states and the District of Columbia 

do not speafy a patient setting or patient loca­

tion as a condition of payment 32 Half of an states 

allow a patient's home to serve as an originating 

srte, and 16 recognize schools or school-based 

health centers.~ And 28 states and DC. do not 

require a telepresenter during the telehealth en­

counter or on the premises during the service.34 

As states continue to transform the ways they 

dehver and pay for care, telehealth is one tool 

that may be deployed wrth1n state reforms. For 

example, 24 states allow telehealth services 

spects, a!temative models such as Managed 

Care Organizations (MCOs) and Account­

able Care Organizations (ACOs) that typically 
have caprtated payments (e g., per member, 

per month) or global payments for patient care 

have greater ab1lrty to cover telehealth. These 

approaches often emphasize care coordina­
tion, and the payment models share risk while 

providing incentives for poslbve outcomes and 

value of care over volume of services. These 

models may offer more flexib1hty and incentive 

to offer services via telehealth. In fact, some ar­

gue that the fee-for service model is a barrier 

to telehealth.38 The global payment structure in 

MCOs and ACOs may allow hosprtals, clinics 

and other providers the ab1!rty to invest some 

resources In telehealth. and realize the benefits 

and cost savings in the future 37 

States can expenment with some of these a!ter­

nabve approaches through Medicaid state plan 

amendments, waivers and grants. Alabama, 

Iowa, Maine, New York, Ohio and VVest Virginia 

have used state plan amendments that include 

telehealth in their health home proposals. Kan-
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D Medicaid only 

• Medicaid and private payel"!I 

• None 

D No Information 

used waivers to cover remote patient monitor­

ing for long-term care services." In addition, 

components of Vermont and Oregon's State 

Innovation Model (SIM) grants from the Center 

for Medicare and Medicaid Innovation (CMMI) 

included telehealth pilots. Massachusetts uses 

SIM funds to support behavioral health integra­

tion fn pnmary care, including through telehealth. 

Hawaii also received support from CMMI for its 

State Innovation plan, which Included expand­

ing te1ehealth services, and Arkansas similarly 

included telehealth as a toof to increase avail­

ability and access to services As lawmakers ex­

amine telehea!th, they may consider it within the 

context and goals of any of these experiments, 

or Within other state delivery or payment system 

reforms. Telehealth policies around reimburse­

ment in particular may need to be examined or 

developed to promote reform goals-aligned 

with the triple aim-of containing costs and/or 

better coon:tinating care to improve health. 

Private Payers and State Employees 

1,1...,_,. .........__ ._ ___ ..,. _ _.._ ... --n-i..-.-. _ .. .-.11,_....1 .a.__ 

Note· Nol aQ pnvate payer 
laws require COYerage of 
teleheal1h 

So\m:es Amencan 
Telemed1cine Assoaation: 
Cen!Br for Connected 
Health Polq; NCSL 

bursement of telehealth in on:ter to facilitate wid­

er access and adoption. State laws governing 

private payers vary: Some stipulate certain cri­

teria if payers choose to cover telehea!th; some 

require coverage of telehealth for certain servic­

es, certain populations or all beneficianes; and 

others require certain payment for te!ehealth. 

In states that mandate reimbursement. some 

require that reimbursement is •equivalent to· or 

at the same rate as in-person services. Others-­

such as Colorado, Missoun and Virginia-require 

payment ·on the same basis; as in-person ser­

vices, which some argue may better take into 

account cost differences that could be act11eved 

through telehealth, such as rower facility and 

administrative fees. Currently, 32 states and 

the Distrid of Columbia have te1ehealth panty 

laws, some of which wifl go into effect in 2016 
or 2017.u Full panty-which exists in at least 23 

states and the District of Columbia, accon:ting to 

the American Telemedicine Association-is con­

sidered when both coverage and reimbursement 

are comparable to in-person services.411 Many 

states with panty laws stipulate that telehealth 





in order to increase access to health care and specialty services throughout the state, particularly for 

rural Mississippians. The Center for Telehealth at the University of Mississippi Medical Center uses 

telehealth video technology to provide remote medical care--including more than 30 different special­

ties-as well as health education and public health services to 200 clinical sites in three-quarters of 

Mississippr"s counties. The center has served more than 500,000 rural residents. It keeps patients 

in their home communities and helps improve rural facilities' workforce and bottom line. In addition, 

projections of savings for Medicaid trom the use of UMMC's remote monitoring program for dlronic 

disease management is estimated to be in excess of $189 million per year. Mississipprs program can 

serve as a model for other states and rural hospitals with specialty care shortages.. 

SOurce: The Cen\111" flll' Telehealth at lhe UnlYeni!y ot Mississippi Medlclll Center 
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Regardless of parity laws, some private insur­

ers choose to covertelehealth services for all or 

a select segment of their members. For exam­

ple, through Live Health Online, Anthem offers 

online live video telehealth visits with providers 

as a covered benefit for members in most of 

their commercial markets. These services are 

also available for a fee to non-members. 

All states provide health Insurance coverage for 

their employees. V\lhile there fs significant varia­

tion between individual states, states collectively 

paid about $25 billion in 2013 to insuretheirem­

ployees.41 State employee health coverage is a 

significant portion of state health spending, sec­

ond only to Medicaid.u Twenty-four states allow 

some type of coverage for telehealth in state 

employee plans, with 21 extending the coverage 

through their panty laws."' 

For states considenng health care reforms, in­

cluding telehealth implementation, employee 

plans can provide a model for other employ­

ers44 or serve as a demonstrabon for poten­

tial new policies and services. North Dakota, 

for example, recently enacted legislation {HB 

Coverage and Reimbursement Policy Checklist 

Examine existing policies related to telehealth reimt,ur.;e.. 

ment and coverage in your state. Ask questions such as: 
Wiidl providers can be relmbur.;ed? ForWhidl services 

and telehealth modahties? \\lhere must a provider or 

patient be located to ensure payment or coverage? Wiat 

other policies affect OJ\t'erage and reimbursement? 

• Consider existing definrtions of telehealth, and to What ex­

tent they may enable or constrain telehealth. Explore other 

states' definitions; weigh benefits and obstades to promot­

ing consistent language across states to help standardize 

telehealth. 

• Look at Medicaid and state employee reimburaement 
policies and, if appropnate, consider expanchng covered 

services. 

• Evaluate the benefits of telehealth expansion Within the 

context of other state needs. Consult With stakeholders 

and/or consider studying the potential inrbal costs associ­
ated with increased service utilizatbn versus other state 
budget needs and the potential to save money in the 

future. 

VIA::,rk With private carriers to determine if coverage require­

ments would help promote growth of tetehealth in your 
state. If so, consider the level and requirements of parity. 





vraer netwon<s Deyond its borders through tele­

health or other means. Licensing policies can 

also help address existing wor1cforce shortages 

and the greater provider workloads resulting 

from more insured patients through the ACA 

Licensure is the responsibilrty of each state, 

which determines the qualifications to be licensed 

providers within its borders and the services and 

circumstances for health care practice. Through 

licensing, states have the authonty to protect 

pabents located in their borders and hold health 

care providers accountable to their practice, pa­

bent safety and liabilrty laws. Telehealth can be 

delivered under current state hcensure laws. ~ 

censure 1s based on the location of the pabent­

providers abide by laws and requirements in the 

state where the patient rec:eives services-which 

poses challenges for providers and states seek­

ing to expand access across state lines, particu­

larly through telehealth. 

Ucenslng Options 

Most providers are licensed 1n the state in which 

they practice health care, and providers wish. 

ing to practice in other states can apply for full 

licenses in those states. Credentialing, which is 

discussed on page 19, is another issue in tele­

health related to licensure. 

In order to provide services via telehealth 

across state lines, some states grant temporary 

licenses, teleheaJth.specific licenses or have 

reciproc,ty wrth neighboring states. 'Nyom1ng, 

for example, offers a temporary, expedited li­

cense for telehealth for physicians and physi­

cian assistants. Nine states-Alabama, Lou~ 

siana, New Mexico, Nevada, Ohio, Oklahoma, 

Oregon, Tennessee and Texas-have special 

licenses related to telehealth.4$ These allow 

physicians to provide services remotely across 

state lines, and typically include certain terms, 

such as agreeing not to set up a physical office 

in the state. Other vehicles for out-of-state prac-
..,_ .AA..-...-'- ·--..I·------- 1'-~• _._ 

state license. Endorsement as in Connecticut, 

simply allows an out-of-state physician to obtain 

an in-state license based on his or her home­

state standards.441 

Interstate compacts are another avenue for 

cross.state licensing that may promote and ex­

pand telehealth. Compacts are formed when a 

certain number of states enact the same legisla­

tion, wrth specific language that must be adopt­

ed. Joining a compact is voluntary on the part of 

the provider in compact states. States maintain 

their authority to monrtor and discipline provid­

ers in their states, and both the home and other 

compact states have jurisdiction to do so over 

the health care professionals providing care 

within their borders. Compacts have the ab1lrty 

to expand provider networks, facilitate expedit­

ed help from out-of-state providers in the wake 

of disasters, and allow states to share informa­

tion about bad actors. On the other hand, some 

parties may resist compacts for fear of losing 
authonty, and others are concerned about costs 

for the state or providers related to implement­

ing compacts. 

Licensure compacts have been created for pro­

viders such as physicians, nurses and advanced 

practice registered nurses. The Federation of 

State Medical Boards' (FSMB) Interstate Medi­

cal Ucensure Compact for physicians was first 

introduced in 2015. This compact creates an 

expedited process for eligible physicians to ap­

ply for licensure in compact states. It is intended 

to allow for a less onerous and time-consuming 

process for physicians seeking hcenses in mul­

tiple states. Though the compact enables full 

licensure not specific to telehealth, one of the 

goals was to increase access to care through 

telehealth. Eleven states (Alabama, Idaho, Il­

linois, Iowa, Minnesota, Montana, Nevada, 

South Dakota, Utah, West Virginia and 'Nyo­

ming) passed the medical licensure compact 

language in 2015, all by large margins fn their 

legislatures-more than the minimum number 
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Two representatives from each state that approves 

the compact sit on the Interstate Commission, which 

will provide the administration and oversight. includ­
ing developing and enforcing rules.•7 The commi~ 

s1on met for the first time in October 2015. 

Other providers also have Interstate compacts, which 

allow practice-lncluding te!ehealth- across state 

borders. The Nurse licensure Compact preceded 

FSMB's physician compact; rt has been in existence 

for about 15 years with 25 states participating. The 

Nurse Compact creates a multi-state license simi-­

lar to a driver's license, where the license is recog­
nized in the home state and other compact member 

states." This is different from the medical licensure 

compact that has an expedited approval process 

but still requires physicians to obtain licenses from 

each state where they practice. The model language 

for this compact was recently revised, and begin­

ning in 2016, existing states and those wishing to 

join will need to pass the new language. Many of the 

modifications to the language were made based on 

feed back from states. The compact will go into effect 

after 26 states join or by Dec. 31, 2018, whichever 

occurs first Similar to the Nurse Ucensure Compact, 
-- ...... ___ ....... _--i __ --~!-&.--~ .... -- -
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In some cases, providers can consult with each other 

across state lines without running into llcensure issues. 

ProJect ECHO (Extension for Community Healthcare 

Outcomes) is an example of a provider consultation 

model using telehealth. The project began in New Mexico 

as a way to build capacity among primary care providers 

based in rural, underserved areas. Through weekly 

teleECHO (telemedicine) dinics, primary care clinicians 

receive support and advice from a specialty care team. 

In addition to building primary care providers' knowledge 

and efficacy In certain diseases, the model reduces the 

Isolation of rural providera, increases their satisfaction, 

expands patient access, and has been shown to achieve 

care comparable to that derivered In a specialty c!lnlc. 

There are now 39 ECHO hubs operating in 22 states. For 

example, during the 2015 legislative session, Missouri 

appropriated funds to support ECHO clinics. 





chologists and physical therapists. 

Federal Efforts 

Two pieces of legislation that would affect 

licensure In Medicare and the Veterans Ad­

ministration (VA) have also been introduced 

in Congress. These acts would supersede 

state requirements around hcensure, laws and 

regulations, and essentially create one license 

(similar to the driver's lfcense model) in the 

Medicare and VA programs. The TELE-MED 

Act (TELEmedicine for MED1care Act of 2015; 

SB 1ns and HB 3081) would allow some 

Medicare providers to offer telehealth ser­

vices to other Medicare beneficianes across 

state lines. The jurisdiction would lie with the 

licensing or authorizing state. The Veterans 

E-Health & Telemedicine Support Ad of 2015 

would allow a health care professional autho­

nzed to provide care through the Department 

of Veterans Affa 1rs and licensed in any state to 

provide services via telehealth, regardless of 

where the provider or patient is located. 

Related Issues 

Outside the hcensure realm, several other issues 

may be of interest to legislators Some of these 

issues may be contentious and, according to an 

Institute of Medicine (ICM) report, "practice stan­

dards, scopes of practice and other regulatory is­
sues are increasingly polanzmg stakeholders."~' 

In many cases, state lawmakers may wish to stay 

informed about these issues, and in a handful of 

cases, states are taking action in these areas. 

• Uablllty: Most providers may be covered for 

telehealth under existing liability coverage; 

however, much of this area is stll! unsettled 

and could be a barrier to telehealth. In fact, 
some of the unresolved issues (described 

later) invoMng patient-provider relationships, 

informed consent and practice standards re-

can have habilrty imphcations. State policies 

on liabihty also differ and can create issues 

around interstate practice. Legal issues re­

lated to liability also include policy coverage 

for care via telehealth and for patients In other 

states; applicable state and federal pnvacy 

and security laws; and record retention poli­

cies. Lawmakers may want to be aware of 

existing legal considerations and differences 

in the application ofte!ehealth, as well as new 

riabilrty considerations that may arise. 

• Scope of Practice: Scope of practice de­

scribes what a health professional can and 

cannot do to or for a patient A professlonal's 

scope of practice is often based on the edu­

cation, training and experience typical for that 

profession. Scope of practice is defined by 

state professional regulatory boards, often 

with guidance from state legislatures, and 
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of practice; telehealth can be practiced with a 

state's existing scope of practice for an pro­

vider types. Providers may need to be aware 

of applicable standards of care and laws on 

supervision and collaboration through tele­

health. VVhile separate from hcensure, some 

states may need to took at scope of practice 

for some disciplines as they address out-of­

state providers, wor1dorce shortages (espe­

cially behavioral health) and interstate com­

pacts because of d1fferen ces in state laws. 

• Credentialing and Privileging: Credential­

ing and privileging are undertaken by health 

care facilities to venfy providers' proficiency 

and expertise through data collection.51 This 

can be an issue in telehealth when a p!"OVlder 

needs credentialing and privileging at each 

health care facility at which he or she is treat­

ing patients via telehealth. Facllibes in some 

cases can allow credenbaling and privileging 
hv nm,ru rcluinn nn thA ..i.,.,..;o.inr,o. nf Iha nlhDr 

Consult with stakeholders, including provider 

boards, providers, payers (who are responsi­

ble for creating adequate networ1(s) and con­

sumers. Consider language in legislation to 

help provide appropriate guidance to boards. 

• Look at current woMorce or access gaps and 

consider ways to facilitate coverage through 

telehealth Assess opportunities for allowing 

providers to practice across state lines, includ­

ing reciprocity or joining interstate compacts. 

Assess the role of licensure in existing or new 

payment and delivery reforms. If applicable to 

your state, examine ways to streamline licen­

sure. 

VVhen creabng leg1slabon, consider language 

that includes or can apply to all provider types, 

including those who may provide telehealth 

services in the future. 

facility This issue Is often being handled by 

facilrties themselves, but some states have 

gotten involved to help facilitate telehealth. 

Oregon, for example, enacted legislation in 

2013 requiring the Oregon Health Authority 

to adopt uniform documentation requirements 

for credentialing providers using telehealth. 

• Provider Training and Education: Many as­

sert that to improve telehealth adoption and 

use, students and providers in health care 

professions need to be trained in telehealth 

modalrties. VVhile te!ehealth training may oc­

a.ir in pockets, some stakeholders argue that 

it is not keeping up with the pace of telehealth. 

Incorporating training into education could 

help more students leave with the knowledge 

and skills to worl< effectively With pabents re­
motely. Providers already delivering care may 

also need support to understand and imple­

ment new technologies. State policymakers 

may want to consider ways to encourage 

state-sponsored education that includes tele­
hA~lth nr Rit~m inA mRdl~niRm~ tn ~1 mnnrt nn-





may ensure or improve patient safety by provid­

ing high-quality care that is more timely, acces­

sible or appropriate. Remote patient monitoring, 

for instance, may be especially beneficial for se­

niors by keeping them safe and healthy in their 

homes. l.Jve video counseling with a provider, 

or even an avatar {an image that represents 

another person}, can help some patients with 

mental health disorders feel more comfortable. 

New technologies can also improve care, as in 

new pill bottles, for example, that can help re­

mind patients about taking medication and allow 

providers to monitor adherence from a distance. 

With excitement about the potential for tele­

health has also come concerns for ensunng 

that services provided remotely are as safe and 

comprehensive as in-person care. Some argue 

that this concern needs to be addressed Without 

holding telehealth to a stncter standard than tra. 
drtional health care delivery. Many policymakers 

are balancing the rapid acceleration of technol-­
ogy and telehea!th and ltS potential benefits with 

the responsibility to ensure safe, quality care for 

their constrtuents. 

The standard of care-what another s1milarty 

trained and equipped provider would do in a simi­

lar situation-applies to health care providers re­

gardless of the means of service delivery. There­

fore, the standard of care and best practices for 

each health care profession should similarty gov. 

em safety in telehealth. In other words, because 

teiehealth is simply a modalrty of delivering care, 

the standard of care for each type of service still 

applies. Some assert there is little or no need for 

other additional safeguards because the star,. 

dard of care, as well as best practices and mal-­

practice contingencies, will rein in any outliers in 

telehealth. As it is further employed, the standard 

of care of telehealth is nkely to evolve. 

