PRIOR PRINTER'S NOS. 453, 948, 1809,
2004

HOUSE AMENDED

1837, 1924 PRINTER'S NO.

THE GENERAL ASSEMBLY OF PENNSYLVANIA

SENATE BILL
No. 225 *%2°

INTRODUCED BY PHILLIPS-HILL, MARTIN, J. WARD, MENSCH, COLLETT,

MUTH, KANE, STEFANO, AUMENT, CAPPELLETTI, BAKER, BROOKS,
BOSCOLA, HUTCHINSON, SABATINA, TOMLINSON, LAUGHLIN,
MASTRIANO, SANTARSIERO, KEARNEY, SCHWANK, DUSH, COMITTA,
FLYNN, L. WILLIAMS AND DILLON, MARCH 18, 2021

AS

AMENDED ON SECOND CONSIDERATION, HOUSE OF REPRESENTATIVES,
OCTOBER 25, 2022
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AN ACT

Amending the act of May 17, 1921 (P.L.682, No.284), entitled "An

act relating to insurance; amending, revising, and
consolidating the law providing for the incorporation of
insurance companies, and the regulation, supervision, and
protection of home and foreign insurance companies, Lloyds
associations, reciprocal and inter-insurance exchanges, and
fire insurance rating bureaus, and the regulation and
supervision of insurance carried by such companies,
associations, and exchanges, including insurance carried by
the State Workmen's Insurance Fund; providing penalties; and
repealing existing laws," +n—eouvatityheatth—ecare—
seeountability and-protectron; further providing for-
geftinttions,—forresponsibitities—of managed—care—prans,—for—
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1 Aeerediting—Standards—andmakingeditoriat—changes+ IN <--
2 QUALITY HEALTH CARE ACCOUNTABILITY AND PROTECTION, FURTHER
3 PROVIDING FOR DEFINITIONS, FOR RESPONSIBILITIES OF MANAGED
4 CARE PLANS, FOR FINANCIAL INCENTIVES PROHIBITION, FOR MEDICAL
5 GAG CLAUSE PROHIBITION, FOR EMERGENCY SERVICES, FOR
6 CONTINUITY OF CARE, FOR PROCEDURES, FOR CONFIDENTIALITY, FOR
7 REQUIRED DISCLOSURE AND FOR INTERNAL COMPLAINT PROCESS,
8 PROVIDING FOR INTERNAL COMPLAINT PROCESS FOR ENROLLEES,
9 FURTHER PROVIDING FOR APPEAL OF COMPLAINT, FOR COMPLAINT
10 RESOLUTION, FOR CERTIFICATION AND FOR OPERATIONAL STANDARDS,
11 PROVIDING FOR UTILIZATION REVIEW STANDARDS, FURTHER PROVIDING
12 FOR INTERNAL GRIEVANCE PROCESS, FOR EXTERNAL GRIEVANCE
13 PROCESS AND FOR RECORDS, PROVIDING FOR ADVERSE BENEFIT
14 DETERMINATIONS, FURTHER PROVIDING FOR PROMPT PAYMENT OF
15 CLAIMS, FOR HEALTH CARE PROVIDER AND MANAGED CARE PLAN
16 PROTECTION, FOR DEPARTMENTAL POWERS AND DUTIES, FOR
17 CONFIDENTIALITY AND FOR PENALTIES AND SANCTIONS, PROVIDING
18 FOR REGULATIONS AND FURTHER PROVIDING FOR COMPLIANCE WITH
19 NATIONAL ACCREDITING STANDARDS AND FOR EXCEPTIONS; MAKING
20 REPEALS; AND MAKING EDITORIAL CHANGES.
21 The General Assembly of the Commonwealth of Pennsylvania
22 hereby enacts as follows:
23 Section—t— The—definittons—oF "ssmpﬂaiﬁf," "dfﬁg feffﬂﬁﬂaff*," <--
24
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25 SECTION 1. SECTION 2102, SUBDIVISION (B) HEADING OF ARTICLE <=--
26 XXI, SECTIONS 2111, 2112, 2113, 2116, 2117, 2121 AND 2131,

27 SUBDIVISION (F) HEADING OF ARTICLE XXI AND SECTION 2136 OF THE

28 ACT OF MAY 17, 1921 (P.L.682, NO.284), KNOWN AS THE INSURANCE

29 COMPANY LAW OF 1921, ARE AMENDED TO READ:

30 SECTION 2102. DEFINITIONS.--AS USED IN THIS ARTICLE, THE
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FOLLOWING WORDS AND PHRASES SHALL HAVE THE MEANINGS GIVEN TO
THEM IN THIS SECTION:

"ACTIVE CLINICAL PRACTICE." THE PRACTICE OF CLINICAL
MEDICINE BY A HEALTH CARE PROVIDER FOR AN AVERAGE OF NOT LESS
THAN TWENTY (20) HOURS PER WEEK.

"ADMINISTRATIVE DENIAL." AN ADVERSE BENEFTIT DETERMINATION OF

PRTOR AUTHORIZATION, COVERAGE OR PAYMENT BASED ON A TLACK OF

ELIGIBILITY, FATLURE TO SUBMIT COMPLETE INFORMATION OR OTHER

FATLURE TO COMPLY WITH AN ADMINISTRATIVE POLICY. THE TERM DOES

NOT INCLUDE AN ADVERSE BENEFIT DETERMINATION BASED—ON-—MEPFCAT— <--

NECESSTHFEY SUBJECT TO THE EXTERNAL REVIEW PROCESS AS SET FORTH IN <==-

SECTION 2164.1(A).

"ADMINISTRATIVE POLICY." A WRITTEN DOCUMENT OR COLLECTION OF

DOCUMENTS REFLECTING THE TERMS OF THE CONTRACTUAL OR OPERATING

RELATIONSHTIP BETWEEN AN TINSURER OR MA OR CHIP MANAGED CARE PLAN

AND A HEATTH CARE PROVIDER.

"ADVERSE BENEFTT DETERMINATION." AN ADVERSE BENEFTIT

DETERMINATION MAY BE ANY OF THE FOLLOWING:

(1) A DETERMINATION BY AN INSURER OR A UTILIZATION REVIEW

ENTITY ON BEHALFEF OF AN INSURER THAT, BASED UPON THE INFORMATION

PROVIDED AND UPON APPLICATION OF UTILTZATION REVIEW, A REQUEST

FOR A BENEFIT UNDER A HEALTH INSURANCE POLICY DOES NOT MEET THE

INSURER'S REQUIREMENTS FOR MEDICAL NECESSITY, APPROPRIATENESS,

HEALTH CARE SETTING, LEVEL OF CARE OR EFFECTIVENESS OR IS

DETERMINED TO BE EXPERIMENTAL OR INVESTIGATIONAL, SUCH THAT THE

REQUESTED BENEFTIT TS THEREFORE DENTED, REDUCED OR TERMINATED OR

PAYMENT TS NOT PROVIDED OR MADE, TN WHOLE OR TN PART, FOR THE

BENEFIT.

(2) THE DENIATL, REDUCTION, TERMINATION OR FATTLURE TO PROVIDE

OR MAKE PAYMENT, IN WHOLE OR IN PART, FOR A BENEFIT BASED ON A
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DETERMINATION BY AN INSURER OF A PERSON'S ELIGIBILITY FOR

COVERAGE UNDER A HEALTH INSURANCE POLICY OR NONCOMPLIANCE WITH

AN ADMINISTRATIVE POLICY.

(3) A RESCISSION OF COVERAGE DETERMINATION BY AN INSURER. <--

"AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES." #&A— <--

cONTRACT AN AGREEMENT BETWEEN AN MA OR CHTP MANAGED CARE PLAN <--

AND THE—DPEPARTMENT—OF—HUMAN—SERVICHS—OR—PRIMARY—CONTRACTOR—OF— <--

THE DEPARTMENT OF HUMAN SERVICES TO MANAGE THE PURCHASE AND

PROVISION OF MEBIcART—BFHAVIORATHEARTHOR—HOME—AND—COMMUONTTY— <--

BASEP SERVICES. THE TERM INCLUDES A COUNTY OR MULTICOUNTY <--

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES FOR BEHAVIORAL

HEATLTH SERVICES.

["ANCILLARY SERVICE PLANS." ANY INDIVIDUAL OR GROUP HEALTH
INSURANCE PLAN, SUBSCRIBER CONTRACT OR CERTIFICATE THAT PROVIDES
EXCLUSIVE COVERAGE FOR DENTAL SERVICES OR VISION SERVICES. THE
TERM ALSO INCLUDES MEDICARE SUPPLEMENT POLICIES SUBJECT TO
SECTION 1882 OF THE SOCIAL SECURITY ACT (49 STAT. 620, 42 U.S.C.

§ 1395SS) AND THE CIVILIAN HEALTH AND MEDICAL PROGRAM OF THE
UNIFORMED SERVICES (CHAMPUS) SUPPLEMENT. ] <--

"APPL.ICABLE GOVERNMENTAL GUIDELINES." CLINICAL PRACTICE AND

ASSOCTATED GUIDELINES TSSUED UNDER THE AUTHORITY OF THE UNITED

STATES DEPARTMENT OF HEATLTH AND HUMAN SERVICES, UNITED STATES

FOOD AND DRUG ADMINISTRATION, CENTERS FOR DISEASE CONTROL AND

PREVENTTION, PENNSYILVANIA DEPARTMENT OF HEALTH OR OTHER STIMITARLY

SITUATED FEDERAL OR STATE AGENCY, DEPARTMENT OR SUBUNIT THEREOF

FOCUSED ON THE PROVISION OR REGULATION OF MEDICAL CARE,

PRESCRIPTION DRUGS OR PUBLIC HEALTH WITHIN THE UNITED STATES OR <=--

THTS COMMONWEALTH.

"AUTHORIZED REPRESENTATIVE." ONE OF THE FOLTLOWING:

(1) A PERSON, INCLUDING A HEALTH CARE PROVIDER, TO WHOM A
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COVERED PERSON OR ENROLLEE HAS GIVEN EXPRESS WRITTEN CONSENT TO

REPRESENT THE COVERED PERSON OR ENROLLEE IN A COMPLAINT,

GRIEVANCE, ADVERSE BENEFIT DETERMINATION, INTERNAL APPEAL OR

EXTERNAL REVIEW PROCESS.

(2) A PERSON AUTHORIZED BY IAW TO PROVIDE SUBSTITUTED

CONSENT FOR A COVERED PERSON OR ENROLLEE.

(3) A FAMILY MEMBER OR TREATING HEAILTH CARE PROVIDER

INVOLVED IN PROVIDING HEALTH CARE TO A COVERED PERSON OR

ENROLLEE TF THE COVERED PERSON OR ENROLLEE IS INCAPACITATED OR

SNAVAREAREE UNABLE TO PROVIDE CONSENT DUE TO A MEDICAL EMERGENCY <==

OR AS NECESSARY TO PREVENT A SERIOUS AND IMMINENT THREAT TO THE <-=--

HEATLTH OR SAFETY OF THE COVERED PERSON OR ENROLLEE.

"CLEAN CLAIM." A CLAIM FOR PAYMENT FOR A HEALTH CARE SERVICE
WHICH HAS NO DEFECT OR IMPROPRIETY. A DEFECT OR IMPROPRIETY
SHALL INCLUDE LACK OF REQUIRED SUBSTANTIATING DOCUMENTATION OR A
PARTICULAR CIRCUMSTANCE REQUIRING SPECIAL TREATMENT WHICH
PREVENTS TIMELY PAYMENT FROM BEING MADE ON THE CLAIM. THE TERM
SHALL NOT INCLUDE A CLAIM FROM A HEALTH CARE PROVIDER WHO IS
UNDER INVESTIGATION FOR FRAUD OR ABUSE REGARDING THAT CLAIM.

"CLINICAT REVIEW CRITERIA." THE SET OF WRITTEN SCREENING

PROCEDURES, DECISION ABSTRACTS, CLINICAL PROTOCOLS AND PRACTICE

GUIDELINES USED BY AN INSURER OR MA OR CHIP MANAGED CARE PLAN TO

DETERMINE THE NECESSTITY AND APPROPRTATENESS OF HEALTH CARE

SERVICES.

"CLOSELY-RELATED SERVICE." A HEALTH CARE SERVICE SUBJECT TO

PRIOR AUTHORIZATION THAT IS CLOSELY RELATED IN PURPOSE,

DIAGNOSTIC UTILITY OR DESIGNATED HEALTH CARE BILLING CODE, AND

PROVIDED ON THE SAME DATE OF SERVICE AS AN AUTHORTIZED SERVICE,

SUCH THAT A PRUDENT HEALTH CARE PROVIDER, ACTING WITHIN THE

SCOPE OF THE PROVIDER'S LICENSE AND EXPERTISE, MAY REASONABLY BE
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EXPECTED TO PERFORM THE SERVICE IN CONJUNCTION WITH OR IN LIEU

OF THE ORIGINALLY AUTHORIZED SERVICE IN RESPONSE TO MINOR

DIFFERENCES IN OBSERVED PATIENT CHARACTERISTICS OR NEEDS FOR

DIAGNOSTIC INFORMATION THAT WERE NOT READILY TIDENTIFTABLE UNTTIL

THE PROVIDER WAS ACTUALLY PERFORMING THE ORIGINALLY AUTHORTIZED

SERVICE. THE TERM DOES NOT INCLUDE AN ORDER FOR OR

ADMINISTRATION OF A PRESCRIPTION DRUG OR ANY PART OF A SERIES OR

COURSE OF TREATMENTS.

"COMMISSIONER." THE INSURANCE COMMISSIONER OF THE
COMMONWEALTH.
"COMPLAINT."™ A DISPUTE OR OBJECTION REGARDING A

PARTICIPATING HEALTH CARE PROVIDER OR THE COVERAGE, OPERATIONS

OR MANAGEMENT POLICIES OF [A] AN INSURER OR MA OR CHTIP MANAGED

CARE PLAN WHICH HAS NOT BEEN RESOLVED BY THE INSURER OR MA OR

CHTP MANAGED CARE PLAN AND HAS BEEN FILED WITH THE INSURER, MA

OR CHTIP MANAGED CARE PLAN OR [WITH THE DEPARTMENT OF HEALTH OR

THE INSURANCE DEPARTMENT OF THE COMMONWEALTH] DEPARTMENT. THE

TERM DOES NOT INCLUDE A GRIEVANCE OR AN ADVERSE BENEFIT

DETERMINATION EEFEGIEBHHE—FOR—FXTERNAFTREVIER. <--

"CONCURRENT [UTILIZATION] REVIEW." A REVIEW [BY A

UTILIZATION REVIEW ENTITY] PERFORMED BY AN INSURER OR MA OR CHIP

MANAGED CARE PLAN, OR BY A UTILTZATION REVIEW ENTITY ACTING ON

BEHALE OF AN INSURER OR MA OR CHTIP MANAGED CARE PLAN OF ALL

REASONABLY NECESSARY SUPPORTING INFORMATION WHICH OCCURS DURING

A COVERED PERSON'S OR AN ENROLLEE'S HOSPITAL STAY OR COURSE OF <--

TREATMENT AND RESULTS IN A DECISION TO APPROVE OR DENY PAYMENT
FOR THE HEALTH CARE SERVICE.

"COVERED BENEFTT." A HEAITH CARE SERVICE AS SET FORTH IN THE

TERMS OF A HEATTH TINSURANCE POLICY OR AN AGREEMENT WITH THE

DEPARTMENT OF HUMAN SERVICES. FHEFFERM—INCHIBES—ACOVERED— <--
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SERVECE-

"COVERED PERSON." A POLICYHOLDER, SUBSCRIBER OR OTHER

INDIVIDUAL WHO IS ENTITLED TO RECEIVE HEALTH CARE SERVICES UNDER

A HEATLTH INSURANCE POLICY.

N ONTRREDSRRYFCR U 2 HEATTH CARRE SEFRYICE FIFGFRER—FOR <--

PAYMENT—UONPDER—FHFE—TERMS—OF—A—HFARFH—INSURANCE—POHTFCY—OR—AN—

ACGREEMENT W FH—THE—PEFPARTMENT—OF—HOMAN—SEHRVICHS—

"DEPARTMENT." THE [DEPARTMENT OF HEALTH] INSURANCE

DEPARTMENT OF THE COMMONWEALTH.

["DISCHARGE PLANNING." THE FORMAL PROCESS FOR DETERMINING, <--
PRIOR TO DISCHARGE FROM A FACILITY, THE COORDINATION AND
MANAGEMENT OF CARE THAT A COVERED PERSON OR ENROLLEE WILL
RECEIVE FOLLOWING THE DISCHARGE. ]

"DISCHARGE PLANNING." THE FORMAL PROCESS FOR DETERMINING, <--

PRIOR TO DISCHARGE FROM A FACILITY, THE COORDINATION AND

MANAGEMENT OF CARE THAT A COVERED PERSON OR ENROLLEE WILL

RECETIVE FOLLOWING THE DISCHARGE.

"DRUG FORMULARY." A LISTING OF HEALTH INSURANCE POLICY OR MA

OR CHIP MANAGED CARE PLAN PREFERRED THERAPEUTIC DRUGS.
"EMERGENCY SERVICE." [ANY] A HEALTH CARE SERVICE PROVIDED TO

[AN] A COVERED PERSON OR ENROLLEE AFTER THE SUDDEN ONSET OF A

MEDICAL CONDITION THAT MANIFESTS ITSELF BY ACUTE SYMPTOMS OF
SUFFICIENT SEVERITY OR SEVERE PAIN SUCH THAT A PRUDENT LAYPERSON
WHO POSSESSES AN AVERAGE KNOWLEDGE OF HEALTH AND MEDICINE COULD
REASONABLY EXPECT THE ABSENCE OF IMMEDIATE MEDICAL ATTENTION TO
RESULT IN:

(1) PLACING THE HEALTH OF THE COVERED PERSON OR ENROLLEE IN

SERTOUS JEOPARDY OR, WITH RESPECT TO A PREGNANT WOMAN, THE
HEALTH OF THE WOMAN OR HER UNBORN CHILD IN SERIOUS JEOPARDY;

(2) SERIOUS IMPAIRMENT TO BODILY FUNCTIONS; OR

20210SB0225PN2004 - 54 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

(3) SERIOUS DYSEFUNCTION OF ANY BODILY ORGAN OR PART.
+EMERGENCY TRANSPORTATION [AND] OR RELATED EMERGENCY SERVICE <--
PROVIDED BY A LICENSED AMBULANCE SERVICE SHALL CONSTITUTE AN

EMERGENCY SERVICE .+—FHE—FERM—INCHIBESFEMERGENCY—FTRANSPORTATFON— <--

"ENROLLEE." [ANY POLICYHOLDER, SUBSCRIBER, COVERED PERSON OR

OTHER INDIVIDUAL] AN INDIVIDUAL WHO IS ENTITLED TO RECEIVE

HEALTH CARE SERVICES UNDER [A MANAGED CARE PLAN] AN AGREEMENT

WITH THE DEPARTMENT OF HUMAN SERVICES.

"EVIDENCE-BASED STANDARD." INTERVENTIONS AND TREATMENT

APPROACHES THAT HAVE BEEN PROVEN EFFECTIVE THROUGH APPROPRTIATE

EMPTRICAL ANALYSTS.

"FACILITY." A HEALTH CARE SETTING OR INSTITUTION PROVIDING

HEALTH CARE SERVICES, INCLUDING:

(1) A GENERAL, SPECIAL, PSYCHIATRIC OR REHABILITATION

HOSPITAL.

(2) AN AMBULATORY SURGICAL FACILITY.

(3) A CANCER TREATMENT CENTER.

(4) A BIRTH CENTER.

(5) A SKILLED NURSING CENTER.

(6) AN TINPATIENT, OUTPATIENT OR RESTIDENTIATL DRUG AND ALCOHOL

TREATMENT FACILITY.

(7) A FACILITY LICENSED BY THE DEPARTMENT OF HUMAN SERVICES' <--

OFFICE OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES.

£ (8) A LABORATORY, IMAGING, DIAGNOSTIC OR OTHER <--

OUTPATIENT MEDICAL SERVICE OR TESTING FACILITY.

8> (9) A HEAITH CARE PROVIDER OFFICE OR CLINIC. <--

"FINAL ADVERSE BENEFTT DETERMINATION." AN ADVERSE BENEFTIT

DETERMINATION THAT HAS BEEN UPHELD BY AN TINSURER OR A
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UTILIZATION REVIEW ENTITY DESTIGNATED BY THE INSURER AT THE

COMPLETION OF THE INSURER'S INTERNAL CLATM AND APPEAL PROCEDURES

AS SPECIFIED IN SECTION Z36i—+ 2164.

"GRIEVANCE." [AS PROVIDED IN SUBDIVISION (I), A] A REQUEST

TO AN MA OR CHIP MANAGED CARE PLAN BY AN ENROLLEE OR [A HEALTH

CARE PROVIDER, WITH THE WRITTEN CONSENT OF THE ENROLLEE,] AN

ENROLLEE'S AUTHORIZED REPRESENTATIVE TO HAVE [A] AN MA OR CHIP

MANAGED CARE PLAN [OR UTILIZATION REVIEW ENTITY] RECONSIDER A
DECISION SOLELY CONCERNING THE MEDICAL NECESSITY [AND],

APPROPRIATENESS, HEALTH CARE SETTING, LEVEL OF CARE OR

EFFECTIVENESS OF A HEALTH CARE SERVICE. IF THE MA OR CHIP

MANAGED CARE PLAN IS UNABLE TO RESOLVE THE MATTER, A GRIEVANCE
MAY BE FILED REGARDING THE DECISION THAT:

(1) DISAPPROVES FULL OR PARTIAL PAYMENT FOR A REQUESTED
HEALTH CARE SERVICE;

(2) APPROVES THE PROVISION OF A REQUESTED HEALTH CARE
SERVICE FOR A LESSER SCOPE OR DURATION THAN REQUESTED; OR

(3) DISAPPROVES PAYMENT FOR THE PROVISION OF A REQUESTED
HEALTH CARE SERVICE BUT APPROVES PAYMENT FOR THE PROVISION OF AN
ALTERNATIVE HEALTH CARE SERVICE.

THE TERM DOES NOT INCLUDE A COMPLAINT OR AN ADVERSE BENEFTIT

DETERMINATTION.

"HEALTH CARE PROVIDER." A LICENSED HOSPITAL OR HEALTH CARE
FACILITY, MEDICAL EQUIPMENT SUPPLIER OR PERSON WHO IS LICENSED,
CERTIFIED OR OTHERWISE REGULATED TO PROVIDE HEALTH CARE SERVICES
UNDER THE LAWS OF THIS COMMONWEALTH, INCLUDING A PHYSICIAN,
PODIATRIST, OPTOMETRIST, PSYCHOLOGIST, PHYSICAL THERAPIST,
CERTIFIED NURSE PRACTITIONER, REGISTERED NURSE, NURSE MIDWIFE,
PHYSICIAN'S ASSISTANT, CHIROPRACTOR, DENTIST, PHARMACIST OR AN

INDIVIDUAL ACCREDITED OR CERTIFIED TO PROVIDE BEHAVIORAL HEALTH
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SERVICES. PFORMA—ORCHIPMANAGEHD—CARF—PHEANS,—FHE—FFRM—SHAF—ARSO-<--

REFER—TFO—AN—TINDIVIPDUARPROVIDINGPFERSONAFT—ASSFSTANCEH—OR—

REHABFHFFATIVE—SERVICESS THE TERM INCLUDES AN INDIVIDUAL <--

PROVIDING EMERGENCY SERVICES UNDER A LICENSED EMERGENCY MEDICAL

SERVICES AGENCY AS DEFINED IN 35 PA.C.S. § 8103 (RELATING TO

DEFINITIONS) .

"HEALTH CARE SERVICE." ANY COVERED TREATMENT, ADMISSION,
PROCEDURE, MEDICAL SUPPLIES AND EQUIPMENT OR OTHER SERVICES,
INCLUDING BEHAVIORAL HEALTH, PRESCRIBED OR OTHERWISE PROVIDED OR
PROPOSED TO BE PROVIDED BY A HEALTH CARE PROVIDER TO [AN] A _

COVERED PERSON OR ENROLLEE [UNDER A MANAGED CARE PLAN CONTRACT. ]

FOR THE DIAGNOSIS, PREVENTION, TREATMENT, CURE OR RELIEF OF A

HEATLTH CONDITION, TIINESS, TINJURY+ OR DISEASE ORFONCTFONAT— <--

EEMEFATFON UNDER THE TERMS OF EITHER A HEALTH TINSURANCE POLICY

OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES. THE—FFRM— <--

INCHEIBES—HOME—AND—COMMUNT T Y—BASEHB—SERYICHS—PROVIDED—TO—AN—

ENROEEEE—ONDER—FTHE—FERMS—OF—AN-—ACREFMENT WIHFTH—THE—DFPARTMENT—OF—

HOMAN—SERVFCES—

"HEALTH INSURANCE POLICY." A POLICY, SUBSCRIBER CONTRACT,

CERTIFTICATE OR PLAN TSSUED BY AN INSURER THAT PROVIDES MEDICAL

OR HEALTH CARE COVERAGE. THE TERM DOES NOT INCLUDE ANY OF THE

FOLLOWING:

(1) AN ACCIDENT ONLY POLICY.

(2) A CREDIT ONLY POLICY.

(3) A ILONG-TERM CARE OR DISABILITY INCOME POLICY.
(4) A SPECIFIED DISEASE POLICY.

(5) A MEDICARE SUPPLEMENT POLICY.

(6) A TRICARE POLICY, INCLUDING A CIVILTIAN HEALTH AND

MEDICAL PROGRAM OF THE UNIFORMED SERVICES (CHAMPUS) SUPPLEMENT

POLICY.

20210SB0225PN2004 - 57 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

(7) A FIXED INDEMNITY POLICY.

(8) A HOSPITAL INDEMNITY POLICY.

(9) A DENTAL ONLY POLICY.

(10) A VISTION ONLY POLICY.

(11) A WORKERS' COMPENSATION POLICY.

(12) AN AUTOMOBILE MEDICAL PAYMENT POLICY UNDER 75 PA.C.S.

(RELATING TO VEHICLES).

(13) A HOMEOWNER'S INSURANCE POLICY.

(14) ANY OTHER SIMILAR POLICIES PROVIDING FOR LIMITED

BENEFITS.
"INDEPENDENT REVIEW ORGANIZATION" OR "TRO." AN ENTITY
APPROVED BY THE DEPARTMENT UNDER SECTION 2364346 2164.9 THAT <--

CONDUCTS TNDEPENDENT REVIEWS OF ADVERSE BENEEFTIT DETERMINATIONS,

FINATL ADVERSE BENEFIT DETERMINATTIONS AND GRIEVANCES.

WINDAMTIENT ADMTICGTAN U APMISSTON—TO—A FACTIFITY FOR PURPOSES— <--

oFRECEPAINGAHFEARTH—CARE—SERYFCES

"INSURER." AN ENTITY LICENSED BY THE DEPARTMENT THAT OFFERS,

ISSUES OR RENEWS AN INDIVIDUAL OR GROUP HEALTH INSURANCE POLICY

THAT IS OFFERED OR GOVERNED UNDER ANY OF THE FOLLOWING:

(1) THTIS ACT, INCLUDING SECTION 630 AND ARTICLE XXTV.

(2) THE ACT OF DECEMBER 29, 1972 (P.L.1701, NO.364), KNOWN

AS THE "HEALTH MAINTENANCE ORGANIZATION ACT."

(3) 40 PA.C.S. CH. 61 (RELATING TO HEALTH PLAN CORPORATIONS)

OR 63 (RELATING TO PROFESSIONAL HEALTH SERVICES PLAN

CORPORATIONS) .

THE TERM DOES NOT INCLUDE AN ENTITY OPERATING AS AN MA OR

CHIP MANAGED CARE PLAN.

["MANAGED CARE PLAN." A HEALTH CARE PLAN THAT USES A
GATEKEEPER TO MANAGE THE UTILIZATION OF HEALTH CARE SERVICES,

INTEGRATES THE FINANCING AND DELIVERY OF HEALTH CARE SERVICES TO
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ENROLLEES BY ARRANGEMENTS WITH HEALTH CARE PROVIDERS SELECTED TO
PARTICIPATE ON THE BASIS OF SPECIFIC STANDARDS AND PROVIDES
FINANCIAL INCENTIVES FOR ENROLLEES TO USE THE PARTICIPATING
HEALTH CARE PROVIDERS IN ACCORDANCE WITH PROCEDURES ESTABLISHED
BY THE PLAN. A MANAGED CARE PLAN INCLUDES HEALTH CARE ARRANGED
THROUGH AN ENTITY OPERATING UNDER ANY OF THE FOLLOWING:

(1) SECTION 630.

(2) THE ACT OF DECEMBER 29, 1972 (P.L.1701, NO.364), KNOWN
AS THE "HEALTH MAINTENANCE ORGANIZATION ACT."

(3) THE ACT OF DECEMBER 14, 1992 (P.L.835, NO.134), KNOWN AS
THE "FRATERNAL BENEFIT SOCIETIES CODE."

(4) 40 PA.C.S. CH. 61 (RELATING TO HOSPITAL PLAN
CORPORATIONS) .

(5) 40 PA.C.S. CH. 63 (RELATING TO PROFESSIONAL HEALTH
SERVICES PLAN CORPORATIONS) .

