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APPENDIX B

COST SAV j-JGS ESTIMATE
Data Source

The data was taken from information reported to the Health Care Financing
Administration (HCFA) by all States and the District of Columbia. The States report
their data ON the « o ciciicat v eporion w cuicat care € rigivies. Recipionts, 7 aym enis a0
servic... FOrm HCFA-2082. The data is based on claims paid for services provided in
Fiscal Year 1991 (October 1, 1990 - September 30, 1991).

In the Annotations for the HCFA-2082 Data Tables, HCFA states that, it does not
guarantee the accuracy of the data provided by State Medicaid Agencies. However,
HCFA does correct obvious errors and will estimate certain values when appropriate.

Savings M ethodology

Of the service types available from the HCFA-2082 Data Tables, we selected services
using two main criteria: (1) States frequently apply cost sharing to the service and (2)
most of the services would not be exempted by Federal regulations. Utilizing this
criteria, we selected three mandatory services and one optional service.

The three mandatory services include inpatient hospital, outpatient hospital, and
physician visits. The optional service is prescription drugs. Although optional services
vary by State, all States include prescription drugs as a covered service.

Whenever possible, we applied the most commonly r 2d cost sharing amount when
estimating our cost savings. For outpatient hospital, we selected S3 as the copayment
amount since 8 of 16 States used it. For the remaining States, three other States used
variable payments of S.50 to $3, 3 used $1, 1 used $2, and one had a coinsurance of 5
percent.

We selected $1.00 for physician visits. Out of 15 States using cost sharing on this
service, 8 used $1, 3 varied between S.50 and $3, 2 used $2, 1 used $3, and 1used $1
or $3 depending on the type of service. We chose $1 for prescription drugs also. For
the 25 States applying cost sharing, 14 used $1, 8 used varying amounts from $.50 to
$3, 2 used S.50, and 1 used $1.50.

For inpatient hospital services, we selected the most conservative cost sharing amount
since States’ methodology for applying cost sharing varies. Six of the States with :ost
sharing impose a one time copayment (or deductible for one State) per admission.
Those payments range between $10 and $100 per hospital admission. Five State apply
copayment charges on a per day basis. Three of the five States use a $3 cost share
per day, one uses S5, and one varies between $2 and S3 depending on the cost of
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service. After reviewing this information, we felt the most conservative choice would
be a $3 copayment per total inpatient hospital days.

In order to estimate the cost savings to the Medicaid program if States without cost
sharing implemented cost sharing on these four services, we extracted the number of
paid service claims for the States without cost sharing. However, Rhode Island data
was unavailable. Therefore, the cost savings estimates are based on 23 States without
cost sharing.

We calculated the cost savings estimate in three steps. (1) The number of services for
each State was multiplied by the cost sharing amount we selected. (2) Each State's
service cost sharing amount was added to arrive at a total cost sharing amount.

(3) The total service amounts for the four services were then added to project the
total cost savings if States were to implement cost sharing on these four services. The
numeric equations for this calculation follows:

STEP 1 STEP 2

S-x 53.00 = ST, sT) 4 €72 + 8%k . §T# = TAS:

S, x53.00 = ST, ST/. ST/ + ST/ + ..ST/ = TASO

S. x51.00 = ST. ST/ + ST/ + ST/ + ..ST2B = TAS,

S*x 51.00 = ... STY + ST/ + ST/ + .. ST/ = TAS*
STEP 3

TAS, + TASO + TAS + TAS* = Total Cost Savings Estimate

S = number of services
ST = each State’s total cost sharing amount by service type
TAS = Total of all States’ cost sharing amounts by service type
123 = Each number 1th/ough 23 equals one State’ total
- = inpatient hospital days
= outpatient hospital
» = physician visits
* = prescription drugs

]
0

We presented two dollar amounts for cost savings - total cost sharing estimates with
and without exempted populations. To estimate the number of services that would be
excluded under Federal regulation, we used State reported data on exclusions.

States were asked how many of their recipie its would be exempted from cost sharing.
Out of the 17 States able to answer the question, 9 estimated 40 to 50 percent and 8
estimated over 50 percent.



Using this information, we selected 50 percent as the number of services to cm
for the exempted populations calculation. However we realize that the number of
beneficiaries exempted may not equal the number of services exempted, since
exempted populations may use a greater or lesser percentage of certain seme.

Cost Savings Tables

The following four tables illustrate the cost savings calculations for each service tyj..
The fifth table provides the total cost savings estimate with and without exemptions
and the last table divides total savings into Federal and States shares.

Savings Calculation for Inpatient Hospital Days

Btataa Hal Sanrtcaa  Safvicaox$3  Non-Exampt Non-axsmpt
o Ssnricas X S3

Alaska 53417 8100251 26706 860124
Connscticirt 379881 81138673 138945 8568835
Daiawara 61256 8183765 30627 891881
Qsorgla 1063788 83208367 534884 81804662
Hawail 7045 821138 36228 8105684 |
daho 71983 8215979 35986 8107966
Indiana 608076 $1.827228 34536 8913614
Kantucky 583986 817819565 296987 8830981
Louisiana 634 A 82064682 A7 447 81042341
Winnaaota 36128 810838% 180642 841926
Nabraaka 117623 835289 56811 8176433
Nsvada 11586 834759% 57932 81737%
Now Jarsay 33760 82801.280 466830 81400640
Haw Maxtoo 131,383 8384179 65685 8197066
Naw York 4473440 813420320 2236.720 86.710160
North Dakota 55068 8165204 27534 832602
Ohio 1202636 83607914 601,319 81803%7 |
Oklahoma 195918 858774 97958 $293877
Ofagon 1565606 8466813 77803 $233409 1
Rhoda Island NA NA NA NA
Tannaaaaa 754680 82264070 377345 81132035
Taxas 1588687 84798061 798843 82398529 1
Utah %990 8290970 484% 8145465 i
Washington 406366 81219086 203183 80849 !

Total 14206085 842615285 7102542 821307820



Savings Calculation for Outpatient Hospital Services

SMm

Alaska
Connacdcut
Daiawara
Oaorgla
Hawaii
ldaho
Indiana
Kantucky
Louiaiana
Minn*cjta
Nabraaka
Navada
New M rrirrt
Naw York
North Dakota
Ohio
Oklahoma
Oragon
Rhoda laland
Tannaaaaa
Ttxas
Utah
Waahington
Total

Total Sanrteaa

73064
111120
692655
5146675
2647094
37410
2204139
1364706
133228
1046065
6311
203366
996612
72110
8078562
67,354
2440571
115459
92043
NA
1717441
826138
1021583
4191245
34587407

3av1o0aax$3

81919
83333897
867795

815446025
87THU1282

8112410
86612417
84154124

8306684
83144165

8255933

8610156
89674%

8216330

824235686

802062
87321713

846377

8276129

NA
85152323
82478414
83064 734

812573735
8103782221

NorvExampr
Sarvioaa

36532
555649
446327

2574337
132341
1873%
1102069
692364

066614
524027

42655
101633
497906

36066

4039281
3677
1220285
57729
46021
NA
858720
413069
5107%4
20%6622
172936%

Non wrsmpt
x 83

8109r %
81666947

81333%1
87723011

83970641
856205
83306207
82077062
8199842
81572061
8127906
8306079
81493718
8106166
812117643
8101031
83660866
8173187
8138063
NA
82576160
81,239207
31532382
86266806
8518610%4

Savings Calculation for Physician Visits

Otataa

Alaaka
Connacdcut

Daiawara
Oaorgla

Total Barvioaa

196529
1831991
377440
5976371

Sarvioaa x 81

3196529
31831901
8377440
85978371
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Non-Exampt
Sarvioaa

98264
915966

186720

2966185

Non-axampt
x 3l

898264
8915966
8188720

82968185



StatM

Hawail
daho
Indiana
Kantucky
Louisiana
Minnaaota
Nabraska
Navada
Nta iwHy
Naw Msxlco
Naw York
North Oakoia
Ohio
Oklahoma
Oragon
Rhoda Island
Tannsnsa
Tsxaa
Utah
Waahington
! Total

Total 8anvtoaa

4967.763
232423
1542281
2363344
9151352
2292306
917483
34K
3352200
34014
6470836
472104
5143620
740794
3B28L
NA
4065459
9627397
1666551
3651570
66212332

Sarvioaa x 8L

8496763
82423
31542287
82383344
89151352
82292308
8917483
8345
83352290
83%4014
86470833
8472104
85143820
87407A
8393281
NA
84065459
89627597
31886551
83651570
866212332

NorvExampt
Sarvioaa

2483881
1821
771143

1191072

4575676

1146153
458741
182472

1676145
197007

3235419
236062

2571810
3710397
196830

NA

2032729

4813798
833275

1825785

33106160

Non-wampt
x 8l

8483881
8116211 !
8771143 |

81191672

84575676

31148153
855741
3182472

31676145
3197007

83235419
8236052

82571810
8370397
8196630

NA |

82032729

84813798
8833275

81825785

833108190 |

Savings Calculation for Prescription Drugs

StMsa

Alaaka
Connacticut
Daiawara
Oaorgla
Hawaii7
daho
Indiana
I'sntucfcy
Louisiana
Minnaaota

Total Sarvioaa

299030
3449149
47979%
8641461
600000
750107
326163
7254476
8187936
4573505

SsrvtcaaxSf

8299039
83449149
$4197%
83841481
8600000
$750107
83261632
$7254476
83187936
84573505

NorvExampt
Sarvioaa

149519
1724574
2398%
4420740
300000
375063
1630816
3627236
4093968
2286,752

Non-wampt
X

$149519
$1,724574
82398%
$4420740
8300000 1
8375063
$1630816
83627238
84091968
82286752



9QUkm

M xuki
Navada
&magﬁﬂﬁfi
Naw Maxtco
Naw York
North Dakota
Ohio
Oklahoma
Oregon
Rhoda Wand
Tannaaaaa
Taxaa
Utah
Waahington
Total

1S| awan ro%qt%ga

Types ol Service
Inpatient Hospital Days

Outpatient Hospital Services

Physician Visits
Prescription Drugs

Total

Total 8arvicaa

Sarvioaax 8L NorvExampt Norv-axampt
Sarvioaa XS

$1979628 99813 8969813
8493239 246619 846819
83427969 4213934 21394
$144448 721224 $727224
826168221 13084110  $13084110
830733 303942 83083942

$15319488 7669733 $7660733
2373168 1186584 $1183584
$2100122 1000061 81060081

NA

NA NA

88239598 411979 8411979
$11474997 5737408 85737490
$1253431 826715 8626715
85270093 2635346 82633346

$12

Servings without Exemptions

$42,615,285
$103,762,221
$66,212,332
$122,859,984
$335,449,822

61420966 83142990

88094
i

Total Cost Savings Calculation

Savings with Exemptions
$21,307,626
$51,881,094
$33,106,160
$61,429,986

$167,724,366



Calculation for Federal and State Share of Savings

' States  FMAP Savings Federal State Shara7 Savings Federal State Share |
19917 without Share5 with Share
Exemptions2 ExemptionsS

AK 5000 $87R011 37506 $437506 $437503 #1872 1871
CT 5000 $9754710  $ABITIX5 MA8TID PBITHL  WAB86 $24386/
DE 5000 $3718966  $1859483  $1856483 $1859480 $929740 $929740
| QA 6130  $BA7324 505488  $129407%6  $16733818  $l0266241  $6470377
HI 5414  $13720413  $74282%2  $6292181 %0206  B714116  $3146090
D 7365 $1,310919 $965492 $A5427 $655457 w744 $172713
N 6324  $13243564 98375230 486834 $%621780 IS4 434166
KY 729%  $15573929  $11362739  $4211190 $7766963 95631368 $2105595 J
LA 7446 $19823654  $14764688  $5088966 $911827  $13239 2529498
MN 5343 $110BB1  HRTAA  $H166367 $M60L2 2963715 22583197
NE 6271 $3505911 2198557 $13073A4 $1752962  $1069276 $53676 |
NV 5000 $1815937 $907969 $907968 $907966 $53963 $53963
NJ 5000  $17568975  $8784468  $8784487 8784467 $3NA 4302243
NM 7338 $2458971  $180439%3 $654573 $1229464 $021% $327289 |
NY 5000 $70295065  $B147533  $3514752 $H1475%  $i7573.e  $17573766
ND 7000 $14472%  $101307 $434178 $723627 $506539 17088
OH 5008 $3130713  $18813653  $12579000  $15696355  $940686  $6289529
oK 6965 $4048003 2819497  $12285% 004045 $1409747 $614298 |
OR 6350 $323%630 205500  $11812600 $1618163  $102753%4 $590629
RL 5374 NA NA NA NA NA na :
™ 6857  $19721450  $1352998  $61964%2 $8073  $6761498 3309625
X 6353  $28380060  $18029858  $103p0211  $1419002 < 0014927 $H1BI6
0- 7489 $275716 $608%  $1575632 B1377 w391 $787916 :
WA 521 $2715006 $123138%4  $10401242  $1137546 0 $615696 $H200620 |
Totd  -—  $3354932 $196641450 $136906372  $167774866  $99320607  $68404163 1

7 Federal ModtcaJ Am inane* Percentage (FMAP) eRata ot Federal Financial Participation In a State's Medicaid Program for

Y 1900
2 Each Stataatotal aavinga for Inpatient, outpatient phyaician, and preemption drug aarvicaa, aaeuming no recipients are
exempt
ﬁTha Federal ahara la arrived at by multiplying each Stata‘a total aavlngg by tha FMAP.
Tha State ahara la arrived at by m utt|p|y|n each Stata'a total savinga by Xl FMAP), e.g. tha calculation for Ohio would

be savings muttiplied by (1 -. 2 or .
3 Each State's total savmgsfor Inpa |entoutpat|ent phyaician, and prescription drug services, assuming 50 percent or tha

recipients are exempte



APPENDIX C

COST SHARING ON MANDATORY SERVICES

Stale

WY
Total States

Inpatient Outpatient
Hospital Hospital 7
5000a 300
500n-e
H30
|OtvS.00 n-e
15004 300
100n-
20ua.00d
2500a 100
)30
300n-e
500d 00
1000a 300
300d 100
300
300d 50-300
Spercent
5000a 300
10000a* 300
3004 300
300/300n-+¢
n 16/5 n-¢

S
100
100

5030
100

Z00

100

100

100
100

300
H0-300

700
100/300
0300

100
5

Federally 3
Run! ualified Certified
Health ealth Nunc
date Center Practitioner
100 100 100
50300 50300 50300
00
00 100
100 100
50300 50300 50300
Z00-300 J0-300
7 5 4

| For
2 Some State* include specialized service*, t &) ophthalmology or medical p*ychother*py, under physician service*.

31ncludes 20O (or outpatient service sod 1

4Inpatient hospital deductible -
a - ocat sharing per inpatient hospital admission
d - coat sharing per inpatient hospital day

(or physician Service



COST SHARING ON OPTIONAL SERVICES

Optometric/ Dental
. ptician/ o Services or _ , Durable
Stale Prescription Vkion Podiatrie Treatment/  Chiropractic Medical
Drugs Services* Services Oral Surgery® Services Equipment
AL 50100 100 300
A2
Aft J0-300 30 J0-300
CA 100 100 100 100 100
Co JO ¢/200b 10 0
DC JOo
FL 100 100 100 100s 100
IL
; LA 100 Z00/Z000 100 300 100 0
5 kS 100 200 100 300
ME 100¢/200h J0-200 J0-300
MD 100
MA JO
MI 100 200 00 300s 100
MS 100 0
MO J0-Z00 J0-300 S0-100 J0-100
MT 100 100 100 100 JO
NH JO ¢/100h
NC 100 200/I00 100 300 100
PA 100 J0-300 J0-300 J0-300 J0-300 J0-300
SC 10
SD 100 100 JO 5 percent
VT 100-200
VA 100 100
WV JO-100
WT 100 100 100-300 J0-300 JVI00 J0-300
| wy 100 100
| Tout Stales 5 15/20 B 9/2s 8 8

1For ease of charting, we comprated o(!)tometncMsmn and optician services.