Best practices and pracbce guidelines are also, 

according to the ICM, the "key to the future of 
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Association {ATA) and the Federation of State 

Medical Board~ave also put forward best 

practice guidertnes for safe use of telehealth. For 

example, the AMA developed model state legis­

lation, which pl'OVldes guidance on establishing a 

provider-patient relationship. The ATA has a set 

of practice guidelines that cover different health 

care services in telehealth. FSMB's guidelines 

provide guidance for state medical boards. 

Some states are also getting invorved in ensur­

ing patient safety by defining which services are 

appropriate to be delivered through telehealth 

{as descnbed In the reimbursement section), 

creating guidelines establishing a patient.pro­

vider relationship, and mandating certain in-­

formed consent requirements. 

Patient.Provider Relatfonshlps 
and Prescribing 

ln telehealth, as with other modes of care, pa. 
tients should trust that providers will offer neces­

sary information for patients to make decisions 

about care. They should also expect competent 

care, assurance of privacy and confidentialrty, 

and continurty of care. Providers' ethical respor,.. 

sibitities remain the same with telehealth, but 

differences in possible patient-provider interac­

tions in telehealth have brought accountabil-­

ity and the patient-provider relationship to the 

forefront in discussions about telehealth safety. 
Some states are examining specific guidelines 

for those relationships. In many cases, these re­

quirements seek to ensure that proVlders have 

adequate information about a patient prior to 

treatment As an avenue for seMce delivery, 

telehealth ideally would be integrated Into reg. 

uiar, coordinated care and services. However, 
there is some concern about fragmented care 

from different providers or duplication of ser­

vices. With that is concern that certain providers 

could deliver care without the proper medical 

history or information, which could endanger 
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Kaiser Permanente Northem 

California implemented new 

technology and telehealth tools in 

2008, Including Internet and video 

communication. Kaiser offered 

secure email services and phone 

appointments with providers, bo1h 

ofwhich ware rated highly by 

patients-more than 80 percent of 

members In surveys reported that 

the communication with providers 

using these technologies was very 

good or excellent at meeting their 

needs. Kaiser also used video 

visits for some services, including 

after-hours medical care. Providers 

could refer patients to in-person 
emergency care as needed, but 

largely these visits helped avoid 

more costly ER v,sltS. Physicians 
also reported that the online tools 

helped them provide better care. 

From 2008 to 2013, the number of 

virtual visits grew by more than 6 

million. 

SOurr:e: R. Peart, •Kaiser P~ N~ 
llffl Callromlll: CurTent Elcperlencel \Mth 
lntamet, Mobile, And Video Techndogies," 
He.lt!IAffalrl 33, no. 2(2014): 251-257. 
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unease about creating higher standards for tele­

health that can inhibit access to care. 

At the crux of the patient safety issue are ques­

tions about whether and how a patient-provider 

relationship can be established via telehealth. 

The majority of states allow a patient-provider re­
lationship to be established via telehealth. Some 

states have laws requiring an inltlal "face-to-face" 

visit or an exam: however staMes are not always 

clear whether "face-to-face" means in-person or 

enacted legislation in 2015 (SB 133) that des­

ignates specific requirements for determining a 

professional relationship, such as conducting a 

prior in-person exam or "personally [knowingT 

the patient• Alabama, Georgia and Texas also 

require an in--person follow-up after a telehealth 

visit 53 Many stakeholders are wary of requinng 

in-person visits because of the additional burden 

placed on the patient to seek in-person care, 

which could help recreate some of the barriers 

telehealth seeks to remove. 

The patient-provider relationship also comes into 

play in prescnbing medication. Federal law-the 

Ryan Haight Act-governs controlled substance 

prescnbing via telehealth. State laws also gov­

em a provider's authority to presaibe, lnclucl!ng 

provider board rules and regulations that set the 

standard of care for prescnbing. State pharmacy 

practice acts also regulate the standard of care 

for pharmacists. The accepted standard of care 

is for a provider to condud a medical exam prior 
to prescnbing a me<fication. 5'I As with telehealth in 

general, some states allow the exam through tele­

health. However, almost au states specifically do 

not allow an onl1ne quesbonna1re alone to count 

as an exam, because It relies solely on patients to 

provide their medical history and other applicable 

information for a provider, which 1s not keeping 

wrth the standard of care.55 For example, Idaho's 

2015 legislation (H B 189) that defined profession­

al relationships induded a dause that treatment 

based solely on an onflne questionnaire does not 

constitute an acceptable standard of care. Most 

stakeholders agree that if providers can prescnbe 

and dispense medications via traditional means, 

they should be able to do so via telehealth as well, 

pf"OVlded they can estabflsh a relationship and 

gather the necessary information. 

Informed Consent 

Informed consent is a process by which a pa­

tient is made aware of any benefits and risks 





and coordinated with primary care and other providers. On the other hand, as with services like urgent care, there are some 

concerns about patients accessing services and/or prescriptions online without their primary care providers' knowledge, 

which could have implications for the patients' usual care. In either instance, questions remain about whether the responsi­

bility to share data among multiple providers rests with the provider or patient 

Connecticut (SB 467) passed legislation in 2015, for example, requiring providers to ask patients to consent to disclose 

records from the telehealth Interactions wrth their primary care provider, and if consent is granted, to do so in a timely man­

ner. Alternatively, Anthem's Live Health Online offers the patient a record from the visit that he or she can give to his or her 

primary provider. Other data challenges Include creating policies around data storage and retention, ensuring that data are 

Interoperable between platforms and providers, and managing large volumes of data created from modalities like remote 

patient monitoring and wearable devices. 

associated with a particular service or treat­

ment. as wen as any alternative courses of ac,. 

tion. Many consider this type of knowledge to 

be good practice regardless of the service deliv­

ery mechanism. Informed consent also relates 

to providers' liability and legal exposure. In the 

case of telehealth, it may be particularly benefi­

cial for patients to know the potential risks and 

understand that a condition or treatment may 

require a provider to defer to in-person servic­

es. In tenns of infonned consent. some states 

are creating policies specifically related to tele­

health. 

Currently, 29 states have some type of infonned 

consent policies.11 This requirement may apply 

to different a renas-e g., all providers or just the 

Medicaid program, or even specific services, 

depending on the origination (staMe, adminis­

trative code, Medicaid policy) and intent of the 

polfcy. 57 States that require infonned consent 

also vary in whether they require written or ver­

bal consent Less than 10 states require some 

type of written consent 51 

lnfonned consent also provides patients the op­

tion to decline a service or treatment In Colora­

do, for example, the law requires providers using 
fAIP-hP.::ifth tn nivA n::itiAnfJI ::i wnttAn jttmAfTIAnt nf 

infonned consent that includes their right to re­

fuse services delivered by telehealth at any time 

without losing or withdrawing treatment 

Related Issues 

Telehealth considerations often bring related ls­

sues such as fraud, abuse, data security and 

the federal Health Insurance Portability and 

Accountability Act (HIPAA) to the discussion. 

Some argue that privacy and secunty must be 

addressed to advance te!ehealth and ensure 

providers' and patients' trust in te!ehealth.~1 

Fraud and abuse of services delivered through 

te!ehealth can be monitored in the same ways 

as other health care services The risk of pro­
vider abuse or fraud in telehealth may not nec­

essarily be higher than any other mechanism of 

care. One provider who bills for a disproportion­

ate amount of telehealth services may warrant 

an audit, for instance. just as it would be justi­

fied for a provider with outlying data in any ser­

vice proV1ded through traditional care. Including 

a unique identifier in the data can help stratify 

telehealth so it can be monitored separately. As 

telehealth expands, the imphcations of various 

federal and state fraud and abuse taws could 
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vacy, confidentiality and data secunty need to be 

protected at all stages of a tel ehea Ith encounter, 

as it would be in traditional forms of care deliv­

ery. Telehealth services need appropriate pro­
tocols and measures to protect patient secunty 

and integrity of data at the patient end of the 

electronic encounter, during transmission, and 

among all health care professionals and other 

personnel who may be supporting the technolo­

gy Audio, video and all other data transmission 

should be secure through the use of encryption 

that meets recognized standards Security fea­

tures such as multi-factor authentication and 

the ability to remotely disable or erase personal 

health information are also examples of ways to 
protect mobile device use. 

Some providers and others are paying particu­

lar attention to HIPAA compliance in telehealth 

technologies and electronic health records 

systems. However, using telehealth does not 

change existing security guidelines or respon­
sibilities under HIPAA, and entities such as 
providers and insurers are subject to the same 

standards as in-person care •1 Business asso­

ciates, such as technology sef'V!ces that help 
deliver health information, are also defined un­

der HIPAA and may need to be examined un­

der telehealth protocols and policies. 'Whether, 

and the extent to which, state policy is needed 

is sbll emerging. However, some stakeholders 

also believe the federal law-which supersedes 
state raw, except in the cases of more stnngent 

state laws--provides enough guidance. 

where danty might be needed to help guide 
safe telehealth policies and practices. For ex­

ample, look at definitions of patient-provider 
relationships or examinations and consult wrth 
stakeholders about changes or considerabons. 

• In looking at exisbng or new legislation, balance 

the constraints being placed on telehealth with 

the need to safeguard patient pnvacy, safety 

and security. 

Examine how data are collected on health 

care services delivered by telehealth. Data col­

lection that includes a telehealth idenbfier for 
billing purposes (as Medicare does) helps in 

evaluabng programs and monitoring for fraud 

and abuse. 

CONCLUSION 

Telehealth Is a rapidly growing field that has the 
potenbal to help states leverage a shrinking and 

mald1stributed provider workforce, increase ac­
cess to services, improve populabon health and 
lower costs. State leaders are grappling wrth 

how to capitalize on this potenbal while safe­

guarding state investments in telehealth and en­

sunng patient outcomes and safety. Reimburse­
ment. licensure and patient safety will conbnue 

to be issues for state policymakers to consider, 

along with new challenges and opportunities, as 

telehealth grows and develops. 
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OVERALL FRAMEWORK FOR 
CONSIDERING TELEHEALTH 

Te!ehealth is a tool for dehvenng care. Help 

guide policy discussions that center on te!e­

health's ability to extend existing health and 
Jong-term care services with technology, ver­
sus descnbing te!ehealth as a new service. 

• Conduct a needs assessment to find out 

where telehealth services are already being 

used and where investing in telehealth may 

be most effective. Identify model programs 

that may be replicable in your state (e.g., 

university, private hospital systems, etc.). 
Study existing laws and best practices that 

may also apply in telehealth (e.g., standard 

of care). 





Convene a variety of stakeholders from all 

sectors and perspectives to help ensure the 

best infonnabon is available when consider­

ing policy decisions. Consider an types of 
health care providers (e.g. physicians, nurse 

practitioners, physician's assistants, psyc:hia. 
trists, etc.), state boards, community health 

centers, hospitals and payers, as well as 

consumers, pabents and farmly caregivers. 

Telehealth is changing and growing rapidly. 

Consider the level of oversight needed to 
ensure that services are effective in tenns 

of cost and outcomes, and balance those 
needs with potential unintended consequenc­

es or future hurdles as telehealth develops 
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Please note: The information in this publication 
applies only to the Medicare Fee-For-Service Program 
{also known as Original Medicare). 

This publication provides the following information on 
calendar year {CY) 2015 Medicare telehealth services: 

-

l 
•:• Originating sites; 

•!• Distant site practitioners: 

•:• Telehealth services; 

•:• Billing and payment for professional services 
furnished via telehealth; 

•!• Billing and payment for the originating site 
facility fee; 

•!• Resources; and 

•!• Lists of helpful websites and Regional Office Rural 
Health Coordinators. 

VVhen "you• is used in this publication, we are referring 
to physicians or practitioners at the distant site. 

Medicare pays for a limited number of Part B services 
furnished by a physician or practitioner to an eligible 
beneficiary via a telecommunications system. For 
eligible telehealth services, the use of a 
telecommunications system substitutes for an 
in-person encounter. 

' I 

I 
' J 

_._..._.i._ _._J 

ORIGINATING SITES 
An originating site is the location of an eligible 
Medicare beneficiary at the time the service furnished 
via a telecommunications system occurs. Medicare 
beneficiaries are eligible for telehealth services only if 
they are presented from an originating site located in: 

•!• A rural Health Professional Shortage Area (HPSA) 
located either outside of a Metropolitan Statistical 
Area (MSA) or in a rural census tract; or 

•!• A county outside of a M SA. 

CPT only copyright 2013 American Medical Association. All rights reserved. CPT is a registered trademark of 
the American Medical Association. Applicable FARS\DFARS Restrictions Apply to Government Use. Fee 
schedules, relative value units, conversion factors and/or related components are not assigned by the 
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payment at http://www.cms.gov/Medicare/Medicare­
General-lnformation/Telehealth on the Centers for 
Medicare & Medicaid Services (CMS) website. 

Entities that participate in a Federal telemedicine 
demonstration project approved by (or receiving 
funding from) the Secretary of the Department of 
Health and Human Services as of December 31, 2000, 
qualify as originating sites regardless of geographic 
location. 

Each CY, the geographic eligibility of an originating 
site is established based on the status of the area as 
of December 31st of the prior calendar year, and such 
eligibility continues for the full CY. 

The originating sites authorized by law are: 

•!• The offices of physicians or practitioners; 

•!• Hospitals; 

•!• Critical Access Hospitals (CAH); 

•!• Rural Health Clinics; 

•!• Federally Qualified Health Centers; 

•!• Hospital-based or CAH-based Renal Dialysis 
Centers (including satellites); 

•!• Skilled Nursing Facilities (SNF); and 

•!• Community Mental Health Centers (CMHC). 

Note: Independent Renal Dialysis Facilities are not 
eligible originating sites. 

DISTANT SITE PRACTITIONERS 
Practitioners at the distant site who may furnish and 
receive payment for covered telehealth services 
(subject to State law) are: 

•!• Physicians; 

•!• Nurse practitioners (NP); 

•!• Physician assistants (PA); 

•!• Nurse-midwives; 

•!• Clinical nurse specialists (CNS); 

•!• Certified registered nurse anesthetists; 

•!• Clinical psychologists (CP) and clinical social 
workers (CSW). CPs and CSWs cannot bill for 
psychiatric diagnostic interview examinations 
with medical services or medical evaluation and 
management services under Medicare. These 
practitioners may not bill or receive payment for 
Current Procedural Terminology (CPn codes 
90792, 90833, 90836, and 90838; and 

•!• Registered dietitians or nutrition professionals. 

TELEHEAL TH SERVICES 
As a condition of payment, you must use an interactive 
audio and video telecommunications system that 
permits real-time communication between you, at the 
distant site, and the beneficiary, at the originating 
site. Asynchronous ·store and forward• technology is 
permitted only in Federal telemedicine demonstration 
programs conducted in Alaska or Hawaii. 

The chart on pages 3 and 4 provides the CY 2015 list 
of Medicare telehealth services. 





Telehealth consultations, emergency department or initial inpatient HCPCS codes G0425-G0427 

Follow-up inpatient telehealth consultations furnished to HCPCS codes G04~0408 beneficiaries in hospitals or SNFs 

Office or other outpatient visits CPT codes 99201-99215 

Subsequent hospital care services, with the limitation of CPT codes 99231-99233 1 telehealth visit every 3 days 

Subsequent nursing facility care services, with the limitation of CPT codes 99307-99310 
1 telehealth visit every 30 days 

lndMdual and group kidney disease education services HCPCS codes G0420 and G0421 

lndMdual and group diabetes self-management training services, 
with a minimum of 1 hour of in-person instruction to be furnished In HCPCS codes G0108 and G0109 
the initial year training period to ensure effedlve lnjedion training 

Individual and group health and behavior assessment and intervention CPTcodes 961~96154 

Individual psychotherapy CPT codes 90832-90834 and 90836-90838 

Telehealth Phannacologic Management HCPCS code G0459 

Psychiatric diagnostic Interview examination CPT codes 90791 and 90792 

End-Stage Renal Disease (ESRD)-related services included in the CPT codes 90951, 90952, 90954, 90955, 90957, 90958, 
monthly capitation payment 90960, and 90961 

Individual and group medical nutntion therapy HCPCS code G02 70 and 
CPT codes 97802-97804 

Neurobehavioral status examination CPT code 96116 

Smoking cessation services HCPCS codes G0436 and G0437 and 
CPT codes 99406 and 99407 

Alcohol and/or substance (other than tobacco) abuse structured HCPCS codes G0396 and G0397 
assessment and Intervention services 

Annual alcohol misuse screening, 15 minutes HCPCS code G0442 

Brief face-to-face behavioral counseling for akx>hol misuse, 15 minules HCPCS code G0443 

Annual depression screening, 15 minutes HCPCS code G0444 

High-intensity behavioral counseling to prevent sexually 
transmitted infedion; face-to-face, individual. includes: education, HCPCS code G0445 skills training and guidance on how to change sexual behavior; 
performed semi-annually, 30 minutes 

Annual, face-to-face intensive behavioral therapy for cardiovascular HCPCS code G0446 disease, indMdual, 15 minutes 

Face-to-face behavioral counseling for obesity, 15 minutes HCPCS code G0447 

Transitional care management services with moderate medical CPT code 99495 decision complexity (face-to-face Visit within 14 days of discharge) 

Transitional care management services with high medical decision CPT code 99496 
complexity (face-to-face visit within 7 days of discharge) 

Psychoanalysis (effedive for services furnished on and after CPT codes 90845 January 1, 2015) 

Family psychotherapy (without the patient present) (effective for CPT code 90846 services furnished on and after January 1, 2015) 





Family psychotherapy (conjoint psychotherapy) (with patient present) 
CPT code 9084 7 (effective for services furnished on and after January 1, 2015) 

Prolonged service in the office or other outpatient setting requiring 
direct patient contact beyond the usual service; first hour (effective CPT code 99354 
for services furnished on and after January 1, 2015) 

Prolonged service in the office or other outpabent setting requiring 
direct patient contact beyond the usual service; each additional 30 CPT code 99355 
minutes (effective for services furnished on and after January 1, 2015) 

Annual Wellness Visit, includes a personalized prevention plan of 
service (PPPS) first visit (effective for services furnished on and HCPCS code G0438 
after January 1, 2015) 

Annual Wellness Visit, includes a personalized prevention plan of 
service (PPP$) subsequent visit (effective for services furnished HCPCS code G0439 
on and after January 1, 2015) 

For ESRD-related services, a physician, NP, PA, or CNS must furnish at least one "hands on· visit (not telehealth} 
each month to examine the vascular access site. 