THE TERM INCLUDES AN ENTITY, INCLUDING A MUNICIPALITY,
WHETHER LICENSED OR UNLICENSED, THAT CONTRACTS WITH OR FUNCTIONS
AS A MANAGED CARE PLAN TO PROVIDE HEALTH CARE SERVICES TO
ENROLLEES. THE TERM DOES NOT INCLUDE ANCILLARY SERVICE PLANS OR
AN INDEMNITY ARRANGEMENT WHICH IS PRIMARILY FEE FOR SERVICE. ]

"MEDICAL ASSISTANCE OR CHITDREN'S HEAILTH INSURANCE PROGRAM

MANAGED CARE PLAN" OR "MA OR CHIP MANAGED CARE PLAN." A HEALTH

CARE PLAN THAT USES A GATEKEEPER TO MANAGE THE UTILIZATION OF

HEALTH CARE SERVICES BY MEDICAL ASSTISTANCE OR CHILDREN'S HEALTH

INSURANCE PROGRAM ENROLLEES AND INTEGRATES THE EFINANCING AND

DELIVERY OF HEALTH CARE SERVICES FTO—FNROFHFEEHES—BY—ARRANGEMENTS—

WEFHHEARTH—CARF—PROVIDERS—SHHFCTRED—TO—PARTFCIPATE.

"MEDICAL OR SCIENTIFTIC EVIDENCE." EVIDENCE FOUND IN ANY OF

THE FOLLOWING SOURCES:

(1) A PEER-REVIEWED SCIENTIFTIC STUDY PUBLISHED IN OR
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ACCEPTED FOR PUBLICATION BY A MEDICAL JOURNAL THAT MEETS

NATTONALLY RECOGNIZED REQUIREMENTS FOR SCIENTIEFIC MANUSCRIPTS

AND WHICH JOURNAL SUBMITS MOST OF ITS PUBLISHED ARTICLES FOR

REVIEW BY EXPERTS WHO ARE NOT PART OF THE JOURNAL'S EDITORIAL

STAFF.

(2) PEER-REVIEWED MEDICAL LITERATURE, INCLUDING LITERATURE

RELATING TO A THERAPY REVIEWED AND APPROVED BY A QUALTFTIED

INSTITUTIONAL REVIEW BOARD, BIOMEDICAL COMPENDIA AND OTHER

MEDICAL LITERATURE THAT MEET THE CRITERTIA OF THE NATTONAL

INSTITUTES OF HEALTH'S LIBRARY OF MEDICINE FOR INDEXING IN INDEX

MEDICUS (MEDLINE) AND ELSEVIER SCIENCE LIMITED FOR INDEXING IN

EXCERPTA MEDICA (EMBASE) .

(3) A MEDICAL JOURNAL RECOGNIZED BY THE SECRETARY OF HEAILTH

AND HUMAN SERVICES UNDER SECTION 1861 (T) (2) OF THE SOCIAL

SECURITY ACT (49 STAT. 620, 42 U.S.C. § 1395X(T) (2)).

(4) ONE OF THE FOLLOWING STANDARD REFERENCE COMPENDIA:

(I) THE AMERICAN HOSPITAL FORMULARY SERVICE-DRUG

INFORMATION.

(IT) DRUGDEX TINFORMATION SYSTEM.

(ITT) THE AMERTCAN DENTAL ASSOCIATION ACCEPTED DENTAL

THERAPEUTICS.

(IV) THE UNITED STATES PHARMACOPOETIA-DRUG INFORMATION.

(5) FINDINGS, STUDIES OR RESEARCH CONDUCTED BY OR UNDER THE

AUSPICES OF A UNITED STATES GOVERNMENT AGENCY OR NATIONALLY

RECOGNIZED FEDERATL RESEARCH INSTITUTE, INCLUDING:

(I) THE UNITED STATES AGENCY FOR HEALTHCARE RESEARCH AND

QUALITY.

(I7) THE NATTIONAL INSTITUTES OF HEATLTH.

(ITT) THE NATTIONATL CANCER INSTITUTE.

(IV) THE NATIONAL ACADEMY OF SCIENCES.
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(V) THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN

SERVICES.

(VI) THE FOOD AND DRUG ADMINISTRATTION.

(VIT) ANY NATTONAL BOARD RECOGNIZED BY THE NATIONAL

INSTITUTES OF HEAILTH FOR THE PURPOSE OF EVALUATING THE MEDICAL

VALUE OF HEALTH CARE SERVICES.

(6) OTHER MEDICAL OR SCIENTIFIC EVIDENCE THAT IS COMPARABLE

TO THE SOURCES SPECIFIED IN PARAGRAPHS (1), (2), (3), (4) AND

(5) .

"MEDICAL POLICY." A WRITTEN DOCUMENT ADOPTED, MATINTAINED AND

APPLIED BY AN INSURER OR MA OR CHTIP MANAGED CARE PLAN THAT

COMBINES THE CLINTCAL REVIEW CRITERTA AND ANY ADDITIONAL

ADMINISTRATIVE REQCUIREMENTS POLICY, AS APPLICABLE, NECESSARY TO <--

ARTTCULATE THE INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S

STANDARDS FOR COVERAGE OF A GIVEN HEALTH CARE SERVICE OR SET OF

HEALTH CARE SERVICES UNDER THE TERMS OF A HEALTH TINSURANCE

POLICY OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

"MEDICATION-ASSISTED TREATMENT." ONEFEB—STATESHOOD—AND—DRUIG<--

INTFHEPREATMENTOF—OPFOFBD—USHF—DIFSORPERS THE USE OF UNITED <--

STATES FOOD AND DRUG ADMINISTRATION-APPROVED MEDICATIONS ALONG

WITH TREATMENT OTHER THAN MEDICATION, AS CLINTCALLY INDICATED,

TO TREAT SUBSTANCE USE DISORDERS, INCLUDING OPIQOID USE

DISORDERS.
"NATC." THE NATIONAL ASSOCIATION OF TINSURANCE COMMISSIONERS.
"NATIONALLY RECOGNIZED MEDICAL STANDARDS." CLINICAL

CRITERTA, PRACTICE GUIDELINES AND RETLATED STANDARDS ESTABLISHED

BY NATTONAL QUALITY AND ACCREDITATION ENTITIES GENERALLY

RECOGNIZED IN THE UNITED STATES HEALTH CARE INDUSTRY.
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"PARTICIPATING HEATLTH CARE PROVIDER." A HEALTH CARE PROVIDER

THAT HAS ENTERED INTO A CONTRACTUAL OR OPERATING RELATIONSHIP

WITH AN INSURER OR MA OR CHIP MANAGED CARE PLAN TO PARTICIPATE

IN ONE OR MORE DESTIGNATED NETWORKS OF THE TINSURER OR MA OR CHIP <--

MANAGED CARE PLAN AND TO PROVIDE HEATLTH CARE SERVICES TO COVERED

PERSONS OR ENROLLEES UNDER THE TERMS OF THE INSURER'S

ADMINTSTRATIVE POLICY OR AN AGREEMENT WITH THE DEPARTMENT OF

HUMAN SERVICES.

["PLAN." A MANAGED CARE PLAN. ]

"PRESCRIPTION DRUG." A DRUG OR BIOLOGICAL PRODUCT, AS BOTH

OF THOSE TERMS ARE DEFINED IN THE ACT OF NOVEMBER 24, 1976

(P.1,.1163, NO.259), REFERRED TO AS THE GENERIC EQUIVALENT DRUG

LAW.

"PRIMARY CARE PROVIDER." A HEALTH CARE PROVIDER WHO, WITHIN
THE SCOPE OF THE PROVIDER'S PRACTICE, SUPERVISES, COORDINATES,
PRESCRIBES OR OTHERWISE PROVIDES OR PROPOSES TO PROVIDE HEALTH

CARE SERVICES TO [AN] A COVERED PERSON OR ENROLLEE, INITIATES

[ENROLLEE] A REFERRAL FOR SPECIALIST CARE AND MAINTAINS

CONTINUITY OF [ENROLLEE] CARE FOR THE COVERED PERSON OR

ENROLLEE.

I PRIMARY—CONTRACTORT"—ACOUNTY;—CONSORTIUM—OF—COUNTIES—MA— <--

SR—CHIP MANAGHDCARF—PIFAN—OROTHFRFNTFI—THATHAS—AN—ACGRFEMENT—

W HE—PEPARTMENT—OF—HOMAN—SERVICEHES—TO—MANAGE—THF—PURCHASEH—AND—

PROVESTON—OFBFHAVIORHFARTH SERYICES~

"PRIOR AUTHORIZATION." A PROSPECTIVE UTILIZATION REVIEW

PERFORMED BY AN INSURER OR MA OR CHTIP MANAGED CARE PLAN, OR BY A

UTILTIZATION REVIEW ENTITY ACTING ON BEHALE OF AN INSURER OR MA

OR CHIP MANAGED CARE PILAN, OF ATLT REASONABLY NECESSARY

SUPPORTING INFORMATION THAT OCCURS PRTIOR TO THE DELTIVERY OR

PROVISION OF A HEALTH CARE SERVICE AND RESULTS IN A DECISION TO
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APPROVE OR DENY PAYMENT FOR THE HEATLTH CARE SERVICE. THE TERM

INCLUDES STEP THERAPY AND STEP THERAPY EXCEPTION REQUESTS.

"PRIOR AUTHORIZATION REQUEST." A REQUEST FOR PRIOR

AUTHORIZATION OF A HEATLTH CARE SERVICE THAT MEETS AN TINSURER'S

OR MA OR CHIP MANAGED CARE PIAN'S ADMINISTRATIVE POLICY

REQUIREMENTS FOR SUCH A REQUEST ANP—INCHIDES—THE—SPRCIFFC— <--

EEINFCAR—INFORMATFON—NECESSARY—FO—FVAFOATHE—FHE—RFOBESTUONPER—FHE—

FERMS—OF—THE—APPHICABHE—MEDTCAT—PORTCY.

["PROSPECTIVE UTILIZATION REVIEW." A REVIEW BY A UTILIZATION
REVIEW ENTITY OF ALL REASONABLY NECESSARY SUPPORTING INFORMATION
THAT OCCURS PRIOR TO THE DELIVERY OR PROVISION OF A HEALTH CARE
SERVICE AND RESULTS IN A DECISION TO APPROVE OR DENY PAYMENT FOR
THE HEALTH CARE SERVICE. ]

"PROTECTED HEALTH INFORMATION." INFORMATION OR DATA, WHETHER

ORAL OR RECORDED IN ANY FORM OR MEDIUM, AND PERSONAL FACTS OR

INFORMATTION ABOUT EVENTS OR RELATIONSHIPS THAT IDENTIFTES AN

INDIVIDUAL WHO IS THE SUBJECT OF THE INFORMATION OR FOR WHICH

THERE IS A REASONABLE BASIS TO BELIEVE THAT THE INFORMATION

COULD BE USED TO IDENTIEFY AN INDIVIDUAL, THAT RELATES TO ANY OF

THE FOLLOWING:

(1) THE PAST, PRESENT, OR FUTURE PHYSTCAL, MENTAL OR

BEHAVIORAL HEALTH OR CONDITION OF AN INDIVIDUAL OR A MEMBER OF

THE TINDIVIDUAL'S FAMILY.

(2) THE PROVISION OF HEALTH CARE SERVICES TO AN INDIVIDUAL.

(3) PAYMENT FOR THE PROVISION OF HEAILTH CARE SERVICES TO AN

INDIVIDUAL.

"PROVIDER NETWORK." [THE] PARTICIPATING HEALTH CARE <--

PROVIDERS DESIGNATED BY [A] AN INSURER OR MA OR CHIP MANAGED

CARE PLAN TO PROVIDE HEALTH CARE SERVICES UNDER A HEATLTH

INSURANCE POLICY OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN
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1 SERVICES.

2 "PROVIDER PORTAL." A DESIGNATED SECTION OR FUNCTIONAL

3 SOFTWARE MODULE ACCESSIBLE VIA AN INSURER'S OR MA OR CHIP

4 MANAGED CARE PIAN'S PUBLICLY ACCESSIBLE INTERNET WEBSTITE THAT

5 FACILITATES HEATLTH CARE PROVIDER SUBMISSTION OF ELECTRONIC PRIOR

6 AUTHORIZATION REQUESTS.

7 "REFERRAL." A PRIOR AUTHORIZATION FROM [A] AN INSURER, MA OR

8 CHI

vl

MANAGED CARE PLAN OR A PARTICIPATING HEALTH CARE PROVIDER

9 THAT ALLOWS [AN] A COVERED PERSON OR ENROLLEE TO HAVE ONE OR

10 MORE APPOINTMENTS WITH A HEALTH CARE PROVIDER FOR A HEALTH CARE
11 SERVICE.

12 "RETROSPECTIVE UTILIZATION REVIEW." [A REVIEW BY A

13 UTILIZATION REVIEW ENTITY OF ALL REASONABLY NECESSARY SUPPORTING
14 INFORMATION WHICH OCCURS FOLLOWING DELIVERY OR PROVISION OF A

15 HEALTH CARE SERVICE AND RESULTS IN A DECISION TO APPROVE OR DENY

16 PAYMENT FOR THE HEALTH CARE SERVICE.] REVIEW OF MEDICAL

17 NECESSITY PERFORMED BY AN INSURER OR MA OR CHIP MANAGED CARE

18 PLAN, OR BY A UTILIZATION REVIEW ENTITY ACTING ON BEHALF OF AN

19 INSURER OR MA OR CHIP MANAGED CARE PLAN AND CONDUCTED AFTER

20 HEALTH CARE SERVICES HAVE BEEN PROVIDED TO A COVERED PERSON OR

21 ENROLLEE+——NOT—INCHFIBDING—THE REVIFEWN—OFACEATMTHAT IS5 FHIMITED—TFO-<--

22

23

24 "SERVICE AREA." THE GEOGRAPHIC AREA FOR WHICH [THE] AN

25 INSURER OR MA OR CHIP MANAGED CARE PLAN IS LICENSED OR HAS BEEN

26 ISSUED A CERTIFICATE OF AUTHORITY.

27 "SPECIALIST." A HEALTH CARE PROVIDER WHOSE PRACTICE IS NOT
28 LIMITED TO PRIMARY HEALTH CARE SERVICES AND WHO HAS ADDITIONAL
29 POSTGRADUATE OR SPECIALIZED TRAINING, HAS BOARD CERTIFICATION OR

30 PRACTICES IN A LICENSED SPECIALIZED AREA OF HEALTH CARE. THE
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TERM INCLUDES A HEALTH CARE PROVIDER WHO IS NOT CLASSIFIED BY

[A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN SOLELY AS A

PRIMARY CARE PROVIDER.

"STEP THERAPY." A COURSE OF TREATMENT IN WHICH CERTAIN

DESTGNATED DRUGS OR TREATMENT PROTOCOLS MUST BE ETITHER

CONTRAINDICATED, OR USED AND FOUND TO BE INEFFECTIVE, PRTIOR TO

APPROVAL OF COVERAGE OF OTHER DESIGNATED DRUGS OR TREATMENT

PROTOCOLS. THE TERM DOES NOT INCLUDE REQUESTS FOR COVERAGE OF

NONFORMULARY DRUGS.

"URGENT HEALTH CARE SERVICE." A COVERED HEALTH CARE SERVICE

SUBJECT TO PRIOR AUTHORIZATION THAT IS DELIVERED ON AN EXPEDITED

BASTS FOR THE TREATMENT OF AN ACUTE CONDITION WITH SYMPTOMS OF

SUFFICIENT SEVERITY PURSUANT TO A DETERMINATION BY A LICENSED

TREATING PHYSTICIAN, OPERATING WITH THE INDIVIDUAL'S SCOPE OF

PRACTICE AND PROFESSIONAL EXPERTISE, THAT THE FATILURE TO PROVIDE

THE SERVICE IS LIKELY TO RESULT IN SERIOUS, LONG-TERM HEALTH

COMPLICATIONS OR A MATERIAL DETERIORATION IN THE COVERED

PERSON'S OR ENROLLEE'S CONDITION AND PROGNOSIS.

UHRGENT REOUESTE U A RFEOUFRST FORPRIOR AUTFHORIZATION—OF AN <--

BREENTHEAFTHCARE—SHRVICH -

"UTILIZATION REVIEW." [A SYSTEM OF PROSPECTIVE, CONCURRENT
OR RETROSPECTIVE UTILIZATION REVIEW PERFORMED BY A UTILIZATION
REVIEW ENTITY OF THE MEDICAL NECESSITY AND APPROPRIATENESS OF
HEALTH CARE SERVICES PRESCRIBED, PROVIDED OR PROPOSED TO BE
PROVIDED TO AN ENROLLEE. THE TERM DOES NOT INCLUDE ANY OF THE
FOLLOWING:

(1) REQUESTS FOR CLARIFICATION OF COVERAGE, ELIGIBILITY OR
HEALTH CARE SERVICE VERIFICATION.

(2) A HEALTH CARE PROVIDER'S INTERNAL QUALITY ASSURANCE OR

UTILIZATION REVIEW PROCESS UNLESS THE REVIEW RESULTS IN DENIAL

20210SB0225PN2004 - 65 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

OF PAYMENT FOR A HEALTH CARE SERVICE.] A SET OF FORMAL

TECHNIQUES DESIGNED TO MONITOR THE USE OF OR EVALUATE THE

MEDICAL NECESSITY, APPROPRIATENESS, EFFICACY OR EFFICIENCY OF

HEALTH CARE SERVICES, PROCEDURES OR SETTINGS, INCLUDING PRIOR

AUTHORIZATION, SECOND OPINION, CERTIFTICATION, CONCURRENT REVIEW,

CASE MANAGEMENT, DISCHARGE PLANNING OR RETROSPECTIVE REVIEW, IN

ORDER TO MAKE A DETERMINATION REGARDING COVERAGE OF THE SERVICE

UNDER THE TERMS OF A HEALTH INSURANCE POLICY OR AN AGREEMENT

WITH THE DEPARTMENT OF HUMAN SERVICES.

"UTILIZATION REVIEW ENTITY." ANY ENTITY CERTIFIED PURSUANT
TO SUBDIVISION (H) THAT PERFORMS UTILIZATION REVIEW ON BEHALF OF

[A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN.

(B) INSURER AND MA AND CHTP MANAGED CARE

PLAN REQUIREMENTS.

SECTION 2111. RESPONSIBILITIES OF INSURERS AND MA AND CHIP

MANAGED CARE PLANS.--[A] AN INSURER OR MA OR CHIP MANAGED CARE

PLAN SHALL DO ALL OF THE FOLLOWING:
(1) ASSURE AVAILABILITY AND ACCESSIBILITY OF ADEQUATE HEALTH

CARE PROVIDERS IN A TIMELY MANNER, WHICH ENABLES COVERED PERSONS

OR ENROLLEES TO HAVE ACCESS TO QUALITY CARE AND CONTINUITY OF
HEALTH CARE SERVICES.

(2) CONSULT WITH HEALTH CARE PROVIDERS IN ACTIVE CLINICAL
PRACTICE REGARDING PROFESSIONAL QUALIFICATIONS AND NECESSARY

SPECIALISTS TO BE INCLUDED IN [THE PLAN.] €6¥ERAGE THE PROVIDER <--

NETWORK UNDER A HEALTH INSURANCE POLICY OR AN AGREEMENT WITH THE

DEPARTMENT OF HUMAN SERVICES.

(3) ADOPT AND MAINTAIN A DEFINITION OF MEDICAL NECESSITY

USED BY +THE+—AN INSURER OR MA OR CHTIP MANAGED CARE PLAN IN <--

DETERMINING AUTHORIZATION OF HEALTH CARE SERVICES. <--

(4) ENSURE THAT EMERGENCY SERVICES ARE PROVIDED TWENTY-FOUR
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(24) HOURS A DAY, SEVEN (7) DAYS A WEEK AND PROVIDE REASONABLE
PAYMENT OR REIMBURSEMENT FOR EMERGENCY SERVICES.

(5) ADOPT AND MAINTAIN PROCEDURES BY WHICH [AN] A COVERED

PERSON OR ENROLLEE CAN OBTAIN HEALTH CARE SERVICES OUTSIDE THE

HEALTH INSURANCE POLICY'S OR MA OR CHIP MANAGED CARE PLAN'S

SERVICE AREA.

(6) ADOPT AND MAINTAIN PROCEDURES BY WHICH [AN] A COVERED

PERSON OR ENROLLEE WITH A LIFE-THREATENING, DEGENERATIVE OR
DISABLING DISEASE OR CONDITION SHALL, UPON REQUEST, RECEIVE AN

EVALUATION AND, IF THE HEALTH INSURANCE POLICY'S [PLAN'S]

ESTABLISHED STANDARDS ARE MET OR THE STANDARDS ESTABLISHED BY AN

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES, BE PERMITTED TO

RECEIVE:

(I) A STANDING REFERRAL TO A SPECIALIST WITH CLINICAL
EXPERTISE IN TREATING THE DISEASE OR CONDITION; OR

(II) THE DESIGNATION OF A SPECIALIST TO PROVIDE AND

COORDINATE THE COVERED PERSON'S OR ENROLLEE'S PRIMARY AND

SPECIALTY CARE.

THE REFERRAL TO OR DESIGNATION OF A SPECIALIST SHALL BE PURSUANT

TO A TREATMENT PLAN APPROVED BY THE INSURER OR MA OR CHTP

MANAGED CARE PLAN IN CONSULTATION WITH THE PRIMARY CARE

PROVIDER, THE COVERED PERSON OR ENROLLEE AND, AS APPROPRIATE,

THE SPECIALIST. WHEN POSSIBLE, THE SPECIALIST MUST BE A HEALTH

CARE PROVIDER PARTICIPATING IN THE [PLAN.] HEALTH INSURANCE

POLICY OR MA OR CHIP MANAGED CARE PLAN'S PROVIDER NETWORK.

(7) PROVIDE DIRECT ACCESS TO OBSTETRICAL AND GYNECOLOGICAL

SERVICES BY PERMITTING [AN] A COVERED PERSON OR ENROLLEE TO

SELECT A HEALTH CARE PROVIDER PARTICIPATING IN THE [PLAN] HEATLTH

INSURANCE POLICY OR MA OR CHIP MANAGED CARE PIAN'S PROVIDER

NETWORK TO OBTAIN MATERNITY AND GYNECOLOGICAL CARE, INCLUDING
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MEDICALLY NECESSARY AND APPROPRIATE FOLLOW-UP CARE AND REFERRALS
FOR DIAGNOSTIC TESTING RELATED TO MATERNITY AND GYNECOLOGICAL
CARE, WITHOUT PRIOR APPROVAL FROM A PRIMARY CARE PROVIDER. THE
HEALTH CARE SERVICES SHALL BE WITHIN THE SCOPE OF PRACTICE OF
THE SELECTED HEALTH CARE PROVIDER. THE SELECTED HEALTH CARE

PROVIDER SHALL INFORM THE COVERED PERSON'S OR ENROLLEE'S PRIMARY

CARE PROVIDER OF ALL HEALTH CARE SERVICES PROVIDED.

(8) ADOPT AND MAINTAIN A COMPLAINT PROCESS AS SET FORTH IN
SUBDIVISION (G).

(9) ADOPT AND MAINTAIN A GRIEVANCE PROCESS AS SET FORTH IN
SUBDIVISION (I).

(10) ADOPT AND MAINTAIN CREDENTIALING STANDARDS FOR HEALTH
CARE PROVIDERS AS SET FORTH IN SUBDIVISION (D).

(11) ENSURE THAT THERE ARE PARTICIPATING HEALTH CARE
PROVIDERS THAT ARE PHYSICALLY ACCESSIBLE TO PEOPLE WITH
DISABILITIES AND CAN COMMUNICATE WITH INDIVIDUALS WITH SENSORY
DISABILITIES IN ACCORDANCE WITH TITLE III OF THE AMERICANS WITH
DISABILITIES ACT OF 1990 (PUBLIC LAW 101-336, 42 U.S.C. § 12181
ET SEQ.).

(12) PROVIDE A LIST OF HEALTH CARE PROVIDERS PARTICIPATING

IN THE [PLAN] HEALTH INSURANCE POLICY OR MA OR CHIP MANAGED CARE

PIAN'S PROVIDER NETWORK TO THE DEPARTMENT EVERY TWO (2) YEARS OR

AS MAY OTHERWISE BE REQUIRED BY THE DEPARTMENT. THE LIST SHALL
INCLUDE THE EXTENT TO WHICH HEALTH CARE PROVIDERS IN THE [PLAN]

HEALTH INSURANCE POLICY OR MA OR CHIP MANAGED CARE PLAN'S

PROVIDER NETWORK ARE ACCEPTING NEW ENROLLEES.

(13) REPORT TO THE DEPARTMENT [AND THE INSURANCE DEPARTMENT ]
IN ACCORDANCE WITH THE REQUIREMENTS OF THIS ARTICLE. SUCH
INFORMATION SHALL INCLUDE THE NUMBER, TYPE AND DISPOSITION OF

ALL COMPLAINTS [AND], GRIEVANCES [FILED WITH THE PLAN.] AND
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ADVERSE BENEFIT DETERMINATIONS FILED WITH THE INSURER UNDER A

HEALTH INSURANCE POLICY OR WITH THE MA OR CHIP MANAGED CARE

PLAN, AS APPLICABLE.

SECTION 2112. FINANCIAL INCENTIVES PROHIBITION.--NO INSURER

OR MA OR CHIP MANAGED CARE PLAN +SHALL+—MAY USE ANY FINANCIAL <--

INCENTIVE THAT COMPENSATES A HEALTH CARE PROVIDER FOR PROVIDING
LESS THAN MEDICALLY NECESSARY AND APPROPRIATE CARE TO [AN] A

COVERED PERSON OR ENROLLEE. NOTHING IN THIS SECTION SHALL BE

DEEMED TO PROHIBIT [A] AN INSURER OR MA OR CHIP MANAGED CARE

PLAN FROM USING A CAPITATED PAYMENT ARRANGEMENT OR OTHER RISK-
SHARING ARRANGEMENT.
SECTION 2113. MEDICAL GAG CLAUSE PROHIBITION.--(A) NO

INSURER OR MA OR CHTP MANAGED CARE PLAN MAY PENALIZE OR RESTRICT

A HEALTH CARE PROVIDER FROM DISCUSSING ANY OF THE FOLLOWING:

(1) [THE] THE PROCESS THAT THE INSURER OR MA OR CHIP MANAGED

CARE PLAN OR ANY ENTITY CONTRACTING WITH THE INSURER OR MA OR

CHIP MANAGED CARE PLAN USES OR PROPOSES TO USE TO DENY PAYMENT

FOR A HEALTH CARE SERVICE[;].

(2) [MEDICALLY] MEDICALLY NECESSARY AND APPROPRIATE CARE

WITH OR ON BEHALF OF [AN] A COVERED PERSON OR ENROLLEE,

INCLUDING INFORMATION REGARDING THE NATURE OF TREATMENT; RISKS
OF TREATMENT; ALTERNATIVE TREATMENTS; OR THE AVAILABILITY OF
ALTERNATE THERAPIES, CONSULTATION OR TESTS[; OR].

(3) [THE] THE DECISION OF [ANY] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN TO DENY PAYMENT FOR A HEALTH CARE SERVICE.

(B) A PROVISION TO PROHIBIT OR RESTRICT DISCLOSURE OF
MEDICALLY NECESSARY AND APPROPRIATE HEALTH CARE INFORMATION
CONTAINED IN A CONTRACT WITH A HEALTH CARE PROVIDER IS CONTRARY
TO PUBLIC POLICY AND SHALL BE VOID AND UNENFORCEABLE.

(C) NO INSURER OR MA OR CHIP MANAGED CARE PLAN +SHALL+MAY— <--
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TERMINATE THE EMPLOYMENT OF OR A CONTRACT WITH A HEALTH CARE
PROVIDER FOR ANY OF THE FOLLOWING:

(1) ADVOCATING FOR MEDICALLY NECESSARY AND APPROPRIATE
HEALTH CARE CONSISTENT WITH THE DEGREE OF LEARNING AND SKILL
ORDINARILY POSSESSED BY A REPUTABLE HEALTH CARE PROVIDER
PRACTICING ACCORDING TO THE APPLICABLE LEGAL STANDARD OF CARE.

(2) FILING A COMPLAINT, GRIEVANCE OR EXTERNAL REVIEW

PURSUANT TO THE PROCEDURES SET FORTH IN THIS ARTICLE.

(3) PROTESTING A DECISION, POLICY OR PRACTICE THAT THE
HEALTH CARE PROVIDER, CONSISTENT WITH THE DEGREE OF LEARNING AND
SKILL ORDINARILY POSSESSED BY A REPUTABLE HEALTH CARE PROVIDER
PRACTICING ACCORDING TO THE APPLICABLE LEGAL STANDARD OF CARE,
REASONABLY BELIEVES INTERFERES WITH THE HEALTH CARE PROVIDER'S
ABILITY TO PROVIDE MEDICALLY NECESSARY AND APPROPRIATE HEALTH
CARE.

(D) NOTHING IN THIS SECTION SHALL:

(1) PROHIBIT [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN

FROM MAKING A DETERMINATION NOT TO PAY FOR A PARTICULAR MEDICAL
TREATMENT, SUPPLY OR SERVICE, ENFORCING REASONABLE PEER REVIEW
OR UTILIZATION REVIEW PROTOCOLS OR MAKING A DETERMINATION THAT A
HEALTH CARE PROVIDER HAS OR HAS NOT COMPLIED WITH APPROPRIATE
PROTOCOLS.

(2) BE CONSTRUED AS REQUIRING [A] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN TO PROVIDE, REIMBURSE FOR OR COVER COUNSELING,

REFERRAL OR OTHER HEALTH CARE SERVICES IF THE INSURER OR MA OR

CHIP MANAGED CARE PLAN:

(I) OBJECTS TO THE PROVISION OF THAT SERVICE ON MORAL OR
RELIGIOUS GROUNDS; AND
(IT) MAKES AVAILABLE INFORMATION ON ITS POLICIES REGARDING

SUCH HEALTH CARE SERVICES TO COVERED PERSON OR ENROLLEES AND
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PROSPECTIVE COVERED PERSON OR ENROLLEES.

