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House Bill 193 is focused on protecting Alaskans in emergency situations from being surprised with 
unexpected medical bills. The most common occurrence for balance billing is during emergency 
situations where patients are left without the option or wherewithal to ensure they are treated by an in­
network provider. As a result, they find themselves on the hook for hefty medical bills,- despite having 
proper health insurance. HB 193 would help Alaskans already dealing with the turmoil of a medical 
emergency by removing them from the billing side of the equation. When a patient is already in a dire 
situation, they should not be punished for the inability of an in-network provider to respond to their 
cns1s. 

HB 193 bans the practice of medical providers from balance billing in emergency situations and 
requires insurance providers to hold harmless their clients. This covers emergency situations inside and 
outside of hospitals. If a patient was transported to a hospital, or an emergency situation arose during a 
medical procedure requiring an out-of-network provider, this legislation mandates the insurance and 
medical providers to develop a fair and equitable payment agreement. Instead of being left to handle 
the labyrinth of medical billing on their own, the patient will be held harmless in these situations. 

Medical costs are a major concern in Alaska. HB 193 is a part of a national movement to protect 
consumers from unexpected costs in an already difficult situation. Twenty-one states have a ban of 
some kind on balance billing and more states are looking are into the issue. Unexpected and excessive 
medical bills from out-of-network providers contribute to the growing problem of consumer medical 
debt, which continues to be a significant cause of personal bankruptcy. The goal of this legislation is to 
hold a patient harmless while the medical and insurance providers come to an agreement for the 
services rendered. 

I urge your consideration and support of House Bill 193. 



HB 193 Definitions 

Sec. 47.32.900. Definitions . In this chapter, 
(1) "ambulatory surgical center" means a facility that 

(A) is not a part of a hospital or a physician's general 
medical practice; and 

(B) operates primarily for the purpose of providing 
surgical services to patients who do not require hospitalization; 

Sec. 21.07 . 250. Definitions. In this chapter, 
(1) [Repealed, Sec. 65 ch 41 SLA 2016) . 
(2) [Repealed, Sec. 65 ch 41 SLA 2016). 
(3) "emergency medical condition" means a medical condition 

manifesting itself by acute symptoms of sufficient severity, including 
severe pain, that a prudent person who possesses an average knowledge 
of health and medicine could reasonably expect that the absence of 
immediate medical attention would result in serious impairment of 
bodily functions, serious dysfunction of a bodily organ or part, or 
would place the person's health or, with respect to a pregnant woman, 
the health of the woman or her unborn child, in serious jeopardy. 

(4) "emergency services" means medical care services or items 
furnished or required to evaluate and treat an emergency medical 
condition; 

(6) "health care provider" means a person licensed in this 
state or another state of the United States to provide medical care 
services; 

Sec. 21.54.500. Definitions. 

(15) "health care insurance plan" means a health care insurance policy 
or contract but does not include an excepted benefits policy or 
contract; 
(16) "health care insurer" means a person transacting the business of 
health care insurance, including an insurance company licensed under 
AS 21.09, a hospital or medical service corporation licensed under AS 
21.87, a fraternal benefit society licensed under AS 21.84, a health 
maintenance organization licensed under AS 21.86, a multiple employer 
welfare arrangement, a church plan, and a governmental plan, except 
for a nonfederal governmental plan that elects to be excluded under 42 
U.S.C. 300g g-21(b) (2) (Health Insurance Portability and Accountability 
Act of 1996); 



L 

WORK DRAFT 

BY 

Offered: 
Referred: 

WORK DRAFT 

CS FOR HOUSE BILL NO. 193( ) 
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A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

30-LS0466\T 
Wallace 

3/6/18 

1 11 An Act relating to insurance trade practices and frauds; relating to services rendered 

2 by and payments made to non-network health care providers in certain circumstances; 

3 relating to the duty of health care insurers to hold covered persons harmless for covered 

4 services provided by non-network health care providers in certain circumstances; 

5 relating to group health insurance policies covering employees of a participating 

6 governmental unit; relating to balance billing by a health care provider or health care 

7 facility; and making certain acts violations of the Alaska Unfair Trade Practices and 

8 Consumer Protection Act. 11 

9 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

10 * Section 1. AS 21.36 is amended by adding new sections to read: 

11 Sec. 21.36.512. Services rendered by non-network health care providers; 

12 payment. (a) Except as provided in (d) of this section, a health care insurer that offers, 

Drafted by Legal Services -1- CSHB 193( ) 
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issues for delivery, delivers, or renews in this state a health care insurance plan shall 

pay a non-network health care provider in accordance with (b) of this section if the 

non-network health care provider renders to a covered person 

(1) emergency services or treats an emergency medical condition; 

(2) services at an in-network hospital or ambulatory surgical center; or 

(3) services for which a referral was made by an in-network health care 

provider to the non-network health care provider without explicit written consent of 

the covered person acknowledging that the in-network health care provider is referring 

the covered person to a non-network health care provider and that the referral may 

result in costs not covered by the health care insurance plan. 

(b) If a non-network health care provider renders services to a covered person 

under (a) of this section, 

(1) the covered person may only be required to pay the copayment, 

deductible, or coinsurance amounts or other out-of-pocket expenses that would be 

imposed under the health care insurance plan of the covered person for those services 

if those services were rendered by an in-network health care provider; 

(2) the health care insurer shall apply the amount paid by the covered 

person under (1) of this subsection toward the in-network deductible of the covered 

person; and 

(3) the health care insurer shall pay the non-network health care 

provider, based on a calculation that excludes the in-network copayment, deductible, 

or coinsurance amount imposed on the covered person, the greater of the amount 

CSHB 193( ) 

(A) of the median negotiated contract rate generated using the 

in-network health care providers for the service provided; 

(B) that is equal to the 80th percentile of charges for the service 

calculated using a method that establishes a statistically credible profile that 

reflects the general cost differences between the geographical area where the 

service was performed and the other geographical areas when performed by a 

health care provider in the same or similar specialty; or 

(C) that is at least 350 percent of the amount reimbursed by 

Medicare for the service provided. 

-2-
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( c) A non-network health care provider that renders services to a covered 

person under (a) of this section shall submit all bills or invoices for covered services to 

the covered person's health care insurer to be paid in accordance with (b) of this 

section. A non-network health care provider that renders services to a covered person 

under (a) of this section may not send a bill or invoice to the covered person for 

covered services, except for a copayment, deductible, or coinsurance amount owed 

under (b) of this section. 

( d) A health care insurer is not required to pay a non-network health care 

provider under (a) or (b) of this section if an in-network health care provider is 

available to render services to a covered person and the covered person knowingly 

elects to obtain those services from the non-network health care provider. 

( e) In this section, 

(1) "ambulatory surgical center" has the meamng given m 

AS 47.32.900; 

(2) "emergency medical condition" has the meamng given m 
' 

AS 21.07.250; 

(3) "emergency services" has the meaning given in AS 21.07.250; 

(4) "health care msurance plan" has the meamng given m 

AS 21.54.500; 

(5) "health care insurer" has the meaning given in AS 21 .54.500; 

(6) "health care provider" has the meaning given in AS 21.07.250. 

Sec. 21.36.513. Health care insurers; hold harmless. (a) A health care 

insurer that offers, issues for delivery, delivers, or renews in this state a health care 

insurance plan shall hold a covered person harmless for any covered services provided 

by a non-network health care provider under AS 21.36.512(a) and ensure that the 

covered person does not incur greater out-of-pocket costs, including copayment, 

deductible, or coinsurance amounts, for services rendered from a non-network health 

care provider under AS 21.36.512(a) than the covered person would have incurred 

from a health care provider that furnishes those services through a network of health 

care providers that have entered into a contract with the health care insurer. 

(b) In this section, 

-3- CSHB 193( ) 
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(1) "health care insurance plan" has the meaning given in 

AS 21.54.500; 

(2) "health care insurer" has the meaning given in AS 21.54.500; 

(3) "health care provider" has the meaning given in AS 21.07.250. 

* Sec. 2. AS 39.30 is amended by adding a new section to read: 

Sec. 39.30.093. Services rendered by non-network health care providers. 

Notwithstanding the definition of health care insurer in AS 21.36.512, 21.36.513, and 

AS 21.54.500, or its application to the state, a health care insurance plan obtained 

under AS 39.30.090 or provided under AS 39.30.091 is subject to the requirements of 

AS 21.36.512 and 21.36.513 for services rendered by a non-network health care 

provider, as that term is defined in AS 21.07.250. 

* Sec. 3. AS 45.45 is amended by adding a new section to read: 

Sec. 45.45.915. Balance billing by health care provider or health care 

facility. (a) A health care provider or health care facility that provides services under 

the circumstances described in AS 21.36.512(a) 

(1) may not balance bill a covered person for those services in a 

manner that results in the covered person's incurring greater out-of-pocket costs, 

including copayment, deductible, or coinsurance amounts, from a non-network health 

care provider than would be imposed for those services if those services were rendered 

by an in-network health care provider; and 

(2) shall be paid in accordance with AS 21.36.512(b). 

(b) In this section, 

(1) "health care facility" includes a hospital emergency room or stand­

alone emergency service facility; 

(2) "health care insurer" has the meaning given in AS 21.54.500; 

(3) "health care provider" has the meaning given in AS 21.07.250. 

* Sec. 4. AS 45.50.471(b) is amended by adding a new paragraph to read: 

(58) violating AS 45.45.915 (balance billing by health care provider or 

health care facility). 

CSHB 193( ) -4-
New Text Underlined [DELETED TEXT BRACKETED] 



Session 
State Capitol, Rm. 418 

Juneau, AK 99801 
(907) 465-3892 

Fax: (907) 465-6595 

Interim 
1500 W. Benson Blvd. 
Anchorage, AK 99503 

(907) 269-0234 
Fax: (907) 269-0238 

Rep.Jason.Grenn@akleg.gov 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE JASON GRENN 

SECTIONAL ANALYSIS 
House Bill 193 ver T 

House Finance Committee 

Dept. of Law 
Finance Subcommittee 

Chairman 

Dept. of Administration 
Finance Subcommittee 

Chairman 

Section 1: Establishes a "Hold Harmless" standard for insurance providers in the situation where a covered 
person receives medical care from an out-of-network medical provider in an emergency situation. 
An insurance provider will hold a covered person harmless to ensure that the covered person only 
pay what would have been paid if the medical provider was an in-network provider. 

Outlines the standards to establish the situations where a medical provider cannot balance bill a 
covered person. An insurance provider shall pay a non-network health care provider if the health 
care provider renders to a covered person; 

• emergency services or treats an emergency medical condition 
• services at an in-network facility 
• services for which a referral was made by an in-network health care provider to an out­

of-network health care provider without the explicit written consent of the covered 
person. 

The covered person is still required to pay the in-network rates for the deductible, coinsurance and 
copayment. The amount paid by the covered person is required to be counted towards the covered 
persons deductible. 

The final payment determined for the medical provider will subtract any amount paid by the 
covered person. 

The insurance provider is to pay the greater of three possible amounts; 

• the median negotiated contract rate generated using the in-network health care providers 
for the service provided; 

• That is equal to the 80th percentile of charges for the services calculated using a method 
that establishes a statistically credible profile that reflects the general cost differences 
between the geographical area where the service was preformed and the other 
geographical areas when performed by a health care provider in the same or similar 
specialty; or 

• That would be paid under Medicare for the service provided. 
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Medical providers are required to send all bills to the insurance provider, except for the 
deductible, coinsurance and copayment. 

Contains a clause that if a covered person knowingly elects to use an out-of-network medical 
provider then they can be balanced billed for the services. 

Section 2: Health care insurance plans obtained under AS 39.30.090 or provided under AS 39.30.091 will be 
subject to the requirements of secs. 21.36.512 and 21.36.513. 

Section 3: Bans the practice of "Balance Billing" by a medical provider under the criteria of section 1 of the 
bill. Stipulates that the medical provider can still bill for the deductible, coinsurance and 
copayment. 

States that a medical provider will be paid according to section 1 of the bill. 

Section 4: Establishes the punishment for medical providers under the Unfair Trade Practices and Consumer 
Protection. 

2 



State of Alaska 

2018 Legislative 

Identifier: HB193-D 

Title: HEAL TH 

Sponsor: GRENN 

Session 

CCED-DOl-03-02-18 

CARE; BALANCE BILLING 

Requester: (H) Healt h and Social Services 

ues 

Fiscal 
' 

Note 
Bill Version: HB 193 

Fiscal Note Number: 

() Publish Date: 

Department: Department of Commerce, Community and 

Economic Development 

Appropriation: Insurance Operations 

Allocation : Insurance Operations 

0MB Component Number: 354 

Expenditures/Reven 
Note: Amounts do no t include inflation unless otherwise noted below. (Thousands of Dollars) 

Included in 
FY2019 Governor's 

Appropriation FY2019 Out-Year Cost Estimates 

OPERA TING EXPEN 
Personal Services 
Travel 
Services 
Commodities 
Capital Outlay 
Grants & Benefits 
Miscellaneous 
Total-Operating 

Fund Source (Opera 

I None 
~otal 

Positions I F,11-time 
Part-time 
Temporary 

DITURES 

ting Only) 

I 

I 
Change in Revenues 

I None 
Total I 

Requested 
FY 2019 

0.0 

o.ol 

I 

o.ol 

Request 
FY 2019 FY 2020 FY 2021 FY 2022 FY 2023 

0.0 0.0 0.0 0.0 0.0 

o.ol o.ol o.ol o.ol o.ol 

I I I I I 

o.ol o.ol o.ol o.ol o.ol 
Estimated SUPPLEM 
(discuss reasons and 

ENTAL (FY2018) cost: 0.0 (separate supplemental appropriation required) 
fund source(s) in analysis section) 

Estimated CAPITAL 
(discuss reasons and 

(FY2019) cost: 0.0 (separate capital appropriation required) 
fund source(s) in analysis section) 

LATIONS 
r will the bill result in, regulation changes adopted by your agency? 

ASSOCIATED REGU 
Does the bill direct, o 
If yes, by what date a re the regulations to be adopted, amended or repealed? 

Why this fiscal note differs from previous version/comments: 
I Not applicable, initial version. 

Prepared By: Lori Wing-Heier, Director 
Division: Division of Insurance 
Approved By: Catherine Reardon, Director 
Agency: Division of Administrative Services, DCCED 

No 

Phone: 
Date: 
Date: 

(907)465-2560 

03/02/2018 

03/02/18 

FY 2024 

0.0 

o.ol 

I 

o.ol 

I 

Printed 3/7/2018 Page 1 of 2 Control Code: YuxlX 

-



FISCAL NOTE ANALYSIS 

STATE OF ALASKA BILL NO. HB 193 

2018 LEGISLATIVE SESSION 

Analysis 

HB193 requires insurers to provide the in-network level of benefits for services in certain circumstances. The bill ensures 
that insurers will provide in-network cost sharing levels for emergency services and when a covered person has no control 
over out-of-network provider services. The bill also provides that the insurer is not obligated to pay a non-network health 
care provider at the in-network rate if an in-network provider is available to render services and the covered person 
knowingly chooses to obtain services from a non-network health care provider. The bill includes a provision that the 
insurer shall pay non-network providers the in-network rate under the health care insurance plan as payment in full unless 
the insurer and provider agree otherwise. 

The bill prohibits an insurer from balance billing, but identifies the term to mean the differences in the covered person's 
"out of pocket costs, including copayment, deductible, or coinsurance" between in-network versus non-network providers 
under the plan agreement which may or may not include amounts in excess of the allowed amount. 

The Division of Insurance does not anticipate a fiscal impact from this legislation. 

(Revise<l 9/26/17 OMB/LFD) Page 2 of 2 

HB193-DCCED-DOI-03-02-18 Page 2 of 2 Control Code: YuxlX 



Policy Implications of Legislating AlaskaCare Benefits 
White Paper I Department of Administration 

A number of different bills introduced in the 2018 legislative session seek to mandate 
certain private industry health insurance provisions under Title 21 and apply them to 
State of Alaska's Health Plans. The State's self-funded employee and retiree health 
benefit plans, called AlaskaCare, are not health insurance plans regulated under Title 21. 
Instead, they are statutorily authorized under AS 39.30.090 and AS 39.30.091 managed 
by the Commissioner of Administration (through the Division of Retirement and Benefits) 
with input from certain advisory committees, and subject to federal regulations. 

Why aren't the AlaskaCare plans under Title 21? 
Title 21 regulates insurance. It does not apply to the state's AlaskaCare plans because the 
state does not provide insurance. 

What is insurance? 
Insurance is the transfer of risk. An entity (person or company) pays premiums to an 
insurance company in exchange for the insurance company accepting the potential risk 
of having to pay additional money on the entity's behalf later. An insurance plan is the 
transfer of risk from the entity, the insured, to the insurer in exchange for premium 
payments. 

Why are the state health plans not insurance? 
The AlaskaCare plans are not insurance because there is no contractual transfer of risk. 
The state self-funds the health benefits so it retains the risk entirely. State employees 
contribute to the cost of health benefits, but they do not enter into an insurance 
contract. 

Why are the AlaskaCare plans managed differently than a typical insurance plan? 
The benefits of having the Commissioner of Administration manage the State's 
AlaskaCare plans, and therefore the plan's "risk", rather than through statutory 
mandates are outlined below: 

• Flexibility. The Division can make changes or clarifications to AlaskaCare benefits 
without needing a legislative vehicle or regulatory provisions. In an environment 
that changes rapidly on multiple fronts (fiscal, technological, business, etc.), the 
Division can nimbly manage the plan to address issues as they arise. 

• Stability. The Division relies on professionals with specialized expertise to inform 
benefit and administrative changes. All AlaskaCare and/or administrative changes 
are contemplated comprehensively taking into account timing, existing contracts, 
fiscal impacts, and long-term goals and objectives. 

• Constitutional diminishment and unfunded liability. Administration of the 
AlaskaCare retiree plan is complex, subject to certain constitutional protections 

March 6, 2018 
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and impacting the funding ratio of the state's retirement system liability. Minor 
changes, even those which appear administrative in nature, must undergo heavy 
scrutiny to ensure they do not create unintended consequences. 

• Fiscal impact. The AlaskaCare plans are funded, in part or in whole, with state 
general fund dollars, so it is important to thoroughly evaluate and understand the 
impacts of any benefit or administrative change. These changes include the 
impact to the rate setting process for both the employer and employee, and the 
unfunded liability of the retirement systems as a whole. 

• Collective bargaining. Currently, changes to the AlaskaCare benefit design or plan 
administration occur in an agreed upon process that involves feedback from the 
union-represented employee bargaining groups that participate in the State's 
AlaskaCare plans. A statute mandating changes will disrupt this process. 

Other considerations: Certain State employee unions have opted out of the State's 
Health Plan and instead provide health coverage through union health trusts. These 
employees would not be affected by any mandated change to the State's Health Plans 
made through amendments to AS 39.30.090 and AS 39.30.091. 

Important considerations when considering including AlaskaCare plans in statutory 
requirements: 

In reviewing proposed legislation, the Division notes three categories of legislation: 

1) Bills that would legislate processes or benefit changes that the AlaskaCare plans 
already provide; 

2) Bills that would legislate processes or benefits that AlaskasCare does, or can do 
without the need for legislation; and, 

3) Bills that would pose an administrative challenge to AlaskaCare plans or which are 
prohibitively expensive to implement. 

General questions specific to AlaskaCare a bill sponsor may want to consider are below: 

1) Is there actually an identified problem specific to AlaskaCare? 

2) Are the AlaskaCare plans already compliant with the proposed bill? 

3) Could AlaskaCare become compliant without legislation by working with the 
department? If not, why? 

4) Will this bill create additional costs to the AlaskaCare health plan that must be 
communicated in a fiscal note? 

Contact: Minta Montalbo, Department of Administration I 465-2200 
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601 Pennsylvania Avenue, NW 
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Suite Five Hundred 
Washington, DC 20004 
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March 16, 2018 

~ 
AHIP 

The Honorable Representative Ivy Spohnholz 
Chair, House Health and Social Services Committee 
State House 
Alaska State Capitol 
Juneau, AK 99801-1182 

Re: HB 193-Balance Billing 

Dear Representative Spohnholz, 

I write today on behalf of America's Health Insurance Plans (AHIP) to express our concerns 
with HB 193, which takes the important step of banning balance billing by out-of-network 
providers but establishes a troublesome reimbursement mechanism. 

AHIP is the national association whose members provide insurance coverage for health care and 
related services. Through these offerings, we improve and protect the health and financial 
security of consumers, families, businesses, communities and the nation. We are committed to 
market-based solutions and public-private partnerships that improve affordability, value, access 
and well-being for consumers. 

Health plans develop provider networks to offer consumers and employers access to affordable, 
high-quality care. Health plan networks have been demonstrated as an effective means of 
containing costs and limiting patient out-of-pocket costs. When providers contract with carriers, 
patients benefit. Enrollees who receive services from a facility participating in their plan's 
network have a reasonable expectation that their providers at that facility will also be in-network. 
Unfortunately, patients may still be seen by an out-of-network provider because some 
interactions that patients have in a facility could be with ancillary service providers ( e.g. 
anesthesia, radiology, and pathology) who do not have a contract with the health plan to provide 
covered services at in-network rates. Sometimes these providers, especially emergency room 
providers, refuse to contract with the facilities or insurers. We appreciate the sponsor' s efforts to 
ban surprise balance bills and share his goals to provide that important consumer protection. 

AHIP previously submitted comments to the Division of Insurance, agreeing with the Alaska 
Health Care Commission that the Division's current reimbursement mechanism based on out-of­
network providers' billed charges is increasing costs. We are concerned the methodology being 
proposed here may also result in difficulties for carriers to contract with providers and develop 
robust networks. 
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The rate of payment to out-of-network providers should be set at a level that does not destabilize 
provider contracts in the state and instead continues to encourage health plans and providers to 
enter into mutually beneficial contracts. 

Reimbursement to out-of-network providers should not be based on a methodology that uses 
billed charges - instead we strongly support a reasonable reimbursement based on what the 
market is already paying for those services (i.e. accepted rates, contracted rates, or government 
payment fee schedules). Billed charges are generally higher than the amount paid to providers 
under negotiated health plan contracts, or Medicare or Medicaid payment rates. 

A study using Alaska-specific data from FAIR Health has shown average billed charges at up to 
1617.4% of Medicare reimbursement rates. 1 The Alaska data shows a general trend of much 
higher billed charges that the national average. We believe that this data confirms the findings of 
the Alaska Health Care Commission that providers with high market share are pricing their 
services to ensure that they are below the 80th percentile and receive payment for their full billed 
charge, while artificially inflating costs for consumers across the entire health care system. 2 

The proposed approach harms insurers' efforts to build strong networks, hospitals' efforts to 
contract with providers, and consumers by increasing their costs, since cost-sharing is a 
percentage of the allowed amount. When providers can be virtually assured that they will receive 
their full billed charge by not contracting with health plans, this type of reimbursement 
methodology provides no incentive for providers to join networks, restricts the ability of carriers 
to manage costs through contracting with providers, and encourages already-contracting 
providers to remove themselves from networks. Using billed charges as a reimbursement rate 
would also create greater challenges for hospitals working to find and contract with providers of 
hospital-based services who will agree to participate in the same health insurance plans' networks 
as the hospital. Finally, requiring reimbursement at the billed charges amount would leave 
consumers open to higher cost sharing and charges that they should not have to incur. 

Regarding a reimbursement mechanism based on what the market is currently paying for 
services, we appreciate that this bill provides other possible reimbursement amounts. However, 
the proposed reimbursement at 350% of Medicare is higher than anywhere else in the country. 
The Medicare reimbursement rates are already higher in Alaska than the rest of the country, in 
recognition of the increased costs of care. Requiring private plans to pay over three times what 
the government has already establishes as a fair payment amount is untenable. We believe that a 
reimbursement amount that high will have the same effects as discussed above for a billed-

1 Charges Billed by Out-of-Network Providers: Implications for Affordability. Page 13. America's Health Insurance 
Plans. September 2015. Available at https://www.ahip.org/wp-content/uploads/2015/09/00N Report 11.3.16.pdf. 
2 Findings and Recommendations 2009-2013. Alaska Health Care Commission. Available at 
http://dhss.alaska.gov/ahcc/Documents/ AH CC-Findings-Recommendations2009-2013 .pdf. 
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charges based reimbursement - raising costs and destabilizing provider networks. We thus 
recommend that the benchmark specified should be significantly lower than the proposed 350% 
of the Medicare reimbursement rate. 

We appreciate the opportunity to provide comments and look forward to continued discussions 
with you on this important issue. 

Sincerely, 

~~ 
Sara Orrange 
Regional Director, State Affairs 
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March 27, 2018 

The Honorable Ivy Spohnholz, Co-Chair 
Health & Human Services Committee 
Capitol Room 421 

RE: CSHB 193 Health Care; Balance Billing 

Dear Representative Spohnholz: 

Department of Administration 
LESLIE RIDLE, Commissioner 

10th Fl. State Office Building 
PO Box 110200 

Juneau, AK 99311-0200 
Main: 907.465.2200 

Fax: 907.465.2135 
www.doa.alaska.gov 

During the House Health and Social Services committee hearing on March 8, questions were raised 
about the impacts of the Committee Substitute for HB 193, which includes language attempting to 
apply this legislation to State public employee health plans. We are providing the following 
information in response. 

It is the position of the Department of Administration (DOA) that CSHB 193 does not apply to the 
state employee or retiree health plans administered by our department; ie, the AlaskaCare plans. 
Section 2 references "a health insurance plan obtained under AS 39.30.090 or 091." The AlaskaCare 
employee, defined benefit retiree, and defined contribution retirement health plans are provided 
under a self-funded arrangement in accordance to the statute. These arrangements are not insurance, 
nor does the state enter into an insurance contract. Therefore, the bill as written does not apply to 
plans administered by DOA. 

As a self-insured plan, we do not fall under Title 21, which regulates commercial insurance plans and 
is overseen by the Department of Commerce and Economic Development (DCCED). DCCED 
does not have authority over plans administered by DOA; rather, the Commissioner of DOA is the 
Plan Administrator. Please see the attached "Policy Implications" white paper for more information. 

The plan sponsor ha~ indicated the bill should only apply to emergency services or for treatment of 
an emergency medical condition. However, we read the draft CS as written to have broader 
implications. 

DOA does not oppose the balance billing concepts put forward by HB 193. The AlaskaCare plans 
cover balance bills received in an emergency setting at 100% of billed charges, and do not subject 
members to different cost share provisions (i.e. deductible and out-of-pocket maximums). 

We balance member protection from balance billing with retaining incentives for providers to 
participate in the plan network. The network savings received by the health plans are tremendous. In 
2014, when the state switched from HealthSmart to Aetna, the difference in network discounts was 
around $40 million. 
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Were the section 1 provisions of this bill applied to the AlaskaCare plans, we would expect to see 
increased costs, as 350% of Medicare is substantially higher than our non-network reimbursement 
policies, and substantially higher than many providers currently bill. This could encourage providers 
to leave the networks and could result in a long-term growth in the cost of services. 

DOA has taken active steps to use steerage to negotiate better rates with providers and reduce the 
cost of care, especially in the employee plan. CSHB 193 could erode those gains. Furthermore, 
including the retiree plan will increase the unfunded liability on the plan and impact the associated 
state assistance payments. Additionally, the provisions could be protected in perpetuity. 

We have discussed our concerns at length with the bill sponsor, and have requested section 2 be 
deleted from the CS. We would be happy to meet with you for further discussion. 

Thank you for your consideration of DOA's concerns. 

Leslie Ridle, Commissioner 

CC: Darwin Peterson 
Rep. Jason Grenn 
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Balance and Surprise Bill Legsilation 
January 2017 

Ashley A Noble, JD 

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

o 2 laws enacted in 2 states: Delaware (1) and New York (1). 
o 20 bills pending in 10 states: Georgia (1), Illinois (1), Minnesota (2), Montana (2), 

New Hampshire (1), New Jersey (9), Oregon (1), Rhode Island (1), Texas (1), and 
Washington (1). 

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

(2015) DE H 439 

Sponsor: 

Title: 

Introduced: 

Enacted: 

Disposition: 

Effective 
Date: 

Location: 

Chapter: 
Summary: 

Status: 

Text Hits: 

Short B (D) 

Health Insurance 

06/21/2016 

07/29/2016 

Enacted 

01/01/2017 

Chaptered 

339 

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

07/29/2016 Signed by GOVERNOR. 

07/29/2016 Chapter Number 339 [Effective Rule) 

1\1m1 NATIONAL CONFERENCE OF STATE LEGISLATURES 
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(3) A facility-based provider or a health care provider may not balance bill a covered person for health 
care services not covered by an insured's health Insurance contract. jf the facility-based provider or 
health care provider: 

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

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

(3) A facility-based provider or a health care provider may not balance blll a covered person for health 
care serylces not covered by an lnsured's health Insurance contract, If the facility-based provider or 
health care provider; 

12) Regulations requiring health insurers and out-of-network providers to inform covered persons of 
their rights with respect to payment of balance bllls. 