2 For eaae of charting, we coopraaed dental services/treatment with oral mrjery.
b « brand name

| » gengric

0 - Optician servicea

a - oral aurgery



COST SHARING ON OPTIONAL SERVICES

Psychiatry/,
Psﬁ]o?o&/ , , ,
aycho- Audiology Transport Medical Prosthetic

thospy* Services Services Eyeglasses Suppliea Device

AL i 100

AZ

AR J0-300 J0-300

CA 100 100

Co JO/1) mic

DC 00

FL

State

A 100 200 200 00 00
KS 00 300 100 300
ME J0-Z00 JO-Z00 J0-300

MS 0 200
MO JO-300 J0-300 J0-300se
MT JV1 hour JO 100 JO JO
NH
NC 200
PA JO J0-300 50-300 J0-300 J0-300
SC
SD 100 5 percent
VT
VA
wv
Wi J0-Z00 100 J0-300 J0-300 JO
WY 100

Total States 8 7 7 7 7 7

1 For ease ot charting, we compressed psychiatric, psychological, and psychotherapy services,
ae - artificial eye



State

WY
Total States

B» Stale clinic
d mmdiagnostic clinic

S percent

300

300

50-300
J0

J/100/300

6

Physical Ohoe
Therapy Services
100 100

100
J0-Z200
100s
J0 1004
J0-300
300 100
103D tain.
6 5

COST SHARING ON OPTIONAL SERVICES

Hearing Aids/
Hearing Aid
Services

Dentures/

Denture
Services

Spercent

Spercent

J0-300

300

300

Occupational
Therapy

100

J0-200

jo

300

10/30 min.



State

Wy

Total States

Ambulatory

Speech Surgical
Therapy Centers

300
100 100
300
JO-Z00
JO
J0-300
300
100/30min.
S 4

b - acupuncture/1.00 .
¢ ” rehabilitation agency senices/200
d - orthopedic shogs or onhotica

e “ outpatient su

Communiy/
Mental
Health
Centers

700

200

100

S percent

Private Duty
Nurse/
Perrons!
Care

2 percent

J0-300

JO

COST SHARING ON OPTIONAL SERVICES

Other

04/200
#/300¢/300

e/100/

f - borne dialysis/JO, free sunding dialysis center/1.00, social worker/JO per hour, licensed counselor/JO per hour
g- d|a%nost|c radioktgy/nudear medicine/radiation therapy/medical diagnostic services (when billed in total or only

tec

i

C-5

nical component is hilledyi.00, all other cwered Senices/J0-300
h - EPSDT screenin
1< Medical day trea

/dental procedures/opt©metric, or optical procedures for those over age 13/100
ment and asaeaament/JO per day
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Health Care

DEPARTMENT OF HEALTH n HUMAN SERV|CES Financing Administration

M em orandum

5:} JM | | BB3

Ffom Bruce C. Vladeck
Administrator

Subject Office of Inspector General (OIG) Draft Report: "Medicaid Cost Sharing"
(OEI-03-91-01800)

To -« Bryan B. Mitchell
Principal Deputy Inspector General

We have reviewed the above-mentioned draft report which presents findings on
the impact of State cost sharing policies on the Medicaid program.

The Health Care Financing Administration nonconcurs with the
recommendation contained in the report. Our specific comments are attached for
your consideration.

Thank you for the opportunity to review and comment on Lu,s draft report.
Please advise us if you agree with our position on the reports recommendation at
your earliest convenience.

Attachment

dig-ab
o€
DIG-01
0 AIG-NP

OGC/IO

EX SEC
PATESENT

c©
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Comments of the Health Care Financing Administration THCFA'l on
the Office of Inspector General fOIG*) Draft Report:
Medicaid Cost Sharing. QEI-03-91-01800

Recommendation

The HCFA should promote the development of effective cost sharing programs within
States.

(1) The HCFA could encourage States to implement cost shanng. The HCFA could
accomplish this by:

0 providing the States with technical assistance and information about
State experiences with cost sharing;

0 allowing States to experiment with cost sharing programs that target new
populations and reflect more substantial cost sharing amounts; and/or

0 recommending changes to Federal requirements allowing for greater
State flexibility in determining exempted populations and services, and
allowing higherrecipient cost sharing amounts.

(2) The HCFA could seek legislation to provide States with incentives to implement
cost sharing programs, such as decreasing Federal matching to States who do not
implement cost sharing.

(3) The HCFA could seek legislation to mandate cost shoring for all States.

Response

HCFA nonconcurs with this recommendation. We believe cost sharing should remain
a voluntary State option.

The legislative history of section 1916 of the Social Security Act indicates that it was
designed to allow States greater flexibility in the use of cost sharing without imposing
unnecessary hardships on Medicaid recipients. Current regulations provide the States
with a wide variety of options, and, thus, a considerable degree of program and
administrative flexibility. Some of these options are as follows: (.1) use of enrollment
fees or premiums for the medically needy rather than copayments; (2) use of
deductibles rather than copayments; (3) ability of States to relate recipient cost
sharing to income (within maximum amount specified in regulations) and to charge
different amounts to medically needy and categorically needy recipients; and

(4) optional use of cumulative maximums for all deductibles, coinsurance, or



Page 2

copayments charged to a family. While we agree mat there is sufficient evidence to
suggest that cost sharing saves money for the State Medicaid program and the Federal
government, we believe that any changes in cost sharing policies should also be viewed

in terms of its effect on Medicaid recipients.

There are significant variations of the Medicaid program among States. Consequently,
advocating cost sharing may have differing effects on Medicaid recipients. Since
States are looking at ways to decrease welfare payments, increased cost sharing may
mean increased copayments for recipients who, in turn, will have even less money for
other basic maintenance needs which have also risen in cost.

There are also potential difficulties with the implementation of cost sharing for
outpatient prescription medications. One potential difficulty is that access to drugs
may be limited, and the dollar savings on drugs may be outweighed by the use of high
cost services, emergency rooms and potentially avoidable hospitalizations because of
adverse complications experienced by persons who do not obtain their prescriptions.
Any recommendation that deludes prescription drugs should be reviewed to ensure
that it does not conflict with other State options for limiting access to outpatient drugs
for Medicaid, such as limits on the number of prescription transactions per month or
on the supply (e.g., 30-day supply, 6-month supply), or a State’s option to totally
exclude certain drugs from reimbursement These other limitations can also cause
high-cost adverse health care needs. Furthermore, the added demand for a
copayment particularly if it is based on a percentage of total charge for the drug
which is already high, can place an added burden on the Medicaid recipient.

Another consideration is the impact of cost sharing on providers of care for the
Medicaid population. The burden for collection of "shared cost" is shifted to the
provider. In some parts of the Medicaid program, provider reimbursement for care to
Medicaid eligibles functions more as a disincentive than an incentive. The need for
the provider to collect a copay from the Medicaid population may well function simply
as another cap on provider fees rather than a true recipient share in the cost of
medical care. Although OIG mentions that the burden is on the provider to collect
the copay, this report would be enhanced by showing how copay is related to physician
fees, especially the new HCFA physician fee schedule. For crossover patients covered
by Medicare and Medicaid, the physician is subject to the Medicare physician fee
schedule and the limits of State Medicaid program reimbursement rates. Cost sharing
should not serve as a barrier to receiving necessary medical services. The question of
whether providers deny medical care because of a failure to collect the patient’s
shared portion of cost is possibly important, but reportedly unknown to those in the

State Medicaid offices.
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Lastly, we believe that no further action should be taken pending the development
and announcement of the Administration’s health care proposal. However, if OIG
decides to issue this report in final, we suggest that the report be shared with the

States.
Technical Comments

The section of the report entitled, "Previous Cost Sharing Studies™ could be improved
by referencing the studies and adding caveats about the serious methodological flaws
or shortcomings in them. We would not want them presented as useful testimony for
current day practices or future program and policy recommendations.

In the Executive Summary Findings, the potential savings are shown as being between
$167 to $335 million annually. We suggest adding a statement to explain that
variance, e, ".... savings of $167 million under current law, and $335 million if

existing exemptions for covered populations and services were to be legislatively
repealed."

D-5
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EX SEC

MEMORANDUM TO: Bryan B. Mitchell date mtttp 5|
Principal Deputy Inspector General

FROM : Elizabeth M. James
Acting Assistant Secreta~y”~for
Management and Budget

SUBJECT : OIG Draft Report on Medicaid Cost Sharing
Q'iio

Thank you ¥Ffor the opportunity to review this draft report.
Focusing on the area of cost containment is iImportant and the
report obtained some good information through the executive
interviews. We are, however, concerned with the conclusion that
""the report demonstrates that States have developed cost sharing
programs that reduce Medicaid expenditures._."

We wish to raise two iIssues concerning your Tfindings and the =o n
ensuing recommendations. First, the sample size and data are w ?
insufficient to support the Ffindings. This conclusion is base$ o X
on the Tfollowing: 33 @o K
K1 *i—m
- OFf the 27 states, only three provided program evaluation ><
data ((two of which were iInconclusive). 3 3 rn
- 22 states said that the cost sharing programs had reduced. g
Medicaid expenditures. However, only 11 provided financtmi

data depicting estimated savings.

- Only one of the state®"s estimates of savings included
reductions in utilization. The remainder represented

reductions in provider payments.

- The calculated savings estimates may be overly simplified.
The maximum value was calculated simply by multiplying the
number of 1991 claims by a "frequently used'"™ copayment. A
50 percent exemption of services was assumed to arrive at
the minimum value. A 50 percent recipient exemption is not
necessarily equal to a SO percent service exemption.

Second, the analyses of the sample data do not cover the
interactions between cost sharing and other cost containment
polices which could have influenced the observed Medicaid

savings. For example,
- No analysis of changes 1i1n provider participation has been
done. The only state with conclusive program evaluation

data i1ndicated that provider participation had remained
stable not because recipients were paying the copayment but
mainly because pursuit of the nominal amount was sore
expensive than the value of the copayment.
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- 17 states iIimplemented other cost containment programs at the
same time as their cost sharing and thus were unable to
truly measure the effect of cost sharing.

- There 1i1s no attention to the burden iIncurred by recipients
and providers from cost sharing programs. States are
uncertain whether recipients are actually paying the
copayments.

We believe additional sample data needs to be collected and
analyzed before conclusions can be drawn as to the effectiveness
of cost sharing programs. Perhaps a primary recommendation of
this report should be that HCFA pursue Tfurther analysis iIn this
area.



. . Table 3
STATE COPA YMENT POLICIES IN EFFECT AS OF JANUARY 1, 1991
STATE SERVICE CO-PAY APPLICABLE TO **
AMOUNT"
Alabama Ambulatory surgical center services 53.00
Durable medical equipment S3.00
Federally qualified health centers S1.00 *
Inpatient hospital SSO/admission
Outpatient hospital*"" S3.00
Supplies/appliances S1.00
Physician olllee visits (Incl. optometric) S1.00
Prescription drugs Varies Age 19*: pregnant women lor non-pregnancy related prescriptions.
Rural health clinic*"* 51 00
Alaska None
Arizona Office visits '51.00
Elective surgery SS.00
Non-emergency use of ER SS.00
Arkansas None _ .
California Prescription drugs S1.00 Age 19*. .
Emergency room (Inappropriate use) SS.00
Outpatient hospital 51.00
Colorado (1] Physician services S2.00
Community mental health centers S2.00
Inpatient hospital Sl 5/stay
Outpatient hospital S3.00
* Prescription drugs S1.00
Physician visit $2.00
Rural health clinics 52.00
Connecticut Non#
Daiawara None
ocC Prescription drugs S0 50 Age 21-; pregnant women lor non-pregnancy related prescriptions.
Eyeglasses $2.00
Florida Dentures Varies (2| Age 21%*.
Prosthetic devices - hearing aids Varies |2| Age 21*.
Georgia None
HawaH None
Idaho None
Illinois Inpatient hospital Varies (3|
Indiana ‘Nona
lowa Chlropracty $1.00
Dental $3.00
Prescription drugs \ $1.00
Eyeglasses ¢ optician services ' $2.00
Meolcal equipment S supplies $2.00
Optometry , $2.00 .
Podiatry $1.00
Prosthetic devices
-hearing aids $3.00
-orthopedic shoes $2.00
Psychology $2.00
Psychotherapy (CMHC only) $2.00
Rehabilitation agency $2.00 -
Transoortatlon « ambulance $200
Summary: State Copayment Policies — p.Qt.

SOURCE. NATIONAL GOVERNt
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STATE

Kansas

Kentucky
Louisiana
Maine
Maryland
Massachusalts
Michigan (6)

Minnesota
Mississippi

Missoun

>

Montana,

Table 3 cont.

STATE COPAYMENT POLICIES IN EFFECTAS OF JANUARY 1, 1991

SERVICE

Ambulatory surgery center services
Audiology
Chlropracty
Oentai
Prescription drugs
Freestanding psychiatnc hospital
(private)
Home health agency (skilled nursing)
Hospital «inpatient
- non-emergency outpatient
- outpatient surgery
Medical equipment
Mental health center
Optometnst
Physician office visit
Podiatry
Psychology
Transportation - non-em9r. ambulance
None
None
Prescnption drugs
Prescnption drugs
None
Chiropracty
Oentai
Prescription drugs
Optometry
Pediatry
Prosthetic devices - heanng aids
None
Dental
Prescnption drugs
Home health visit
Hospital « emergency room
« inpatient
Optometry
Rural health clinics - office visits
Transportation - ambulance
Audiology
Dental
Dentures
Prescription drugs
Hospital - inpatient  -T
- outpatient
Optometry
Podiatry
Audiology
Clinic services
Clinical social worker
Oentai
Prescription drugs
Eyeglasses
Home dialysis for ESRO
Home health (not including DME)
Hospital - inpatient
- outpatient
Nurse specialist services
Occupational therapy
Optomeiry
Physical therapy (outpatient)
Physician
Podlalrv

CO-PAY
AMOUNT *
53.00
$3.00
50.50
52.00
St 00

525.00/slay
52.00
525.00
51.00
53.00
53.00
52.00
$2.00
51.00
51.00
52.00.
51 00

0.75 A
50.50

$1 00
53.00
SO.S0
52.00
52.00
S3.00

52.00
51.00
52.00
52.00
S5.00
52.00
51.00
52.00
Varies (5]
Varies (5]
Varies [2|
Varies |6]
510.00
53.00
Varies (5]
Vanes (5)
50.50
51.00
50.50
51.00
51.00
51 00
50 50
51.00
53.00/day (7)
51 00
51 00
50 50
51 00
$0 50
5! 00
$1 00

APPLICABLE TO * *

Age 21**,

Age 18*; pregnant women for non-pregnancy related prescriptions.

Age 16*.

a *
v

Age 21 %,

*4,

SOURCE. NATIONAL GOVERNORS' ASSOCIATION. 1991 CRSCOPAY



STATE

Montana cont.

NebrasKa
Nevada
New Hampshire

New Jersey
New Mexico
New York
Norm Carolina

North Dakota

Ohio
Oklahoma
Oreoon
Pennsylvania

Rhode Island
South Carolina
South Oakota

Tennessa
Texas

Utah
Vermont
Virginia (111

Washington
West Virginia
Wisconsin

G

Table 3

con"t.