SECTION 2116. EMERGENCY SERVICES.--(A) IF [AN] A COVERED

PERSON OR ENROLLEE SEEKS EMERGENCY SERVICES AND THE EMERGENCY
HEALTH CARE PROVIDER DETERMINES THAT EMERGENCY SERVICES ARE
NECESSARY, THE EMERGENCY HEALTH CARE PROVIDER SHALL INITIATE
NECESSARY INTERVENTION TO EVALUATE AND, IF NECESSARY, STABILIZE

THE CONDITION OF THE COVERED PERSON OR ENROLLEE WITHOUT SEEKING

OR RECEIVING AUTHORIZATION FROM THE INSURER OR MA OR CHIP

MANAGED CARE PLAN. THE INSURER OR MA OR CHIP MANAGED CARE PLAN

MAY NOT REQUIRE A HEALTH CARE PROVIDER TO SUBMIT A REQUEST FOR

PRIOR AUTHORIZATION FOR AN EMERGENCY SERVICE. THE INSURER OR MA

OR CHIP MANAGED CARE PLAN SHALL PAY ALL REASONABLY NECESSARY
COSTS ASSOCIATED WITH EMERGENCY SERVICES PROVIDED DURING THE
PERIOD OF EMERGENCY, SUBJECT TO ALL COPAYMENTS, COINSURANCES OR
DEDUCTIBLES. WHEN PROCESSING A REIMBURSEMENT CLAIM FOR EMERGENCY

SERVICES, [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

CONSIDER BOTH THE PRESENTING SYMPTOMS AND THE SERVICES PROVIDED.
(A.1) THE EMERGENCY HEALTH CARE PROVIDER SHALL NOTIFY THE

COVERED PERSON'S INSURER OR ENROLLEE'S MA OR CHTIP MANAGED CARE

PLAN OF THE PROVISION OF EMERGENCY SERVICES AND THE CONDITION OF

THE COVERED PERSON OR ENROLLEE.

(1) THE HEALTH CARE PROVIDER SHALL NOTTIFY A COVERED PERSON'S

INSURER OF THE PROVISION OF EMERGENCY SERVICES AND THE CONDITION

OF THE COVERED PERSON WITHIN TWO BUSINESS DAYS FOLLOWING THE

PERIOD OF EMERGENCY.

(2) THE HEALTH CARE PROVIDER SHALL NOTIFY THE ENROLLEE'S MA

OR CHIP MANAGED CARE PLAN OF THE PROVISION OF EMERGENCY SERVICES

AND THE CONDITION OF THE ENROLLEE WITHIN TEN DAYS FOLLOWING THE

PERFOD—OF—FMERGENCY PRESENTATTION FOR EMERGENCY SERVICES.

(A.2) IF [AN] A COVERED PERSON'S OR ENROLLEE'S CONDITION HAS
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1 STABILIZED AND THE COVERED PERSON OR ENROLLEE CAN BE TRANSPORTED

2 WITHOUT SUFFERING DETRIMENTAL CONSEQUENCES OR AGGRAVATING THE

3 COVERED PERSON'S OR ENROLLEE'S CONDITION, THE COVERED PERSON OR

4 ENROLLEE MAY BE RELOCATED TO ANOTHER FACILITY TO RECEIVE

5 CONTINUED CARE AND TREATMENT AS NECESSARY.

6 (B) FOR EMERGENCY SERVICES RENDERED BY A LICENSED EMERGENCY
7 MEDICAL SERVICES AGENCY, AS DEFINED IN 35 PA.C.S. § 8103

8 (RELATING TO DEFINITIONS), THAT HAS THE ABILITY TO TRANSPORT

9 PATIENTS OR IS PROVIDING AND BILLING FOR EMERGENCY SERVICES
10 UNDER AN AGREEMENT WITH AN EMERGENCY MEDICAL SERVICES AGENCY

11 THAT HAS THAT ABILITY, THE INSURER OR MA OR CHIP MANAGED CARE

12 PLAN MAY NOT DENY A CLAIM FOR PAYMENT SOLELY BECAUSE THE
13 ENROLLEE DID NOT REQUIRE TRANSPORT OR REFUSED TO BE TRANSPORTED.

14 THE REQUIREMENTS OF SUBSECTION (A.1) DO NOT APPLY TO A LICENSED <--

15 EMERGENCY MEDICAL SERVICES AGENCY UNDER THIS PARAGRAPH.

16 (C) FOR EMERGENCY SERVICES PROVIDED TO [MEDICAL ASSISTANCE

17 PARTICIPANTS] MA OR CHIP MANAGED CARE PLAN ENROLLEES, THE

18 FOLLOWING PROVISIONS SHALL APPLY:

19 (1) THE PROVISIONS OF SUBSECTION (B) SHALL APPLY TO THE SAME
20 SERVICES PROVIDED TO MEDICAL ASSISTANCE PARTICIPANTS UNDER

21 ARTICLE IV OF THE ACT OF JUNE 13, 1967 (P.L.31, NO.21), KNOWN AS
22 THE HUMAN SERVICES CODE.

23 (2) PAYMENT FOR THE SERVICES SHALL BE IN ACCORDANCE WITH THE

24 CURRENT MA OR CHIP MANAGED CARE CONTRACTED RATES.

25 (3) SUFFICIENT FUNDS SHALL BE APPROPRIATED EACH FISCAL YEAR
26 FOR PAYMENT OF THE SERVICES.

27 [ (D) THE PROVISIONS OF SUBSECTION (B) SHALL APPLY TO ALL

28 GROUP AND INDIVIDUAL MAJOR MEDICAL HEALTH INSURANCE POLICIES

29 ISSUED BY A LICENSED HEALTH INSURER. ]

30 SECTION 2117. CONTINUITY OF CARE.--(A) EXCEPT AS PROVIDED
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UNDER SUBSECTION (B), IF [A] AN INSURER OR MA OR CHIP MANAGED

CARE PLAN INITIATES TERMINATION OF ITS CONTRACT WITH A

PARTICIPATING HEALTH CARE PROVIDER, [AN] A COVERED PERSON OR

ENROLLEE MAY CONTINUE AN ONGOING COURSE OF TREATMENT WITH THAT

HEALTH CARE PROVIDER AT THE COVERED PERSON'S OR ENROLLEE'S

OPTION FOR A TRANSITIONAL PERIOD OF UP TO SIXTY (60) DAYS FROM

THE DATE THE COVERED PERSON OR ENROLLEE WAS NOTIFIED BY THE

INSURER OR MA OR CHIP MANAGED CARE PLAN OF THE TERMINATION OR

PENDING TERMINATION. THE INSURER OR MA OR CHIP MANAGED CARE

PLAN, IN CONSULTATION WITH THE COVERED PERSON OR ENROLLEE AND

THE HEALTH CARE PROVIDER, MAY EXTEND THE TRANSITIONAL PERIOD IF
DETERMINED TO BE CLINICALLY APPROPRIATE. IN THE CASE OF [AN] A

COVERED PERSON OR ENROLLEE IN THE SECOND OR THIRD TRIMESTER OF

PREGNANCY AT THE TIME OF NOTICE OF THE TERMINATION OR PENDING
TERMINATION, THE TRANSITIONAL PERIOD SHALL EXTEND THROUGH
POSTPARTUM CARE RELATED TO THE DELIVERY. ANY HEALTH CARE SERVICE

PROVIDED UNDER THIS SECTION SHALL BE COVERED BY THE INSURER OR

MA OR CHIP MANAGED CARE PLAN UNDER THE SAME TERMS AND CONDITIONS

AS APPLICABLE FOR PARTICIPATING HEALTH CARE PROVIDERS.

(B) IF [THE] AN INSURER OR MA OR CHIP MANAGED CARE PLAN

TERMINATES THE CONTRACT OF A PARTICIPATING HEALTH CARE PROVIDER
FOR CAUSE, INCLUDING BREACH OF CONTRACT, FRAUD, CRIMINAL

ACTIVITY OR POSING A DANGER TO [AN] A COVERED PERSON OR ENROLLEE

OR THE HEALTH, SAFETY OR WELFARE OF THE PUBLIC AS DETERMINED BY

THE INSURER OR MA OR CHIP MANAGED CARE PLAN, THE INSURER OR MA

OR CHIP MANAGED CARE PLAN SHALL NOT BE RESPONSIBLE FOR HEALTH

CARE SERVICES PROVIDED TO THE COVERED PERSON OR ENROLLEE

FOLLOWING THE DATE OF TERMINATION.

(C) IF [THE] AN INSURER OR MA OR CHIP MANAGED CARE PLAN

TERMINATES THE CONTRACT OF A PARTICIPATING PRIMARY CARE
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PROVIDER, THE INSURER OR MA OR CHTIP MANAGED CARE PLAN SHALL

NOTIFY EVERY COVERED PERSON OR ENROLLEE SERVED BY THAT PROVIDER

OF THE INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S TERMINATION

OF ITS CONTRACT AND SHALL REQUEST THAT THE COVERED PERSON OR

ENROLLEE SELECT ANOTHER PRIMARY CARE PROVIDER.

(D) A NEW COVERED PERSON OR ENROLLEE MAY CONTINUE AN ONGOING

COURSE OF TREATMENT WITH A NONPARTICIPATING HEALTH CARE PROVIDER
FOR A TRANSITIONAL PERIOD OF UP TO SIXTY (60) DAYS FROM THE

EFFECTIVE DATE OF ENROLLMENT IN A HEALTH INSURANCE POLICY OR MA

OR CHIP MANAGED CARE PLAN. THE INSURER OR MA OR CHIP MANAGED

CARE PLAN, IN CONSULTATION WITH THE COVERED PERSON OR ENROLLEE

AND THE HEALTH CARE PROVIDER, MAY EXTEND THIS TRANSITIONAL
PERIOD IF DETERMINED TO BE CLINICALLY APPROPRIATE. IN THE CASE

OF A NEW COVERED PERSON OR ENROLLEE IN THE SECOND OR THIRD

TRIMESTER OF PREGNANCY ON THE EFFECTIVE DATE OF ENROLLMENT, THE
TRANSITIONAL PERIOD SHALL EXTEND THROUGH POSTPARTUM CARE RELATED
TO THE DELIVERY. ANY HEALTH CARE SERVICE PROVIDED UNDER THIS

SECTION SHALL BE COVERED BY THE HEALTH INSURANCE POLICY OR MA OR

CHIP MANAGED CARE PLAN UNDER THE SAME TERMS AND CONDITIONS AS
APPLICABLE FOR PARTICIPATING HEALTH CARE PROVIDERS.

(E) [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN MAY

REQUIRE A NONPARTICIPATING HEALTH CARE PROVIDER WHOSE HEALTH
CARE SERVICES ARE COVERED UNDER THIS SECTION TO MEET THE SAME
TERMS AND CONDITIONS AS A PARTICIPATING HEALTH CARE PROVIDER.

(F) NOTHING IN THIS SECTION SHALL REQUIRE [A] AN INSURER OR

MA OR CHIP MANAGED CARE PLAN TO PROVIDE HEALTH CARE SERVICES

THAT ARE NOT OTHERWISE COVERED UNDER THE TERMS AND CONDITIONS OF

THE [PLAN] COVERED PERSON'S HEATLTH INSURANCE POLICY OR AN

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

SECTION 2121. CREDENTIALING PROCEDURES.--(A) [A] AN INSURER
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1 OR MA OR CHIP MANAGED CARE PLAN SHALL ESTABLISH A CREDENTIALING

2 PROCESS TO ENROLL QUALIFIED HEALTH CARE PROVIDERS AND CREATE AN
3 ADEQUATE PROVIDER NETWORK. [THE PROCESS SHALL BE APPROVED BY THE
4 DEPARTMENT AND SHALL INCLUDE WRITTEN CRITERIA AND PROCEDURES FOR
5 INITIAL ENROLLMENT, RENEWAL, RESTRICTIONS AND TERMINATION OF

6 CREDENTIALS FOR HEALTH CARE PROVIDERS.]

7 (A.1) AN TINSURER'S OR MA OR CHIP MANAGED CARE PIAN'S

8 CREDENTIALING PROCESS SHALL BE SUBJECT TO APPROVAL BY THE

9 DEPARTMENT AND SHALL INCLUDE WRITTEN CRITERIA AND PROCEDURES FOR

10 AT LEAST THE FOLLOWING:

11 (1) INITIAL CREDENTIALING.
12 (2) RENEWAL OF CREDENTIATLING.
13 (3) RESTRICTING AND TERMINATING THE CREDENTIALS FOR HEALTH

14 CARE PROVIDERS.

15 (B) THE DEPARTMENT SHALL ESTABLISH CREDENTIALING STANDARDS

16 FOR INSURERS AND MA OR CHIP MANAGED CARE PLANS. THE DEPARTMENT

17 MAY ADOPT NATIONALLY RECOGNIZED ACCREDITING STANDARDS TO

18 ESTABLISH THE CREDENTIALING STANDARDS FOR INSURERS AND MA OR

19 CHIP MANAGED CARE PLANS.

20 (C) [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

21 SUBMIT A REPORT TO THE DEPARTMENT REGARDING ITS CREDENTIALING
22 PROCESS AT LEAST EVERY TWO (2) YEARS OR AS MAY OTHERWISE BE
23 REQUIRED BY THE DEPARTMENT.

24 (D) [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

25 DISCLOSE RELEVANT CREDENTIALING CRITERIA AND PROCEDURES TO
26 HEALTH CARE PROVIDERS THAT APPLY TO PARTICIPATE OR THAT ARE

27 PARTICIPATING IN THE INSURER'S OR MANAGED CARE PLAN'S PROVIDER

28 NETWORK. [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

29 ALSO DISCLOSE RELEVANT CREDENTIALING CRITERIA AND PROCEDURES

30 PURSUANT TO A COURT ORDER OR RULE. ANY INDIVIDUAL PROVIDING
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INFORMATION DURING THE CREDENTIALING PROCESS OF [A] AN INSURER

OR MA OR CHIP MANAGED CARE PLAN SHALL HAVE THE PROTECTIONS SET

FORTH IN THE ACT OF JULY 20, 1974 (P.L.564, NO.193), KNOWN AS
THE "PEER REVIEW PROTECTION ACT."

(E) NO INSURER OR MA OR CHIP MANAGED CARE PLAN [SHALL] MAY

EXCLUDE OR TERMINATE A HEALTH CARE PROVIDER FROM PARTICIPATION

IN THE [PLAN] INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S

PROVIDER NETWORK DUE TO ANY OF THE FOLLOWING:

(1) THE HEALTH CARE PROVIDER ENGAGED IN ANY OF THE
ACTIVITIES SET FORTH IN SECTION 2113 (C).

(2) THE HEALTH CARE PROVIDER HAS A PRACTICE THAT INCLUDES A
SUBSTANTIAL NUMBER OF PATIENTS WITH EXPENSIVE MEDICAL
CONDITIONS.

(3) THE HEALTH CARE PROVIDER OBJECTS TO THE PROVISION OF OR
REFUSES TO PROVIDE A HEALTH CARE SERVICE ON MORAL OR RELIGIOUS
GROUNDS .

(F) IF [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN DENIES

ENROLLMENT OR RENEWAL OF CREDENTIALS TO A HEALTH CARE PROVIDER,

THE INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL PROVIDE THE

HEALTH CARE PROVIDER WITH WRITTEN NOTICE OF THE DECISION. THE
NOTICE SHALL INCLUDE A CLEAR RATIONALE FOR THE DECISION.

SECTION 2131. CONFIDENTIALITY.--(A) [A] AN INSURER OR MA OR

CHIP MANAGED CARE PLAN [AND A UTILIZATION REVIEW ENTITY] SHALL
ADOPT AND MAINTAIN PROCEDURES TO ENSURE THAT ALL [IDENTIFIABLE]

PROTECTED HEALTH INFORMATION REGARDING COVERED PERSON OR

ENROLLEE HEALTH, DIAGNOSIS AND TREATMENT IS ADEQUATELY PROTECTED
AND REMAINS CONFIDENTIAL IN COMPLIANCE WITH ALL APPLICABLE
FEDERAL AND STATE LAWS AND REGULATIONS AND PROFESSIONAL ETHICAL
STANDARDS.

(B) TO THE EXTENT [A] AN INSURER OR MA OR CHIP MANAGED CARE
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PLAN [MAINTAINS] RECEIVES MEDICAL RECORDS RELATING TO A COVERED <--

PERSON OR ENROLLEE, THE INSURER OR MA OR CHIP MANAGED CARE PLAN

SHALL ADOPT AND MAINTAIN PROCEDURES TO ENSURE THAT COVERED

PERSONS AND ENROLLEES HAVE TIMELY ACCESS TO THEIR MEDICAL

RECORDS UPON REQUEST OF THE COVERED PERSON OR ENROLLEFE, <--

INCLUDING MEDICAL RECORDS PROVIDED BY A HEAILTH CARE PROVIDER IN

THE CONTEXT OF UTILIZATTION REVIEW OR A COMPLAINT, GRIEVANCE OR

ADVERSE BENEFIT DETERMINATION, UNLESS PROHIBITED BY FEDERAL OR

STATE LAW OR REGULATION.

(C) (1) INFORMATION REGARDING [AN] A COVERED PERSON'S OR

ENROLLEE'S HEALTH OR TREATMENT SHALL BE AVAILABLE TO THE COVERED

PERSON OR ENROLLEE, THE COVERED PERSON'S OR ENROLLEE'S

[DESIGNEE] AUTHORIZED REPRESENTATIVE OR AS NECESSARY TO PREVENT

DEATH OR SERIOUS INJURY.
(2) NOTHING IN THIS SECTION SHALL:
(I) PREVENT DISCLOSURE NECESSARY TO DETERMINE COVERAGE,

REVIEW COMPLAINTS [OR], GRIEVANCES OR ADVERSE BENEFTIT

DETERMINATIONS, CONDUCT UTILIZATION REVIEW OR FACILITATE PAYMENT

OF A CLAIM.
(IT) DENY THE DEPARTMENT[, THE INSURANCE DEPARTMENT] OR THE

DEPARTMENT OF [PUBLIC WELFARE] HUMAN SERVICES ACCESS TO RECORDS

FOR PURPOSES OF QUALITY ASSURANCE, INVESTIGATION OF COMPLAINTS

[OR], GRIEVANCES OR ADVERSE BENEFIT DETERMINATIONS, ENFORCEMENT

OR OTHER ACTIVITIES RELATED TO COMPLIANCE WITH THIS ARTICLE AND
OTHER LAWS OF THIS COMMONWEALTH. RECORDS SHALL BE ACCESSIBLE
ONLY TO DEPARTMENT EMPLOYES OR AGENTS WITH DIRECT
RESPONSIBILITIES UNDER THE PROVISIONS OF THIS SUBPARAGRAPH.

(ITI) DENY ACCESS TO INFORMATION NECESSARY FOR A UTILIZATION
REVIEW ENTITY TO CONDUCT A REVIEW UNDER THIS ARTICLE.

(IV) DENY ACCESS TO THE INSURER OR MA OR CHIP MANAGED CARE
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PLAN FOR INTERNAL QUALITY REVIEW, INCLUDING REVIEWS CONDUCTED AS

PART OF THE INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S QUALITY

OVERSIGHT PROCESS. DURING SUCH REVIEWS, COVERED PERSONS AND

ENROLLEES SHALL REMAIN ANONYMOUS TO THE GREATEST EXTENT
POSSIBLE.

(V) DENY ACCESS TO INSURERS OR MA OR CHIP MANAGED CARE

PLANS, HEALTH CARE PROVIDERS AND THEIR RESPECTIVE DESIGNEES FOR
THE PURPOSE OF PROVIDING PATIENT CARE MANAGEMENT, OUTCOMES

IMPROVEMENT AND RESEARCH. FOR THIS PURPOSE, COVERED PERSONS AND

ENROLLEES SHALL PROVIDE CONSENT AND SHALL REMAIN ANONYMOUS TO
THE GREATEST EXTENT POSSIBLE.
(F) INFORMATION FOR COVERED

PERSONS AND ENROLLEES.

SECTION 2136. REQUIRED DISCLOSURE.--(A) [A] AN INSURER OR

MA OR CHIP MANAGED CARE PLAN SHALL SUPPLY EACH COVERED PERSON OR

ENROLLEE AND, UPON WRITTEN REQUEST, EACH PROSPECTIVE COVERED
PERSON OR ENROLLEE OR HEALTH CARE PROVIDER WITH THE FOLLOWING
WRITTEN INFORMATION. SUCH INFORMATION SHALL BE EASILY
UNDERSTANDABLE BY THE LAYPERSON AND SHALL INCLUDE, BUT NOT BE
LIMITED TO:

(1) A DESCRIPTION OF COVERAGE, BENEFITS AND BENEFIT
MAXIMUMS, INCLUDING BENEFIT LIMITATIONS AND EXCLUSIONS OF
COVERAGE, HEALTH CARE SERVICES AND THE DEFINITION OF MEDICAL

NECESSITY USED BY THE INSURER OR MA OR CHIP MANAGED CARE PLAN IN

DETERMINING WHETHER THESE BENEFITS WILL BE COVERED. THE

FOLLOWING STATEMENT OR SUBSTANTIALLY SIMILAR STATEMENT SHALL BE

INCLUDED IN ALL MARKETING MATERIALS IN BOLDFACE TYPE:

FOR INSURERS: THIS [MANAGED CARE PLAN] HEALTH INSURANCE

POLICY MAY NOT COVER ALL YOUR HEALTH CARE EXPENSES. READ YOUR

CONTRACT OR MEMBER HANDBOOK CAREFULLY TO DETERMINE WHICH
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HEALTH CARE SERVICES ARE COVERED.

FOR MA OR CHIP MANAGED CARE PLANS: YOUR MANAGED CARE PLAN MAY

NOT COVER ALL YOUR HEALTH CARE EXPENSES. READ YOUR MEMBER

HANDBOOK CAREFULLY TO DETERMINE WHICH HEATTH CARE SERVICES

ARE COVERED.

THE NOTICE SHALL BE FOLLOWED BY A TELEPHONE NUMBER TO CONTACT

THE INSURER OR MA OR CHIP MANAGED CARE PLAN.

(2) A DESCRIPTION OF ALL NECESSARY PRIOR AUTHORIZATIONS OR
OTHER REQUIREMENTS FOR NONEMERGENCY HEALTH CARE SERVICES AS

REQUIRED BY SECTION 2155.

(3) AN EXPLANATION OF [AN] A COVERED PERSON'S OR ENROLLEE'S

FINANCIAL RESPONSIBILITY FOR PAYMENT OF PREMIUMS, COINSURANCE,
COPAYMENTS, DEDUCTIBLES AND OTHER CHARGES, ANNUAL LIMITS ON [AN]

A COVERED PERSON'S OR ENROLLEE'S FINANCIAL RESPONSIBILITY AND

CAPS ON PAYMENTS FOR HEALTH CARE SERVICES PROVIDED UNDER THE

[PLAN] HEALTH INSURANCE POLICY OR AN AGREEMENT WITH THE

DEPARTMENT OF HUMAN SERVICES.

(4) AN EXPLANATION OF [AN] A COVERED PERSON'S OR ENROLLEE'S

FINANCIAL RESPONSIBILITY FOR PAYMENT WHEN A HEALTH CARE SERVICE
IS PROVIDED BY A NONPARTICIPATING HEALTH CARE PROVIDER, WHEN A
HEALTH CARE SERVICE IS PROVIDED BY ANY HEALTH CARE PROVIDER

WITHOUT REQUIRED AUTHORIZATION OR WHEN THE CARE RENDERED IS NOT

COVERED [BY THE PLAN] UNDER THE HEALTH INSURANCE POLICY OR BY AN

AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

(5) A DESCRIPTION OF HOW THE INSURER OR MA OR CHIP MANAGED

CARE PLAN ADDRESSES THE NEEDS OF NON-ENGLISH-SPEAKING COVERED

PERSONS OR ENROLLEES.

(6) A NOTICE OF MAILING ADDRESSES AND TELEPHONE NUMBERS

NECESSARY TO ENABLE [AN] A COVERED PERSON OR ENROLLEE TO OBTAIN

APPROVAL OR AUTHORIZATION OF A HEALTH CARE SERVICE OR OTHER
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INFORMATION REGARDING THE HEALTH INSURANCE POLICY OR SERVICES

COVERED BY THE MA OR CHIP MANAGED CARE PLAN.

(7) A SUMMARY OF THE INSURER'S OR MA OR CHTIP MANAGED CARE

PLAN'S UTILIZATION REVIEW POLICIES AND PROCEDURES.

(8) A SUMMARY OF ALL COMPLAINT [AND], GRIEVANCE OR ADVERSE

BENEEFIT DETERMINATION PROCEDURES USED TO RESOLVE DISPUTES

BETWEEN THE INSURER OR MA OR CHIP MANAGED CARE PLAN AND [AN] A

COVERED PERSON OR ENROLLEE OR A HEALTH CARE PROVIDER, INCLUDING:

(I) THE PROCEDURE TO FILE A COMPLAINT [OR], GRIEVANCE OR

ADVERSE BENEFIT DETERMINATION APPEAL AS SET FORTH IN THIS

ARTICLE, INCLUDING A TOLL-FREE TELEPHONE NUMBER TO OBTAIN
INFORMATION REGARDING THE FILING AND STATUS OF A COMPLAINT [OR],

GRIEVANCE OR ADVERSE BENEFTIT DETERMINATION.

(IT) THE RIGHT TO APPEAL A DECISION RELATING TO A COMPLAINT

[OR], GRIEVANCE OR ADVERSE BENEFIT DETERMINATION.

(III) THE COVERED PERSON'S OR ENROLLEE'S RIGHT TO DESIGNATE

A REPRESENTATIVE TO PARTICIPATE IN THE COMPLAINT [OR], GRIEVANCE

OR ADVERSE BENEFIT DETERMINATION PROCESS AS SET FORTH IN THIS

ARTICLE.

(IV) A NOTICE THAT ALL [DISPUTES] DECISIONS INVOLVING DENIAL
OF PAYMENT FOR A HEALTH CARE SERVICE WILL BE MADE BY QUALIFIED
PERSONNEL WITH EXPERIENCE IN THE SAME OR SIMILAR SCOPE OF
PRACTICE AND THAT ALL NOTICES OF DECISIONS WILL INCLUDE
INFORMATION REGARDING THE BASIS FOR THE DETERMINATION.

(9) A DESCRIPTION OF THE PROCEDURE FOR PROVIDING EMERGENCY
SERVICES TWENTY-FOUR (24) HOURS A DAY. THE DESCRIPTION SHALL
INCLUDE:

(I) A DEFINITION OF EMERGENCY SERVICES AS SET FORTH IN THIS
ARTICLE.

(IT) NOTICE THAT EMERGENCY SERVICES ARE NOT SUBJECT TO PRIOR
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APPROVAL.

(ITTI) THE COVERED PERSON'S OR ENROLLEE'S FINANCIAL AND OTHER

RESPONSIBILITIES REGARDING EMERGENCY SERVICES, INCLUDING THE

RECEIPT OF THESE SERVICES OUTSIDE THE INSURER'S OR MA OR CHIP

MANAGED CARE PLAN'S SERVICE AREA.

(10) A DESCRIPTION OF THE PROCEDURES FOR COVERED PERSONS OR

ENROLLEES TO SELECT A PARTICIPATING HEALTH CARE PROVIDER,
INCLUDING HOW TO DETERMINE WHETHER A PARTICIPATING HEALTH CARE
PROVIDER IS ACCEPTING NEW [ENROLLEES] PATIENTS.

(11) A DESCRIPTION OF THE PROCEDURES FOR CHANGING PRIMARY
CARE PROVIDERS AND SPECIALISTS.

(12) A DESCRIPTION OF THE PROCEDURES BY WHICH [AN] A COVERED

PERSON OR ENROLLEE MAY OBTAIN A REFERRAL TO A HEALTH CARE

PROVIDER OUTSIDE THE HEALTH INSURANCE POLICY'S OR MA OR CHIP

MANAGED CARE PLAN'S PROVIDER NETWORK WHEN THAT PROVIDER NETWORK

DOES NOT INCLUDE A HEALTH CARE PROVIDER WITH APPROPRIATE
TRAINING AND EXPERIENCE TO MEET THE HEALTH CARE SERVICE NEEDS OF

[AN] A COVERED PERSON OR ENROLLEE.

(13) A DESCRIPTION OF THE PROCEDURES THAT [AN] A COVERED

PERSON OR ENROLLEE WITH A LIFE-THREATENING, DEGENERATIVE OR
DISABLING DISEASE OR CONDITION SHALL FOLLOW AND SATISFY TO BE

ELIGIBLE FOR EITHER OF THE FOLLOWING:

(I) [A] A STANDING REFERRAL TO A SPECIALIST WITH CLINICAL
EXPERTISE IN TREATING THE DISEASE OR CONDITION[; OR].
(II) [THE] THE DESIGNATION OF A SPECIALIST TO PROVIDE AND

COORDINATE THE COVERED PERSON'S OR ENROLLEE'S PRIMARY AND

SPECIALTY CARE.
(14) A LIST BY SPECIALTY OF THE NAME, ADDRESS AND TELEPHONE
NUMBER OF ALL [PARTICIPATING] HEALTH CARE PROVIDERS

PARTICIPATING IN THE PROVIDER NETWORK FOR THE HEALTH TNSURANCE
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POLICY OR MA OR CHIP MANAGED CARE PLAN. THE LIST MAY BE A

SEPARATE DOCUMENT AND SHALL BE UPDATED AT LEAST [ANNUALLY.] ONCE

EVERY 90 DAYS OR MORE FREQUENTLY AS MAY BE REQUIRED BY FEDERAL

OR STATE LAW, INCLUDING SECTION 2799A-5 OF THE PUBLIC HEALTH

SERVICE ACT (58 STAT. 682, 42 U.S.C. § 201 ET SEQ.)

(15) A LIST OF THE INFORMATION AVAILABLE TO COVERED PERSONS

OR ENROLLEES OR PROSPECTIVE COVERED PERSONS OR ENROLLEES, UPON

WRITTEN REQUEST, UNDER SUBSECTION (B).