BILLING AND PAYMENT FOR PROFESSIONAL SERVICES FURNISHED VIA TELEHEALTH 

You should submit claims for telehealth services using the appropriate CPT or HCPCS code for the professional 
service along with the telehealth modifier GT. "via interactive audio and video telecommunications systems· (for 
example, 99201 Gn. By coding and billing the GT modifier with a covered telehealth procedure code, you are 
certifying that the beneficiary was present at an eligible originating site when you furnished the telehealth service. 
By coding and billing the GT modifier with a covered ES RD-related service telehealth code, you are certifying 
that you furnished one "hands on• visit per month to examine the vascular access site. 

For Federal telemedicine demonstration programs conducted in Alaska or Hawaii, you should submit claims using 
the appropriate CPT or HCPCS code for the professional service along with the telehealth modifier GO if you 
performed telehealth services "via an asynchronous telecommunications system" (for example, 99201 GO}. By 
using the GO modifier, you are certifying that the asynchronous medical file was collected and transmitted to you 
at the distant site from a Federal telemedicine demonstration project conducted in Alaska or Hawaii. 

You should bill the Medicare Administrative Contractor (MAC} for covered telehealth services. Medicare pays you 
the appropriate amount under the Medicare Physician Fee Schedule (PFS} for telehealth services. ½'hen you 
are located in a CAH and have reassigned your billing rights to a CAH that has elected the Optional Payment 
Method, the CAH bills the MAC for telehealth services and the payment amount is 80 percent of the Medicare 
PFS for telehealth services. 

BILLING AND PAYMENT FOR THE ORIGINATING SITE FACILITY FEE 
Originating sites are paid an originating site facility fee for telehealth services as described by HCPCS code 
03014. You should bill the MAC for the originating site facility fee, which is a separately billable Part B payment 

Note: ½'hen a CMHC serves as an originating site, the originating site facllity fee does not count toward the 
number of services used to determine payment for partial hospitalization services. 





For More Information About... Resource 

Telehealth Services 

Health Professional Shortage Areas 

All Available MLN Products 

Provider-Specific Medicare Information 

Medicare Information for Beneficiaries 
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http:/Jw.Nw.cms.gov/Medicare/Medicare-General-lnformation/Teleheatth 
on the CMS website 

Chapter 15 of the "Medicare Benefit Policy Manuar (Publication 100-02) 
located at http:/ Jw.Nw.cms.gov/Regulations-and-Guidan ce/Guidance/ 
Manuals/Downloads/bp102c15 pdf on the CMS website 

Chapter 12 of the "Medicare Claims Processing Manual• (Publication 
100-04) located at http:/Jw.Nw.cms gov/Regulations-and-Guidance/ 
Guidance/Manuals/Downloads/clm104c12 pdf on the CMS website 

Medicare Leaming Network® (MLN) publication titled "Health Professional 
ShortageArea (HPSA) Physician Bonus, HPSASurgical Incentive 
Payment, and Primary Care Incentive Payment Programs· located at 
http://www.cms.gov/Outreach-and-Education/Medicare-Leaming-Network­
MLN/MLNProducts/Downloads/HPsAfctsht. pdf on the CMS website 

"MLN Catalog· located at http:/Jw.Nw.cms gov/Outreach­
and-Education/Medicare..[.eaming-Network-MLN/M [N 
Products/Oownloads/MLNCatalog.pdf on the CMS 
website or scan the Quick Response (QR) code on 
the right 

MLN publication titled ·MLN Guided Pathways: Provider Specific Medicare 
Resources• located at http:/Jw.Nw ems.gov/Outreach-and-Education/ 
Medicare-Leaming-Network-MLN/MLNEdWebGu1de/Downloads/Gu1ded= 
Pathways_Provider_Speclfic_Booklet.pdf on the CMS website 

http://wwwmedicare.gov on the CMS website 

•---c---------~ 





-··---.. ..... _........._.... •• .....,,.. • .,_.,..,.....,,._v, 
http://www.cms.gov/Center/Provider-Type/Critica1~ccess­
H ospital s-Center.html 

Disproportionate Share Hospital 
http://www.cms.gov/Medicare/Medicare-Fee-for-Service­
Payment/Acutelnpat1entPPS/dsh.html 

Federally Qualified Health Centers Center 
http://www.cms.gov/Center/Provider-Type/Federally­
Quahfied-Health-Centers-FQHC-Center.html 

Health Resources and Services Administration 
http://www.hrsa.gov 

Hospital Center 
http://ww'N.cms gov!Center/Provider-Type/HospitaH:enter.html 

Medicare Leaming Network® 
http://go.cms gov/MLNGenlnfo 

National Association of Community Health Centers 
http://www nachc.org 

REGIONAL OFFICE RURAL HEALTH COORDINATORS 

nouum:u nur.11 nticum l"!.550Clil11on 

http://www.rura!healthweb.org 

Rural Assistance Center 
http://www.raconhne.org 

Rural Health Clinics Center 
http:/fwww ems. gov/Center/P rovider-Type/Rura 1-Health­
C I in rcs:C enter. html 

Swing Bed Providers 
http://wwwcms.gov/Med1care/Medicare-Fee-for-Service­
Payment1SNFPPS/Swmg8ed.html 

Telehealth 
http:/fwww cms.gov/Medicare/Medicare-General­
lnformation/Telehealth 

U.S. Census Bureau 
http://www.census gov 

To find contact information for CMS Regional Office Rural Health Coordinators who provide technical, policy, and 
operational assistance on rural health issues, refer to http://www.cms.gov/Outreach-and-Education/Outreach/Open 
DoorForums/Downloads/CMSRuralHealthCoordinators.pdf on the CMS website. 

This fact sheet was current at the time it was published or uploaded onto the web. Medicare policy changes frequently so links 
to the source documents have been provided within the document for your reference. 

This fact sheet was prepared as a service to the public and is not intended to grant rights or impose obligations. This fact sheet 
may contain references or links to statutes, regulations, or other policy materials. The information provided is only intended 
to be a general summary. It is not intended to take the place of either the wntten law or regulations. We encourage readers 
to review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents. 

Your feedback is important to us and we use your suggestions to help us improve our educational products, services and 
activities and to develop products, services and activities that better meet your educational needs. To evaluate Medicare 
Leaming Network® (MLN) products, services and activities you have participated in, received, or downloaded, please go to 
http://go.cms gov/MLNProducts and in the left-hand menu click on the hnk called 'MLN Opinion Page' and follow the instructions. 
Please send your suggestions related to MLN product topics or formats to MLN@cms.hhs.gov. 

The Medicare Leaming Network® (MLN), a registered trademark of CMS, ls the brand name for official information health 
care professionals can trust For additional information, visit the MLN's web page at http://go.cms gov/MLNGenlnfo on the 
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Professional licensure portability and practice standards for providers using telemedicine are 
some of the biggest challenges for health care providers considering telemedicine adoption. 
Providers often encounter a patchwork of conflicting and disparate requirements for insurance 
claims and practice standards that prohibit them from fully taking advantage oftelemedicine. 

The American Telemedicine Association (ATA) has captured the complex policy landscape of 
50 states with 50 different telemedicine policies, and translated this information into an easy to 
use format. This report extracts and compares physician practice standards for telemedicine for 
every state in the U.S. ultimately assigning a grade which indicates existing policy barriers that 
inhibit the use of telemedicine that would enable patient and provider choice to quality health 
care services. 

Our analysis indicates that decades of evidence-based research highlighting positive patient 
compliance, clinical outcomes and increasing telemedicine utilization have been met with a mix 
of strides and stagnation in state-based policy. Since the initial release of our September 2014 
report, there has not been much variance in the composite grades given to the states. When 
comparing the numerous state laws and differing medical board standards regarding 
telemedicine, twenty-two states averaged the highest "composite grade" suggesting a supportive 
policy landscape that accommodates telemedicine adoption and usage. Twenty-six states and 
D.C. fall in the middle with room for improvement. Two states averaged the lowest composite 
score suggesting many barriers for telemedicine advancement (Figure I and Table I). 
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Table 1 

State 
Composite Pbysician-patien t 

Telepresen ter 
Informed Licemure & Out-

Grades Encounter Consent of-State Practice 

AL C F B F B 
AK B B C A C 
AZ B B A B C 
AR B F A A C 
CA B B A B C 
co A A A A C 
CT A A A A C 
DC B B A B B 
DE A A A A C 
FL B B A A C 
GA B C A A C 
HI B B C A C 
ID B B A B C 
IL A A A A C 
IN A B A F C 
IA B B A B C 
KS A A A A C 
KY B A A B C 
LA B B C B B 
ME A A A A C 
MD A B A A B 
MA A A A A C 
MI B A A A F 
MN A A A A B 
MS B B A B C 
MO B B A A C 
MT A A A A C 
NE B B A A C 
NV B B A B B 
NH A A A A C 
NJ A A A A C 
NM A A A A B 
NY A B A A B 
NC B B A A C 

ND B B A A F 





& 1 elepresenter - -- ---O,Ulll: 
Grades Encounter Consent oC..State Practice 

OH A B A A B 
OK B B A F C 
OR A A A A B 
PA B A A A F 
RI B B A B C 
SC A A A A C 
SD B A A A F 
1N A A A A B 
TX C F B F B 
UT A A A A C 
VT B B A B C 
VA A A A A B 
WA B B A F C 
WV B B A B C 
WI A A A A C 
WY B B A A C 

When compared to the September 20 l 4 report and broken down using the four indicators, the 
state-by-state comparisons still reveal a great disparity. 

• Regarding physician-patient encounters, twenty-two states rank the highest, while Alabama, 
Arkansas, and Texas are ranked the lowest with failing scores mainly because they create the 
most stringent clinical practice rules for telemedicine providers when compared to in-person 
practice. (Figure 2). 

• Regarding telepresenter reguirements, Alaska, Hawaii, and Louisiana are ranked the lowest 
with failing scores (Figure 3). An overwhelming majority of states do not require the 
presence of a health professional during a telemedicine encounter. Although most of the 
country does not require patient informed consent before a telemedicine encounter, sixteen 
states and D.C. require physicians to obtain patient informed consent (Figure 4). This 
growing trend is largely due to states adopting language developed by the Federation for 
State Medical Boards (FSMB) which promotes a regulatory requirement for patient informed 
consent for telemedicine providers. 

According to our scale, no state achieved a top score (A) for their licensure policies. This means 
that every state imposes a policy that makes practicing medicine across state lines difficult 
regardless of whether or not telemedicine is used. 





A frequentJy asked question among people interested in te]emedicine is .. How does my state 
compare?" To answer that question for two key areas, reimbursement and medical practice 
rules, ATA has developed an easy-to-use, state-by-state report for each area. 

This report on medical practice rules is especia1ly timely with severa] licensing boards reviewing 
the emerging and evo]ving telemedicine practices and te]emedicine use within their state. 

This report helps answer the basic questions: 

• "How does my state's te]emedicine policies compare to others?" 
• "Which states offer the best policies for physicians using telemedicine?" 
• .. Which states impose barriers to telemedicine access for patients and providers?" 

It is important to note that this report is not a .. how-to guide" for becoming a telemedicine 
provider. This is a reference tool aimed to infonn future policy decision making and serve as a 
reference for interested parties. The results presented in this document are based on infonnation 
conected from state statutes, regu]ations, medical board statements, and other federal and state 
policy resources. However, the report does not assess unwritten medical board poJicies. It is 
AT A's best effort to interpret and understand each state's policies. Your own legal counsel 
should be consulted as appropriate. 

Ovenriew 

Health care providers have seen a considerable amount of state policy activity to improve 
coverage and reimbursement of telemedicine-provided services by various payers. However, 
despite improvements to address the payment challenges, health care providers are encountering 
conflicting and sometimes confusing policies from their own colleagues. 

Within the past year, over 25 states have considered proposals, with varied results, to revise 
health professional standards and licensure requirements when using telemedicine. Some states 
are creating new laws that impact access to care via telemedicine, while others are amending 
existing policies with greater implications. 

More notably a few state medical boards are adopting practice standards with higher 
specifications for telemedicine than in-person care. SpecificaJly, these boards have considered 
]egal guidelines requiring an initial examination be conducted in-person and a physician-patient 
relationship be established in-person. Boards have also considered other telemedicine barriers 
including requirements for a telepresenter, in-person follow up exam, and patient infonned 
consent. These decisions leave telemedicine providers no choice but to navigate the medical 
practice laws in their state or risk punitive action by their board. 

Licensure portability, the ability for health care providers to practice out-of-state using one 
license, is a contentious issue for health care providers whether services are deployed via 





patient is located. However, these state-by-state approaches prevent people from receiving 
critical, often life-saving medical services that may be available to their neighbors living just 
across the state line. They also create economic trade barriers, restricting access to medical 
services and artificially protecting markets from competition. 

Assessment Methods 

Scoring 

This report evaluates telemedicine policies in each state based on two categories: 

• Physician practice standards 
• Licensure. 

These categories were measured using 4 indicators. The indicators were chosen based on the 
most recent and generally accessible information assembled and published by state public 
entities. Using this information, we took qualitative characteristics based on standards for the 
physician-patient encounter and licensure requirements and assigned those quantitative values. 
States were given a certain number of points for each indicator depending on its effectiveness. 
The points were then used to rank and compare each state by indicator. We used a four-graded 
system to rank and compare each state. This is based off of the scores given to each state by 
indicator. 

Each indicator was given a maximum number of points ranging from 1 to 9. The aggregate score 
for each indicator was ranked on a scale of A through F based on the maximum number of 
points. 

The report also includes a category to capture the existence of a state policy or statement on 
internet prescribing in each state. We have included a matrix with hyperlinks to the poHcy or 
board statement language high1ighting the position on internet prescribing. 

Limitations 

Physician licensure and medical practice policies vary in each state. Although groups such as the 
FSMB offer a uniform application for physician state licensure and guide1ine recommendations 
on practice standards, each state medical board has their own unique requirements and process 
for authorizing and permitting medical practice standards. 

We analyzed statutes, regulations, and medical board statements/positions regarding the clinical 
permissibility oftelemedicine. As such, the information in this report is a snapshot of 
information gathered through April 2015. This report does not assess unwritten medical board 
policies. The analysis and scores are reflective of the written medical policies regarding 
te lemedicin e. 





Physician Practice Standards 

A. Physician-patient Encounter 

Telemedicine is the use of telecommunications to facilitate health care delivery. As such, 
telemedicine is seen as a tool to augment, and not replace, the clinical practice, judgment, and 
expertise of a health care provider. 

Each state was assessed based on policies pertaining to the use oftelemedicine before, during, 
and after a patient encounter. Some states institute more stringent standards for physicians when 
using telemedicine, and may require an in-person visit in addition to any clinical examination 
performed via telemedicine. Unlike similar policies related to conditions of payment, these 
policies affect a provider's licensure status and permissibility to practice medicine. 

We measured components of state policies that permit or obstruct the professional use of 
telemedicine before, during, or after the physician-patient encounter. 
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Twenty-two states rank the highest, while A1abama, Arkansas, and Texas are ranked the lowest 
with faiJing (F) scores mainly because they create the most stringent clinical practice rules for 
telemedicine providers when compared to in-person practice (Figure 2). When compared to the 
September 2014 report, some states are ranking lower because they are developing separate and 
distinct clinical practice standards for telemedicine when compared to in-person care delivery. 
Alabama and Texas Medical boards find telemedicine as an acceptable mode of delivering care 
only when the patient is at an established medical site. Arkansas is the only state that requires an 
in-person visit before most telemedicine encounters. Alabama, Georgia, and Texas are the only 
states that require an in-person fo11ow-up after a telemedicine encounter. 

B. Telepresenter 

For this report, we measured components of state Medical board policies and private insurance 
parity Jaws that apply more stringent requirements for telemedicine as opposed to in-person 
services. States were evaluated based on requirements for a telepresenter or health care provider 
on the premises during a telemedicine encounter. 
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Alabama and Texas only require a health care provider to be on the premises and not physica11y 
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initiating provider to obtain a patient's informed consent verbaUy which no longer requires a 
telepresenter at the patient site. 

C. Informed Consent 

We measured components of state Medical board and private insurance parity policies that apply 
more stringent requirements for telemedicine as opposed to in-person services. States were 
evaluated based on requirements for written or verbal informed consent, or unspecified methods 
ofinformed consent before a telemedicine encounter can be performed. 

Scale - Informed Consent 
A 4 points 
B 3 points 
C 2 ooints 
F < l point 

Most of the country does not require patient informed consent before a telemedicine encounter 
(Figure 4). Sixteen states and D.C. have informed consent requirements with Alabama, Indiana, 
Oklahoma, Texas, and Washington requiring written acknowledgement from the patient. Rhode 
Island's medical board requires informed consent when using e-mails and text based 
communications. 
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D. Licensure and Out-of-State Practice 

Licensure portability is an often debated topic. "Where should a health care provider be 
licensed"? "Which states allow health care providers to consult with one another across state 
lines"? "Which states inhibit patient choice by limiting the types of providers that can treat 
them"? 