STATE COPAYMENT POLICIES IN EFFECTAS OF JANUARY 1, 1991

SERVICE

Private duty nursing
Prosthetic devices
* hearing axis
« medical equip. Asupplies
Psychologle.il
Speech pathology
None
None
Prescription drugs:
e generics
*brand names
None
None
None
Chlropracty
Clinic
Dental

Eyeglasses (each pair and repair ot $4+)

Hospital moutpatient
Optometry
Physician

Podiatry
Prescription drugs

Eyeglasses « replacement lenses Aframes

within 1 yr. ot original prescription.
None
None
None
Prescrptlon drugs
Inpatient
Non-emergency

service in a hospital
Emergency room
All other allowable services
None
Prescription drugs
Ambulatory surgery center
Chemical dependency treatment
Chlropracty
Oentai
Dentures
Durable medical equipment
EPSOT screening
Hospital - outpatient (except lab)
Mental health centers
Optometry
Physician
Pediatry
Prescription drugs
Psychotherapy
Rehab hosoital outpatient (exceot lab)
None
None
None
Prescription drugs
Clinic
Hospital « Inpatient

moutpatient, nonemergency

Cytometry meye exams
Physician
Prescnption drugs
None-
Prescription drugs
Audlological testing
Chlropracty
Oav treatment service

CO-PAY
AMOUNT*
50.50
50.50
50.50
50.50
50.50
50.50

SOSO
S1 00

SO.SO
SO 50
S2.00
S2.00
SI 00
S1 00
SO.50
S1.00
SO.SO

S3.00

S0.SO
S3.00/day (8)
Varies [9|

Varies (9)
Varies (10)

S1.00
Varies (2|
Va-ies [2]

SOSO

S1.00

S0.00
Varies (2)

S1.00
Varies (2
Vanes (2|

SO.S0

S3.00

S2.00

S1 00

S2.00
Varies |2]

St 00
SI 00
S30 00
S2.00
SI 00
Si 00
Sl 00

Varies (12|
Sl 00
SI 00
SO 50

cni'QCE NATIONAL GOVECNCRS- ASSOCIATION ingt  CPSCOPAY

APPLICABLE TO « *

Age 10~

Age 21

\%
Prognant women Jor non-pregnancy related prescription drugs.

and pregnant women Ior non-pregnancy related prescriptions.



STATE

Wisconsin
(cont.)

Wyoming

KEY:
HC :
MCa
ESRD =

© oY O UTH WRNRI—

10

7

SOURCE. NATIONAL GOVERNORSASSOCIATION. 1991 CRSCOPAV

Tablo 3con t

STATE COPAYMENT POLICIESINEFFECTAS OF JANUARY 1, 1991

SERVICE CO-PAY APPLICABLE TO
AMOUNT e
Dental Varies Kill
Prescription drugs S0.50_ |1
Durable medical equipment S
Eyeglasses Varies (‘58
Hospital ¢ inpatient, general $3.00/'day 18|

- Inpatient, mental diseases

$3.00/day (16|

« outpatient 53 00
- surgery 53.00

Optometry Varies (5|
Oral surgery
Orthodonty Varies |17)
Physician visits (18|

« consultations S3

« diagnostic procedure in oltlce Sl

e eye exams 52.

« home S

«lab procedure performed In oltlce 51.00

«radiology procedure In office 52.00

- office 31.00

« outpatient hospital 5100
Prosthetic devices «hearing aids Varies [5]
Prosthodontlc appliance 53.00
Psychotherapy Varies [15].(19]
Rural health clinics 52.00
Speech/heanngrianguage Varies (20|
Therapy, physical 4 occupational, per

15 minutes SOSO (21]
Transportation, ambulance/ non* emer- S2.00/trlp

enc

Pregenta)t/ion druas S (D

Community Mental Health Center

Ourable medical equipment.

End stage rural disease.

Unless otherwise specified, co-pay amounts are paid per service visit.

This column refers to specific groups ol people lor whom states have opted to impose charges through provisions ol law. Source: US
Department of Health 5 Human Services: Health Care Financing Adminsitratlon Analysis ol State Medicaid Program characteristics.
1986. Aug. 1937. p. 75-79.

For these services the state requires the copayment bo paid per claim lor all Medicaid benellclaries who are also Medicare-eligible. All
other Medicaid benellclaries ¢ Ihe copayment Is per visit.

Medicaid recipients are sublectlo a maximum ot St20.00 In copayments per year.

Co-pay Is 5% of reimbursement tor these services.

52.00 for per diem of 5275 fo 5325: 53.00 for per diem over 5325.

154.50 per month limit op prescriptions.

5.50 to 53.00.

These co-pay policies are not applicable to Individuals who enroll In the physician-sponsored plan.

Maximum copay charge ol 566.00 per stay.

Maximum copay charge ol 521.00 per stay

In Pennsylvania the copays tor services range from 51.00 « 56.00 depending on the Medicaid lee tor the services orovded il the
Medicaid lee Is:

5 1.00 - 510.00 the copay Is 51.00

510.00-S25.0.0_the copay ts 52.00

525.01 « 550.00 Ihe copay Is 54.00

550.01 « -nor# the copay Is 56.00

For all otr.cr services Pennsylvania has established a copay based on the Medicaid fee lor that service

Medicaid fee of 5 1.00 «510.00 copay Is SO 50

Medlead fee ol 510.01 - 525.00 copay is 51.00

Medicaid lee ol 525.01 - 550.00 copay Is 52.00

Medlead fee ol 550.01 «or more cooay Is 53.00

Virginia's copayments are applicable to beneficiaries age 21* and lo pi"dnant women lor non-oregnancv dialed service

5.50 on 510.00 or iess;S1.00 on 510.01 and over.

5.50 lo 51.00.

Copayment limited lo 55.00 per month, per pharmacy.

550 to 52.00.

Maximum copay change ol 575 per stay.

52.00 to 53.00.

A cap ot 530 cumulative limit per calendar year per physician lor all phvsclan services Iphysician visits, surgery Mo 4 X /av services,
and diagnostic testsi.

Copayment may be charged only on the first 15 visits or 5500 00 per v**r.

5.50 per 15 minutes for some services: 51 00 per procedure tor otheis

Copayment is limited to the first 30 hours or 51.500 of accumulated services, per beneficiary, per calendar venr

“ Page4
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Under Food and Drug Administration procedures, manufacturers
may obtain changes in a drug's labeling after the drug is approved..
These changes may include information about new uses of the drug
or advantages that the drug has over other therapies. For this rea-
son, the Committee expects that the formulary committee will' peri-
odically review its decisions to exclude drugs from its formulary to
determine whether those drugs continue to have no significant-
therapeutic advantage over drugs listed on the formulary.

Sec'. 5107. Elimination of the special exemption from prior author-

ization for new drugs - L

Under current law,States are prohibited from subjecting a cov-
ered -outp tient drug to prior authorization .during the first' six
months a*cer a drug is approved by the.Food and Drug.Administra-
tion. The Committee bill eliminates this 'prohibition so that a State
will be able to impose the.prior authorization requirement at any
time after a drug is approved.”

Sec. 5108. Technical corrections relating to section 4401 of OBRA -
-1990 .

The Committee bill makes technical corrections to section 440!
of the Omnibus.Budget Reconciliation Act of 1990,-.P.L. 101-508,
relating to reimbursement for prescribed drugs.

Part 3— Restrictions on divestiture of assets and estate recovery’

Sec. 5111. Transfer ofassets

Under current law, individuals residing in nursing facilities who
dispose (or whose spouses dispose) of resources- for less than fair
market value during the 30-month,period prior to application for
Medicaid are subject to a delay in eligibility, for nursing facility
care (and home and community based services). If the individual is
eligible for Medicaid, at the time of institutionalization, the 30-
month “look-back™ period runs from the date of. institutionalization.
The period of ineligibility begins with the month in which the re-
sources are. transferred and.lasts for the number of months equal
to the lesser of (1)-30 or (2) the total uncompensated value of the
resources transferred divided by the:average cost.to.a private pa-
tient of nursing facility services in; the State..This-penalty does not
apply, in certain circumstances, including- transfers to or from a
spouse, to a disabled. childr or to the extent that the State deter-
mines that denial of eligibility would work an undue hardship. '

Under the Committee bill, individuals who, during the period 36
months prior to the first day of application for Medicaid benefits
as an institutionalized individual, have transferred assets for less
than fair market value will be subject to a denial of eligibility for
Medicaid coverage-for nursing facility (and home and community-
based waiver services). The period during which benefits are denied
will begin with the-date on which the prohibited transfer occurred
and will run for the number of months determined by dividing the
total uncompensated value of the resources transferred by the aver-
age monthly cost, to a private patient, of nursing facility services
in the State. The penalties for different transfers occurring within
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the 36-month “look-back” period will run consecutively, not concur-
rently.

_The Committee bill requires that individuals will not he_ineli-
gible for Medicaid coverage to the extent that the State agency'de-
termines, under procedures established by the State (in accordance
with standards specified by the Secretary) that the denial of eligi-
bl|ltg would work an undue hardship (in accordance with criteria
established by the Secretary). Under the current law “undue hard-
ship” provision, there is no Federal guidance on either the proce-
dures a State should follow in making such determinations or the
t}t/]pes of circumstances that should be regarded as working a hard-
ship. States are simDly required to include a definition of “undue
hardship™ in their State.Medicaid plans. The. Committee iB con-
cerned that some States may not be extending to ail individuals
facm? hardship the protections of existing law. The COT1m|ttee bill
therefore amends current law to require the Secretary (1) to specify
standards that State hardship determination Pro_cedures must
meet, and %2) to establish criteria States must apply in determining
whether a hardship exists. ) )

The Committee expects the Secretary, in developm(I; standards
for the determination process, to address at least the [ollowing is-
sues: notice to the institutionalized individuals that a hardship ex-
ception exists; adequate representation of the interests of such indi-
viduals; the timeliness of the determination process; protections for
institutionalized individuals from transfer b)(_ a nursing fauhgl
while a determination is pending; and the ability to appeal an ad-
verse determination. _ _ _

The Committee expects the Secretary, in developing rnteria_ for
use by States in determining whether an “undue har(?slu_p" exists,
will provide for special consideration of at least the following: cases
in which the individual has no way to pay for the necessary care;
cases in which the transfer was not knowingly authorized by the
individual; and cases in which the individual assigns rights of re-
covery she or he may have in a cause of action against the trans-
feree to the State or where the State has such rights pursuant to
State law. In order to ensure that the standards and criteria are
based on as much information as possible, the- Committee expects
the Secretary to develop them through a process that provides for
notice and a period for public comment. S )

Under the Committee bill, an asset held by an individual in com-
mon with another person or persons in a joint tenancy or similar
arrangement, is considered to be transferred,when any action is
taken, b%/ the individual or by any other Person, that eliminates or
reduces the individual’s ownership or control of the asset.

Under the Committee bill, the following rules apply to assets
placed in trust, without regard to the purposes of the trust, wheth-
er the trustees have (or exercise) any discretion, or any restrictions
on distributions from the trust; With respect to revocable trusts,
the corpus is considered a resource available to the individual; pay-
ments from the trust to or for the benefit of the individual are con-
sidered income to the individual; and any other, payments from the
trust are considered a transfer of assets by the individual.

With respect to irrevocable trusts which may benefit the grantor,
the corpus of the trust is considered a resource available to the in-
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dividual, payments from the trust to or for the benefit of the indi-
vidual are considered income to the individual, and any other pay-1 of- é*
inents from the trust are considered a transfer of assets by the in-
dividual. Any portion of such an irrevocable trust from which no
payment can under anylcircumstances be made to the individual
ahall be-considered a transfer of assets by the individual aS of the
date of establishment of the truBt. . .

With respect to irrevocable trusts which cannot benefit the grant-

or, the corpus shall be considered a transfer of assets by the indi-
vidual as of the date of the establishment of the trust and pay-
ments from the trust after this date shall be disregarded. -
» Under the Commlttfe bill, these rules do not apply to the follow-
ing types of trusts: (1) trusts established for the benefit of a dis-
abled individual by a parent, grandparent, or other representative
payee-(including a court or administrative b_ody% of the individual;
and (2) trusts composed only of pension, Social Security, and other
income'to the individual (plus accumulated income) under which
the_State receives any amounts remaining upon the death of the
individual and which are established in States that limit nursing
home eligibility to individuals with incomes below an amount set
by the State no higher than 3Q0 percent of the benefit rate under
the Supplemental Security Income (SSI) program. )

The Committee bill requires State Medicaid agencies to establish
procedures (in accordance with standards specified by the Sec-
retary) under which the agency waives the application of these
rules relating to “Medicaid qualitying trusts” with respect to an in-
dividual if the individual establishes (under criteria established by
the Secretary) that the application of these rules would work an
undue hardship on the individual.

Sec. 5112. Medicaid estate recoveries

Under current law, a State has the option of seeking recovery of
amounts correctly paid on behalf of an individual under its Medic-
aid program from the individual’s estate if the individual was 65

ears or older at. the time he or she received Medicaid benefits. The
tate may not seek, recovery from the beneficiary’s estate-until the
death of the surviving spouse, if 6_1!‘3/, and only if the individual has
no surviving minor or disabled child: , - V.. >

» Under the Committee bill, States are required to establish an es-
tate recovery program that meets certain requirements. The pro-
?ram_mu_st_ identify and track resources (whether or not excluded
or eligibility purpo_ses?) of individuals who receive n_u_rsm? facility,
home and community-based services, and other specified long-term
care services. The program must promptly ascertain when the indi-
vidual and the surviving spouse, if any, dies, and must provide for
the collection of the amounts correctly paid by Medicaid on behalf
of the individual for long-term care services from the estate of the
individual or the surviving spouse. The term “estate” is defined as
all real and personal property of a deceased individual and all
other assets in which the individual had any legally cognizable title
or interest at the time of his death, including assets conveyed to
a survivor, heir, or assign through joint tenancy, survivorship, life
estate, living trust, or other arrangement.
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The Committee bill requires the State agency to establish proce- (
dures (in accordance with standards specified by the Secretary)
under which the agency waives recovery if it would work an undue
hardship (in accordance with criteria established by the Secretary).
The Committee expects that, in developing standards for State-re-
covery procedures, the Secretary will address adequacy of notica.to”.
and representation of, affected parties; the timeliness of the piroc-"i-
ess; and the availability of appeals and other issues. With respect 'i
to the establishment of criteria for use by States in determining
whether to waive recovery, the Secretary should provide for special
consideration of cases in which the estate subject to recovery is.(l)
the sole income-producing asset of survivors (where such income is '
limited), such as a family farm or other family business, or (2) a
homestead of modest value or (3) other compelling circumstances.
The Committee also expects the Secretary to provide guidance.to
States on how to address situations where recovery is not waived *
and beneficipries of the estate from which recovery is sought wish |
to satisfy the State's recovery claim without selling a non- I|qU|d
asset subject to recovery. .

Sec. 5113. Closing loophole permitting wealthy individuals to qual- ~
ify for Medicaid

Under the Committee bill, Section 1902(r)(2) of the Social Secu-
rity Act is amended to prohibit State plans from disregarding as-
sets in cases where an individual has received or is eligible to re-
ceive payments under a long-term care policy. The provision does
not apply to State plan provisions that are approved by the Sec-
retary as of May 14, 1993. This provision prevents States from dis-
regarding assets of individuals seeking Medicaid eligibility on the
hasis that individuals have purchased long-term care insurance
policies. Certain states and the Secretary have interpreted section
1902(rX2) as permitting such disregards.