(B) EACH INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL, UPON

WRITTEN REQUEST OF [AN] A COVERED PERSON OR ENROLLEE OR

PROSPECTIVE COVERED PERSON OR ENROLLEE, PROVIDE THE FOLLOWING

WRITTEN INFORMATION:
(1) A LIST OF THE NAMES, BUSINESS ADDRESSES AND OFFICIAL
POSITIONS OF THE MEMBERSHIP OF THE BOARD OF DIRECTORS OR

OFFICERS OF THE INSURER OR MA OR CHIP MANAGED CARE PLAN.

(2) THE PROCEDURES ADOPTED TO PROTECT THE CONFIDENTIALITY OF

MEDICAL RECORDS AND OTHER COVERED PERSON OR ENROLLEE

INFORMATION.

(3) A DESCRIPTION OF THE CREDENTIALING PROCESS FOR HEALTH
CARE PROVIDERS.

(4) A LIST OF THE PARTICIPATING HEALTH CARE PROVIDERS
AFFILTATED WITH PARTICIPATING HOSPITALS.

(5) WHETHER A SPECIFICALLY IDENTIFIED DRUG IS INCLUDED OR
EXCLUDED FROM COVERAGE.

(6) A DESCRIPTION OF THE PROCESS BY WHICH A HEALTH CARE
PROVIDER CAN PRESCRIBE SPECIFIC DRUGS, DRUGS USED FOR AN OFF-
LABEL PURPOSE, BIOLOGICALS AND MEDICATIONS NOT INCLUDED IN THE
DRUG FORMULARY FOR PRESCRIPTION DRUGS [OR BIOLOGICALS] WHEN THE
FORMULARY'S EQUIVALENT HAS BEEN INEFFECTIVE IN THE TREATMENT OF

THE COVERED PERSON'S OR ENROLLEE'S DISEASE OR IF THE DRUG CAUSES
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OR IS REASONABLY EXPECTED TO CAUSE ADVERSE OR HARMFUL REACTIONS

TO THE COVERED PERSON OR ENROLLEE.

(7) A DESCRIPTION OF THE PROCEDURES FOLLOWED BY THE INSURER

OR MA OR CHIP MANAGED CARE PLAN TO MAKE DECISIONS ABOUT THE

EXPERIMENTAL NATURE OF INDIVIDUAL DRUGS, MEDICAL DEVICES OR
TREATMENTS.

(8) A SUMMARY OF THE METHODOLOGIES USED BY THE INSURER OR MA

OR CHIP MANAGED CARE PLAN TO REIMBURSE FOR HEALTH CARE SERVICES.
NOTHING IN THIS PARAGRAPH SHALL BE CONSTRUED TO REQUIRE
DISCLOSURE OF INDIVIDUAL CONTRACTS OR THE SPECIFIC DETAILS OF

ANY FINANCIAL ARRANGEMENT BETWEEN [A] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN AND A HEALTH CARE PROVIDER.

(9) A DESCRIPTION OF THE PROCEDURES USED IN THE INSURER'S OR

MA OR CHTIP MANAGED CARE PLAN'S QUALITY ASSURANCE PROGRAM.

(10) OTHER INFORMATION AS MAY BE REQUIRED BY THE DEPARTMENT
OR THE INSURANCE DEPARTMENT.

(C) (1) AN INSURER SHALL INCLUDE A DESCRIPTION OF THE

INSURER'S EXTERNAL REVIEW PROCEDURES IN OR ATTACHED TO THE

POLICY, CERTIFICATE, MEMBERSHIP BOOKLET, OUTLINE OF COVERAGE OR

OTHER EVIDENCE OF COVERAGE THE INSURER PROVIDES TO COVERED

PERSONS+—INCHIBDINGWHEFETHEFR—THF—INSURFR—HAS—COMPHIFD—WIFTH—FHF— <--

(2) THE DISCLOSURE REQUIRED BY PARAGRAPH (1) SHALL BE IN A

FORMAT AS PRESCRIBED BY THE DEPARTMENT.

(3) THE DESCRIPTION OF PROCEDURES REQUIRED UNDER SUBSECTION

A (C) (1) SHALL INCLUDE: <--

(I) A STATEMENT THAT TINFORMS THE COVERED PERSON OF THE RIGHT

TO FILE A REQUEST FOR EXTERNAL REVIEW OF AN ADVERSE BENEFTIT
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DETERMINATION OR FINAT ADVERSE BENEFIT DETERMINATION, INCLUDING

A REQUEST REGARDING WHETHER THE INSURER HAS COMPLIED WITH THE <--

SURPRISE BILLING AND COST SHARING PROTECTIONS UNDER THE NO

SURPRESE—2ACT SURPRISES ACT (PUBLIC LAW 116-260, DIV. BB, TITLE <--

I, 134 STAT. 2758).

(IT) THE TELEPHONE NUMBER AND ADDRESS OF THE DEPARTMENT.

(ITT) A STATEMENT THAT, WHEN FILING A REQUEST FOR AN

EXTERNAL REVIEW, THE COVERED PERSON BENEFIT TS REQUIRED TO <--

AUTHORIZE THE RELEASE OF MEDICAL RECORDS OF THE COVERED PERSON

THAT MAY BE REQUIRED TO BE REVIEWED FOR THE PURPOSE OF REACHING

A DECISTION ON THE EXTERNAL REVIEW.

(IV) AN EXPTLANATION THAT EXTERNAL REVIEW IS AVATTLABLE WHEN

THE ADVERSE BENEFTIT DETERMINATION OR FTINAL ADVERSE BENEFTT

DETERMINATION INVOLVES AN TISSUE OF MEDICAL NECESSITY,

APPROPRIATENESS, HEATLTH CARE SETTING, LEVEL OF CARE OR

EFFECTIVENESS.

SECTION 2. SECTION 2141 OF THE ACT IS AMENDED TO READ:

SECTION 2141. INTERNAL COMPLAINT PROCESS FOR COVERED

PERSONS.--(A) [A MANAGED CARE PLAN] AN INSURER SHALL ESTABLISH

AND MAINTAIN AN INTERNAL COMPLAINT PROCESS WITH TWO LEVELS OF

REVIEW BY WHICH [AN ENROLLEE] A COVERED PERSON OR THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE SHALL BE ABLE TO FILE A

COMPLAINT [REGARDING A PARTICIPATING HEALTH CARE PROVIDER OR THE
COVERAGE, OPERATIONS OR MANAGEMENT POLICIES OF THE MANAGED CARE
PLAN] .

(B) THE COMPLAINT PROCESS SHALL CONSIST OF AN INITIAL REVIEW
TO INCLUDE ALL OF THE FOLLOWING:

(1) A REVIEW BY AN INITIAL REVIEW COMMITTEE CONSISTING OF
ONE OR MORE EMPLOYES OF THE [MANAGED CARE PLAN] INSURER.

(2) THE ALLOWANCE OF A WRITTEN OR ORAL COMPLAINT.
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(3) THE ALLOWANCE OF WRITTEN DATA OR OTHER INFORMATION.

(4) A REVIEW OR INVESTIGATION OF THE COMPLAINT WHICH SHALL
BE COMPLETED WITHIN THIRTY (30) DAYS OF RECEIPT OF THE
COMPLAINT.

(5) A WRITTEN NOTIFICATION TO THE [ENROLLEE] COVERED PERSON

REGARDING THE DECISION OF THE INITIAL REVIEW COMMITTEE WITHIN
FIVE (5) BUSINESS DAYS OF THE DECISION. NOTICE SHALL INCLUDE THE
BASIS FOR THE DECISION AND THE PROCEDURE TO FILE A REQUEST FOR A
SECOND LEVEL REVIEW OF THE DECISION OF THE INITIAL REVIEW
COMMITTEE.

(C) THE COMPLAINT PROCESS SHALL INCLUDE A SECOND LEVEL
REVIEW THAT INCLUDES ALL OF THE FOLLOWING:

(1) A REVIEW OF THE DECISION OF THE INITIAL REVIEW COMMITTEE
BY A SECOND LEVEL REVIEW COMMITTEE CONSISTING OF THREE OR MORE
INDIVIDUALS WHO DID NOT PARTICIPATE IN THE INITIAL REVIEW. AT
LEAST ONE THIRD OF THE SECOND LEVEL REVIEW COMMITTEE SHALL NOT
BE EMPLOYED BY THE [MANAGED CARE PLAN] INSURER.

(2) A WRITTEN NOTIFICATION TO THE [ENROLLEE] COVERED PERSON

OF THE RIGHT TO APPEAR BEFORE THE SECOND LEVEL REVIEW COMMITTEE.

(3) A REQUIREMENT THAT THE SECOND LEVEL REVIEW BE COMPLETED
WITHIN FORTY-FIVE (45) DAYS OF RECEIPT OF A REQUEST FOR SUCH
REVIEW.

(4) A WRITTEN NOTIFICATION TO THE [ENROLLEE] COVERED PERSON

REGARDING THE DECISION OF THE SECOND LEVEL REVIEW COMMITTEE
WITHIN FIVE (5) BUSINESS DAYS OF THE DECISION. THE NOTICE SHALL
INCLUDE THE BASIS FOR THE DECISION AND THE PROCEDURE FOR
APPEALING THE DECISION TO THE DEPARTMENT [OR THE INSURANCE
DEPARTMENT] .

SECTION 3. THE ACT IS AMENDED BY ADDING A SECTION TO READ:

SECTION 2141.1. INTERNAL COMPLAINT PROCESS FOR ENROLLEES.--
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(A) AN MA OR CHIP MANAGED CARE PLAN SHALL ESTABLISH AND

MAINTAIN AN INTERNAL COMPLAINT PROCESS BY WHICH AN ENROLLEE OR

THE ENROLLEE'S AUTHORIZED REPRESENTATIVE SHALL BE ABLE TO FILE A

COMPLATNT.

(B) THE COMPLAINT PROCESS SHALL CONSIST OF A REVIEW TO

INCLUDE ALL OF THE FOLLOWING:

(1) A REVIEW BY A REVIEW COMMITTEE CONSISTING OF ONE OR MORE

EMPLOYES OF THE MA OR CHIP MANAGED CARE PLAN.

(2) THE ALLOWANCE OF A WRITTEN OR ORAL COMPLAINT.

(3) THE ALTLOWANCE OF WRITTEN DATA OR OTHER INFORMATION.

(4) WRITTEN NOTIFICATION TO THE ENROLLEE OF THE DECISTON OF

THE REVIEW COMMITTEE WITHIN THIRTY (30) DAYS OF RECEIPT OF THE

COMPLATINT, UNLESS THE TIME FRAME FOR DECIDING THE COMPLATINT HAS

BEEN EXTENDED BY UP TO FOURTEEN (14) DAYS AT THE REQUEST OF THE

ENROLLEE .

(5) THE WRITTEN NOTIFICATION OF THE DECISION SHALL INCLUDE

THE BASIS FOR THE DECISION AND THE PROCEDURE TO FILE A REQUEST

FOR A SECOND LEVEL REVIEW OF THE DECISTION OF THE REVIEW

COMMITTEE, EXCEPT AS PROVIDED IN PARAGRAPH (6).

(6) THE WRITTEN NOTIFTCATION OF THE DECISTION SHALL TINCLUDE

THE BASIS FOR THE DECISTON AND THE PROCEDURE TO FILE AN APPEAL

OF A COMPLAINT TF THE COMPLAINT IS ABOUT ONE OF THE FOLLOWING:

(I) A DENIAL BECAUSE THE SERVICE OR ITEM IS NOT A COVERED

SERVICE.

(IT) THE FAILURE OF THE MA OR CHIP MANAGED CARE PLAN TO MEET

THE REQUIRED TIME FRAMES FOR PROVIDING A SERVICE OR ITEM IN A

TIMELY MANNER.

(ITT) THE FATIURE OF THE MA OR CHTIP MANAGED CARE PLAN TO

DECIDE A COMPLAINT OR GRIEVANCE WITHIN THE REQUIRED TIME FRAMES.

(IV) A DENTAL OF PAYMENT BY THE MA OR CHIP MANAGED CARE PLAN
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AFTER THE SERVICE OR ITEM HAS BEEN DELIVERED BECAUSE THE SERVICE

OR ITEM WAS PROVIDED BY A HEALTH CARE PROVIDER NOT ENROLLED IN

THE MEDICAL ASSISTANCE PROGRAM.

(V) A DENTAT OF PAYMENT BY THE MA OR CHIP MANAGED CARE PILAN

AFTER THE SERVICE OR ITEM HAS BEEN DELIVERED BECAUSE THE SERVICE

OR ITEM PROVIDED IS NOT A COVERED SERVICE OR ITEM FOR THE

ENROLLEE .

(VI) A DENIAL OF AN ENROLLEE'S REQUEST TO DISPUTE A

FINANCIAT LTIABTLITY.

(C) FOR ALL COMPLAINTS EXCEPT COMPLAINTS LTISTED IN

SUBSECTION (B) (6), THE COMPLAINT PROCESS SHALL INCLUDE A SECOND

LEVETL REVIEW THAT TINCLUDES ALL OF THE FOLLOWING:

(1) A REVIEW OF THE DECISION OF THE REVIEW COMMITTEE BY A

SECOND LEVEL REVIEW COMMITTEE CONSISTING OF THREE OR MORE

INDIVIDUALS WHO DID NOT PARTICIPATE TN THE TINITTIAT REVIEW. AT

LEAST ONE-THTIRD OF THE SECOND LEVEL REVIEW COMMITTEE SHALL NOT

BE EMPLOYED BY THE MA OR CHITP MANAGED CARE PLAN.

(2) A WRITTEN NOTIFICATION TO THE ENROLLEE OF THE RIGHT TO

APPEAR BEFORE THE SECOND LEVEL REVIEW COMMITTEE.

(3) A WRITTEN NOTIFICATION TO THE ENROLLEE OF THE DECISION

OF THE SECOND LEVETL REVIEW COMMITTEE WITHIN FORTY-FIVE (45) DAYS

OF RECEIPT OF THE SECOND LEVEL COMPLAINT, WHICH SHALL INCLUDE

THE BASIS FOR THE DECISION AND THE PROCEDURE FOR APPEALING THE

DECISION TO THE DEPARTMENT.

SECTION 4. SECTIONS 2142 AND 2143, SUBDIVISION (H) HEADING
OF ARTICLE XXI AND SECTIONS 2151 AND 2152 OF THE ACT ARE AMENDED
TO READ:

SECTION 2142. APPEAL OF COMPLAINT OR ADMINISTRATIVE ABVERSE— <--

BENEFIFT-—DEFERMINATTION DENIAL.--[(A) AN ENROLLEE SHALL HAVE <--

FIFTEEN (15) DAYS FROM RECEIPT OF THE NOTICE OF THE DECISION

20210SB0225PN2004 - 87 -



11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

FROM THE SECOND LEVEL REVIEW COMMITTEE TO APPEAL THE DECISION TO
THE DEPARTMENT OR THE INSURANCE DEPARTMENT, AS APPROPRIATE.

(B) ALL RECORDS FROM THE INITIAL REVIEW AND SECOND LEVEL
REVIEW SHALL BE TRANSMITTED TO THE APPROPRIATE DEPARTMENT IN THE
MANNER PRESCRIBED. THE ENROLLEE, THE HEALTH CARE PROVIDER OR THE

MANAGED CARE PLAN MAY SUBMIT ADDITIONAL MATERIALS RELATED TO THE

COMPLAINT. ]

SHAEF—BF—FTRANSMIPTFED—TFO—THE—PEFPARTMENT—IN—THF—MANNER—PRESCRIBEHED-—

20210SB0225PN2004 - 88 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

AP EFEONATMATERIARS REFATED—FO—THF—APMINTSTRATFVE—ADVERSHE—

BENEFET—DETERMINATTONS

(A) FFOR AN APPEAT OF A COMPLATNT: <--

(1) IF THE SUBJECT OF THE COMPLATINT IS LISTED IN SECTION

2141.1(B) (6), AN ENROLLEE OR THE ENROLLEE'S AUTHORIZED

REPRESENTATIVE SHALL HAVE FIFTEEN (15) DAYS FROM RECEIPT OF THE

NOTICE OF DECISION TO APPEAL THE DECISION TO THE DEPARTMENT.

(2) IF A SECOND LEVEL REVIEW WAS COMPLETED, A COVERED PERSON

OR AN ENROLLEE, OR THE COVERED PERSON'S OR ENROLLEE'S AUTHORIZED

REPRESENTATIVE, SHALL HAVE FIFTEEN (15) DAYS FROM RECEIPT OF THE

NOTICE OF THE DECISTON FROM THE SECOND LEVEL REVIEW COMMITTEE TO

APPEAT THE DECTISTON TO THE DEPARTMENT.

(B) FOR AN APPEAT OF AN ADMINISTRATIVE DENTAT:

(1) A COVERED PERSON OR COVERED PERSON'S AUTHORIZED

REPRESENTATIVE MAY APPEAL A DECISION ABOUT THE COVERAGE,

OPERATIONS OR MANAGEMENT POLICIES OF AN INSURER, OTHER THAN

DECISIONS THAT ARE ADVERSE BENEFIT DETERMINATIONS.

(2) A COVERED PERSON OR COVERED PERSON'S AUTHORIZED

REPRESENTATIVE SHALL HAVE FIFTEEN (15) DAYS FROM RECEIPT OF THE

NOTICE OF A DECISION CONDUCTED UNDER SECTION 2164 ON AN

ADMINTISTRATIVE DENIAL, TO APPEAT, THE DECISTON TO THE DEPARTMENT.

(B.1) ALL RECORDS FROM THE INTERNAL PROCESS FOR THE

COMPLAINT OR ADMINISTRATIVE DENTIAL SHATLL BE TRANSMITTED TO THE

DEPARTMENT TN THE MANNER PRESCRIBED. THE COVERED PERSON OR

ENROLLEE, THE COVERED PERSON'S OR ENROLLEE'S AUTHORIZED

REPRESENTATIVE, THE HEALTH CARE PROVIDER OR THE INSURER OR MA OR

CHTP MANAGED CARE PLAN, MAY SUBMIT ADDITTONAL MATERTIATLS RELATED

TO THE COMPTLAINT OR ADMINISTRATIVE DENTAT.

(C) THE COVERED PERSON OR ENROLLEE MAY BE REPRESENTED BY AN
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ATTORNEY OR OTHER INDIVIDUAL BEFORE THE [APPROPRIATE] <--
DEPARTMENT.

(D) THE [APPROPRIATE] DEPARTMENT SHALL DETERMINE WHETHER A
VIOLATION OF THIS ARTICLE HAS OCCURRED AND MAY IMPOSE ANY
PENALTIES AUTHORIZED BY THIS ARTICLE.

SECTION 2143. COMPLAINT OR ADMINTSTRATIVE ADVERSEH—BENEFFF— <--

BETERMINATION DENIAL RESOLUTION.--NOTHING IN THIS SUBDIVISION <--

SHALL PREVENT THE DEPARTMENT [OR THE INSURANCE DEPARTMENT] FROM

COMMUNICATING WITH THE COVERED PERSON OR ENROLLEE[,] OR THE

HEALTH CARE PROVIDER [OR THE], INSURER OR MA OR CHIP MANAGED

CARE PLAN AS APPROPRIATE TO ASSIST IN THE RESOLUTION OF A

COMPLAINT OR ADMINISTRATIVE ABVERSHPBHNEFFT—DBFFFERMINATION— <--

DENTAL. SUCH COMMUNICATION MAY OCCUR AT ANY TIME DURING THE <--
[COMPLAINT] PROCESS.

(H) UTILIZATION REVIEW ENTITY STANDARDS.

SECTION 2151. CERTIFICATION.--(A) A UTILIZATION REVIEW
ENTITY MAY NOT REVIEW HEALTH CARE SERVICES DELIVERED OR PROPOSED
TO BE DELIVERED IN THIS COMMONWEALTH UNLESS THE ENTITY IS
CERTIFIED BY THE DEPARTMENT TO PERFORM UTILIZATION REVIEW. [A
UTILIZATION REVIEW ENTITY OPERATING IN THIS COMMONWEALTH ON OR
BEFORE THE EFFECTIVE DATE OF THIS ARTICLE SHALL HAVE ONE YEAR
FROM THE EFFECTIVE DATE OF THIS ARTICLE TO APPLY FOR
CERTIFICATION. ]

(B) THE DEPARTMENT [SHALL] MAY GRANT CERTIFICATION TO A
UTILIZATION REVIEW ENTITY THAT MEETS THE REQUIREMENTS OF THIS
SECTION. CERTIFICATION SHALL BE RENEWED EVERY THREE YEARS UNLESS
OTHERWISE SUBJECT TO ADDITIONAL REVIEW, SUSPENSION OR REVOCATION
BY THE DEPARTMENT.

(C) THE DEPARTMENT MAY ADOPT A NATIONALLY RECOGNIZED

ACCREDITING BODY'S STANDARDS TO CERTIFY UTILIZATION REVIEW
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ENTITIES TO THE EXTENT THE STANDARDS MEET OR EXCEED THE
STANDARDS SET FORTH IN THIS ARTICLE.

(D) THE DEPARTMENT MAY PRESCRIBE APPLICATION AND RENEWAL
FEES FOR CERTIFICATION. THE FEES SHALL REFLECT THE
ADMINISTRATIVE COSTS OF CERTIFICATION [AND SHALL BE DEPOSITED IN
THE GENERAL FUND] .

(E) [A LICENSED INSURER OR A] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN WITH A CERTIFICATE OF AUTHORITY SHALL COMPLY
WITH THE STANDARDS AND PROCEDURES OF THIS SUBDIVISION BUT SHALL
NOT BE REQUIRED TO OBTAIN SEPARATE CERTIFICATION AS A
UTILIZATION REVIEW ENTITY.

SECTION 2152. OPERATIONAL STANDARDS.--(A) A UTILIZATION
REVIEW ENTITY SHALL DO ALL OF THE FOLLOWING:

(1) RESPOND TO INQUIRIES RELATING TO UTILIZATION REVIEW
DETERMINATIONS BY:

(I) PROVIDING TOLL-FREE TELEPHONE ACCESS AT LEAST FORTY (40)
HOURS PER WEEK DURING NORMAL BUSINESS HOURS;

(IT) MAINTAINING A TELEPHONE ANSWERING SERVICE OR RECORDING
SYSTEM DURING NONBUSINESS HOURS; AND

(ITI) RESPONDING TO EACH TELEPHONE CALL RECEIVED BY THE
ANSWERING SERVICE OR RECORDING SYSTEM REGARDING A UTILIZATION
REVIEW DETERMINATION WITHIN ONE (1) BUSINESS DAY OF THE RECEIPT
OF THE CALL.

(2) PROTECT THE CONFIDENTIALITY OF COVERED PERSON OR

ENROLLEE MEDICAL RECORDS AS SET FORTH IN SECTION 2131.
(3) ENSURE THAT A HEALTH CARE PROVIDER IS ABLE TO VERIFY
THAT AN INDIVIDUAL REQUESTING INFORMATION ON BEHALF OF THE

INSURER OR MA OR CHIP MANAGED CARE PLAN IS [A LEGITIMATE] AN

AUTHORIZED REPRESENTATIVE OF THE INSURER OR MA OR CHTIP MANAGED

CARE PLAN.
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1 (4) CONDUCT UTILIZATION REVIEWS BASED ON THE MEDICAL

2 NECESSITY [AND], APPROPRIATENESS, HEALTH CARE SETTING, LEVEL OF

3 CARE OR EFFECTIVENESS OF THE HEALTH CARE SERVICE BEING REVIEWED

4 [AND PROVIDE NOTIFICATION WITHIN THE FOLLOWING TIME FRAMES: ]

5 (4.1) IF PERFORMING A UTILIZATION REVIEW FOR A REQUEST FOR

6 HEALTH CARE SERVICES FOR AN COVERED PERSON OR ENROLLEE OF AN

7 INSURER OR MA OR CHIP MANAGED CARE PILAN, PROVIDE NOTIFTCATION

8 WITHIN THE FOLLOWING TIME FRAMES:

9 (I) A [PROSPECTIVE UTILIZATION REVIEW] PRIOR AUTHORIZATION <--

10 DECISION SHALL BE COMMUNICATED WITHIN [TWO (2) BUSINESS DAYS OF
11 THE RECEIPT OF ALL SUPPORTING INFORMATION REASONABLY NECESSARY

12 TO COMPLETE THE REVIEW] THE TIME FRAME SPECIFIED IN SECTION

13 2155.

14 (IT) A CONCURRENT UTILIZATION REVIEW DECISION SHALL BE

15 COMMUNICATED WITHIN ONE (1) BUSINESS DAY OF THE RECEIPT OF ALL
16 SUPPORTING INFORMATION REASONABLY NECESSARY TO COMPLETE THE

17 REVIEW.

18 (ITTI) A RETROSPECTIVE UTILIZATION REVIEW DECISION SHALL BE
19 COMMUNICATED WITHIN THIRTY (30) DAYS OF THE RECEIPT OF ALL

20 SUPPORTING INFORMATION REASONABLY NECESSARY TO COMPLETE THE

21 REVIEW.

22 (5) ENSURE THAT PERSONNEL CONDUCTING A UTILIZATION REVIEW
23 HAVE CURRENT LICENSES IN GOOD STANDING OR OTHER REQUIRED

24 CREDENTIALS, WITHOUT RESTRICTIONS, FROM THE APPROPRIATE AGENCY.
25 (6) PROVIDE ALL DECISIONS IN WRITING TO INCLUDE THE BASIS
26 AND CLINICAL RATIONALE FOR THE DECISION.

27 (7) NOTIFY THE HEALTH CARE PROVIDER OF ADDITIONAL FACTS OR
28 DOCUMENTS REQUIRED TO COMPLETE THE UTILIZATION REVIEW WITHIN
29 [FORTY-EIGHT (48) HOURS OF RECEIPT OF THE REQUEST FOR REVIEW]

30 THE TIME FRAMES SPECIFIED IN SECTION 2155.
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1 (8) MAINTAIN A WRITTEN RECORD OF UTILIZATION REVIEW

2 DECISIONS ADVERSE TO COVERED PERSONS OR ENROLLEES FOR NOT LESS

3 THAN THREE (3) YEARS, INCLUDING A DETAILED JUSTIFICATION AND ALL
4 REQUIRED NOTIFICATIONS TO THE HEALTH CARE PROVIDER AND THE

5 COVERED PERSON OR ENROLLEE.

6 (B) COMPENSATION TO ANY PERSON OR ENTITY PERFORMING

7 UTILIZATION REVIEW MAY NOT CONTAIN INCENTIVES, DIRECT OR

8 INDIRECT, FOR THE PERSON OR ENTITY TO APPROVE OR DENY PAYMENT

9 FOR THE DELIVERY OF ANY HEALTH CARE SERVICE.
10 (C) UTILIZATION REVIEW THAT RESULTS IN A DENIAL OF PAYMENT
11 FOR A HEALTH CARE SERVICE SHALL BE MADE BY A LICENSED PHYSICIAN

12 THAT MEETS THE QUALTIFICATIONS IN SECTION 23455+4cy 2155(D), EXCEPT <--

13 AS PROVIDED IN [SUBSECTION (D)] SUBSECTIONS (D) AND (E).

14 (D) A LICENSED PSYCHOLOGIST MAY PERFORM A UTILIZATION REVIEW
15 FOR BEHAVIORAL HEALTH CARE SERVICES WITHIN THE PSYCHOLOGIST'S

16 SCOPE OF PRACTICE IF THE PSYCHOLOGIST'S CLINICAL EXPERIENCE

17 PROVIDES SUFFICIENT EXPERIENCE TO REVIEW THAT SPECIFIC

18 BEHAVIORAL HEALTH CARE SERVICE. THE USE OF A LICENSED

19 PSYCHOLOGIST TO PERFORM A UTILIZATION REVIEW OF A BEHAVIORAL

20 HEALTH CARE SERVICE SHALL BE APPROVED BY THE DEPARTMENT AS PART
21 OF THE CERTIFICATION PROCESS UNDER SECTION 2151. A LICENSED

22 PSYCHOLOGIST SHALL NOT REVIEW THE DENIAL OF PAYMENT FOR A HEALTH
23 CARE SERVICE INVOLVING INPATIENT CARE OR A PRESCRIPTION DRUG.

24 (E) A LICENSED DENTIST MAY PERFORM A UTILIZATION REVIEW FOR

25 DENTAL SERVICES WITHIN THE DENTIST'S SCOPE OF PRACTICE IF THE

26 DENTIST'S CLINICAL EXPERIENCE PROVIDES SUFFICIENT EXPERIENCE TO

27 REVIEW THAT SPECIFIC DENTAL SERVICE. THE USE OF A LICENSED

28 DENTIST TO PERFORM A UTILIZATION REVIEW OF A DENTAL SERVICE

29 SHALL BE APPROVED BY THE DEPARTMENT AS PART OF THE CERTIFICATION

30 PROCESS UNDER SECTION 2151.
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SECTION 5. ARTICLE XXI OF THE ACT IS AMENDED BY ADDING A
SUBDIVISION TO READ:

(H.1) UTILIZATION REVIEW STANDARDS.

SECTION 2153. PROVIDER PORTAL.

(A) ESTABLISHMENT OF PROVIDER PORTAL.--WITHIN 18 MONTHS

FOLLOWING THE EFFECTIVE DATE OF THTIS SECTION, AN INSURER OR MA

OR CHIP MANAGED CARE PLAN SHALL ESTABLISH A PROVIDER PORTAL THAT

INCLUDES, AT MINIMUM, THE FOLLOWING FEATURES:

(1) ELECTRONIC SUBMISSION OF PRIOR AUTHORIZATION

REQUESTS.

(2) ACCESS TO THE INSURER'S OR MA OR CHIP MANAGED CARE

PIAN'S APPLTCABLE MEDICAL POLICTIES.

(3) INFORMATION NECESSARY TO REQUEST A PEFER-TO-PEER

REVIEW.

(4) CONTACT INFORMATION FOR THE INSURER'S OR MA OR CHIP

MANAGED CARE PLAN'S RELEVANT CLINICAL OR ADMINISTRATIVE

STAFE'.