As the use of telecommunication to complement health care service delivery becomes readily 
available, some states have responded with policies that accommodate patient choice, peer 
consultation, and health provider shortages. For this report, we measured components of state 
Medical board licensure requirements for out-of-state telemedicine providers including 
reciprocity for bordering states, physician-to-physician (P2P) consultation exemptions. and 
conditional/telemedicine licenses. 

Scale-Licensure and Out-of-
State Practice 
A 9 points 
B 6-8 points 
C 3-5 points 
F :5 2 points 

According to our scale, no state achieved a top score (A) for this indicator. This means that 
every state imposes a policy that makes practicing medicine across state lines difficult regardless 
of whether or not telemedicine is used. Michigan, North Dakota, Pennsylvania, and South 
Dakota are the only states that do not allow some type oflicensure exemption for physician-to­
physician out-of-state consultation. The Massachusetts Board of Registration in Medicine 
confirms that telemedicine is allowed to facilitate a peer-to-peer out-of-state consultation. 
Further, D.C., Maryland, New York, and Virginia, are the only states that allow licensure 
reciprocity from bordering states. 

Alabama, Louisiana, Minnesota, Nevada, New Mexico, Ohio, Oregon, Tennessee, and Texas are 
the only states that extend a conditional or telemedicine license to out-of-state physicians. 
Montana enacted a law this year to repeal their telemedicine license in favor of a full unrestricted 
license requirement for out-of-state physicians. 

Internet Prescribing 

This report also includes a category to capture the existence of a medical and/or pharmacy board 
policy or statement on internet prescribing in each state. We have included a matrix with 
hyperlinks to the policy or board statement language highlighting the position on internet 
prescribing. 