Part 4— Improvement in identification and collection of third party
payments

Sec. 5116. Liability ofthird parties to pay for care and services

Under current law, State Medicaid agencies are required to take
all reasonable measures to ascertain the legal, liability of third par-
ties (including health insurers) to pay for covered services provided
to Medicaid beneficiaries.

(a) Liability of ERISA plans.— The Com mittee bill mcludes group
health plans as defined in section 607(l) cf the Employee Retire-
ment Income Security Act of 1974, service benefit plans, and health
maintenance organizations among the third parties the legal liabil-
ity of which States are required to ascertain with respect to serv-
ices provided to Medicaid eligibles.

(b) Requiring States to prohibit insurers from taking Medicaid
status into account.— The committee bill requires States to prohibit
any health insurer, group health plan under ERISA, service benefit
plan, or HM 0 from taking into account an individual's, eligibility
for Medicaid in enrolling the individual for coverage or making any
payments for benefits to (or on behalf of) the individual.
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(c) State right to subrogation.— The Committee bill providesVtHat,
in any case where a third paity has a legal liability to make pay-
ment for services provided to a Medicaid beneficiary, a State is sub-
rogated to the right of any other party to payment for such services
to the extent that payment has been made by the Medicaid pro-
gram.

Section 5.117. Health coverage clearinghouse

The Committee bill directs the Secretary of Health and Human
Services to establish and operate a Health Coverage Clearinghouse
for the purpose of |dent|fy|ng indemnity insurers, service benefit
plans, group health plans under ERISA, health maintenance, orga-
nizations, and other third parties which may be liable for payment
for services provided to Medicaid, Medicare, or Indian Health Serv-
ice beneficiaries (or individuals receiving services funded under the
Maternal and Child Health Block Grant). The bill directs State
Medicaid agencies to request information from the Clearm?\qou_se
concerning the employment and group health coverage of a Medic-
aid beneficiary, the beneficiary’s spouse, or, if the beneficiary is a
dependent child, the beneficiary’s (Joarents. The bill sets forth proce-
dures under which State Medicaid programs mav obtain this infor-
mation from the Clearinghouse as well as procedures for the main-
tenance of a data_bank by the Clearinghouse. The bill also directs
employers to provide information relating to coverage of individuals
(and spouse and dependent children) under the empIQP/er’s group
health plan to the Clearinghouse and provides a civil monetary
penalty for willful and repeated failure to comply.

Sec. 5118. Medical child support

Under current law, State Medicaid agencies must enter into co-
operative arrangements with the. State's Child Support Enforce-
ment agency under Title 1V-D of the Social Security Act with re-
spect to the enforcement and collection of rights of payment for
medical care by or through a parent. States must also require’indi-
viduals, as a condition of Medicaid eligibility, to assign to the State
any rights to support for the purpose of medical care by a court or
administrative order. ) —a ) Ve )

*The Committee bill requires States to have in effect the-following
laws relating to medical child support; (1) a law that prohibits an
insurer from denying enrollment of a child' under the health cov-
erage of the child’s parent on the ground that the child was born
out of wedlock, cannot be claimed as a dependent on the parent’s
Federal income tax return, orndoes not reside with the parent or
in the insurer's service area, (2) a law that requires an insurer, in
any case in which a |oarent IS required by a court or administrative
order to provide health coverage for a child and the parent is eligi-
ble for family coverage through the insurer; to permit the parent
and/or child to enroll regardless of enrollment season restrictions;
(3) a law that reouires any employer doing business in the State
that_provides health coverage to a child pursuant to court or ad-
ministrative order to withhold the employee's share of the premium

up_to the maximum permitted by the Consumer Credit Protection
ct); (4) a law that prohibits an Insurer from imposing special re-
quirements on a State agency acting as a subrogee or agent of a
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Medicaid beneficiary; (5) a law that requires an insurer to facilitate
payment for services to a child, in cases where the child has health
coverage through the noncustodial parent; and (6) a law.,that re-
quires the State Medicaid agency to élar_nlsh wages,-‘or'withhold
amounts from State tax refunds, to individuals who are subject to
a medical child sup]port order, have received payment from a third'
Party of the costs of services to the child, and have not reimbursed
he provider or the. other parent or guardjan. ) )
For purpose? of these laws, the term “insurer” includes an entity
offering a service benefit, plan, a health maintenance organization,
and a group Health plan under ERISA.

Part 5—Assuring proper payments to disproportionate share
T hospitals -

Sec. 5121. Assuring proper payments to disproportionate share hos-
e pitalsm * . ‘ .-

Under current law- States are required to make adjustments to
ﬁayments for inpatient, services provided to Medicaid patients at

ospitals serving disproportionate numbers of Medicaid and other
low-income patients with special needs. States have broad author-
ity to desi. aate “disproportionate share" (DSH) hospitals. However,
a hospital is deemed to be a DSH hospital, and is entitled to re-
ceive payment adjustments, if (1) its Medicaid inpatient utilization
rate is at least one standard deviation above.the mean Medicaid in-
patient utilization rate for hospitals receiving Medicaid payments
In the State, or (2_?_ the hospital’s low-income utilization rate ex-
ceeds 25 percent. There is no restriction on the amount of DSH
payment adjustments any DSH facility can receive; however, the
total amount of DSH fayment adjustments in any State may not
exceed the higher of (1) 12 percent of the total Medicaid expendi-
tures in the State during the fiscal year or (2) the total amount of
DSH payment adjustments made by the State during FY 1992.

The Committee is concerned by reports: that somelStates-are
making DSH payment adjustments to hospitals that: do not provide
inpatient services to Medicaid beneficiaries. The. purpose of the
Medicaid DSH payment adjustment is to assist those facilities with
high volumes or Medicaid patients in meeting the costs of providing
care to the uninsured patients that they serve, since these facilities
are unlikely to have large numbers of privately insured patients
through which to offset their-operating losses oa the uninsured. It
is difficult for the Committee to understand how the payment of a
Medicaid DSH payment adjustment to a facility that has no Medic-
aid inpatients can be justified on statutory or policy grounds. The
Committee bill therefore prohibits States from designating a hos-
pital as a Medicaid disproportionate share hospital unless at least
1 percent of the facility’s inpatient days are attributable to Medic-
algljpatlents. _ Ce— :

he Committee is-also .concerned-by reports tht't-some States
have made DSH payment adgustments to State psychiatric_or uni-
versity hospitals in amounts that exceed the net costs, and in some
instances the total costa, of oReratlng-the facilities. According to
such reports, once received by the State hospital, these excess Med-
icaid DSH payments are transferred to the State general fund,
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MEMORANDUM

TO: Senator Steve Frank, Co-Chair
Senator Drue Pearce, Co-Chair
Senate Finance Committee

FROM: David Skidmore, Staff Aide
RE: Sectional Analysis of SB 366

DATE: 25 March, 1994

This document was prepared in response to your request for a sectional
analysis of Senate Bill 366. In large part, the statutory changes proposed in
this bill are required by the federal Omnibus Budget Reconciliation Act of
1993, and the Department of Health and Social Services would face a penalty
if the necessary legislation is not adopted. Beyond this, SB 366 directs the
Division of Medical Assistance to implement a copayment policy with
regard to Alaska's Medicaid plan.

Section 1 of the Bill establishes the purposes of the Act. The purposes of the
Act are to (1) bring the state into compliance with federal law with respect
to the recovery of Medicaid payments from the estates and trusts of
individuals under certain circumstances and with respect to the
establishment of medical support orders for children; and (2) allow
diversion of certain employee pension payments into Medicaid-qualifying
trusts if the trusts provide that Medicaid payments made on behalf of the
individual may be recovered from the trust after the individual's death.
There is actually a third purpose of the bill in Section 19: to provide that the
State Medicaid plan shall impose copayment requirements on eligible
persons to the maximum extent allowed under federal law.

Section 2 of the Bill amends AS 14.25.200(a). This amendment provides that
a teacher's or member's right to receive benefits from the Teachers'
Retirement System of Alaska may be assigned to a trust or similar legal
device that meets the requirements for a Medicaid-qualifying trust under
AS 47.07.020(0 and 42 U.S.C. 1396p(d)(4).

Section 3 of the Bill amends AS 21.36 (TRADE PRACTICES AND FRAUDS)

by adding a new section 095 (COVERAGE OF CHILDREN). This new
section imposes certain requirements on providers of insurance, relating to

— SB 366: Sectional Analysis



coverage of children of the insured who are not in the custody of the
insured.

Section 4 of the Bill amends AS 25.27.020(a). This amendment establishes a
duty on the Child Support Enforcement Agency to ensure that a medical
support order meet the requirements of AS 25.27.063 (see Section 7) and to
act on behalf of DHtScSS in the enforcement of AS 47.07.025(b) (see Section
18).

Section 5 of the Bill amends AS 25.27.060(c). This amendment establishes a
duty on the court to ensure that a medical support order meet the
requirements of AS 25.27.063 (see Section 7).

Section 6 of the Bill amends AS 25.27.062(i). This amendment extends the
duty of an employer to withhold current child support obligation from an
obligor's wages, adding to this amount the obligor's share of any premium
for health coverage required to be withheld under AS 25.27.063(c)(4) (see
Section 7).

Section 7 of the Bill amends AS 25.27 (CHILD SUPPORT ENFORCEMENT
AGENCY) by adding a new section 063 (MEDICAL SUPPORT ORDER).
This section sets forth the requirements of a medical support order which
requires that the obligor provide health care coverage for the child to whom
the duty of support is owed.

Section 8 of the Bill amends AS 25.27.065(b). This amendment is necessary
for the sake of conformity. Under current statute, an agreement between
an obligor and a person who is entitled to receive support on behalf of an
obligee to waive past or future child support is not effective when the obligee
Is receiving public assistance and the right to receive child support has
been assigned to a governmental agency (unless such an agreement has
been adopted as an administrative order of the agency). This amendment
extends this provision to include an obligee who is receiving medical
assistance.

Section 9 of the Bill amends AS 25.27.120(a). This amendment is necessary
for the sake of conformity. Under current statute, an obligor is liable to the
state in the amount of public assistance granted to a child to whom the
obligor owes a duty of support with the exception that if a support order has
been entered, the liability of the obligor may not exceed the amount of
support provided for in the support order. This amendment extends this
provision to include an obligee who is receiving medical assistance.

Section 10 of the Bill amends AS 25.27.120(d). This amendment is necessary
for the sake of conformity. Under current statute, if the Child Support
Enforcement Agency fails to notify the obligor of the liability accruing due to
the obligee's receipt of public assistance, interest docs not accrue on the
liability to the state unless a support order has been entered. This



amendment extends this provision to include an obligee who is receiving
medical assistance.

Section 11 of the Bill amends AS 20 ?.130(b). This amendment is necessary
for the sake of conformity. Under current statute, if the Child Support
Enforcement Agency is establishing or enforcing an order of support, the
agency is not limited to the amount of public assistance being granted to the
minor child. This amendment extends this provision to include an obligee
who is receiving medical assistance.

Section 12 of the Bill amends AS 25.27.130(c). This amendment is necessary
for the sake of conformity. Under current statute, if the Child Support
Enforcement Agency recovers any amount for which the obligor is liable
that exceeds the total public assistance granted, the excess amount shall be
granted to the obligee. This amendment extends this provision to include
an obligee who is receiving medical assistance.

Section 13 of the Bill amends AS 25.27.130(d). This amendment is necessary
for the sake of conformity. Under current statute, if the obligee is not
receiving public assistance at the time the Child Support Enforcement
Agency recovers money from the obligor for which the obligor is liable, the
amount recovered shall be distributed to the obligee for support payments
that have become due and unpaid since the termination of public
assistance. This amendment extends this provision to include an obligee
who is receiving medical assistance.

Section 14 of the Bill amends AS 25.27.130(e). This amendment is necessary
for the sake of conformity. Under current statute, if the Child Support
Enforcement Agency has recovered an amount for which the obligor is
liable and the obligee is no longer receiving public assistance, the agency
may not retain an amount in excess of the total unreimbursed public
assistance. This amendment extends this provision to include an obligee
who is receiving medical assistance.

Section 15 of the Bill amends AS 25.27.130(f). This amendment is necessary
for the sake of conformity. Under current statute, if required by federal

law, the state shall have first claim on any amount recovered through offset
of the obligor's federal tax refund for unreimbursed public assistance
received by the obligee. This amendment extends this provision to include
an obligee who is receiving medical assistance.

Section 16 of the Bill amends AS 39.35 500. This amendment provides that a
public employee's right to receive benefits from the Public Employee's
Retirement System of Alaska may be assigned to a trust or similar legal
device that meets the requirements for a Medicaid-qualifying trust under
AS 47.07.020(f) and 42 U.S.C. 1396p(d)(4).

Section 17 of the Bill amends AS 47.07.020 (MEDICAID ELIGIBLE
PERSONS) by adding new subsections (f) and (g). Subsection (f) provides



that a person may not be denied eligibility for Medicaid on the basis of a
diversion of income into a Medicaid-qualifying trust. Subsection (g)
provides that a person's eligibility for Medicaid may not be denied or
delayed on the basis of a transfer of assets for less than fair market value if
the person establishes to the satisfaction of the department that the denial
or delay would work an undue hardship on the person.

Section 18 of the Bill amends AS 47.07 (MEDICAL ASSISTANCE FOR
NEEDY PERSONS) by adding a new section 025 (ASSIGNMENT OF
MEDICAL SUPPORT RIGHTS). This new section provides that an
applicant for or recipient of Medicaid is considered to have assigned to the
state all rights to medical support that the applicant or recipient may have
from all sources. In addition, this new section establishes the authority of
DH&SS-through the CSEA or on its own behalf-to garnish the wages,
salary, or other employment income of persons to whom this section
applies. OBRA '93 requires that the Title XIX agency have the authority to
pursue collection of medical support debt.

Section 19 of the Bill amends AS 47.07 by adding a new section 042
(RECIPIENT COST-SHARING). This new section provides: that the State
Medicaid plan shall impose copayment requirements on eligible persons to
the maximum extent allowed under federal law; that health care providers
shall collect the allowable charge; that the department shall reduce
payments to each provider by the amount of the allowable charge; that a
provider may not deny services because a recipient is unable to share costs;
and that an inability to share costs does not relieve the recipient of liability
for the costs.

Section 20 of the Bill amends AS 47.07 by adding a new section 055
(RECOVERY OF MEDICAL ASSISTANCE FROM ESTATES). This new
section provides that the estate of an individual who received Medicaid
assistance is subject to a claim for recovery of the medical assistance after
the individual's death, given the fulfillment of certain circumstances.

Section 21 of the Bill provides that the copayment charges imposed under
Section 19 apply only to services performed on or after July 1, 1994.

Section 22 ofthe Bill provides that the effective date is July 1, 1994.
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STATE OF ALASKA
>4 LEGISLATIVE SESSION

Revision Date:  -L/28/%

FISCAL NOTE
BILL NO.