(5) FOR ANY HEALTH CARE SERVICE THAT REQUIRES PRIOR <--

AUTHORIZATION SERVESE THAT IS NOT SUBJECT TO ELECTRONIC <--

SUBMISSTION VIA THE PROVIDER PORTAL, COPIES OF APPLICABLE

SUBMISSION FORMS.

(6) INSTRUCTIONS FOR THE SUBMISSION OF PRIOR

AUTHORIZATION REQUESTS TF THE INSURER'S OR MA OR CHIP MANAGED

CARE PILAN'S PROVIDER PORTAL IS UNAVAILABLE FOR ANY REASON.

(B) TRAINING AND SUPPORT FOR PORTAL USE.--WITHIN SIX MONTHS

FOLLOWING THE ESTABLISHMENT OF A PROVIDER PORTAL UNDER

SUBSECTION (A), AN INSURER OR MA OR CHTP MANAGED CARE PLAN SHALL

MAKE AVATIABLE TO HEALTH CARE PROVIDERS AND THETR AFFILTATED OR

EMPLOYED STAFFEF ACCESS TO TRATINING ON THE USE OF THE INSURER'S OR

MA OR CHTP MANAGED CARE PLAN'S PROVIDER PORTAL.
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1 (C) REQUIRED USE OF PROVIDER PORTAL.--—

2 (1) WITHIN 18 MONTHS FOLLOWING THE ESTABLISHMENT OF A
3 PROVIDER PORTAL UNDER SUBSECTION (A), A HEALTH CARE PROVIDER
4 SEEKING PRIOR AUTHORIZATION SHALL SUBMIT THE REQUEST VIA AN
5 INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S PROVIDER PORTAL
6 UNLESS AN EXCEPTION APPLTES.
7 (2) AN INSURER OR MA OR CHIP MANAGED CARE PLAN MAY
8 REQUIRE A HEAILTH CARE PROVIDER TO SUBMIT A PRIOR
9 AUTHORIZATION REQUEST THROUGH THE PROVIDER PORTAL UNLESS ANY
10 OF THE FOLLOWING EXCEPTIONS APPLIES:
11 (I) THE PORTAL IS NOT AVATLABLE AND OPERATIONAL AT
12 THE TIME OF ATTEMPTED SUBMISSION.
13 (IT) THE HEALTH CARE PROVIDER DOES NOT HAVE ACCESS
14 TO THE INSURER'S OR MA OR CHTIP MANAGED CARE PLAN'S
15 OPERATTIONAL PROVIDER PORTAL.
16 (ITT) THE HEALTH CARE PROVIDER SATISFIES AN
17 ALLOWANCE BY THE INSURER OR MA OR CHIP MANAGED CARE PLAN
18 FOR SUBMISSION OTHER THAN THROUGH THE PROVIDER PORTAL.

19 SECTION 2154. MEDICAL POLICIES AND CLINICAL REVIEW CRITERTA.

20 (A) MEDICAL POLICIES.--

21 (1) AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

22 MAKE AVAILABLE ITS CURRENT MEDICAL POLICIES THROUGH THE

23 INSURER'S OR MA OR CHIP MANAGED CARE PIAN'S PUBLICLY

24 ACCESSTIBIE INTERNET WEBSITE AND PROVIDER PORTAL.

25 (2) EACH MEDICAL POLICY DEVELOPED BY AN INSURER OR MA OR
26 CHIP MANAGED CARE PLAN SHALL IDENTIFY THE CLINICAL REVIEW

27 CRITERIA USED IN THE POLICY'S DEVELOPMENT. THE TINSURER OR MA
28 OR CHIP MANAGED CARE PILAN SHATL TDENTIEFY ANY THTRD-PARTY

29 LICENSURE RESTRICTIONS PREVENTING DISCLOSURE OF ALL OR PART
30 OF CLINICAL REVIEW CRITERITA.
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(3) AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

REVIEW EACH ADOPTED MEDICAL POLICY ON AT LEAST AN ANNUAL

BASIS.

(4) (I) AN TNSURER OR MA OR CHIP MANAGED CARE PLAN

SHALTL NOTIFY PROVIDERS OF A CHANGE TO A MEDICAL POLICY AS

FOLLOWS :

(A) IN THE CASE OF A POLICY CHANGE DUE TO A <--

CHANGE IN FEDERAL OR STATE LAW OR BINDING AGENCY

GUIDANCE, WHEN THE REQUIRED IMPLEMENTATION DATE OF

THAT POLICY CHANGE IS SOONER THAN 30 DAYS, AS SOON AS

PRACTICABLE.

(B) IN THE CASE OF A CHANGE TO A MEDICAL POLICY

THAT MODIFIES, ELIMINATES OR SUSPENDS EITHER CLINICAL

OR ADMINISTRATIVE CRITERTA AND THAT DIRECTLY RESULTS

IN LESS RESTRICTIVE COVERAGE OF A GIVEN SERVICE,

WITHIN 30 DAYS AFTER APPLICATION OF THE CHANGE.

(<) IN CASES OTHER THAN IN CLAUSES (A) AND (B),

AT TLEAST 30 DAYS PRIOR TO APPLICATION OF THE CHANGE.

(IT) A cHANGE NOTIFTCATION OF CHANGE MAY BE PROVIDED <--

THROUGH REASONABLE MEANS, INCLUDING POSTING OF AN UPDATED

AND DATED MEDICAL POLICY REFLECTING THE CHANGE.

(B) CLINICAL REVIEW CRITERIA.--

(1) CLINTCAL REVIEW CRITERIA ADOPTED BY AN INSURER OR MA

OR CHIP MANAGED CARE PLAN SHALL, AT THE TIME OF MEDICAL <--

POLICY DEVELOPMENT OR REVIEW SHAFH: <--

(I) BE BASED ON APPLICABLE NATIONALLY RECOGNIZED

MEDICAL STANDARDS.

(I7) BE CONSISTENT WITH APPTL.TICABLE GOVERNMENTAL

GUIDELTINES.

(ITT) PROVIDE FOR THE DELTIVERY OF A HEATLTH CARE
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SERVICE IN A CLINICALLY APPROPRIATE TYPE, FREQUENCY AND

SETTING AND FOR A CLINICALLY APPROPRIATE DURATION.

(IV) REFLECT THE CURRENT MEDICAL AND SCIENTIFIC

EVIDENCE REGARDING EMERGING PROCEDURES, CLINICAL

GUIDELTINES AND BEST PRACTICES AS ARTICULATED IN

INDEPENDENT, PEER-REVIEWED MEDICAL LITERATURE.

(2) NOTHING IN THIS SEESFFoN ACT SHALL REQUIRE AN TINSURER <--

OR MA OR CHIP MANAGED CARE PLAN TO PROVIDE COVERAGE FOR A

HEALTH CARE SERVICE TO A COVERED PERSON OR ENROLLEE THAT IS

OTHERWISE EXCLUDED FROM COVERAGE UNDER A HEALTH INSURANCE

POLICY OR AN AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES.

SECTION 2155. PRIOR AUTHORIZATION REVIEW.

(A) GENERATL RULE.--

(1) AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

MAKE A DETERMINATION RELATING TO A REQUEST FOR PRTOR <--

AUTHORIZATION BASED ON THE INSURER'S OR MA OR CHIP MANAGED

CARE PILAN'S REVIEW OF A PRIOR AUTHORIZATION REQUEST AND THE

FOLLOWING:

(I) THE INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S

MEDICAL POLICY.

(I7) THE TINSURER'S OR MA OR CHIP MANAGED CARE PLAN'S

ADMINISTRATIVE POLICY.

(ITT) ATLL RELEVANT MEDICAL INFORMATION RELATED TO <--

THE ENROLLEE OR COVERED PERSON.

(IV) ANY MEDICAL OR SCIENTIFIC EVIDENCE SUBMITTED BY

THE REQUESTING PROVIDER.

(2) AT THE TIME OF REVIEW, AN INSURER OR MA OR CHIP

MANAGED CARE PIAN SHATTL VERTFY THE COVERED PERSON'S OR

ENROLIEE'S ELIGIBITLITY FOR COVERAGE UNDER THE TERMS OF THE

APPT.ICABLE HEALTH INSURANCE POLICY OR AN AGREEMENT WITH THE
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DEPARTMENT OF HUMAN SERVICES.

(3) APPEALS OF ADMINISTRATIVE ABVERSEBENEFFF— <--

BEFERMINATTIONS DENIALS SHALL BE SUBJECT TO THE COMPLAINT <--

PROCESS IN SECTION 2142.

(B) LIST OF SERVICES SUBJECT TO REVIEW.--AN INSURER OR MA OR

CHTP MANAGED CARE PLAN SHATLT MAKE AVATTLABLE A LIST, POSTED IN A

PUBLICLY ACCESSIBLE FORMAT AND LOCATION ON THE INSURER'S OR MA

OR CHTP MANAGED CARE PLAN'S PUBLICLY ACCESSIBLE INTERNET

WEBSITE, THAT INDICATES THE HEALTH CARE SERVICES FOR WHICH THE

INSURER OR MA OR CHIP MANAGED CARE PLAN REQUIRES PRIOR

AUTHORIZATION.

(C) INFORMATION SUBMISSTION.--—

(1) UPON RECEIPT AND REVIEW OF A SUBMISSION OF A PRIOR <--

AUTHORIZATION REQUEST, AN INSURER, Mco MA OR CHIP MANAGED <--

CARE PLAN SHATLT NOTIFY THE HEATLTH CARE PROVIDER SUBMITTING

THE PRTIOR AUTHORIZATION REQUEST OF ANY MISSING INFORMATION

NEEDED BY THE INSURER, Mco MA OR CHIP MANAGED CARE PLAN TO <--

MAKE A PRIOR AUTHORIZATION DETERMINATION. AN INSURER, Mo MA <--

OR CHIP MANAGED CARE PLAN SHALL IDENTIFEY THE MISSING

INFORMATION NECESSARY TO MAKE A PRTOR AUTHORIZATTION

DETERMINATION WITH SUFFICIENT SPECIFICITY TO ENABLE THE

HEALTH CARE PROVIDER TO SUBMIT THE MISSING INFORMATION TO <--

ALTOW THE INSURER TO MAKE A DETERMINATION IN ACCORDANCE WITH

THIS CHAPTER.

(2) IEF AN INSURER OR MA OR CHIP MANAGED CARE PLAN

REQUIRES A PARTICIPATING HEALTH CARE PROVIDER TO TRANSMIT

MEDICAL RECORDS IN SUPPORT OF A PRIOR AUTHORIZATION REQUEST

ELECTRONICALLY, AND A HEALTH CARE PROVIDER IS CAPABLE OF

TRANSMITTING MEDICAL RECORDS IN SUPPORT OF A PRTIOR

AUTHORIZATION REQUEST ELECTRONICALLY, THE HEALTH CARE
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PROVIDER SHALL ENSURE THAT THE INSURER OR MA OR CHIP MANAGED

CARE PLAN HAS ELECTRONIC ACCESS TO THE MEDICAL RECORDS,

INCLUDING ABILITY TO PRINT ANY MEDICAL RECORDS TRANSMITTED

ELECTRONICALLY, SUBJECT TO APPLICABLE TAW AND THE HEALTH CARE

PROVIDER'S CORPORATE POLICIES. THE TINABTILITY OF A HEATTH CARE

PROVIDER TO PROVIDE ELECTRONIC ACCESS SHALL NOT CONSTITUTE A

REASON TO DENY AN AUTHORIZATION REQUEST.

(D) CLINTICAL KNOWLEDGE OF REVIEWER.--—

(1) OTHER THAN AN ADMINISTRATIVE DENIAL OF A PRIOR

AUTHORIZATION REQUEST, A REQUEST FOR PRIOR AUTHORIZATION MAY

ONLY BE DENIED UPON REVIEW BY EITHER OF THE FOLLOWING:

(I) A A ITCENSED HEALTH CARE PROVIDER WITH <--

APPROPRTATE TRAINING, KNOWLEDGE OR EXPERTENCE IN THE SAME

OR SIMITLAR SPECIALTY THAT TYPICALLY MANAGES OR CONSULTS

ON THE HEATLTH CARE SERVICE TN QUESTION=; OR <--

(IT) A A LICENSED HEALTH CARE PROVIDER, IN <--

CONSULTATTION WITH AN APPROPRIATELY QUALIFTIED THIRD-PARTY

HEATLTH CARE PROVIDER, LICENSED IN THE SAME OR SIMILAR

MEDICAL SPECIALTY AS THE REQUESTING HEATLTH CARE PROVIDER

OR TYPE OF HEATLTH CARE PROVIDER THAT TYPICALLY MANAGES

THE COVERED PERSON'S OR ENROLLEE'S ASSOCIATED CONDITIONz— <=--

EXCEPTFHATANY. ANY COMPENSATION PATD TO THE CONSULTING <=-

HEALTH CARE PROVIDER MAY NOT BE CONTINGENT UPON THE

OUTCOME OF THE REVIEW.

(2) (RESERVED) .

(E) PEER-TO-PEER REVIEW AVAILABLE.--IN THE CASE OF A DENIED

PRIOR AUTHORIZATION REQUEST OTHER THAN AN ADMINISTRATIVE APVERSE-<--

THAT PBOESNOFTINVOEVEMEBDFCARJUDBGMENT DENTIAL, AN TNSURER OR MA <--
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OR CHIP MANAGED CARE PLAN SHALL MAKE AVATLABLE TO THE REQUESTING

PROVIDER A LICENSED MEPFEAR HEALTH CARE PROFESSTONAL FOR A PEER- <=--

TO-PEER REVIEW DISCUSSION. THE PEER-TO-PEER REVIEWER PROVIDED BY

THE INSURER OR MA OR CHTP MANAGED CARE PLAN SHALTL MEET THE

STANDARDS SPECIFIED IN SUBSECTION H€% (D) AND HAVE AUTHORITY TO <--

MODIFY OR OVERTURN THE PRIOR AUTHORIZATION DECISION. THE

FOLLOWING SHALL APPLY:

(1) THE PROCEDURE FOR REQUESTING A PEER-TO-PEER REVIEW

DISCUSSION, INCLUDING CONTACT INFORMATION FOR THE INSURER OR <--

ITS UTITLIZATION REVIEW ENTITY, OR MA OR CHIP MANAGED CARE

PLAN OR ITS UTILIZATION REVIEW ENTITY, SHALL BE AVAILABLE ON

THE TNSURER'S OR MA OR CHIP MANAGED CARE PLAN'S PUBLICLY

ACCESSTIBLE INTERNET WEBSTITE ©R AND PROVIDER PORTAL. <--

(2) A PROVIDER MAY REQUEST A PEER-TO-PEER REVIEW

DISCUSSION:

(I) DURING NORMAL BUSINESS HOURS.

(IT) OUTSIDE NORMAL BUSINESS HOURS, SUBJECT TO

REASONABLE LIMITATIONS ON THE AVAILABILITY OF QUALIFIED

INSURER OR MA OR CHIP MANAGED CARE PLAN OR UTILIZATION

REVIEW ENTITY STAFFE.

(F) PEER-TO-PEER PROXY.--

(1) A HEALTH CARE PROVIDER MAY DESIGNATE, AND AN INSURER

OR MA OR CHIP MANAGED CARE PLAN SHALIL ACCEPT, ANOTHER

LICENSED MEMBER OF THE PROVIDER'S AFFILIATED OR EMPLOYED

CLINICAL STAFF WITH KNOWLEDGE OF THE COVERED PERSON'S OR

ENROLLEE'S CONDITION AND REQUESTED PROCEDURE AS A QUALTIFTED

PROXY FOR PURPOSES OF COMPLETING A PEER-TO-PEER DISCUSSION.

(2) INDIVIDUALS ELIGIBLE TO RECEIVE A PROXY DESTGNATTION

SHATLL BE LIMITED TO LICENSED HEALTH CARE PROVIDERS WHOSE

ACTUAL AUTHORITY AND SCOPE OF PRACTICE IS INCLUSIVE OF
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PERFORMING OR PRESCRIBING THE REQUESTED HEALTH CARE SERVICE.

(3) AUTHORITY MAY BE ESTABLISHED THROUGH A SUPERVISING

HEALTH CARE PROVIDER CONSISTENT WITH APPLICABLE STATE LAW FOR

NONPHYSTCIAN PRACTITIONERS.

(4) THE INSURER OR MA OR CHTP MANAGED CARE PTLAN MUST

ACCEPT AND REVIEW THE TINFORMATION SUBMITTED BY OTHER MEMBERS

OF A HEATLTH CARE PROVIDER'S AFFILIATED OR EMPLOYED STAFF IN

SUPPORT OF A PRIOR AUTHORIZATION REQUEST.

(5) THE INSURER OR MA OR CHIP MANAGED CARE PLAN MAY NOT

LIMIT INTERACTIONS WITH AN INSURER'S OR MA OR CHIP MANAGED

CARE PILAN'S CLINICAL STAFF SOLELY TO THE REQUESTING HEALTH

CARE PROVIDER.

(G) PEFER-TO-PEER TIMELINE.

(1) A PEER-TO-PEER REVIEW DISCUSSION SHALL BE AVATLABLE

TO A REQUESTING HEATLTH CARE PROVIDER FROM THE TIME OF A PRIOR

AUTHORIZATION DENIAL UNTIL THE INTERNAL GRIEVANCE PROCESS OR

INTERNAL ADVERSE BENEFIT DETERMINATION PROCESS COMMENCES.

(2) IF A PEER-TO-PEER REVIEW DISCUSSION IS AVAILABLE

PRIOR TO ABJUBFEATING—A THE INSURER OR MA OR CHIP MANAGED

CARE PLAN MAKING A DECISTON ON THE PRTOR AUTHORIZATION

REQUEST, THE PEER-TO-PEER REVIEW DISCUSSTION SHALL BE OFFERED

WITHIN THE TIME LINES SPECIFIED IN THIS SUBSECTION OR

SUBSECTION (H) OR (7).

(H) REVIEW TIME LINES FOR REQUESTS SUBMITTED TO AN MA OR

CHIP MANAGED CARE PLAN.--—

(1) AN MA OR CHIP MANAGED CARE PLAN'S DECISION TO

APPROVE OR DENY A PRIOR AUTHORIZATION REQUEST SHALL BE

COMMUNTICATED WITHTN TWO BUSINESS DAYS OF THE RECETPT OF ALL

SUPPORTING INFORMATION REASONABLY NECESSARY TO COMPLETE THE

REVIEW.
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1 (2) IF AT ANY TIME AFTER REQUESTING PRIOR AUTHORIZATION

2 THE PROVIDER DETERMINES THE ENROLLEE'S MEDICAL CONDITION
3 REQUIRES EMERGENCY SERVICES, THE EMERGENCY SERVICES MAY BE
4 PROVIDED UNDER SECTION 2116.
5 (3) THE FOLLOWING SHALIL APPLY:
6 (I) IF A PRTIOR AUTHORIZATION REQUEST IS MISSING
7 CLINTCAL INFORMATION THAT TS REASONABLY NECESSARY TO
8 CONSTITUTE A PRIOR AUTHORIZATION REQUEST, THE MA OR CHIP
9 MANAGED CARE PLAN SHALL NOTIFY THE HEATLTH CARE PROVIDER
10 OF THE SPECIFIC INFORMATION NECESSARY TO COMPLETE THE
11 REVIEW AS SOON AS POSSIBLE, BUT NOT LATER THAN 48 HOURS
12 AFTER RECEIPT OF THE PRTIOR AUTHORIZATION REQUEST.
13 (IT) THE REQUESTING HEALTH CARE PROVIDER OR A MEMBER
14 OF THE REQUESTING HEALTH CARE PROVIDER'S CLINICAL OR
15 ADMINISTRATIVE STAFFEF MAY SUBMIT THE SPECIFIED INFORMATION
16 WITHIN 14 DAYS OF THE NOTIFICATION THAT CLINICAL
17 INFORMATION IS MISSING.
18 (ITT) IF ADDITIONAL INFORMATION IS REQUESTED, THE MA
19 OR CHIP MANAGED CARE PLAN SHALL COMMUNICATE A DECISION ON
20 THE PRIOR AUTHORIZATION REQUEST WITHIN TWO BUSINESS DAYS
21 OF RECEIVING THE ADDITIONAL INFORMATION.
22 (4) AN MA OR CHTIP MANAGED CARE PLAN MAY SUPPLEMENT
23 SUBMITTED INFORMATION BASED ON CURRENT CLINICAL RECORDS OR
24 OTHER CURRENT MEDICAL INFORMATION FOR AN ENROLLEE AS
25 AVATTLABLE, TF THE SUPPLEMENTAL TINFORMATION IS ALSO MADE
26 AVATLABLE TO THE ENROLLEE OR HEALTH CARE PROVIDER AS PART OF
27 THE ENROLLEE'S AUTHORIZATION CASE FILE UPON REQUEST. IN
28 RESPONSE TO A REQUEST FOR MISSING CLINICAL INFORMATION, AN MA
29 OR CHIP MANAGED CARE PLAN SHALL ACCEPT SUPPLEMENTAL
30 INFORMATION FROM A MEMBER OF THE HEALTH CARE PROVIDER'S
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CLINICAL STAFF.

(I) REVIEW TIME LINES FOR REQUESTS SUBMITTED TO INSURERS.-- <=--

DETERMINATIONS ON PRIOR AUTHORIZATION REQUESTS THAT MAY BE

SUBJECT TO THE ADVERSE BENEFTIT DETERMINATION PROCESSES SHALL BE

IN ACCORDANCE WITH THE FOLLOWING, UNLESS OTHERWISE REQUIRED BY

FEDERAL TLAW OR REGULATION:

(1) FOR A REQUEST RELATED TO AN URGENT HEATLTH CARE

SERVICE:

(I) IF THE URGENT HEALTH CARE SERVICE HAS NOT YET

BEEN INITIATED, AS SOON AS POSSIBLE, BUT NOT MORE THAN 72

HOURS.

(I7) IF RETLATED TO AN ONGOING URGENT HEATLTH CARE

SERVICE AND THE REQUEST IS MADE AT LEAST 24 HOURS PRIOR

TO REDUCTION OR TERMINATION OF THE TREATMENT, WITHIN 24

HOURS.

(2) FOR A REQUEST INVOLVING CONCURRENT CARE OTHER THAN

AS SET FORTH IN PARAGRAPH (1) (IT), SUFFICIENTLY IN ADVANCE TO

PERMIT AN APPEAL BEFORE REDUCTION OR TERMINATION OF THE

ONGOING TREATMENT.

43} FOR PRTOR AUTHORTZAMION REOURGTS OTHER MmoANM AS <--

SPECHFIED—IN—PARACGRAPHS—{tHr—AND—2 W THIN—+5>—PA¥S—FH—35—
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H—NOTHING—IN—"FTHFS—PARACGRAPH—SHAF—REFEOUFRF—AN—

INSURER—TFO—FXTEND—THE—INTP AT o—DA Y DEADEINE

(3) FOR PRTOR AUTHORIZATTION REQUESTS OTHER THAN AS

SPECIFIED IN SUBPARAGRAPH (T), WITHIN 15 DAYS. THE FOLLOWING

APPLY:

(I) THE 15-DAY DEADLINE MAY BE EXTENDED BY THE

INSURER TF ALL OF THE FOLLOWING APPLY:

(A) UPON RECEIPT OF THE PRIOR AUTHORIZATION

REQUEST, THE INSURER PROVIDED NOTIFICATION OF MISSING

INFORMATION PURSUANT TO SUBSECTION (C) (1); AND

(B) THE NOTIFTCATION OF MISSING INFORMATION WAS

COMMUNICATED AS SOON AS POSSIBLE FOLLOWING THE

SUBMISSION OF THE PRIOR AUTHORIZATION REQUEST TO

ALLOW AN OPPORTUNITY TO RESPOND PRIOR TO THE

EXPTRATION OF THE 15-DAY DEADLINE WITH THE IDENTIFTIED

MISSING INFORMATION.

(IT) IF THE INSURER GRANTS AN EXTENSTION, THE INSURER

MAY EXTEND THE DEADLINE FOR AT TLEAST 45 DAYS TO ALLOW THE

PROVIDER TO RESPOND. UPON RECEIPT OF THE MISSING

INFORMATION, THE INSURER SHALT RENDER A DECISION WITHOUT
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DELAY.

(ITT) NO INSURER SHALL UNREASONABLY DELAY OR

WITHHOLD THE SPECIFIC NOTICE OF ADDITIONAL INFORMATION

NEEDED TO COMPLETE A REVIEW OF A PRTOR AUTHORIZATTION

REQUEST.

(IV) NOTHING IN THIS PARAGRAPH SHALL REQUIRE AN

INSURER TO EXTEND THE INITTIAT 15-DAY DEADLINE.

(4) FOR A REQUEST RELATED TO A PRESCRIPTION DRUG

AUTHORIZATION REQUEST OR STEP THERAPY REQUEST:

(1) IF THE REQUEST IS URGENT, WITHIN 24 HOURS.

(I1) IF THE REQUEST IS NOT URGENT, WITHIN TWO

BUSINESS DAYS, BUT NOT MORE THAN 72 HOURS.

(J) CLOSELY REIATED SERVICES.--TF A HEALTH CARE PROVIDER

PERFORMS A CLOSELY RELATED SERVICE, AN INSURER OR MA OR CHIP

MANAGED CARE PLAN MAY NOT DENY A CLATM FOR THE CLOSELY RELATED

SERVICE FOR FAILURE OF THE HEALTH CARE PROVIDER TO SEEK OR

OBTAIN PRIOR AUTHORIZATION, TF':

(1) THE HEALTH CARE PROVIDER NOTIFTES THE INSURER OR MA

OR CHIP MANAGED CARE PLAN OF THE PERFORMANCE OF THE CLOSELY

RELATED SERVICE NO LATER THAN THREE BUSTNESS DAYS FOLLOWING

COMPLETION OF THE SERVICE BUT PRTOR TO THE SUBMISSTION OF THE

CLAIM FOR PAYMENT. THE SUBMISSION OF THE NOTIFICATION SHALL

INCLUDE THE SUBMISSION OF ALL RELEVANT CLINICAL INFORMATION

NECESSARY FOR THE INSURER OR MA OR CHIP MANAGED CARE PLAN TO

EVALUATE THE MEDICAL NECESSITY AND APPROPRIATENESS OF THE

SERVICE.

(2) NOTHING IN THIS SUBSECTION SHALL BE CONSTRUED TO

LIMIT AN INSURER'S OR MA OR CHTIP MANAGED CARE PIAN'S

RETROSPECTIVE UTILTZATION REVIEW OF MEDICAL NECESSITY AND

APPROPRIATENESS OF THE CILOSELY RELATED SERVICE, NOR LIMIT THE

20210SB0225PN2004 - 105 -



1 NEED FOR VERIFICATION OF THE COVERED PERSON'S OR ENROLLEE'S

2 ELTIGIBILITY FOR COVERAGE.

3 (K) NOTICE AND STATEMENT.--AN INSURER, WHEN SENDING A NOTICE <--

4 TO A COVERED PERSON OF A DENIAL OF A REQUEST FOR PRIOR

5 AUTHORIZATION MADE UNDER THIS SECTION, SHALL INCLUDE WITH SUCH

6 NOTICE THE FOLLOWING STATEMENT:

7 THE STATEMENT BELOW IS REQUIRED BY

8 PENNSYTLVANIA STATE TLAW.

9 ACTIONS YOU CAN TAKE AND HOW TO GET HELP.

10 YOU, OR SOMEONE ON YOUR BEHALF, RECENTLY REQUESTED

11 APPROVAL FROM YOUR HEALTH INSURANCE PLAN FOR A HEALTH CARE
12 SERVICE OR ITEM. YOUR HEALTH INSURANCE PLAN DENTED THE

13 REQUEST.

14 YOU HAVE THE RIGHT TO ASK YOUR HEALTH INSURANCE PLAN TO
15 CHANGE THIS DECISION. THIS IS CALLED AN INTERNAL APPEAL. IF
16 THE REQUEST TS NOT APPROVED AFTER AN INTERNAL APPEAL, YOUR
17 REQUEST MAY BE ELIGIBLE FOR A REVIEW BY AN INDEPENDENT THIRD
18 PARTY. THIS IS CALLED AN EXTERNAL REVIEW. THE INDEPENDENT

19 THIRD PARTY MAY CHANGE YOUR HEATLTH TNSURANCE PILAN'S DECISION.
20 PLEASE READ CAREFULLY THE INFORMATION YOUR HEALTH
21 INSURANCE PLAN HAS PROVIDED WITH THIS INSERT. THIS
22 INFORMATION EXPLAINS THE REASON(S) FOR THE HEALTH INSURANCE
23 PIAN'S DECISION, AS WELL AS HOW TO ASK FOR AN INTERNAL APPEAL
24 OR EXTERNAL REVIEW, INCLUDING ANY DEADLINES AND TIMING.
25 YOU SHOULD ALSO FEEL FREE TO CONTACT YOUR HEALTH
26 INSURANCE PLAN OR THE PENNSYLVANIA INSURANCE DEPARTMENT TO
27 HELP YOU UNDERSTAND YOUR RIGHTS AND ANSWER ANY QUESTIONS.
28 CONTACT INFORMATION FOR BOTH YOUR HEALTH INSURANCE PLAN AND
29 THE DEPARTMENT TS TINCLUDED IN THE TINFORMATION YOUR HEATLTH

30 INSURANCE PLAN HAS PROVIDED.
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SECTION 2156. STEP THERAPY CONSIDERATIONS.

(A) STEP THERAPY CRITERTIA.--TF AN INSURER OR MA OR CHIP

MANAGED CARE PLAN HAS A MEDICAL POLICY THAT INCLUDES STEP

THERAPY CRITERTA FOR A PRESCRIPTTON DRUG, THE FOLLOWING APPILY:

(1) AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL

CONSIDER AS PART OF THE INSURER'S OR MA OR CHIP MANAGED CARE

PIAN'S PRIOR AUTHORIZATION PROCESS A REQUEST FOR AN EXCEPTION

TO THE INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S STEP

THERAPY CRITERTA.