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

§All 

Author: 

Title: 

Introduced: 

Disposition: 
Location: 

Summary: 

Status: 

Text Hits: 

Unterman IRl 
Amends Title 33 of the Official Code of Georgia 

01/09/2017 

Pending 

SENATE 

Relates to Insurance; provides for consumer protections regarding health Insurance; 
provides for definitions; provides for disclosure requirements or providers, hospitals 
and Insurers; provides for related matters; repeals conflicting laws; provides for other 
purposes. 

01/09/2017 INTRODUCED. 

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

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

(14} 'Surprise bill' means a bill for health care services, other than emergency services, 
received by: 

,1m, NA·noNAL CONFERENCE OF STATE LEGISLATURES 
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Sponsor: 

Title: 

Introduced: 

Last 
Amend: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

physician Is unavailable or a nonparticipating physician renders services without the 
lnsured's knowledge or when unforeseen medical services arise at the time the health 
care services are rendered; provided, however, that a surprise bill shall not mean a bill 
received for health care services when a participating physician Is available and the 
Insured has elected to obtain services from a nonparticipating physician; 

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

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

Id) Either the health care plan or the nonparticipating physician may submit the dispute 
resarding the surprise bill for review to an Independent dispute resolution entity; 
provided, however, that the health care plan may not submit the dispute unless It has 
complied with the requirements of subsections (al, (bl, and (cl of this Code section. 

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

Haine (Dl 

Comprehensive Health Insurance Plan Act 

01/28/2016 

04/06/2016 

Pending 

House Rules Committee 

Amends the Department of Insurance Law and the Comprehensive Health Insurance 
Plan Act; transfers powers, duties, rights, and responsibilities of the Comprehensive 
Health Insurance Plan and the Board; requires the Board to develop a dissolution plan; 
discontinues new enrollment and policy renewals and the insurance operations of the 
Plan; provides for claims, the transfer of contracts~ causes of action, and pending 
business. 

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

m Balance billing by a health care provider that Is not a member of the provider 
network used by the Plan )s prohibited. 

(2015) MA H 1014 

DOCKET 1579 
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Author: 
Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

Michlewitt (DI 
Payments to Out of Network Health care Providers 

03/11/2015 

Failed - Adjourned 

House Study Order 

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

0912112016 
From JOINT Committee on HEAL TH CARE FINANCING: Accompanied Study 
Order H 4635. 

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

(2015) MA H 1026 

DOCKET 1151 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

Sannicandro (Dl 
Single Payer Health Insurance Trust Fund 

03/11/2015 

Failed - Adjourned 

House Study Order 

Establishes a single-payer health insurance trust fund. 

0912112016 
From JOINT Committee on HEALTH CARE FINANCING: Accompanied Study 
Order H 4635. 

(c) no balance billing or out-of-pocket charges will be made for covered services unless 
otherwise provided In this chapter; and 

(2015) MA H 848 
DOCKET 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

489 
Finn (D) 

Health Care Insurance Rate Equity and Cost Savings 

03/11/2015 

Failed - Adjourned 

House Study Order 

Ensures health care Insurance rate equity and cost savings. 

0312112016 
From JOINT Committee on FINANCIAL SERVICES: Accompanied Study 
Order H 4111. 

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

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

(2015) MA S 528 
DOCKET 458 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

MooreM (D) 

Affordable Health Plan 

04/15/2015 

Failed - Adjourned 

Senate Study Order 

Relates to an affordable health plan. 

0610612016 
From JOINT Committee on FINANCIAL SERVICES: Accompanied Study 
Order S 2318. 

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

(2015) MA S 574 
DOCKET 1150 

New Draft 
(20151 MA H 4348 see: 

Author: Downing (Dl 

Title: Equitable Health Care Pricing 

Introduced: 04/15/2015 

Last 
05/26/2016 

Amend: 

Disposition: Failed - Adjourned 

Location: Replaced by New Draft 

Summary: Relates to equitable health care pricing. 
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Status: 

Text Hits: 

0S/l6/ 2016 From JOINT Committee on HEALTH CARE FINANCING: Amended by 
substitution of New Draft. For further action see H 4348. 

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

(2015) MAH 3931 
Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

MNH99 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Initiative Petition of Jerald N. Fishbein 

Fair Health Care Pricing Act 

01/07/2016 

Failed - Adjourned 

Joint Committee on Health Care Financing 

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

03/08/l0l6 In JOINT Committee on HEALTH CARE FINANCING: Heard. Eligible for 
Executive Session. 

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

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

Schomacker (R) 

Health Maintenance Organizations 

01/09/2017 

Pending 

House Ways and Means Committee 

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

0l/1l/l0l7 From HOUSE Committee on HEAL TH AND HUMAN SERVICES REFORM: Do 
pass. 
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Text Hits: 

MNHl 
Companion: 

Author: 

Title: 

Introduced: 

Last 
Amend: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

MTD379 

Author: 

Tide: 

Preflled: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

MTS44 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

01/11/2017 Rereferred to HOUSE Committee on WAYS AND MEANS. 

Sec. 10. (620.557] BALANCE BILLING PROH!BIJED. 

~ 
Hoppe (Rl 

Health Care Coverage 

01/05/2017 

01/11/2017 

Pending 

House Second Reading 

Relates to health care coverage; provides a temporary program to help pay for health 
insurance premiums; modifies requirements for health maintenance organizations; 
modifies provisions governing health insurance; requires reports; appropriates money. 

01/12/2017 From HOUSE Committee on WAYS AND MEANS: Do pass. 

01/12/2017 In HOUSE. Second Reading. 

Full Status 
Sec. 12. [620,557] BALANCE BILLING PROHIBITED, 

Economic Affairs Interim Committee 

Balance Billing by Air Ambulance 

08/30/2016 

Pending 

SENATE 

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

12/13/2016 Assigned SENATE Bill No. 44 

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

Vance (R) 

Balance BIiling By Air Ambulance 

01/02/2017 

Pending 

Senate Business, Labor and Economic Affairs Committee 

Provides process to hold patients harmless from balance billing by air ambulance; 
relates to health care services; relates to Insurance; relates to rule making. 
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Status: 

Text Hits: 

NH H329 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

NJ S 277 

01/02/2017 INTRODUCED. 

01/02/2017 Flied as Draft 379 

01/02/2017 To SENATE Committee on BUSINESS. LABOR AND ECONOMIC AFFAIRS. 

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

Luneau II) 

Committee to Study Balance BIiiing 

01/04/2017 

Pending 

House Commerce and Consumer Affairs Committee 

Establishes a committee to study balance billing. 

01/11/2017 Public Hearing: 01/19/2017. 

AN ACT establishing a committee to study balance billing. 

This bill establishes a committee to study balance billing by health care providers. 

AN ACT establishing a committee to study balance billing • 

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

3 Duties. The committee shall study the practice of balance billing by health care 
providers for services received by an Insured person at an In-network health care 
faclllty. 

Sponsor: Vitale ID} 
Title: Out of Network Consumer Protection 

Introduced: 01/12/2016 

Disposition: Failed 

Location: Withdrawn 

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

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

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

/fm, NATIONAL CONFERENCE OF STATE LEGISLATURES 
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NJA 1933 

ldentlcal: 

Sponsor: 

Tltle: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

NJ S 1261 

Identical: 

d. Health Insurers and consumers continue to report exorbitant charges by certain 
health care professionals and facilities for out-of-network services, including balance 
.!l!!.!!.!!&. and In certain cases, consumers' bills are referred to collections, which 
contributes to the Increasing costs of health care services and Insurance and imposes 
hardships on health care consumers; 

NJ S 1261 

Coughlln(Dl 

Managed care Plans 

01/27/2016 

Pending 

Senate Budget and Appropriations Committee 

Requires managed care plans, State Health Benefits Program to provide for 
accommodation In accessing providers for persons with physical disabilities. 

0611612016 
From SENATE Committee on HEALTH, HUMAN SERVICES AND SENIOR 
CITIZENS. 

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

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

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

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

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

NJ A 1933 
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Sponsor: 

Tide: 
Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

NJS1285 

Vitale (D) 

Health Benefits Program 

02/08/2016 

Pending 

Senate Budget and Appropriations Committee 

Requires managed care plans, State Health Benefits Program and School Employees' 
Health Benefits Program; provides for reasonable accommodation in accessing 
providers for persons with physical dlsabllitles. 

0611612016 
From SENATE Committee on HEALTH, HUMAN SERVICES AND SENIOR 
CITIZENS. 

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

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

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

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

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

Identical: NJ A 19S2 

Sponsor: Vitale ID) 

Title: Consumer Protection 

Introduced: 02/08/2016 

Disposition: Pending 

Location: Senate Budget and Appropriations Committee 

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

Text Hits: 

NJA2935 

Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

NJ 52434 
Identical: 

Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

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

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

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

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

Guscjora (D) 

Out-of-Network Health care Patient Notification 

02/16/2016 

Pending 

Assembly Health and Senior Services Committee 

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

02/16/2016 INTRODUCED. 

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

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

NJ A 4178 

Cardinale IR) 

Health Care Consumers Out-of-Network 

06/27/2016 

Pending 

Senate Commerce Committee 

1~~I~}, NATIONAL CONFERENCE OF STATE LEG(SLATURES 
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Summary: 

Status: 

Text Hits: 

NJA4178 
ldentlcal: 

Sponsor: 

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

06/27/2016 INTRODUCED. 

06/27/2016 To SENATE Committee on COMMERCE. 

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

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

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

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

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

15. a. There Is established a Health Care Facilities Medical BIii Dispute Resolution 
Program for the purpose of reviewing and settling disputes regarding the balance 
!illlin.& of covered persons who utilize a non-network facility on a non-emergency basis 
pursuant to section 12 of this act. The program shall be comprised of a board of 11 
members representing health care facilities located In thl5 State, who shall be 
appointed by the Governor, In consultation with the 

NJ S 2434 

Auth (R) 
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Title: Health Care Consumer Out-of-Network Protection 

Introduced: 09/19/2016 

Disposition: Pending 

Location: Assembly Financial Institutions and Insurance Committee 

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

Status: 09/19/2016 INTRODUCED. 

Text Hits: 

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

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

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

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

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

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

15. a. There ls established a Health Care Facilities Medical BIii Dispute Resolution 
Program for the purpose of reviewing and settling disputes regarding the balance 
b!!!1ng of covered persons who utilize a non-network facility on a non-emergency basis 
pursuant to section 12 of this act. The program shall be comprised of a board of 11 
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NJA4228 

ldentlcal: 

Sponsor: 

Title: 

Introduced: 

Disposition: 
Location: 

Summary: 

Status: 

Text Hits: 

NJ S 2674 

Identical: 

Sponsor: 

Title: 

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

NJ S 2674 

Mukherjl (D) 

Health Care Costs Disclosure 

10/06/2016 

Pending 

Assembly Financial Institutions and Insurance Committee 

Requires certain disclosures to consumers regarding health care costs. 

10/06/2016 INTRODUCED. 

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

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

NJ A 4228 

Vitale (D) 

Health Care Consumer Disclosures 

Introduced: 10/13/2016 

Disposition: Pending 

Location: Senate Health, Human Services and Senior Citizens Committee 

Summary: Requires certain disclosures to consumers regarding health care costs. 

Status: 10/13/2016 INTRODUCED. 

Text Hits: 

NJA 1952 

Identical: 

Sponsor: 

Title: 

Introduced: 

Last 
Amend: 

lO/l
3

/
2016 

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

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

NJ S 1285 

Coughlln(D) 

Out of Network Consumer Protection Act 

01/27/2016 

10/27/2016 
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Disposition: Pending 

Location: ASSEMBLY 

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

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

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

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

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

(2015) NY S 6347 

Sponsor: 

Title: 

Introduced: 

Last 

Amend: 

Disposition: 

Location: 
summary: 

Status: 

Text Hits: 

Hannon (Rl 

Hospital Patient Bill of Rights 

01/06/2016 

05/16/2016 

Failed - Adjourned 

SENATE 

Amends the Public Health Law; requires each hospital patient bill of rights and 
responslbllltles to Include a statement of the availability of a list of standard charges, 
participating health plans, the right to be held harmless from surprise bills, and to 
designate a caregiver. 

06/07/2016 Substituted by A9188B 

Full Status 

(kl The statement regarding patient rights and responslbllitles, required pursuant to 
paragraph (gl of this subdivision, shall Include provisions Informing the patient of his or 
her right to choose to submit surprise bills or bills for emergency services to the 
independent dispute process established In article six of the financial services law, and 
Informing the patient of his or her right to view a 11st of the hospital's standard charges 
and the health plans the hospital participates with consistent with 
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(2015) NY A 9188 

Sponsor: 

Title: 

Introduced: 

Enacted: 

Disposition: 

Effective 
Date: 

Location: 

Chapter: 

Summary: 

Status: 

Text Hits: 

ORH2339 
Author: 

Title: 

Preflled: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

I 

Gunther ID} 

Hospital Statements of Rishts and Responsibilities 

02/02/2016 

08/18/2016 

Enacted 

02/14/2017 [code impact] 

Chaptered 

241 

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

08/18/2016 Signed by GOVERNOR. 

08/18/2016 Chapter No. 241 (Effectiye Rule) 

(kl The statement regarding patient rights and responsibilities, required pursuant to 
paragraph (s) of this subdivision, shall Include provisions lnformlns the patient of his 
or her right to choose to submit surprise bills or bills for emergency services to the 
independent dispute process established in article six of the financial services law, 
and Informing the patient of his or her right to view a list of the hospital's standard 
charges and the health plans the hospital participates with consistent with 

Office of the Governor 

Health Care Provider 

01/09/2017 

Pending 

HOUSE 

Prohibits health care provider or participating health care facility from balance billing 
patient covered by health benefit plan or health care service contract for services 
provided at participating health care facility; requires Insurer and health care service 
contractor to reimburse nonparticipating provider at rate that is reasonable and 
customary; requires Insurer and health care service contractor to have process to 
resolve dispute regarding reimbursement paid to nonparticipating provider; declares/. 

01/09/2017 PREFILEO 

Full Status 

Prohibits health care provider or participating health care facility from balance billing 
patient covered by health benefit plan or health care service contract for services 
provided at participating health care facility. Requires Insurer and health care service 
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contractor to reimburse nonparticipating provider at rate that Is reasonable and 
customary. Requires insurer and health 

(2015) PA H 1688 

PN 
Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

2506 

Dellsslo (D) 

Statewide Comprehensive Health Care System 

11/09/2015 

Failed - Adjourned 

House Health Committee 

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

11/09/2015 INTRODUCED. 

11/09/2015 To HOUSE Committee on HEALTH. 

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

12015) PA S 1158 

PN 

Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

1643 

Schwank IP} 

Emergency Medical and Health Care Services Billing 

03/22/2016 
Failed • Adjourned 

Senate Banking and Insurance Committee 

Prohibits emergency medical and health care services surprise billing. 

03/22/2016 FILED. 

03/22/2016 INTRODUCED. 

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

12015) RI H 5597 

Author: McKlernan (D) 

Title: Health Benefit Plan Network Access and Adequacy Act 
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Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

(2015) RI S 382 

Author: 

Title: 

Introduced: 

Disposition: 

location: 

Summary: 

Status: 

TelrtHlts: 

02/25/2015 

Failed • Adjourned 

House Corporations Committee 

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

0313112015 
In HOUSE Committee on CORPORATIONS: Committee recommends 
measure to be held for further study. 

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

Goldin (Dl 

Health Benefit Plan Network Access 

02/25/2015 

Failed -Adjourned 

Senate Health and Human Services Committee 

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

0412812015 
In SENATE Committee on HEALTH AND HUMAN SERVICES: Committee 
recommends measure to be held for further study. 

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

r201s) Bl H 8004 
Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

Craven (Pl 
Medical Service Billing 

03/25/2016 

Failed • Adjourned 

House Corporations Committee 

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

0411212016 
In HOUSE Committee on CORPORATIONS: Committee recommends 
measure to be held for further study. 

RELATED TO INSURANCE· SURPRISE BILLS FOR MEDICAL SERVICES 

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

t~~1
~, NATIONAL CONFERENCE OF STATE L EGISLATURES 



RELATED TO INSURANCE· SURPRISE BILLS FOR MEDICAL SERVICES 

SURPRISE BILLS FOR MEDICAL SERVICES 

27-81-1. Dispute resolution process established. -The health Insurance commissioner 
("commissioner") shall establish a dispute resolution process by which a dispute for a 
biU for emergency services or a surprise bill may be resolved. The commissioner shall 
have the power to erant and revoke certifications of Independent dispute resolution 
entitles to conduct the dispute resolution process. The commissioner shaU promuleate 
rules and 

1101m "Surprise bill" means a bill for health care services, other than emergency 
services, received by an Insured for services rendered by an out-of-network health care 
proylder, where such services were rendered by such out-of-network provider at an In­
network facility, durlne a service or 

(Ill "Surprise blU" does not Include a bill for health care services received by an insured 
when an in-network health care provider was available to render such services and the 
Insured knowingly elected to obtain such services from another health care provider 
who was out-of- network. 

(d) With respect to a surprise bill: 

27-81-7. Hold harmless and assignment of benefits for surprise bills for Insureds. -
When an Insured assigns benefits for a surprise bill in writing to a non-participating 
physician that knows the Insured Is Insured under a health care plan, the non• 
participating physician shall not bill the insured except for any applicable co-payment, 
co-insurance or deductible that 

27-81-8. Dispute resolution for surprise bllls. - (al Surprise bill received by an Insured 
who assigns benefits: 

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

fbl Surprise bill received by an Insured who does not assign benefits or by a patient 
who Is not an Insured: 

(1) An Insured who does not assign benefits In accordance with subsection {al of this 
section or a patient who is not an Insured and who receives a surprise bill may submit a 
dispute regarding the surprise bill for review to an Independent dispute resolution 

~ 

(2015) RI S 2462 
Author: Archambault ID) 
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Title: 

Introduced: 

Last 
Amend: 
Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

Medical Services and Surprise BIiis 

02/11/2016 

06/15/2016 

Failed • Adjourned 

HOUSE 

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

06/16/2016 Placed on Senate Calendar 06/16/2016. 

06/16/2016 Passed SENATE. •••nTo HOUSE. 

RELATED TO INSURANCE - SURPRISE BILLS FOR MEDICAL SERVICES 

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

RELATED TO INSURANCE • SURPRISE BILLS FOR MEDICAL SERVICES 

SURPRISE BILLS FOR MEDICAL SERVICES 

27-81-1. Dispute resolution process established. -The health Insurance commissioner 
("commissioner") shall establish a dispute resolution process by which a dispute for a 
bill for emergency services or a surprise bill may be resolved. The commissioner shaH 
have the power to grant and revoke certifications of Independent dispute resolution 
entitles to conduct the dispute resolution process. The commissioner shall promulgate 
rules and 

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

(ii) "Surprise bill" does not Include a bill for health care services received by an Insured 
when an In-network health care provider was available to render such services and the 
Insured knowingly elected to obtain such services from another health care provider 
who was out-of- network. 

(dl With respect to a surprise bill: 
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RI HSQ12 
Author: 

Title: 

Introduced: 

Disposition: 

location: 

Summary: 

Status: 

TX H 307 

Author: 

Tide: 

Introduced: 

Disposition: 

Location: 

summary: 

Status: 

27-81-7. Hold harmless and assignment of benefits for surprise bills for insureds. -
When an insured assigns benefits for a surprise bill In writing to a non-participating 
physician that knows the insured Is Insured under a health care plan, the non­
participating physician shall not bill the insured except for any applicable co-payment, 
co-insurance or deductible that 

27•81·8. Djspute resolution for surprise blHs. - (a) Surprise bill received by an Insured 
who assigns benefits. 

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

(bl Surprise bill received by an insured who does not assign benefits or by a patient 
who Is not an insured. 

(1) An Insured who does not assign benefits in accordance with subsection (a) of this 
section or a patient who Is not an Insured and who receives a surprise bill may submit a 
dispute regarding the surprise bill for review to an independent dispute resolution 
entity. 

Craven {Dl 
Medical Services Surprise BIiis 

01/05/2017 

Pending 

House Corporations Committee 

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

01/05/2017 INTRODUCED. 

01/05/2017 To HOUSE Committee on CORPORATIONS. 

Burrows (R) 

Health Care Costs Disclosure 

01/10/2017 

Pending 

HOUSE 

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

01/10/2017 INTROOUCED. 
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Text Hits: 

WAH 1117 
Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 
Status: 

Full Status 

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

Cody(DI 
Health Care Services Balance BIiiing 

01/11/2017 

Pending 

House Health Care and Wellness Committee 

Addresses health care services balance billing. 

01/11/2017 INTRODUCED. 

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

NOTE· The: abow summarizc:s Sllltc: law or lc:brislation and L'I the: property of rhc: National Confc:rc:ncc: of Start: 
Lc:gislatun:s (NCSL) and 1s inrc:ndc:d llli a rc:fc:rc:ncc: for start: lc:bri.,;larors and thc:ir smff. NCSL makes no warr:inty, 
c:xprc:llscd or implied, or assumes any lc:b>al liability or responsibility for third party use: of this information, or rc:prc:sc:ntll 
rhat iu use: by such third p:irty would not infri"l,rt on privatc:ly owned rights 
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Balanced Bil ling and Surprise Bill Legislation 
June 2015 

Ashley A. Noble, JD 

Summary 

• 5 bills introduced in 4 states: Connecticut (2). M ichigan (1). and New Jersey (2) . 
o All bills remain pending in state leg islatures. 

CTS8D8 

Introducer: 

Tltle: 

Introduced: 
Last 
Amend: 
Disposition: 

Location: 
Summary: 

Status: 

CTS811 

Introducer: 

Title: 

Introduced: 

Last 
Amend: 
Disposition: 

Location: 
Summary: 

' 

Looney (D) 

Surprise BIiiing 

01/28/2015 

04/02/2015 

Pending 

Joint Committee on Insurance and Real Estate 

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

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

Looney(O) 

Parity in Hospital Sales Oversight 

01/28/2015 

05/30/2015 

To Governor 

Eligible for Governor 

Concerns parity In hospital sales oversight; establishes a consistent and fair process for 
hospital sale oversight by treating all sales equally; relates to the Department of Public 
Health; prohibits a hospital from entering into an agreement to transfer a material 
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Status: 

MISCRS 
Sponsor: 

Title: 

Introduced: 
Disposition: 

location: 

Summary: 

Status: 

NJ S 20 

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

06/01/2015 SENATE concurred In HOUSE amendments. 

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

Colbeck (Rl 

Consumer Opportunity Resolution 

03/04/2015 

Pending 

House Health Polley Committee 

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

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

Identical: NJ A 4444 

Sponsor: Vitale ID) 

Title: Consumer Protection 

Introduced: 05/14/2015 

Disposition: Pending 

Location: SENATE 

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

Status: 05/14/2015 FILED. 

05/14/2015 INTRODUCED. 

NJA4444 

Identical: 

Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

05/14/2015 Received In the SENATE without Reference. 

NJS20 

Cought,n fDl 
Medical Insurance 

06/01/2015 

Pendlns 

Assembly Financial Institutions and Insurance Committee 

The Out-of-Network Consumer Protection, Transparency, Cost Containment and 
Accountability Act. 
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Status: 06/01/2015 INTRODUCED. 

06/01/2015 To ASSEMBLY Committee on FINANCIAL INSTITUTIONS AND INSURANCE. 

NOTE: The above !IUmm.tmes ,t:1tc: lnw or legislation and i, the property of the National Conference of State 
Lel,-islatures (NCSL) and is intended a!I II refer1:nc:e for state legidators and their suff. NCSL makL'S no warranty, 
expressed or implied, or assumes llnf legal liability or responsibility for third party use: of thii. infonnation. or n.-prcscnts 
1h.1t its u~c by such third party would not infringe: on privatc:ly own1,,J righu. 
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In Network Rates and Surprise Bill Legislation 
June 2015 

Ashley A. Noble, JD 

Summary: 
• 7 bills Introduced In 5 states: Colorado (1), Connecticut (2), New Jersey (1), Pennsylvania (1), and 

Tennessee (2). 
o l law enacted in l state: Tennessee (1). 
o 5 bills pending In 5 states: Colorado (1), Connecticut (1), New Jersey (1), Pennsylvania 

(1), and Tennessee (1). 
o 1 bill failed In 1 state: Connecticut (1). 

CO S259 

Sponsor: 

Tide: 

Introduced: 
Disposition: 

Location: 
Summary: 

Status: 

CTS808 

Introducer: 

Title: 

Introduced: 

Last 
Amend: 

Disposition_: 

Location: 

Aguilar f Dl 
Out of Network Health Care Provider Charges 

04/02/2015 

Pending 

Postponed Indefinitely 

Concerns out-of-network health care provider charges. 

04/
2012015 

From SENATE Committee on BUSINESS, LABOR, & TECHNOLOGY: 
Postponed Indefinitely. 

Looney(D) 

Surprise Billing 

01/28/2015 

04/02/2015 

Failed - Adjourned 

Joint Committee on Insurance and Real Estate 
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Summary: 

Status: 

CTS811 

Introducer: 

Title: 

Introduced: 

Last 
Amend: 

Disposition: 

Location: 

Summary: 

Status: 

NJ A 1956 

Sponsor: 

Tide: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

PA H 1172 

PN 
Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

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

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

Looney(Dl 

Parity In Hospital Sales Oversight 

01/28/2015 

05/30/2015 

To Governor 

Eligible for Governor 

Concerns parity in hospital sales oversight; establishes a consistent and fair process for 
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I . What is Balance Billing? 

Balance Billing:. The practice of medical care providers (such as doctors, hospital, or other medical 
practitioner) billing the insurer for full costs, then billing the insured for the portion of the bill which 
was not paid. Many Managed Care plans prohibit the use of bnlanced billing and may use sanctions 
against providers who balance the bill." 
"Specific deductible is the point at which the stop-loss insurance carrier begins to reimburse the 
employer based upon the individual's total of claims paid within a policy year 
According to the National Association of Health Underwriters, http://www.nahu.org/. 

Several states have insurance laws that prohibit, restrict or require disclosures related to balance 
billing. {2/ 2/ 15} 

II. Current Statute 

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

(a) Thr ,mpl'!J'r shall prompt!J p,.,,,,il, for a11 i-farrd tmp/0)'11111"111ttdiml. 111,gim/, baspital, dnropr,d,, oplOltlttri,, podiatrit, 
and n1trtif1$1tnitt1 and m,dirittt, tr111t!Jt1, amb11'4IOIJ' dnias, artiftaal limb,, !J't!far1t1, rontad /111111, htari11g aids, a11d otbtr 
apparatus III may ht nas01111b/y 11mst"')' in to1111tdi011 with tht illj111j• rtfti11td ~ tht ,mpl'!J't. 

(b) If tht ,mpioJ•tr fails to pmidt tht mtdiral Rmm RI OIi/ in 111b1tdion (a) r(thi, rtdiotr witJi11 a rrasOllablt timt ajltr J:,,_ftdg, 
,f tht iaj11r,, ,,,, ll''ritrl Compt1U<1li011 c-111isno11 Ill'!} dind that tbt ittj11rrd tmp/'!)'ff obtai• /ht 111,diml lfMtt al th, o:p,,ut 
of th, tlllf'l'!)'tr. a11d "'!)' tflllf1!"f1 /,riJ11111nl 11.fford,d tht illj11nd tlll/J«!)'tt rht,JJ 1M al tht txp,trn ef th, tmp/'{ltr. I 11 110 rim1111llarta 
llt'!)' a11 tmpfa;.,,, hi, or htr f-i&, or dtpt11d1nll, bt bi/ltd or thatyd for a'!1 partiu of th, tr»/ of prr,,idi11g lbt bt11,ji11 lo whitb ht 
or sht is 111tilltd 11ndtr lhii d,apttr. 

{t} In ordtr to btlp '°"'rol tht tr»/ of mtdital h,,,,fi11, lbt tD111misno11, °" or btforr J11!J· 1, 199-1,follllwi"!, a pu6.i, buri11g muJ llfitb 
tbt 111ritlillltf a11d to11ptralion of tht Stat, l11sma11tf Dtpart,,,111I, i, (111/harit,!d ad dintlld lo tttablish approprialt ntlu and 
trjlllalionr to 11/abilih a11d impltm,11/ a fJlltm of mana_Jtd btallb ran for lbt Stak of Arl:amas. 

(d) For tht p11,post of 11tablishi11& and impltmtnli"!, a !Jilt/It of 11111J1agtd hta//h tart, tht rommiuion is a11lharifi;!d la: 

(I) Dmlap ntltt <111d trjMlatia111 for tht artijiraliott of ma•a,.,d ~an 111/ili,1 lo pn,,,idt manag,d tan lo ittfarrd worm; 

(2) Dmlap rrg11latiotr1 for pm-m,;,,,,, rtm"tr 11ti¥ot1, a11d rr10U11iot1 of 111,di,al dup11tt1; 

(J) Prol,ibil "bala11tf bi!lillJ, "from th, 1111p/a;·tt, t»tpl!}·tr, or ,.,,,,.;,r; 

{-l)(A) Establish ftts for 111tdiMl 1tfllitr1 as p,rwidtd in lrlorktn' CMtptnta1io11 C0111mi1sio11 R.vft JO and ill amt11dmt11II. 