Title  Health Care Reform Commiitees

Insurance

CSSB 367 (FIN)

BeR%qnnEnt Affected: - Commerce and Economic Development

Component:  Operations

oponsor - enate HESS Lommtlee

Requestor;

COMPONENT SERIAL NO. 0354

Expenditures/Revenues:
OPERATING EXPENDITURES FY %
PERSONAL SERVICES 218
TRAVEL -
CONTRACTUAL 24
SUPPLIES 40
EQUIPMENT 184
&STRUCTURES

CGRANTS. CLAIMS

MISCALANEOUS

TOTAL OPERATING 3226

CAPITAL EXPENDITURES 5000
| CHANGE INREVENUES ()

FUND SOURCE

1002 Fecleral Receipts

1003 GF Metch

1004 GF _

1005 GF/Program Regeipts 8226
1006 GHIVHTIA

Other

TOTAL 8226
Estimate of current year (FY 94) cost: $
POSITIONS
I FULL-TIVE 40
» PART-TIVE

TEMPORARY

For further distribution informetion caHthe Governor's Legislative Office

-ev 11/93

FY % FY 97 FY %8
99.2 99.2 995.2

2120 220 220
200 200 200
197.6 20 20

14248 12412 . L2412
500.0 5000 5000

19248 17412 17472
19248 17472 17472

20 20 20

FY9

FY00



SB367FN2.XLS

i FY 95i FY 961 FY 97 FY 98
SB 367 Fiscal Note for the Dept of Commerce and Economic Development

Division of Insurance

! 1 1 " | 1 i 1
Data Collection/Analysis and Claims:
i 1 - 1 i i ; ! i
1 1 1 i 1 1 1 |
1i ChiefR-22 @ $74.5. | | 74.5 1 74.5 74.5 1 74.5
I Analyst/Programmer IV R-19 @$61.9 | 61.9 J 61.9 61.9 ! 61.9
n Analyst/Programmer WM R-17 @$54.5 | 54.5 | 54.5 54.5 i 54.5
1] Secretary R-10 @$36.9 36.9 | 36.9 36.9 1 36.9
[ 1 [ 1 1 1 ]
11  Economist HR-20 @ $65.8 1 65.8 1 65.8 1 65.8
41 Statistical Tech 1R-12 @ $41.0 1 1 164.0 164.0 i 164.0
31 Statistical Tech WR-14 @ $45.2 | i | 135.6 135.6 i 135.6
21 Statistical Clerk R-10 @ $36.9 ! 73.8 73.3 1 73.8
31 Research Analyst IR-16 @ $51.2 i 153.6 153.6 * 153.6
31 Research Analyst I R-13 @ $58.2 | 174.6 174.6 1 174.6
201 | 1 (Total: 227.8 | 995.2 995.2 1 995.2
| | 1 1 i i
Contractual- $10.6 per position 42 .4 | 212.0 212.0 1 212.0
Office space per position- 1 1
12 mths/$1.80/sq ft/175 sq ft = $3.3 | 1
Miscellaneous contractual- $6.8 I '
1 1 1 | I
Supplies: $1.0/position 4.0 1 20.0 20.0 . 20.0
I 1 | I !
Equipment: 12_1/position 1st w, 1.0/pos. after 48_.4 197.6 20.0 1! 20.0
1 i
!
iCapital Expenditure: 1
1 Contractual Claims Handling/Data Collection costs: 500.0 500.0 500.0 1 500.0
1 1
1 . 1
Subtotal of Costs for Data Collection: 822.6  1,924.8  1,747.2 1 1,747.2
3
|

Total Costs:
1

822.6 1924 .8 174721 17472

e el

4/29/94, 7:26 AM



FISCAL NOTE
STATE OF ALASKA BILL NO. CS SB 367 (Fin)
1994 LEGISLATIVE SESSION

Revision Date: Dept. Affected: O ffice of the Governor

Title: An Actrelating to review and approval of _8RU: Commissions and Special Offices
health insurance rates and rating factors:... Component: Health Care Plan/Public Health
Sponsor: Senate HESS Advisory Comrni cCs
Requestor: Senate Finance '‘COMPONENT SERIAL NO.
EXpendIturES/RevenueS (Thousands of Dollars)
OPERATING FY95 FY96 | FY97 I FY98 FY99 1 Fv 00
PERSONAL SERVICES 300.0 417.0! | 1
TRAVEL 82.0 84.31 | |
CONTRACTUAL 200.8 230.71 | 1
SUPPLIES 5.2 7.01 | 1
EQUIPMENT 84.7 1.01 1 1
LAND & STRUCTURES 1 | 1
GRANTS, CLAIMS 1 1 1
MISCELLANEOUS 1 1 |
TOTAL OPERATING 672.7 740.01 0.01 0.0 0.01
CAPITAL EXPENDITURES
CHANGES IN REVENUES
FUND SOURCE (Thousands of Dollars)
[ 1002 Federal Receipts 1 1 | 1
1 1003 GF Match 1 |
1004 GF 672.7 740.01 1 1
1005 GF/Program Receipts 1 1 1
1006 GF/MHTIA 1 1 1
Other 1 1 1
TOTAL 672.7 740.01 0.01 0.0 0.01
POSITIONS:
J FULL-TIME 7 71 1 | |
PART-TIME 1 1 1
TEMPORARY | 1 1
Estimate of currentyear (FY94) impact: 0.0
ANALYSIS: (Attach a separate page if necessary)

This version of the bill establishes two advisory committees, the HEALTH CARE PLAN ADVISORY COMMITTEE (Sec 14)
and the PUBLIC HEALTH ADVISORY COMMITTEE (Sec 15). See attached pages for analysis.

Prepared by: Midheel A. Nizich. Director Phone: 465-3616
Division: Division of Administrative Services Date: 04/29 94
Approved by Commissioner: Patrick PJRvm. Chiefof Staff ~ Date: 04 29/94
Agency: Office of the Governor / .

genev % arz—

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information call the Governor’s Legislative Office
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Analysis: CSSB 367 (FIN) April 29,
Fiscal note reflects costs related to the Health Care Plan Advisory
and Public Health Advisory Committee to June 30, 1996, repeal
of the enabling legislation per Sec. XX of the bill. Fiscal
further assumes staff will serve both committees.
FY95
Personal Services: 300.0 417.0
Personal Services costs reflect 9 months in
FY95 and 12 months in FY96 with merit increases
in FY96.
1 Executive Director (Rg 23)
2 Health Planners (Rg 19)
2 Research Analysts (Rg 13)
1 Administrative Assistant (Rg 12)
1 Clerk (Rg 10)
Travel: 82.0 84.
Health Care Plan Advisory Committee:
(7 members) assumes 4 meetings in FY95 and
5 meetings in FY96
FYS5 FY96
airfare/per diem 11,200 14,000
Public Health Advisory Committee:
(9 members) assumes 4 meetings in FY95 and
3 meetings in FY96
FY95 FY96
airfare/per diem 18, 9'.0 14,200
Public Health Advisory subcommittee:
assumes 8 subcommittee meetings each fiscal year
FY95 FY96
airfare/per diem 25,200 25,200
Staff travel:
meetings related travel and 3 out-of-state trips
FY95 FY96
airfare/per diem 8,700 9,400

Page 2 of

1994

date
note

FY96



CSSB 367 (FIN)

Analysis:
Travel - continued
Honorarium:

Health Care Plan Advisory Committee
$250/day honorarium

FY95
assumes 2 day meetings 14,000
8 teleconferences 4,000
Contractual:
Professional Services:
FYO95
consulting actuary 10,000
legal services 70,000
Contractual costs per position:
FY95
toll costs, postage 54,500
fax, utilities, etc.
Communications:
FY95
teleconferences 28,000
Advertising:
FY95
public notice for 17,000
meetings and public
hearings
Lease Space:
FY95
175 sf per position 19,800
x $1.80 per sf cost
facility rental for 1,500

meetings

April 29, 1994

members receive

FY96
17,500
4, 000

FY96
10,000
70,000

FY9 6
70,400

FY96
28,000

FY96
17,000

FY96
30,500

4,800

200 .8 230 .7

Page 3 of 4



Analysis: CSSB 367 (FIN)

Supplies:
Assumes $1.0 per position
Equipment:

work stations, phones, computer
equipment @ 12.1 per position

April 23, 1994

84.

Page 4 of 4



Amendmentto Senate Bill 367 (Finance)

*/- cry
SENATE FINANCE
Delete Sections 2, 5, and 7. COMMITTEE /™,
Amendment Number:
Bil Nurnber: rfST5'»« ? itn
Add new sections as follows: Sponsor: Datai-

Logged In By: tirw,

flto\/€ D
Section 2. AS 21.51 is amended by adding a new section to read: ' ojjxn
[ApopTur
Sec. 21.52.350. PREMIUM RATES AND RATING FACTORS. A
disability insurer /il

(1) sbladl fifilewiithtiibeddieettoraate soor asitingfdettossforddsaaniiigv W/ ~ (AL §
insurance before the intended effective date of the rate or rating factor; r

(2) may not use a rate or rating factor that has not been filed with
the director: and

(3) may file a new rate or rating factor at any time.

Section 5. AS 21.86 is amended by adding a new section to read:

Sec.21.86.075. PREMIUM RATES AND CHARGES. A health
maintenance organization

(1) shall file with the director rates, rating factors, premiums,
fees for services, and enrollee fees, including a change to a rate, rating factor
premium, or fee, used in providing health care services to enrollees of the health
maintenance organization;

(2) may not use a rate, rating factor, premium, or fee that has not
been filed with the director; and

(3) may file a new rate, rating factor, premium, or fee at any time.

Section 7: AS 21.87.190 is repealed and reenacted to read:
Sec. 21.57.190. RATES and CPIARGES. A service corporation
Q) shall file with the director subscription rates, rating factors, fees, and
payment charges, including a change to a rate, rating factor, fee, or payment

charge, to be charged to or on account of the serwice cooperation's subscribers;

2 may not use a rate, rating factor, fee or payment charge, that has not
been filed with the director; and

(3) may file a new rate , rating factor, fee, or payment charge at any time.



AMENDMENT
OFFERED IN THE SENATE BY SENATOR RIEGER
TO: CSSB367(  )(Draft 8-LS1498NX)

AL fay 0]
PRSTS

Page 1, line 2, after "factors;"

delete "relating to certain civil actions against health care providers"

insert "prohibiting a civil action based on professional negligence against a
health care provider by a person who on the date of the negligent act or omission is

less than two years of age, unless the action is brought before the person's eighth
birthday"

SENATE FINANCE
COMMITTEE

)
Amendment NumberJL"Z.
gill Mnmhflr: S& 2
Sponsoi”~c

Logged In



AMENDMENT

OFFERED IN THE SENATE -prEUD
TO: CSSB 367(  )(Draft 8-LS1498\X) fioA

Page 3, lines 8-31
Delete

Page 3, line 8

Add:

Sec. 21.58.020. HEALTH CARE DATA SYSTEM, (a) The Department of
Commerce and Economic Development shall develop and may, subject to
appropriation, periodically update a health care data system. To the extent
pralctigable, the date system base year shall be calendar year 1995 and the system may
include

(1)  health care expenditures, including capital expenditures associated
with receiving health care;

(2  demographic data;

(3 clinical information in a format which does not identify individual
patients, including diagnosis, type of provider, type of service, location and length of
care, referral patterns, quality of care, and result of care;

(4)  billing and payment data in a format which does not identify
individual patients; and

(5)  public health data, including vital statistics and health status.

()  The commissioner may request health care data necessary to develop or
update the data system required under (a) of this section from a health care provider
or insurer. A health care provider or insurer who receives a request under this
subsection may but is not required to comply with the request.

(© Information and data obtained or produced by the director under this section,
except as provided under (e) of this section, shall be kept confidential as a matter

Page 4, line 6
After "recipient"
Add "or provider"
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4126/94

CS FOR SENATE BILL NO. 367( )
IN THE LEGISLATURE OF THE STATE OF ALASKA

EIGHTEENTH LEGISLATURE - SECOND SESSION

BY

Offered:
Referred:

Sponsors): SENATE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

A BILL
FOR AN ACT ENTITLED
"An Act relating to review and approval of health insurance rates and rating
factors; relating to certain civil actions against health care providers; relating to
coordination of insurance benefits and to determination and disclosure of fees paid
to an insured or health care provider; establishing an advisory committee on a
health care plan and an advisory committee on public health; and providing for

an effective date."”

DE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 09.10 is amended by adding a new section to read:
Sec. 09.10.065. LIMITATION ON ACTIONS BY CERTAIN MINORS
AGAINST HEALTH CARE PROVIDERS, (a) Notwithstanding AS 09.10.140, an
action based on professional negligence may not be brought against a health care
provider by a person who is, on the date of the alleged negligent act or omission less
than two years of age, unless the action is brought before the person’s eighth birthday.

1- CSSB 367( )
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(b) The limitation ’'mposed under (a) of this section is tolled during any period
in which there exists

(1) fraud, including fraud or collusion by a parent, guardian, insurer,
or health care provider, resulting in the failure to bring an action on behalf of an
injured minor;

(2) intentional concealment; or

(3) the undiscovered presence of a foreign body, that has no therapeutic
or diagnostic purpose or effect, in the body of the injured person and the action is
based on the presence of the foreign body.

(c) In this section,

(1) "health care provider” has the meaning given in AS 21.58.400;

(2) "professional negligence” means a negligent act or omission by a
physician in rendering professional services;

(3) "professional services" means services provided by a health care
provider that are within the scope of services for which the health care provider is
licensed, and that are not prohibited under the health care provider’s license or by a
hospital in which the health care provider practices.

* jec. 2. AS 21.51 is amended by adding a new section to read:
Sec. 21.51.350. PREMIUM RATES AND RATING FACTORS, (@ A
disability insurer

(1) shall file with the director rates or rating factors for disability
insurance at least 90 days before the intended effective date of the rate or rating factor,
and

(2) may not use a rate or rating factor that has not been filed with the
director as required under this subsection.

(b) A rate or rating factor not disapproved by the director before the intended
effective date of the rate or rating factor is considered approved by the director.
* Sec. 3. AS 21 is amended by adding a new chapter to read:
CHAPTER 58. HEALTHCARE.
Sec. 21.58.010. REQUIRED AVAILABILITY OF PRICE LIST. Ahealthcare

provider shall prepare a list of the provider’s prices that includes the dates during

CSSB 367( ) 2-
ivev wm'mc Underlined (DELETED TEXT BRACKETED!
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which the prices will be applicable. The price list shall be made available either by
posting the price list in a conspicuous location in the health care provider’s office or
by similarly posting a notice that the price list is available for review upon request.
The contents of the price list required under this section must include the provider’s
40 most commonly provided health care services or those health care services provided
more than five times in a calendar year, whichever would result in a shorter price list
of health care services.

Sec. 21.58.020. HEALTH CARE DATA SYSTEM, (a) The Department of
Commerce and Economic Development shall develop and periodically update a health
care data system. To the extent practicable, the data system base year shall be
calendar year 1995 and the system may include

(1) health care expenditures, including capital expenditures associated
with receiving health care;

(2) demographic data;

(3) clinical information, including patient type of provider,
type of service, location and length of care, referral patterns, quality of care, andPVItf
m w m

(4) billing and payment data; and

(5) public health data, including vital statistics and health status.

(b) The commissioner may, by regulation, require health care providers to
submit claims data and additional information necessary to develop or update the data
system required under (a) of this section.

(c) The commissioner may pursue waivers from applicable federal law or from
federal agencies to the extent necessary to maximize the collection and analysis of
health care data.

(d) Information and data obtained or produced by the director under this
section are subject to the disclosure requirements and exceptions of AS 09.25.110 and
09.25.120 and the regulations adopted under those statutes. Information or data
identifying a recipient of health care services is considered to be a medical and related
public health record subject to the exception to public inspection under AS 09.25.120

and, except as provided under (e) of this section, shall be kept confidential as a matter

3 CSSB 367( )
Nrw Texc Underlined IDELETED TEXT BRACKETED!
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of law. A person who wrongfully discloses or who uses or permits the use of
confidential information or data in violation of this subsection is guilty of a class B
misdemeanor.

(e) Information or data regarding health care services

(1) may be disclosed in an aggregate form that does not identify an
individual recipient; and

(2) that identify an individual recipient may be disclosed to a health
care provider, if the individual recipient has agreed to release the information or data.