(2) A REQUEST FOR AN EXCEPTION TO AN INSURER'S OR MA OR

CHIP MANAGED CARE PLAN'S STEP THERAPY CRITERTA SHALL BE BASED

ON THE COVERED PERSON'S OR ENROLLEE'S TINDIVIDUALTIZED CLINICAL

CONDITTION, AND CONSIDER AT TEAST ALL OF THE FOLLOWING:

(I) CONTRAINDICATIONS, INCLUDING ADVERSE REACTIONS.

(IT) CLINICAL EFFECTIVENESS OR INEFFECTIVENESS OF

EACH REQUIRED PREREQUISITE PRESCRIPTION DRUG OR THERAPY.

(ITT) PAST CLINICAL OUTCOME OF EACH REQUIRED

PREREQUISTITE PRESCRIPTION DRUG OR THERAPY.

(IV) THE EXPECTED CLINICAL OUTCOMES OF THE REQUESTED

PRESCRIPTTION DRUG PRESCRIBED BY THE COVERED PERSON'S OR

ENROLIEE'S HEATTH CARE PROVIDER. <--

(V) FOR COVERED PERSONS OR ENROLLEES WHO PREVIOUSLY

RECEIVED HEALTH CARE COVERAGE FROM ANOTHER ENTITY,

WHETHER THE COVERED PERSON OR ENROLLEE HAS ALREADY

SATISEFIED A STEP THERAPY PROTOCOL WITH THEIR PREVIOUS

INSURER OR MA OR CHIP MANAGED CARE PLAN THAT REQUIRED

TRIALS OF PRESCRIPTION DRUGS FROM EACH OF THE CLASSES

THAT ARE REQUIRED BY THE CURRENT INSURER'S OR MA OR CHIP

MANAGED CARE PIAN'S STEP THERAPY PROTOCOL.

(B) APPLICABILITY.--THE STANDARDS AND TIME LINES SPECIFIED
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IN SECTION 2155 SHALL APPLY TO A REVIEW OF A REQUEST FOR A STEP

THERAPY EXCEPTTION.

SECTION 2157. MEDICATION-ASSISTED TREATMENT.

L ==

SOEbEEINES—

(A) MINIMUM REQUIREMENT.--AN INSURER OR MA OR CHTIP MANAGED <--

CARE PLAN SHALL MAKE AVATLABLE COVERAGE OF AT LEAST ONE

PRESCRIPTION DRUG APPROVED BY THE UNITED STATES FOOD AND DRUG

ADMINISTRATION FOR USE IN MEDICATION-ASSISTED TREATMENT FOR

OPIOID USE DISORDERS, INCLUDING COVERAGE OF AT LEAST ONE OF EACH

OF THE FOLLOWING WITHOUT PRIOR AUTHORIZATION:

(1) BUPRENORPHINE/NALOXONE PRESCRIPTION DRUG COMBINATION

PRODUCT .

(2) INJECTABLE AND ORATL NATLTREXONE.
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(3) METHADONE.

(B) COVERAGE AND COST TIER.--TIF A MEDICATION-ASSISTED

TREATMENT PRESCRIPTION DRUG SET FORTH IN SUBSECTION (A) IS

COVERED AS A PHARMACY BENEFTIT, THEN THE TNSURER OR MA OR CHITP

MANAGED CARE PLAN SHALL COVER THE PRESCRIPTTION DRUG ON THE

LOWEST NONPREVENTIVE COST TIER OF THE HEALTH INSURANCE POLICY OR

MA OR CHIP MANAGED CARE PLAN.

SECTION 6. SECTIONS 2161, 2162 AND 2163 OF THE ACT ARE
AMENDED TO READ:

SECTION 2161. INTERNAL GRIEVANCE PROCESS.--(A) [A] AN MA OR
CHTP MANAGED CARE PLAN SHALL ESTABLISH AND MAINTAIN AN INTERNAL
GRIEVANCE PROCESS WITH [TWO LEVELS] ONE LEVEL OF REVIEW AND AN <--
EXPEDITED INTERNAL GRIEVANCE PROCESS BY WHICH AN ENROLLEE, AN

ENROLLEE'S AUTHORIZED REPRESENTATIVE OR A HEALTH CARE PROVIDER,

WITH THE WRITTEN CONSENT OF THE ENROLLEE OR THE ENROLLEE'S <--

AUTHORIZED REPRESENTATIVE, SHALL BE ABLE TO FILE A WRITTEN

GRIEVANCE REGARDING THE DENIAL OF PAYMENT FOR A HEALTH CARE

SERVICE. AN ENROLLEE OR AN ENROLLEE'S AUTHORIZED REPRESENTATIVE

WHO CONSENTS TO THE FILING OF A GRIEVANCE BY A HEALTH CARE
PROVIDER UNDER THIS SECTION MAY NOT FILE A SEPARATE GRIEVANCE.
(B) THE INTERNAL GRIEVANCE PROCESS SHALL CONSIST OF [AN <--
INITIAL] A REVIEW THAT INCLUDES ALL OF THE FOLLOWING: <--
(1) A REVIEW BY [ONE] THREE OR MORE PERSONS SELECTED BY THE

MA OR CHIP MANAGED CARE PLAN WHO DID NOT PREVIOUSLY PARTICIPATE

IN THE DECISION TO DENY PAYMENT FOR THE HEALTH CARE SERVICE.
(2) [THE COMPLETION OF THE REVIEW WITHIN THIRTY (30) DAYS OF

RECEIPT OF THE GRIEVANCE.] A WRITTEN NOTIFICATION TO THE

ENROLLEE OR THE ENROLLEE'S AUTHORIZED REPRESENTATIVE OF THE

DECISION OF THE REVIEW COMMITTEE WITHIN THIRTY (30) DAYS OF

RECETIPT OF THE GRIEVANCE UNLESS THE TIME FRAME FOR DECIDING THE
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1 GRIEVANCE HAS BEEN EXTENDED BY UP TO FOURTEEN (14) DAYS AT THE

2 REQUEST OF THE ENROLLEE OR THE ENROLLEE'S AUTHORIZED

3 REPRESENTATIVE.

4 (3) [A WRITTEN NOTIFICATION TO THE ENROLLEE AND HEALTH CARE
5 PROVIDER REGARDING THE DECISION WITHIN FIVE (5) BUSINESS DAYS OF
6 THE DECISION.] THE NOTICE SHALL INCLUDE THE BASIS AND CLINICAL

7 RATIONALE FOR THE DECISION AND THE PROCEDURE [TO FILE A REQUEST

8 FOR A SECOND LEVEL REVIEW OF THE DECISION] FORAPPEALING—THE—

9 DECESION TO FILE A REQUEST FOR AN EXTERNAL REVIEW.

10 (C) [THE GRIEVANCE PROCESS SHALL INCLUDE A SECOND LEVEL

11 REVIEW THAT INCLUDES ALL OF THE FOLLOWING:

12 (1) A REVIEW OF THE DECISION ISSUED PURSUANT TO SUBSECTION
13 (B) BY A SECOND LEVEL REVIEW COMMITTEE CONSISTING OF THREE OR
14 MORE PERSONS WHO DID NOT PREVIOUSLY PARTICIPATE IN ANY DECISION
15 TO DENY PAYMENT FOR THE HEALTH CARE SERVICE.

16 (2) A WRITTEN NOTIFICATION TO THE ENROLLEE OR THE HEALTH

17 CARE PROVIDER OF THE RIGHT TO APPEAR BEFORE THE SECOND LEVEL

18 REVIEW COMMITTEE.

19 (3) THE COMPLETION OF THE SECOND LEVEL REVIEW WITHIN FORTY-
20 FIVE (45) DAYS OF RECEIPT OF A REQUEST FOR SUCH REVIEW.

21 (4) A WRITTEN NOTIFICATION TO THE ENROLLEE AND HEALTH CARE
22 PROVIDER REGARDING THE DECISION OF THE SECOND LEVEL REVIEW

23 COMMITTEE WITHIN FIVE (5) BUSINESS DAYS OF THE DECISION. THE

24 NOTICE SHALL INCLUDE THE BASIS AND CLINICAL RATIONALE FOR THE
25 DECISION AND THE PROCEDURE FOR APPEALING THE DECISION.

26 (D) ANY INITIAL REVIEW OR SECOND LEVEL REVIEW CONDUCTED

27 UNDER THIS SECTION SHALL INCLUDE A LICENSED PHYSICIAN, OR, WHERE
28 APPROPRIATE, AN APPROVED LICENSED PSYCHOLOGIST, IN THE SAME OR
29 SIMILAR SPECIALTY THAT TYPICALLY MANAGES OR CONSULTS ON THE

30 HEALTH CARE SERVICE.] AREVEEWCONDUCTED—UNDER—FHIS—SEHECTFON—
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oON—TFTHEHEAFFTH—CARE—SERVFCH- A REVIEW CONDUCTED UNDER THTS <--

SECTTION SHALL TINCLUDE A LICENSED PHYSTCIAN OR, WHERE

APPROPRIATE, A LICENSED PSYCHOLOGIST OR LICENSED DENTIST, IN THE

SAME OR SIMTITAR SPECIALTY THAT TYPICALLY MANAGES OR CONSULTS ON

THE HEALTH CARE SERVICE.

(E) SHOULD THE ENROLLEE'S LIFE, HEALTH OR ABILITY TO REGAIN
MAXIMUM FUNCTION BE IN JEOPARDY, AN EXPEDITED INTERNAL GRIEVANCE

PROCES S+—ENCEHIBING—AN—FXPEDFTFED—FXTFRNAT—GRIFVANCE—PROCESS;— <--

SHALL BE AVAILABLE WHICH SHALL INCLUDE A REQUIREMENT THAT A
DECISION WITH APPROPRIATE NOTIFICATION TO THE ENROLLEE, <--

ENROLLEE'S AUTHORIZED REPRESENTATIVE AND HEALTH CARE PROVIDER BE

MADE WITHIN FORTY-EIGHT (48) HOURS OF THE FILING OF THE
EXPEDITED GRIEVANCE.

SECTION 2162. EXTERNAL GRIEVANCE PROCESS.--(A) [A] AN MA OR
CHIP MANAGED CARE PLAN SHALL ESTABLISH AND MAINTAIN AN EXTERNAL

GRIEVANCE PROCESS, INCLUDING AN EXPEDITED EXTERNAL GRIEVANCE <--

PROCESS, BY WHICH AN ENROLLEE, AN ENROLLEE'S AUTHORIZED

REPRESENTATIVE OR A HEALTH CARE PROVIDER WITH THE WRITTEN

CONSENT OF THE ENROLLEE OR THE ENROLLEE'S AUTHORIZED

REPRESENTATIVE MAY APPEAL THE DENIAL OF A GRIEVANCE FOLLOWING

COMPLETION OF THE INTERNAL GRIEVANCE PROCESS. THE EXTERNAL
GRIEVANCE PROCESS SHALL BE CONDUCTED BY AN [INDEPENDENT <--

UTILIZATION REVIEW ENTITY] REVIEW ORGANIZATION NOT DIRECTLY <--

AFFILIATED WITH THE MA OR CHIP MANAGED CARE PLAN.

(B) TO CONDUCT EXTERNAL GRIEVANCES FILED UNDER THIS SECTION:
(1) THE DEPARTMENT SHALL RANDOMLY ASSIGN [A UTILIZATION

REVIEW ENTITY] AN TRO ON A ROTATIONAL BASIS FROM THE LIST
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MAINTAINED UNDER SUBSECTION (D) AND NOTIFY THE ASSIGNED

[UTILIZATION REVIEW ENTITY] IRO AND THE MA OR CHIP MANAGED CARE

PLAN WITHIN TWO (2) BUSINESS DAYS OF RECEIVING THE REQUEST. IF

THE DEPARTMENT FAILS TO SELECT [A UTILIZATION REVIEW ENTITY] AN

IRO UNDER THIS SUBSECTION, THE MA OR CHIP MANAGED CARE PLAN

SHALL DESIGNATE AND NOTIFY A CERTIFIED [UTILIZATION REVIEW
ENTITY] IRO TO CONDUCT THE EXTERNAL GRIEVANCE.

(2) [THE MA—ORCHFIP MANAGED CARE PLAN SHALL NOTIFY THE

ENROLLEE—FHE—ENROEHERE'SAUTHORFARD—REPRESENTATEVE OR HEALTH

CARE PROVIDER OF THE NAME, ADDRESS AND TELEPHONE NUMBER OF THE
+UTILIZATION REVIEW ENTITY+—2RS ASSIGNED UNDER THIS SUBSECTION

WITHIN TWO (2) BUSINESS DAYS.] WITHIN THE SAME TWO (2) BUSINESS

DAY TIME FRAME SET FORTH IN PARAGRAPH (1), THE DEPARTMENT SHALL

NOTIFY THE ENROLLEE OR THE ENROLLEE'S AUTHORIZED REPRESENTATIVE

OF THE NAME, ADDRESS, E-MATIL ADDRESS, FAX NUMBER AND TELEPHONE

NUMBER OF THE TRO ASSIGNED UNDER THIS SUBSECTION. THE NOTICE

SHATLL INFORM THE ENROLLEE AND THE ENROLLEE'S AUTHORIZED

REPRESENTATIVE OF THE RIGHT TO SUBMIT ADDITIONAL WRITTEN

INFORMATION TO THE TRO WITHIN TWENTY (20) DAYS OF THE DATE THE

ITRO ASSTGNMENT NOTICE WAS MATLED AND SHATTL INCLUDE TINSTRUCTTIONS

FOR SUBMITTING ADDITTONAL INFORMATION TO THE TRO BY MATTL,

FACSIMILE AND ELECTRONICALLY.

(C) THE EXTERNAL GRIEVANCE PROCESS SHALL MEET ALL OF THE
FOLLOWING REQUIREMENTS:

(1) ANY EXTERNAL GRIEVANCE SHALL BE FILED WITH THE MA OR
CHIP MANAGED CARE PLAN WITHIN FIFTEEN (15) DAYS OF RECEIPT OF A
NOTICE OF DENIAL RESULTING FROM THE INTERNAL GRIEVANCE PROCESS.
THE FILING OF THE EXTERNAL GRIEVANCE SHALL INCLUDE ANY MATERIAL
JUSTIFICATION AND ALL REASONABLY NECESSARY SUPPORTING

INFORMATION. WITHIN FIVE (5) BUSINESS DAYS OF THE FILING OF AN
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EXTERNAL GRIEVANCE, THE MA OR CHTIP MANAGED CARE PLAN SHALL

NOTIFY THE ENROLLEE, THE ENROLLEE'S AUTHORIZED REPRESENTATIVE OR

THE HEALTH CARE PROVIDER[, THE +UTILIZATION REVIEW ENTITY+—ZFRE6— <--
THAT CONDUCTED THE INTERNAL GRIEVANCE] AND THE DEPARTMENT THAT <--
AN EXTERNAL GRIEVANCE HAS BEEN FILED.

(2) THE [UTILIZATION REVIEW ENTITY] £Re MA OR CHTIP MANAGED <--

CARE PLAN THAT CONDUCTED THE INTERNAL GRIEVANCE SHALL FORWARD
COPIES OF ALL WRITTEN DOCUMENTATION REGARDING THE DENIAL,

INCLUDING THE DECISION, ALL REASONABLY NECESSARY SUPPORTING
INFORMATION, A SUMMARY OF APPLICABLE ISSUES AND THE BASIS AND
CLINICAL RATIONALE FOR THE DECISION, TO THE [UTILIZATION REVIEW <--
ENTITY] IRO CONDUCTING THE EXTERNAL GRIEVANCE WITHIN FIFTEEN <--
(15) DAYS OF RECEIPT OF NOTICE THAT THE EXTERNAL GRIEVANCE WAS
FILED. ANY ADDITIONAL WRITTEN INFORMATION MAY BE SUBMITTED BY

THE ENROLLEE, THE ENROLLEE'S AUTHORIZED REPRESENTATIVE OR THE

HEALTH CARE PROVIDER WITHIN [FIFTEEN (15) DAYS OF RECEIPT OF

NOTICE THAT THE EXTERNAL GRIEVANCE WAS FILED] TWENTY (20) DAYS

OF THE DATE THE NOTICE OF THE TRO ASSIGNMENT WAS MAILED TO THE <--

ENROLLEE ©R, ENROLLEE'S REPRESENTATIVE OR HEALTH CARE PROVIDER. <--

(3) THE [UTILIZATION REVIEW ENTITY] IRO CONDUCTING THE
EXTERNAL GRIEVANCE SHALL REVIEW ALL INFORMATION CONSIDERED IN
REACHING ANY PRIOR DECISIONS TO DENY PAYMENT FOR THE HEALTH CARE

SERVICE AND ANY OTHER WRITTEN SUBMISSION BY THE ENROLLEE, THE

ENROLLEE'S AUTHORIZED REPRESENTATIVE OR THE HEALTH CARE

PROVIDER.
(4) AN EXTERNAL GRIEVANCE DECISION SHALL BE MADE BY:
(I) ONE OR MORE LICENSED PHYSICIANS [OR+z APPROVED], <--

LICENSED PSYCHOLOGISTS OR APPROVD LICENSED DENTISTS IN ACTIVE <--

CLINICAL PRACTICE OR IN THE SAME OR SIMILAR SPECIALTY THAT

TYPICALLY MANAGES OR RECOMMENDS TREATMENT FOR THE HEALTH CARE
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SERVICE BEING REVIEWED; OR

(IT) ONE OR MORE PHYSICIANS CURRENTLY CERTIFIED BY A BOARD
APPROVED BY THE AMERICAN BOARD OF MEDICAL SPECIALISTS OR THE
AMERICAN BOARD OF OSTEOPATHIC SPECIALTIES IN THE SAME OR SIMILAR
SPECIALTY THAT TYPICALLY MANAGES OR RECOMMENDS TREATMENT FOR THE
HEALTH CARE SERVICE BEING REVIEWED.

(5) WITHIN SIXTY (60) DAYS OF THE FILING OF THE EXTERNAL
GRIEVANCE, THE [UTILIZATION REVIEW ENTITY] IRO CONDUCTING THE
EXTERNAL GRIEVANCE SHALL ISSUE A WRITTEN DECISION TO THE MA OR

CHIP MANAGED CARE PLAN, THE ENROLLEE, THE ENROLLEE'S AUTHORIZED

REPRESENTATIVE TF THE ENROLLEE'S AUTHORIZED REPRESENTATIVE

REQUESTED THE EXTERNAL REVIEW, AND THE HEALTH CARE PROVIDER,

INCLUDING THE BASIS AND CLINICAL RATIONALE FOR THE DECISION. THE

STANDARD OF REVIEW SHALL BE WHETHER THE HEALTH CARE SERVICE

DENIED BY THE INTERNAL GRIEVANCE PROCESS WAS MEDICALLY NECESSARY

AND APPROPRIATE UNDER THE TERMS OF THE MA—ORCHIPMANAGEDCARE— <--

[PLAN] AGREEMENT WITH THE DEPARTMENT OF HUMAN SERVICES. THE <--

EXTERNAL GRIEVANCE DECISION SHALL BE SUBJECT TO APPEAL TO A
COURT OF COMPETENT JURISDICTION WITHIN SIXTY (60) DAYS OF
RECEIPT OF NOTICE OF THE EXTERNAL GRIEVANCE DECISION. THERE
SHALL BE A REBUTTABLE PRESUMPTION IN FAVOR OF THE DECISION OF
THE [UTILIZATION REVIEW ENTITY] IRO CONDUCTING THE EXTERNAL
GRIEVANCE.

(6) THE MA OR CHIP MANAGED CARE PLAN SHALL AUTHORIZE ANY

HEALTH CARE SERVICE OR PAY A CLAIM DETERMINED TO BE MEDICALLY
NECESSARY AND APPROPRIATE UNDER PARAGRAPH (5) PURSUANT TO
SECTION 2166 WHETHER OR NOT AN APPEAL TO A COURT OF COMPETENT
JURISDICTION HAS BEEN FILED.

(7) ALL FEES AND COSTS RELATED TO AN EXTERNAL GRIEVANCE

SHALL BE PAID BY THE NONPREVAILING PARTY IF THE EXTERNAL
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GRIEVANCE WAS FILED BY THE HEALTH CARE PROVIDER AND THE HEATLTH <--

CARE PROVIDER WAS NOT THE ENROLLEE'S AUTHORIZED REPRESENTATIVE.

THE HEALTH CARE PROVIDER AND THE [UTILIZATION REVIEW ENTITY+—ZFRO-<--

OR] MA OR CHIP MANAGED CARE PLAN SHALL EACH PLACE IN ESCROW AN <--

AMOUNT EQUAL TO ONE-HALF OF THE ESTIMATED FEES AND COSTS OF THE <--
EXTERNAL GRIEVANCE PROCESS. IF THE EXTERNAL GRIEVANCE WAS FILED

BY THE ENROLLEE OR THE ENROLLEE'S AUTHORIZED REPRESENTATIVE, ALL

FEES AND COSTS RELATED THERETO SHALL BE PAID BY THE MA OR CHIP

MANAGED CARE PLAN. FOR PURPOSES OF THIS PARAGRAPH, FEES AND
COSTS SHALL NOT INCLUDE ATTORNEY FEES.

(D) THE DEPARTMENT SHALL COMPILE AND MAINTAIN A LIST OF
[CERTIFIED UTILIZATION REVIEW ENTITIES] IROS THAT MEET THE
REQUIREMENTS OF THIS ARTICLE. THE DEPARTMENT MAY REMOVE [A
UTILIZATION REVIEW ENTITY] AN TRO FROM THE LIST IF SUCH AN
ENTITY IS INCAPABLE OF PERFORMING ITS RESPONSIBILITIES IN A
REASONABLE MANNER, CHARGES EXCESSIVE FEES OR VIOLATES THIS
ARTICLE.

(E) A FEE MAY BE IMPOSED BY [A] AN MA OR CHIP MANAGED CARE

PLAN FOR FILING AN EXTERNAL GRIEVANCE PURSUANT TO THIS ARTICLE
WHICH SHALL NOT EXCEED TWENTY-FIVE ($25) DOLLARS.

(F) WRITTEN CONTRACTS BETWEEN MA OR CHIP MANAGED CARE PLANS

AND HEALTH CARE PROVIDERS MAY PROVIDE AN ALTERNATIVE DISPUTE
RESOLUTION SYSTEM TO THE EXTERNAL GRIEVANCE PROCESS SET FORTH IN
THIS ARTICLE IF THE DEPARTMENT APPROVES THE CONTRACT. THE
ALTERNATIVE DISPUTE RESOLUTION SYSTEM SHALL BE IMPARTIAL,
INCLUDE SPECIFIC TIME LIMITATIONS TO INITIATE APPEALS, RECEIVE
WRITTEN INFORMATION, CONDUCT HEARINGS AND RENDER DECISIONS AND
OTHERWISE SATISFY THE REQUIREMENTS OF THIS SECTION. A WRITTEN
DECISION PURSUANT TO AN ALTERNATIVE DISPUTE RESOLUTION SYSTEM

SHALL BE FINAL AND BINDING ON ALL PARTIES. AN ALTERNATIVE
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DISPUTE RESOLUTION SYSTEM SHALL NOT BE UTILIZED FOR ANY EXTERNAL

GRIEVANCE FILED BY AN ENROLLEE OR ENROLLEE'S AUTHORIZED

REPRESENTATIVE.

SECTION 2163. RECORDS.--RECORDS REGARDING GRIEVANCES FILED
UNDER THIS SUBDIVISION THAT RESULT IN DECISIONS ADVERSE TO

ENROLLEES SHALL BE MAINTAINED BY THE MA OR CHTIP MANAGED CARE

PLAN FOR NOT LESS THAN THREE (3) YEARS. THESE RECORDS SHALL BE
PROVIDED TO THE DEPARTMENT, IF REQUESTED, IN ACCORDANCE WITH
SECTION 2131 (C) (2) (II).

SECTION 7. ARTICLE XXI OF THE ACT IS AMENDED BY ADDING A
SUBDIVISION TO READ:

(I.1) ADVERSE BENEFIT DETERMINATIONS.

SECTION 2164. INTERNAL ADVERSE BENEFIT DETERMINATION PROCESS

FOR INSURER.

(A) DETERMINATION PROCESS.—-—-AN INSURER SHALL ESTABLISH AND

MAINTAIN AN INTERNATL ADVERSE BENEFIT DETERMINATION PROCESS THAT

COMPLIES WITH SECTION 2719 OF THE PUBLIC HEALTH SERVICE ACT (58

STAT. 682, 42 U.S.C. § 300GG=19) AND REGULATIONS PROMULGATED

UNDER THE PUBLIC HEALTH SERVICE ACT.

(B) NOTICE.--FOLLOWING AN ADVERSE BENEFTIT DETERMINATION AND

PRTOR TO ANY APPEAL OF AN ADVERSE BENEFIT DETERMINATTION UNDER

SUBSECTION (A), AN INSURER SHALIL PROVIDE A COVERED PERSON OR

COVERED PERSON'S AUTHORIZED REPRESENTATIVE NOTICE OF THE COVERED

PERSON'S RIGHT TO APPEAL AN ADVERSE BENEFIT DETERMINATION WHICH

SHALL BE IN A FORM APPROVED BY THE DEPARTMENT.

SECTION 2164.1. EXTERNAL REVIEW APPLICABILITY AND SCOPE.

(A) APPLICABILITY.--THE EXTERNAL REVIEW PROVISIONS OF THIS

SUBDIVISTON SHALTL APPLY TO:

(1) AN ADVERSE BENEFIT DETERMINATION RENDERED BY AN

INSURER THAT ARE BASED ON ANY OF THE FOLLOWING:
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(I) MEDICAL NECESSTITY.

(IT) APPROPRIATENESS OF SERVICE.

(ITT) HEALTH CARE SETTING.

(IV) LEVEL OF CARE.

(V) EFFECTIVENESS OF A COVERED BENEFTT.

(2) ARESERVEPY~ DISPUTES REGARDING AN INSURER'S <--

COMPLIANCE WITH THE SURPRISE BILLING AND COST-SHARTING

PROTECTIONS UNDER SECTIONS 2799A-1 AND 2799A-2 OF THE PUBLIC

HEALTH SERVICE ACT (58 STAT. 682, 42 U.S.C. § 300GG-19) AND

REGULATIONS PROMULGATED THEREUNDER.

(B) NONAPPLICABILITY.--THE EXTERNAL REVIEW PROVISIONS OF

THTS SUBDIVISTION DO NOT APPLY TO:

(1) COMPLATNTS, WHICH MAY BE APPEALED UNDER SECTION

2142.

(2) GRIEVANCES, WHICH MAY BE REVIEWED UNDER SECTION
2162.

(3) ADMINISTRATIVE APYERSEBENEFFTDEFERMINATIONS— <--
DENTIALS, WHICH MAY BE APPEALED UNDER SECTION 2142. <--

(C) NO MINTIMUM THRESHOLD.--THE EXTERNAL REVIEW PROCESS IS

AVATIABLE TO A COVERED PERSON OR COVERED PERSON'S AUTHORIZED

REPRESENTATIVE WITH RESPECT TO HEATLTH CARE SERVICES OF ANY

MONETARY VALUE. THERE IS NO MINIMUM FINANCIAL THRESHOLD FOR

FILING A REQUEST FOR EXTERNAL REVIEW.

SECTION 2164.2. NOTICE OF RIGHT TO EXTERNAL REVIEW.

(A) TIMING OF NOTICE.--AN INSURER SHALL NOTIFY A COVERED

PERSON TN WRITING OF THE COVERED PERSON'S RIGHT TO REQUEST AN

EXTERNAL REVIEW UNDER SECTION 2164.5, 2164.6 OR 2164.7 AT THE

SAME TIME THE TINSURER SENDS WRITTEN NOTICE TN A FORM APPROVED BY

THE DEPARTMENT OF EITHER OF THE FOLLOWING:

(1) AN ADVERSE BENEFIT DETERMINATION UPON COMPLETION OF
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1 THE INSURER'S UTILIZATION REVIEW PROCESS.

2 (2) A FINAL ADVERSE BENEFIT DETERMINATION.

3 (B) CONTENT OF NOTICE.--THE NOTICE SHALL INCLUDE:

4 (1) THE FOLLOWING, OR SUBSTANTIALLY EQUIVALENT,

5 LANGUAGE :

6 WE HAVE DENTIED YOUR REQUEST FOR THE PROVISION OF OR

7 PAYMENT FOR A HEALTH CARE SERVICE OR COURSE OF

8 TREATMENT. YOU MAY HAVE THE RIGHT TO HAVE OUR

9 DECISION REVIEWED BY HEALTH CARE PROVIDERS WHO HAVE
10 NO ASSOCIATION WITH US TF OUR DECISION INVOLVED

11 MAKING A JUDGMENT AS TO THE MEDICAL NECESSITY,

12 APPROPRTIATENESS, HEALTH CARE SETTING, LEVEL OF CARE
13 OR EFFECTIVENESS OF THE HEALTH CARE SERVICE OR

14 TREATMENT YOU REQUESTED. YOU ALSO HAVE THE RIGHT TO A
15 REVIEW OF WHETHER WE HAVE COMPLIED WITH THE SURPRISE
16 BILLING AND COST-SHARING PROTECTIONS UNDER THE NO
17 SURPRISES ACT. YOU MAY SUBMIT A REQUEST FOR EXTERNAL
18 REVIEW TO THE PENNSYLVANIA INSURANCE DEPARTMENT.
19 (2) FOR A NOTICE RELATED TO AN ADVERSE BENEFIT
20 DETERMINATION, A STATEMENT INFORMING THE COVERED PERSON THAT:
21 (1) IF THE COVERED PERSON HAS A MEDICAL CONDITION
22 FOR WHICH THE TIME FRAME FOR COMPLETION OF AN EXPEDITED
23 REVIEW OF AN ADVERSE BENEFIT DETERMINATTION UNDER SECTTION
24 2164 WOULD SERIOQUSLY JEOPARDIZE THE LIFE OR HEALTH OF THE
25 COVERED PERSON OR WOULD JEQOPARDIZE THE COVERED PERSON'S
26 ABILITY TO REGAIN MAXTIMUM FUNCTION, THE COVERED PERSON,
27 OR THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE, MAY
28 FITE A REQUEST FOR AN EXPEDITED EXTERNAL REVIEW AT THE
29 SAME TIME AS A REQUEST FOR AN EXPEDITED REVIEW OF AN
30 ADVERSE BENEFTIT DETERMINATION UNDER SECTION 2164. THE TIRO
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ASSIGNED TO CONDUCT THE EXPEDITED EXTERNAL REVIEW SHALL

DETERMINE WHETHER THE COVERED PERSON IS REQUIRED TO

COMPLETE THE EXPEDITED REVIEW OF THE ADVERSE BENEFIT

DETERMINATION PRIOR TO CONDUCTING THE EXPEDITED EXTERNAL

REVIEW. THE REQUEST MAY BE FILED UNDER SECTION 2164.6 OR

2164.7 TIF:

(A) THE ADVERSE BENEFIT DETERMINATION INVOLVES A

DENTIAL OF COVERAGE BASED ON A DETERMINATION THAT THE

RECOMMENDED OR REQUESTED HEALTH CARE SERVICES ARE

EXPERIMENTAL OR INVESTIGATIONAL.