State Report Cards 





e eme 1c1ne 1n 
Alabama 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

~~~-_.,____;;_;;_;;;;...._ ___ -+-_F_-1 • Last policy revision: January 2014. 
1--T_e_l--1eL..r_e_se_n_te_r ____ --1_B_--1 • Board may exempt requirements to the 

Informed Consent F prescribed if request is submitted in 
Licensure & Out-of-State B writing. 

i---,;P~ra;.;;,;..:_;ct;..;;..;ic;..;.e ______ --+---i • Separate rules for telemedicine 
MEDICAL BOARD t/ provided at a medical site vs non-
POLICY OR medical site. 
STATEMENT ON • Allows telemedicine in lieu of an in-
INTERNET person examination and to establish the 
PRESCRIBING: patient-physician relationship. 

PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Telepresenter on premises required for 
new conditions with the exception of 
mental health services. 

• Written patient infonned consent 
required for telemedicine and use of 
"interactive electronic text messaging 
system" to communicate with the 
patient. 

• Qualifying out-of-state physician has 
the option of applying for a full license 
or a special purpose license to practice 
in AL. 

• Allows P2P exemption. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--~i!.....----'-------+---B-i • Last policy revision: December 2014. 
1-~~;;..;.:__:_____;...:..;:_ _____ +--_C--1 • The Board issued guidance to revise 

A their practice standards for telemedicine 
Licensure & Out-of-State C providers. 

i..-~Pra_c_ti_ce _______ -+------.1 • In-person and physician-patient 
MEDICAL BOARD t,' relationships are required. However, 
POLICY OR telemedicine may be used to satisfy 
STATEMENT ON both requirements ifa licensed 
INTERNET healthcare provider is present with the 
PRESCRIBING: patient. 
PHARMACY BOARD • A physician is exempt from the 
POLICY OR telepresenter requirements if they are 
STATEMENT ON providing services in a community 
INTERNET where no physician, physician assistant, 
PRESCRIBING: nurse practitioner, nurse, or community 

health aid is available to conduct an 
examination. 

• Radiologists, pathologists, and 
physicians providing on-call or cross­
coverage emergency care are exempt 
from the previously stated 
requirements. 

• Requires full license and allows P2P 
exemption. 

• Effective November 2014, physicians 
physically located in AK may remotely 
prescribe non-controlled medications 
without conducting a physical exam in 
certain cases. 





e eme 1c1ne 1n 
Arizona 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i----,;P;;..;;h=s_ic_ia__,in-i:..;.a....:....ti..;;.en~t_e_n....:....co..:...un;,..,,,,.;..;.te;;.;.r-+-_B_---i • Last policy revision: April 2014. 
Tele resenter A • Allows telemedicine in lieu of an in-
Informed Consent B person examination and to establish the 
Licensure & Out-of-State C patient-physician relationship. 

i----,;P;;...;ra;.;.;.;;...ct....:....ic_;,e ______ ---+-----i • Requires written or verbal patient 
MEDICAL BOARD t/ informed consent with some 
POLICY OR exceptions. 
SfATEMENT ON • Requires full license and allows P2P 
INTERNET exemption. 
PRESCRIBING: • 2014 law enacted that codifies the 1------------+----I 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

allowance oftelemedicine to be used in 
lieu ofa physical exam and to establish 
the patient-physician relationship for 
the purposes of internet prescribing.1 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

"----"--~-------+--F----1 • Last policy revision: April 2015. 
1--..,;_;;__.,_ _______ -+-_A_--1 • Act 887 requires a pre-existing 

Licensure & Out-of-State 
Practice 

MEDCIAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A physician-patient relationship before a 
C telemedicine encounter. The 

relationship may be established via an 
in-person exam, personally knowing 
the patient and their health status, in 
consultation with or referral by another 
health care provider who has a 
relationship with the patient or through 
an on-call or cross-coverage 
arrangement with the patient's regular 
treating provider.2 

• The patient must be located in a 
healthcare facility or office, or the 
home only if they are receiving 
treatment for end-stage renal disease. 

• Store-and-forward technology is not 
considered telemedicine and the law 
does not restrict the use of store-and­
forward. 

• Requires full license and allows P2P 
exem tion. 





Telemedicine in 
California 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1-----~---'--------+--B--1 • Last policy revision: September 2014. 
Tele resenter A • Allows telemedicine to establish the 1--~...::...i.....:....:........;~-=--------+----I 
Informed Consent B patient-physician relationship. 
Li censure & Out-of-State C • Chapter 404 allows physicians the 
Practice 

MEDCIAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POUCYOR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

option to obtain written or verbal 
patient informed consent. 3 

• Requires full license and allows P2P 
exemption. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter A 
Tele resenter A 
Informed Consent A 
Licensure & Out-of-State C 
Practice 

MEDCIALBOARD ~ 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD ~ 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Last policy revision: July 2010 
• Requirements for telemedicine are on 

par with requirements for in-person 
services, not including remote 
prescribing. No unique practice 
standard requirements for telemedicine. 

• Requires full license and allows P2P 
exemption. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician· atient encounter A 
Tele resenter A 
Informed Consent A 
Licensure & Out.of.State C 
Practice 

MEDCIAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Requirements for telemedicine are on 
par with requirements for in.person 
services, not including prescribing. No 
unique practice standard requirements 
for telemedicine. 

• Requires full license and allows P2P 
exemption. 





Telemedicine in 
Delaware 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter A 
Tele resenter A 
Informed Consent A 
Licensure & Out-of.State C 
Practice 

MEDCIAL BOARD 
POLICY OR 
STATEMENTON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Requirements for telemedicine are on 
par with requirements for in-person 
services, not including prescribing. No 
unique practice standard requirements 
for telemedicine. 

• Requires full license and allows P2P 
exemption. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--P_h......__s_ic_ian_..· ..... a_ti_en_t_e_n_co_u_n_te_r-+-_B_--1 • Last policy revision: November 2014 
_,,T_e_l_.e ._r_es_e_n_te_r ______ A_-. • Revised guidelines require a physician 

Informed Consent B to establish a relationship and perform a 
Licensure & Out·of.State B patient evaluation. The relationship 
Practice may be established via real·time 

MEDCIAL BOARD ti' auditory or real·time visual and 
POLICY OR auditory communications, or from a 
Sf A TEMENT ON patient evaluation performed by another 
INTERNET DC licensed physician 

.... P_RE __ S_CRIB __ IN_G_: ___ -1----1 • Requires the physician to obtain and 
PHARMACY BOARD ti' document patient informed consent 
POLICY OR except when providing interpretive 
STATEMENT ON services 
INTERNET • Requires full license, and allows P2P 
PRESCRIBING: exemption. 

• Extends licensure reciprocity to 
borderin states. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i---.;;;..;;,:,,~:.;;.;.;.;;.;....i;:_;~~;___-___;_:-+--B-_, • Last policy revision: June 2014. 
Tele resenter A • AIIows telemedicine to establish the l--~..::..l;.;;..;.......;.____;; _____ -+------1 

Informed Consent A patient-physician relationship and 
Licensure & Out-of-State C conduct examination. 

i--:P:...:r:..:..:a.:.:ct;;..;ic;..;.e ______ ~--""'"" • Rules do not apply to emergency 
MEDCIAL BOARD ti' medical conditions or emergency 
POLICY OR medical services provided by 
STATEMENT ON emergency physicians, emergency 
INTERNET medical technicians, paramedics, and 
PRESCRIBING: emergency dispatchers. 
PHARMACY BOARD • Phone, e-mail, text messages, and fax 
POLICY OR do not constitute telemedicine. 
STATEMENT ON • Requires full license and allows P2P 
INTERNET exemption. 
PRESCRIBING: 





Telemedicine in 
Georgia 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter C • Last policy revision: April 2014. l----"---......__------t---1 
Tele resenter A • Allows telemedicine in lieu of an in-
Informed Consent A person examination in certain instances. 
Licensure & Out-of-State C • Requires an in-person follow-up 
Practice annually. 

MEDICAL BOARD 9' • Medical records must be kept by distant 
POLICY OR site and referring providers. 
STATEMENT ON • Rule does not apply to telephonic 
INTERNET consultations in an established 
PRESCRIBING: physician-patient relationship. 
PHARMACY BOARD • Requires full license and allows P2P 
POLICY OR exemption. 
STATEMENT ON 
INTERNET . 
PRESCRIBING: 





Telemedicine in 
Hawaii 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i--,;::....:.:.!:....::;.;;..;; _ _.._=-----+--B---1 • Last policy revision: June 2014. 
Tele resenter C • Allows telemedicine in lieu of an in-~--'--..:....--------+----i 
Infonned Consent A person examination and to establish the 
Licensure & Out-of-State C patient-physician relationship. 

i--,;P;;..;;r;.;.;a..;;.;ct:..:,.;ic;....e_,.. _____ _,. __ _. • Private insurance parity law requires a 
MEDICAL BOARD ti' telepresenter except for cases involving 
POLICY OR behavioral health services.4 

STATEMENT ON • Requires full license and allows P2P 
INTERNET exemption. 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i---;P;..:h-.::..t£..:.:..s.;..:.ic..:..;ia~n-.:..:.a....:...ti....:...en=t_e_n_co_un....;;,;_;_te~r+-_B_--l • Latest policy revision: July 2015 
Tele resenter A • In March 2015, Chapter 121 was 
Informed Consent B enacted to create clinical practice 
Licensure & Out-of-State C standards for telehealth providers. A 
Practice provider may use two-way audio-video 

MEDICAL BOARD ti' interaction to establish a provider-
POLICY OR patient relationship.5 

STATEMENT ON • Requires full license and allows P2P 
INTERNET exemption. 
PRESCRIBING: 
PHARMACY BOARD ti' 
POLICYOR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Illinois 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

l------"~-_,i,_...,;...._ ____ -+-_A_~ • Last policy revision: January 1998. 
1--T..=...e..:...::l~e i:..;;r..;;.es..:...::e..:..:n..:..:te~r ____ ---1___,;A;;..;;_-1 • Requirements for telemedicine are on 

Infonned Consent A par with requirements for in-person 
Licensure & Out-of-State C services, not including prescribing. No 
Practice unique practice standard requirements 

MEDICAL BOARD for telemedicine. 
POLICY OR • Requires full license and allows P2P 
STATEMENT ON exemption. 
INTERNET • Telemedicine rules scheduled to be 
PRESCRIBING: repealed on December 31, 2015. 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Indiana 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i----;::....:..:.,~...;;.;.;.;;.~.:..:..::...::.~;;.....;..;;..;;.__......:....;-+--B_-i • Last policy revision: January 2015. 
Tele resenter A • Allows telemedicine in lieu of an in-1--.;;;..;;..;~......;;..;~------+------1 

Informed Consent F person examination and to establish 
Licensure & Out-of-State C physician-patient relationship. 

i--,;P;;;..;ra;.;;.;..;ct;.;;.ic;;..;;e;.__ _____ ---i---l • The board is accepting proposals for its 
MEDICAL BOARD ti' Telehealth Services Pilot Program. The 
POLICY OR pilot will allow IN licensed physicians, 
STATEMENT ON who have an established practice in the 
INTERNET state, to provide primary, urgent, and 
PRESCRIBING: nonemergent care via real-time video, 
PHARMACY BOARD secure chat/e-mail, or integrated 
POLICY OR telephony without establishing an in-
STATEMENT ON person physician-patient relationship.6 

INTERNET • Requires written patient informed 
PRESCRIBING: consent for patient-physician e-mail 

communication. 
• Requires full license and allows P2P 

exemption. 





Telemedicine in 
Iowa 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--P::....;h;;;.:..;;.s::....;ic_ia-----1n-.._a_ti_e_nt_e_n_co_u_n_te_r-+-_B_...,. • Latest policy revision: June 2015 
1--~_e_l_.e .._r_es_e_n_te_r ____ --+_A_--i • The board voted to approve new 

Informed Consent B regulations concerning the medical 
Licensure & Out-of-State C practice via telemedicine. The rules 
Practice will be published April 29th and go into 

MEDICAL BOARD t/ effect June 3rd•7 

POLICY OR • The rules will require a physician to 
STATEMENT ON have a valid physician-patient 
INTERNET relationship and physical exam that 
PRESCRIBING: may be satisfied using telemedicine. 
PHARMACY BOARD t/ • Requires unspecified method of 
POLICY OR obtaining patient's informed consent. 
STATEMENT ON • The new regulations also outline 
INTERNET special circumstances where the 
PRESCRIBING: standard of care may not require a 

licensed provider to examine the 
patient. 

• Requires full license and allows P2P 
exem tion. 





Telemedicine in 
Kansas 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--___.. __ ....__ _____ -+-_A_--1 • Requirements fortelemedicine are on 

Informed Consent 
Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
C unique practice standard requirements 

for telemedicine. 
• Requires full license and allows P2P 

exemption. 





Telemedicine in 
Kentucky 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--_..:-_ __._ _____ -+-_A_-1 • Last policy revision: July 2002. 
1--~......&.....;....;,,,,;;,_;;..;:.::.::,..;..;;.__ ____ --1--_A _ __, • Requirements for telemedicine are on 

B par with requirements for in·person 
Licensure & Out.of.State C services, not including prescribing. 

i.-P_ra_ct_ic_e ______ ~ .......... --1 • Requires unspecified method of 
MEDICAL BOARD t/ obtaining patient's informed consent. 
POLICY OR • Requires full license and allows P2P 
STATEMENT ON exemption. 
INTERNET 
PRESCRIBING: . 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





e eme 1c1ne 1n 
Louisiana 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

l----=::....::..::Al!~=:.......i.....;....;.;;_:_::..;;__ __ _..:....:.-+--B_-1 • Last policy revision: March 2014. 
1---T_e...;.l_..e _r_es_e_n_te_r ____ ---+_c_ ...... • Online, electronic or written mail 

Informed Consent B message, or telephonic evaluation does 
Licensure & Out-of-State B not constitute telemedicine. 
Practice • Allows telemedicine in lieu of an in-i,.._;;;;,.,;;.;;,;~;_;;__-------+------.1 

MEDICAL BOARD t/ person examination and to establish the 
POLICY OR patient-physician relationship. 
STATEMENT ON • Telepresenter required at all times. 
INTERNET • Requires unspecified method of 
PRESCRIBING: obtaining patient's informed consent. 

• No physician may use telemedicine to 
treat non-cancer related chronic 
pain/intractable pain, obesity, or 
prescribe/ dispense/administer 
amphetamines or narcotics unless board 
certified (with some exceptions). 

1------------+----1 • Qualifying out-of-state physician has 
;~~ BOARD t/ the option of applying for a full license 
STATEMENT ON or a telemedicine permit to practice in 
INTERNET LA. 
PRESCRIBING: • Act No. 442 amends telemedicine 

practice guidelines for LA licensed 
health care providers. The board has 
issued but not finalized their draft 
regulations. g 





Telemedicine in 
Maine 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

...____.'----__________ A_ ..... • Last policy revision: December 2008. 
1--T_e_l__.e'-r_es_e_n_te_r ____ __._A_--1 • Requirements for telemedicine are on 

Informed Consent A par with requirements for in-person 
Licensure & Out-of-State C services, not including prescribing. No 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

unique practice standard requirements 
for telemedicine. 

• Requires full license and allows P2P 
exemption. 





Telemedicine in 
Maryland 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i--.;P;;_;h-..::..t....:.:s--ic __ ian....;.;;...J-~a_ti_e_nt_e_n_c_ou_n_te_r-+-_B_~ • Last policy revision: December 2013. 
Tele resenter A • Allows telemedicine in lieu of an in-
Informed Consent A person examination and to establish the 
Licensure & Out-of-State B patient-physician relationship. 

i--,;P;;..;r;..;.;a.;:..ct_ic--e ______ _,. __ --1 • Requires full license and allows P2P 
MEDICAL BOARD t/ exemption. 
POLICY OR • Extends licensure reciprocity to 
STATEMENT ON bordering states. 
INTERNET 
PRESCRIBING: , 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Massachusetts 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

...___.. __ _..._ _____ -+-_A_-1 • Requirements for telemedicine are on 
A par with requirements for in-person 
A services, not including prescribing. No 

Licensure & Out-of-State C unique practice standard requirements 
Practice for telemedicine. 

MEDICAL BOARD ti' • Requires full license and allows P2P 
POLICY OR exemption. 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Michigan 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph ician- atient encounter A 
Tele resenter A 
Informed Consent A 
Licensure & Out-of-State F 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Requirements for telemedicine are on 
par with requirements for in-person 
services, not including prescribing. No 
unique practice standard requirements 
for te]emedicine. 

• Does not anow Jicensure exemption for 
physician-to-physician out-of-state 
consultation. 





Telemedicine in 
Minnesota 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter A 
Tel resenter A 
Informed Consent A 
Licensure & Out-of-State B 
Practice 

MEDICAL BOARD t/ 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Requirements for telemedicine are on 
par with requirements for in-person 
services, not including prescribing. No 
unique practice standard requirements 
for telemedicine. 

• Qualifying out-of-state physician has 
the option of applying for a fu]] license 
or a telemedicine permit to practice in 
MN. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

B • Last policy revision: May 2010. 1---"--~------+-------t 
Tele resenter A • Allows telemedicine in lieu of an in-L--.::...=.::..;;:.&;..;;...;..;;...:-=---------+----1 

Informed Consent B person examination and to establish the 
Licensure & Out-of-State C patient-physician relationship. 