{B) Tht mmmirsiOII shall mah 110 disli11dio11 ,-,, appl"Olli"!J111 from differr111 rllllttr rf mtdim/ rffllia pl"Ollid,n or hta//h "'" 
pro,idtn for pf'IN'isio11 of tht :111111 or 111tnlial/J nit,i/ar 11ttdiral smtim or bta/Jh _, ttm"trs III sp,ajitd i11 Ibis 1tdio11; attd 

(J)(A) Ciw tht tllf/Jl'!)·tr 1h, n~bt to dioort tht iniltal 1rt{l/i•g/Jl!Jriaa11. with tht inj11rrd ,mpioJw hm"!, tht ri.t,bt to pttilio11 /ht 
trJmmi1tio11 far a 0111-liltlt °"U dtallJI of pl!J·11aa,, to on, wbo is 111soaaltd with a ma11a_Jtd ,arr ,nti{J arliji,d ~-tbt t0111111ils1011 or 
it tbt ng11/ar trrati11gplt,niiatt of lbt tfll/N'!)'tt who mailllai111 tbt tmp/'!}w'r mtdital ,rtOTd, ad with 111/Jom tbt tMplDJYt bas a bo11a 
jidt dodor-patitnl ,r/ationsbip dtmo11slraltd I!] a hitlOlj' of rrg11/ar lnallntlll prior lo llJt 0/lltl ,f tht roa,p,111aWt ittj11r,, b11t oll/J if 
tht pri11t"')' tarr pl!J·siaaJr 11!,rttl to nftr tbt tmp/'!}H lo a trrtifitd manag,d tan tnti{J for a,,y sp,aa~ trr11fm,III, i11dJufing 

Compikd by tht Natio1111/ Conftn11ct of Slat, ugi1/at11n1-Htabh Prot,ram 
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Idaho 

pb_ylital lhtfll/J)', and 011!, if Jllch pri111ary Mrt /Jl!Jsida11 ,ums to cOlltfJ& 1"ith al/ lht n1/tJ, l1m11, and tollditiOIIJ "!,art6111, strriru 
pt,fomttd b.J tbt malfoyd rarr tnli{)• inilial/J chasm b.J th, tmpU!ftr. 

(IJ) A p,tilion for ,ha"!,t of p1!Jtidan sbaU b, txp1dit1d b.J tbt rommilsion. 

(t} Al!Y s«tiOII or s11bstdio11 of Ibis ,haprtr 11otwillutalldi111, tlx illj11rtd tfll/J~'tt shall haw dirrtt amss to O'!J opl0111tlrit or 
ophlhalmologi, mtdical sffllia pnwidlr who ~ms lo p,ollUit sffllicrs 111fdtr tbt 111/ts, lmttt, a,rd a»11/ili11111 rrgprdill!, ttmcrt 
ptrf01'11Hd b.J tlx mllllll!,td tw"r 111/i{)• initial/J tbott1t ~• tb, 1mp/tf;'tr for tbt lrtal11t1III and "'""11!,'"''"' ,f !1' injm,s or flJllditio1ts. 
S 11ch uptOllltlrit or ophrhalmoloit mtdital 1tni" prrwidtr shall ht fDlllidttrd a crrtiji,d pl'Ollidtr ~· rb, l'Ofll1ttittillfl. 

(/) TIH to111mitsi011 it a11thorifi!tl la pro,,,11'1,alt II'!} ollHr n1/tJ or "!,lllali0111 at lll'!'J bt 111'1llaty lo tony old tbt p,o,,iRotU rf Ibis 
1«rio11 attd ill p,,~ of totttroUillj 111tdital totll thr'Ollgb tht utab/i1hmt1tl of a 1111111ag,d rar, t,)'llt111. 

CRBDIT{S) 

Adi of 19./8, /11ili'altdAd 4, I tf, Arts of 19-19,p. 1420;Ads of 197J, Ad JJO, J 1; Aas of 1979, Att 2SJ, J J; Ads ,f 
1981, Att 290, J J;AdJ of 1981, Aa 44-1, f 2;Ads of199J, Ad 796, f 19, ,jf,]11!, 1, 199J;AdJ of200J,Ad 1-171,J 
ZJ, tjf.]11b· ,, 200J;Art, of2009, Act6JJ,f I, tff.]11gJI, 2009. 

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

(1) S11bjtd to Jlx protisio,u of 1«tio1t 72-706, ldabo Codt, Jbt tmp/ll)'tf' shall prrwid, for 1111 itlj11rrd tmp/llJll llltb rrma11ablt 
,mditul, 111,giml or olbtr all111da11cr or lrral1111t1t, 1111n, and hospital 11nia1, m1didn11, m,Jch,1 and appa,r,!1t1, at ffl'!J' b, 
rtaJOllll!,& nqMirrd ~ /ht 1lllfJlo;11's pl!JtiaM or 1tttdtd ;,.,.,dial,!, afttr a11 infa,y or 111a,eft1fali011 of a11 amtpalio11al dittast, and 
/or a ,ra,onablt ,;,,,, Jhmafl,r. /f ,,,, ,mpi!Jtr faiu to providt tht 1111111, I« ittj11rtd t1lf/Jl!Jt, Ill'!] Jo 10 at ,,,, IJt/'tllff aj /ht 
tmp/11Jtr. 

(2) Tbt ,mplll)'tr shall alto flmUtb ntasta')' rrplaa111111ls or rrpairs of app/iattcrt at1d p,o,lhttu, 1111/m lbt nm/ thtrrfor is dJ,1 lo 
la,J: ,f pn,p,r tart ~ lht l"'fNl!Jtt, If lbt applit111a or pronhuis is da1t1ll§d or dtslroJtd i11 an i11dJ,11,ial aaidt111, tbt ,mplllJ'tr. far 
wham tbt tmp/")ft ""'' wor.l:inJ. at lht Ji,,r, of aaitk11I, will bt /ia/,I, for rrplaam,111 or rrpair, b111 11ol for ti'!)' 111b11q111111 
rrplatr111111I or rrptzir 11ot dirrd!, rrs11/Jin.gfrpm /ht arridt11I, 

(J) In addition to t l f i11""'1t h,n,fill othmns, P<!}abk, tht tmp/'!)·tt who it tnlitltd lo in,omt btflljilt thaU bt paid an additional 
,,,,,, ,-,, an 1111101111I as Ill'!)' bt dltmmn,d ~ tht «»11111i1sio11 as~· ii dtt111td "'"'latj, ma 1111dital 11nicr, lllh,11 tht n»11lalll smia 
o/ an attt11da11I it 1t«rtltll)' ~ TraJOII ,(total blindltus oftbt ,lllfJIIIJtt ortht WI ofbolb ha,,d, or botbfttl orlht lass ,f 11R thtrtoJ. 
or l!J rrmo11 of btin1,pa,r,bvd and 11""'1!1 lo llllllJ:, or 1,- rrason of otlHr disahili{)· m11/Ji1t!,.[ro,,, rht inj11,y or diJtast ad11a/g 
muftrill!, him so htlp/t11 at lo rtq,nrr tolllla11t a/lt11dalla. Tbt to111111im'o11 1hai/ haw 1111thari!J to dttm'1i11t tht "'"tsi{J·, rharodtr 
and 111jfia't119· of anJ 111tdital sffllim f1m1i1htd w lo b, famishtd 1111d shaU haPt a11thori!J lo ordn-a mtlll!,t tf pb_yn'tian, hospital or 
r,ha/,ilitaliOfl f anli{J• ""1t11 ill ill fatft.mtlll Jl«h mtllljt is dtlirrtbk or lltrutaty, 

(.J )(a) Tbt tfllfJIIIJtt 11/'DII rratO/lol,/t J""'""'• '11'!)' p,tih'o11 th, «»11misn'on /or a thallJ.I of physician lo bt p,miln/ l!J tb, m,p/llJtr; 
ha-r, tlH tmp/llfll 1111111 §llf wrillllf IIOlirt to rht ,mplllJ'tt' or Sllrt!J of Jht 1mp/tfJtt'1 rrq1ttlf for a dJalw ef ~'liaa,u to afford tbt 
tmp/11Jtr lht opport1111i{)• lo fllffe/1 ill obli!,afia,u 1111dtr Ibis ltdia11. If prtptr 1toli" it 11ol §llfll, th, tmp/OJ" shall 110I bt obliptd lo 
P<!J'/ar tht ttnicrs ohtai11,d. Nothi111, i11 this 11di011 sbai/ limit tht alltndi11!,plt,nna11 from llmlll§llg/or to111NilaJi011, rtftrrol or 
,p,aali~d ,arr witb011t ptf'lllitsion of tht t111plo;·1r. Upon rrctini,g 111ch ,,,,;n,11 nolicr, tbt tmp/llJlr sbai/ n11dtr iii wrilft11 dld,ioa 011 
tht rlllim1111t's rrq111sl within f01trt1111 (1-1) N!)'I, If Q'!} dilplllt anitt Olltr tht li1111 of a rrq1111I for mlllt!,I tf pby1iria11, /ht i11dJ,1tnal 
ctm111n111'on shall mt1d11d an txp1di1,d btanit.!, to dlt,mrifll wbdbtr or 11ol tht rrq1tt1I for tha"!f of P'!J·tida11 shollld bt grr,111,d. and 
shall rr11dtr" dldtian withi11 f011rtt111 (I.J) "51 afttr th, jili11J of tht rrspo111, lfy thf ,mpl'!)-,,. 

(b) Tht indltstn'al (Ollll/li1sion shall. 110 /al,r /hall Dtrtmbtr J 1, 1997, prr11111tfJ.alt a n,/1 for th, ,xp,dili01t1 hand/in!, tf a p,lition 
far than!,I of p'5siaa11 /JIIT111a11t lo this 11di011. Nothilt!, hmi11 shall pm,11/ /ht to111111it,ian fa,,,, malr.i11J.11triodi, am,ndm,n11, as 
Ill'!} /Ntontt ntC,IIOr:J, /O 011)' n,/, for Q pttifian for "1anJt ,( phynaan. 

(5) A'!J' tmpl11J·tt who 111/u mtdiralttm i11 a Mllnntr ,rot proiidtdfor in lhi11«tian, or at orr/trrd ~ the indlt11rill/ tor/1111Utio11 
p11n11anl lo this 11dio11, shall 110I b, 111/iJ/,d to mfllbrmtllltnf far tolls r/ 111,b ,arr. 

Campilttl ".J tht National Canftrrntt ef Stolt u1,l1/at,ms-H,alth Prairam 
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(6) N o pnl/lliltr shall tll!,'«' in balana bi/Ji111, as dtjintd itt ttttion 72,102, Idaho Codt. 

{7) An ,mp!~, shall 11ot bt mpo111iblt far tbttrgt, tf ph.J'lilia111, hospitau or otbtr prwidm of mtdital smim /D whom ht has b,,n 
reftmd for trtt11111t11I of bis inj11,y or omtpational dzi,as, ~ an tmplf!J'tr dtti1,11attd pb;o;ia'a,, or~ th, mmmitti01t, txrtpt for tbttrgt, 
for ptr10fl(I/ ittt,11 or tXltdtd 1tm"tr1 whirh /b, tlll/'ll!J'tt has "fJlltlltd f11r his COIIWIUtn" 1111d whidJ art nQ/ rt911irrd for lrtalmtnl of 
bit 1'fi11,y or fKrll/'l1lia1111/ dittast. 

(8) Tb, ,mpll!J'tr or tRrt{l thall 11o1 bt 111bj,a to /art liabili{J lo a'!J' hta/Jb mrr prwidtr for comp!Ji"J. with tk pra,,inont of this /a,v. 

{9) Nothin,g ,-,, this tbapltr shall bt COlllll'lltd lo rrtptirt a worJ:ma11 who ;,, good faith ,r6tt OIi Chrisll"a11 S atntt lfflllmtlll ~ a dR!J• 
armdlitd Christian S atfl{t praaitit111tr lo RlldttJ.o any m,dkal or 111f!ir,zl lnotm,11I, pnw;di111, tbal otilhn- b, "°' hiJ drp,ndtots 
sba/1 b, ,11111/,d lo it1comt bt11,jits of a9 A:i11d INJ•ottd thost rrasonab/y txpltltd /o haw bt,11 paid had ht Rlldt'!fl"t 111,dual or 
Jll'!f((J/ lrtatmtnl, a11d th, tmp/l!JW' or i11111,r,m, ((Jmtr fll'!J P'!J•for 111rh ,piri/,u,/ /rtalllttlll, 

(10) Tht to111,miti011 shall pro111111J.at, 111k1 rtqRinitgp'51irt"ant 011d olhtr pradilionm prwidi111, /r,at111,111 lo mal:, "!.""'' rtpo,rs 
10 /ht ""1/mtttio11 ro111,ti11i111, 111rh i11formalio11 a, mqy hf rrq11irtd ~ tht tfllltmislio11. Tht '°"""i11i011 tholl p,,,,,,11/g,Jt 111th n,/t1 
wilh lht '°"ns,I. adlli", toOptraJion a11d txp,rtis, of nprtstnlali11t1 tf i11""1tr,·, labor, suntitt 1111d rht ht,af 111111111,dia,/ profusilJlls 
as iwll as i1111itutio111, hospitals and dinia halli111,pb;'li,al nhabilitati011jadlitit1. 

(11) A /1 111,dl,al ittformation rtlt11anl to or htanil,g "/>OIi a pa,tia1/ar 1ilj11,y or fKrll/'Oliollll! distast shall ht prwidtd lo tht tmp/'!}tr, 
111n{l, lllll/1111,tf' oJ tht i 11dR1tria/ sp,tia/ i11dt11111i{l fi111d. or tbtir altomtys or lllllhori-,d npm,11tati11t1, tht ,/aimanl, lht ,lai111,V11'1 
attom9·s or aulhon . .fd npnst11tali11t1, or tht com111usian »ithout liabiB!J 011 tht part t( lht physiaa11. ha.,pital or othtr prwidtr of 
mtdiml smim and i11formulion dt11tlaptd in "1lllltrl1oa with trralmtnl or tx111111illltio11 for"" inj11,y or distast for whid, 
comp,nsatio11 i1 soJt_ght 1hal/ 1101 ht pril'iltt,td C011111111,,iwia11. lr"ht11 a ph;'liaa11 or hOtpita/ w;Jfful/J f aiJJ to malu t1 rrport rtfJMirtd 
1111dtr this s,rtion, eft,r wrifltll 11olirt I!, th, rommi1si01t tbal 1urh npott is dllt, tht ,,,,,,missiOJt 111tg ordtr fa,fii111r, of (1// or part t( 
paJmtnlt d,,1 for Jtm'rts r,ndmd in ,11t111tdi011 llilb tht partiaJm ,as, .. An allom!J rtprtm1Ji111, tht tlll/'10.Jtr, 111rr!J, r/ai111(111/ or 
,ndu1trial ,p,aal 1ntk11111if;-fa11d 1haU ha11t /ht right to ro,rf,r with QI/)' htallh tart pro111iJn witbolll tht prrs,m t( tk oppoting 
l/llom!J, npn1111t,1t,i,t or paft.J, txrtpl far t1 hta/Jh run prlNTidtr who is ntain,d a11!J· as aa txpnt wit11,11. 

(12) Pl?Jsiaans or othm pn111idi111, strllitts 1111dtr this 1ttli011 ,hall a11i1I i11 /ht rrhobi1itati01t program pl'Pllid,d in stai01t 72-JOIA, 
Idaho Cod,. Thf;· shall rooptralt with sp,rialislt fTOIII th, C01111llittio11's rthabi6tatio11 1l4" alll1 with tmp/Ojtr nhabi6talio11 p,rs11t1n,I 
in farthtri11,g lht pl!}'lird or 11otat,ona/ "hahi6talio11 t( tht tlllp/~. Tht tXltllnDII oJ Iota/ ttmpora,y disabili{Y bt11,fits dRri11,g 
rtlratmil,g 01 auJhmi:.td by 1,cti,,,, 72--IJQ, Idaho Cotk, shall bt th, ntpo111ibili!J of lht commi11ia11, howt,w; tlN pfositia11 shall 
r,ifom, tht ,'011111111Jian as JOO/I as# is 111,dirm/)' appartnl tbal tht tmp/f!Jtt "''!J bt 1111td,k to rtlum to /ht job i11 ,vl,id, ht 111staintd 
inJ11O· or omtpatlonlli distast f olloM111, lrtal111t11I (Jlld 111axilll11111 ""°"'O'· 

(1 J) An i11j11nd ,mpll!)W shall bt ni111b11ntdfar his txp,Mts of 11,rusary tfllllfl in oblaillin1, m,dird tart 1111dlr thir mti11t1. 
Ivimhm,111111/ for /ran,portalio11 txp,11m, if tht ,mplf!J'tt 11/ifi,!1 a priNlt whid,, shall bt al tht 111iltt1J1 ratt allo/llfd bJ lht llalt 
board of tX11111i11tr1 for slalt tmp/rf)~ts; pl'Pllided howt11tr, /hat tht tmp/'!)'tt shall not bt rrimbRmd for th, fin/ jijltt11 (IJ) milts t( 
O'!)' ro1111d tnp, nor for lro11tli111, '"!J ro1111d tnp of f,j1n11 (1 J) milts or Im SRd, d,itann shall bt a,ktl/attd bJ tht short,sl prr,di((J/ 
ro111, of lmnl 

(1./) A11 tmpfl!)·tt who lt1111t1 th, /O(a/il)· whm ,mplo.,td al tht li111t of tlit indllllnil/ aaidtat, or 111a111ft11atio11 ef a11 fKrll/'Oliollll! 
dimu,. or tht lotalilJ· i11 111birh /ht tmp/0)1t ii a1mlllfy mrivin,t 111tdlml lnal111t11I for tht i'!}itty, shall§"' ti111t!JI 11otirt lo th, 
tmp/'!)'tr 011d 111rt!)' of tht ,mpl'!)1t'1 ltavin!, tht l«ali{J. Tht tmp/'!J"' or 1urt{J mtg n911irr tht daimalll to npart to /ht /,ralinJ. 
phJ11'ti1111 Jortxami11alio11 pnor to kavi11,t tht /,,ra/i{J, if prattital. If t111 txaminatioa hJ lht 1rtalir1J.p'1J'llaa11 is 11ot prattk a/ prror to 
kavi11,g 1h, loralilJ·, tht tlltpl'!)·tr or 1111'1{1 lllllJ asri1/ i11 am111,gi111, an t.v:ami11ation I!] t111 t1fJpropriat, plt,sitian in IIN 11,w lai1m"!J·. 
Aftw mti,.;n!, 11r//i" of ,r/otation, ll1t ,mpl'!J" or JNrtlJ· sha/1 hatlt tht samt ntp0111ibili{J ta fumish ""' as sd forth i11 111bsttli011 
(1) of this 1tdio11. 

cruwms; 
S.L 1971 , rh. 12-1, J J;S.L 1971, rh. 297, J 1,S.L 197./, d,. 112,J ./;S.L 1978, di.264,J 12,S.L 1997, ,h. 27./, J 
9:S.L 200;, ,h. 161, / l ;S.L 2006, rh. 206,J 2. tJf.MJ I, 2006, 

Louisiana 

un,piltd l!J th, National Conftrrnrt of Stat, Lttjslat111t1-H,abh Program 
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Louisiana Revised Statutes - Tide 22. Insurance Code (Refs & Annas) - Chapter 6. Payment of 
Claims (Refs & Annas), Part 11. Health and Accident Insurance Claims Payments, Subpart D . Health 
Care Consumer Billing and Disclosure Protection Act, § 1880, Balance billing disclosure 

A . D,ft11ilio,u. Al wtd i11 this Stdio11, tht fol/aw,itg ttrms sha/J b, dtji11td as follOJJ11: 

(1) "Ba/air,y bi/611!," 111t(llll a,v· wrilt111 or 1/«l,afli, tt1111111uiui'alio11 ~ a no11.-Jritl1td htt,/Jh mrr pfrlllidtr that appt,m to aUtmpt 
to tolltd .fro,,, a# tt1rolln or i111tmd "'!1 am011nt far ,_,,J, "°"-d, ad 011t-<(-1111111ork INolth -, 11niru mriwd ~ th, 
,nro/lN or i11111rrd /fDlfl tht 11011•ttllllflltftd bta/Jb ""'prDlidtr that iJ not /"'I, paid i!)' tbt 111rolltt or i,u11rtd, or th, htt,/Jb illlllT'llnn 
i1111tt: 

(2) ''E11rolk, or i,111,rrd li"'1ili!J·" 1t1ta111 thtji1111t1aal liabili!)· of a,, 111,a!lt, or i11111rrdfor totJmd. 1ton.-md, t111d Ollt•of-111,,.,,,,.,: 
hta/Jh ,an llfllirrs p1m11a11t lo th, plan or po/i!J pr,,,isillfll bdwttn tht ,,,rofk, or i11111rtd ad tht htalth i11111rwta u111tr. 

(,I) 111 tht mJt of a mrlradtd bra/th <rnY prrwidtr, ''111rolln or i11111rrd liabili!J "i, tbr a1110,,.J d,,, far tri11111n:,11a, to-J>a.JmtnlS, 
dtdiidiblt1, IIOlf•fD/Hml smim, or D'!)' alhtr t11t1D11'1/1 id,11tiji1d i!, lbt bta/Jh i11mmnn u111,r on an rxplanatiott ,f b,11,jits a, a11 

a11101111l far which th, tnrolltt or i1111trtd ii liablt for IIN tt1llmd or IIOll•to11md smia. 

(b) 111 IIN '11" of a 11011-tOlllradtd htalth tll1f pruidtr, "tllfolltt or i111tmd liabilir," is th, D11101111I 1H dtt1rmi111d /Jlll'UIIJJll lo th, 
pla11 or jHJlif)· pf'Olluio111 bt/ll!f111 tht tlfrolltt or i1111trtd and tht hta/Jh i11111ritnn i11111rfor toJltf'ld at1d 11011-tOIJfrrd. Olll.oj-1ttlwork 
htallh ,an s,n,ir,s, 1itr/J11Ji"l /n,f 11ot li111iltd lo tht tllf'Ollu's or i11111rrd'1 tolllra.t11al tkdMctiblt, toi111111'1111rt, or ra-J>trJmnl D11101111I. 

B. (I) Htalth i11s11l'ltlltr is111" dlido111r, 1ftfllirr1111111J. Each hta/Jh i1111ffl111rt is1111r sha/J prwidt tht fol/Ollli11!, l,o!a,,r, biUill!, 
di1""111rr 11otitr: 

''NOTICE 

HEALTH CARE SERVICES AIAY BE PROVIDED TO l'OU AT A NETill'ORK HEALTH CARE 
FACIUIY Bl" r<.ACILJn ".BAS.ED PHYSICIANS lli'HO ARE NOT IN YOUR HEAL1rl PLAN. l'OU 
MA}' BE RESPONSIBLE FOR PA}?.IENT OF AU. OR PART OF THB FBES FOR THOSE. OUT·OF· 
NETifl'ORK SERVICES. TN ADDmON TO APPUCABl..F. AMOUI\'TS DUE FOR co.PAYlilElVfS, 
COINSURANCE, DEDUCTIBLES, ,.JND NON-COVERED SBRVICES. 

SPECIFIC TNFORMATION ABOUT (N.NBTil70RK AND our.oF.N B11J70RK FAQU1Y,BASED 
PHl:STCIANS CAJ'\J BE FOUND AT1rlE 117.EBSITE ADDRESS OF lUUR HEALTH PLAN OR BY 
CALLJNG THE aJSTOM.ERSERVlCE TELEPHONE NUMBER OF YOUR HEALTH PLAN': 

(2) Tht balm,tr bi/Jill,f disr/0111rr 1totitr shall bt di"'4std ilf all of tht folllltlli"l, 1111/hodr. 

(o) To th, poltnlia/ poii'uholdtr prior lo tht limt lht htoltb bt11,ji1 pta,, iJ /)llrrhaitd Tht di1d0111n 1totia lltll.J bt prwidtd dind!, 
~· tht htalth i11111l'ltlltr us11" or tbfDll!,6 1111 1111thofi;!d i,u11rann pmdMcrr. If tht htallh i111lll'tl11tr i11111r pro,;;dts lht disdoturt 1tolitr 
lo tht pmdMcrr, thtn JIM /JfDdiicrr shall p,aridt that d11dot1trt 11oh"tr lo tht poltnlial politjholdn: 

(b) To tht po/if)'holdtr a11d t11rolltt1, oJ lht ,;,., /ht i1U11ra11r, polif)' or othtr prref of '°"'1"11!/ is iss111d, as fo/1,,r,,1: 

(i) For a gf'OII/J bt111jil plan, to th, polifYho/d,r alfd 1111pl~vt1 oJ lht linlt /ht i11111ra11rt pol,9· or olhtr pro'![ of i11111Tl111tr a,wrog, is 
i11utd 

(ii) For 11111itdi111d,,a/ btntjil pla11, lo th, po/i!Jboltltr oJ th,,;,,,, tbt i1t111ro11tr polig or othtr proof ,f i11111ru11rt """"'&' is iull#d. 

(,) To tht poli9bo/d,r and woUm al ltast °"" a y,ar as fol/4ws: 

(i) For a !,fDII/J bt11tjil pta,,, lo tht poli!]holt/n' and mrp/'!]111, 

(ii) For 1111 ilfdiritlNal bt11tjil p/a1t. lo th, politjholdtr. 

(d) 0/f lht htolth 11111/nllltr i1111"'' w,b1it1. 

C Foah'!)· di1dos11rr rrquirt111t11l1. Ball, hta/Jh trlrt fatili!J ,hall: 

Compiltd I!] tht National Conftrr11tt of Stat, Lg,i1/atttrrs-Htabh Progra111 



Mnrch 19, 2013 
p.6 

Ohio 

(1) Providt a wnl/111 nolitr lo OIi ,nrolitt or 1tft1tttd t1I I« fin/ fr§tlraliott '°"'°" lllilh /ht 111rolln or i,u,nrd t1I tht hta/Jb tarr 
fnaliD· rrg,m/i"!. ,ro11,,,,,'1!~ ltntltrl disdasi"S, lht Jollowi"!, it,1111: 

(a) Co11jirmolio11 OJ lo whtthtr th, foa'/i{J is a partkipali11gpro,,,illr tottlradtd 1111/h 11,, 111rJ/n's or i,u11rrd'1 bto/ib it1mnw, isslltr 
011 rht dart ,,m,u on lob, rrt1dmd, luu,d on tht i11formalio11 m,iwdjn,,,, tht ,tlrJ/n or i,u,,,,J al Jht ,;,,,, rJn rottjirmalio11 is 
pravidtd 

(b) Tht faUowi11g ba/011,., bil/J11g d11,1Ds11rr noticr: 

''NOT/CB 

1-IE.,,,ILTH CARE SERV1CES MA},. BE PROVIDED TO mu AT A NETIWORK HEALTH CARE 
FAC/Uff Bl' FACIUlY,BASED PH'lSTCIANS lrlHO ARE NOT TN YOUR HEALTH PLAN. l"OU 
MA}' BE RESPONSIBLE FOR PAl'MENTOF AIL OR PART OF THE FEES FOR THOSE 0lJT-OF­
NETIP'ORK SERVICES, TN ADDffi0N TO APPLJCABLE AMOUNTS DUE FOR CO·PAl'AlENTS, 
COINSURANCE, DEDUCITBLBS, AND NON.COVERED SERVICES. SPEOF/C INFORMATION 
ABO!JT IN-NETil"ORK AND O!JT-OF-NE11170RK FAOIJff.JlASED PHYSICIANS CAN BB FOUND 
AT THE ll7BBSITE ADDRESS OF YOUR HEALTH PLAN OR Bl' CALLING THE aJSTOAIER 
SERVICE TELEPHONE NUMBER OF }"OUR HEALTH Pl.AN': 

(2) PTPlfidt a 611 llf'OII rrlfMlll fron, a11 ,nroUu or i,u11rrd that tottlai111 th, IID6tt Olld ro11/ad i11f-a11'o11 for tad, iadilli"11al or 
§"Ill/' of hwpitlll•CORll'rKltd llllttlhtsiol~ls, patho/oiJII, rrzmo/"!}111, ho,pilaliJII, i11ltllli11UIJ, and lltolldlol".fislJ who pnwidt 
smitts al Iha/ .fadli!J ,111d inform tbt tttrwkt or in111rrd that lbt 111rolltt or i11111f'td "''!1 f'tl{Nnl ieformalio11 from th,ir h,o/ih 
i1111tn111tr ill/Hr as lo wbtthtr thou ph_JliaOIII art CIJlllrodtd Mlh lht hto/ib it1111f'lllltr iu11tr QJ/d 1111dtr lll!Nzl tifflllltllanrtl lht 
tnrolltt or 111111rrd "''!1 ht n,poruib!t for /Jl!Yllltlll '!{ D'!)' am1111nt1 11ot paid b,)· tht hto/ib i11111TrJ11cr iss11,r. 