(B) THE COVERED PERSON'S TREATING HEALTH CARE

PROVIDER CERTIFIES TN WRITING THAT THE RECOMMENDED OR

REQUESTED HEATTH CARE SERVICES THAT ARE THE SUBJECT

OF THE ADVERSE BENEFIT DETERMINATTION WOULD BE

SIGNIFICANTLY TLESS EFFECTIVE TF NOT PROMPTLY

INITTIATED.

(IT) THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE MAY FILE AN APPEAL UNDER THE

INSURER'S INTERNAL APPEAL PROCESS UNDER SECTION 2164, BUT

SHALL BE CONSTDERED TO HAVE EXHAUSTED THE INSURER'S

INTERNAL APPEAL PROCESS FOR PURPOSES OF SECTION 2164.4

AND MAY TIMMEDIATELY FTILE A REQUEST FOR EXTERNAL REVIEW

UNDER SECTION 2164.3 TIF:

(A) THE INSURER HAS NOT ISSUED A WRITTEN

DECISION TO THE COVERED PERSON OR THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE WITHIN 30 DAYS

FOLLOWING THE DATE THE COVERED PERSON OR THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE FILES THE APPEAL

WITH THE TINSURER.

(B) THE COVERED PERSON OR THE COVERED PERSON'S
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AUTHORIZED REPRESENTATIVE HAS NOT REQUESTED OR AGREED

TO A DELAY.

(C) THE INSURER WAIVES ITS INTERNAL CLAIM AND

APPEAT, PROCESS AND THE REQUIREMENT FOR A COVERED

PERSON OR COVERED PERSON'S AUTHORIZED REPRESENTATIVE

TO EXHAUST THE PROCESS BEFORE FILING A REQUEST FOR AN

EXTERNAL REVIEW OR AN EXPEDITED EXTERNAL REVIEW.

(D) THE INSURER HAS FAILED TO COMPLY WITH THE

REQUIREMENTS OF THE INTERNAL CLATM AND APPEAL PROCESS

UNLESS THE FATILURE OR FATLURES ARE BASED ON DE

MINIMIS VIOLATIONS THAT DO NOT CAUSE, AND ARE NOT

LIKFELY TO CAUSE, PREJUDICE OR HARM TO THE COVERED

PERSON OR COVERED PERSON'S AUTHORIZED REPRESENTATIVE.

(3) FOR A NOTICE RELATED TO A FINAL ADVERSE BENEFTT

DETERMINATION, A STATEMENT INFORMING THE COVERED PERSON THAT:

(I) IF THE COVERED PERSON HAS A MEDICAL CONDITION

FOR WHICH THE TIME FRAME FOR COMPLETION OF A STANDARD

EXTERNAL REVIEW UNDER SECTION 2164.5 WOULD SERIOUSLY

JEOPARDIZE THE LIFE OR HEALTH OF THE COVERED PERSON OR

WOULD JEOPARDIZE THE COVERED PERSON'S ABILITY TO REGAIN

MAXTIMUM FUNCTION, THE COVERED PERSON OR COVERED PERSON'S

AUTHORIZED REPRESENTATIVE MAY FTTE A REQUEST FOR AN

EXPEDITED EXTERNAL REVIEW UNDER SECTION 2164.6.

(IT) IF THE FINAL ADVERSE BENEFIT DETERMINATION

CONCERNS :

(A) AN ADMISSION, AVATILABTILITY OF CARE,

CONTINUED STAY OR HEALTH CARE SERVICE FOR WHICH THE

COVERED PERSON RECEIVED EMERGENCY SERVICES, BUT HAS

NOT BEEN DISCHARGED FROM A FACILITY, THE COVERED

PERSON OR THE COVERED PERSON'S AUTHORIZED
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REPRESENTATIVE MAY REQUEST AN EXPEDITED EXTERNAL

REVIEW UNDER SECTION 2164.6.

(B) A DENTAL OF COVERAGE BASED ON A

DETERMINATION THAT THE RECOMMENDED OR REQUESTED

HEATLTH CARE SERVICE IS EXPERIMENTAL OR

INVESTIGATIONAL, THE COVERED PERSON OR COVERED

PERSON'S AUTHORIZED REPRESENTATIVE MAY FILE A REQUEST

FOR A STANDARD EXTERNAL REVIEW TO BE CONDUCTED UNDER

SECTION 2164.7.

(C) A WRITTEN CERTIFICATION BY THE TREATING

HEALTH CARE PROVIDER THAT THE RECOMMENDED OR

REQUESTED HEATTH CARE SERVICE THAT TS THE SUBJECT OF

THE REQUEST WOULD BE SIGNIFTICANTLY LESS EFFECTIVE TF

NOT PROMPTLY INITIATED, THE COVERED PERSON OR THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE MAY

REQUEST AN EXPEDITED EXTERNAL REVIEW TO BE CONDUCTED

UNDER SECTION 2364+ 2164.6. <--

(4) A COPY OF THE DESCRIPTION OF BOTH THE STANDARD AND

EXPEDITED EXTERNAL REVIEW PROCEDURES REQUIRED BY SECTION

2136+ 2136(C) THAT HIGHLIGHTS THE PROVISTONS IN THE EXTERNAL <--

REVIEW PROCEDURES REGARDING THE OPPORTUNITY TO SUBMIT

ADDITIONAL INFORMATION AND ANY FORMS USED TO PROCESS AN

EXTERNAL REVIEW.

(5) AN AUTHORIZATION FORM, OR OTHER DOCUMENT APPROVED BY

THE DEPARTMENT THAT COMPLIES WITH THE REQUIREMENTS OF 45 CFER

164.508 (RELATING TO USES AND DISCLOSURES FOR WHICH AN

AUTHORIZATION IS REQUIRED), BY WHICH THE COVERED PERSON, FOR

PURPOSES OF CONDUCTING AN EXTERNAL REVIEW UNDER THIS

SUBDIVISION, AUTHORIZES THE INSURER AND THE COVERED PERSON'S

TREATING HEALTH CARE PROVIDER TO DISCLOSE PROTECTED HEALTH
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INFORMATION, INCLUDING MEDICAL RECORDS, CONCERNING THE

COVERED PERSON, THAT ARE PERTINENT TO THE EXTERNAL REVIEW.

SECTION 2164.3. REQUEST FOR EXTERNAL REVIEW.

(A) FORM OF REQUEST.--

(1) EXCEPT FOR A REQUEST FOR AN EXPEDITED EXTERNAL

REVIEW UNDER SECTION 2164.6, A REQUEST FOR EXTERNAL REVIEW

SHATT, BE MADE TN WRITING TO THE DEPARTMENT.

(2) THE DEPARTMENT MAY PRESCRIBE BY REGULATION THE FORM

AND CONTENT OF AN EXTERNAL REVIEW REQUEST REQUIRED TO BE

SUBMITTED UNDER THIS SECTION.

(B) PERMITTED REQUESTS.-—-A COVERED PERSON OR THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE MAY MAKE A REQUEST FOR AN

EXTERNAL REVIEW OF AN ADVERSE BENEFTIT DETERMINATION OR FTINAL

ADVERSE BENEFTIT DETERMINATTION.

SECTION 2164.4. EXHAUSTION OF INTERNAL APPEAL PROCESS.

(A) REQUIREMENT TO EXHAUST INTERNAL APPEAL PROCESS.--

(1) EXCEPT AS PROVIDED IN SUBSECTION (B), A REQUEST FOR

EXTERNAL REVIEW UNDER SECTION 2164.5, 2164.6 OR 2164.7 OR A

REQUEST FOR RETROSPECTIVE UTILIZATION REVIEW UNDER SECTION <--

2164 MAY NOT BE MADE UNTIL THE COVERED PERSON HAS EXHAUSTED

THE INSURER'S INTERNAL APPEAIL PROCESS UNDER SECTION 2164.

(2) A COVERED PERSON IS CONSIDERED TO HAVE EXHAUSTED THE

INSURER'S INTERNAL APPEAL PROCESS FOR PURPOSES OF THIS

SECTION TF THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE:

(I) HAS FILED AN APPEAL INVOLVING AN ADVERSE BENEFIT

DETERMINATION UNDER SECTION 2164.

(I7) EXCEPT TO THE EXTENT THE COVERED PERSON OR THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE REQUESTED OR

AGREED TO A DETLAY, HAS NOT RECETVED A WRITTEN DECTISTON ON
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(B)

THE APPEAL FROM THE INSURER WITHIN 30 DAYS FOLLOWING THE

DATE THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE FILED THE APPEAL WITH THE

INSURER.

(ITT) THE INSURER WATVES TITS TNTERNAL CLATM AND

APPEAL PROCESS AND THE REQUIREMENT FOR A COVERED PERSON

OR COVERED PERSON'S AUTHORIZED REPRESENTATIVE TO EXHAUST

THE PROCESS BEFORE FILING A REQUEST FOR AN EXTERNAL

REVIEW OR AN EXPEDITED EXTERNAL REVIEW.

(IV) THE INSURER HAS FAILED TO COMPLY WITH THE

REQUIREMENTS OF THE INTERNAL CLAIM AND APPEAL PROCESS

UNLESS THE FATTLURE OR FATIURES ARE BASED ON DE MINIMIS

VIOLATIONS THAT DO NOT CAUSE, AND ARE NOT LIKELY TO

CAUSE, PREJUDICE OR HARM TO THE COVERED PERSON OR COVERED

PERSON'S AUTHORIZED REPRESENTATIVE.

PROCEDURE FOR REQUESTING EXPEDITED EXTERNAL REVIEW.--

(1) AT THE SAME TIME A COVERED PERSON OR THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE FTILES A REQUEST FOR

EXPEDITED INTERNAL REVIEW OF AN ADVERSE BENEFIT DETERMINATION

UNDER SECTION 2164, THE COVERED PERSON OR THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE MAY FITE A REQUEST FOR AN

EXPEDITED EXTERNAL REVIEW OF THE ADVERSE BENEFTT

DETERMINATTION:

(I) UNDER SECTION 2164.6, IF THE COVERED PERSON HAS

A MEDICAL CONDITION FOR WHICH THE TIME FRAME FOR

COMPLETION OF AN EXPEDITED INTERNAL REVIEW OF THE ADVERSE

BENEFIT DETERMINATION UNDER SECTION 2164 WOULD SERIQUSLY

JEOPARDIZE THE TLTFE OR HEALTH OF THE COVERED PERSON OR

WOULD JEOPARDIZE THE COVERED PERSON'S ABILITY TO REGAIN

MAXTMUM FUNCTION.
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(IT) UNDER SECTION 2164.7, IF THE ADVERSE BENEFTIT

DETERMINATION INVOLVES A DENIAL OF COVERAGE BASED ON A

DETERMINATION THAT THE RECOMMENDED OR REQUESTED HEALTH

CARE SERVICE IS EXPERTIMENTAL OR INVESTTIGATTIONAL, AND THE

COVERED PERSON'S TREATING HEALTH CARE PROVIDER CERTIFIES

IN WRITING THAT THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICE THAT IS THE SUBJECT OF THE ADVERSE BENEEFIT

DETERMINATION WOULD BE SIGNIFICANTLY LESS EFFECTIVE IF

NOT PROMPTLY INITIATED.

(2) UPON RECEIPT OF A REQUEST FOR AN EXPEDITED EXTERNAL

REVIEW UNDER PARAGRAPH (1), THE TRO CONDUCTING THE EXTERNAL

REVIEW UNDER SECTION 2164.6 OR SECTION 2164.7 SHALL DETERMINE

WHETHER THE COVERED PERSON IS REQUIRED TO COMPLETE THE

EXPEDITED INTERNAL REVIEW PROCESS UNDER SECTION 2164 BEFORE

THE TRO CONDUCTS THE EXPEDITED EXTERNAL REVIEW.

(C) DENTAL OF REQUEST FOR EXPEDITED EXTERNAL REVIEW.--TF THE

IRO DETERMINES THAT THE COVERED PERSON IS REQUIRED TO FIRST

COMPLETE THE INTERNAL EXPEDITED APPEAL PROCESS UNDER SECTION

2164, THE IRO SHALL WITHIN 24 HOURS NOTIFY THE COVERED PERSON

AND, TF APPLICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, THAT THE TRO MAY NOT PROCEED WITH THE EXPEDITED

EXTERNAL REVIEW UNDER SECTION 2164.6 UNTTIL THE INSURER HAS

COMPLETED THE EXPEDITED REVIEW PROCESS AND THE COVERED PERSON'S

ADVERSE BENEFTT DETERMINATION APPEAT REMATNS UNRESOLVED.

(D) WAIVER OF EXHAUSTION REQUIREMENT.--A REQUEST FOR

EXTERNAL REVIEW OF AN ADVERSE BENEFIT DETERMINATION MAY BE MADE

BEFORE THE COVERED PERSON HAS EXHAUSTED THE INSURER'S INTERNAL

APPEAL, PROCEDURES UNDER SECTION 2164, TF THE INSURER AGREES TO

WATVE THE EXHAUSTION REQUIREMENT. AT THAT TIME, THE COVERED

PERSON OR THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE MAY
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FITLE A REQUEST TIN WRITING FOR STANDARD EXTERNAL REVIEW AS

PROVIDED IN SECTION 2164.5 OR SECTION 2164.7.

SECTION 2164.5. STANDARD EXTERNAL REVIEW.

(A) REQUEST FOR REVIEW.-—

(1) A COVERED PERSON, OR THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, MAY FILE A REQUEST FOR EXTERNAL REVIEW WITH

THE DEPARTMENT WITHIN FOUR MONTHS AFTER THE DATE OF RECETPT

OF A NOTICE OF AN ADVERSE BENEFIT DETERMINATION OR FINAL

ADVERSE BENEFIT DETERMINATION UNDER SECTION 2164.2.

(2) THE DEPARTMENT SHALL SEND A COPY OF THE REQUEST TO

THE INSURER WITHIN ONE BUSINESS DAY OF THE DATE OF RECEIPT OF

A REQUEST FOR EXTERNAL REVIEW UNDER PARAGRAPH (1).

(B) PRELIMINARY REVIEW OF REQUEST.--WITHIN FIVE BUSINESS

DAYS OF THE DATE OF RECETPT OF THE COPY OF THE EXTERNAL REVIEW

REQUEST RECEIVED UNDER SUBSECTION (A) (2), THE INSURER SHALL

COMPLETE A PRELIMINARY REVIEW OF THE REQUEST TO DETERMINE

WHETHER:

(1) THE INDIVIDUAL IS OR WAS A COVERED PERSON UNDER THE

HEALTH INSURANCE POLICY AT THE TIME THE HEALTH CARE SERVICE

WAS REQUESTED OR, IN THE CASE OF A RETROSPECTIVE UTILIZATION <==

REVIEW, WAS A COVERED PERSON UNDER THE HEALTH INSURANCE

POLICY AT THE TIME THE HEAILTH CARE SERVICE WAS PROVIDED.

(2) THE HEALTH CARE SERVICE THAT IS THE SUBJECT OF THE

ADVERSE BENEFTT DETERMINATION OR THE FINATL ADVERSE BENEFIT

DETERMINATION IS A COVERED SERVECE BENEEFIT UNDER THE COVERED <--

PERSON'S HEALTH INSURANCE POLICY, EXCEPT FOR A DETERMINATION

BY THE INSURER THAT THE HEALTH CARE SERVICE IS NOT COVERED

BECAUSE IT DOES NOT MEET THE INSURER'S REQUIREMENTS FOR

MEDICAL NECESSTTY, APPROPRIATENESS, HEATLTH CARE SETTING,

LEVEL OF CARE OR EFFECTIVENESS.
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1 (3) THE COVERED PERSON HAS EXHAUSTED THE INSURER'S

2 INTERNAL APPEAL PROCESS UNDER SECTION 2164, UNLESS THE
3 COVERED PERSON IS NOT REQUIRED TO EXHAUST THE TINSURER'S
4 INTERNAL APPEAL PROCESS UNDER SECTION 2164.4.
5 (4) THE COVERED PERSON HAS NOT PROVIDED ALL THE
6 INFORMATION AND FORMS REQUIRED TO PROCESS AN EXTERNAL REVIEW,
7 INCLUDING THE RELEASE FORM PROVIDED UNDER SECTION 2164.2(B).
8 (C) NOTICE OF INTITIAL DETERMINATION.--
9 (1) WITHIN ONE BUSINESS DAY OF COMPLETION OF THE
10 PRELIMINARY REVIEW, THE INSURER SHALL NOTIFY THE DEPARTMENT
11 AND THE COVERED PERSON AND, IF APPLICABLE, THE COVERED
12 PERSON'S AUTHORIZED REPRESENTATIVE, IN WRITING WHETHER THE
13 REQUEST IS COMPLETE AND ELTIGIBLE FOR EXTERNATL REVIEW. THE
14 FOLLOWING APPLY:
15 (I) IF THE REQUEST IS NOT COMPLETE, THE INSURER
16 SHALL INFORM THE COVERED PERSON AND, TF APPLICABLE, THE
17 COVERED PERSON'S AUTHORIZED REPRESENTATIVE, AND THE
18 DEPARTMENT IN WRITING AND INCLUDE IN THE NOTICE WHAT
19 INFORMATION OR MATERIALS ARE NEEDED TO MAKE THE REQUEST
20 COMPLETE .
21 (I7) IF THE REQUEST IS NOT ELIGIBLE FOR EXTERNAL
22 REVIEW, THE TINSURER SHALTL INFORM THE COVERED PERSON AND,
23 IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED
24 REPRESENTATIVE, AND THE DEPARTMENT IN WRITING AND INCLUDE
25 IN THE NOTICE THE REASONS FOR THE REQUEST'S
26 INELIGIBILITY.
27 (2) NOTIFICATION UNDER PARAGRAPH (1) (IT) SHALL BE
28 PROVIDED IN A FORM AS SPECTIFIEFD BY THE DEPARTMENT AND INCLUDE
29 A STATEMENT INFORMING THE COVERED PERSON AND, IF APPLICABLE,
30 THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE THAT AN
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INSURER'S INITTAL DETERMINATION THAT THE EXTERNAL REVIEW

REQUEST IS INELIGIBLE FOR REVIEW MAY BE APPEALED TO THE

DEPARTMENT .

(3) NOTWITHSTANDING AN INSURER'S INITIAL DETERMINATION

THAT THE REQUEST TS TINELTIGIBLE FOR REVIEW, THE DEPARTMENT MAY

DETERMINE, BASED UPON THE TERMS OF THE COVERED PERSON'S

HEALTH INSURANCE POLICY, THAT A REQUEST IS ELIGIBLE FOR

EXTERNAL REVIEW UNDER SUBSECTION (B). THE DETERMINATTION SHALL

BE BINDING ON THE INSURER AND THE COVERED PERSON AND MAY BE

APPEALED TO THE COMMISSIONER. CONSIDERATION OF THE APPEAL MAY

NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(D) PROCEDURE FOR REVIEW OF ELTGIBLE REQUESTS.--

(1) WITHIN ONE BUSINESS DAY QOF THE DATE OF RECEIPT OF

NOTICE THAT A REQUEST IS ELIGIBLE FOR EXTERNAL REVIEW

FOLLOWING THE PRELIMINARY REVIEW CONDUCTED UNDER SUBSECTION

(C), THE DEPARTMENT SHATLL:

(I) ASSIGN AN TRO TO CONDUCT THE EXTERNAL REVIEW

FROM THE LIST OF APPROVED TROS COMPILED AND MAINTAINED BY

THE DEPARTMENT UNDER SECTION 2164.9 AND NOTIFY THE

INSURER OF THE NAME OF THE ASSTGNED TRO.

(IT) NOTIFY IN WRITING THE COVERED PERSON AND, TF

APPILICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, OF THE REQUEST'S ELIGIBILITY AND

ACCEPTANCE FOR EXTERNAL REVIEW. THE NOTIFICATION SHALL

INCLUDE A STATEMENT THAT THE COVERED PERSON, OR THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE, MAY SUBMIT IN

WRITING TO THE ASSIGNED TRO, WITHIN 15 BUSINESS DAYS OF

THE DATE OF RECEIPT OF THE NOTICE PROVIDED UNDER

SUBPARAGRAPH (I), ADDITTIONAL INFORMATION THAT THE TIRO

SHALL CONSIDER WHEN CONDUCTING THE EXTERNAL REVIEW. THE
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IRO MAY ACCEPT AND CONSIDER ADDITIONAL INEORMATION

SUBMITTED AFTER #F¥E 15 BUSINESS DAYS.

(2) THE ASSIGNED IRO SHALL NOT BE BOUND BY A DECISION OR

CONCLUSION REACHED DURING THE TINSURER'S TNTERNAL CLATMS AND

APPEAL PROCESS UNDER SECTION 2164.

(E) FORWARDING OF REQUIRED DOCUMENTS.--

(1) WITHIN FIVE BUSINESS DAYS OF THE DATE OF RECEIPT OF

THE NOTICE PROVIDED UNDER SUBSECTION (D) (1), THE INSURER, OR

A UTILIZATION REVIEW ORGANIZATION DESIGNATED BY THE INSURER,

SHALL PROVIDE TO THE ASSIGNED IRO THE DOCUMENTS AND

INFORMATION CONSIDERED IN MAKING THE ADVERSE BENEFIT

DETERMINATION OR FINAT ADVERSE BENEFIT DETERMINATTION.

(2) IF THE TINSURER, OR A UTILIZATION REVIEW ORGANTIZATTION

DESIGNATED BY THE INSURER, FATLS TO PROVIDE DOCUMENTS AND

INFORMATION WITHTIN THE TIME PERTOD SPECIFIED TN PARAGRAPH

(1), THE TRO MAY PROCEED WITH THE REVIEW, TERMINATE THE

EXTERNAL REVIEW AND MAKE A DECISTION TO REVERSE THE ADVERSE

BENEFIT DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION.

WITHIN ONE BUSINESS DAY OF MAKING THE DECISION UNDER

PARAGRAPH (1), THE TRO SHALL NOTIFY THE DEPARTMENT, THE

INSURER, THE COVERED PERSON AND, TIF APPLICABLE, THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE.

(F) REVIEW OF INFORMATION.--

(1) THE ASSIGNED IRO SHALL REVIEW ALL OF THE INFORMATION

AND DOCUMENTS RECEIVED UNDER SUBSECTION (E) AND OTHER

INFORMATION SUBMITTED IN WRITING TO THE TIRO BY THE COVERED

PERSON OR THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE

UNDER SUBSECTION (D) (1) (IT).

(2) WITHIN ONE BUSINESS DAY OF RECEIPT OF INFORMATION

SUBMITTED BY THE COVERED PERSON OR THE COVERED PERSON'S
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AUTHORIZED REPRESENTATIVE, THE ASSIGNED TRO SHALL FORWARD THE

INFORMATION TO THE INSURER.

(G) RECONSTIDERATION BY INSURER.--

(1) UPON RECEIPT OF THE INFORMATION, TIF ANY, REQUIRED TO

BE FORWARDED UNDER SUBSECTION (F) (2), THE INSURER MAY

RECONSTIDER AN ADVERSE BENEFTT DETERMINATION OR FINAT ADVERSE

BENEFIT DETERMINATTION THAT TS THE SUBJECT OF THE EXTERNAL

REVIEW.

(2) RECONSIDERATION BY THE INSURER OF AN ADVERSE BENEFIT

DETERMINATION OR FINAL ADVERSE BENEEFIT DETERMINATION UNDER

PARAGRAPH (1) MAY NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(3) THE EXTERNAL REVIEW MAY BE TERMINATED WITHOUT AN TRO

DETERMINATION ONLY TF THE TNSURER DECIDES, UPON COMPLETION OF

THE INSURER'S RECONSIDERATION, TO REVERSE THE INSURER'S

ADVERSE BENEFTIT DETERMINATTION OR FTINAT ADVERSE BENEFTT

DETERMINATION AND PROVIDE COVERAGE OR PAYMENT FOR THE

RECOMMENDED HEALTH CARE SERVICE THAT IS THE SUBJECT OF THE

EXTERNAL REVIEW.

(4) WITHIN ONE BUSINESS DAY OF MAKING THE DECISION TO

REVERSE ITS ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE

BENEFIT DETERMINATION, AS PROVIDED IN PARAGRAPH (3), THE

INSURER SHATT NOTIFY THE DEPARTMENT, THE ASSIGNED TRO, THE

COVERED PERSON AND, TIF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, IN WRITING OF ITS DECISION.

(5) THE ASSTIGNED TRO SHALL TERMINATE THE EXTERNAL REVIEW

UPON RECEIPT OF THE NOTICE FROM THE INSURER SENT UNDER

PARAGRAPH (4).

(H) FACTORS TO BE CONSIDERED.--IN ADDITION TO THE DOCUMENTS

AND INFORMATION PROVIDED UNDER SUBSECTION (E), THE ASSIGNED IRO,

TO THE EXTENT THE TNFORMATTION OR DOCUMENTS ARE AVATTLABLE AND THE
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1 IRO CONSIDERS THEM APPROPRIATE, SHALL CONSIDER THE FOLLOWING

2 INFORMATION IN REACHING A DECISION:

3 (1) THE COVERED PERSON'S MEDICAL RECORDS.
4 (2) THE ATTENDING HEALTH CARE PROVIDER'S RECOMMENDATION.
5 (3) CONSULTING REPORTS FROM APPROPRIATE HEALTH CARE
6 PROVIDERS AND OTHER DOCUMENTS SUBMITTED BY THE INSURER, THE
7 COVERED PERSONy OR THE COVERED PERSON'S AUTHORIZED <--
8 REPRESENTATIVE OR—FHE—COVERED—PERSON'S—TREATING—PROVIDER. <--
9 (4) THE TERMS OF COVERAGE UNDER THE COVERED PERSON'S
10 HEALTH INSURANCE POLTICY TO ENSURE THAT THE TRO'S DECISION IS
11 NOT CONTRARY TO THE TERMS OF COVERAGE.
12 (5) THE MOST APPROPRIATE PRACTICE GUIDELINES, WHICH
13 SHALL INCLUDE APPLICABLE EVIDENCE-BASED STANDARDS AND MAY
14 INCLUDE OTHER PRACTICE GUIDELINES DEVELOPED BY THE FEDERAL
15 GOVERNMENT OR NATIONAL OR PROFESSIONAL MEDICAL SOCIETIES,
16 BOARDS AND ASSOCIATIONS.
17 (6) APPLICABLE CLINTICAL REVIEW CRITERIA DEVELOPED AND
18 USED BY THE INSURER OR A UTILIZATION REVIEW ORGANIZATION
19 DESIGNATED BY THE INSURER.
20 (7) THE oPFFoN OPINION OF THE TRO'S CLINICAL REVIEWER OR <--
21 REVIEWERS AFTER CONSIDERING THE INFORMATION UNDER PARAGRAPHS
22 @, 2), 3), (4), (5) AND (6).
23 (I) NOTICE OF DECISION.--
24 (1) WITHIN 45 DAYS OF THE DATE OF RECEIPT OF THE REQUEST
25 FOR AN EXTERNAL REVIEW, THE ASSIGNED TRO SHALL PROVIDE
26 WRITTEN NOTICE OF THE TRO'S DECISION TO UPHOLD OR REVERSE THE
27 ADVERSE BENEFIT DETERMINATION OR THE FINAL ADVERSE BENEEFIT
28 DETERMINATION TO:
29 (I) THE COVERED PERSON.
30 (IT) IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED
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1 REPRESENTATIVE.