i,__;P;..;r~a;;..ct;.;;..ic;..;;e ______ ----; __ _. • MS Medical Board requires unspecified 
MEDICAL BOARD t/ method of obtaining patient's informed 
POLICY OR consent. 
STATEMENT ON • Requires full license and allows P2P 
INTERNET exemption. 
PRESCRIBING: • In April 2015, the board issued a 

bearing notice concerning a draft 
PHARMACY BOARD regulatory proposal to revise physician 
POLICY OR practice standards.9 

STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Missouri 

PHYSICIAN PRACTICE -
STANDARDS & LICENSURE: 

1--;;..;.;;.,,i~--'-------+--B _ _, • Last policy revision: August 2013. 
Tele resenter A • Allows telemedicine in-lieu of an in· ~.::....:.:~..::...=....:..:.:.:...:~-----+-~----1 
Informed Consent A person exam and to establish physician-
Licensure & Out-of-State C patient relationship. 

1--P_rac_t_ic_e ______ ......... __ _, • Requires full license and allows P2P 
MEDICAL BOARD t/ exemption. 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Montana 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

'"":JJ. -

_____ ......._ _______ A __ • Requirements for telemedicine are on 
A par with requirements for in-person 
A services, not including prescribing. No 

Licensure & Out-of-State C unique practice standard requirements 
Practice for telemedicine. 

MEDICAL BOARD • Requires full license and allows P2P 
POLICY OR exemption. 
STATEMENT ON • Chapter 154 removed the state's 
INTERNET telemedicine license.10 

PRESCRIBING: 
PHARMACY BOARD 
POLICYOR, 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Nebraska 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter B • Last policy revision: December 2013. 
Tele resenter A • Allows telemedicine in-lieu of an in-
Informed Consent A person exam and to establish physician-
Licensure & Out-of-State C patient relationship. 

i---:P;;..;ra~ct __ ic_e ______ --+--..... • Requires full license and allows P2P 
MEDICAL BOARD t/ exemption. 
POUCYOR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POUCYOR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Nevada 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1---P_h...i....:..s_ic_ia___.n-.._a_ti_e __ nt_e_n_c_ou_n_te_r-+-_B_--1 • Last policy revision: 2013. 
Tele resenter A • Allows telemedicine in lieu of an in-
Informed Consent B person examination and to establish the 
Licensure & Out-of-State B patient-physician relationship. 

~P;;..;r;..;.;a.;;..ct_ic_e ______ -1----1 • Requires unspecified method of 
MEDICAL BOARD t/ obtaining patient's informed consent. 
POLICY OR • Qualifying out-of-state physician has 
STATEMENT ON the option of applying for a full license 
INTERNET or a telemedicine permit to practice in 
PRESCRIBING: NV. 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

_ ___,. ___________ A __ • Requirements for telemedicine are on 

Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
C unique practice standard requirements 

for telemedicine. 
• Requires fu]l license and allows P2P 

exemption. 
• If enacted, SB 84 would alJow a 

physician-patient relationship to be 
established via te]emedicine for the 
purpose of prescribing. 11 





Telemedicine in 
New Jersey 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

.___.'--_ _.,_ _____ -+-_A_--f • Requirements for telemedicine are on 

Informed Consent 
Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
C unique practice standard requirements 

for telemedicine. 
• Requires full license and allows P2P 

exemption. 





e eme 1c1ne 1n 
New Mexico 

PHYSICIAN PRACTICE 
STANDARDS & LI CENSURE: 

1--__,,_ __ ......__ _____ --+-_A_---l • Requirements for telemedicine are on 

Informed Consent 
Licensure & Out•of.State 
Practice 

MEDICAL BOARD 
POUCYOR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACYBOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A 
A 
B 

par with requirements for in•person 
services, not including prescribing. No 
unique practice standard requirements 
for telemedicine. 

• Qualifying out ·Of.state physician has 
the option of applying for a full license 
or a telemedicine permit to practice in 
NM. 





e eme 1c1ne 1n 
New York 

PHYSICIAN PRACTICE 
STANDARDS & UCENSURE: 

~_____,,:....;__ _ __._ _____ -.-_B_~ • Last policy revision: January 2009. 
A • Allows telemedicine to establish the 1--.=....::...:..:..c..:....;;...;;..;=;.:__ ____ -+-_..;;_;;-----.:i 

Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A patient-physician relationship. 
B • Requires full license and allows P2P 

exemption. 
• Extends licensure reciprocity to 

bordering tri-states. 





e eme 1c1ne 1n 
North Carolina 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

i---;;;...::.::::,/...=..;,_;,..;;___;~------+--B_---1 • Last policy revision: November 2014 
Tele resenter A • Allows telemedicine in lieu of an in-i.-----'-----------1---..i 
Informed Consent A person examination and to establish a 
Licensure & Out-of-State C physician-patient relationship. 

i---,.;P;;..;;ra;,.;,;..;;..;ct;;..;ic;..;;.e ______ ---+---..1 • Requires full license and allows P2P 
MEDICAL BOARD t/ exemption. 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENTON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
North Dakota 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

~::....:..:.~-___,L.,;-------+--B-~ • Last policy revision: March 2014 
Tele resenter A • Allows telemedicine in lieu of an in-~---'---------+------f 
Informed Consent A person examination and to establish a 
Licensure & Out-of-State F physician-patient relationship. 
Practice • Does not aIIow Iicensure exemption for ~;..;;,.;;.;.;.;_~-------+---.; 

MEDICAL BOARD t/ physician-to-physician out-of-state 
POLICY OR . consultation. 
STATEMENT ON • The board has released a draft proposal 
INTERNET to solicit comments for future 
PRESCRIBING: rulemaking.12 

PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter B • Allows telemedicine in lieu of an in-...___.'--_ __.__ ________ _... 
Tele resenter A person examination. 

1--In_fo_rm_e_d_C_o_n_se_n_t ___ -+-_A _ _, • Qualifying out-of-state physician has 
Licensure & Out-of-State B the option of applying for a full license 
Practice or a telemedicine permit to practice in 

MEDICAL BOARD t/ OH. 
POLICY OR • OH Medical Board issued draft 
STATEMENT ON regulations for public comment 
INTERNET concerning prescriptions to persons the 
PRESCRIBING: physician has not personally 
PHARMACY BOARD examined.13 

POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Oklahoma 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--_,,_;__......._ _____ -+-_B_--1 • Last policy revision: 2014. 
Tele resenter A • Allows telemedicine in lieu of an in-1--=-=..:..;...i.._...;...;.._:____:_:-=--------+-----1 
Informed Consent F person examination and to establish the 
Licensure & Out-of-State C patient-physician relationship. 

1--P_ra_ct_ic_e ______ ----t----1 • Requires written patient informed 
MEDICAL BOARD ti' consent. 
POLICY OR • Requires full license and allows P2P 
STATEMENT ON exemption. 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Oregon 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--___.. __ _.._ _______ A_---1 • Requirements for telemedicine are on 

Informed Consent 
Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
B unique practice standard requirements 

for telemedicine. 
• Qualifying out-of-state physician has 

the option of applying for a full license 
or a telemedicine permit to practice in 
OR. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--__.. __ ........._ _____ -+-_A_--1 • Requirements for telemedicine are on 
A par with requirements for in-person 
A services, not including prescribing. No 

Licensure & Out-of-State F unique practice standard requirements 
Practice for telemedicine. 

MEDICAL B-OARD • Does not allow licensure exemption for 
POLICY OR physician-to-physician out-of-state 
STATEMENT ON consultation. 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Rhode Island 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

t 

1----11.~ _ _.,__ _____ -+-_B_~ • Last policy revision: June 2014. 

I 11 

A • Allows telemedicine to establish the 1--.=......:....:~..;;.;;...;;.;;;;.;.:~-----+----I 
B patient-physician relationship. 

Licensure & Out-of-State C • Requires patient-informed consent. 
1--P....;ra;.;_,,;_ct_ic_e ______ ~--.... • Requires full license and allows P2P 
MEDICAL BOARD t/ exemption. 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 
____ ......._ _______ A_-1 • Requirements for telemedicine are on 

Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
C unique practice standard requirements 

for telemedicine. 
• Requires full license and allows P2P 

exemption. 





Telemedicine in 
South Dakota 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 
_____________ A_-1 • Requirements for telemedicine are on 

Informed Consent 
Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICYOR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
F unique practice standard requirements 

for telemedicine. 
• Does not allow licensure exemption for 

physician-to-physician out-of-state 
consultation. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

______________ A __ • Requirements for telemedicine are on 

A par with requirements for in-person 
A services, not including prescribing. No 

Licensure & Out-of-State B unique practice standard requirements 
Practice for telemedicine. 

MEDICAL BOARD t/ • Qualifying out-of-state physician has 
POLICY OR the option of applying for a full license 
STATEMENT ON or a telemedicine permit to practice in 
INTERNET 1N. 
PRESCRIBING: • Proposed medical board regulations are 

pending.14 HB 699 was also enacted to 

PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

prevent the board from adopting stricter 
stands for telemedicine than in-person 
care.15 





/rT-r 

Telemedicine in 
Texas 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1--...:..........,L...:.,_ _ ____.1,. ______ +--_F--1 • Latest policy revision: June 2015.16 

Tele resenter B • A11ows face-to-face telemedicine in lieu l---___.,_--------+------1 
Informed Consent F of an in-person examination and to 
Licensure & Out-of-State B establish the patient-physician 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

ti' 
relationship only when patient is 
located at established medical site. The 
home or patient's residence is 
considered an established medical site 
for purposes of mental health services. 

• A physician-patient relationship may 
not be established through an online 
questionnaire or questions and answers 
exchanged through e-mail, text, chat, or 
telephonic evaluation or consultation 

• Requires an in-person follow-up at least 
once a year. 

• Telepresenter on premises required for 
new conditions with the exception of 
mental health services. 

• Requires written patient informed 
consent. 

• Qualifying out-of-state physician has 
the option of applying for a full license 
or a telemedicine permit to practice in 
TX. 





Telemedicine in 
Utah 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

______ .......___ _______ A __ • Requirements for telemedicine are on 

Informed Consent 
Licensure & Out-of-State 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

A par with requirements for in-person 
A services, not including prescribing. No 
C unique practice standard requirements 

for telemedicine. 
• Requires full license and allows P2P 

exemption. 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter B 
Tele resenter A 
Infonned Consent B 
Licensure & Out-of-State C 
Practice 

MEDICAL BOARD t/ 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Last policy revision: May 2012. 
• Allows telemedicine in lieu of an in~ 

person examination. 
• Requires infonned consent for 

teledermato logy and 
teleophthalmology. 

• Requires full license and allows P2P 
exemption. 





Telemedicine in 
Virginia 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

~--=.:..~_..........__ _____ --+-_A_-1 • Requirements for telemedicine are on 
Tele resenter A par with requirements for in-person 
Informed Consent A services, not including prescribing. No 
Licensure & Out-of-State B unique practice standard requirements 
Practice for telemedicine. 

MEDICAL BOARD t/ • Requires full license and allows P2P 
POLICY OR exemption. 
STATEMENT ON • Extends licensure reciprocity to 
INTERNET bordering states. 

i-;P~RE==S...;;;C __ R..;;.;T=B=IN---G_: ___ ~---1 • Revised board guidelines are pending. 
PHARMACY BOARD t/ • Enacted in March 2015, Chapter 115 
POLICY OR permits the use oftelemedicine to 
STATEMENT ON remotely prescribe Schedule VI 
INTERNET controlled substance under certain 
PRESCRIBING: conditions.17 





Telemedicine in 
Washington 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

______ __._ _______ B_ ..... • Last policy revision: October 2014. 
A • Allows telemedicine in lieu of an in· 1----------------F person examination and to establish the 

Licensure & Out·of.State C patient.physician relationship. 
1-P_ra_ct .... ic_e ______ --t---.---.1 • Requires written patient informed 
MEDICAL BOARD t/ consent. 
POLICY OR • Requires full license and allows P2P 
STATEMENT ON exemption. 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter B • Last policy revision: November 2014 
Tele resenter A • Allows telemedicine in lieu of an in-
Informed Consent B person examination and to establish the 
Licensure & Out-of-State C patient-physician relationship. 

1--P_ra_ct_ic_e ______ --+---.1 • Requires unspecified method of 
MEDICAL BOARD t/ obtaining patient's informed consent. 
POLICY OR • Requires full license and allows P2P 
STATEMENT ON exemption. 
INTERNET 
PRESCRIBING:· 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

1------"'---__._ _____ -+-_A_--f • Requirements for telemedicine are on 
A par with requirements for in-person 
A services, not including prescribing. No 

Licensure & Out-of-State C unique practice standard requirements 
Practice for telemedicine. 

MEDICAL BOARD • Requires full license and allows P2P 
POLICY OR exemption. 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 





Telemedicine in 
Wyoming 

PHYSICIAN PRACTICE 
STANDARDS & LICENSURE: 

Ph sician- atient encounter B 
Tele resenter A 
Informed Consent A 
Licensure & Out-of-State C 
Practice 

MEDICAL BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 
PHARMACY BOARD 
POLICY OR 
STATEMENT ON 
INTERNET 
PRESCRIBING: 

• Last policy revision: August 2009. 
• Allows telemedicine to establish the 

patient-physician relationship. 
• Requires full license and ailows P2P 

exemption. 
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Matrix - State Policies on Provider-to-Provider Consultations (as of Aprll 2015) 
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,, . - +~ r I . . • ... (-.. , , ~1 .,., .. t ' <' 

(2) Eumptlont. Eumpllons ta the p-of meditJM or osteopathy Kn>U sllta llrre1 .,. defined a1 follOWI: 
{a) A phvslclan who •npP• In Iha prwctic• of medicine acrau ltata Une1 In a IMdlcal ornarpncy, u doflrred In 
lhaM rules, II not subject ta the p,ovhlonl of97-166Ala. Acts; 

(b) A physklln whe enp111 In Iha practiu of medl<in. or ost""""tlly 11erou 11ata lines on an ml"lar or lnfrequant ., ba1l1 •• defined In fMM rule1 II not 1ubf•et fO fM PnM!IDfll of 97-166 Ala Acb. I Alab1m1 Admln r,,... r. S40 X u;. OZ 

This chapter does not spply ta a physician or as-.,.tf\ who II not• ,.,!dent of thil sllta, who II asked by a ., nlionnk::ian or 01tea~th Ucen1ed in t~J 1t1t• to Pwla:, In t!he- dia:1nosll. ar tre•mwnt of• ca1e A5086">7" 
A dOClor of rnadlclne ,.,od1111 In anolhar Jur1sdlctlon WM II sufhoriled ta p,actlcamedl<ine In thotji.rudlCtlo11,lf Iha 
doctor •"l•PI In actuol Ji"lle or inlrequant conwlLltion with a d- of medicine lltemad In this state and ti I"" ., conouitatlon rqo,d1 a t"'"'1flc 1>0tlent or l>Ollents. Amon• Rev Stof Ann l !11421181 

TNt YcllOn dOH not apply ID. 

(1] The Kb of• medl<al 1padalllt located In another J,.lsdlction who pr-• only apl!IOdlc CONUILlllon s•rvlc••• 
12) The acb of• physician locatad In enothar Junsdlctlon who Is pn,vid,nc co,m,ltatlon Mrlll<e• ID a medl<al khool, 
13) Decisions '1!prdlns Iha denl•I or appn,11111 of ..,.,.,.p undar any lnsu,.,- or haaitl\ .... 1n1an.111<a Prpnlptlon 

plan; 

141 A Mrvl<a to be parlormed which II not available In Iha otat•; 

[Sl A physician physlully Mlln& • patltnt In panon In another Jurlsdl<tion; or ., 161 Other acts ekeMi>ted by th• baord by re1ulation Ml 5!atut• I? .,~ ,n~ 

"' E.HmCJtion a1Dca•i•1 onlv to !IIDOrtln1 •vent, C'.al Ru & Prnr Corl• I 107fi onrl ,n15 5 

[31 A pe,...n may anpp 111, and 1hall not be raquirad lo obtain a bnsa or• physician traln1111 llcansa under this 
article with ,.,pect to, any of Iha followlns acts 

[•I The sratullous ,.ndor1ns of Mrvl<al In cases of •-raancy, 
(b) The oci:.,Jonal ,.nd1m1 of Mnrica1 In 1hil 1tata by• physician W Iha phvslclan: 

(ll I• llc•mad •nd lawfully pn,ctlclrc ,_dlclne In another otata or tarrlloryof tha Unltad Stat11 wrthaul raltri<tlons 
or condltlon1 on Iha physician'• ll<onM, 
(II) Does not have anyaotabll1had or re1uiarly UMd madlcal ltalf rnamberihlp or cllnl<al prMle11s lnthls 11:911; 
(Ill) 11 not party ta any cantract. 11ru ..... n1, or underitand\r&to pr...ide .. rv1ca, In this otlta on•,_... or rauttna 
ba,is; 
(IV) Doao not maintain an office or othar place fortha randonns of such .. rv1ca,, 
(V) Hao medical llabllity Ins,..,- cova'*I• In Iha ,mo..,11 ,.qul,.d pursuant ID MCtion 13-64-'!02. C.R.S, for Iha 
.. rv1ca, ,.nd.,.d In this otata, and ., lrvl) llmlb tha ,enrlce, orovlded In thll stl19 to on <>e<:a,lonal ca,e or consultat1on r:1!SA I 1' 36-'""""illhl 

(3) Any perSOA who fumllha1 medical orsu,alcal a11istanca In Clliel of ol.ldd1n •me,aenq,; 
14) Any peroon ralld1111 out of thll ltata who Is am ployed ID coma Into th111tata to randar lamporary uslstlnce to 
or ~ui't with any physlclon or 1uraeon who hu bftn ll<onsed In conformity with Iha provisions of this chapter; 

l5] Anv physician or O"laon ro11dlrc out oflhls ,:tata who holdo • current ll<onsa In l,00d ltandl'll In anothar -
•nd who II amployed ID coma Into this ltala ta 17aat, oparata or pn,Krlbe for any Injury, dafo,mjty, aliment or 
dlMa .. lrom whldt Iha penon wha 1mployed suclt physlclan, or Iha peroon on behalf of whom ouch physician II 

amployw<l. ls ,..,,.r1111 at th• llrna whan ouch nonra11dant pny1lclan or .....-po11 II oo •~d, pravidad ouch 