( J) lf tbt faati!J op,rotts a w,btit, tbaJ in,l,,d,s a Ji1nn,g of ph.J1it:ia111 who "- bn11 t,rallltd 11ttdiml 1llljf pri,ikus lo p,mdt 
mtdim/ Jtlfftrl "' tht foa'/irJ•, p011 OIi tht fadliD•'t wtbR)t (l 6JI that (Ofllai111 lht 11111/tl QJ/d (Off/ad infom,alio11 for tfltb faa6!J-hastd 
P'!Jsia'an or fadlit,-hastd pl?Jtida11 !f'l"P thaJ bas ht,11 !,fllllltd 111,diml staff p,illi"us to p,o,,ilk 111tdiral strFim tit /ht fatilig, lllld 
an 11pdalt ,f tht liJI wiihzi, lhirlJ fk!)I of D'!)' rball!,U, 

D. Fat:ili!)··luutd pl!)·siiia11 di1d0111rr nqllirr111t11II. ll7ht1Uffl' a .fadli{)··hastd ph.Jsia'an bi/Js a parit1tl who bas htolih i11111mna 
(Olltfll// lt11ttd l!J a hto/ib 111 ltf'tllllt i1111tr Iba/ d1Jt1 IIOI bavt a to11lrad ,llith d>t fa,ility -hastd phjJiaan, d>t facili!)• ·hastd pl?Jniion 
1hall 1,11d a bill that inditdt, oil of lht follo■i11g iltms: 

(1) An 1i,11tiZfd li1n~ of 1hr s,l'llias 011d mpp/it1 pnwidtd [o· lht JadlirJ·•luutd ph;·1i,i11t1 lllon,g ,nth lht dalt1 s1td, strn"ru and 
1ttppli11 wrrr prrn,;dtd 

(1) Tht ""'°""' Iha/ i, owtd ~ tbt taroUtt or i11111rrd a11d '411S,111111 tolll/Ji"'o111!J• ditpl,[Jwl OIi lht jrofll rf 11tth bill: 

"NOTICE: THIS TS A BILL BASED UPON INFORMATION FROM l'OUR HEALTH PUN, rou OIJl'E 
THE A.\lOUI\7 SH0!r'N''. 

()) A 1,/tphan, n11111btr lo <fill to di1a11s tht 1llllmtt11I, 

CREDTT(S) 

Addtd ".)·Arts 2010, No. 4SJ, J 1. A111t11dtd1!,Art12012, No. 271, J t. 

R.C. T. XLI 71, Ch. 4769, Rtft & A11no1 

LAIi'' REV/Ell'' AND JOURNAL COMMEi\'TARJES 
Htalth L,111,-FttkrrJ! Pmmption of Stott Alrdimrt &Ian,-, Bi/1i11,g Rt!,11"11ion1, Pmnqlvo!tia Mtdital Sotit{J II Mammis, 
C0111m1111. )7 ViU L R,11 1()6.I (1 992). 

Hta/Jh f...a,,,...prp,itfnChalk11g1 lo Stlllt Altditllid R,iml,,m,111111I P/as,, Ttmp/t Univtr»!J 11 ll"'hilt, C0111111tlll. J7 ViU L Rt,, 
1081 (1992). 

Compiltd ~ 1/J, Nal1011al Conftl'tnfl of Slat, LtgiJ/aluns-Hta/J/J Program 
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R.C. T XLl·71, Ch -1769, Rtji~ .. A1t11111, OH STT •• "t(LVil, Ch. -1769, Rtft&A1111u 

C11m11t lhf'INIJ.h al/ 2012 /awi Olld ttaltwidl 1111111 oftht 129th GA (ZOT 1-2012). 

(C) 20TJ Tbolllso11 Rt11tm. Na Clat111 lo 0,u. US Go,, !Works. 

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

Ai 111td ;,, /mt ch,,pttr: 

(A) "Midi-," lfltdHI tht p"'!,l'WII t11ab/iJhtd tr Titlt XVIII of tilt ''So,itJI Sm,rig Ad," -19 SM. 620 (f9JJJ. -12 U.S.C.A. 
JO 1. at a11m1dtd 

(BJ "&/.zna bilu11.!. "11110111 ,-ha,g,111.!, or colkttin.!./nm 11111,dillm bt11tfitimy 1111 1111t011fll in rxm, of /ht 111,ditorr rtimb11nt111t11t raft 
for mtditrm-(Olltrfd s,m,u or 111/'p/itS prwrilld lo II m,ili,arr bm,fiamy, ,:.:apt wlm, m1dir11n is /ht sttm1daty i11111r,r. IWht1t 
111tdi{ar, is lht st(Olldat;• i11111r,r, tht htllilh ra,r p,rxtitiOlltr "''!1 pllflllt /11U rrilfl/Jmtmt11I 1111dtr tht tmu tllld m,iditi0111 of lht 
print"')' ""'"°l' a1td, if applicablt, tht <ha,gt a/Jow,d 1111dtr tat ltrms Olld ro,u/itio111 ,f th, appr,,priatt prwidtr tORlrrta, j,on, tht 
pnitta,y iiu11r,r, l,11/ /ht 1111dirt1rt bt1t,fidt1!J t01111ol t,, "'1la11/'t bilkd abow th, 111tdir11Tt ,ru,rb•m•111I rrzlt /or 11 lfltditfl1Nr,.,,r,d 
1tf11itr or 111/1/J!J . "Balantr billi11.!," dots nol i11tlNdl r/xugillJ. or coikdi1t.!, dt,/Julil,/,s or toi1r111m11/'t l'tf/lU'rrd l!J /ht Pfl1U11111, 

(CJ "H,llilh ,arr pn1ttil10111r" m,0111 all of tht fa/Jowi"!,: 

(1) A rk,rtist or dt11ta/ i!J!.itnitl li/'t11Rd 1111dtr Cbtzpltr-171 J. ,f /ht Rmstd Codt; 

(2J A rrgilltrtd or litrnstd pooi,al """' lianstd 11ndt, Chtzp/tr-1721. of tlN Rrvistd Cork; 

(J) An opt011Htn1I art111td 1111dlr Chtzpltr-172S. tf tht Rrvistd Codt; 

(-I) A disptnsin.!, optitil1n, sp,dddt disp,nsin.!, ,.,,tiria•. ro11/Qd Im disp,nsinJ. optitia11, or IJMdadNrHt/Qd km disp,111i11g oplt(ldll 
litrmtdll11dtr Chapttr -172S. ,f Jbt Rrvistd Cod,; 

(SJ A phllmtzti11 litt111td 11ndtr Cbtzpt,r-1729. of lht Rnimf Codt; 

(6) A p'51iria11 t1111bori'-'d 1111dt, Chapttr -I 7 J f. of tlH Rllli11d Cod, lo pradtrt 1111diri11t tllld 1"'11'.J, 011,opathi, 111tdaint Olld 
'"'ll'Y• or podidh)·, 

(7J A p'51iait11 msilla11I Ollthon"::td 1111dtr Chapttr 4 7 JO. tf /ht Rtlfistd Cotk lo prrsditr 111 a p'51itiat1 aJJUtOIII, 

(8) A pradilia,r,r of a li111ittd bran,h of 111,dirin, i11111,I a trrli}italt 1111dlr Chtzpl,r-17 J f . of lht Rlvi1td Cod,; 

(9) A /J!)''6ologitl litr111td 1111dtr Chapttr4712. tf tht Rni1td Codt; 

( 1 OJ A rbiraprruto, litrnnd t111dtr Chapttr 4714. of tht Rtlind Codt; 

(f f J A httzrill.!, aid dtaltr or Jilltr li,rns,d 11ndtr Chapttr -I 7-17. tf tht Rnutd Codt; 

(I :!)A sp,,dJ,"1111,#0.!,I pa,hologist or 011dioloJ.1it litrnstd 1111dtr Chapttr-17SJ. of tbt Rtlfistd Codt; 

(f 1) A11 """1""io11al thm,pisl or IKfll/Jdlioul thtrap;• a,tistanl lianstd 1111dt, Chapttr-17SS. tf tlH Rtlittd Codt; 

(1-1) A MJ·siml thtrapitl a, ph;11ml thtfl1/!)' 111nslant il"rtnRd 1111dtr Cbapt,r -17 SJ. rf /ht Rttistd Codt; 

( f SJ A prr,ft1no11al ,link al tot11t1tlor, proftssi011al tot11t11/or, soritz/ worl:.tr, or i11tkptndt11t toaal worJ:t, litrnstd, or a soatd worJ:. 
at1i1lt11tl rrgisttrtd. 11ndl,Chapttr4i.17. tflht Rtli1tdCodt; 

(16) A ditliti1111 li/'t111td 1111dtr Cbtzpl,r-1759. rf tht R,,,;,,d Cod,; 

Comp,!td l!J tht Na1i11nal C11nflrt11« af Slat, ugis"1111rrr- Htalth Prr,grt1111 
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(17) A rrspirrzlory IUi? profmia11al limutd 1111dN Ch,,pltr 4761. of tht Rnistd Codt; 

(1 SJ An '"''flt•{J 1trtdit11/ ttthniaa-ban,, '""'l'"fY 111,diral 1tdJm'ria1t•i1tltrmtdiat1, or "'"'1!"9' ,,,,dira/ tttbttitia1t-pttf'llllltdi, 
rtrtijtd 11lldtr Cbtrpttr 4 765. of tlN RIPis,d Codt. 

CREDrT(SJ 

(1996S 22J, t./J. J./8-97, 1995 S 1-IJ, tjf. JS-96; 1995 S ISO, tjf. 11-24-95,· 1992 H-178, tff. 1-14-91) 
CROSS REFERENCES 
Htabh attd hosf»)a/i::,aJiDII ins1tr11nrt, optn molbtttttl, btaltb t11rt pruttitiantr defin,d. stt J92J.S8 

NOTES OF DECISIONS 
Balana billing, defintd L 

L Ba/an" lnlli111, tkji111d 

Alltmpl ~ btli«pltr a111b11/a11" sm;l't to m-r,ff'OIII 111mli1tJ spo,ut tf pati,,,I, portion of txp,1111 rf lrmuparti11J,patitnl ta 
hospital. that IVrll nal rtimb11ntd ~ .Utdimn, did not ,,m1tit11lt prohibittd "balatttt billing, '' whid, ws dtji11td III d>llffilf/,, or 
mlltding.frrm, Mtdi""1 bt111jiaa1y 1JJ1101111J i11 ems, of M1di01n nimbun,1111111 ro/t for liltdirar,-(Olltr,d 11n,i"1 or 1IIJ>Pli11 
pnn-itkd Jo b111tfiaizt:;·; Mtdkan ro,,md ,n!J• "'11 of 1ra,upa,ti1tJ,patit11t lo ntamf hospital tbar pnwidtd /1111/ of am rrtJllirrd I!)' 
p,lliml, ID dt]ftna" btllllNII toll of lrallsporti"!, pa,,,111 lo lltilnJI 'fllalijitd ,,,,dim/ faalify, and man di1ta111 htupital stfNltd ~­
palimls pl/J·sidan, w.u 1101 ''Jl1dimrt•1"1HYrtd" ""'"' or 1ttpp!J•, littd FliJ),t, I•" "· U:~111 (Ohio App. J Dist., Crrn,,ford, 08,02-
ZOOI) No. J-OUJS, ZOOI -Ohit>-IOOS, 2()().1 IFL 17176-1-1, Unrrporttd. Htabb JJJ(-1) 

R.C. J -1769.01, OH ST J -1769.01 

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

No htnilh '1Jrt pmdilit111tr, a11d 110 ptn01t that t,wp/11)1 "'!J' btabh "'"prrKtiliDlltr, shall bmalll't bill for 11".J 111/Jp/its or ltmtr 
pro111dtd lo a mtdkan btntjiaa,y. 

(1995 S 150, tjf 11 -2-1-9.S; 1992 H-178, t./J. 1-1-1-91) 

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

(1) ''Ba/a11t, bt111111," 11110111 tlit praditr of rhar!J111, a11111rolltt i11 a l1tabh bt111fit plan thal Hits a prwidtr •ttworlt: to ntrlWt' from 
tbt moll,, ,,,, balaart of a IIOIN1tlwarJ: htnilh '"" pmdtr's jtt for nma rtmwd ~- tlN '"""'" from IIN hta/Jh "'" pnwitkr Iha/ 
11 not /11/b· rttflll»,ntd fiy 1ht ,11rolln'1 btabh bt11tfit pla11, 

(2) "E.nn,1/r, "111tant ""i11di11idllal who is tli§ltl, lo mriw INallh tt1rt 1tmru lhro/lgb a htnilb bt11,jit plan. 

(J) "Fo1riP!)··bastd plr,·1ia<111 "111,0111 ,1 Ndiofo!ist, ,111111111lhtnologi1J. ti p,llhollJ!isl, "" l111lllfll<J dtp,zrtmtlll "'9-siao1H, or tZ 

lltOl/afo/O!Jlf: 

(A) lo whom lht faali{)" bas 1,rallltd dilliflll priPilt&fs; and 

(BJ who prwidt111nritr1 lo palit11t1 t(tht faali!J 1111tkr thos, dinit>tl prillik:!,11. 

(./) "H1,z/1h tan foali{J " 11tt1111111 ho,p,tal. '"'"l'"9' ,/init, 0ttlJ>,llitnl ,litti,, birthi1tg ttllltr, 11Jt1bulrllo,y 111'1,iml a111n; orothtr 
Jaali!J• prmidi111, htabh ,arr srmtts. 

Compiltd by /ht Nation,,/ Conftnnrt of StaJt l..tgislal11rts-l-lta/Jh Prair(IIII 
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Utah 

(I) ''Ht,1hh _., pr,1di11'o11tr" mt,111s ,m indi/litl,,a/ 111ho is litr11std lo pr,wiM a11d pr,widts hta/Jh mn stnitrs. 

(6) ''Proniur nttwork "111111111 a bta/Jh bt11,jit pla111111dtr wh,'d, hta/Jb ,arr 1mitr1 an pro,idtd lo t1trollm thrrn«h tOltlrrltlt w,)h 
hta/Jh fOl't pra,,idtn llftd that "'fllim lhoJt t1trolltt1 to 1111 hta/Jb mn pro,idm participaling i11 /ht plan 1111d p,oadNrrs tr111md ~ 
tht plan. Tht lmn indltdu 11 111/a,w:. opmzltd ~ : 

(A) ti htt1hb 111aint111antr IJll.llni::plio11; 

(B) a prt,ftrrtd pra,,iMr '1tntjit p/1111 i1111,r; or 

(Q anolhtr t11tit, that iu11t111 htaltb bt11,jit plan, i11rflldit1j, ""i11J11ra11tr tQllt/l(J'!>' 

CREDrT{S) 

Addld by Adi Z007, 80th J..«., tb. 997, J 11, ,ff S,pt I, 2007. 

U.C.A. 1953 § 31A-26-301.5 - West's Utah Code Annotated- Title 31A. Insurance Code, 
Chapter 26. Insurance Adjusters (Refs & Annas), Part 3. Claim Practices,§ llA-26-301.S. 
Health care claims practices 

(I) B.w,pt at pni111md ,it S tttiDII JI A-8-107, llfl i11111ml rr/ai,u ,Jtimlllt t11JN»1ribili{y f 11r P<!JUl!f'or hta/Jb tan lffllitrs tht 
ins11rrd mri11t1 If ti strritr is ,attrrd I!)· on, or,,,,,,., imli111illla/ or .!lOII/' hta/Jh i11s11rana poliatt, all i11111rrn tolltring Jht i11111nd 
haw th rrsponsibili!Y lo MJ' 11ttliJ hta/Jb can da,i,,1 i11 ti limt& m111tntr arrording to /ht ltr1111 a11d limill sptti{itd in /ht poliatt. 

(2}(a) S.,-rp, as pf'Olfidtd 111 Stmon J IA-22-610.1, a !Jtallh corr pro,,,dtr m'!J WU a~d aJltdfor atty dtdlldibk. a,i,g111t11/, or 
11nrovrt1d 11mtr. 

{b) A htalth am prwiMr llf<!J' WU"" itttllffdjor stll1itts -,,J ~· hralth 111111nm, poliat1 or may olhtrwist 11olij th, insmrd rf 
tht txp,111t1 '°"""' It)· /ht politiu. Howmr, 11 pro,,,'dtr m,g 11ol 111akt O'!)' rrpa,t lo a .-ndil b11traJ1, 11s, tht 1mim of a cw/mi1111 

OJI"!) or 1111 mt/bods othtr Iba• 1T11tli11t J,i/Ji•.!. or 11a/iji"111M1 1111/il tbt /al" of: 

(i) tht 1xpiralio11 tf tht lillH affordtd lo an in111mr 1111dtr Stdio11 JIA-26-J0l.6 lo dtttn11i11t iu abli.!f1li01t to /Jl!J or dt1!J lht dai111 
witlJ011t p,11al!J: or 

(i,J i11 tht Wt of m,di,arr bt11,jiriarits or r,ti,ru 6S ytan of OJI or oldtr, 60 d,gt jfVlfl tbt daft 111tdiwr dtttmri11ts its liaJJili~ for 
tht dai111. 

(c) &gi11lli11,!. Odobtr JI, 1992, all itu11rrn twtlilrJ lbt i11111rrd sba/1110/l]J tht i11111nd o/ M)'11tt11/ and lbt Qlllo11nl of p,g111t11I 
m,idt lo lht pmidtr. 

(J) Tht "11/fl/lUIIOlltr shall 111aA:t n,l,1 "'111Ult11/ with thi1 thapttr t.lM1'1litlj, d11dos11rr lo tbt i11111nd of (111/oma,y that:J.ts I!,· btabh 
rrzrr pro,,,ilm ott lht ,xpla11alio11 rf bt11,jiu as part of lbt ,Wms p<!)mtllt protrss. Tbtst n1k1 shall ht limil,d lo tht fomr a11d m11lt11t 
of th, dtir/on,rrs 01t th, txpla11atio11 of bt11,ji11, a11d shall i11d11dt: 

(a) a tr1jllirr111t11t that tht mt/hod of dtltt111illQ/io11 of "".J' spttiji,al!J· rrftrrnr,d n11/0111a,y mt1fltl (Ill/ tht ""'§ rf tbt nntoma,y 
rba,:,.tl b, diKlostd; 1111d 

(b) a prohibition "!,llins/ (Ill impliralio11 Iha/ /ht fJl'M'dtr is """1,i"!, t:>,:rrssi111!J if tht prollidtr 1i: 

(i) a partirip,llin!, p,.,,,,,'Jn;· llftd 

(ii) prr,tihiltdfrom ha/an,~ bil/J11g. 

CREDrT{S) 

UlWI 1992, c.291, J 1: L,»., 1996, (. 181,J I, ,ff. Apti/29, 1996; UllVI 2000, '- 198, J 2, ,ff. Mi!J I, 2000; Larvt 2001, 
t. 240,J I, ,ff. Stpl. I, 2001. 

COJnpiltd l!J tht Nt1ll'onal Confmn" of Stt1lt U!,itlal11m-H,alth Pru1,ran1 
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Virginia 
West's Annotated Code of Virginia - Title 32.1. Health, Chapter 5. Regulation of Medical Care 
Facilities and Services (Refs & Annos), Article 1.1. Certificate of Quality Assurance of Managed Care 
Health Insurance Plan Licensees (Refs & Annos), § 32.1-137.1. Definitions 

As 111,d i11 this a11d th, follrnvi111, artidt, 1111lt11 th, tOll/1xJ i11diralt1 oth,rwiu: 

':Ap" or "111111ra11tt '3!,'111, "wl1tn Nstd wilhottl q11alificali01t, ,.,0111 aJI i11dil'idllal. partnmhip. limit,d liabili!)· ~. or 
torporoli01t lhal ,06011, lltj,olia/11, prot11"1 or ,fferts (011/mdt tf i11111ra11a or an11lli!J i11 this C01111110nwta/Jh. 

"B11ntU1 of llt1llt'lllllf" ,.,IJ/I, th, Statt CotporaliOII CommiuiOII tllli111,p11n11ant lo Tit/r J8.Z. 

''COlllp/aiNI "llltoltll "'!)' fllrtlltll tolllllfllnit'Jlt'on ff'tllll Q mmd /JtrlOII primari!J txpn11i11& Q !,litlfttllU, 

''Co,md ptr1011 "1111a111 a11 i11dil'idllal midi"!. in th, Commonw,a/Jh, whtthtr II poligbold,r, 111b1trihtr, tnrolltt, or ,.,,,,b,r <I 11 
"''"'"!Id <arr hta/Jh i11111n,,r,r plan, who i11nhiltd to htabh "'" smitrs or btntjils p,rwidtd. arrtJlllfd for, paid for or rtimh11rs1d 
p1m1111nl to a 11101111!,td tart !Nabb 111J11rrurft plan 11ndtr Trilt J8.2. 

'\\·lantl!,td ,a" !1ta/Jh i1111mm, plm," 111,11111 att amJ,Wllltlll for tht dtlillt!Y of htdlh mn i11 whirh a htdlh amitr Ill dtfintd in J 
J8.2,J800 11111/malus lo p,s,ilt, amznu for, ptg for. or rrilnbm, '"!1 of 1ht flJIIJ of bta/lh ""'1tfllim for a """"d pmon OIi a 
pnpatil or in111nd basis whid, (i) tolllllint ant or 111on i11m1ti11t llfflZll!,tllltflls, indNdifl!, a,g mdtn/Ullin1, nqllirt,.,11/s ittl111d1d lo 
iltjhlmrt tbt rott or '-I tf btabh am 1m,ir,1 bttwtt11 lht INallh amitr au ant or man pnmdm with rrsp,tt to tht dt/i111,y of 
htalth torr smitrs; 1J11d (ii) rr'luim or maltt bt11,jil /"!}1111111 di.ffin11tial ittftll/nltt for mmd p,nont lo "" prwidtrs thal an 
dirrdb· or indirrd!, 11111110!,fd, ow11td, 1111dtr rolllmrt with or tlllp/l!J"d '1,· lht htabh mni,r. A'!)' h,abh ,.ainltlllllltr o,galli:JIHOll 111 
,ltfi11,d i11 J J8,1-4JOO or h,a/Jh "1nitr that o.Jfm pnftmd pro,,idwro11/rad1 or palsats a, dtfi11td ;,, J J8.2,J407 or prrftmd 
prmidlr 111b1triplion tonlratls IIJ dljin,d i,r J )8.2-4209 sh,z/J b, d«mtd lo bt l/fferi11& ottt or IIIOft 1110110!,td trzn h,o/JJ, ifllllnm« 
pl<Jn,. For tht pu,pon, tf this dtji111iiatt, th, prohibt'tiOII tf bollJntt billi111, ~• a pro,id,r shall 11ol bt d«111td a h1111fil P,,J'llltttl 
diffinnua/ 111rr11h11t far rt»Jtntl p,n0tt1 lo 111t prmdtrs who an dirrd/)• or i11dirrd{J matwgtd. 011111td. 1111,ltr rontrad with or tlll/Jll!)·td 
(,;· tht htabh mnitr. A si"!.k mottOJtd (arr hta/Jh i11111ra11r, plan mtg tttromposs 11111/Jipl, pr,,d,lm 11ttd 11111/lip!, !Jpu tf ht111fit 
/'<!)'flltnl di,fferrllliah; how,,,,,, a 1i11!fa motttgtd tan htahh i11111ra11tr plo11 1hall 1nrtllllf>OU 011/J onr pratidw nt/WtJrlt. or stl of 
pf'Olllil,r 111/ffrlr:s. 

\ 

•~fa11<1!,ld rarr htalth i11111rantr pl.1n limutt" 11tt11111 a htabh mnitr 111bj,d lo 1itrR111n ~ Jht B11"t111 tfl11111ra11r, 1111dtt Titk J8.2 
111ha is rrsp411siblt for a monag,d am htobb i11111ra11tr plan;,, aawdatttt with Chll/Jltr J8 (I J8.2-J801 ti ttq.) tfTitk J8.2. 

"Pmo11" 111tatt1 Ol!J.Utosiatio11, a;nl't!,alt ofi1u/i11idllals, bllli11111, fOllt/JIIII.J, totpffil/1011, i,1dimJ,,ol.joi11/•rl0tlc rompt,11)', Lkt,ds 
{)pt of DflOTli:;_ation, oth,r o,ga11i:;_ation, part11mhip, ntti11tr, ntiprorol or illltr•i11111n:t11a ,,,:d10t'I/, """" or todt!J, 

CREDff(S) 

Aas 1998, r. 891. 

Washington 
West's Revised Code of Washington Annotated - Title 70. Public Health and Safety (Refs & Annos), 
Chapter 70.47. Basic Health Plan--Health Care Access Act (Refs & Annos), 70,47.230. Payments to 
nonparticipating providers (&pires July 1, 2016) 

(1) For ,miru prwidd lo pion 111rollm on or afltr ,111!,IIII 24, 2011, 11011partiripotin1,p,rwidtrt 111111I oa,pt 01 /"!}111111I i11 f11U th, 
OIIIOUIII paid by tht 11/01111!,td btabh to1'I gs/1111 und,r RCII? 70 . ./ 7.100(2) i11 addition lo O'!J dtdlldillk, roi11111ra11,r, or rop,g111t11/ 
thaJ i1 du, jrattt th,''"""" 1111dtr tht ltnns 1111d to11diliot11 ttl forth i11 th, 1110110!,ld htabh ran IJ'lltm trtttlrad with tht 
•11dmi11i11rator. A p/1111 tnrollN is 11ot li11hk to OIi)' Mnpartiripalingprwidrr for to111nd 1,n,iru, tXtf/JI for 011101111l1 du, for a'!} 
dtdudiblt, <0i11111runa, or •11/J<!)mml 1111dtr tht ltnn1 and ,,,,,dilio111 It/ forth i11 th, ma•OJtd htabh ton sy1/t111 toll/rat/ with tht 
•adminislrator. 

(2) Thitstdion 1:,,,--pimj119· 1, 2016, 

Campiltd by tht N,11io110I Co,rftrrnrt of Stolt Ll1i1l111trrt-Htobh Pf11f.rom 
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CREDrr{S) 

{ZOl 1 11I ,p.s. t~ J J, tjf. Alf&, U , 2011.} 
HISTORICAL AND STA1UTORl" NOTES 

•Rc1it1cr't1 note: Tht dtjimhDII af"adminzitrator" WtU dxt"!,td lo "dirtdor' itt RCll7 i0.-17.020 I!)• 2011 Isl sp.1. t 1 J J 8J. 

F,'ndings-lntt:nt-20111st sp,!1. c 9: S tt 11al1 /olltnl'i111, RClf? 70.-17.010, 

2011 u,.,i/ati,m 

Laws 2011, Isl Sp.S,,,. dJ. 9, J 1,prrwidt,: 

"(I) Th, kj,islat11rr ji11ds Iha/: 

"(a} Thtr, is a11 1itmasi111, ltwl of disp,dt 1111d 1111artaill{J rtJO'di111, lht 1111101111t of P'!Jmtllt nOllfJtlrtitiptllifl!,pfTlllidtn "''!J rrmw for 
htallh ,arr 1tfflitrs prr,,,idtd lo ,11rolln1 tf slalt ptnd,tutd htalth (lln J>"'!f'11"S dtsi1,11td to Jttw law-i11,- indi,idt,,Jr 1111d fami511, 
111th as basi, htallh and tht 111tdiazid •011ag,d '°" /J"l!/'tPl'Si 

"(b) Tbt dup11tt has rt111htd i11 6ti1,atio11, i1ullldi111, 11 mr11I If-' 111li111,tan 1~"or <Dllrt n,li11.J tbol dt1,,,,,i11td noll/Jt1rtitipt,li111, 
prt111idm Mr, tlllilltd la rrmi,, billtd tharg,1 fro,,, o 111alllJ!ld htalth '°" (Yllt111 for 1trVim pro,idtd to 111tdi«zid and basit htallh 
p/411111rollm. Tht dttiJiOII -Id allow a 11onpartitipati111,pro,idtr to dt,,,a,,d a11d rrtti,r /Jd)'llttlll ill 1111 OfllOSJlll txmdifl,J tht 
J>trJmtnl "'""'«'d htalth ,111r {)'111111111/ll!Ork prrwidtrs rttti,.,/or tht san,t stfflias. Similar proiidtr lawsllils ha,,, 1111w btt11 jikd in 
alhtr j11risdit1io,u in tht llatt: 

"(t} J,, //11 bitH11ial op,mli111, budj,I, tht Uf/sl.illtn has prrvio111/J i11dirattd ill illltnl Iha/ pay111tlll lo 110t1pa,titipa/i11J,proiidtrr for 
ttm"trs prrwiikd lo mtdkaid ma11agtd rm 111rolltu 1ho11/d b, linrittd lo am01111ls paid lo mtdiraidfu:for-s,,wr prrwidm. Tht 
dllrahOfl of lhtst pravisio111 is linrittd lo tht p,riod dllri111, which tlx op,rali111, b11djtt is in ,ffett. A mart J>mllalltlll mo/JiliOII tf tlx1t 
iss1111 ,i ttttdtd: and 

'Yd) C011ti1111td faium lo r,soll't this diJ/'lllt will hatJt adwnt impatts OIi stat, purdxss,d btaltb "1rt /J"'!fl»l'I ,,,,,,.,,, low-i11_, 
tnrollm, i1UU1di11g: (1} Dil,,ini1htd abi5(1 for th, ,tat, to lll!,Olialt to1t-,jf,rti,r to11lrads with 111a11qg,d hta/Jh carr !J'lltfllS,' (ii) a 
pot,11tial far si!,tlijimnl rrdlldi,m i11 th, ,,,;J/i11,J11t11 of pro,,iltrr ta pa,ti(ipatr in 111t111ag,d hta/Jh rarr ,ystna prmidrr 11,tworJ:s; (ii,) 11 
rnfudion III prrwidm partitipali"I, i• tht fllOllagtd htalth '°" ljlltlflli and (iv) i11trta1td ,xpo111n /or P"'!f'1I" tnrollm lo bala,m 
billi"l,pradiir1 l!>· 11011partitipasi11!,J>rrwidm. U/Jimatt!J,fiwtrtli,gblr p,oplt willut tht""' 1hr, 1111d 111 slalt purr!xu,d htallh carr 
program, will optralt with /111 ,j/ili111g and rtds«td a&ff11 lo rasl-,ffeditJt and q11ali!J hta/Jh (lln trll1m1.JI far Pt'Pf/11111 tllrolln1. 