Sec. 21.58.030. UNIFORM DATA AND PROCEDURES FOR HEALTH
CLAIMS, (a) The director shall adopt by regulation uniform claims forms, uniform
standards, and uniform procedures for the processing of data relating to billing for and
payment of health care services provided to residents of the state. A health insurance
company shall comply with the uniform claims forms, standards, and procedures
established under this section.

(b) The director shall ensure that other regulations adopted by the director
under this title that apply to a health insurer are not in conflict or inconsistent with
regulations adopted under (a) of this section.

Sec. 21.58.040. APPROPRIATIONS. The legislature may appropriate a
portion of the proceeds of the tax on insurance premiums collected under
AS 21.09.210 to pay the administrative costs of this chapter.

Sec. 21.58.400. DEFINITIONS. In this chapter,

(l) "commissioner” means the commissioner of commerce and
economic development;

(2) "health care provider” means an acupuncturist licensed under
AS 08.06; an audiologist licensed under AS 08.11; a chiropractor licensed under
AS 08.20; a dental hygienist licensed under AS 08.32; a dentist licensed under
AS 08.36; a marital or family therapist licensed under AS 08.63; a direct-entry
midwife certified under AS 08.65; a nurse licensed under AS 08.68; a dispensing
optician licensed under AS 08.71; a naturopath licensed under AS 08.45; an
optometrist licensed under AS 08.72; a pharmacist licensed under AS 08.80; a physical

therapist or occupational therapist licensed under AS 08.84; or a physician's assistant
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certified under AS 08.64; a physician licensed under AS 08.64; a podiatrist; a
psychologist and a psychological associate licensed under AS 08.86; a clinical social
worker licensed under AS 08.95; an emergency medical technician certified under
AS 18.08.082; a mobile intensive care paramedic trained as required under
AS 18.08.082; a health maintenance organization as defined in AS 21.86.900; a
hospital or medical service corporation as defined in AS 21.87.330; a hospital as
defined in AS 18.20.130, including a governmentally owned or operated hospital; and
an employee of a health care provider acting within the course and scope of
employment;

(3) "health care services" means preventive, diagnostic, medical,
surgical, reproductive, psychiatric, psychologic, rehabilitative, health maintenance,
dental, podiatric, optometric, optical, audiologic, nutritive, and chiropractic care;
prescription drugs, laboratory and radiologic services, medical supplies, durable
medical equipment and devices; personal assistance services; inpatient and outpatient
care; home health care; hospice care; and long-term or institutional care;

(4) "health insurance™ means an individual or group contract or other
plan providing coverage of health care services that is issued by the corporation or by
a health insurance company, a hospital service corporation, a medical service
corporation, or a health maintenance organization; "health insurance" includes disability
insurance under AS 21.12.050;

(5) "health insurance company"” means an insurer that is authorized to

transact health insurance.

* Sec. 4. AS 21.86.070(g) is amended to read:

() The director may require that additional relevant material considered
necessary by the director be submitted in order to determine the acceptability of a

filing made under (EITHER] (b) (OR (e)] of this section.

* Sec. 5. AS 21.86 is amended by adding a new section to read:

Sec. 21.86.075. PREMIUM RATES AND CHARGES, (a) A health

maintenance organization

(l) shall file with the director rates, rating factors, premiums, fee

services, and enrollee fees, including a change to a rate, rating factor, premium, or fee,
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used in providing health care services to enrollees of the health maintenance
organization; a filing required under this paragraph must be made at least 90 days
before the intended effective date of the filing; and

(2) may not use a rate, rating factor, premium, or fee that has not be
filed with the director as required under this subsection.

(b) A filing under this section not disapproved by the director before its
intended effective date is considered approved by the director.

* Sec. 6. AS 21.86.260(a) is amended to read:

(a) Except as provided in AS 21.56. AS 21.89.100 - 21.89.120. and in this
chapter, this title does not apply to a health maintenance organization that obtains a
certificate of authority under this chapter. This subsection does not apply to an insurer
licensed under AS 21.09 or a hospital or medical service corporation licensed under
AS 21.87 except with respect to its health maintenance organization activities
authorized by and regulated under this chapter.

* Sec. 7. AS 21.87.190 is repealed and reenacted to read:
Sec. 21.87.190. RATES AND CHARGES, (a) A service corporation

(l) shall file with the director subscription rates, rating factors, fees,
and payment charges, including a change to a rate, rating factor, fee, or payment
charge, to be charged to or on account of the service corporation’s subscribers; a filing
required under this paragraph must be made at least 90 days before the intended
effective date of the filing; and

(2) may not use a rate, rating factor, fee, or payment charge that has
not been filed with the director as required under this subsection.

(b) A filing under this section not disapproved by the director before its
intended effective date is considered approved by the director.

* Sec. 8. AS 21.87.340 is amended to read:

Sec. 21.87.340. OTHER PROVISIONS APPLICABLE. In addition to the
provisions contained or referred to previously in this chapter, the following chapters
and provisions of this title also apply with respect to service corporations to the extent
applicable and not in conflict with the express provisions of this chapter and the

reasonable implications of the express provisions, and for the purposes of the
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application the corporations shall be considered to be mutual "insurers":

(1) AS 21.03;

(2) AS 21.06;

(3) AS 21.09, except AS 21.09.090;

(4) AS 21.18.010

(5) AS 21.18.030

(6) AS 21.18.040

(7) AS 21.18.120

(8) AS 21.21.321

(9) AS 21.36;

(10) AS 21.42.345 - 21.42.365, 21.42.375, 21.42.380, and 21.42.385;

(11) AS 21.51.120;

(12) AS 21.53;

(13) AS 21.54.020;

(14) AS 21.56;

(15) AS 21.69.400;

(16) AS 21.69.520;

(17) AS 21.69.600, 21.69.620, and 21.69.630;

(18) AS 21.78;

(19) AS 21.89.040;

(20) AS 21.89.060 and 21.89.100 - 21.89.120:

(21) AS 21.90.

* Sec 9. AS 21.89 is amended by adding new sections to read:
Sec. 21.89.100. REQUIRED PROVISIONS REGARDING COORDINATION

OF BENEFITS, (a) When an insured has coverage under two or more plans that
provide for coordination of benefits, the coverage from those plans must be
coordinated so that the insured receives the maximum allowable benefit from each
plan. The aggregate benefit should be more than that offered by any of the plans
individually, but the insured may not receive more than the total of the charges for the
health care services received.

(b) A plan that provides for coordination of benefits must contain a provision

7- CSSB 367( )
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that

(1) discloses that coordination of benefits applies when the insured has
health care coverage under more than one plan;

(2) states what benefits from the plan and other sources are recognized
under the coordinating provision and tna indicates if one or more plan benefits ?re
exempt from the coordinating provision;

(3) states what health care expenses are allowable and what health care
expenses are excluded under the coordinating provision;

(4) states the claim period to be used in applying the coordinating
benefits provision; a claim period may not be less than 12 months, but may exclude
a period before coverage starts or after coverage ends;

(5) indicates the manner in which benefits are reduced by coordination;
a reduction in benefits is subject to the following order of benefit provisions:

(A) plan benefits applicable to an insured as an employee,
mei iber, or subscriber, and also as adependent, are first determined as benefits
applicable to the insured as employee, member, or subscriber,

(B) if a minor is eligible for benefits as a dependent of more
than one insured, the plan of the insured whose date of birth falls earlier in the
year is applied first, unless a different order of application is required by a
coun;

(C) Dbenefits not determined under this paragraph that are
applicable under more than one plan are determined under that plan applicable
to the insured for the longer period of time;

(D) when one of the plans is a medical plan and the other is a
dental plan, and a determination cannot be made under the provisions of (A) -
(C) of this paragraph, the medical plan shall be considered as the primary
coverage;

(E) if under the provisions of (A) - (D) of this paragraph the
plan is secondary to another source of benefits, the benefits of the plan may not
be reduced unless the sum of benefits payable for allowable expenses and the

benefits payable for allowable expenses under the other source exceed the
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allonable expenses In a claim determination pericd;

(6) provides that the insurer has the right to receive and to release
informadon necessary to expedite a claim payment when coordinating benefits;

(7) allows the insurer to make a payment necessary to repay another
insurer for a payment that should have been made under the policy applicable to the
insured; and

(8) gives the insurer the right to recover excess payments from the
insured paid to another insurer providing benefits to the insured.

(c) In coordinating benefits from a plan that contractually reduces the fees for
services that participating health care providers accept as payment in full, the following
rules apply:

(1) when the reduced fee plan is the primary coverage and treatment
is provided by a participating health care provider, the reduced fee is that health care
provider’s full fee; a secondary plan shall pay the lesser of its allowed benefit or the
difference between the primary plan’s benefit and the reduced fee;

(2) when the reduced fee plan is the primary coverage and treatment
is provided by a nonparticipating health care provider, the reduced fee plan shall
provide its allowed amount for nonpatrticipating health care providers and the
secondary plan shall pay the lesser of

(A) its allowed benefit for the service;
(B) the difference between the primary plan’s benefits for the
service and the health care provider’s full fee;

(3) when afull fee plan is the primary coverage and areduced fee plan
is secondary coverage, the full fee plan shall provide its allowed amount for the
service and the secondary plan shall pay the lesser of its allowed benefit for the service
or the difference between the primary plan’s benefits and the health care provider’s full
fee.

(d) In coordinating benefits between an indemnity and a capitation plan, the
following rules apply:

(1) when the capitation plan is the primary coverage, the capitat

payments to the treating health care provider remain the capitation plan’s usual
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benefits; the indemnity plan shall pay benefits for the patient’s surcharges or
copayments up to the indemnity plan’s allowable benefit;

(2) when the indemnity plan is the primary coverage and treatment is
received from a health care provider who is participating in a capitation plan, the
indemnity plan shall pay its allowable benefits; the capitation payments to the health
care provider are secondary coverage;

(3) when the indemnity plan or policy is the primary coverage, and
treatment is received from a health care provider who is not participating in a
capitation plan , the indemnity plan shall pay its allowable benefits; the capitation plan
shall pay benefits, in keeping with the capitation plan’s allowed amount for treatment
by nonparticipating health care providers;

(4) a plan may not contractually direct a health care provider to charge
a secondary insurer for more than the amount that would be charged to tbc insured
absen: secondary coverage.

(e A certificate indicating insurance coverage must contain a summary of the
provisions in this section regarding coordination of benefits.

Sec. 21.89.110. DETERMINATION AND DISCLOSURE OF USUAL,
CUVSTOMARY, AND REASONABLE FEES. An insurer who pays a claim under a
disability policy or an indemnity under a group or blanket disability insurance policy,
a health maintenance organization that adopts a schedule of charges, or a hospital or
medical service corporation that pays a subscriber or compensates a health care
provider on the basis of a usual, customary, or reasonable fee or charge shall

(1) maintain and use a statistically credible profile of fees of health
providers in this state on which to base payment of the claim; the profile must (A) be
updated at least once every six months and may not contain fees for services
performed more than one year before the date of the most recent profile; (B) contain
fees for the geographic area in which a claimant might receive treatment; and (C) may
not include fees clearly marked "DO NOT PROFILE"; if statistically credible data for
a particular health care service in acenain geographic area does not exist, the insurer
may include in the profile a sufficient number of fees for that service from another

geographic area in order to establish a reliable data base; however, the final basis for
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payment must be adjusted to reflect the general cost difference between the geographic
area where the service was performed and the other geographic area used in
establishing the statistically credible profile; the adjustment may be based upon the
Consumer Price Index, the medical care component of the Consumer Price Index, or
a reasonable basis stated in writing and determined acceptable by the director,

(2) respond within 15 working days after receiving a written request
from an insured, a health care provider with a valid assignment of payments, or a
health care provider engaged to provide services under a professional services contract,
with a full written disclosure of the methods employed under (1) of this section that
resulted in the difference between the amount paid on a claim for benefits and the
actual charges submitted; and

(3) disclose in a proposal for insurance, a policy of insurance, a
certificate of insurance, an employee benefit description or supplemental document, or
a professional service contract between an insurer and a health care provider

(A) the frequency with which the insurer determines the usual,
customary, and reasonable fee;

(B) ageneral description of the methodology used to determine
the usual, customary, and reasonable fee;

(Q the percentile of usual, customary, and reasonable fees at
which the insurer will reimburse the insured, or the contract health care
provider.

Sec. 21.89.120. DEFINITIONS FOR AS 21.89.100 - 21.89.120. In

AS 21.89.100- 21.89.120,

(1) "health care provider" has the meaning given in AS 21.58.400;

(2) "health care service" has the meaning given in AS 21.87.330;

(3) "plan" means a group or blanket disability policy issued under
AS 21.54, small employer coverage issued under AS 21.56, evidence of coverage
issued under AS 21.86, or a subscriber contract issued under AS 21.87;

(4) "professional services contract” includes a contract for professional,
services between a health care provider and insurer or health maintenance corporation,

and a service contract between a health care provider and a hospital or medical service
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(5) "service corporation” has the meaning given in AS 21.87.330.
* Sec. 10. Section 7, ch. 39, SLA 1993, is amended to read:
Sec. 7. AS 21.86.260(a) is repealed and reenacted to read:

@ Except as provided in AS 21.89.100 - 21.89.120 and this chapter, this title
does not apply to a health maintenance organization that obtains a certificate of
authority under this chapter. This subsection does not apply to an insurer licensed
under AS 21.09 or a hospital or medical service corporation licensed under AS 21.87
except with respect to its health maintenance organization activities authorized by and
regulated under this chapter.

* Sec. 11. Section 9, ch. 39, SLA 1993, is amended to read:
Sec. 9. AS 21.87.340 is repealed and reenacted to read:

Sec. 21.87.340. OTHER PROVISIONS APPLICABLE. In addition to the
provisions contained or referred 'j previously in this chapter, the following chapters
and provisions of this title also apply with respect to service corporations to the extent
applicable and not in conflict with the express provisions of this chapter and the
reasonable implications of the express provisions, and for the purposes of the
application the corporations shall be considered to be mutual “insurers":

(1) AS 21.03

(2) AS 21.06

(3) AS 21.09, except AS 21.09.090
(4) AS 21.18.010

(5) AS 21.18.030

(6) AS 21.18.040

(7) AS 21.18.120

(8) AS 21.21.321

(9) AS 21.36

(10) AS 21.42.345 - 21.42.365, 21.42.375, 21.42.380, and 21.42.385
(11) AS 21.51.120

(12) AS 21.53

(13) AS 21.54.020
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(14) AS 21.69.400

(15) AS 21.69.520

(16) AS 21.69.600, 21.69.620, and 21.69.630
(17) AS 21.78

(18) AS 21.89.040

(19) AS 21.89.060 and 21.89.100 - 21.89.120
(20) AS 21.90.

* Sec. 12. AS 21.86.070(e) and 21.86.070(f) are repealed.

* Sec. 13. APPLICABILITY. Sections 6, 8, and 9 of this Act apply to a policy of
insurance, evidence of coverage under AS 21.86, or a service agreement or subscriber’'s
contract under AS 21.87, issued or renewed on or after the effective date of this Act.

* Sec. 14. HEALTH CARE PLAN ADVISORY COMMITTEE, (a) The legislature finds
that it is necessary to have reliable information on the specific content and cost of any
proposed mandatory health care plan, before it can be taken to the public for review. The
legislature further finds that questions of a single payer system versus a muiti payer system
for any mandatory coverage, and questions regarding inclusion or exclusion of certain groups
of Alaskans who are covered by other federal health insurance, are not prejudiced by the
direction given to the advisory committee created in this section.

(b) The Health Care Plan Advisory Committee is established in the Office of the
Governor. The committee consists of seven members who are appointed by the governor as
follows:

(1) one person with experience in providing health care services on an inpatient
basis;

(2) one person with experience in providing health care services on an
outpatient basis;

(3) one person with experience as a health care provider,

(4) one person who has experience in health care insurance; and

(5) three persons who represent the public.