physician or 1uraoon may practl<o ln thll 1tata wllhout • to,,rre<;ttcut llconsa for I period not ta ol!Cffd thirty ., consecutive dov;. ICT 5!a!uto Cl,anfor 370 Sec 20 9 

Consultatlon ,...Y be clc>M tale phonically, tlectranl<ally or In perool\. ConsultaUon shall ord1n.1r1tycanslst of I hlst<>ty 
and physical ... mlnation. .-w of tacofdo and 1mo,1111 pethelosv or similar 1tl.ldle1. Consult.Ilion lnclucln 
providl"I aplr,lans and ,aa>111mandallons Aa ~ o.i.w. .. cartlflata II raqund of any 1111 of-. p~ 

wha - Into o.11...,.1o ,-tonn I conl\lJt.tloll IIICINI I'- twalvl [lll llmn P«P"· A physlda11wha 
tol'lln lnlo Dela_,. t• patform consulbtlanl Ins tha11 onu I quartar must be lldlvalw llceMN In a nether 5-
o, count,y an I full and -1<1 bmll. Any consuitatlons done for teo.:hlrc and/or t..lnltl& pw-1 may 
lnduda ac:ttve participation In procedu, .. and treatrnant, whalhar•"ll<al or olha""IM, PfD"ldod • 0.lawara 

ll<amad physician ,.,...Ins tuponslble as Iha physician of record, Ind pnmdad 11w patient Is not <harpd • fn by 

"' tha corHuft•nt. 124 1700 O•I Corl• R••• & 6 0 
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To •n lndlvkl ... ~ hcensed, reaisterad, or certified to pnodlca • lwalth OCCl<Pllllon ln • mta, who lo provid,,. care to 
an lnd!Vlduol or 1roup for a llmlte<I porlod of llm•, or who llullotd from• iata In profasslonal conaultation byar on 
bahall al• ,podfle palltlnt or clltlnt to Vlllt, aumlna, lrHI. a, advise Iha IJ>eClllc patlllnto, client In lho Dlottict, o, lD 
1111111 damDMtrejjc,n of I procedure or clinic In the Dlilrlct, provided, that Iha lndNld ... t •"Ill" In Iha prowlon of 
u,., ,;on,ultatlon, demonslrlllan, o, clinic In afflli11lon wflh I campanobl• lwolth profasslonal licenoed, rwai.i. .. d, 
a, urtllled p...-....nt to thit d,aplar, 

To I health profe~ who lo outhorued lD prac11c:o • ha.Ith occ\19'flon In any NII adJolnl"ltha Dloltlcl who 
ttoats patients In Iha DIJlrlct II' (Aj Tho health professional doe, not ,..._ an om.. or other ro1ultlrly appointed 
place In Iha D1,1r1ct to melt pall•nti, (Bl Tho health proloulonal rept11rs with Iha opproprlli. ~rd 1nd pays Iha 
re1i.1rat1on lff pnoscrlbed by 1h11 board pr;o,to prl<lid"I In Iha DIJtrlel; - IQ Tho II.Ota In which !he lnd,vidual II 
licenoed allows lndlvkluolo llcenoed by 1h11 Di•tnct In tluit particular health profasslon to practlca In that II.Ota undo, 

"' lhe condr11on, ••I forth In 1h11 sectioft. oc $tatut• , 3 !20~ 02 
PnwlslDnl at this chaplar ,hall hno no oppllcotlon to 1ny physician lawfully licensed In anothar .iota or ten1tDfy or 

"' ,.,,.,.,, eOllnby, when mtttln1 dulw Pcon••d nlnnidon1 ol this state In ronsultallon Flo St>t 1458 303 

includi"I aloctronlc, rodlof;,.phlc, or other-""' DI tai.cornmunlcatiQf\ throlJlh which medlul lnfDrmallon or doll 
,,. tnolUn\lttad, parforms an act that lo pa,tof a patient tare sorvice loutod lnthlo i!atl, includins but not llrnit.d 
ta tho Initiation ol lmocl"I procedura1 or the prepanollonof patholoslcll motarlll lor eumlnaijllf\ ond that would 

oll«t Iha d111f10SIJ orfnll•lrnenl of the pa1iont • •f1101od In Iha ~of lfted\cina In 1h11111111 Any 1>9f""'who 
po<forms 1uch IICts lhrouch ,uch fflffnl ,hall ba requl,wd to hova a Ileana to pnocll<a madlclne 1n !his ,1111 •nd 
shaU ba 1ubJ«tto re1ulatlon by Iha board Any ,uc1, Dllt~otato or for•ltn prKtlllonor shall not hno ultimo!• 
authority_, Iha u,. or primary d"'"'°''" Df • pa1i.nt who lo louted In 1h111t1i. 

Thie Codi_...,. 1h11 not apply lo: {1) The- of• dodor of lllHldM or dOClot of oslHpathlc medlcl,.. 
lggted ill •nothor lhte o, forelp Ce.lry who, W Pl'ovlda -~ so,...... It Iha ... ,..... of• pl,yJldan 
llcomod., thll i,ula; and l•I l'nmdes 1udl - •n.., acculorlal mharlhai11 on•..,.,...,.,. ..,utine ball, {1) 

The - of• pllyslciln ar ~thlc pl,ysldM llc9llsetl ill •noth1t lhte orforelp tDUtllly who: 
!Al 1'n1•,ldtuo111o111\&UG<\__. loi !he_, of.., ..,,.'l•"'Y', Ill ~-'tatloll -wl\hout 
umponutloll, ...,,.u.....,llon, o, •thernpoctll- llteraof: or IQ Pravld• ..........,._ .-io • medical 
~ wflkh II louted wilhlll Ulls sl11411111d "fffOW,I by the board; o, {3) The- of• phy,ldaft or osteopathic 
phyildan louted In llftllther atato o, foreltn '°""try when lnWftod • • 1unt of any .,...cal s"-1 o, 

111Hpathlc modlcal tchool •pprowd by Iha boanl or• stato medlcal IOdety "'Uffl9Dllllll lkN!of, for lha soi. 
purpow of lflP&lnt In pn:dasloNI educadon lhroup IKhlra, dlllks, or d-tlons, pn11vkletl that ludl 
phys kiln or -,1lhk physician Is Ucansed lo f1RCtkt m<tdk:lne or ostaopalhlc medicine In the stat• or foralp 
<euntry In lllhldl he or 1h• II loutlcl. 

"' GA CM@ Ann g 43 'W-31 
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Exe.ptlon: Anr practltlon.t of medicine ond surs.rv from llfllJl/ler state whan In act1al cvnsultatlon, inclucli,. In­

per..,.,. m,I~ oleclfonlc, toilpllonlc, flbor-optlc, or other telomedlclfte c0<1Sutu11on w~h • llcensed physician or 
ostaopothlc physlcl,an al this SI.Ill, If tho physician or os-pothlc phytlclon from •"""'-' mote Ill tti. tlm• of 
consultotlon II llcansed II p..cllce In Iha ital• In which tho pl,yllclan oro,teopothic physician ,.•Ide•, prl>Vlded thll 

IAJ Tho physician orolllaopolhic: ph\<llclanfrom 1nothor mote 1hlll not open an office, o, appoint I plK• to 
ITlfft polilnts In this State, or r.c.1..- alls within tti. lmlls al Iha SIiia for the prDVillon al Qrt for a pollllntwho Is 

loatad In this Stall; 

{BJ Tho litansod p1,.,.1c1an or 01-pothlc phytlclan al this SI.Ila ,.tat111cantrol •nd ,.ma IN '91pan•lbil for tho 
pn,,,lslon al ca,. for tti. petllnt who II loatad tn this Stam, and 

{Q Tho iawa ind l'\IIOJ ralotl"I to canta1lolls dlH••• ,,. not vlolsted, 

Prow.Ion of •mars•ncv madlal .. n,tas by physician, or •"I' pt,yslclan assistant whan tho •l'llkos ,,. rand•rod 
under tho direction ind control of I plty,iclan or 01-pethlc phytlclan li<ense<I In this S1111 e ... p1 forflnal 
refrKllon ra>Ulti"I In• prescription for spect1cla .. canllcl ilnso .. or wt•....i lrllnln& .. performad by an O<llllst or 
oplomalrbt duly llcansod by tho SIiia. Tho direction and control •hill not bo rorutruad In..,.,,. .... to requlra the 
__..i ..,._a1 tho supo~and canlf1>\llns physician or ostaapo,thlc phytlclon, Anr pl,'f'\tl1n or 
o•-pothlc phytlclan who amploy, or dlrlCtl • person c•rtlflod undor pert ll of this chlpt•• to provide emeriencv 
madlcal .. rv1ce .. or a ph\<llcl1n aulsbnt, shin ,011ln full profeulanol ind pe,sonal ,.,pc,nslbHity fat,,,... act that 
com~lule• thlt roctlca al medidna when rforrm,d thlt certlflod "°" or 

pa non ,...~ 1na •not , :1tata or country a •ut tie to pr,cta ~,. re, w t.1 n 
cansultJltion by a.,....,., ilcansed In lhll II.Ila ta practice madlclna, or who for thO' purpooe af llirth<ori"I medical 
adUQtkin Is Invited Into this stat• to conduct I i.ctu,.,dinlc, ordemoruttatlon. while •"l•te<i in KlMtles In 
cor,neetion with tho cansult1tlon, l1ct11re. dlnlc. or demorutr1llon, 10 iont u ti. dOH not Dl'4'n1n office or appoint 1 

plac1 10 meal patients or_..,. alls In this moll, 
(cl A person authortlad to practice medlclna In enather •llta orcountrywhllo rend•ri"I madlcll a,. In I Uma al 
dillJtat or whiil cart"l lot 1n q1 or lnjU1-d person &I tho scana of an ,..,.,..ncv and whUa cont1nu1,,. to .. ,. for 
such non• 

o parson I pr• c.e me FM". or any a rw a.. or •• um1n a, men w1 use a rup.1 
without aporatlw •uri•ry, without I valid, el<ls~n1 llcanso to do JG, a11a1p1 that• phys1<11n who hokb an illCllw 
llcanso In 1nothor sllla or• Hcand year re•klenl anrallad In 1 ,.•ldancy P<'Olflm accadltad boj tti. l11ioon 
Commltl" on Greduate Medic.II Education or Iha Buraa11af Prala..ion.l £d.,...tkHI of Iha American Oitaopothlc 
Assacla!lan INV J>nMd• madlcal service• ID polilntl In lllinals d"'1"1 • banalld• emari•ncv In !mmadlate 
P'"Plf•lkHI lot or d"'1"11 lntarmta transit. 

"Telamedi<lna" doas not lndude tho 1Dliowtn1 (1] porlodlc ca111uitltlaN bo-•n I pom,n llclrued under this Act 
and• person auulda tho Sllt1 af Illinois, [2) 1 NCond opinion providad to I parson llcansed under this Act; and (3) 
dl•1na•il or 1t11lmant •-•s pravld1d to 1 
patilnt In illlnols IDllowl"l ca'" or tr11tman1 or1tlnolly pravldad to tho pollllnt In tho auto In which tho prolrider ii 

A,\ Individual who Is not I llcan ... who ,.•ldas In another auta or country ind Is outharilid to practic1 madi<l,w or 
ostaopathlc med~ the,., who Is coli.cl In tor caruultotJon by an lndMdual hcanse<lto prlCticl madlcl,w or 
o,t10 1thic medlclna In Indian, 

Phytlclo"" and surs1an, or osteopathic phvsiaans ind •uri.,,... of Iha United S11w 1rmy, 11111'/, lllr fatca, manna>, 
public hoelth sarviu, or other uniformed sorvice whan ...i1n1 In the llna of duty inthli mote, 1nd haldt"II • curl'ent, 
acti.. permenant Rea.,.. In IOOd •t.ondlnt In another ilata, dl•trlct, or territory of tho United Stalu, or physun, 
ind sur1eans or o,lloj>lthic ph'f'lclons ond surpons llc.lnsed In another ilata, whan lncldlntally ca Ii.cl Into this 
state 1!11 comuh11lon-wlth I h ~d•n •nd iu eon or o:1t.a thlc h ki•n •nd ,u eon licensed In tht:1 iu1t• 
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1'factltloner1of U..helllr'lamncellHd lnanothet11tatawMt1and while lncldent&lly called lntolhlutateln 
,:onsultatlon with pnctltloner1 lloo IIHd In 1h11 11.ow. 

PrKlltlonefl of U.. healln, lrtl duly U.:ollHd lfflder U.. lawt of onothat stoto who do not open an olllce or mo,ntoln 

or appoint • place to "'lul•rly mHt patlants or to ,... ... calls within thil mto, but whe ordar sa.....-1 whlr;h .,. 
perlonned In thll l!Jlhl in eccordanc• with rules and "'IJUlatlons Qf U.. board The board 1hlil ad<Jpt ruin ond 
n,1ulation1 ldentlfylr« cl,;:um1toncas In which pn,f1111onal Mrvat moy be parf~ in thil stolil beMd upon 1n 

order bll • pnctitloner of the hnll"I or11 llcaraed under the lowi of another nat• 
PlflOIIS who, be1r« nonra1idantt of K1ntucky ond lawfully llcenMd 10 practice m.dlClno or 011eop1thy In !Mir 

mto11 of actual ralldo nce. lntr.quently •111"1• In U.. practice of m11dlclne or 01tl0jlathy within 1h11 rate, when 
called to..,. or attend particular patitlntl In ,:onsultatlon ond U10<iatlon with • pi,y1iclan lloonsed pur1uont to thil 
<ilaater 

A true a,n1ultotlon, • a. an lnfo<mal consultation or NCond oplnia<\ pn>llldad by on indMduol li<anMd to p,..u.:e 
madlclno In a lltat. other !Mn Loulslona, pr<Nlded 1h11 U.. Loul1iana phyoir;lln ra<aNl"I the opinion Is pe...,nally 
,.,~,Ible to th• .,.tlent for the Drlmarv d111no•I• and ,nv te,!ina and tra,t,,,.,nt orovlded 

Conwltatlon 1hlll be <01Ulder1d lo IICC\lt when• phyl\dan not llconMd In the Stahl Qf Moina ,_ AUJnh or 
lnt.rvlewl or ... mlnu a patient In any w,y, and PfO\lldllt • pn,l'elllonal opinion or m;ommandatlon ta• pi,yslclli n 
licenMd in the Stole of Maine whe Is the physician of r.mrd for the patl1nt bainc di•l"OMd or treated Such 
con•ultant rnust be lllily llcamad In another mta, A non-ra,ldtlnt physician doH not naad a Ilea_ In this State If 
he/•he con,ults on 1n l=rular betlo with• ohv,i<lon or olw<lci1no lk:onHtd In this St1t1 
Subjact to u• ru11f, ••au,.tionf, ana on1ers or 1M ..... ra. thl ,u,ouwl"I 1ni1 .... aua11 moy pra,u,;• ,,,...ic,na w,.,,,,.,, • 
lice~; 

a physician lloollHd by and rasldlna In another Jurisdiction, whil• •"l"Ji"I In a,nsultatlon with I physician llcenMd 
in 1h115tltoi, • pi,,;tlclon whe ra,ldH In 1nd lo 1uthoriiad to pnictlca medi<ino by ,ny 1tahl •dJolillr« 1h11 Sbto and 
whoM p,1ctlce 11tandl Into thil Stat•, If lhe physician dc»s not havo on ofllca or OU..r N!Jularly appointed pl1<1 In 

1h11 State to moel pa~entl, 1nd the 11ma prn,ile&es o,a •otanded to Ilea~ physicians of thl• 51111 by the odjo,nlr« 
,tali! l\dfolnlna mt'"' 

They 1holi not opply to• physician authotl,ed to prKtlce modlclna ln onolhar otato, when he II ullad <IS U.. family 

physician to -nd a parSDl'I tempon,rily ebld1na In the """'""'"'"•Ith, to• physlNn 1uthoruad to,.._ 
medicine In •no- 1tolil or country, when he Is prcwldina m.dical 11rvlcal only to 1thlew1 or ta,m per10nnol 
1ttendln1 a ,portl"I event 1port1ored by tho US Olvrnok: Cornmittn"" a World CUP Orunt,lnll CommlttM 

A physician whe ii not li<lnMd ta pr•ctu m.dlclnt in thio ,tote, b<lt whe helds • vehd lic•ma to P<Ktlc• medicine 

In anothlr stat• or Jurisdiction, and whe provide1 imlfltolil lillamedldna -••to• patient io<ahld In this 11.o!a ii 
not subject to the "'&islt•tlon rwqulram1nt of subdivision l. par1ar1pi, [•), claun (4~ if: 

(ll U.. MrvlcH ,,. provided in r1tponM to an 1mor11ncy medical condition, for the purposff of thil Mctlon, an 

emerpncy medical a>nditian m111111 condition, lncludlnc ema,sancy lat.cw ,nc1 dellwry, U..I monlfHts ltsd by 
acui• symptoms of1ufflcian1 ...-.,lty, lnclucllnc ...,.,. pain, the! U.. obsance of Immediate madcal attantlon could 
real0'1lbly be npectad ID ra1ult In pl1clnc the patient's health In ..-jeopardy, ..-1mpainMTI\ to bodlly 

lllnctlonl, or Mrloul dymmctlon ol •"I' body orpn or part; 
[211M -., .,. pn,wlded on ,n lrr11ular or in"-q.,.nt basll for U.. purp0141s ofthls llctlon, • Pl""" pn,wldes 

11rvlca1 on •n 1,..1uilr or lnfreq"'nt ba,ls ii the"""°" PfOl/idu lhe Yrvli;Q leu than once• month or prOl/ides !he 

Mrvicel to faw11 then tan patilntl 1nnuoily; or 
(31 the phyoician provlde1 lntoirmte tail""'dldne .. ....._, in this rtalil In CONultatlon with I pl,ysk!an U.:.noed In 
this ftlto •nd tho Minr,esota niw<k:!1n r.talrtt ultlm•t• •lllhorttv ow, the diHnosls Ind .. ,. of !M .,.111nt. 

,..,1n --T-­>Oli 

-
' 

' ·-.. 
... 

!iD_r _____ Sla 

. I.· .• Ar{· J 

l 
, ·~- ,: 

' ... ~'. I ,. ,, 
. - ~ ' 

KS Statut., 65 2871 

K• ~•• ~,., /Inn g ~t t <"" 

la Admln CO<ietlt 46 4 "''" 

M,«, rM~ I g '141181 

"'"!l!!llll~ ~Q!!~ 21 M1riiln~ H~kI!! ~~!!II 
I 14 ~01 

Ul"'I M. U:2 Hdk!fl 7 

Minn Stot ~ 1•7 032 





Matrix - State Policies on Provider-to-Provider Consultations (as of April 2015) 

I 
- . ' ..... ' . ~-.' ,,. ~ I 

. ' ,• 
I j, ' ' 

' • .. . . ...... r . ' 

How....,, 1 vallcl 
Mississippi llcanse II nol roqultM wher• the ...,IU1tion, treatm<tnt 1r.d/or medlcl111 1lwn lo be ,.r.d.,ed bya 
phyolclan outJlcl• cf Mlululppl II rtqUIS!H by I phy,lclan duly llconMd to p,•ctlc• m.dlclne In Mllslulpjli, oncl 
the phy,lcian whe hes req,.sted such filllU1tian, tntalment ar,d/or medlcal opinion hes •lrw•dy ost.iblilhed • .,, doctor/patlenl JOlotlonshlp wllh the patient 10 b. onlu1ted 1r.d/or tre1!od Code Min II 30.5 263~ 
I" phy1io.n -= outJ,01 ol mu st.to sna11 nol.,. requlr•d lo obtain I oconsa wn11n. 

[l) In consultotlon with I phy,lclan licaNff lo pn<llca medlcina In thll ltate, and 
121 The phy,lclan llcansed In this otato retains lllllma!• outhorlty and rwsponslblUry for the dl1cnosl•., dllC- and 
t,.aiment In the cara of the pall,nl lcatod within thiJ ,tot,,« 
[3) Enluollns • J>llll•nt or ,.nd,rlns on 0<•~ written or otherwise docu11111nlod rnadlcal opinlon,«when p,ovldlf11 
toltlmany or r,conb for the purpoH of •ny clvll or crlmlnal ldlon bef.,,. •ny judicial or admlniJlrwtlft procNdlns 
oflhl1 stat• or other forum In this 1toto, or .,, 4) Portlc~tma In• utlllrotion n,yiew punuonl ta Mctlon 376 USO MO Re"'••" ',fafuto l ~,. OtO 
, .,., chlptar oo" not p,ohlbtl or require• ,ica,,.. w,u, re1pact lo •"I' of m1 lo1oow1ns ocll 

la) the 1r1tultous rondarlns of Jarvtc.1 In ca .. , of ""'"'l•ncy., catutroplw; 
(bl !he ,.nderlrc of ,....ic., In 1h11 ltlto by• physician lawfully pnctlclns "'"dlclne In another ltate., temto,y, 

HDWIWI', IJU.. physician dm, nol Umlt the Jarvie•• loon nccalk>nll caJa"' ll' the phyolclan h11 ony,stobllshed or 
r.1ullrlr uM<I hospltll connectlona In this ,tate or "'"lnlllns"' IA provided with, for the phy,k:Jfn'1 roSul•r use,,., 
offlca or other plaq for rerm.rln& the ,ervicas, the physlcl1i, mwt pooNU a llcansa lo .,,.ctica m.dlclne Ii, this .,, stile MT Code Ann. ~7 3 '"' 
ll-, ,.,.-11na ........ 1r.,wi;.a,_.,,.•na~:11.ia1M.i11fl1w..,r __ ,,_ ... ,_,_ .. ,_...,, u• .. w1u1•noH .. , ·--w·-·· 
1-ntally oollad Into IN• st.it. or contactad vi• olKtl'Onlc or other modlumfo, consultation with a physician 
llcansod In lhlA 1tate f0< pu;posas of thlo 1ubdlwlari. consultollon ..,.,ns fil!luo!lns lhe medical d•to of the plll•nl 
u p,Dvlded by lhe tre•ll'11 physlcl1n and randorlns • roco,n..,.ndallon lo ouch ,,.,tin& physlclen u lo the methed 
of !rootment o, 1111ly,1A of the data The lnterp,.tatlon of a rodlolosical lm•P by a phy,lclln who spacoallzH In 

rodJoloo IA - I consultotlo11+ 
171 PhyslclaN who a,. ~cansed In Sood standlr,s lo practlco m.dlclne In 1nolher st.ill but who, from 1uch ott.r 
,tate, ordar dllanostlc o, therepautlc S1ntlca1 an an lrrasular o, nccaslonal basl1, to be provtd.a to an lndMduai In 

lhlo sta!o, If 1uch phplci.ns do ""1 ..,.1nta1n ond 1rw - furnilhed lot ••sullr UN within lhlA stall •"I' om.. or 
otherpl-forthe-r,sof...-,.l-0<therwcalptolcalls. 
18) Phyolcl1111 whe a,. Ucansed In &ood sr..nd1n1 lo pflcllca modtclM In another 1tete and who,"" on lrre1ullr •nd 
ocuslonal basis. ara 1ranlod tomporo,y hospttat prlvlle1•1 to practlco medlclna and 1u'1•,Y 111 hospital or olher 
"'"dlcal IKlllty llcansed In !his otata; .,, 91 Persons D<DYicliM or lnstructlM H to UH ol broc•L NESTAT 38 2ois 

1. Any physltl1n llcansed In this State JhaU no~fy the Boord If a")I ui,llcansed physician co,,,.• Imo thlA Stall for 
consultation wllh or aulstanca to the physician llcansad In thlA Stato ond 1paclfy the data of tt,. con,ultallon or 
usiltanca, whether the omllc•nsed phy1lclan hesp,owided such con,ulta!lon., oulm1nc•, or both, lo lhe Ucansad 
phyolclon In the pall,. and lhe dato of that consultet,on and aulstenca, 

2. A physician llcansed In this Stat• whocomulta with or ra<:1i..1 oulotlncafrom a phyolcl1n llcanMd In 
1nolhe,sta11 purtuont tasubucclon lshallcomplywllh the prov1Jlansofchllp!er6l9ol NRS1D¥1tmlna the 
prepafltlor,, r•t•nllon ordm.mlnation of any health cara raconl r.sullirc from the comMlto!lon ., aulstanc• .,, betwttn the physicl1n licensed In thl1 Stete and the ohvs1c11n licensed In 1no1her &tat• INAt'' "-"''7~ 

A phyolclan locatad oulllcl• al 1h11 stato Jhall nol bo ,.qwrad to oataln • llcenM when, 11 In consultallon w11h a 
physician llcanMd lo pr1ctlca medicine in th IA state who he1 • boi,a fld• cloctor·pa!lant ,.la!lonshlp with tM J>11tlant, 
AND 2) lhe pl1yslclan llcansed In 1h11 ,tat• ratalns the ulllmata authority and rw•ponolblllty lo, the d11&nos11 and 