"(2) It is tbt i11lt11I of lht /t§'tlat11rr lo trtalt a lt§l!.,ti,,, 1ol,,ti1111 t/Jo/ rtdlltts tht COJI hon,, ~ I« //alt to prrwidt pul,/i, hta/Jh carr 
t1J11traS,t lo low-i11co111, t11rt1lltt1 ;,, 111a11qgtd htallh Mn !)'Sttms, pn,ltds ,11rolln1 ad stalt /JNmJllltd hta/Jh carr /""!.ralltl fro,,, 
balOlltr billi111, ~ no11partitipali11gp,o,idm, prrwidu app,vpnatt /"!)'"''"' to htallh ,arr prrwidm for 1mncu pnwidtd to 11UfJ!lt11 of 
slat, purrha!td htallh ""' J>nl!.rams, and limits tht nik for matUJUd /Nabb carr 9~1,1111 thal Rllllflld lllilh th, 11.tJt Pt'Pflllllt'· " 

11''111'1 RCll7A 70.-17.1J0, W-'.A ST 70.-17-lJ0 

C11rrrt1I with all 2012 Ltsi1/aJi011a11dChapltr11, 2, and J fro,,, tht Z0IJ ~11/arS11siot1 

0 201 J Thallt1011 Rt11tm. 

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

(a) E.xapt 111 i111lt1flttS i11,,,,l,,;11J. th, dtli,rry of htalth "'" 11mm imm,diatt/J ttttdtd lo rrso/,,, a11 immi11t11t lift•thrrat,lli111, mtdiml 
or lll'!J'tal tmt,gt119·, th, as,m11tt11I ~· a htahh (lln p,o,,idtr lo dtlirtr 1trllitr1 lo a btntftdatJ o/ "'!1 dtpart111t11I or dMsi,m af tht 
1/atr whid, partitipatt1 in a pion or p/4111 dmloptd 1111dtr stdion Ihm of /his artidt shall ht tonsiikrrd to also i11dNdt a11 ttjrrt111t11t 
~ that h,a/th corr prw,tltr: 

Compikd I!] ti~ NaJio1,a/ Conftrrnrt of Stolt Ltgis/atnrrs- Htabh PITlj,ra/11 
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{I) To llmpl tht .usi1.11111111t It, tht bt111Jiti11,y t( "'!)' ri!,htt tht bt11tfiti111J' "1'!J haw to bill 111d, dil1itio11 or MfJil11fllflft for, "1td ta 
rtirillf JX9·m111t 1111dtr 111.-J, ph11 or plmrs OIi ""°""' o: . 111d, 1,mc,1; 1111d 

(2) T0t1«tpt ,11 ptg'#ltlll i•fallfortht dtlimy ,f 111th1mitt1 tht 1111tOIIIII ,pttijitditt plmr orph,u ora, dtttmritud ~- tht p/1111 or 
pl,1111, 111 111m i1t1f"11m, tht ht11/Jb (tlr, p,.,,,,;dn- sbtz/1 bi/1 tht dilfiti011 or dtptn111tmt, or n«b olhtr ptnOA ,pta]i,d ;,, tht plan or 
ph111, dimt!J for tht 1tmttt. Tht ht/1/Jh mrr pnwidlr shtz/111ot biH tht ht•tfiri11ry or ""J other pn-1011 1111 /Nha!f of tht bt11tfi,itlfJ' 
1111d, t>«rpl for dtdNdibkt or othtr /Jll.)'mt111J ,ptdjitd ;,, tht 11fJp/itllbk p/11,r or plmr1, th, httujiaa,y 1htzll 1101 bt ptn011a/g· liabk for 
1111)' of tht tba,g,1, 1ndRdit1!, "")" btlhttrt daimtd !,- tht pmdtr la b, oDJfd III bti11J. tht diffm,rrr !Ntn,,, that pnwidn-'s tba,g, or 
dxtr].t11111d tht at1t01111/ p,gabk It, tht applit11blt dtpa,1fllf11t or dMliot11. Tht pill11 or p/mrJ 111,g ,p,tif>• what s11m1 art dtdNdibks, 
tll/Jt!)'llttnll or arr alh,nmt /Jll.)·ablt 19' lht btn,fttia,y a11d tht 1111111 for which tht hta/Jh rart prtMiltr llf'9 «/J tht b111tjiatn)'.' f,r 
addilio11, 1111)' httl/Jb tan 11nitr whidJ is ,rot 1111,j«t lo p,gm,11/ It, tht p/lltt or pla1t1 shall bt tht n,pontibilil) of tht btt1tfi1U11J attd 
far tholt hta/Jh torr 11nim whim art ,rot mmd +,· tht p/111t1, thtn thtzll bt 110 prohibiti011 a.gai1t1I bi/Jing /ht b,11tfiamy dind!,. 

(b) Tht pmhtbill011s 1111d lim#atiO/fl 1/attd in 111/111,tio,r (a) of this sraio,r ,b, not app!, lo tht dt61!fty of hta/Jh "'1? 1tma1 
i111m,diat,9• nttdtd lo nJClllt OIi immilltlll lift•tmnl11ti111. 111,ditol or s"'limi tllltl'!,tllfJ, H,nm,rr. Oll/'t tht pallt/1/ is Jlabili;,d. tht11 
tht dtlilJtt)· of ti'!)' Jilrth,r hta/Jh a," 11n,'tt1 sha/1 bt 111bj«t to 111b1tdi011 (a) of this stdiOII for rhos, /al/tr 1tnitts a11g. 

(,) Tht v..nptiottl pm111iltd ;,, thii ttdiOlljor tht dt/j"")' of ht/1/Jb '"" strvim im111tdia1,!J llttdtd to ruolllt 1111 ;,,,,,,;,,,,,, ift · 
lhrta/t11i11J.1Rtdi«tl or Jllf§{OI "'"'l'"fJ sba/1,rot app9· lo htallh 111n JmMdm 1111dtr ,1111/rad witb a dtpart1111III or di,isio,r phn or 
p/a111, 

CRBD/T(S) 

Ads 1989, r. 87; Aa, 1991, r. 1}4. 
l.11:llvllU' REFERENCES 
Hra/Jb 487. 
ll"tttlaw Topi, No. 198H. 
Cj.S. S«ial Sm,ri{y aad P11bli, lll'tU'art 1126-1, 267. 

Dtpartmtnt of 1-ltallh dlld H11m"" RmHms (DHHR) lllr1J nqmrrd lo pr,n,dt tll/)po,tivr thtraptuti, smim of ,p,tialist 111 
att«h111111/ ditordm far d,i/dr,11 111/JoJ, panllllll n°J.hlt wtrt ltmtillllttd. l,111 sptrialut was not tllhtltd lo /Jll.)'lfltlll far htr smiat in 
1:,:a11 ofMtdimid Nit, 111 ,pttialist lllr1J ll'Ol'WII!, OIII of oJ!im ofM,diraid prwidtr. Stal, ,x rt/. Aanut M. 11. 117111 Vi,;Jittia 
D,partm,111 of H111/tb and H11ma1t Rnoms, 2001, 571 S.E.2d 142,212 JIYJ/11. J2J. Hra/Jh 476; Htllhb 487(1) 

A Mtdimid pra,,id,r ta1111ol bi/1 a11other IOllrrt for tbt diffmnn bt1Wu11 tht an-t,l,k Mtdiraid l'dlt 1111d tbt prwidtr's attlOllta,Y 
ralt. Stat, txnl AarollAI. 11. lll'ttt Virgittia Dtpartm,111 ofHtallh attd H11111a11 Rtsoms, 200t, .571 S.B.2d 142,212 11".Va. 
J2J. H,ahh 487(2) 

CNmnt tnj_b B11d of tht 2012 First E."<1N1Jnli1ta,y Ststiott 

(CJ 201 J TbOlll1011 Rt11tm. No Claim to Ori!,, US COIi. 117ar!t. 

West's Annotated Code of West Virginia - Chapter 33. Insurance, Article 48. Model Health Plan for 
Uninsurable Individuals Act, § 33-48-6. Plan administrator 

(II) Tht board 1haU stkd a p/11,r adMiflittmtor tbrriMJ.b a wwpttiJ1iit biddi11J.pro«11 to admittitltr tht phtt. Tht board thaU 1,alm,tt 
/,id, 111bmit1td battd Olt mtma ttlablithtd +,- tht board whim shall i11dlldt: 

(1) Tht plan adn,i,u1/ralor's pnwt11 ability to ha,ullt hta/Jh i1t111rantr tDl1trogt lo indilidNa/s; 

(2) Tht tj/ia,119• 1111d timtfi,,,u t( tht p/1111 admim1rator'1 d,sim prrxrui111.prortdmv; 

(J) A11 11timat, of lotlll tba,g,1 far admi11idtri1t!, tht plan; 

(4) Tht plan admi,u1tra1ols abili!J to 11/JP!J tjfrai111 rost to11taiM1tlll programs attd pratrdNrtt attd to tldmimltr tht p/11,r ;,, a ,ost 
tf!iri,111 Tlllllllltr, 1111d 

Can,piltd l!J th, National Conjtrt11tt of Stat, ug,islaJuru-Hta/Jh Ptr1jrt1111 
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(S) Tht ji11a11nal t011dilio11 a11d stal,;/iry of tht plan ad111i11i1trator. 

(b)(I) Tht p/,ln admi11i1tl'lflar 1hall 1tn1t far a ptriod ,ptciji,d i11 tht to11lrod bt1Wtt11 th, p/,111 and tht plan admimtralor 111bjtd to 
rr1110lla! far mJlst a11d 1111,j,rt to tJ'!} 1,,.,,,,, conditiOIU a,uJ &italio,u of th, cotdrod 1,,,.,,,,, th, plan ,ad tht p/,ln admimtraJor. 

(2) At lt,ut Ollt Jtar prior lo rht ,xpirolio,r of tad, p,n'od ,( 11rtticr i,, a plaa admi,u1trrt1o,; rht board ,hall i1111i1, tfidbl, 111tiliu, 
i11dNdi,rg tlN '11mnl p/,111 admilUllra/or lo 111/mtil bids to lffllf ,u /ht plan admimlrator. Stltdion ,f tbf plan admi11illrrs/or for lht 
111~di"!,ptriod shall b, 11tam al /,,u/ si.,. 1t10111h1 prior to tht t11tl of th, a,mnl ptn'od. 

(r) Tht p/at1 admiwtl'lllor shalJ p,,fom, mh f11ndi011s rrlali"!, lo tht pla11 ,u "''!Y bt tU/i:11td lo ii, i11dltdi11g: 

(1) DtttmtillatiOII of tli§bili!J·; 

(2) P,u111,11I of dai1111; 

(J) Establi1h111,111 of a prr111i11111 billingproad,,r, for colltdion of pmtti11111 from ptmns ,o,md 1111dtr tht p/an; a,uJ 

(-I) Othtr 11trrlli11J"fa11rtio111 to 01111,r tim!, /x!Jmat of bt11,jill lo col'tf'td P,1'10111 11,ukr tht platt. 

(d} Tht plan adlllittistralor 1hall s11bfllit rtg11lar rrport1 lo tht boanl rtgording th, ap,raliOII of lht plan. Tht frrq11t119·, to11ltlll and 
/om, o/ th, rrporr 1hal/ bt ,pttifitd in th, coltlt'iJd llllwttn thl board a11,l th, p/411 adm1iu1tratar. 

(t) FoUOllli"!, tht dart of ,am t11ft1uhr ;war, tlN plan admitriltralor ,halJ dttmlli11t nt/ writlttr 111111 ,_d prr111i111111, tht ,xpm,, ,f 
admi1U1tration a11d tht paid a11d i11a,md losm for tlN Jfar a11d rrpo,t /hit infomtaliOII to /ht board a,u/ tht '°"'"'i,ni,11 OIi a/arm 
prrsmbtd ~ tht C0111miltiontr. 

(/) Na111'ithstalldi11g Q'!)' oJhtr prorisiOII i11 this 1tdi011 to tht conlra,y, lht board 111,g t!td to dtrig11a/t th, P11bli, tlll/)lfD'ttJ in111rt111tt 
'W"!I' as lht p/4• admimtrator. If 10 duigllaltd, tbt p11bli, ,mp/'!J'"' i11111ra11rr agt11f1 shall pro,tidt tht 1m11a1 s,f forth i11 
111b1tdion {t) o/ thi1 ttdiOlt aJ1d 1hall bt 111/,jtd to th, rrpo,ting rrqllif'fllltllfl rf 1llb1tdio111 (d} t111d (t) of tbi1 JtdiOII. Tht plan ,hall. 
if tht p11blit ,mpJ,·m i11111T011rr ag,11£7 it tksig11aJtd ; , tht board as tht pla11 adminiltraJor. rei1'tb1tr1t hta/lh ran proridm at tht 
sam, htabh azr, m111b11m111,11t n11t1 tht11 i11 tjftd for tht 11r111 V,'igillia P11blit tlfl/Hl!)ws i11111rall# '«'"!Y 1111d lmdlh ,an p,r,,idm 
an 1111,jtd lo lbt 1am, prohibitio11 agt,i111t /,a/an" hi/li11g of platt pa,tiripanl1 as 1tl f 0tth in JtrtiOII fo11r, arlidt lllltn{J•1U11t-d, dMpttr 
1i>.-tnn of this cod,, 

CRBDrf{S) 

A,11 200-I, t. 1-18, tff. /11/)' 1, 200-I; Art, 200-I. Jrd E. .... Sm,,. 12, ,ff. No,,. 16, 200-I. 
HISTORICAL AND STATUfORY NOTES 

Aas 200-I, Jrd & . Sm., t- 12, ,ru,rot, this Jtdion, whirhformtr/)'rrad: 

"{ti) Tbt ba.zrd shall stftd a platr adm1iu1lrator tht'Ollt,h a C0111pttiti11t biddi11gproa11 to adminitltr th, plat,. Tbt baard ,hall 
,vau,at, bids s11bnnt1,d bat,d OIi crit,ria 11tablitbtd i!J· tht boanl whid, ,hall iltlUlfk: 

"(1) Tht platt ,J1l1111ni1trator's /JnMn abililj lo ha11dlt h,a/th i11111ru11rt IOI~ lo i11dil1id1111/t; 

"(2) TIH tjfia,119· and lim1/i11t11 o/ tht pl,t11 adminillratolt ,la,111 p,rxutingpt'IIMllrrs; 

"(J) Au tstimatt of Iola/ "14ws for admillillmllg tbt plan; 

"(4) Tht plan ad111i11i1traJor's abili[>· to "/>Pl ,jftdillt ,111I r11ntai11111111t pl'P!,fTlllft 1111d pnxtdttm and to ""1,,i11i1t,r tht p/411 i11 a to1I 
tjjia,111111a11n1r; a,rd 

'YS) TIN fina11aill to11ditio11 m,d stabilifJ of tht pl,t11 admil1i1trator. 

"(b)(1) Tht pla11 admin11/ralor 1/JalJ ttrw for a p,riod ,ptdjitd 111 tht toll/rad btllwtn tht pku, a1td tht p/411 adminiltraJor 111bj«t lo 
rrmwal for tlllllt a11d 1#/!itd to 1111.J ltr1111, tot1dilio111 and limilaliOIII o/ lht COIi/rad «lfftll th, plat1 a,rd lht plan admi1U1tf111ar. 

Cotll/Jiltd I!] th, Natiou,1/ Co,,ftnnrr of Stal, Ltj,islat11rr1-H,11/1h Pro&mm 
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"(2} Al l,ast oNt )'Ill' pn'or to tht '·'1"r.ztifll of ,ad> p,riod of stm,'r ~ a p/Jn odntinistnztor, tht bo.lrd sb.tU i111,i1, ,li.gbk t11lilit1, 
i11"11dit1J, tb, '11mnl plaa adm1ilisll'tllor lo tNbmit bids lo snv, as tbt p"111 odministrolor. Stltdion of tbt pla>t adlltinis/Tlllor for tht 
111m,di11gp,riod thall bt madt al ltast six 11tolllbs prior lo tbt ttul of tbt atmlll p,,iod. 

"M Tl>, pla>t admimtrotor shaU p,,f omi 111th fa1tttio111 rr'4liw: to tbt plaa as mig bt auiK,11,d to it, i,u/,,di"§ 

''(1) Dtttn11illOlio" of tli§bili!J;· 

"(2) Pt!)'lfltlll of d,si,.,,. 
"(J) E.11abli1hmttt1 of u p,,111iN11t biUiltJ,pnt,dNrr for rolltaio11 ,f p,,mi,1111 from ptr10111 tolltftd 1111dtr tbt pla>t; Olld 

"(./) Othtr 111u11my Ji1t1ttiou lo 111111n timt& /Jl!)'lfltfll ef bt11tjit1 lo toPmd p,no1111111dtr /ht pla. 

"(d) Tht pla• adminillralor shall 111bmit rtJ.IIUr npo,1110 tht board ,garr{illJ tbt opmdion of tht plait. Tht fn'futll')', ,onltlfl and 
fomi of tht nport shall bt sp,ajitd i11 tbt tontrod bt1wttn tbt board and tht plan odmillillf'l1lor. 

"{t) Following /ht ""1t of tadl M"IIW Jtar, lbt p/aJt odtttinistrolor shaU dtltnwint 1111 wrilltn and tamtd pn1111it1111, tk txp,ntt ,f 
adlltinislration and lht paid 011d illll/md latm /or tbt J'NI' 011d rrpo,t thil i,if on11tlll'o11 lo tbt board atul lbt to11U11Usi011 °" a f omt 

prrsmbtd Ji1' tht to111mi1si011tr. 

''(/) Notwilh1l011ding tl'!)' oJbtr p,orisiott i11 this 1tdi011 to th, mltlrary, tbt board flt'!1 tlttl to dtnjNllt tht p11b6t t11f/J/'!1"s i11nmi11u 
'«'"fY "'tbt plan admillistmtor. lf so dtnj,11attd, tht fllblk uttp/'!)rtl 1itJ11m11a a,gtn!)' sbal/ pro,,idt tbt 1tTVi,rs ,rt fonh in 
111bmti011 M ,J Ibis ""''011 a11d ,hall bt 111bj,tt lo th, rrpa,ti!IJ Tr'fllirr111t111J of 1wstffi0111 (d} a11d {t} of this 1tdiot1. Tbt pla11 shall. 
if tht p11blk ,mpl'!)·ttt i11111m11u "l'"fY is dt11'!naJtd ~ -tht board OJ tht pt.m adminislralor, nimlntn, hto/Jh am pro,idm al tht 
ltllllt htallh "'" ni1'1bNntnrtlll 1'11/ts tht11 i11 ,ffttt for tbt IP't1t Vi,;Jlm.1 p,,blit tmpb[;·tts i11111f'/111cr OJ!llf)', " 

III. Pending Legislation (2013-14 se&&ions) 

Illinois 
IL S 1716 (Pending) simildr to IL H 29JJ (ptndi11g) a11d IL S J4 (pt11di1,g) 

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

(5:) Balance bjlting under this Section by a heg!th care proyjder that js not a member of the 
provider network nrrnng,ement used by the Pion js prohjbitcd, 

Indiana 
IN H 1319 (Pending) similar lo INS JS1 (pt11dil,J) 

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

Compiltd i!! tiN Notional Confirr11tt of S /alt Lt§1/at11rts-H,abb ProJrot11 
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Sec, 0.5, (a) Except as provided in this section, the jnsur;mce operations of the association cease 
on the later of; 
(1) the date on whjch a health benefit exchange (Ju; defined io re 27-19-2-8) begins operating in 
Indiana; or 
(2,) December 31. 2013. 
(l>) A dajm for payment under nn association policy must be made to the association not later 
thnn the later of; 
(1) sixty (60) days after the date on which the insurance operations cease under subsection (.a); or 
(2,) March J. 2014. 
Cs;,) An appeal or grievance under this chapter must be resolved not later than njne1y (20) days 
nftcr the date on which the insumnce operations cease under subsection u,). 
(.d) Balance biUing under this chapter by a hcnhh cnre provider that is not n member ofa health 
care provider network arrangement used by the association js prohibited after the later of; 
(1) ninety (90) dnys after the date on which the insurance operations cease under subsection u,): 
m: 
(2,) March 30, 2014. 

Massachusetts 
MA S 515 (Pending) 
A bill to establish Medicare for all in M.A; 

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

MAH 1035 (Pending) 
r\ bill to establish a singlc-pa)•er health insurance trust fund; 

c) no balance billing or out-of-pocket charges will be made for covered services unless otherwise 
provided in this chapter; and 

Minnesota 
MN H 779 (Pending) 

Sec. 11. [62K. t 1] BALANCE BILLING PROHIBITED. 
(a) A network provider is prohjbjted from hil!ing oo enroUee for any amount in excess of the 

allowable amount the health carrier has contracted for with the provider as total payment for the 
health care service. 

New Jersey 
NJ A 3158 (Pending) 

Bt /1 EIIJJdtd ~· lht S,11111, Olld G,11trrJ1 Ant111/,/y of tht S1a1, tfNt111 Jm9•: 
1. A bospi141 /i,r111td p,,r,1111111 to P.L 1971, d J6 (C26:2 H • I ti al.) 1h41 is a partitipali11M,r,,,;d,r 11tldtr a /Jdlin,/1 btaflb 
itu11ra1u~ p/1111 shall 11otifr tht /llllitlll or paii,111'1 rrprr1111tali,t, i11 writi111., as,_ as pram,abk, if J»!>'litia111 or olhtr btrlllb mrr 
profmio11a/s .,ho arr 11tultr r1111lt'rld lo, or "'1w a,,olbtr arn111u111111I with, tbt batpiJa1 lo p,r,,idt IHallh rrm strnal lo palit/111 al /ht 
faali~· an 11ol partitipalit1!,J1rrwidm 1111dtr lbt pati,111'1 htabh itmtra•a pla11. 
Tht 11olijiralion, wbirh shall bt rigntd ~ tht pa,itttl or paii,111'1 rrpr,#1/la/i,t a•d indlldnJ i11t!N pati1111'11111did rrttml, ,hall 
prDlfidt tht 11011tt1 of tht btalth "11T profmi01talt j,w,, .,,_, tht palitnl it mr;tt lilufy to rnri11t 1tfPi<r1 al lbt htnpita~ /ht {1/JI or 

G,mpikd l!f tbt Nalional Canftnnr, of Stalt Ltgislat11ns- H111/tb Pro1,ram 
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(IJl~goty of hta/Jb «m mvim tht;• pro,idl al th, hoipi141. od tbt 111111 or dtpan,,,,lt/ of tht ho,pi141 i11 or t/m,,,§1 whid, lht.J pro,itl, 
1,n,irt1. 

2. Thil lld shlll/ 111/u tffe11 011 lbt jint dig of tht third IIIOlllb 11tXt f ollowi"!, th, dalt of tltlldm1111. 
STATEMENT 
This /,ill rtqlllru a hosp,Jal, u,/,id, is a pa,tuipall'fllpr,,,,,"dtr 11,ultr a pali111l'1 hta/th i,u11n111rt pta,,, lo 11oliJ, a patitlll or lht 
patimlr rtpnttlt/alivt, i11 writi11~ tll lOOII ill pr«titablt, if ph.J1id11111 or Olhtr hta/Jb mrr proft11i011alr who an 111Uftr to11l111d lo, or 
MIit a11olhtr trm111gmt11I Mlh, tbt hoipital lo pnwidt !Na/lb «l1't 1mitt1 lo patitlt/1 a/ tbt /atility an IIOI pmtitipa/i"l,P,widtn 
1111tl,r that pah111l'1 ht/l/Jb i11111m11r, plan. Tht 11otijiam'ott, whid, is lo i,, riJ.11td ~ tht pati111I or lbt patit11l'1 rtprrttlllaliN atld 
i11ditdtd ;,, ,,,, patttfll'I 111,dirol "'°"" ii to pro,,itl, tht IIIJllltl of lht htaltb mrr prr,jtsnona/r front whoJ# tht pari,11I is 11101I 61:1/)· lo 
rr,m., 1mirr1 al tht ho,pital. tht ~pt or ml,go,y ,f htaltb (r1f't stniia, tb,y pro,itl, al tbt hospital. and tht 11ml or tkpart,,,,111 of tht 
borpital ,-,, or thrw,gh wbid, lb,y prrwidt rmim, 
l11m01i"J/)·, i11111rrd pari,1111 who mlt. ron al a hatpital that is i11 th, pmidtr ,,,,_,;. ,f tbtir htallb i1111m111a pta,, m,m htallh 
ttlrr 11nitt1 al tht hosp,111/, slldJ "' 'lllttl'"9' ,_ ron, rrtdiolDjJ·, 1111d 11111sthtsi11, ~ pl!)'lida,,s who arr 11ot pmtiapali111,pro,,idtr1 
ill that pati,111'1 hta/Jh i11111n111tt p/411, Tht pali1111S 11111111!, arr 11111dt awrm of this lil/llJIIOII 1111d tht flltl /bat lb,y "''U bt liabl, for 
l/lldlllliipattd bola11rr bill,iig ~ tht JJl!J·sialJII aft tr thty haw rrmwd th, mvitfl. Th, p11rpos, of this /,ill, thmfan, U lo pro,idt 
p,,tit11l1 ,nth i11/om1all011, i11 aditat,a ofrmi11;,g stmtrl wht11mrprodilllh/,, aboNt tbt i,u11ra11tr pa,titipalio,, ef bta/Jh ron 
proju11ot1a/r who will ,r,ultr stnias aJ thf haspitlll. so IIJ lo tll4Wt pah'tllll la 111(1/u i11formtd drrisions aboltt tht pruvidm who hrat 
1h1m. 

Oklahoma 
OKS 485 (Pending) 

Prohibit "ba];tnce billing" from the employee, employer, or carrier; 

Oregon 
ORD 1312 (Pending, filed ns draft) similar lo ORS 16$ 

(:U "Cost-sharing" does not jndude premiums. balance hilling amounts for non-network 
providers or costs of services not covered by the health insurance policy or certificate. 