(c) Notwithstanding any other provision of law, a committee member is subject to the
provisions of AS 39.50 as if the committee member were a member of a state commission or

board described under AS 39.50.200(b).
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(d) A committee member is entitled to receive compensation at the rate of $250 a day
for each day spent in performing duties as a committee member and to travel and per diem
expenses authorized by law for boards and commissions under AS 39.20.180.

(e) The committee may

(1) establish subcommittees;

(2) conduct hearings;

(3) employ personnel necessary to complete assigned duties;

(4) enter into conn acts;

(5) subject to appropriation, expend money.

(f) By December 15, 1994, the committee shail report to the legislature on the scope
of the health care insurance coverage and the cost of providing health care insurance if health
care insurance were to be offered under the following conditions:

(1) participation is mandatory by all state residents; coverage shall include a
spouse and dependent children;

(2) health care services that are covered must include preventive care and
immunizations, prenatal care, children’s health care, and catastrophic medical expense
coverage;

(3) coverage shall be designed to impose a family deductible of $3,000 for all
covered health care services other than prenatal care, preventive care, and immunizations, and
to allow reimbursement in a calendar year at not more than 80 percent for all covered health
care services, other than prenatal care, preventive care, and immunizations, after the first
$3,000 in covered expenses; prenatal care, preventive care, and immunizations may be
reimbursed at more than 80 percent for a covered expense; coverage for health care services
that are offered on an outpatient basis shall provide reimbursement for outpatient health care
services at a rate equal to or higher than the rate for inpatient services;

(4) premiums shall be set at a single rate for all covered individuals, except

(A) a surcharge for coverage of each dependent child or spouse may
beimpose i; a surcharge may not exceed 50 percent of the individual premium; it is
the intent of the legislature that the premium be set at a rate that does not exceed $100
per month or 14 percent of the individual’s monthly gross income, whichever is lower,

(B) premium rates are allowed to vary depending on whether the
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individual smokes or any other factors within the control of an individual, and
depending on whether the individual is less than 30 years of age; a premium may not
vary under a community rating system, other than as specified in this section;
) a one-year exclusion for preexisting conditions for new enrollees
imposed; this paragraph does not apply to a person who has resided in the state for at least
one year, or who is less than one year old and was bom in this state.
(g) By December 15, 1995, the committee shall report to the legislature on

(1) the cost of providing health insurance coverage under the following

conditions:
(A) coverage shall meet the conditions set out under (f)(1) - (5) of this
section;
(B) additional medical benefits are included as recommended by the
committee;

(C) it is the intent of the legislature that the premium be set at a rate
that does not exceed $150 per month or 14 percent of the individual’s monthly gross
income, which-ver is lower;

(2) the effect of the following conditions assuming that insurance coverage as
specified under (f) of this section is provided:

(A) premium payment is by payroll deduction, employer contribution,
or a combination of employer contribution and payroll deduction;

(B) premium payment by an unemployed or self-employed person is
by direct payment;

(3) assuming that the state requires all residents to participate in a state health
insurance plan, changes necessary in existing provisions of law to

(A) allow integration of optional health insurance plans with the
mandatory insurance plan; the integration should allow an individual orgroup to
purchasj supplemental insurance coverage without duplication of coverage; and

(B) discourage health insurance that reimburses covered benefits at a
rate greater than 80 percent of the cost of the benefits;

(4) recommended legislation regarding public health issues;

(5) recommended ‘egislation to simplify health care administration;

15- CSSB 367( )
New Text Underlined (DELETED TEXT BRACKETEDI



WORK DRAFT WORK DRAFT WORK DRAFT

(6) recommended legislation regarding antitrust changes necessary to allow the
use of pooled purchasing to reduce the cost of health care if required under federal law;

(7) recommended legislation to enact tort reform measures intended to reduce
the cost of health care, including changes to statutes of limitation, contingent fee agreements,
and to tl e Alaska Rules of Civil Procedure;

(8) recommended legislation regarding long-term health care, including
methods to encourage individual savings for the cost of long-term health care;

(9) recommended legislation regarding how the state should educate residents
on health care, including how to be a prudent consumer, increasing awareness of provider
charges, and a curriculum that should be used in public schools in the state.

(h) By December 15, 1995, the committee shall recommend to the legislature
legislation necessary to improve data collection used to control health care expenditures or to
improve the efficiency of the health care system in the state.

(i) In this section, "health care provider" has the meaning given in AS 21.58.400.

* Sec. ].5 PUBLIC HEALTH ADVISORY COMMITTEE, (a) The Public Health
Advisory Committee is established in the Office of the Governor. The committee consists of
nine members with significant public health expertise who are appointed by the governor. The
governor shall consider public and private health ATe professionals, labor organizations,
businesses, the education system, the Alaska Public Health Association, the Alaska Mental
Health Board, and the Alaska Native Health Board for service on the Public Health Advisory
Committee, as well as recognizing the need for geographic, ethnic, and cultural diversity.

(b) A committee member is entitled to travel and per diem expenses authorized by law
for boards and commissions under AS 39.20.180.

(c) The committee may

(1) establish subcommittees;

(2) conduct hearings;

(3) employ personnel necessary to complete assigned duties;

(4) enter into contracts;

(5) subject to appropriation, expend money.

(d) The committee shall

(1) advise the commissioner of health and social services, the commissioner
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of administration, and the commissioner of commerce and economic development on public
health matters;
(2) develop a public health improvement plan as described under (e) of this
section.
(e) The plan developed by the committee may
(1) recognize the need for
(A) community involvement in health care planning and delivery;
(B) attendon to local needs that may vary from place to place;
(C) accountability for the use of public funds;
(D) equity and stability in the distribution of public funds;
(E) shared responsibility of all levels of government for administering
and financing public health care delivery; and
(F) coordination of basic public health services; and
(2) include
(A) an analysis of the health status of the residents of the state;
(B) an assessment of the most appropriate role for various levels of
government to play in addressing the health care needs of the residents of the state;
(C) adelineation of the standards that should be used in assessment,
policy development, and quality assurance in the delivery of public health services;
(D) documentation of the extent to which the current public health
system implements or achieves the standards identified under (C) of this paragraph;
(BE) identification of interjurisdictional issues involved in health care
access and delivery;
(@) recommendations, including recommendations for specific
legislative action when necessary, pertaining to the following:

(i) strategies, time lines, financial needs, and specific sources
of stable revenue for bringing the state public health care system up to
standards identified by the committee;

(i) appropriate sharing of the responsibility of local, regional,
state, and federal government entities to deliver public health care services

efficiently and effectively, including recommendations for organization within
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Prior approval

File and use

File and use

File and use

(30 days)

Prinr approval

Fllu and use

FMe and utiG

(60 days)

STATES

Applies t9;

Individual health

Individual health

Individual health

All health
All health
All health
including Med Supp
and BC/BS
All health

All health

All health

Individual health

All health

All health

All health
including Med Supp

Individual health
Individual policies
unless contain loss

ratio guarantee

All health

Individual health
Med Supp, LTC



Maryland

Mauouchunetto

Michigan

Minnesota

M ississippi

Missouri

Montana

Nebraska

Nevada

Mow Hampshire

New Jersey

New Mexico

New York

Nortli Carolina

North Dakota

Ohio
Oklahoma
Oregon
Pennsylvania
Island

Rhodo

South Carolina

South Dakota

Tennessee

Te xas

Rey .91 30 <<14, 02

Ch.1758108

5500.3474

S62A.02

Reg.LASH 73-4

No provision

Mo provision

S44-710

5689A.360

5415 11

Reg.lli4d-18.1

559A-18-13

$3216

558-51-95
S50-51-8S

$26.1-30-19

$3923.021

tit.3654402

No provision

S40-39-101

Reg.X X IIlI,Part XI

$38-71-310

No provision

556-26-102

Art.3.42

File nod vine (90 dayn)

File and use (30 days)

File and use

FLlIa and uoo (60 days)

File and use

File and use

File and use

File and use (30 days)

F1.1.0 and use

Prior approval

File and use

File and use (90 days)

File and use

Prior approval
(60 day deemer)
(30 days)

File and use

File and use

Prior approval

prior approval

Prior approval
(90 day deemer)

Prior approval
(30 day deemor)

Fllo and uno

All health
AlIL health
health

Individual

AIL policies

All health
All health
Individual health
All health
Individual health
All health
Individual health

A ll health
C.roup health

All healtn

All health
Individual health
All health

All health
Individual health
All health except
experience rated
groups

Individual health



Utah

Vermont

Virginia

W ashington

West

Wisconsin

Wyoming

Inform ation

Virginia

Reg . RG<10-05
Title 0 S4CK>2
538.2-316

No provision

$33-16E-I

5625.13

S26-18-136

supplied by MATC chart

File and wuuo
(.30 dayn)

Fl In and dug

File and uoa

Prior approval

(60 day deemer)

Use and filo (30 days)

File and non

7192

IndlvIHual hoaith

All health

A1l hes 1(h

All health

Individual

Individual

health

health



Public Policy Survey
Individual Medical Insurance Market

AN INDWUSTRY STUDY

v M illiman & Robertson, Inc
Actuaries and Consultants
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For the period of 1987 through 1989, the individual medical insurance market
_Xxperienced a net loss in that 1.5 times as many companies left the market as entered

Within the segments of the market, departures from the individual marketplace were
most severe, with 2.1 times as many companies leaving as entering. While some of the
individual marketplace departures represented a move to another product form, such

as one*life group, the market has suffered a net loss in the number of companies.

The most frequent reasons given for a company ceasing to issue individual major

medical policies were lack of profitability and mandated benefit regulation.

Rate regulation and the difficulty experienced by companies in getting rate approval

appears to affect the market situation state by state. Observations include:

Rate regulation and timeliness of rate increase approvals were the most
frequent comments by Survey respondents about difficulties with state
regulation. States with the authority to regulate rates had more company

comments in total and per company than those that lacked such authority,

States with the authority to regulate rates had relatively low growth in insureds y

and high growth in uninsureds;

Of the six most competitive states, none have authority to regulate rates; of the
six least competitive states, four have such authority. Of the 25 most
competitive states, 17 do not have the authority to regulate premium rate levels,
while of the 26 least competitive states, 13 do have such authority and two

additional states review rate filings as though they have such authority.

Two*thirds of the states with the authority to regulate rates have fewer than 10

companies issuing 500 or more policies per year, compared to two-thirds of the

WILLIMAN L ROBERTSON, INC.



Differences between CSSB 367(HES) and proposed CSSB 367(FIN)
Deletions in CSSB 367(HES)

Al sections that violated the single subject rule which were identified by
Legal Services were deleted. These include the crime of driving while intoxicated
(secs. 15,16,17, and 18), increasing taxes on cigarettes (sec. 19), and the rate of interest
on judgments or decrees (sec. 4).

All sections referring to arbitration (secs. 1, 2, 5, 27).

Changes to the expert advisory panel (sec. 6,25, 28, 29, 30).

Deletion of the medical practice advisory committee (sec. 24).

Additions in proposed CSSB 367(FIN)

Sets up the Public Health Advisory Committee in the Office of the Governor
(sec. 15).

Changes in proposed CSSB 367(FIN)

Composition of the Health Care Plan Advisory Committee. It still consists of
seven members but has three persons who represent the public instead of two. (sec.
14)

Compensation of the members of the Health Care Plan Advisory Committee
was dropped from $400 to $250 a day. (sec. 14)



DIVISION OF LEGAL SERVICES

LEGISL&%[E éEI;ﬁ_IEgKﬁ\GENCY

(907) 465-3067 or 465-2450

FAX (907) 465-2029 130 Seward Street, Suite 409
Mail Slop 3101 Juneau, Alaska 99301-2105
MEMORANDUM April 28, 1994
SUBJECT: Sectional Summary of CSSB 367( ) ("X" version)
TO: Senator Steve Rieger
FROM: Michael F. Ford /

Legislative Counsel

You have requested a sectional summary of the above-described bill.

As a preliminary matter, note that a sectional summary of a bill should not be
considered an authoritative interpretation of the bill and the bill itself is the best
statement of its contents. If you would like an interpretation of the bill as it may
apply to a particular set of circumstances, please advise.

Section 1. Requires that civil action brought against a health care provider by a
person who is on the date of the injury less than two years of age, must be brought
by the person’s eight birthday. Provides certain exceptions for this rule.

Section 2. Requires that a disability insurer must file rates and rating factors with the
division of insurance at least 90 days before the intended effective date. Rates or
rating factors not disapproved by the director of the division of insurance before the
intended effective date are considered approved by the director.

Section 3.
Sec. 21.58.010. Requires that a health care provider prepare and make available to
the public a price list of the 40 most commonly provided health care services.

Sec. 21.58.020. Requires development of a health care data system. Provides that
the base year shall be calendar year 1995 and specifies that certain information may
be included. Authorizes the commissioner of Commerce and Economic Development
to adopt regulations to require health care providers to submit certain data and to
pursue waivers from applicable federal law. Provides that information that identifies
a recipient of health care services is confidential and an exception to the public
inspection requirements of AS 09.25.120, except as provided under (e) of this section.



Senator Steve Rieger
April 28, 1994
Page 2

Sec. 21.58.030. Requires the director of the division of insurance to adopt by
regulation uniform claims forms, uniform standards, and uniform procedures for
processing health care billing data.

Sec. 21.58.040. Allows the legislature to appropriate the proceeds of the tax on
insurance premiums to pay administrative costs of AS 21.58.

Sec. 21.58.400. Definitions.

Section 4. Technical amendment.

Section 5. Requires that a health maintenance organization file rates and rating
factors with the division of insurance at least 90 days before the intended effective

date. Rates or rating factors not disapproved by the director of the division of
insurance before the intended effective date are considered approved by the director.

Section 6. Technical amendment.

Section 7. Requires that a hospital or medical service corporation file subscription
rates and rating factors with the division of insurance at least 90 days before the
intended effective date. Rates or rating factors not disapproved by the director of
the division of insurance before the intended effective date are considered approved

by the director.

Section 8. Technical amendment.

Section 9.

Sec. 21.89.100. Imposes requirements on coordination of benefits when an insured has
coverage under two or more insurance plans.

Sec. 21.89.110. Requires certain insurers to maintain certain information on fees
charged by health care providers and to disclose certain information related to the

determination of the usual, customary and reasonable fees charged for health care
services.

Section 10. Technical amendment.
Section 11. Technical amendment.
Section 12. Technical amendment.

Section 13. Applicability clause.



Senator Steve Rieger
April 28, 199A
Page 3

Section 14. Establishes a health care advisory committee in the office of the governor.
Provides for membership, duties and powers of the committee.

Section 15. Establishes a public health advisory committee in the officer of the
governor. Provides for membership, duties and powers of the committee.

Section 16. Repealer.
Section 17. Effective date.

MFF:Imb
94-131.1mb
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'It* all Physicians — PLEASE HEftD OTIS 111 If you live on the Hillside, PLEASE
fax a short letter to sen. Rieger at (fax) 465-2069 that you do NOT support the
Alaska Health Care Data System. . 4/22/94

it needs to go out tonday! inaimsi

Alaska Health Cdre Data System

Background

Health care bills have been flying all over Juneau this session, but there is an
extremely dangerous one that has surfaced that stould be of importance to ail
Alaska physicians, (imbedded in Sen. Rieger*g bill no. 367 (4/8/94) is a provision
to create a monster State Oonputer Data System to track ALL patient information
by health care providers.