,1,. .,, tr.•!ment In 11,e care of the Dlllent located within this state lana,d ~!al• &~,ll >11N 

wmptlan, A p/,ylk:lln or lurpon of another state of !he Un~ed Stows and duly tulhorll.ci undar the lows thereof 
to pn<IIU m.dltlne or suri;oty theralr,, If 1uch p,actlll.,,,., d<,u nol 0119n an offlca or place for the practlca of hll .,, ptof.,.slon In this Stat, INJ STAT ANN I 4S 9·21 

Physician llcansed lo proctica unde, the low> D11natl1af stat• wheacu u • eansultant to• NM physician on 1n .,, 
11,.,...ulor or lnfroq,,.,nt buts INM~,1,H;1 ,;.17 
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Tlw ft>!low,"I porSOftl under 1M foUaw,"l llmlt.lt'°"' IIWO\' pracuc. madoclne within 1M Jtole w,tho&,t • 1 ........ l. 
Ant phyllclan wlw Ii llunse4 In • barderi"I stole and who r•Jida near I bordet of 11111 mt•, pr,>VIMd ,...,, practlu 
II limited In this n.ta to 1M \'i<lnlty of •uch bordar ind providlld iuch physi<lan does not maintain 1n o!fQ or placa 
to lnHI pallonts or l'ICIIIW calls within this ital•. 3 Ant phy11<11 n wtw Ii ll<allMd In another It.Iota orc:ounlry and 
who Ii mHtlnc• pi,ysl<lan ll<ansod 1n this ft.ta, !or purpc>Ht 0,consultation, pr,>VIMd 1uch pnctlu II limited lo 

ti' such con1ull1tk>n BorderiM It.Ill• NY rnN I AW. ""6 NYl"n,1, - 5•ct1on ~~,~ 

Thi practh:• of medlclno or iur11ry by any r,onresJll•rad raputa,bla phplclln or iur1•on who comu Into this Stata, 
ollhar In poroon or by.,.. of any •IKtronlcor 01""' macllum,. on an msufar b .. 1., to consult with a ruld•nt 
re11Sl1N1d phplclan or to CDniull with poroonnol It I macll<al Khoai abcx,t lldUQlk>nal or medical t..lni"I- This 

llna ti' •o,.,..;,o shall not 1001\1 lo ohv,fcl1ns restd•nt In• Mllhbori"" ru,la and ,.,Rularly proctlcinR In thlt Stow l'IC M,dl<a! 800,d l'o,l1lon Julv 2010 

lb n/a 

E.umptlons !31 A phyliclan or 1urJton In anotlWr n.11 or tarrilOry who Is• lepl prlctlllonar of madlclna or 1urt•ry 
tharaln wtwn provldlns con1ult1lk>n to 1n lndi>idual holdinc a urllflc.ota to praetlc• lul.lld undor thlichaptarwholl 
rasponslblll lor ltw agminatlon, di1cno1l1, and troatmant of 111" patient wtw Ii Iha 1ubjllcl of tne con1u1tat1on, If 
ona of th• followi"I appli10: 

[1) Tha physician ar IUrJOOn doq not provid• consultlllon In 1h11 tt,otl on • ra1ullr or frequent be1i1. 
(b) Tha p/,yslclln or 1UrJeon prQvklet ttw con1ult1tlon wilhovt componsotlon of •ny kind, dlrm or indlract, lor tlw 
COniUllalion. 
!<I Thi conoultall•n Ii part afttw currlculum of I maclial ochoal or OSbloplthlc medial Khool afthli It.Iota or a 
PfOll1IM daocrlbed In dnn11Dn [A.)(21 af-n 413L291 ofttw Itemed Code. 

[41 A pi,ysl<Lln or tUrJeon In 1notner It.Illa or tarrltorywho Ii a lepl proctllk>- of medlclrw or,u,.ary the rain and 
~rovldlld 11rv1cet to a pallant In !hat 1t.11t1 or tarri!D<y, wtwn provldlnl, not Lolar than ona year 11!ar ttw lat dala 
Mrvicas were provided in •nolher n.11 or lllrr1tary. follow,u~ ,.rv1ca, In poroon or throut1h lho use of any 
a,mmunl<lllon, lncludlnc ""'i writtan, m 1i1C1ronl< <arnmunltatlon, In this 1t1ta ID Iha pollent lor tne ,...,. 
condition; 

(SI A phytic:Lon or 1ur1oon ratldlnc on thl barderaf • conllsuous ft.ta end ao,lhotlllld under 1M Llw1 lhlroof to 
prlcli<e mactlcin. and iUrJery tt,e,aJn, whoa proctl<e 1mndi within ltw Umlb of thl1 ltata Such pra<tltlontr ,hall 
not 1illllr In -son or thr"""1 Iha UM •f any communltallon,. lnch,w:llnc oral, wrlttan, or electronic communication, 

ti' open on office or onnnlnt • D111C11 IO,.,. oatlenl:i or rttolvo call, w•thln thl limits of this tta!O Olf Rf'V t'nnt I 47~1 16 
i"VTJ parton lk:ensed te pract.Jc.e n..u1~11M" •nd 1urpty •n •noUle, Stille or tar,1tory0f 

Iha Untt•d Statat who randert elM,..ncy IMdl<al trao-nt or brielty provida1 cntkal 
m.dltal 111'Yice •I Iha specific la"'1ul dlrodlon of• medial INtiMlon or federal a1•ncy 
thal ouuma full ,.,1p0nsiblllty lor that troa-nl or Nl'Yice and Ii 1pproved by lhe Board, 
II. Any por&on who Is llumod to praclice rnodiclnt and 1u,..,y In ano!Mr 1t1ta or 
tarrltory of 1M Unltlld 5tllH whoM IOI• purp011 ond activity Ii llmltlld to bMf ectual 
C0111ultatlon with I ipodllc physician who II llcansod to prxtlca medl<lne and 1ur11ry by 

ti' the Bolon!, other th•n a persDft wilh I special or "'11rlc1,d ll<•nD Okl1 5t•t tit 5':!. 4 492101 
11 A 11<;1.,.. to practlu acrou11111111,... II not ,•quired of I p11y1oclan 

l•I Enca11ns In Iha practu of medicine acrou ,11111 llna1 In ,n ema,..ncy !ORS 611.060 (311. or 
jb] loc.oted ouuidl this Jllltl whoconsull:I with another physician ll<lftll<I ID practka macllclne In thi1111111, ond 
wlw doe1 not undertake lhe primary raoponsltMllty 1or diatnoslnc or rand•rlnc tre•tmenl to I patlllnl within this 
lt.lltl, 
(cl loc.oted DUtiidl the It.Iota and haunertatMl1twd phl'llcl1n palllnt ralatlonihlpwlth • - who II In Or .. on 

ti' iemooronlv and who roaUI,., the dlf'Kt medlcoi lrnlment DVthal ..i,-i..1on OR Admln Rules u, o,s oom mt"'•' r.-n \~ 

• nl• 
ii pny1un who ii _._.. to pflcllCa maoic,no In anolher 11111 ar 1t1ta1, but not n ,mu11t•, and wno II In I""" 

1llndl"1 In 1uch ft.ti or 1tlll1, may uan:IM 111" prt,,11011 to prectl<a mactldrw for• pol!Rnl louted In this Jtlta 
und•r Iha r,,11ow1nc cln:ummncu only. 
Tha phyticton, whethlror not phyllally proMntln this Ital•. II bolnc conoultadon 111,,...llrDcUolDn bya phv,lclan 
ll<lmod In this Jtota, or Ii provldlnc l•Khlnc uslstonu in• mlldl<al ca-Jty. for• parlod not ID e>aed -n (7) 
d•v, Undar no cin:um1t.11nu ffl"Y • pi,ysun who II not pr-nl In this 111111 pn,vlde consultJollon ID• pal!Rnt In this 
otlle who doe• not haw I phyik;lln pallanl raiationlhlp with !hat phyliclan unl•u !hat pallont II In Iha p/,ysical 

' 
.., 1pre11nce ofa nhvllcl1n lk;~""'d in 1h111tat• low s,--d bY GOY 5/3n/14 
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p""11bit a physician from ~1 In actuol consuibollon with a physician licarua,;I In this Sbot,, eonumins an 
opinion lar the South Carolina physician'• consld•ratlon In manqir,l tha care Of tn•lmt"1 of a ~tiont In 1h11 Sbobo, 

IBHll A physician 1ic......i In anoU... mta, c.rritary, Of othff Jurisdiction of the Unli.d Sbobo1 or of any atMr nation 
or loraip, JuriJdlction b ... mpt from Iha requiramtnb of bNure in lhb St,,ta, If Iha phyolcian• 
(al halds an IIC!lw bNI ID pra<tiCII In Iha othff Jutisdlctlan; 
(b) a"lal" In tha a~ Jl<Ktlq of mtdlclna In Iha other Jur1odlctlo<,; and 
lcl a amplayed or d1111patod q the c.am physician by an athlallc t,,am vhltl"I Iha Sbota lar • Jpaclflc 1porti"1 

na "' ewnt SC Codo Ann 140-47 25 

• n/o 

l•J A physician who practlcas medlclna ocrou me. fine• In an emtr1ancy; Of 

(bl A physician who •nsa1111lnthe practlceof m.dldno oc,.... m10Nna1thatoccurslauthanonc.1 month or 
1nvoa-.., ,...,., than c.n potlanll an on annual bulo, or eompr\N1 leN than - porunt (1%1 of Iha physician'• 
dl.lanootlc or tharopoutic p<IIC!lce, or 
l<I Phy•iclano wha anpp In the practl<• of m.dlclM Kroll Jllte line• without componsotJon Of •.,..ctollon of 
eompoNltion unloN Iha praclico uuod1 the Dmits amblllhod by ~ra.,aph (6llb], or 
ldJ Tho Inf-I practa, of modlclM In Iha form of uncompoNac.d coruultatlonl "'prdleuofthelr fr-.qu.ncy; Qf 

l•I lkarued/rqlstared physician, or ,u,a..,,u of athor ltalH whancallod In coniultiillon byo Tonnesae 

"' 11..,n,d/,..11111-.d physician 11 provided bv TC,._ J6J-6-204 (al (31 Tonn Como R & R••• OSSO 02· 16 ,,,, 1n• • ..,.,,..,T'l,.,. • .,._,..-n-• .. ,,.,, -·-•••t"' ,..,.,., uierl"t..., •• ,.~,,MIVJ•ll..,.,..,-v,· 

lic.11111 ond 1h11 chopt•r. 
111 1pllodlc coruultatlan by a medical ,~claliJt lacolld In lnatMt' Jurlodlctlan who provlu1 such eontUttot.,,, 
S1r,ia,1 on requ.n ta• "'"'°" liql\lld In 1h11 mto; 
(21 CONUitalJon HMCIIS p(OV!dod by o physician locotod In anolhar JuriJdlctlon ID o modlCIII Ki-I .. dallnod In the 
Educotlon Cod•, 161.SOl; 
[Jl coruultotJon HrvlCll1 provided by a physician locoi.d In anoU... juriidlc!Jon to an lrutl!utlon doifined in either 
s..bchaptfi C. 0..ptar 7J. or Subchaj>tar K, Chapte< 74 of Iha Education Cod•. 
(41 informal caNultatlon porfotmod by• physician autslcla the conlllflof a tontractuol reialloruhip and an on 
lrrqular or Infrequent boll• without Iha ••l)e(1ation or ••cho"I• of d,rllCI or lndlrllCI componsatlon, 
(SI furnl1hi"1 of modlcol uslltanco by I phyoician In CIIH of •n •morsancy or dlsutar W no cho,aa ii mada for Iha 
mtdlcal aNIIC.nu, and 
16] Ofd•r1"1 homt health or hospk>I servlcu lar a ,..,ident of this ,tee. ID be deliwrod by a homo and eommunl!y 
support 111'111c11 aaency ia11111d by thb mt1, by Iha reJldent'• lrwatl"I physlcianwha II located In another ,, liur1sdlctlon of a stat• ho.in1 borders cantl1uous with tha bordero oflhl1 stole 112 TAC .. , 72 t2 

(7) on Individual anpal"I In Iha practrc. of moclldna whan: 
l•I the lndMduol lo licanwd lntood 1tandl"1 as• physician In another st.ta wlttl no llcensi"I action pondlnt 
and no lest than ton years of profaulQnal • .,..ri.nca; 
lb] the •rvlce• ara rendorod 11 • public IIMCII •nd lor a noncommen:1.11 purpDH, 
(c] no 111 a, athor canslclaratlon of wlue II choraod, recalwd, 11pocted, or eontempiai.d lor the sel'lllcH 
ronderad beyond on amount,,.... .. ,.,, to cover Iha praportlonato COS! of matpractlU lruuranco, and 

"' di IM Individual does not 0IMrwiS1 •M•I• In unlawful or unDroluslDnal <Ondu<t' 'l ltah Codo Ann ~ 5S 67 30~ 

• nonre,ldont physician coml"I into thll stato ID consult a, usl"1 toiacommunlca!lons ID ton$Ult w~h • duly IICllnJod ,, Dractltklfler Mreln ,~v~A S1"t 

Arrf le1olly qualified out•ohtata or lor111n p,actitlonor from mooun1 In coniultiillonwlth loplly llc•ruad 
p,Kti!lonars In thll Commor,wealth; Tha rendorl"I of mocl1e11I odvial or lnlormo1Jonthro111h toltcommunlcotlonl 
from a physician IICIINOd to p,actlCII modlclna In Ylralnia or an o<tJalnl"I me., or from• llairua,;t nursa p,llClltlonor, 

"' to 1mtr1er,cy modical 1>erionnel IIC!lr>t1 In •n emerier,cy situation Adtolnlna mte, V• Codo Ann g S4 1 '""' 
Tha p,aclice of medlcina by any practltlanar llc•Nld by onothor stac. Of t.mtory In whl,;h ha or 1ha ruldet, 

prov!do<t !hot ouch practitioner Jhall not opon •n afflco Of •ppolnt • placa of mootl"I patlonll or recatvlf1l calb 
within this mt•, Tho practlce of medlclna, In ony port of this state which sham• common bordtrwlth C.Mda and 
which II surrounded on three sklu by water, by• physician llconwd ID practlco medlclna ond 1up,Y In Canada or 

"' any oravtncw or lerr~o,ythereof C.Mdlan Or1v1~1e1 RCW !! 71 ~30 
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1i1tr1Jt& stat.1 or ore1p c.ounb'Mtl .ar• Hbni 511 • COM, capautyw•t 

physlcl•n1 ar podllltrim duly llc•noed In 1h111111111 for• parlod of not mora than live• months. Prwdltd, That 1h11 
... mpllon llappllc.obl• on• ........ ama anly buls, 

An Individual physklon or podlalrlst, o, physk,.n or podlatrisl 1roup1, ar phys~ns or pod,atrilU tie tartlll,Y Ura ar 
Mnlwrilty hotpltill outsld• this 11111• Ind •r11•1od In Iha p,actJce of l<llllmadlclna who t<>nswt or ,wnd•r IKOnd 
opinions concemlrc dlll1nasll ar lrH!manl af pa!lanb within 1h1111111• II) In In •ma,.,ncy ar wrlhaut 

mPll'IAllon o, npeclllllon of mrnpeng!lon, or (11) an 1n lrre1ulllr or lnlraquant basis which oc<un leu than one• 
a month or le11 than 11nlve limn In a calendar ar. 
Actual coru.ullllllon or demonstraUon by Mcenoed physlcllln1 or porfullol,lsb or cartlliod rHplrat«ycera 
pn,ctttior,-11 of athar 1llllai or countrlen1rllh iloonoed physlclan1 or porfuslonlsll a, certified raspirata,y ce,w 

.. e1111or1ar1 of th 1, '"'"' 

Any lndMdual re11dlnt1 In and llc.omad In lood olllndlrc la pl'KU .. mecllclna In anathar olllta or country br"'llht Into 
1h11 ollllll for conoultatlon by I plly.lclan Munsed to ~-.llclne in 1h11 ,tata, pmvl.ded Iha pl\oplclan bnM<I in 
this 1tt1e noUfla1 Iha board of Iha co111ullllllon In compllll...., with ••tulallons adopttd by Iha boatd 

This ,aqulrament ihall not apply lo an oul-of-,1111<1 physician whe ton1ul11 byllllaphona, •lactr<>nlc ar any othar 
means w~h at1 Htandln1 p~n lloot1sod by this board a, lo an 0Ul-al--stata physician whe II 11>«oflcally , ... mpe 
lrom 11<,murw unuant ta W S 3J.26-103 

,' , • "' ;.· ... ,:.1~- .' ,, _, r ,\;_.,/ . ,, :' ~"; - ...... ...,.. 
•" i .... ~ - '-;,- -,v 





Add1CJ0nal uemp!IOns for teach"'I physiciins, 

resident!. and physlciins It state ~al and 111t!Rtll 

institutions, sp«ial purpose llcensees m,t not use 

tell!healttl to supervise PAs, CRNPs o, Certified 
Aiiba"" 

., ., Mldwlvff. Alab,..., Admln Coder 540-X-lS 
Alaska ., 
Anzona ., 
Arkansas ., 
~hfom,a .,, 
Colorado .,, 
Connect,c;ut ., 
Delaw;ire ., 
DC .,, 
Florida .,, 
Georgia .,, 
HIWltl .,, 
Idaho .,, 
Illinois .,, 
Indiana .,, 
IOWI 

.,, 
IQnsas .,, 
Kl!fftucky .,, 
Louisiana ., .,, Proposed J'81Jllt,ons pending RS 37 1271 and 1276 1 

MIine .,, 
M1,yland .,, 
MHSachust!ttJ .,, 
Michigan .,, 
M1nnl!'SOta .,, .,, l\lltnn Stat. § 147 032 
MISSISSIPP, .,, MlSS Code Ann. § 73-25--34 
M•nouri .,, 
Montana .,, Mont1na 2015 Regul1r Session Act 154 

Nebraska .,, 
N<!Yada .,, .,, NRS630261 
New M.ampshw• .,, 
N,rwJeruy .,, 
N,rw Mp,c;o .,, .,, NMAC 16 10 2 8; NMSA 61-6,-111 

NirwVorll 

North ~rohna .,, 
North Oakota .,, 
Oho .,, .,, Oh1D Adm1n Codi! 4731296 

Oklahoma .,, 
0.'8Dn .,, .,, OR Rev Stitt. Ann§ 6n 139 

Pennsylvania .,, 
Rhode- island .,, 
South carol1na .,, 
South Dakota .,, 
Tl!llne5SH .,, .,, Proposed regulations pending Tl!lln. Comp. II. & Regs 0880-02· 16 

Tt!QS .,, .,, 2l TAC172.12 

Uhh .,, 
Vermont .,, 
V"111n11 .,, 
W1sh1ngton .,, 
West Virg1n11 .,, 
W,scons1n ., 
Wyoffl"'f .,, 
.,,,. E,ost, .. Pola;y 





--.... -llfflll'G'l"Pfflll"1lbottionlr,dwd"1 
At.be..,. .,, med- Alabom1 Adm!" C~ r 5,10-l-9 11 

2014 ~1'1otlon •nacllOCI to allow inKTIIMns, 
d~ or ldmlnisten"I • pn,crlptlOft d"'I to 1 

~-- canducti"I• physio:al _,,,_.,.. 
At.ab .,, under .. rt.I" cone!- Ala,ko Admin ~ode 1~ n • •o O£W..nt.,.., 

-- ,. --~-
'"' No,.,,,_ ~dl_....,..bortlcn lr,duclne '1',.J.., __ .. ,_, If.- .., __ I 1f']1~1..n1f-l 11.-1:ww.a fl:-.. ----~- ·~···· 

A- .,, -- Strt bn I !2-1""' 01 o...nj l'o>~lon Stm.,,.1'11 !Iii Numbo,..SSt3'9 

Art. Coda Am.117-92-1003, Art. Mmin. Coda 
No-~dl~"11't>onlon Ind~ 070 DO 7~~. McanDIStota Medical Boon! --· .,, "-<llelllloll R-.,.iotlOft 2 I Alt Code AM f 17-92-1004 

Col Buo. I Prof Code f llU.lj•L Col Buo. I Pn>f. 
Collfomle .,, Code 14601 

3 OJ Code al !!qulotlon7U-1., OJ Medlcai Boord 
PoNq, 40-09; CD Medical Boon! Polley 41).1)9- l..ul 

Colorodo .,, -...!7/1/lO 
No ,poctfic rwlwrw- for - prwscrlbol! found 

~ i"ftmlpo!lciM. 
Delawa-re .,, DE c..d. T~i. 16 S... '7"41dl/H 

DC .,, UOCCodet UOO I 

Del!,- talemedJclN to Include, but Is IIOt llmlted 
tD, prncrlblr,a lapnd d,_ to patllon!o throush !he - " ""''-followl"I model,,, ___ 

ulaNo 
(1ltntemat; 1•"'-"'-Pll,lr-n,...... 

lb) T•t.phone, ind Fla Admit!. ,._._ r. "'""--" 01' Fla •~•. C ,5s 01~. 2!JR""11!REMENTS&I - .,, l(o)Facsl- Fla Adm!n C- r 64915--11 ~ D-64815--14 ~ 

"-- .,, Go r-· • a•- 360-J- 02 

ttawen .,, tf1w ~w Stat t4Sl-13,tf- ~ ... Sbt.1319-t 
No rwm- prwscnbt..,..dJ_...i"11t,ortx,n lr,ducl"I 

ldaha .,, -- •doha Stotut1 5,1.173~ 
- No spec,f\c- for-inscril>i"lfound 

1mno1s l"-oollclu. 
~ rwmgq ~liCllb'"l/d~J"II •;bur-ban .,,duc:ins 8,4.I ind Admm r.----1- ..... ._.,, ,;i..a;..a Ind Adm1n. r--i- §... 

lndlano .,, ~ 3-3 S.U Ind Adml• Coda ~-1 

IA Ad.,.... Code, 6571 19(124,126,lSSA)· 
Pharmacists 1,. prol,lhbd from d,_nofnl 
p,ascrlptio,, ~ If !he phl!'ffllc!Jt knows Dr Jhould 

""""known thatlhe prwmiptio,, - llll>ld solaly 
""tho batli ol 1• 1-.--buH quo-lrw, •• 
1-rn.t~ i:onsult, DI' I taiopl,one ..,._Jt, Ind 
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K•r,tud:y .,, Kv RIN S,at Jl"" & at 1 597 101 UR 9 '60 

No,.,,,_ prwserlblflC/d,_.,..,. 11,ott,on induci"I La Admill. Code tit. 46, I 251S, La Admia. Code tit. 
Loulllllna .,, -- 46 I 75U 
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Ohia ., ""'-Admln ,.~-,73111.()9 

N• ,__ .,...Krlblrc/d1.,,....i,,. 1bonlon lnducins nklJi . ...__ 1'11' ~q , ......a. 0111: AdmF" -..-- .__ ,,. ,., 
Oklahoma ., -- l~ R""'~ S_,,... &5~27 

OR. Ad-. R IIS5-()1H210'. Pi...rmacitU .,. 

~blted from~ ...... p,eoctiptlon drup If the 
~"'1a<lst i.- or llloukl haw blowr, !hat the 
~ -11-,1 without a .. 11<1 pltysi$~ 

n- ""1fen! Natiafflhlp 
No IP«lflc ..,_,.._ b lntam.t PftJcnbt"' fcund 

p..,-.... lfrimta-~L 

Rhodalslo~ ., ~, ..._.iu, Boo.-.1 Por..., l'.lro7\ 
I~ //.,,..,.,,, _. .. _'Ith 

I< r- ~ ...... •- I.,._. .. _,., ~ f'.. u-"' a- R- I 
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1 Ariz.ona SB 1339; httir//www.azleg gov/DocumentsForBill.asp?Session TD=l 12&Bill Number-SB 1339 
2 Arkansas 20 I 5 Regular Session Act 887, http://www.ark leg.state ar.us/assembly/2015/20 I 5 R/ Acts/ Act887 .pdf 
3 California Code Chapter 404; http://www.leginfo ca gov/cgi-
bin/wais gate?W Al SdocID= 1 5 07502 52 05 +5+0+0& WA I Sacti on::retrieve 
• Hawaii SB 2469 -27th Legislature; 
http://www.capitol.hawaii gov/measure indiv.aspx?billtype=SB&billnumber=2469&year=2014 
5 Idaho Session Law Chapter 121; http:1/www legjslature.idaho gov/1egislation/2015/HOl 89 pdf 
6 Indiana 884 IAC 5·8; http://www.in gov/legislative/iac/20I41231-JR-844140442PRA.xml pdf 
7 ARC 1769C-Amend IAC 653 -Chapter 13; 
http://www.medicalboard.iowa gov/iowa code/proposed%20ru1es/pdf7 ARC%20 I 769C%20-
%20February¼206%202015%20{2) pdf 
8 Louisiana Act No. 442; http://www.legis.la gov/1egisNiewDocument.aspx?d=9 I 36 I 2 
9 Mississippi Medical Board Hearing Notice;http://www.sosms.gov/ACProposed/00021 I 86a.pdf 
10 Montana 2015 Regular Session Act 154; http://leg.mt gov/bills/2015/sesslaws/chOl 54 pdf 
11 New Hampshire 2015 Session SB 84;http://www.gencourt.statenh.us/legislation/2015/SB0084.html 
12 North Dakota Board of MedicaJ Examiners; Tele medicine Policy; 
https://www ndbomex.org/news/current topics.asp?id=J 25 
n Ohio Medical Board Proposed Rule 4731 • 11.09 
14 Tennessee Board of Medical Examiner Proposed Rule 0880.02; http://statetn.us/sos/rules filings/0 J .09- J 5.pdf 
15 Tennessee 2015 Regular Session SB 1223; 
http://cgstatetrack.com/texis/redir?id.,,54ddb7424&rtypFtext&original::y 
16 Texas Medical Board Press Release; http://www.tmb state tx.us/dl/DAD89645-F8 I F-CF51-6FF8-D0E20891625A 
17 Virginia Chapter 115; http://lis.virginia.gov/cgi-bin/legp604 exe?l 5 l+ful+CHAPO 115 
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