Texas 
TX 1-1 3270 (Pending) 

C-0 procedures rhnt the jnsurer will implement to assist insureds in obtainjng medjcaUy necessacy 
scmces if a preferred provjder is not rea;mnab)y ?Y»ilable, induding procedures to coordinate 
care to ayojd balance bj)Hng; 

Virginia 
VA H 357 (Failed) si,nilor la VA H 402 (foiled) and VA S 383 (foiltd) and VA S 61 S (foiled) 011d VA H 
2160 (foiled) 

"Cost shoring" means ony expendjcure required by or on behalf of on enrollee with respect to 
essential health benefits; such term includes deductibles, coinsurance, copayments, or similar 
charges. but excludes premjums balance billing amounts for non-network providers, and 
spending for noncovcred services, 

•Bill IC#tch counny of SurrNcr"' 

IV. Resources 

A. Balance biHing; the patients' perspective, By Mathias KiCmann.l' and Florian Scheuer=, 
September 17, 2011 . Universitiit Hamburg, Fnkultiit \Virtschafts~und Sozialwisscnschnften, Von­
Mcllc-Park 5, 20146 Hamburg, Germany and Stanford University, Department of Economics, 
Stanford, CA 94305, USA. © 2011 Kifmnnn and Scheuer; licensee Springer. 
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Health Economics Review 2011, 1:14 doi:10.1186/2191-1991-1-14 

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

Introduction 
The US Medicare program allows doctors to 'balance bill' patients, i.e .• to charge them a price in 
addition to the Medicare payment. In the late 80s and early 90s, state and federal legislation was 
introduced to restrict this practice. Additional prices arc now limited to about 10% of the 
Medicare fec.(endnote a) In a theoretical study, Glazer and McGuire have shown that these 
restrictions on balance billing come at a price as doctors have an incentive to reduce the quality 
of their services (1]. Strikingly, prohibiting balance billing reduces quality for all patients, 
regardless of whether they pay a balance bill. From an efficiency point of view, they demonstrate 
that allowing balance billing always leads to superior results if the Medicare fee is set 
appropriately. 
A limitation of the analysis by Glazer and McGuire is that they focus exclusively on the 
efficiency aspects of balance billing. An important concern, however, is that patients are worse 
off if physicians arc allowed to balance bill. In particular, previous work by Paringer, Mitchell 
and Cromwell as well as Zuckerman and Holahan has shown thnt allowing physicians to charge 
extra fees may only increase the rents of physicians at the expense of patients (2-4). These 
papers, however, do not consider effects on quality. Taking into account efficiency gains from 
balance billing, this raises the question on how these gains arc shared between patients and 
physicians. 
In this paper, we take the analysis of Glazer and McGuire further and focus on the welfare of 
patients. \V/e nnnlyzc the optimal Medicare fee both from a pure efficiency perspective and from 
the patients' point of view. Furthermore, we reexamine the case for prohibiting balance billing 
and consider the effects on patient welfare if Medicare discriminates the fee depending on 
whether the physician treats the patient at the fee only or charges a balance bill. 
The paper proceeds as follows. In Section 2, we discuss the literature. Section 3 reviews the 
analysis by Glazer and McGuire. In Section 4, we determine the optimal Medicare fee under 
balance billing using the social surplus function of Glazer and McGuire. Section 5 analyzes the 
implications of Medicare's policy on pnticnt welfare. Section 6 concludes the paper. 
2 Review of the literature 
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Most of the theoretical studies on balance billing assume a monopolistic physician who faces a 
downward-sloping demand curve [2)-[4]. Within this framework, the effects on the quantity of 
services supplied by the physician has been explored. The physician is able to price discriminate, 
requiring patients with a high willingness to pay a balance bill. If the physician also accepts fee­
only patients under balance billing, then prohibiting balance billing leaves the quantity of supply 
unchanged since only inframarginal patients arc balance billed. Only the physician's rent is 
reduced. However, if doctors refuse to treat fee-only patients under balance billing, then 
prohibiting balance billing reduces the number of patients treated. 
How Medicare's balance billing policy affects the incentives for a monopolistic physician to set 
quality of treatment is analyzed by Feldman and Sloan as well as Wedig, Mitchell and Cromwell 
(5,6). Both papers assume that the physician is not able to price or quality discriminate. Feldman 
and Sloan show that it is uncertain whether price controls, i.e., prohibiting balance billing, 
increase welfare. Wedig et al., however, find a case for price controls if health insurance shifts 
the demand curve to the right and physicians react by increasing quantity and quality beyond the 
social optimum. 
All the models presented do not include competition among physicians. Furthermore, neither 
Feldman and Sloan nor Wedig et al. consider price and quality discrimination. However, these 
factors arc highly relevant in the context of balance billing. First, Medicare's fee policy affects the 
degree of competition between physicians. Second, balance billed patients are likely to receive 
higher quality than fee-only patients. Both factors arc incorporated in the model by Glazer and 
McGuire. They show that physicians have an incentive to save costs by reducing quality for 
Medicare patients. To patients who pny a balance bill, however, they will provide the efficient 
quality level. Their main result is that by setting fees correctly, efficiency is higher if balance 
billing is allowed. 
An empirical study of the effects of Medicare restrictions on balance billing in late 80s and early 
90s has been performed by McKnight [2]. She finds that these reduced out-of~pocket medical 
expenditure of Medicnre beneficfaries by 9%. With the exception of a significant fall in the 
number of follow-up telephone calls, her study shows little evidence that physicians changed 
their behavior in response to the balance billing restrictions." 

B. New York Times. Avoiding Sur.prise Bills With Homework and Negotiation 
By \VALECIA KONRAD Published: April 30, 2010. 

''Ms. Cornford would soon become very familiar with the phenomenon known as balance 
billing. It is a controversial and sometimes illegal practice: doctors and other health care 
providers receive a discounted payment from the insurance company - an amount less than the 
fee they want to be paid - and then they bill the patient for the rest. Most states, including 
Illinois, have passed laws making balance billing illegal within an insurer's medical network. And 
federal law prohibits balance billing by providers paid under Medicare. 
But balance billing in these cases can still happen. If you receive a bill from an in-network 
provider that you are not expecting, call your insurer immediately. '"four insumnce company is 
the best enforcer, if you will, of these laws," said Jane Cooper, chief executive of Patient Care, a 
Milwaukee patient advocate firm. 
Most cases occur when patients who are part of H.M.0.'s, P.P.O.'s and other network health 
care plans use an out-of~network doctor, lab hospital or other provider. H.M.O.'s, as a rule, will 
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not cover nny out-of-network fees unless for an emergency or for a pre-approved treatment so 
specialized that no one in the network can provide it. P.P.O.'s generally cover some percentage 
of out-of-network fees, usually 70 or 80 percent of so-called usual and customary charges." 

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

"The practice of "balance billing" by emergency room doctors is part of a contentious issue that 
has plagued the managed care industry, providers, and health care consumers for many years. 
On January 8, 2009, in a unanimous decision in Prosput Mtdkol Gror,p, I11r. ,~ Northrid// E111tfl!llf1 

Mtdkal Gro11p, ~the California Supreme Court declared balance billing unlawful in the context of 
emergency medical care. \Vhere a health plan (i.e., an "HMO') does not pay, in whole or in part, 
the amount charged by emergency room doctors, the doctors now must resolve billing disputes 
solely with the health plans. The providers may seek dispute resolution, or even sue the health 
plans if they wish, but they may no longer bill patients with a health plan for the disputed 
amount." 

D. Heartland.org; Jnpnticnt Bnlancc Bj!)jn~ js an Unfair Mcdicnl Prncricc, May 9, 2011 

E. Mcclicnrc Balance Bil!in~ RS,'strjcrjons: Impacts on Physjcjans and Bcncficinrics, By Robin 
• McKnight, University of Oregon and NBER, September 2004. 

F. CONSUMER WIN AG/\INST Bt\IJ\NCE BllJJNG: State Regulator Secures Hospital 
Settlement on Bnlance Billing Practices Statement from California Association of Health Plans 
President Patrick Johnston, 2010. 

G. Fiercehenlthcare.com, Patient Sue~ Over Bgl:mce Bjtljgg. By Sandra Yin,January 11, 2011. 

"At issue is the common practice of "bnlnnce billing," where health providers charge patients 
the difference between their own [the doctor's] fee and what the insurer reimburses. Out-of­
nctwork providers resort to this kind of billing when nn insurer's payment docs not cover 
the whole fee for a service. By contrast, if both the patient and provider are part of the 
payer's network, the provider by contract will be ok.'\y accepting less than the regular fee for 
seeing patients in the network. 

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

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

*· Original research updated by Kara Hinkley, 3/2013 
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Non-Network Provider Insurance Coverage and BI iiing Legislation 
October 2014 

Ashley A. Noble, JD 

Summary: 
• 30 bills introduced in 8 states: Alaska (1), Louisiana (1), Massachusetts (2), Minnesota (4), 

Missouri (2), New Jersey (10), New York (9), and Virginia (1). 
o 3 laws enacted In 3 states: Minnesota (1), New York (1), and Virginia (1) 
o 19 bills pending in 3 states: Massachusetts (2), New Jersey {10), and New York (7). 
o 8 bills fa iled In 5 states: Alaska (1 ), Louisiana (1), Minnesota (3), Missouri {2), and 

New York (1) . 

~ 
AK H 203 
Author: Keller (R} 

Title: Reimbursement Or Health Insurance Claims 

Introduced: 04/10/2013 
Disposition: Failed· Adjourned 
Location: House Labor and Commerce Committee 
Summary: Relates to payment or reimbursement or health care insurance claims. 

Status: 04/10/2013 INTRODUCED. 

Text Hits. 

04/10/2013 To HOUSE Committee on LABOR AND COMMERCE. 
04/10/2013 To HOUSE Comm;ttee on FINANCE. 
covered services rendered by an out-of-network provider by check made out to both 
the proyider and the covered person as ioint payees requiring endorsement by both 
the proyjder and the covered person DIRECTLY TO THE PROVIDER OF 
MEDICAL CARE SERVICES. A health insurance policy may not contain a 
- NeKt Hit In DIii --
an out-of-network provider in the single name or the proylder. IF A HEAL TH 
CARE INSURER MAKES A CLAIM PAYMENT TO THE COVERED 
PERSON AFTER THE COVERED PERSON HAS GIVEN WRI TTEN 
NOTICE ELECTING DIRECT PAYMENT TO THE PROVIDER OF THE 
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Lou•siana 
LAH 895 
Author: 
Tit le: 
Introduced: 
D1spos1tlon: 
Location: 
Summary. 
Status: 

Text Hits: 

I 

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

Fannin (R) 
Insurance and Health 
03/10/2014 
Failed · Adjourned 
House Insurance Committee 
Provides relative to balance billing. 

03/10/2014 INTRODUCED. 

03/10/2014 To HOUSE Comm;tteeon INSURANCE. 

HOUSE .fil!.1. NO. 895 
- NCJCt Hit In BIii -
directly from the health insurance issuer payment of the same amount the~ 
network provjder would have received if in network may not seek payment of 
remaining balance from the patient. 
- Next Hit In BIii --
Proposed law provldes that If a health insurance issuer J2m the In-network amount 
for services provided to an insured to an out·of-network healthcare provider, the 
provider may not seek payment of the remaining balance from the insured. 
-- Next Hit In DIii -

o enact RS. 22:1827. relative to payment of claims for services provided by 
noncontracted healthcare providers; to provide for definitions; to provide for 
exemptions; and to provide for re lated matters. 
- Next Hit In BIii -
Section 1827. Payment of claims For servjces proyided by noncontracted heafth care 
PCAYiders 
-- Next Hit In Dill -
rendered. the health insurance jssyer shall directly pay the claim by the 
noncontracted provider in the amount as determjned pursuant to the plan or pohcy 
prov;s;ons between the enrouee or 1nsured and the health ;nsyrance issuer, less any 
amount representing coinsurance, copayments, deductibles, 
- Next Hit In BIii -
;nsured or enronee is Hable. Payment of such claim by the health insurance issuer 
shall io no circumstances be made directly to the patient, Insured. or enrouee. 
-- Next Hit In Bill -
the services were provided to seek payment from the health ;nsurance issuer of the 
recipient or the serv;ces provided. 
- Next Hit In Bill -
{b) If the provider receives a fesser amount in payment d irectly from the issuer ror 
the services rendered than the provider would have receiyed had the provider 
contracted wjth the jssuer, the provider may seek payment of the remainder or the 
amount from the recipient of the seryjces. 
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Massachusetts 
MAH 1020 
DOCKET 

Author: 

Title: 

Introduced: 

Disposition: 

Location : 

Summary: 

Status: 

MAS 547 

DOCKET 

Author: 

Title: 

Introduced: 

Disposition: 

Location : 

Summary: 

Status: 

Minnesota 
MN s 761 
Author: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

- Next Hit In Dill --
(4) Ir the healthcare proyider goes not seek payment from the health Insurance 
issuer for the seryices rendered, the proyjder may seek full payment for the services 
rendered from the recjpient of the seryices proyidect. 

403 
Donato (D) 

Health Care Rates 

02/18/2013 
Pending 

House Second Reading 

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

0612712014 From JOINT Committee on HEALTH CARE FINANCING: 
Accompanied Study Order H 4234 . 

11 
Moore M (D} 
Equitable Reimbursement Rates for Health Care 

02/15/2013 
Pending 

Senate Second Reading 

Relates to equitable reimbursement rates for health care. 

0512112014 From JOINT Committee on HEALTH CARE FINANCING: 
Accompanied Study Order S 2148. 

Laurey T CDFU 
Health Plan Regulation 

02/22/2013 
Failed - Adjourned 

Senate Commerce Committee 

Relates to health plan regulation; regulates pollcy and contract coverages; conforms 
state law to federal requirements. 

02/25/2013 To SENAT E Committee on COMMERCE. 
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MN H 978 
Author: 

Title: 

Introduced: 

Last 
Amend: 

Disposition: 

Location: 

Summary: 

Status: 

MN S 662 
Author. 

Title: 

Introduced: 

Last 
Amend: 

Disposition: 

Location: 

Summary. 

Status 

MN H 779 
Author: 

Title 

Introduced : 

Enacted 

Disposition: 

Location : 

Chapter#: 

Summary: 

Huntley f Pf Ll 
Health Plan Regulation 

02/28/2013 

03/20/2013 

Failed· Adjourned 

House Second Reading , 

Relates to health plan regulation; regulates pol icy and contract coverages: conforms 
state law to federal requirements. 

04
,
0812013 

From HOUSE Committee on RULES AND LEGISLATIVE 
ADMINISTRATION: Do pass. 

04/08/2013 In HOUSE. Second Reading. 

Laurey T {DFU 
Health Plan Regulation 

02/20/2013 

04/02/2013 

Failed · Adjourned 

Senate Finance Committee 

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

04;02/ 2o13 From SENATE Committee on S ATE AND LOCAL 
GOVERNMENT: Do pass as amended. 

04/02/2013 Rerererred to SENATE Committee on El NANCE. 

Atk ms {DFU 
Health Insurance Exchange Market Rules 

02/21/2013 

05/24/2013 

Enacted 

Chaptered 

2013-84 

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

Missouri 
MOH 1662 
Sponsor; 

Ti ue: 

Introduced· 

Disposit ion. 

Location: 

Summary: 

Status: 

Text H its . 

MOH 1901 
Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

New Jersey 
NJ S 860 
Sponsor: 

Title: 

Introduced '. 

Disposition: 

Location: 

Summary: 

Status: 

NJ S 869 

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

05/24/2013 Signed by GOVERNOR. 

05/24/2013 Flied with Secretary of State. Chapter No. 2013-84 (Effective Rule) 

Richardson (R} 
Current Population HealthNet Managed Care Statewide 

01/29/2014 
F a1 led - Adjourned 

HOUSE 

Extends Missouri Health Net managed care statewide for only the current managed 
care populations. 

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

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

access to out•of·network providers if necessary to meet the health needs of enrollees 
ID accordance with standards developed by the department of social services and 
included in the managed care contracts. 

Torpey (R) 

Health Care Coverage 

02/18/2014 
Failed - Adjourned 

HOUSE 

Changes the laws regarding health care coverage. 

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

Y•tale (Q) 
Health Care Transparency and D isclosure Act 

01/14/2014 
Pending 

Senate Commerce Committee 

Relates to Health Care Transparency and Disclosure Act. 

01/14/2014 IN RODUCED. 

01/14/2014 To SENATE Committee on COMMERCE. 
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Sponsor: 

Title: 

Introduced: 

Vitale (p) 
Healthcare Disclosure and Transparency 'Act 

01/14/2014 

Disposition: Pend ing 

Location: Senate Commerce Committee 

Summary: Relates to Healthcare Disclosure and Transparency Act. 

Status: 01/14/2014 INTRODUCED. 

NJ A 1045 
Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

NJ A 1069 
Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

NJA2112 

01/14/2014 To SENATE Committee on COMMERCE. 

Schaer (p) 

Patient Referrals 

01/16/2014 

Pending 

Assembly Health and Senior Services Committee 

Requires practitioners to disclose business relationship with out-of-state facilities 
when making patient referrals to those facilities. 

01/16/2014 t NTRODUCED. 

0111612014 
To ASSEMBLY Committee on HEAL TH AND SENIOR 
SERVICES. 

Schaer (P} 
Healthcare Disclosure and Transparency Act 

01/16/2014 

· Pending 

Assembly Financial Institutions and Insurance Committee 

Creates Healthcare Disclosure and Transparency Act. 

01/16/2014 INTRODUCED. 

0111612014 
To ASSEMBLY Committee on Fl NANCI AL INSTITUTIONS 
AND INSURANCE . 

Sponsor: Gusciora (D) 

Title: Out of Network Healthcare Professionals 

Introduced : 01/16/2014 

Disposition: Pend ing 

Location: Assembly Health and Senior Services Committee 

Summary: Requires in network hospitals to notify patients of out of network health care 
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Status: 

Text Hits: 

NJ A 952 
Identical: 

Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

NJ A 2238 

professionals who provide services in h0sp1tal. 

01/16/2014 INTRODUCED. 

01/16/2014 ° ASSEMBLY Committee on HEAL TH AND SENIOR 
SERVICES. 

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

NJ S 1216 

Singleton <Pl 
New Jersey A I Payer Claims Database Act 

01/16/2014 
Pending 

Assembly Financial Institutions and Insurance Committee 

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

01/16/2014 INTRODUCED. 

01 ,1612014 To ASSEMBLY Committee on FINANCIAL INSTITUTIONS 
AND INSURANCE. 

Identical : NJ S 970 
Sponsor: Gove (R) 

T 1t1e: Breanns Law 

Introduced: 01/27/2014 
Disposition: Pending 

Location: Assembly Financial Institutions and Insurance Committee 

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

Status: 01/27/2014 INTRODUCED. 

NJ S 970 
Identical 

Sponsor: 

Title: 

Introduced: 

Disposition: 

0l/27/20l 4 To ASSEMBLY Committee on FINANCIAL INSTlTUTIONS 
AND INSURANCE. 

NJ A 2238 
Connors C (R) 
Coverage for Children with Catastrophic Illnesses 

01/27/2014 
Pending 
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Location: 

Summary: 

Status: 

NJ S 1216 
Identical: 

Sponsor: 

Title: 

I ntroduced: 

Disposition: 

Location: 

Summary: 

Status: 

NJ S 2099 
Sponsor: 

Title' 

Introduced: 

Disposition · 

Location: 

Summary: 

Status· 

New York 
NYA636 

Senate Commerce Committee 

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

01/27/2014 INTRODUCED. 

01/27/2014 To SENATE Committee on COMMERCE. 

NJ A 952 

Vitale (D} 
Al l-Payer Claims Database Act 

01/30/2014 
Pending 

Senate Commerce Committee 

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

01/30/2014 INTRODUCED. 

01/30/2014 To SENATE Committee on COMMERCE. 

Singer (R) 
Reimbursement Rates for Health Care Providers 

05/19/2014 
Pending 

Senate Commerce Committee 

Requires health insurance carriers that offer a managed care plan that provides for 
both in-network and out•oF-network benefits to reimburse out·oF·network health 
care providers using the same reimbursement structure that was used and at the 
same rates that were provided to those health care providers. 

05/19/2014 INTRODUCED. 

05/19/2014 To SENATE Committee on COMMERCE. 

Sponsor: Weprin P (D) 
Title: Reimbursement or Certain Clinical Laboratories 

Introduced: 01/09/2013 
Disposition: Pend·ng 

Location: Assembly Insurance Committee 
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Summary: 

Status: 

NY s 1083 
Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

Text Hits: 

NY A 2783 
Sponsor: 

Tit1e: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

NY S 2551 

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

01/08/2014 To ASSEMBLY Committee on INSURANCE. 

Maziarz {R) 
Reimbursement of Certain Clinical Laboratories 

01/09/2013 

Pending 

Senate Health Committee 

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

01/08/2014 To SENATE Committee on HEAL TH. 
the reimbursement of out-of-network providers of chnical laboratory services by 
organizations providing or offering comprehensive health services plans 

O'Donnell {D) 

Insurance Reimbursement for Early I nterventlon Services 

01/18/2013 

Pending 

Assembly Insurance Committee 

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

01/08/2014 To ASSEMBLY Committee on INSURANCE. 

Sponsor: Hannon (R) 

Title: Protections To Prevent Surprise Medical Bills 

Introduced: 01/18/2013 

Disposition: Pending 

Location: Senate Insurance Committee 

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

Status: 01/08/2014 Recalled from ASSEMBLY. •••••Returned to SENATE. 

01/08/2014 To SENATE Committee on INSURANCE. 
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NY A 4546 
Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

NY A 7253 
Sponsor: 

Title: 

Introduced: 

Disposition: 

Location: 

Summary: 

Status: 

NYA 7813 
Sponsor: 

Title: 

Introduced: 

Disposition : 

Location: 

Summary. 

Status: 

NY A 9205 
Sponsor: 

OenDekker (D) 

Insurance Coverage for Clinical Laboratory Services 

02/06/2013 

Pending 

Assembly Insurance Committee 

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

01/08/2014 To ASSEMBLY Committee on INSURANCE. 

Montesano (R) 
Protections To Prevent Surprise Medical Bills 

05/08/2013 

Pending 

Assembly Insurance Committee 

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

01/08/2014 To ASSEMBLY Committee on INSURANCE. 

Gottfried (D) 
Excessive Charges for Emergency Services 

06/05/2013 

Failed 

Assembly Insurance Committee 

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

04/01/2014 Enacting clause stricken. 

Title: State Health and Mental Hygiene 

Introduced: 03/29/2014 

Disposition: Pending 

I 
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Location: 

Summary: 

Status: 

NY s 6914 
Sponsor: 

Title: 

Introduced: 

Enacted 

Disposition: 

Location: 

Chapter: 

Summary: 

Status: 

Virginia 
VA H 5002 a 
Author: 

Title: 

I ntroduced : 

Enacted 

Disposition: 

Location: 

Chapter: 

Summary: 

I 

Assembly Ways and Means Committee 

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

03/29/2014 INTRODUCED. 

03/29/2014 To ASSEMBLY Committee on WAYS AND MEANS. 

03/31/2014 From ASSEMBLY Committee on WAYS AND MEANS. 

03/31/2014 Jo ASSEMBLY Comm;ttee on RULES, 
03/31/2014 From ASSEMBLY Committee on RULES. 

03/31/2014 Substituted by S 6914 . 

State Health and Mental Hygiene 

03/29/2014 

03/31/2014 

Enacted 

Chaptered 

60 
Enacts major components of legislation necessary to implement the state health and 
mental hygiene budget for the 2014-2015 fiscal year to include prenatal care, d isease 
reports, breast cancer research fund , Alzheimer's disease fund, patient handling. long 
term care and fac ilities, Medicaid prescription drug coverage, general hospital 
payments, personal care services, professional medical misconduct, behavioral health 
care, development disabilities care, foster care ch ildren, and community mental 
health . 

03/31/2014 Signed by GOVERNOR 

03/31/2014 Chapter No. 60 (Effective Rule) 

Jones CR) 
Budget Bill 

03/24/2014 

06/23/2014 

Enacted 

Chaptered 

2 
Relates to appropriations of the Budget submitted by the Governor providing a 
portfon of revenues for the two years ending respectively on the thirtieth day of 
June, 2015, and the thirtieth day of June, 2016 
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Status 06/23/2014 Line Item Veto sustained by SENAT E. 

06/23/2014 Acts of Assembly. Chapter No. 2 [Effective Ru1eJ 
Text Hits: organizat ions and out-of-network proy,ders for emergency or otherwise authorized 

treatment shall be considered payment ,n full. In the absence or rates negotiated 
between the managed care organization and the out-of-network proyider, these 
serv ices shall be reimbursed at the Virg inia Medica id fees and/or rates and shall be 
considered payment in full. The department shall have the authority to promulgate 
emergency regulations to implement th l,s amendment within 280 days or less from 
the enactment date of this act. 

' 

NOTE-The abo\'e sumrnarizc:s state lnw or legislation and is the: property of the: National Conforenc:c: of State 
1.1:gislarures (NCSL) nnd is intended as a rc:fcrc:nce for state: lc:b,u;larors and their staff. NCSL mnkc:1 no wammry, 
expressed or unplaed, or assum~'l1 any lc:g:il liability or rc:sponsibility for third party use of rhi.~ informaoon, or 
represents that us Ullc: by auc:h thud party would nor infringe on privately owned rights. 
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Surprise Medical Billing Legislation 
June 2015 

Ashley A. Noble, JO 

MT 01611 

Author: 

Title: 

Preflled: 
Disposition: 

Location: 

Summary: 

Status: 

MT H 498 

Author: 

Tltle: 
Introduced: 
Disposition: 

Location: 
Summary: 

Status: 

Williams K (D) 

Consumer Opt Out Provisions from Surprise Medical Bills 
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Provides for consumer opt-out provisions from surpris.e medical Bills; relates to health 
care services; relates to Insurance. 

02/13/2015 Assigned HOUSE BIii No. 498. 
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Consumer Opt Out Provisions for Medical Bill Prevention 
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Provides for consumer opt-out provisions to prevent surprise medical Bills; relates to 
health care services; relates to Insurance. 

02/27/2015 Missed Deadline for General Bill Transmittal. 
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NATIONAL CONFEllENCE of STATE LECISLATUllES 

Tiu F,r•,,, f,r A,,,,,,J~11•1 ld,111 
7700 East First Place, Denver CO 80230 u Tel.: (303) 364-7700 

DATE: overview updated January 2013 
From: Richard Cauchi, NCSL Health Program 
Re: STATE STATUTES AND PRACTICES RELATED TO "BALANCE BIWNG'' IN HEALTH CARE 

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

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

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

1. Out-of-network providers usually are permitted to use balance billing and such managed care insurance 
contracts should spell out those billing terms. ' 

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

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

An Archive of Examples of State Laws 

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

======= 
CALIFORNIA 
EXECUTIVE ORDER 113, Signed and Oled JULY 25, 2006 with Secretary or State. 
Directs the Deportment of Munug"-d Hculth Cure lo take all steps m:ccssnry to protest Callfomlans rrom balance 
bllllng1 re-double efforts to enforce lhe Know-Keene Heulth Core Service Plan Acl of 197S's provisions relating lo lhe 
fair and prompt payment ofnon-contrnclcd provider claims, and conduct a review of the current criteria used to 



determine the reasonable and customary value of non· contracted emergency services to L'llsure that it rL-sults in fair 
reimbursement for the provider .• 

Cal Clv Code § 3040, (2008) 
Hospital Lien Act and "Balance Billing": Protecting Innocent Patients' 
Cal Ins Code§ 12693.55, (2008), INSURANCE CODE, Division 2. 
(0 The practice of bahmcc billing Medicare and Medi-Cal 

Cal Ins Code§ 12698.26, (2008), INSURANCE CODE, Division 2 
J-lcalth care providL'l' limited in seeking reimbursement for covered servicL'S provided to subscriber; Exception. 

Connecticut Gen. Stat.§ 20-,r, TITLE 20 Unfair billing practices. 
Conn. Oen. Stol. § 42-1 (Ob. for billing them for lhe balance not paid by !he .. . 
.•. in that practice. known as "balance billing;" the trial court's findings were .. . 
... 3. Doctor violated the balance billing prohibition set forlh .•. 
... Conn. Oen. Stat. § 42-1 I0b, for billing them for the balance not paid by !he ... 
... in that practice, known 11s "balance billing;~ the trial court's findings were 

DELA WARE CODE ANNOTATED 
TITLE 18. INSURANCE CODE ; PART I. INSURANCE; CHAPTER I. GENERAL DEFINITIONS AND 

PROVISIONS; 18 Del. C. § 102 (2002) 

§ 102. Definitions 
As used in this part: 
( I 0) An "authorized" insurer is one duly 11ulhorizcd to trans11ct insurance in this Stille by II subsisting certificate of 

authority issued by the Commissioner. 
( I I) " Balnnee billing " means II health care provider's <k.-mand that 11 patient pay a greater amount for a given 

service than the amount the individual's insurer, managed care organization or health service corporation has paid or will 
pay for the service. 

RE.VISOR'S NOTE. - section I of73 Del. Laws, c. 96 provides: "This act shall be referred to 115 the "Delaware Patient's 
Bill of Rights.'" 

Section 13 of73 Del. Laws, c. 315, provides: "Sections I through 9 and sections 11 and 12 shall take effect July I, 
2002." 
§ 332. Arbitration of disputes involving health insurance coverage 

§ 4303. Pion requirements 

MAINE REVISED STATUTES 
TITLE 24-A. MAINE INSURANCE CODE 

CHAPTER S6-A. HEAL TH PLAN IMPROVEMENT ACT 
SUBCl·IAPTER I. HEAL TH PLAN REQUIREMENTS 

2~A M.R.S. § 4303 (2003) 

A carrier oOering a health plan in this State must meet the following requirements. 

8. MAXIMUM ALLOWABLE CHARGES. All policies, contracts and certificates executed, delivered and issued by a 
carrier under which the insured or enrollee may be subject to balance billing when charges C.'<cecd o ma.'<imum 
considered usual, customary and reasonable by the carrier or that contain contractual language of similar import must be 
subject to the following. 

A. lfbenellts for covered services arc limited to a ma.'<imum amount based on any combination of usual, customary 
and reasonable charges or other similar method, the carrier must: 



I) Cleorly disclose thot the insured or enrollee may be subiect to bnlnnce billing as a result of claims adjuslment; 
und 

2) Provide a toll-free number that an insurl!d or enrollee may call prior lo receiving servic:cs lo determine the 
ma.,imum allowable charge permitted by the carrier for a specified service. 

B. The carrier must provide to the superintendent on request complete 
information on the methodology and specific data used by the carrier 
or any 3rd party on behalf of the carrier in odjusting any claim 
submitted by or on beholf of the insured or enrollee. In 
considering the reasonableness of the methodology for calculating 
moxlmum allowable charges, the superintendent shall consider whether 
the methodology takes into account relevant data specific to this 
State if there is sufficient data to constitute a representative 
sample of chorge data for the same or comparable service. 