This computer system would require physicians to fill out paper work to track
not only "health care expenditures and danograpblc information", but clinical
information including "patient diagnosis, typo of provider, type of services,
location and length of care, reference patterns, and result of care." (21.58.020)

This raises serious questions of invasion of privacy and misuse. Do Alaskans
really want all their medical information and diagnoses in same huge state
computer bank where it would be rife for misuse?

Furthermore, "information ... is considered to be ... a public health record subject
to public inspection under AS 09.25.120." While the politicians claim this will

be used only for health care financing decisions, it is but a short step to
ccmplete inspection of medical practice and private issues by bureaucrats.

More worrisome is tlm language that "1llk CcmniBBioner may pursue waivers from
applicable federal (privacy) law to the extent necessary to maximize this
collection and analysis of health care data." (21.58.020(c))

The Department of Oomnerce has cliarcje of tills enormous system, and has placed an
estimated fiscal price tag of S72. million, so far unfunded.

mé&SB. TIV *vy

Senator Ricger's bill went to the Senate Judiciary caimlttee this week, where
Senator Robin Taylor pronptly removed the Health Care DatVSystem. Unfortunately,
it is being returned to the Senate Finance Ccmmittee on 4fi§§ft94, where at the
request of Sen. Rieger and Son. Jim Duncan it is likely to be re-inserted.

It is interesting that in those days of short budgets, the politics are to
begin the path to complete regulation of private health care with an extereraely
expensive computer system that we neither want nor need.

Please FAX ycur senator tlwt you oppose the creation of the Alaska State Health
Care Data System.

ilxs senators wito will he making tie decision ,in tlie Senate Pinanoct Oomdttee are:

Sen. Bert Sharp FAX 465-2070
Sen. Steve Frank FAX 465-47])4
Pen. George Jacko FAX 465-2997
Sen. Drue Pearce FAX 465-38/2

Sen. Tim Kelly FAX 465-3756
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(8
19

.20
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22
23
24
25
26
n
28
29
30
31

Sec. 21.58.020. HEALTH CARR DATA SYSTKM. (a) The Department of

Commerce mid RccnomJcJ*pvelopm”Lflhall develop and periodically update a health

date data system. 'lo the extent practicable, the data system base year shall be

calendar year 1995 and the system may include

(1) health care expenditures, Including capital expenditures associated

with receiving health care;
(2) demographic dBta;

(3) clinicnl information, including patientdiagnosis®lypc or provider,

lype of service, location and length of care, referral patterns, quality of care, and result

or care;
(4) billing und payment data; and

(5) public health data, including vitalstatistics andhealth status.

(b) lire commissioner may, by regulation, require health care' providers to

submit claims data and additiunal Information necessary to develop or update the data

Nay fast UntftrJJmd totUTKP tkxt BKACKITKDI

system required under (a) or this section.

(c) I he commissioner may pursue waivers from applicable federal law or from
federal agencies to the extent necessary to maximize the collection and analysis of
health care dala.

(d) Information and data obtained or produced by lhe director under this
section are subject lo the_tr:lis_closure re u}fgwiand exceptions of AS 09.25.110 and
09 25.12(1 and the regulations adopted under those statutes. Information of dala
identifying arecipient of health care services is considered to be a medical and related
publL health record subject to the exception lo public inspeukm under AS 09.25.120
"arid, except as provided under (e) of this section, shal* he kept confidential as a matter
of law. A person who wrongfully discloses or who uses or permits the use of
confidential information or data in violation of this subsection Is guilty of a class B

misdemeanor.

800367b 9 i:SSU 367I1IES)
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NORTHWEST MEDICAL
PROFESSIONAL CORPORATION
2841 DeBarr Road, Suite 22 « Anchorage, Alaska 99508
Phone: (907) 276-6301

N/ernon A. Cates, M.D. Alexander T. Baskous, M.D.
General Pracuce tax: (907) 2f4-1541 Faily Practice
John W. Qerster, M.D. J.C. Cates, D.Q
Internal Medicine Family Practice
Robert D. Hanek, M.D.
family Practice
27-Apr-94

Dr. Donald Lsfimann
700 Katlian Dr. Suite E
Sitka, AK 99835

Dear Dr. Lehmann:

Dai Rogers asked that 1 oorrmmicate this information to you on the propocod vact
"Alaska Health Caro Data System.

1 had thought When I wan in Juneau all last week that 1 had finally taken care
of this, but unfortunately it has arisen from the dead and is likely to be
rc-inaerted into SB 367 when it comes out of Senate Finance. As of noon today,
the bill had not yet been considered, but is likely first on the Senate Finance
agenda Ot 8; 30 tomorrow meaning (ThursJ.

I am amazed how little play this enormous data system has received In th? press.
Cormmissioner Fuhs assured me personally that the fiscal estimate of $72 million
is accurate, yet Sens. Frank and Rieger have literally laughed at the coat, and
arc determined to re-insert the Data System in the health care bill. ( think
they owe a favor to Jim Duncan.)

Not only would tha paper work be a huge haaslo for physicians, but do Alaskans
really want sane monster ocmputer in Juneau containing their diagnoses,
referral patterns, and result of care?

I am writing to you in the hope that the Madical Society may be able to at least
oamunicate to the Senators involved by First thing tcnorrow) I fear that this
will got rammed through with little or no debate.

Please read tha information, and feel free to call mo today to discuss it.
Offices 276-6301 Hero: 346-3370

Thanks.

JWG/hs



FISCAL NOTE

STATE OF ALASKA
1994 LEGISLATIVE SESSION

Revision Dale:

Title: Health Care Reform Committees
Sponsor: (S) HES
Requestor: (S) Jub

Expenditures/Revenues:

OPERATING FY
PERSONAL SERVICES

TRAVEL

CONTRACTUAL

SUPPLIES

EQUIPMENT

LAND & STRUCTURES

GRANTS, CLAIMS

MISCELLANEOUS

TOTAL OPERATING 0.0
CAPITAL

REVENUE FUND SOURCE: ceneral 0.0
FUNDING:

1002 Federal Receiots
1003 GF Match

1004 GF

1005 GF/Program Receipts
1006 GF/MHTIA

Other

TOTAL 0.0
POSITIONS:

FULL-TIME
PART-TIME
TEMPORARY

Estimate of current year (FY94) impact. S 0.0

ANALYSIS: (Attach a separate page if necessary.)

This bill does not impact Department of Revenue.

Prepared by: Larry E. Meyers
Division:
Approved by Commissioner: Darrel J. Rexwinkel

Agency: Department of Revenue

BILL NO. CSSB 37 guD=>

Dept. Affected: Pevenue

'BRU: Rc anue Operations
Component: Income and Excise Audit
COMPONENT SERIAL NO. 113

(Thousands of Dollars)

FY97 FY98 FY99 FYO00

0.0 0.0 0.0 0.0

0.0 0.0 0.0 0.0 1

(Thousands of Dollars)

0.0 0.0 0.0 0.0

Phone: 465-2320
Date: April 25, 1994

Date: April 25. 1994

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information call the Governor's Legislative Office

(Rev 11/93) 9%li.ical.nlalal

lo0:s0367

Page 1 of 1

0.0

0.0

0.0



STATE OF ALASKA FISCAL NOTE
1994 LEGISLATIVE SESSION BELL NO.: CSSB 367(JUD)

Revision Dale: Dept Affected; Corrections

Tide: Health Care Reform BRU: All

Sponsor. S. HESS Component: All

Requestor S. JUI* Component Serial #: 694-1884
Expenditures/Revenues (Thousands of Dollars)

OPERATING ICCP. FY95 FY96 FY97 FY98 FY99 FYCO

PERSONAL SERVICES

TRAVEL

CONTRACTUAL

SUPPLIES

EQUIPMENT

LAND & STRUCTURES

GRANTS,CLAIMS

MISCELLANEOUS

TOT,'.L OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXP 0.0 0.0 0.0 0.0 0.0 0.0

CHANGES LN REVENUES 0.0 0.0 0.0 0.0 0.0 0.0

FUND SOURCE

1002 Federal Receipts
1003 GF Match

1004 GF

1005 GF/Program Receipts

1006 GF/MHTIA

Other

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0
Estimate of any current year (FY94) cost S 0.0

POSITIONS

FULL-TIME 0 0 0 0 0 0
PART-TLME 0 0 0 0 0 0
TEMPORARY 0 0 0 0 0 0

ANALYSIS: The Senate Judiciary version of the bill deletes the provisions for lowering DW1 blood alcohol limit to .08%,
upon which the expenses in the department's prior fiscal note were based.

Prepared by: Diane Schcnker. Special Assistant Phone: 4605 HBAHBITBE-2147

Division: Office of the Commissioner — i s~ S Date:
Approved by:  JL Frank Prewitt. Jr.. Commissioner ( nTlr Date: m ANM r
Page 1 of 1

Agency: ' Department of Corrections




FISCAL NOTE

STATE OF ALASKA
1994 LEGISLATIVE SESSION

Revision Date:

Title: "An Act relating to Health Care..."

Sponsor: Senate HESS

Requestor:

EXPENDITURES/REVENUES: (Thousands of Dollars)

OPERATING FY 95 FY 96
PERSONAL SERVICES 246.6 344.4
TRAVEL 53.5 55.9
CONTRACTUAL 209.0 245.9
SUPPLIES 45 60
EQUIPMENT 72.6 10

LAND & STRUCTURES

GRANTS, CLAIMS

MISCELLANEOUS

TOTAL OPERATING 586.2 653.2

CAPITAL EXPENDITURES

CHANGE IN
REVENUES  ( )

FUND SOURCE

1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts 586.2 653.2
1006 GFIMHTIA

OTHER

TOTAL 586.2 653.2

POSITIONS
FULL-TIME 6 6
PART-TIME
TEMPORARY

Estimate of any current year (FY94) cost: O_

ANALYSIS: (Attach a separate page if necessary.]
See attached

Prepared by: Michael A. Nizicli. Director” -

BILL NO. CSSB 367 (TUP)

Department Affected: Office of the Governor
BRU: Commissions and Special Offices
Component: Health Care Plan/Medical Practice
Advisory Committees

COMPONENT SERIAL NO.

FY 97 FY 98 FY 99 FY 00

Phone: 465-3616

Division:  Division of Administrative Services

Approved by Commissioner:  Patrick P. BygtTTCfifef. of Staff mm------
Agency:  Office of the Governor

Date: 4/25/94

Date:  4/25/94

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR®"S LEGISLATIVE OFFICE
For further distribution information call the Governor"s Legislative Office

Rev 11/93

Pago 1 of___



Analysis: CSSB 367 (JUD)

Travel - continued
Honorarium:
committee members receive $100/day honorarium

Health Care Plan Advisory Committee:

FY95 FY9 6
assumes 2 day meetings 5,600 7,000
8 teleconferences 1,600 1,600

Medical Practices Advisory Committee:

FY95 FY96
assumes 2 day meetings 3,200 2,400
3 teleconferences 400 800

Medical Practices Advisory subcommittees:

mFY95 FY96
assumes 2 day meetings 3,200 3,200
Contractual:
Professional Services:
FY95 FY96
consulting actuary 10,000 10,000
legal services 70,000 70,000

Contractual costs per position:

FY95 FY96
toll costs, postage, 54,500 70,400
fax, utilities, etc.

Communications:

Health Care Plan Advisory Committee:
statewide teleconferences for public hearings

FY95 FY96
teleconferences 28,000 28,000

209.0

Page

245.9



STATE OF ALASKA

FISCAL NOTE

1994 LEGISLATIVE SESSION

Revision Date:

Title:  "An Act relating to Health Care..."

Snonsor: Senate HESS

Requestor:

EXPENDITURES/REVENUES:

OPERATING
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS
TOTAL OPERATING

CAPITAL EXPENDITURES

CHANGE IN
M B[ 1

FUND SOURCE

1002 Federal Receipts
1003 GF Match

1004 GF

1005 GF/Program Receipts
1006 GFIMHTIA

OTHER

TOTAL

POSITIONS
FULL-TIME
PART-TIME
TEMPORARY

(Thousands of Dollars)

FY 95 FY 96
246.6 344.4
53.5 55.9
209.0 245.9
45 60
72.6 10
586.2 653.2
586.2 653.2
586.2 653.2

6 6

Estimate of any current year (FYS4) cost: O

ANALYSIS: (Attach a separate page if necessary.)

See attached

m\

Prepared by: Michael A. Nizich, Director ' ,

Division:  Division of Administrative Services

Approved by Commissioner:

Aaency:  Office of the Governor

Rev 11/93

Patrick P. Bv«rrrrTTKM. of Staff mm------
=

BILL NO. CSSB 367 f.TUD)

Department Affected: Office of the Governor
BRU: Commissions and Special Offices

Component: Health Care Plan/Medical Practice
Advisory Committees

COMPONENT SERIAL NO.

FY 97 FY 98 FY 99

Phone: 465-3616
Date: 4/25/94

Date: 4/25/94

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE

For further distribution information call the Governor®s Legislative Office

Page 1

Fy 00

of



Analysis: CSSB 367 (JUD) Page 1

Fiscal note reflects costs related to the Health Care Plan
Advisory and Medical .Practices Advisory Committees to June 30,
1996, repeal date of the enabling legislation per Sec. 31 of the
bill. Fiscal note further assumes staff w ill serve both
committees.

FY9 5 FY9 6

Personal Services: 246.6 344 .4
Personal services costs reflect 9 months in
FY95, 12 months with merit increases in FY96.

1 Executive Director, Rg 23

3 Research Analysts, Rg 18

1 Administrative Assistant, Rg 12

1 Clerk, Rg 10
Travel: 53.5 55.9

Health Care Plan Advisory Committee:
(7 members)
assumes 4 meetings FY95, 5 meetings FY96

FY95 FY96
airfare/per diem 11,200 14,000

Medical Practices Advisory Committee:
(4 members)
assumes 4 meetings FY95, 3 meetings FY96

FY95 FY96
airfare/per diem 8,400 6,300

Medical Practices Advisory subcommittees:
assumes 8 subcommittee meetings each fiscal year

FY95 FY96
airfare/per diem 11,200 11,200

Staff travel:

meetings related travel and 3 out-of-state
trip s

FY95 FY96
airfare/per diem 8,700 9,400



Analysis: CSSB 367 (JUD)

Travel - continued

Honorarium:

committee members receive $100/day honorarium

Health Care Plan Advisory Committee:

FY95
assumes 2 day meetings 5,600
8 teleconferences 1,600

Medical Practices Advisory Committee:

FY95
assumes 2 day meetings 3,200
3 teleconferences 400

FY96
7,000
1,600

FY96
2,400
800

Medical Practices Advisory subcommittees:

* FY95
assumes 2 day meetings 3,200
Contractual:
Professional Services:
FY95
consulting actuary 10,000
legal services 70,000

Contractual costs per position:
FY95
toll costs, postage, 54,500
fax, utilities, etc.

Communications:

Health Care Plan Advisory Committee:

FY96
3,200

FY96
10,000
70,000

FY96
70,400

statewide teleconferences for public hearings

FY95
teleconferences 28,000

FY96
28,000

209.0

Page

245.9



Analysis: CSSB 367 (JUD) Page

Contractual - continued

Medical Practices Advisory Committee:
statewide teleconferences for public hearings

FY95 FY96
teleconferences 7,000 14,000
Advertising:
FY95 FY96
Public notice for meetings
and public hearings: 21,000 22,000
Lease Space:
FY95 FY96
175 sq.ft. per position
X $1.30 sqg. foot «17,000 26,700
facility rental for
meetings 1,500 4,800
Supplies: 4.5 6.0
1.0 per position
Equipment: 72.6 1.0

work stations, phones, computer
equipment @ 12.1 per position