Md. HEALTH-GENERAL Code Ann.§ 19-710.1 (2009), HEALTH· GENERAL, TITLE 19. HEALTH CARE 
FACILITIES, SUBTITLE 7. HEALTH MAINTENANCE ORGANIZATIONS , § 19-710.1. Payment to health care 
provider not under written contract 
Section 3, ch. 275, Acts 2000, provides that "the Health Services Cost Review ... 
... in consultation with the Maryland Health Care Commission, the Maryland Insurance Administration, health care 
providers, and health maintenance organizations, shall ... 
... a prohibition against the hqignce bjHjng of health maintenance organization subscribers 

MISSISSIPPI 2003 REGULAR SESSION 

2003 Miss. S.B. 2628 

SECTION I. This act may be cited as the "Medical Malpractice Insurance Availability Act." 

SECTION 2. The purpose of this act is to provide a temporary market of lust rcson to make necessary medical 
malpractice insurance available for hospitals, institutions for the aged or infinn, or other health core facilities licensed by 
the State of Mississippi, physicians. num.-s and any other personnel who are duly licensed to practice in a hospital or 
other health care facility licensed by the State of Mississippi. It is not intended that the insurance plan authorized by this 
act shall become a permanent facility . 

(5) Policies may be underwritlen based on panicipant history. All rates applicable to the coverage provided herein 
shall be on an octuarially sound basis and calculated lo be self-supponing. 

(6) Every participant in the plan shall: 
(a) File with the board a ,vriucn agreement, the form and substance of which shall be determined by the board, signed 

by a duly authorized representative of the participant, that the participant will provide services to (i) Medicaid recipients, 
(ii) State and School Employees Health Insurance Plan participants, and (iii} Children's Health Insurance Program 
participants. The agreement must provide, among other things. that the participant will provide services to Medicaid 
recipients, State and School Employees Health Insurance Pinn participants, and Children's Health Insurance Program 
participants in a manner that is comparable to the services provided lo all other patients and shall be made without 
bnlance billing to the patient; and 

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

OHIO 
TITLE XLVII [47) OCCUPATIONS - PROFESSIONS 

CHAPTER 4769: BALANCE DILLING OF MEDICARE BENEFICIARIES 



ORC Ann. 4769.01 (Anderson 2002) 

§ 4769.01 Definitions. 
As used in this chapter: 
(A) "Mediclll'C" means the prog111m established by Title XVIII of the "Social Security Act,• 49 Stat. 620 (1935), ./2 

u.s C.A, 30/, as amend~'Cl. 
(B) • Balance billing• means charging or collecting from II Medicare beneficiary on amount in excess of the 

Medicare reimbursement rate for Medicare-covered services or supplies provided to a Medicare beneficiary, except 
when Medicare is the secondary insurer. When Medicare is the secondary insurer, the health care practition~'I' may 
pursue full reimbursement under the terms and conditions of the primary coverage and, if applicable, the charge allowed 
under the terms and conditions of the appropriate provider contract, from the primary insurer, but the mcdicare 
bcncllclory cannot be balance billed above the medicare reimbursement rate for a medicare-covered service or supply." 
Balance billing " does not include charging or collecting deductibles or coinsuronce required by the program. 
CASE NOTES AND OAO 
I. ( 1996) Ohio statutes prohibiting the balance billing of Medicare beneficiaries ore not preempted by the Medicare 

Act: Downhour,,_ Soma11i, BS FJd 26/ (6th Cir.). 

PENNSYLVANIA STATUTES, 
TITLE JS. HEAL Tl-I AND SAFETY ; CHAPTER 1 F. HEAL TH CARE PRACTITIONERS MEDICARE FEE 

CONTROL ACT 
JS P.S. § 449.33 (2002) 

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

" Balance bllllng. "To charge or collect from a beneficiary of health insurance under Title XVIII of the Social 
Security Act (Public Law 74-271, 42 U.S.C. § 30/ ct seq.), known as the Medicare Program, on amount in excess of the 
reasonable charge for the service provided, as determined by the United States Secretary of Health and Human Services. 

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

(I) The rights of Medicare patients under this act. 
(2) The identification of the Department of State as the proper State agency to receive patients' complaints relating to 

balance billing prohibited under this act. 
(3) The address and telephone number of the Department of State. 

§ 449.36. Notice to Medicare beneficiaries 

(a) PRACTITIONER'S DUTY.-A SIGN WHICH SETS FORTH nm FOLLOWING SHALL BE POSTED BY 
LICENSED I-IEALTl-1 CARE PRACTITIONERS WHO TREAT MEDICARE BENEFICIARIES: 

(I) The rights of Medicare patients under this act. 

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

UTAH CODE ANNOTATED 
TITLE 31 A. INSURANCE CODE ; CHAPTER 26. INSURANCE ADJUSTERS; PART 3. CLAIM PRACTICES 

Utah Code Ann.§ 3 IA-26-301.S (2003) 

§ 3 IA-26-301.5. l·IL•tllth care claims practices 



(I) Except us provided in Section 31 A-8-407, on insured retains ultimole responsibility for paying for health care 
services lhe insured receives. If a service is covered by one or more individual or group health insurunce policies, all 
insurers covering the insured hove the responsibility lo pay valid health care claims in a timely manner according to lhe 
terms and limits specified in lhe policies. 

(2) (a) Except us provided in Section 31 A-22-6 l 0.1, 11 health care provider may bill and collect for any deductible, 
copayment, or uncovered service. 

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

(I) the explrotion of the time afforded to an insurer under Section 3 lA-26-301.6 to determine its obligation to pay 
or deny the cloim without penalty; or 

(ii) in the case ofmedicare beneliciorics or retirees 65 years ofoge or older, 60 days from the date medicare 
determines its liobility for the claim. 

(c) Beginning October 31, l 992, all insurers covering the insured shall notify the insured of payment and the amount 
of payment made to the provider. 

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

(a) u requirement that the method of determination of any specifically referenced customary charges and the range of 
the customary charges be disclosed; and 

(b) a prohibition against an implication that the provider is charging excessively if the provider is: 
(i) a participating provider; and 
(ii) prohibited from bolance bllllng. 

I-IISTORY: C. 1953, 3 lA0 26°30I.S, enacted by L. 1992, ch. 291, § 12000, ch. 198, § 2; 2001, ch. 240, § I. 

VERMONT STATUTES ANNOTATED 
TITLE THIRTY-THREE. HUMAN SERVICES; PART 5. PROGRAMS AND SERVICES FOR VULNERABLE 

ADULTS; CHAPTER 65. MEDICARE AND GENERAL ASSISTANCE BENEFICIARIES; BALANCE BILLING 
jJ V.S.A. § 6S08 (2003) 

§ 6508, Report required 

On or before January IS of each year up to and including 1992, the department of aging and disabilities shall evaluate 
lhe effect oflhis chapter nnd report its findings to the chairpersons of the senate and house health and welfare 
committees. At a minimum, the report shall address the following: inquiries or complaints received by the department of 
aging and disabilities concerning physician balance billing practices, changes in actual billing of Medicare 
bcneficiories for physician services, issues relating to occcss to physician servicl.'S for beneficiaries, and any other 
information necessary to enable the committees to assess the effect of this chapter on physicians and beneficiaries. In 
compiling its report, the department of aging and disabilities shall consult with the sccrelary of state, the carrier for 
Medicare physician services for Vermont, and the professional societies of professions affected by this choptcr. 

HISTORY: Added 1987, No. SI , § I; amended 1989, No. 219 (Adj. Sess.), § 9(a). 
=============== 

CODE OF VIRGINIA 
TITLE 32.1. HEAL TH; CHAPTERS. REGULATION OF MEDICAL CARE FACILITIES AND SERVICES 

ARTICLE I. l. CERTIFICATE OF QUALITY ASSURANCE OF MANAGED CARE HEAL TH INSURANCEPLAN 
LICENSEES 

Va. Code Ann.§ 32.l-137.1 (2003) 
§ 32.1·137.J. Definitions 

As used in this and the following article, unless the context indicates otherwise: 
"Managed care health insurance plan" means an arrangement for the delivery of health care in which a health carrier as 
defined in§ 38.2-5800 undertakes to provide, arrange for, pay for, or reimburse any of the costs of health care services 
for a covered person on a prepaid or insured busis which (i) contains one or more incentive arrangeml.-nts, including any 



credentialing requirements intended to in0uence the cost or level of health care services between the health carrier and 
one or more providers with respect to the delivery of health care services; und (ii) requires or creates benefit payment 
diITcrentiul incentives for covered persons to use providers that arc directly or indirectly managed, owned, under 
contract with or employt.-d by the health carrier. Any health maintenance organization as defined in§ 38.2-4300 or 
health carrier that offers preferred provider contracts or policies as defined in § 38.2-3407 or preferred provider 
subscription contracts as defined in § 38.2-4209 shall be deemed to be offering one or more managed care health 
Insurance plans. For the purposes of this definition, the prohibition of balance billing by a provider shall not be 
deemed a benefit payment differential incentive for covered persons to use providers who ore directly or indirectly 
managed, owned, under contract with or employed by the health carrier. A single manaaed care health insurance plan 
may encompass multiple products and multiple types of benefit payment differentials; however, a single managed care 
health insurance plan shall encompass only one provider network or set of provider networks. 

§ 38.2-5800. Definitions 
As used in this chapter: 

"Managed care health insurance plan" or "MCHIP" means an arrangement for the delivery of health care in which a 
health carrier undertakes to provide, arrange for, pay for, or reimburse any of the costs of health care services for 11 

coverL-d person on 11 prepaid or insured basis which (i) contains one or more incentive arrangements, including any 
credentialing rt.-quirements intended to influence the cost or level of health care services between the hcalth carrier and 
one or more providers with rcspc,.-ct to the delivery of health cure services and (ii) requires or crcatcs benefit payment 
differential incentives for covered persons to use providers that arc directly or Indirectly managed, owned, under 
contract with or employed by the hculth carrier. Any health mainten111Jce organization as defined in § 38.2-4300 or 
health carrier that oITers preferred provider contracts or policies as defined in§ 38.2-3407 or preferred provider 
subscription contracts as defined in§ 38,2-4209 shall be deemed to be offering one or more MCHIPs. For the purposes 
of this definition, the prohibition of balance billing by a provider shull not be deemed 11 benefit puymcnt differential 
incentive for covered persons to use providers who arc directly or indirectly managed, owned, under contract with or 
employed by the health carrier. A single managed care health insurance plan may encompass multiple products and 
multiple types of benefit pnyment differentials; however, a single managed care health insurance plun shall encompass 
only one provider network or set of provider networks. 

Virginia H.B. 1044, 2006 SESSION, Enacted - Final, March 31 , 2006, An Act to amend and reenact Sections 38.2-
4300, 3 8.2-4307. I, nnd 38.2-S800 of the Code of Virginia, relating to the regulation of health muintennncc 
organizations. 

OTHER LAWS WITH NARROW FOCUS OR CIRCUMSTANCES 

Arkansas also enacted a low. A.C.A. § 11 ·9-118 (2003), in April 2001 to prohibit providers from balance billing 
health insurance consumers in the event of the financiul difficulty or insolvency of an HMO. One new law prohibits 
health care providers from uttempting to collect from an enrollee for covered services that fall under the payment 
liability of an HMO. It includes an emergency clause because legislators felt that compliance with contractual terms by 
the providers was failing. The provisions in the act impose a penulty of not less than $ISO or more than Sl ,500 for 
violations subject to the provisions. 

Addlllonal resources: 

' A definition of balance billing - published by µnswcr,;.com 



80th Percentile Benchmark for Biling Codes in an Area (Emergency) 

CPT Code 99285 : Emergency department visit, Problem with Significant Threat to Life or Function 

Primary Medicare %of 
In Network Medical Facility Limiting 

Medicare 
Procedure Charge 

Primary Medicare %of 
Out-of-Network Medical Facility Limiting 

Medicare 
Procedure Charge 

WA (King County) $455.00 $199.74 228% WA (King County) $1,177.00 $199.74 589% 

WA (Spokane) $480.00 $190.89 251% WA (Spokane) $1,874.00 $190.89 982% 

AK $404.00 $266.59 152% AK $1,057.00 $266.59 396% 

VT $257.00 $184.21 140% VT $614.00 $184.21 333% 

OR (Eugene) $370.00 $187.10 198% OR (Eugene) $1,241.00 $187.10 663% 

OR (Portland) $350.00 $192.51 182% OR (Portland) $909.00 $192.51 472% 

ID $317.00 $177.23 179% ID $667.00 $177.23 376% 

ND $146.00 $182.88 80% ND $376.00 $182.88 206% 

MT $310.00 $195.53 159% MT $785.00 $195.53 401% 

WY $474.00 $188.18 252% WY $1,262.00 $188.18 671% 

DE $263.00 $195.52 135% DE $651.00 $195.52 333% 

Average 178% Average 493% 

Information from FairHealth and CMS 



CPT Code 99284: Emergency department visit, Problem of High Severity 

Primary Medicare %of 
In Network Medical Facility Limiting 

Medicare 
Procedure Charge 

Primary Medicare %of 
Out-of-Network Medical Facility Limiting 

Medicare 
Procedure Charge 

WA (King County) $278.00 $135.71 205% WA (King County) $599.00 $135.71 441% 
WA (Spokane) $479.00 $190.89 251% WA (Spokane) $1,269.00 $190.89 665% 

AK $276.00 $180.71 153% AK $725.00 $180.71 401% 
VT $174.00 $125.11 139% VT $416.00 $125.11 333% 

OR (Eugene) $235.00 $127.02 185% OR (Eugene) $595.00 $127.02 468% 
OR (Portland) $235.00 $130.74 180% OR (Portland) $626.00 $130.74 479% 

ID $167.00 $120.29 139% ID $242.00 $120.29 201% 
ND $129.00 $124.20 104% ND $345.00 $124.20 278% 
MT $197.00 $132.76 148% MT $368.00 $132.76 277% 
WY $304.00 $127.78 238% WY $769.00 $127.78 602% 
DE $242.00 $132.75 182% DE $445.00 $132.75 335% 

Average 175% Average 407% 

Information from FairHealth and CMS 



CPT Code 99283 Emergency department visit, moderately severe problem 

Primary Medicare %of 
In Network Medical Facility Limiting 

Medicare 
Procedure Charge 

Primary Medicare %of 
Out-of-Network Medical Facility Limiting 

Medicare 
Procedure Charge 

WA (King County) $157.00 $71.59· 219% WA (King County) $378.00 $71.59 528% 
WA (Spokane) $251.00 $68.33 367% WA (Spokane) $669.00 $68.33 979% 

AK $206.00 $69.97 294% AK $693.00 $69.97 990% 
VT $92.00 $65.98 139% VT $219.00 $65.98 332% 

OR (Eugene) $171.00 $66.95 255% OR (Eugene) $447.00 $66.95 668% 
OR (Portland) $158.00 $68.95 229% OR (Portland) $400.00 $68.95 580% 

ID $135.00 $63.40 213% ID $296.00 $63.40 467% 
ND $63.00 $65.50 96% ND $185.00 $65.50 282% 
MT $113.00 $69.96 162% MT $299.00 $69.96 427% 
WY $213.00 $67.36 316% WY $478.00 $67.36 710% 

DE $105.00 $69.97 150% DE $266.00 $69.97 380% 

Average 222% Average 577% 

Information from FairHealth and CMS 
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The Center on 

I Health Insurance Reforms 
Georgetown University Health Policy Institute 

The Center on Health Insurance Reforms (CHIR), based at 

Georgetown University's McCourt School of Public Policy, is 
composed of a team of nationally recognized experts on private 
health insurance and health reform. We work regularly with a 

multidisciplinary group of faculty and staff dedicated to conducting 
research on issues related to health policy and health services. 

CHIR faculty and staff study health insurance underwriting, 

marketing and products, as well as the complex and developing 
relationship between state and federal rules governing the health 

insurance marketplace. CHIR provides policy expertise and 

technical assistance to federal and state policy-makers, regulators 
and stakeholders seeking a reformed and sustainable insurance 
marketplace in which all consumers have access to affordable and 

adequate coverage. 



Large bills from an out-of-network health care provider 
can be an unexpected surprise to consumers who did 
not knowingly decide to obtain health care outside the 
plan's provider network. As health plans embrace tighter 
networks as a tool for improving quality or reducing 
premiums, the potential for such bills may grow. 
Although insurers may protect their plan members in 

some cases, there is no broad protection from these types 
of bills in federal law or in most states. Several states 

have acted to protect consumers from the need to pay 

Americans purchase health insurance to protect 

themselves against the cost of care for a significant 

illness or health condition. In doing so, they hope to 

protect themselves against large and unaffordable bills 

from health care providers. Yet even with insurance, 

some consumers face bills for the difference between 

an insurer's payment to the provider and the provider's 

charges, often referred to as balance bills or surprise 

bills.1 These bills occur most often when consumers 

receive covered services from out-of-network providers.2 

Large balance bills are often stressful for consumers and 

are a significant source of medical debt. 3 

Most health insurance plans for working-age Americans 

today involve a provider network.4 Networks can take the 

form of a closed network in many health maintenance 

organizations (HMOs) or exclusive provider organizations 

(EPOs), in which the plan normally pays only for care 

delivered by a network provider. Under an open network, 

such as a preferred provider organization (PPO) or other 

point-of-service plans, the plan typically covers out-of­

network care, but imposes higher cost sharing or a higher 

deductible when using out-of-network providers. PPOs 

are the most common insurance choice, at least for those 

with employer-based coverage.5 Some consumers elect to 

enroll in plans with more restricted networks, most often 

when these plans are available at lower premiums. For 

other consumers, especially those who value their existing 

relationships with providers, easier access to providers 

outside the network may be preferable. 

balance bills, at least in emergency situations. New York 
started implementation of expanded protections in April, 

providing a test of what may be the most comprehensive 
state approach to date. But even these states have 
struggled with how to implement protections while 
balancing legitimate interests of health plans and health 

care providers. This issue brief summarizes and compares 
seven state approaches to protecting consumers from 

balance billing. 

Typically, when a consumer uses a network provider, the 

consumer is held harmless; in other words, the consumer 

does not have to pay the difference between the insurer's 

coverage and the provider's billed charges. This assurance 

is based on the network contract between the plan and the 

provider and on state laws regulating these relationships. 

But when a consumer uses a non-network provider, there 

is often no contractual relationship to prevent the provider 

from balance billing the consumer regardless of whether 
the health plan makes no payment (e.g., closed-network 

HMO) or partial payment (e.g., open-network PPO). 

Provider networks involve a set of agreements among 

the plan, the health care provider, and the plan enrollee. 

Network providers agree to accept a payment rate that 

may be less than they would charge on the open market, 

but in return they expect to get a higher share of business 

from the plan's enrollees. The plan selects providers based 
on providers' willingness to accept these lower rates, 

the plan's need to have adequate providers to serve their 

policyholders, and the goal of maintaining high-quality 

care. Consumers, in selecting a plan, may consider the 

tradeoffs between broader networks and lower premiums. 

But in selecting a plan, they should understand the 
financial consequences of obtaining care outside the 

network. Network negotiations and thus the ultimate 

costs-premiums and other cost sharing-borne by plan 

enrollees are influenced by factors such as the market 

concentration of providers and health plans. 



Consumers receive care from non-network providers in a 

variety of scenarios. Depending on the scenario, the legal 

and financial consequences differ. 

• Scenario 1: Informed Use of Non-Network Providers. 

In the simplest and probably most common scenario, 

the consumer makes a voluntary, informed decision 

to go out of network for a particular service. For 

example, he or she may want to receive a surgical 

procedure from a particular surgeon who does not 

participate in the plan's network. The consumer is 

aware that he or she will be responsible either for the 

entire bill (if enrolled in a closed-network plan) or will 

pay both higher cost sharing and a balance bill for the 

amount by which the provider's charge exceeds the 

health plan's payment for out-of-network care. 

• Scenario 2: Emergency Settings. In this scenario, the 

consumer has some type of medical emergency and 

is taken to a hospital for emergency care.6 Even if the 

consumer makes sure to go to a network hospital, 

there is no certainty that the emergency department 

(ED) is staffed by network providers. In these 

situations, the consumer has little or no ability to 

choose a network or non-network provider. Most 

consumers probably assume that the network hospital 

is staffed by network physicians and other health 

professionals. In reality, this is not always the case. 

Data are not widely available to track how often these 

situations arise. But a recent study of networks for 

the three largest insurers in Texas found that at least 

one of five in-network hospitals had no in-network 

emergency department physicians (for one of these 

insurers, over half of the network hospitals had no 

in-network ED physicians).7 In some emergency 

situations in which the consumer is treated by a 

non-network provider, the health plan may agree to 

reimburse the provider at a certain level, but a provider 

can balance bill the consumer for any additional 

charges since there is no contractual obligation to 

accept the health plan's payment as payment in full. 

• Scenario 3: Surprise Billing Situations in a Network 

Hospital. Beyond the emergency context, consumers 

may still find themselves in scenarios in which they 

are treated unexpectedly by a non-network provider. 

One common situation occurs when the consumer 

makes sure to identify an in-network hospital and 

providers to perform a procedure or service, but still 

encounters non-network providers in other roles. 

This could occur when a woman arranges to have 

her baby delivered by a network obstetrician and 

hospital, but the anesthesiologist is not part of her 

health plan's network. Or it could occur when an 

individual arranges for knee replacement surgery 

with a network surgeon but the assistant surgeon or 

surgical assistant helping with the surgery and the 

radiologist performing the MRI are not in network. 

Another scenario arises following an emergency 

department encounter when the patient is stabilized 

and no longer in emergency care. Follow-up care 

during the hospital stay may be provided by an out­

of-network cardiologist, infectious disease specialist, 

or physical therapist. The non-network providers in 

these situations can bill the patient, and there is no 

guarantee how much the insurer will pay (if at all) for 

coverage for these types of "surprise bills." 

• Scenario 4: Consultations or Services Outside the 

Network. While the above scenarios are the most 

common, situations may also arise in which the 

consumer needs a consultation with or services from 

a specialist not in a health plan's network. This could 

occur when there are gaps in the plan's network or 

when network directories are inaccurate. In theory, 

this situation allows all parties involved more time to 

identify the possibility of an uncovered charge than in 

emergency or surprise bill scenarios. 

There are few sources of data that document how 

frequently these situations occur, although a study 

of 2004 claims data found that out-of-network care 
represented 10 percent to 13 percent of charges in PPOs 

or similar plans. 8 According to a survey-based analysis 

conducted in 2011, 8 percent of consumers used an out­
of-network physician, most frequently in the emergency 

department. About 40 percent of those consumers (3 

percent of the overall sample) went out of network 

involuntarily at least once over a 12-month period­
more frequently in inpatient or ED settings.9 Decisions 

by health plans to offer narrower networks could increase 

the potential for balance billing.10 



Federal law does not currently protect consumers from 

balance billing or surprise billing in these scenarios. The 
Affordable Care Ace (ACA) only guarantees that the 

health plan must provide coverage for emergency services 
even if the providers are out of network (Scenario 2).11 

Specifically, the plan must pay these out-of-network 
providers the greatest of the plan's median payment 

amount for in-network providers, a payment based on the 
methods the plan generally uses to determine payments 

for other out-of-network services (e.g., a percentage of 
usual and customary fees), or the amount that Medicare 

would pay for the service.12 When providers are paid 
adequately, they are less likely to balance bill. But some 

providers may not consider these amounts adequate, and 

the ACA neither prohibits balance billing nor requires 
the plan to hold the consumer harmless. Furthermore, 

ACA rules do not apply to situations in which a consumer 

unknowingly receives care from an out-of-network 
provider (Scenario 3) or in which in-network providers are 
unavailable (Scenario 4). 

States take various approaches to protecting consumers 

from balance billing. Nearly all states require HMO 
contracts to hold consumers harmless when they go to 

in-network providers; a smaller share apply the same 
protections for PPOs.13 Thus providers participating in 

a health plan's network are obligated under their contracts 

with insurers to hold consumers harmless by forgoing 

balance bills. 

Although most states have no provisions that address 

billing for care received from out-of-network providers, 

about one-fourth of states have elected to protect 
consumers against bills from non-network providers in at 
least some circumstances.14 Some of these state laws have a 

very narrow scope (e.g., one law applies only to ambulance 
services). Most state laws apply to emergency services 
received from non-network providers (Scenario 2) and less 
frequently in surprise billing situations (Scenario 3). 

Some states have limited these protections to a subset 

of insurance products; for example, more states apply 

protections to HMOs than to PPOs.15 

Under federal law, employer-sponsored plans that are self­

funded by the employer are generally exempt from state 

regulation.16 Thus, consumers with self-funded employer 
healch plans must use network providers to avoid 

receiving balance bills. In practice, employer-sponsored 

What Should Consumers Do To 
Prevent Unexpected Charges? 
• When possible, use provider directories and 

other plan-provided information to locate in­

network providers. 

• When possible, ask providers whether they are in 

the plan's network. If providers are not in network, 

ask whether they will accept the plan's payment 

as payment in full. 

• In cases where a provider sends a balance bill, 

review the health plan's explanation of benefits 

and any notices about consumer rights. 

• Before paying a balance bill, contact both the 

health plan and the provider. Ask whether the 

plan is willing to pay the bill. If not, ask whether 

the provider will accept a lesser amount. 

• Contact the state insurance department to see if 

any remedy is available under the state's laws. 

plans may elect to take a similar approach as that offered 

by some states and protect policyholders from some 

balance bills. 

In the absence oflegal protections, consumers do not 

always face balance bills. Even if the plan design is a 

closed network, a plan may elect to provide coverage for 

selected services delivered by non-network providers. 

As noted above, health plan contracts may protect 

members who receive emergency services or when the 
network cannot meet a particular need. Plans may seek 

to negotiate a rate with providers in these situations, 

but often pay the full billed charges to ensure that their 

members are "kept out of the middle" and protected 

from a balance bill.17 These situations could be limited to 

requests by members or their providers, but in some cases 

plans may elect to use their discretion more broadly. 

Alcernatively, some providers elect to write off the unpaid 

amounts after insurers make a payment, either by not 

sending a balance bill or not making active efforts to 

collect payment from the patient. Providers may do so 
to preserve a good doctor-patient relationship. Some 

hospitals have sought to make sure chat facility-based 



physicians participate in the same networks that include 
the hospital. But narrower networks have made this more 
difficult, especially when excluded providers respond with 

high charges. For example, United Healthcare in Missouri 

recently decided to stop paying the full charges of non­
network emergency department physicians.18 
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Purpose of Study and Methodology .· ,_ .. :t"~; 
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To protect consumers from balance billing, some states 

focus narrowly on making consumers aware of the 

potential financial consequences when going out of 

network. Other states focus on removing the consumer 

from payment disputes by regulating the amount of 

payments from the insurer to the out-of-network provider. 

In an effort to determine how states are protecting 

consumers from balance billing, we analyzed the legal 

framework in seven states: California, Colorado, Florida, 
Maryland, New Mexico, New York, and Texas. We 

chose these states because they represent a range of state 

approaches to balance billing protections. In addition 

to analyzing state laws, we conducted 19 interviews 

with state regulators, insurers, providers, and consumer 

advocates from our study states to gain a comprehensive 
understanding of how state laws are affecting consumers' 

experiences with surprise bills. 

•' ::; .,,...,;;'?:!';!ii 

Specific Elements of Consumer Protection ·:·;.>-(j~ 
Four key elements are highlighted in state approaches to 

protecting consumers from balance billing. The states 

in this study use a variety of these elements in different 

combinations, as described in the next section. 

Disclosure and Transparency. Several states have 

taken steps to help make consumers aware that they may 

face balance bills in situations where they are unable 

to use network providers in emergencies (Scenario 2) 

or encounter out-of-network providers as part of a care 

team when they use network providers (Scenario 3). 

It is the standard in many states to require insurers to 

have language in notices and plan summaries about the 

financial consequences of going out of network. Some 

states go beyond that to require notices to consumers 

at the point of service describing the potential for 

seeing a non-network provider and receiving a balance 

bill. Other state provisions are aimed more broadly at 

bringing greater transparency to networks and medical 

bills by providing consumers with information on the 

composition of the plan's network, such as accurate 

provider directories. In addition, some states seek to 

make public specific information on the cost of using 

a non-network provider and summary information on 

how often network hospitals have non-network providers 

delivering care (e.g. , non-network emergency physicians 

in a network hospital). 

Balance Billing Prohibitions. Several states protect 

consumers more directly by prohibiting non-network 

providers from billing patients, beyond any allowed 

cost sharing, in certain situations. States are more likely 

to address the emergency setting (Scenario 2), but 

some states have also sought to address surprise billing 

(Scenario 3). In some states, the ban applies only if the 

non-network provider accepts payment for the claim 

directly from the insurer based on an assignment of 

benefits. Assignment of a claim means that the consumer 

transfers the right to reimbursement to the provider, who 

becomes entitled to direct payment from the insurer (even 

though there is no network relationship between the plan 

and provider). In states taking this approach, providers 

agree to accept the plan's payment as payment in full , and 

the consumer is liable only for applicable cost sharing. 

Physician groups often advocate for assignment in these 

situations, since it is easier to collect payments from 

insurers than from patients. 

Hold Harmless Provisions. An alternative to a ban 

on balance billing is to require that insurers hold plan 

members harmless by paying providers their billed 

charges (or some lower amount that is acceptable to the 

provider) in situations such as emergency care. From the 

consumer's perspective, either a ban on balance billing 

or a hold harmless rule yields the same result, although 

practical matters may complicate the effectiveness of 



both approaches. For example, hold harmless rules could 

require the consumer to be aware of their ability to pass 
the bill to the insurer rather than pay the billed amount. 

Also, the costs incurred by insurers will eventually be 
passed to consumers through higher premiums. 

Adequate Payment. Although both balance billing 
prohibitions and hold harmless provisions achieve the 
goal of protecting the consumer, they may leave health 

plans and providers in conflict over the question of 

adequate payment. Some states have specific rules to set 

payment rates for these situations, for example requiring 

that insurers pay non-network providers at the usual and 

customary rates they pay to network providers. Other 

states, instead of setting a specific rate, refer providers 

and insurers to an independent mediation or dispute 

resolution process to settle on a fair rate of payment. 

These mechanisms help to protect consumers because 

they allow both providers and health plans to know what 

they will pay or be paid, which in turn helps to address 

the conflicts over payment. 
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How States Use Elements of Consumer Protection · · __ )·.·~1 

California takes a direct approach to protect consumers 

by prohibiting physicians from balance billing in 

emergency cases (Scenario 2). The policy, established 

by the Department of Managed Health Care (DMHC), 

treats all emergency department services as in network 

and applies only to plans under the jurisdiction of the 

DMHC, not the Department oflnsurance.19 Generally 

HMOs and PPOs fall under DMHC jurisdiction, 
representing most of the market. 20

• 
21 

As part of the rules, California requires that plans pay 
providers a "reasonable and customary" payment rate. 

It goes beyond "usual and customary" in that payment 
must be based on "statistically credible information that 

is updated at least annually" and must take into account 
factors such as the provider's training and experience, 

the nature of the service provided, and fees usually 

charged by a provider. 22 As one stakeholder reports, the 

provider and the plan "have to work it out," but "no one 
thinks the standard is completely clear." If providers are 

unhappy with the plan's payment, they can use the state's 

voluntary, non-binding independent dispute resolution 

process (IDRP).23 Although disputes between plans and 

providers are common, respondents indicate that use of 

this voluntary process is limited.24 

California has no disclosure requirements beyond the 

standard information required at the point of service 
regarding the use of out-of-network providers. In the 

view of one stakeholder, disclosure may be valuable 

in principle, but it does not provide the type of 

consumer protection achieved by a state's prohibition 

on balance billing. 

Colorado takes a policy approach that differs from that 
used in California. The state treats covered services by 

non-network providers at a network facility as if they 

are in network and requires health plans to hold their 

members harmless in both emergency and surprise billing 

situations (Scenarios 2 and 3) when patients are treated in 

network facilities, as well as for referrals when the plan's 

network is deemed inadequate (Scenario 4). 25 

The Colorado approach thus puts the burden on health 

plans to pay the provider's billed charge or some other 

amount that is agreeable to the provider. Nevertheless , 

one insurer reports that the consumer protections are 

working well, although acknowledging that health plans 

typically must pay the provider's full billed charges and 
rarely are able to negotiate rates. Another stakeholder 

suggests there is a gap in the protections for consumers 

with high-deductible health plans, in which the plan 

cannot pay if the member has not met the deductible. 26 

In these situations, the member must challenge the 

provider on the amount billed in order to avoid paying 

full billed charges. 

Florida has a statute that takes the same general 

approach as California by prohibiting balance billing 

for emergency services (Scenario 2), but only for HMO 

products. In these situations, plans are required to pay the 
lesser of the provider's charges, the usual and customary 

charges for similar services in the community, or a 

charge mutually agreed to by the plan and the provider. 27 

Florida also prohibits out-of-network providers from 

balance billing HMO patients for covered services that 

are authorized by the HM0.28 Regulators interpret the 

statute as prohibiting balance billing for any ancillary 

services provided to a patient in an in-network hospital if 

admitted by an in-network physician, including services 

by non-network providers. 
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If disputes arise, the state has an independent dispute 

resolutions (IDR) process administered by a third party.29 

The IDR process is rarely used, in part because providers 
perceive that decisions tend to favor insurers or because 

providers would have to pay for the cost of the IDR if 

they are unsuccessful. 

Maryland protections originally applied only to 

consumers enrolled in HMOs, and some balance billing 

protections were expanded in 2010 to PPO enrollees. 

Maryland prohibits providers from balance billing HMO 

consumers for covered services including but not limited 

to emergency services (Scenarios 2 and 3). HMOs must 

hold consumers harmless for covered services provided by 

out-of-network providers and pay at prescribed rates; for 

example, provider rates for emergency services are based 
on Medicare reimbursement rates. 30 The PPO law grants 

the protection against balance billing to patients who 

assign benefits to their physicians.31 For physicians who 
are not hospital-based or on-call, however, the prohibition 

on balance billing applies only if the patient assigns 

benefits to the physician and the out-of-network physician 

fails to disclose certain information to consumers prior to 

providing health care services, including an estimate of 

the cost of services and a statement that the physician can 

balance bill for covered services.32 

Stakeholders generally believe that the state's laws are 

working well for consumers, and a 2015 report by the 

Maryland Health Care Commission on the extension 

to PPOs concluded that "the law, generally, achieved its 

intended purpose."33 One stakeholder characterizes the 

PPO law this way: "We are still seeing balance billing 

occur, but it's not as prevalent as it used to be." There 

are gaps, however. Several stakeholders note that there 

is currently no balance billing protection for costly air 

ambulance services and for services of non-physician 

providers (e.g. , hospital-based surgical assistants). 

Maryland's approach is distinctive in two respects. 

First, it does not incorporate a dispute resolution process. 

Second, Maryland has specific requirements for payment 

levels that must be met by health plans for different types 
of health services and different types of physicians. 34 

For example, for services other than evaluation and 
management, an HMO must pay at least 125 percent 

of the average rate it paid during the previous calendar 

year.35 A PPO must pay 140 percent of the average rate 

paid the previous year or the average rate paid in 2010 

to an on-call physician.36 

New Mexico was included in this study to illustrate 

what happens in a state that has no specific state 

legislation to address balance billing by out-of-network 

providers. Because we focused on a single state in this 

situation, we cannot say whether it is representative of 
other states without legislation. A stakeholder in New 

Mexico reports that the state has relatively few providers, 
and so health plans tend to have contracts with most 

providers in the state. As a result, legislation to protect 
consumers from balance billing situations has not been 

necessary because balance billing occurs infrequently. 
One stakeholder notes that at least one health plan 

often holds their members harmless when non-network 
providers are used, despite the absence of any requirement 

to do so. This includes paying the full-billed charges to 
protect their members if they cannot work out a lower 

payment with the provider. If the providers in these 
situations are unwilling to negotiate, the health plan 

apparently chooses to pay full_ billed charges to protect 
their members. 

New York is the only state to combine various elements 

of consumer protection for Scenarios 2 and 3, including 
disclosure, transparency, and a process to resolve payment 

disputes. The new law, enacted in April 2014, went 

into effect starting April 1, 2015 for any new insurance 

contract or contracts renewed after March 31, 2015.37 

The law builds on some existing protections that applied 

to HMOs but not to other insured products. The 
stakeholders we interviewed generally agree with the 
principles enshrined in the law, and since enactment, 

the state has consulted closely with stakeholders to work 
through implementation details and guidance. 

Under the new law, the state bans balance billing by 

providers in emergency situations. It extends that 
protection to surprise billing and other situations, as 

long as the consumer assigns the provider's claim to 
the insurer.38 Thus, in surprise billing situations where 
assignment is in place, no balance bill can be charged to 

the consumer. The link to assignment may have helped 

garner support from physician groups, because it makes it 
easier for them to collect payments. 

New York requires plans to establish a reasonable payment 
amount, and plans must disclose their methodology 
and how it compares to usual and custo~ary rates, 
which are defined as the 80th percentile of the amounts 

made available by Fair Health, an independent entity 
created in 2009 to maintain a database of charges for 

medical procedures.39 If the provider is not satisfied with 

the amount paid, the state has created an independent 
dispute resolution process. The IDR process uses licensed 

physicians in active practice; they can choose either the 
provider's original billed charge or the plan's original 
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payment-as opposed to any amount in the middle. In 

making a decision, the IDR must consider the patient's 

characteristics, the doctor's training and experience, 

and the usual and customary rate based on the Fair 

Health data. As an alternative, the parties can negotiate 

a settlement on their own and notify the IDR. The IDR 

can also direct the parties to negotiate a settlement.40 

The IDR system is designed to create incentives for 

providers and plans to set their charges and payments 

at more reasonable levels. Stakeholders express cautious 

optimism for the IDR process, although they will wait 
for some actual experience with the process before 

making any final assessments. Some issues remain. One 

insurer is concerned that physicians could distort the Fair 

Health data by increasing their charges, while a physician 

stakeholder worries that the IDR could be complex for 

smaller physician practices to navigate successfully. 

In the new law, New York includes a more extensive set 

of disclosure requirements for health plans, hospitals, 

physicians, and ocher providers .41 The goal is to make it 

easier for consumers to look at out-of-network benefits 

when doing comparison shopping prior to selecting a 

plan and to understand the potential charges prior to 

using services from an out-of-network provider. One 

stakeholder describes the new rules as: "Each party 

will be responsible for disclosing the information about 

which it has knowledge." For example, plans are required 
to maintain accurate and regularly updated provider 

directories, provide clear statements of how bills are 

calculated, and provide examples of out-of-pocket costs 

for frequently billed services.42 Hospitals are required 
co provide lists of their standard charges, the insurance 

plans with which they participate, and whether their 
employed or contracted physician groups participate in 

these insurance plans.43 Physicians are required co make 
available their participation status with health plans and 

their "reasonably anticipated charges" (on request).44 

Also, if a doctor is scheduling a hospital service and that 

particular doctor knows who else is going to be providing 
additional services or "be in the room," he or she must 

disclose whether those doctors participate with the 

patient's insurance.45 

Texas provides varying protections for each of three 

product types. For HMOs, regulators interpret the law to 
hold consumers harmless for emergency services (Scenario 

2) and when medically necessary covered services are not 

reasonably available from in-network providers, including 
some situations in Scenario 3. Some stakeholders report 

chat che HMO law is confusing for consumers; regulators 

indicate that their current interpretation and practice will 

be more clearly articulated in upcoming regulations.46 

Regulators believe that their current approach has resulted 

in few balance billing issues for HMO enrollees, but other 

stakeholders are concerned chat the protections "may not 

always translate into practice."47 Similarly, Texas rules 

require EPOs to hold consumers harmless when they 
cannot reasonably use a preferred provider, including 

emergencies; regulators indicate chat chis approach also 
includes surprise billing situations.48 

For PPOs, its most popular product, Texas relies primarily 

on disclosure and mediation to help consumers, but does 
not guarantee that consumers are protected from balance 
billing. Pursuant to 2013 rules, PPO plans in Texas must 

provide up-to-dace provider directories. Directories muse 

identify hospitals chat have agreed to facilitate the use 
of preferred providers and must disclose the percentage 

of out-of-network claims filed by providers at each 

contracted hospital, by provider type.49 Directories must 
also identify all contracted providers at network facilities 

and specify those facilities without any contracts with a 

particular type of provider.50 In order for a network to 
be adequate, at least one hospital must be available where 

all types of facility-based physicians are available in 
network. If there is a sudden decrease in the availability 

of a type of facility-based provider, plans must post chis 
on their website.51 

The state also requires that PPOs provide general 
disclosures informing consumers that they may receive 

care from out-of-network providers, but one stakeholder 
points out that consumers "have to know to ask" which 

providers are in network. PPO and EPO consumers can 
also receive information about their right to get estimates 

of the amounts the plan will pay, if they request chis 
information from their health plan.52 In addition, the 
state collects information from insurers on frequently 
used services, including charges and actual paid amounts 

in and ouc of network. The state then publishes the 
information on a website that identifies coses for ouc­
of-network care. One stakeholder, however, told us that 

there have been problems with inconsistencies in the cost 
data that are reported, resulting in a recent proposal by 

the department of insurance to refine its data collection. 
Another believes the state is "making progress," but found 

it "not so clear that [state efforts have] made a difference." 
On the other hand, regulators believe improvements will 

be seen as the recent rules begin to have an impact. 

When out-of-network services are provided in an 
emergency or inadequate network situation, Texas law 
requires that PPOs pay at least the usual and customary 
rate for the services in the area. It has also established 
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a mediation process and allows consumers to initiate 

mediation if the balance bill from a single out-of-network 
provider based at a facility exceeds $1,000 (bills from 

multiple providers involved in one service may not be 
combined).54 Providers must inform consumers of their 
right to mediation when balance billing, and insurers 
must do so in the explanation of benefits. The mediation 

evaluates whether the provider's charge is excessive and 
whether the amount the insurer paid meets the usual 

and customary standard. Stakeholders report that few 

consumers use the process; many cases never go to 

mediation because the parties settle on a payment amount 

(some suggest that insurers often pay the full charges). 
Of the 900 cases filed in 2014, only one went to actual 

mediation, which regulators indicate was the first case 
for mediation. Other stakeholders suggest that the 
$1,000 threshold limits the availability of mediation, 
and that consumers (despite being notified) may not be 

aware of their right. A bill to decrease the threshold to 

$500 has passed the legislature and is awaiting action 

by the governor. 
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Our seven study state approaches are summarized in Table 1. 

Table 1. Summary of Laws and Regulations Affecting Out-of-Network Balance Billing 
in Study States 

California Colorado Florida Maryland 
New 

New York 
Mexico 

Hold harmless or Yes, for Yes Yes, for Yes, for No Yes 
provider prohibition HMOsand HMO plans HMOs 
on balance billing in some PPOs and tied to 
emergency situations assignment 
(Scenario 2) for PPOs' d 

Hold harmless or No Yes Yes, for Yes, for No Yes, tied to 
provider prohibition HMOsh HMOs assignmentd 
on balance billing in and tied to 

surprise bills assignment 
(Scenario 3) for PPOs'd 

Hold harmless or No' Yes No Yes, for No Yes, tied to 
provider prohibition HMOs assignmentd 
on balance billing and tied to 
in other situations assignment 
(Scenario 4) for PPOs' d 

State mediation or Yes, not No Yes, not No No Yes 
dispute resolution much used much used 
process 

Disclosure rules No No No Yes' No Yes 
beyond standard 
notices 

Texas 

Yes, for 
HMOsand 
EPOsf 

Yes, for 
HMOsand 
EPO/ 

Yes, for 
HMOsand 
EPOsg 

Yes, if more 
than $1 ,000 

Yes 

Sources: Cal. Code Regs. tit. 28, § 1300.71.39; Colo. Rev. Stat. § 10-16-704 (3)(a)(I); Fla. Stat. Ann.§ 641.513; Fla. Stat. Ann. § 641.3154; Fla. Admin. Coder. 59A-
12.030; MD. Code Ann. Health-Gen.§§ 19-710(p), 19-710.1 and 19-712.5; MD. Code Ann. Insurance§§ 14-205.2 and 14-205.3; N.Y. Fin. Services Law§§ 601 to 
608; N.Y. Comp. Codes R. & Regs. t it. 23 § 200; N.Y. Pub. Health Law§ 24 and Insur. Law§ 3217-a; Tex. Insur. Code Ann.§§ 1271.055, 1271.155, 1467.051 ; 28 
Tex. Adm in. Code §§ 3.3725; 3.3705; 3.3708; 22 Tex. Adm in. Code§§ 187.85 co 187.89; proposed regulation 28 Tex. Admin. Code§ 11.161 l(e). 

~ Per Cali fornia's Knox-Keene Act, regulators indicate that if there is a network gap fo r medically necessary crearment, plan members may be protected. See Ca. Health 

& Safety Code§ 1367 and 1367.03. Also, regulators indicate chat if consumers relied upon an inaccurate provider directory, he/she can appeal co the Department of 
Managed Health Ca re's Help Center. 

'Under Fl. Stat. Ann.§ 641.3154, out-of-network providers arc prohibited from balance billing for ancillary services when the HMO has authorized the covered 
service. Regulators also interpret the statute as prohibiting balance billing for ancillary services when an in-network physician admits the patients co an in­

network hospita l. 

' For PPOs, protection against balance billing docs not apply for physicians other than hospital-based or on-call if these other physicians disclose, prior to delivering 
services, information on estimated costs and the fact that a balance bill is possible. 

'Assignment means chat the consumer transfers the right to reimbursement from the health plan directly to the provider so that the health plan can pay the 

provider directly. 

c Maryland's pre-disclosure requirements do not apply to hospital-based or on-call physicians and only apply to other out-of-network physicians prior to providing 

a service if they want co balance bill. 

r Texas regulators indicate that their current interpretation requires HMOs to hold consumers harmless when they receive ER services or when in-network providers 
arc unavailable for medically necessary covered services; proposed HMO regulations reflect this interpretation. Tex. Insur. Code§§ 1271.055 and 127 1.155; see 
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Several issues arise out of the experiences observed 
in the seven study states. These provide potential 
lessons for other states that may be considering 

regulatory approaches. 

Protecting Consumers. Other than in Texas, 
stakeholders report that state balance billing legislation 

has been reasonably effective in keeping consumers out 
of the middle of disputes between non-network providers 

and health plans over the correct level of payments. 
While protections exist in Texas, there has been 

disagreement among stakeholders over the effectiveness 
of the protection. Also because Texas law has neither a 
ban on balance billing nor a hold harmless provision for 
PPOs, it does not offer consumers the same degree of 

protection as provided in other states. By contrast, in New 
Mexico, which lacks a balance billing statute, consumers 

have been protected because of market dynamics that 
have generally encouraged broad networks and insurer 
practices that include paying full billed charges when 

necessary. The steps taken recently by United Healthcare 
in Missouri, however, show the limits of private actions 
to protect consumers.55 

Even in the states with laws in place, however, there are 
noteworthy gaps. As noted, some states have segments 
of the insurance market (e.g., PPOs in Florida or some 

PPOs in California) in which the rules do not apply. And 

no state has the ability to address coverage that is self­
funded by employers or unions because these insurance 

arrangements are regulated exclusively under federal law. 

Emergency Versus Surprise Billing Settings. 
There appears to be a greater consensus about protecting 
consumers from balance bills in emergency situations 
(Scenario 2) than for other surprise billing situations 

(Scenario 3). This result is not unexpected since 
consumers have the least control in medical emergencies. 
Even if the consumer goes to the emergency department 
of a network hospital,56 he or she has essentially no control 

over whether the physicians or other providers who 
provide treatment in the emergency department are in 
the plan's network. The surprise bill settings identified in 
Scenario 3, however, are starting to attract more attention 

from policymakers. Legislation in New York specifically 

addresses surprise billing situations, and California 
legislators are considering an extension of protections to 
these situations.57 

Both Maryland and New York have created a linkage 

between assignment of insurance benefits and restrictions 
on balance billing (applying to any surprise billing 
situations in New York and to some PPO billing disputes 

in Maryland). In part, this was a political compromise 
whereby physicians obtained an easier means of payment 

through assignment in exchange for agreeing not to 
balance bill, while insurers consented to assignment 
to help protect their members from getting caught in 

the middle of a billing dispute. Maryland stakeholders 
are generally satisfied with how this limited protection 
has worked to date, and New York stakeholders seem 
cautiously optimistic. 

Balancing Interests of Insurers and Providers. 
The difference between a direct ban on balance billing 
by providers and requirements on insurers to hold 

their plan members harmless mainly revolves around 
which stakeholders are at financial risk. Under hold 
harmless rules, the insurer is at risk for paying whatever 

the provider charges. Under balance billing bans, the 

provider is at risk for accepting an amount less than 
the amount billed-or even an amount the provider 

considers reasonable. To the extent that either stakeholder 
is dissatisfied with the process, there is a greater chance 
that consumers can get caught in the middle despite the 

protections built into law. 

To balance the interests of all stakeholders, several states 
have either incorporated stronger approaches to setting 

rates or included a dispute resolution process. A state 
requirement that plans pay based on their own usual and 
customary rates, without more specific rules, leaves the 

insurers with greater leverage. The Maryland approach 
provides enough specificity so that most stakeholders 
believe that the system works well enough. Providers had 
previously raised concerns that insurers sometimes took 
advantage ofloopholes to keep payments low, but they 
have been alleviated somewhat by statutory adjustments 
to the payment formula. Maryland's reliance in part on 
historical payment rates may sometimes disadvantage 
certain insurers, but these situations seem uncommon. 

One Maryland insurer reports a clear preference for 
having a set rate for payment rather than the uncertainty 
that may occur under New York's greater reliance on 
dispute resolution. But New York stakeholders believe 

that their approach will work for them. One physician 
stakeholder emphasizes that a formula fails to recognize 



that physicians have different abilities and charge 

histories. Although New York does not require that 

payments be based on the usual and customary rates 

calculated by an independent entity (Fair Health), 

those rates could become something of a "safe harbor" 

in practice, especially if the IDR process relies heavily 

on this standard. 

The Role of Mediation and Dispute Resolution. 
Mediation or dispute resolution processes have a mixed 

record to date in California and Florida. Regulators in 

Florida indicate that the potential cost to participate for 

providers is a barrier, particularly if they are unsuccessful. 

In California, regulators reported that insurers have little 

incentive to participate because balance billing is already 

prohibited for emergency services. 

While the IDR process in New York became effective in 

April 2015,58 some stakeholders hope that the threat of its 

use and the procedure for selecting the amount ultimately 

paid to the provider will convince both providers and 

insurers to charge or pay at more reasonable levels. They 

suggest the IDR will be a success if health plans and 

providers use the process infrequently. One stakeholder 

compared the IDR to the binding arbitration model 
that Major League Baseball uses today, which succeeds 

by encouraging "bids" that are close enough together to 

encourage voluntary settlements in advance of arbitration. 

By contrast, stakeholders in Texas suggest that requiring 

consumers to initiate the dispute resolution process 

poses an overly high barrier to its use, even if the current 

$1,000 threshold were lowered. Overall, the success of 
a mediation or dispute resolution process appears to 

depend both on who initiates the process and the cost of 

using the process. Low use of a dispute resolution process 

may signal success if it creates an incentive for health 

plans and providers to negotiate or accept rates that are 

viewed as reasonable. 

Disclosure and Transparency. Most of our study 
states have made some provisions to improve consumer 

disclosures. Disclosure provisions may be used in 
lieu of more direct protections (PPOs in Texas) or to 

complement other measures (New York). But it-remains 

an open question how much value consumers derive from 

disclosure rules. One consumer advocate suggests that 

disclosure rules can yield good information, especially 

if it means more accurate and easy-to-use provider 

directories; however, she thinks that disclosure does little 
to protect consumers from balance billing. At best it helps 

a small subset of consumers who take an active role in 
reviewing their disclosures. At worst and more likely, as 

some respondents note, it is one more piece of paper that 

consumers receive when they have a health care encounter, 

without improving their understanding of the financial 

implications of receiving in- versus out-of-network care. 

At the same time, transparency provisions in Texas have 

encouraged data disclosures that have proved valuable for 
advocates and journalists who use the data to identify and 

highlight problem areas. 

Plans have an interest in making sure their members 
know which providers are in the network, but insurers' 

track record of providing this information has been mixed 

at best.59 Some insurers report taking steps to improve 

how they provide information. One health plan highlights 
its efforts to use care managers to alert members which 

specialists are in network when they schedule care­

information that is useful because it arrives at a time 

when the member is seeking out new providers. 

Impact on the Market. The market environment is 

critical because it creates a context for how states approach 

consumer protection relative to balance billing. The 

design of provider networks vary, in part because the 

supply, distribution, and expertise of providers vary from 

state to state, as do the concentration and market leverage 

of health insurers. In New Mexico, one stakeholder 

suggests that the need for state protections is minimal 

because there are few non-contracted providers in the 
state. In other words, most plans have contracts with 

most providers. But in many states, this is not the case. 

The presence of non-network physicians and other 

providers in network hospitals has been documented 
in Texas, but occurs in other states as well. In some 

markets, insurers may have the leverage to encourage or 

require participating hospitals to guarantee that all of 

their clinicians contract with the network. But in many 
markets, physicians or other providers have enough 

market power to block these efforts. In our stakeholder 

interviews, we heard about specialist physicians (e.g., 

anesthesiologists) and other providers (e.g. , surgical 

assistants) who frequently avoid contracting with 
insurer networks. Some stakeholders express concerns 

that balance billing restrictions might interfere with 

negotiations over networks. For example, a hold harmless 

provision might encourage providers to stay outside the 

network since they would likely get paid at higher rates 
(i.e., their full charges or a regulated rate) if they decline 

to participate in a plan's network. 

Narrow Networks. In recent years, insurers have 

changed the designs of their provider networks, and many 

are offering narrower networks. 60 These changes may lead 
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more people to use out-of-network providers and thus 
may increase the likelihood of balance billing. While 

most respondents indicate that there were no documented 
trends in chat direction, there have been anecdotal reports 
linking balance billing to narrower networks. The trend 

could increase the likelihood of surprise billing situations, 
in which non-network providers are delivering services in 
network hospitals or in which patients are referred to 
non-network specialists. It could also lead to more 

situations in which network providers are unavailable 

(either because of gaps in a network or because network 

providers are not taking new patients). Furthermore, the 
use of narrower networks could influence the willingness 

of health plans and providers to protect consumers in the 
absence of legal remedies. 

Politics of Balance Billing Legislation. Passing 
meaningful consumer protection legislation can be 
challenging, particularly since legislators muse balance the 
interests of insurers, providers, and consumers. Although 

all stakeholders may agree chat consumers should not 
be caught in the middle of payment disputes between 
insurers and providers, they tend to disagree on how to 

implement chat protection. Boch the degree of market 
concentration and the political clout of providers and 

health plans can influence the ability of states to pass 
legislation to protect consumers. Some stakeholders 

suggest chat the political clout of Texas physicians 

has been a factor in the more modest approach taken 

there. Similarly, in the 2015 Florida legislative session, a 

subcommittee of the Florida House of Representatives 

reported out a bill that would have extended the 

prohibition on balance billing in emergency settings to 

PPOs. The bill would have also modified the payment 

standard to the greater of the negotiated amount, the 

in-network amount, or the Medicare allowable amount.61 

The bill, however, was not enacted. Although supported 

by the insurance industry it was opposed by the Florida 

Medical Association. The Colorado Medical Society was 

also instrumental in convincing a state Senate Committee 

to postpone legislation chat would prohibit out-of-network 

providers at in-network facilities from balance billing.63 

The comprehensive approach taken in New York, which 

cried to balance all stakeholder interests, will be tested 

as implementation proceeds. Accompanying issues, such 

as the desire of physicians to be paid on assignment 

when out of network or the desire of health plans to take 

their plan members out of the crossfire, can encourage 

agreement on legislation initiatives. Similarly, publicity 

over the growth of narrow networks and a push to address 

network adequacy in legislation may raise the related issue 

of balance billing. 
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Only a few states have acted through regulations or 

legislation to protect consumers against the unexpected 

charges chat result when providers send balance bills to 

their patients. Even those states enacting protections 

typically limit their scope to scenarios in which 

consumers have limited control: in hospital emergency 

departments and when treated by a non-network provider 

while in an in-network facility. The states studied for 

this report took varied approaches but shared the goal 

of ensuring that consumers are not liable for charges 

that are mostly outside their control. But the approaches 

have different levels of effectiveness. The most effective 

protectioi:is appear to share two common elements. F_irst, 

they do not require active intervention by the consumer. 

Second, they have a mechanism, acceptable to both plans 

and providers, for determining the amount of payment. 

Many consider New York's new law to be the most 

comprehensive approach in this domain; it will thus be 

important to monitor its impact. 

The necessity of state remedies may be mitigated when 

the market environment encourages plans and providers 

to resolve bills from non-network providers without 

involving the consumer. But publicity over surprise 

balance bills can place chis issue squarely on the political 

agenda and put pressure on stakeholders to find some 
common ground. Once a law or regulation is in place, 

states often return to the issue to address gaps or solve 

unresolved issues. Most states in this study with laws or 
regulations on the books (California, Colorado, Florida, 

and Texas) are or were considering bills in the 2015 

legislative session to expand existing protections.64 As seen 
from these examples, it may be easier to enact additional 

incremental measures after taking some initial steps, 

although chis does not always guarantee success as seen 

recently in Florida and Colorado. 

. , ' 
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The evolution of provider networks may increase 
pressures on states co address balance billing. Colorado 

includes network inadequacy as one trigger for requiring 
plans to hold consumers harmless when using a non­
network provider in a network hospital; other states may 
consider such approaches in the future. Conversely, state 

efforts to address network adequacy can help to reduce 
opportunities for unexpected bills. If there are a greater 

number of situations in which network providers are 

unavailable to provide care in emergency departments 

at network hospitals or in which patients must obtain 

needed care out of network, more consumers could feel 

the financial sting of surprise balance bills. The financial 

harm they may face is exacerbated because the amounts 

they pay for balance bills are not typically counted coward 

either deductibles or annual out-of-pocket maximums.65 

The promise of financial security in the Affordable 

Care Act could be called into to question if we see large 

increases in balance billing. 
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