2 (ITT) THE TINSURER.
3 (IV) THE DEPARTMENT.
4 (2) THE TRO SHALL INCLUDE IN THE NOTICE UNDER PARAGRAPH
5 () :
6 (I) A GENERAL DESCRIPTION OF THE REASON FOR THE
7 REQUEST FOR EXTERNAL REVIEW.
8 (IT) THE DATE THE TRO RECEIVED THE ASSIGNMENT FROM
9 THE DEPARTMENT TO CONDUCT THE EXTERNAL REVIEW.
10 (ITT) THE DATE THE EXTERNAL REVIEW WAS CONDUCTED.
11 (IV) THE DATE OF THE TRO'S DECISION.
12 (V) THE PRINCTIPAL REASON OR REASONS FOR THE TIRO'S
13 DECISTON, INCLUDING WHAT APPTLICABLE EVIDENCE-BASED
14 STANDARDS WERE CONSIDERED IN REACHING THE TRO'S DECISION.
15 (VI) THE RATIONALE FOR THE TRO'S DECISTON.
16 (VII) REFERENCES TO THE EVIDENCE OR DOCUMENTATION,
17 INCLUDING EVIDENCE-BASED STANDARDS, CONSIDERED IN
18 REACHING THE TRO'S DECISION.
19 (3) UPON RECEIPT OF A NOTICE OF A DECISION UNDER
20 PARAGRAPH (1) REVERSING THE ADVERSE BENEFIT DETERMINATION OR
21 FINAL ADVERSE BENEFIT DETERMINATION, THE INSURER SHALL WITHIN
22 24 HOURS APPROVE THE COVERAGE THAT WAS THE SUBJECT OF THE
23 ADVERSE BENEFTIT DETERMINATTION OR FTINAT ADVERSE BENEFTT
24 DETERMINATION.
25 (J) ASSIGNMENT OF TRO.--THE DEPARTMENT SHALL ASSIGN ON A

26 RANDOM BASTS AN APPROVED TRO FROM THOSE QUALIFIED TO CONDUCT THE

27 PARTICULAR EXTERNAL REVIEW BASED ON THE NATURE OF THE HEALTH

28 CARE SERVICE THAT IS THE SUBJECT OF THE ADVERSE BENEFIT

29 DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION, AND SHALL

30 CONSIDER THE CONFLICT-OF-INTEREST CONCERNS UNDER SECTION
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2164.10(D) .

SECTION 2164.6. EXPEDITED EXTERNAL REVIEW.

(A) REQUEST FOR REVIEW.--EXCEPT AS PROVIDED IN SUBSECTION

(F), A COVERED PERSON OR THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE MAY MAKE A REQUEST FOR EXPEDITED EXTERNAL REVIEW

WITH THE DEPARTMENT AT THE TIME THE COVERED PERSON RECETVES:

(1) AN ADVERSE BENEFIT DETERMINATION, IF EITHER OF THE

FOLLOWING APPLIES:

(I) THE ADVERSE BENEFIT DETERMINATION INVOLVES A

MEDICAL CONDITION OF THE COVERED PERSON FOR WHICH THE

TIME FRAME FOR COMPLETION OF AN EXPEDITED INTERNAL REVIEW

UNDER SECTION 2164 WOULD SERIOUSLY JEQOPARDIZE THE LIFE OR

HEALTH OF THE COVERED PERSON OR WOULD JEOPARDIZE THE

COVERED PERSON'S ABILITY TO REGAIN MAXIMUM FUNCTION.

(IT) THE COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE HAS FILED A REQUEST FOR AN

EXPEDITED INTERNAL REVIEW OF AN ADVERSE BENEFIT

DETERMINATION UNDER SECTION 2164.

(2) A FINAL ADVERSE BENEFIT DETERMINATION TIF EITHER OF

THE FOLLOWING APPLY:

(1) THE COVERED PERSON HAS A MEDICAL CONDITION FOR

WHICH THE TIME FRAME FOR COMPLETION OF A STANDARD

EXTERNAL REVIEW UNDER SECTION 2164.5 WOULD SERIOUSLY

JEOPARDIZE THE LIFE OR HEALTH OF THE COVERED PERSON OR

WOULD JEOPARDIZE THE COVERED PERSON'S ABILITY TO REGAIN

MAXTMUM FUNCTION.

(IT) THE FINAL ADVERSE BENEFIT DETERMINATION

CONCERNS AN ADMISSTION, AVATTLABILITY OF CARE, CONTINUED

STAY OR HEATLTH CARE SERVICE FOR WHICH THE COVERED PERSON

RECEIVED EMERGENCY SERVICES BUT HAS NOT BEEN DISCHARGED
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FROM A FACILITY.

(B) PRELIMINARY REVTIEW OF REQUEST.--

(1) UPON RECEIPT OF A REQUEST FOR AN EXPEDITED EXTERNAL

REVIEW, THE DEPARTMENT SHATLIL, WITHIN 24 HOURS, SEND A COPY OF

THE REQUEST TO THE INSURER.

(2) WITHIN 24 HOURS UPON RECEIPT OF A REQUEST UNDER

PARAGRAPH (1), THE INSURER SHALL DETERMINE WHETHER THE

REQUEST MEETS THE REQUIREMENTS FOR REVIEW UNDER SECTION

2164.5(B). THE INSURER SHALL, WITHIN 24 HOURS, NOTIFY THE

DEPARTMENT, THE COVERED PERSON AND, IF APPLICABLE, THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE OF THE INSURER'S

ELIGIBTILITY DETERMINATION.

(3) NOTIFICATION PROVIDED UNDER PARAGRAPH (2) SHALL BE

PROVIDED IN A FORM AS SPECTIFTIED BY THE DEPARTMENT AND INCLUDE

A STATEMENT INFORMING THE COVERED PERSON AND, IF APPLICABLE,

THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE THAT AN

INSURER'S INITTAL DETERMINATION THAT THE EXTERNAL REVIEW

REQUEST IS INELIGIBLE FOR REVIEW MAY BE APPEALED TO THE

DEPARTMENT .

(4) NOTWITHSTANDING AN TINSURER'S TINITTAT DETERMINATION

THAT THE REQUEST TS TINELTIGIBLE FOR REVIEW, THE DEPARTMENT MAY

DECIDE, BASED UPON THE TERMS OF THE COVERED PERSON'S HEALTH

INSURANCE POLICY, THAT A REQUEST IS ELIGIBLE FOR EXTERNAL

REVIEW UNDER SECTION 2164.5(B). THE DEPARTMENT'S DECISION

SHALL BE BINDING ON THE INSURER AND THE COVERED PERSON AND

MAY BE APPEALED TO THE COMMISSIONER. CONSIDERATION OF AN

APPEAL MAY NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(5) UPON RECETPT OF THE NOTICE THAT THE REQUEST MEETS

THE REQUIREMENTS FOR REVIEW, THE DEPARTMENT SHALIL, WITHIN 24

HOURS, ASSIGN AN TRO TO CONDUCT THE EXPEDITED EXTERNAL REVIEW
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FROM THE LIST OF APPROVED TROS COMPILED AND MATINTAINED BY THE

DEPARTMENT UNDER SECTION 2164.9. THE DEPARTMENT SHATLL, WITHIN

24 HOURS, NOTIFY THE INSURER OF THE NAME OF THE ASSIGNED TRO.

(6) IN RFEACHING A DECISTON IN ACCORDANCE WITH SUBSECTION

(B), THE ASSIGNED TRO SHALTL NOT BE BOUND BY A DECISION OR

CONCLUSION REACHED DURING THE INTERNAL ADVERSE BENEFTT

DETERMINATION PROCESS FOR AN INSURER UNDER SECTION 2164.

(C) FORWARDING OF REQUIRED DOCUMENTS.--UPON RECETPT OF

DEPARTMENTAL NOTICE OF THE NAME OF THE TRO ASSIGNED TO CONDUCT

THE EXPEDITED EXTERNAL REVIEW UNDER SUBSECTION (B) (5), THE

INSURER OR AN TRO DESIGNATED BY THE INSURER SHALL PROVIDE TO THE

ASSTIGNED TRO THE DOCUMENTS AND TINFORMATION CONSIDERED IN MAKING

THE ADVERSE BENEFTIT DETERMINATION OR FTINAL ADVERSE BENEFTT

DETERMINATION BY ONE OF THE FOLLOWING METHODS:

(1) FELECTRONICALLY.

(2) BY TELEPHONE.

(3) BY FACSIMILE.

(4) BY ANY OTHER AVATILABLE EXPEDITIOUS METHOD.

(D) FACTORS TO BE CONSIDERED.--IN ADDITION TO THE DOCUMENTS

AND INFORMATION PROVIDED UNDER SUBSECTION (C), THE ASSIGNED IRO,

TO THE EXTENT THE TINFORMATTION OR DOCUMENTS ARE AVATTLABLE AND THE

IRO CONSIDERS THEM APPROPRIATE, SHALL CONSIDER THE FOLLOWING

INFORMATION IN REACHING A DECISION:

(1) THE COVERED PERSON'S MEDICAL RECORDS.

(2) THE ATTENDING HEALTH CARE PROVIDER'S RECOMMENDATION.

(3) CONSULTING REPORTS FROM APPROPRIATE HEALTH CARFE

PROVIDERS AND OTHER DOCUMENTS SUBMITTED BY THE INSURER, THE

COVERED PERSON+ OR THE COVERED PERSON'S AUTHORIZED <--

REPRESENTATIVE OR—FHECOVERED—PERSON'S—FREATINGPROVIDER. <--

(4) THE TERMS OF COVERAGE UNDER THE COVERED PERSON'S
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1 HEALTH INSURANCE POLICY TO ENSURE THAT THE TRO'S DECISION IS

2 NOT CONTRARY TO THE TERMS OF COVERAGE.
3 (5) THE MOST APPROPRIATE PRACTICE GUIDELINES, WHICH
4 SHATT INCLUDE APPLICABLE EVIDENCE-BASED STANDARDS AND MAY
5 INCLUDE ANY OTHER PRACTICE GUIDELINES DEVELOPED BY THE
6 FEDERATL GOVERNMENT OR NATIONAL OR PROFESSIONAL MEDICAL
7 SOCIETIES, BOARDS AND ASSOCIATIONS.
8 (6) APPLICABLE CLINTICAL REVIEW CRITERIA DEVELOPED AND
9 USED BY THE INSURER OR A UTILIZATION REVIEW ORGANIZATION
10 DESIGNATED BY THE INSURER.
11 (7) THE OPINION OF THE TRO'S CLINICAL REVIEWER OR
12 REVIEWERS AFTER CONSIDERING THE INFORMATION UNDER PARAGRAPHS
13 1, 2y, (3), (4), (5) AND (6).
14 (E) NOTICE OF DECISION.--
15 (1) AS EXPEDITIOQOUSLY AS THE COVERED PERSON'S MEDICAL
16 CONDITION OR CIRCUMSTANCES REQUIRE, BUT IN NO EVENT MORE THAN
17 72 HOURS AFTER THE DATE QOF RECEIPT OF THE REQUEST FOR AN
18 EXPEDITED EXTERNAL REVIEW THAT MEETS THE REVIEWABILITY
19 REQUIREMENTS UNDER SECTION 2164.5(B), THE ASSIGNED IRO SHALL
20 PROVIDE NOTICE OF THE TRO'S DECISTION TO UPHOLD OR REVERSE THE
21 ADVERSE BENEFTIT DETERMINATION OR THE FTINAL ADVERSE BENEFTIT
22 DETERMINATION TO:
23 (I) THE COVERED PERSON.
24 (IT) IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED
25 REPRESENTATIVE.
26 (ITT) THE TINSURER.
27 (IV) THE DEPARTMENT.
28 (2) IF THE NOTICE PROVIDED UNDER PARAGRAPH (1) IS NOT IN
29 WRITING, WITHIN 48 HOURS OF THE DATE OF PROVIDING THAT
30 NOTICE, THE ASSIGNED TRO SHATLT PROVIDE WRITTEN NOTICE OF THE
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IRO'

S DECISION TO UPHOLD OR REVERSE THE ADVERSE BENEETIT

DETE

RMINATION OR THE FINAL ADVERSE BENEFIT DETERMINATION TO:

(2)

(I) THE COVERED PERSON.

(I7) IF APPLTICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE.

(ITT) THE TINSURER.

(IV) THE DEPARTMENT.

(3) THE IRO SHALL INCLUDE IN THE NOTICE UNDER PARAGRAPH

(I) A GENERAL DESCRIPTION OF THE REASON FOR THE

REQUEST FOR EXTERNAL REVIEW.

(I7) THE DATE THE TRO RECETVED THE ASSTGNMENT FROM

THE DEPARTMENT TO CONDUCT THE EXTERNATL REVIEW.

(ITT) THE DATE THE EXTERNAL REVIEW WAS CONDUCTED.

(IV) THE DATE OF THE IRO'S DECISION.

(V) THE PRINCIPAL REASON OR REASON REASONS FOR THE

TRO'S DECISION, INCLUDING APPLICABLE EVIDENCE-BASED

STANDARDS CONSIDERED IN REACHING THE TRO'S DECISTON.

(VI) THE RATIONALE FOR THE TRO'S DECISTON.

(VIT) REFERENCES TO THE EVIDENCE OR DOCUMENTATION,

INCLUDING EVIDENCE-BASED STANDARDS, CONSIDERED IN

REACHING THE TRO'S DECISION.

(4) UPON RECEIPT OF A NOTICE OF A DECISION UNDER

PARA

GRAPH (1) REVERSING THE ADVERSE BENEFIT DETERMINATION OR

FINA

L ADVERSE BENEFIT DETERMINATION, THE INSURER SHALL,

WITH

IN 24 HOURS, APPROVE THE COVERAGE THAT WAS THE SUBJECT OF

THE ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE BENEFTT

DETE

RMINATTION.

(F)

PROHIBITTION OF RETROSPECTIVE EXPEDITED EXTERNAL

REVIEW.--AN EXPEDITED EXTERNAL REVIEW MAY NOT BE PROVIDED FOR
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RETROSPECTIVE ADVERSE BENEFIT DETERMINATIONS OR FINAL ADVERSE <--

BENEFIT DETERMINATIONS.

(G) ASSIGNMENT OF TRO.—--THE DEPARTMENT SHALL ASSIGN ON A

RANDOM BASTS AN APPROVED TRO AMONG THOSE QUALTIFTIED TO CONDUCT

THE PARTTICULAR EXTERNAL REVIEW BASED ON THE NATURE OF THE HEALTH

CARE SERVICE THAT IS SUBJECT OF THE ADVERSE BENEETIT

DETERMINATION OR FINAT ADVERSE BENEFIT DETERMINATTION, AND SHATLL

CONSIDER THE CONFLICT-OF-INTEREST CONCERNS UNDER SECTION

2164.10(D) .

SECTION 2164.7. EXTERNAL REVIEW OF EXPERIMENTAL OR

INVESTIGATIONAL TREATMENT ADVERSE BENEFIT

DETERMINATTIONS.

(A) REQUEST FOR REVIEW.-—

(1) WITHIN FOUR MONTHS OF THE DATE OF RECEIPT OF A

NOTICE OF AN ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE

BENEFIT DETERMINATION UNDER SECTION 2164.2 THAT INVOLVES A

DENIAL OF COVERAGE BASED ON A DETERMINATION THAT THE HEATLTH

CARE SERVICES RECOMMENDED OR REQUESTED ARE EXPERIMENTAL OR

INVESTIGATIONAL, A COVERED PERSON, OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, MAY FILE A REQUEST FOR EXTERNAL

REVIEW WITH THE DEPARTMENT .

(2) A COVERED PERSON, OR THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, MAY MAKE AN ORAT REQUEST FOR EXPEDITED

EXTERNAL REVIEW OF THE ADVERSE BENEFTIT DETERMINATION OR FINAL

ADVERSE BENEFIT DETERMINATION UNDER PARAGRAPH (1) TIF THE

COVERED PERSON'S TREATING HEALTH CARE PROVIDER €ERFFFFCATES <--

CERTIFTIES IN WRITING THAT THE RECOMMENDED OR REQUESTED HEALTH <=--

CARE SERVICES THAT ARE THE SUBJECT OF THE REQUEST WOULD BE

SIGNIFTICANTLY LESS EFFECTIVE TF NOT PROMPTLY INITTATED. UPON

RECETPT OF A REQUEST FOR AN EXPEDITED EXTERNAL REVIEW, THE
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DEPARTMENT SHALL NOTIFY THE INSURER WITHIN 24 HOURS.

(3) WITH RESPECT TO NOTICE OF AN INSURER'S ELIGIBILITY

DETERMINATION:

(1) UPON NOTICE OF THE REQUEST FOR EXPEDITED

EXTERNAL REVIEW, THE TINSURER SHALL TMMEDIATELY DETERMINE

WHETHFR THE REQUEST MEETS THE REQUIREMENTS FOR REVIEW

UNDER SUBSECTFON—B} SECTION 2164.5(B). THE INSURER <--

SHALL, WITHIN 24 HOURS, NOTIFY THE DEPARTMENT, THE

COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, OF THE TINSURER'S ELIGIBILITY

DETERMINATION.

(I7) THE DEPARTMENT MAY SPECTIFY THE FORM FOR THE

INSURER'S NOTICE OF INITTIAT DETERMINATION UNDER

SUBPARAGRAPH (I) AND ANY SUPPORTING INFORMATION TO BE

INCLUDED IN THE NOTICE.

(ITTI) THE NOTICE OF INITIAL DETERMINATION UNDER

SUBPARAGRAPH (TI) SHALL INCLUDE A STATEMENT INFORMING THE

COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, OF AN INSURER'S INTITTIAL

DETERMINATION THAT THE EXTERNAL REVIEW REQUEST TS

INELTGIBLE FOR REVIEW AND THAT THE EXTERNAL REVIEW

REQUEST MAY BE APPEALED TO THE DEPARTMENT.

5+ (4) NOTWITHSTANDING AN INSURER'S INITIAL <--

DETERMINATION, THE DEPARTMENT MAY DECIDE THAT A REQUEST IS

ELIGIBLE FOR EXTERNAL REVIEW UNDER PARAGRAPH—{2Yy SECTION <--

2164.5(B) AND REQUIRE THAT THE REQUEST BE REFERRED FOR

EXTERNAL REVIEW. THE DEPARTMENT'S DECISION SHALL BE MADE IN

ACCORDANCE WITH THE TERMS OF THE COVERED PERSON'S HEATTH

INSURANCE POLICY AND SHALL BE SUBJECT TO ALL APPLICABLE

PROVISIONS OF THIS SUBDIVISTON. THE DEPARTMENT'S DECISION
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SHALL BE BINDING ON THE INSURER AND THE COVERED PERSON AND

MAY BE APPEALED TO THE COMMISSIONER. CONSIDERATION OF AN

APPEAL MAY NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

4 (5) UPON RECEIPT OF A NOTICE UNBER—PARAGRAPHH{Z)— <--

THAT THE EXPEDITED EXTERNAL REVIEW REQUEST MEETS THE <--

REVIEWABILITY REQUIREMENTS OF SUBSECTION (B) (2), THE

DEPARTMENT SHALL, WITHIN 24 HOURS, ASSIGN AN IRO TO REVIEW

THE EXPEDITED REQUEST FROM THE LIST OF APPROVED TROS COMPILED

AND MAINTAINED BY THE DEPARTMENT UNDER SECTION 2164.9 AND

NOTIFY THE INSURER OF THE NAME OF THE ASSIGNED TRO. THE

INSURER, OR A UTILIZATION REVIEW ORGANIZATION DESIGNATED BY

THE INSURER, SHALT THEN PROVIDE OR TRANSMIT ATLT NECESSARY

DOCUMENTS AND TINFORMATION CONSIDERED TN MAKING THE ADVERSE

BENEFIT DETERMINATTION OR FINATL, ADVERSE BENEFIT DETERMINATION

TO THE ASSIGNED TRO:

(I) FELECTRONICALLY.

(IT) BY TELEPHONE.

(ITIT) BY FACSIMILE.

(IV) BY ANY OTHER AVAILABLE EXPEDITIQOUS METHOD.

(B) PRETLIMINARY REVIEW REQUEST.--

(1) EXCEPT FOR A REQUEST FOR AN EXPEDITED EXTERNAL

REVIEW MADE UNDER SUBSECTION (A) (2), WITHIN ONE BUSINESS DAY

OF THE DATE OF RECEIPT OF THE REQUEST FOR EXTERNAL REVIEW,

THE DEPARTMENT SHALL NOTIFY THE INSURER OF THE DEPARTMENT'S

RECETPT OF THE REQUEST.

(2) WITHIN FIVE BUSINESS DAYS OF THE DATE OF RECEIPT OF

THE NOTICE SENT UNDER PARAGRAPH (1), THE TNSURER SHALL

CONDUCT AND COMPLETE A PRELIMINARY REVIEW OF THE REQUEST TO

DETERMINE WHETHER:

(I) THE INDIVIDUAL IS OR WAS A COVERED PERSON UNDER
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THE HEATLTH TINSURANCE POLICY AT THE TIME THE HEALTH CARE

SERVICES WERE RECOMMENDED OR REQUESTED OR, IN THE CASE OF

A RETROSPECTIVE REVIEW, WAS A COVERED PERSON UNDER THE

HEATLTH TINSURANCE POLICY AT THE TIME THE HEATTH CARE

SERVICES WERE PROVIDED.

(IT) THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICE THAT IS THE SUBJECT OF THE ADVERSE BENEEFIT

DETERMINATION OR FINATL ADVERSE BENEFIT DETERMINATION:

(A) IS A COVERED BENEFIT UNDER THE COVERED

PERSON'S HEALTH TINSURANCE POLICY, EXCEPT FOR THE

INSURER'S DETERMINATION THAT THE HEALTH CARE SERVICE

IS EXPERIMENTAL OR TINVESTIGATIONAL FOR A PARTTICULAR

MEDICATL CONDITTION.

(B) IS NOT EXPLICITLY LISTED AS AN EXCLUDED

BENEFTIT UNDER THE COVERED PERSON'S HEALTH INSURANCE

POLICY.

(ITT) THE COVERED PERSON'S TREATING HEALTH CARE

PROVIDER HAS CERTIFTED THAT ONE OF THE FOLLOWING

SITUATIONS IS APPLICABLE:

(A) STANDARD HEATTH CARE SERVICES HAVE NOT BEEN

EFFECTIVE TIN IMPROVING THE CONDITTION OF THE COVERED

PERSON.

(B) STANDARD HEALTH CARE SERVICES ARE NOT

MEDICALLY APPROPRIATE FOR THE COVERED PERSON.

(C) THERE ARE NO AVATIABLE STANDARD HEATLTH CARE

SERVICES COVERED UNDER THE HEALTH INSURANCE POLICY

THAT ARE MORE BENEFICIAL THAN THE RECOMMENDED OR

REQUESTED HEATTH CARE SERVICES DESCRIBED IN

SUBPARAGRAPH (IV) .

(IV) THE COVERED PERSON'S TREATING HEALTH CARE

20210SB0225PN2004 - 140 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

PROVIDER ETITHER:

(A) HAS RECOMMENDED HEALTH CARE SERVICES THAT

THE HEALTH CARE PROVIDER CERTIFIES, IN WRITING, ARE

LIKELY TO BE MORE BENEFICIAL TO THE COVERED PERSON,

IN THE HEATLTH CARE PROVIDER'S OPINION, THAN AVATLABLE

STANDARD HEALTH CARE SERVICES.

(B) HAS CERTIFIED IN WRITING THAT SCIENTIFICALLY

VALID STUDIES USING ACCEPTED PROTOCOLS DEMONSTRATE

THAT THE HEALTH CARE SERVICES REQUESTED BY THE

COVERED PERSON WHO IS THE SUBJECT OF THE ADVERSE

BENEFIT DETERMINATION OR FINAL ADVERSE BENEFIT

DETERMINATION, ARE LTKELY TO BE MORE BENEFICIAL TO

THE COVERED PERSON THAN ANY AVATLABLE STANDARD HEATLTH

CARE SERVICES, WHEN THE TREATING HEATLTH CARE PROVIDER

IS A LICENSED, BOARD-CERTIFIED OR BOARD-ELIGIBLE

PHYSTICIAN QUALIFTIED TO PRACTICE IN THE AREA OF

MEDICINE APPROPRIATE TO TREAT THE COVERED PERSON'S

CONDITION.

(V) THE COVERED PERSON HAS EXHAUSTED THE INSURER'S

INTERNAL CILAIMS AND APPEAT PROCESS UNDER SECTION 2164,

UNLESS THE COVERED PERSON IS NOT REQUIRED TO EXHAUST THE

INSURER'S INTERNAL APPEAL PROCESS UNDER SECTION 2164.4.

(VI) THE COVERED PERSON HAS PROVIDED ALL THE

INFORMATION AND FORMS REQUIRED BY THE DEPARTMENT THAT ARE

NECESSARY TO PROCESS AN EXTERNAL REVIEW, INCLUDING THE

RELEASE FORM PROVIDED UNDER SECTION 2164.2(B).

(C) NOTICE OF INITIAL DETERMINATION.--—

(1) WITHIN ONE BUSINESS DAY OF COMPLETION OF THE

PRELIMINARY REVIEW, THE INSUREFR SHATLTL NOTIFY THE DEPARTMENT

AND COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

20210SB0225PN2004 - 141 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

AUTHORIZED REPRESENTATIVE, IN WRITING WHETHER THE REQUEST TS

COMPLETE AND ELIGIBLE FOR EXTERNAL REVIEW.

(2) TIF THE REQUEST:

(1) IS NOT COMPLETE, THE TINSURER SHALL INFORM THE

COVERED PERSON AND, TF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, AND THE DEPARTMENT IN WRITING <=--

AND INCLUDE IN THE NOTICE WHAT TINFORMATION OR MATERTIALS

ARE NEEDED TO MAKE THE REQUEST COMPLETE.

(IT) IS NOT ELIGIBLE FOR EXTERNAL REVIEW, THE

INSURER SHALL INFORM THE COVERED PERSON AND, TIF

APPI.ICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE, AND THE DEPARTMENT TN WRITING AND INCLUDE <=-

IN THE NOTICE THE REASONS FOR THE REQUEST'S

INELTGIBILTITY.

(3) NOTIFICATION PROVIDED UNDER PARAGRAPH (2) SHALL BE

PROVIDED IN A FORM SPECIFTED BY THE DEPARTMENT AND INCLUDE A

STATEMENT INFORMING THE COVERED PERSON AND, IF APPLICABLE,

THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE, OF AN <--

INSURER'S INITTIAL DETERMINATION THAT THE REQUEST IS

INELTGIBLE FOR EXTERNAL REVIEFW AND THAT THE EXTERNAL REVIEW

REQUEST MAY BE APPEATLED TO THE DEPARTMENT.

(4) NOTWITHSTANDING AN INSURER'S INITIAL DETERMINATION

THAT THE REQUEST TS TINELTIGTIBLE FOR REVIEW, THE DEPARTMENT MAY

DETERMINE, BASED UPON THE TERMS OF THE COVERED PERSON'S

HEALTH INSURANCE POLICY, THAT THE REQUEST IS ELIGIBLE FOR

EXTERNAL REVIEW UNDER SECTION 2164.5. THE DETERMINATION SHALL

BE BINDING ON THE INSURER AND THE COVERED PERSON AND MAY BE

APPEATLED TO THE COMMISSTONER. CONSIDERATION OF THE APPEATL MAY

NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(5) WHEN A REQUEST IS DETERMINED TO BE ELIGIBLE FOR
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EXTERNAL REVIEW, THE INSURER SHALL NOTIFY THE DEPARTMENT, THE

COVERED PERSON AND, TIF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE.

(D) PROCEDURE FOR REVIEW OF REQUESTS ELIGIBLE FOR EXTERNAL

REVIEW. --

(1) WITHIN ONE BUSINESS DAY OF THE DATE OF RECEIPT OF

NOTICE THAT A REQUEST IS ELIGIBLE FOR EXTERNAL REVIEW

FOLLOWING THE PRELIMINARY REVIEW CONDUCTED UNDER SUBSECTION

= (A) (4) OR (C) (4), THE DEPARTMENT SHALL: <--

(I) ASSIGN AN TRO TO CONDUCT THE EXTERNAL REVIEW

FROM THE LIST OF APPROVED TROS COMPILED AND MAINTAINED BY

THE DEPARTMENT UNDER SECTION 2164.9 AND NOTIFY THE

INSURER OF THE NAME OF THE ASSTIGNED TRO.

(IT) NOTIFY IN WRITING THE COVERED PERSON AND, IF

APPI.ICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE OF THE REQUEST'S ELIGIBILITY AND

ACCEPTANCE FOR EXTERNAL REVIEW. THE NOTIFTCATION SHALL

INCLUDE A STATEMENT THAT THE COVERED PERSON, OR THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE, MAY SUBMIT IN

WRITING TO THE ASSIGNED TRO, WITHIN FTIVE BUSINESS DAYS OF

THE DATE OF RECETIPT OF THE NOTICE PROVIDED UNDER

SUBPARAGRAPH (TI), ADDITTIONAL INFORMATION THAT THE IRO

SHALL CONSIDER WHEN CONDUCTING THE EXTERNAL REVIEW. THE

IRO MAY ACCEPT AND CONSIDER ADDITIONAL INFORMATION

SUBMITTED AFTER FIVE BUSINESS DAYS.

(2) WITHIN ONE BUSINESS DAY OF THE RECEIPT OF THE NOTICE

OF ASSIGNMENT TO CONDUCT THE EXTERNAL REVIEW UNDER PARAGRAPH

(1), THE ASSIGNED IRO SHAIL:

(1) SELECT ONE OR MORE CLINICAL REVIEWERS UNDER

PARAGRAPH (3) TO CONDUCT THE EXTERNAL REVIEW.
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(IT) BASED ON THE OPINION OR OPINIONS OF THE

CLINICAL REVIEWER OR REVIEWERS, MAKE A DECISTON TO UPHOLD

OR REVERSE THE ADVERSE BENEFIT DETERMINATION OR FINAL

ADVERSE BENEFTIT DETERMINATION.

(3) IN SELECTING A CLINICAL REVIEWER, THE ASSTIGNED TRO

SHALL SELECT A PHYSICIAN OR OTHER HEALTH CARE PROVIDER WHO

MEETS THE MINIMUM QUALTFICATIONS DESCRIBED IN SECTION Z6td—4— <--

2164.10 AND, THROUGH CLINICAL EXPERIENCE IN THE PAST THREE <--

YEARS, HAS EXPERTISE IN THE TREATMENT OF THE COVERED PERSON'S

CONDITION AND IS KNOWLEDGEABLE ABOUT THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICE. THE COVERED PERSON, THE

COVERED PERSON'S AUTHORIZED REPRESENTATIVE AND, TIF

APPT.ICABLE, THE INSURER, MAY NOT CHOOSE OR CONTROIL THE CHOICE <=--

OF THE PHYSICIAN OR OTHER HEAILTH CARE PROVIDER TO BE SELECTED

TO CONDUCT THE EXTERNAL REVIEW.

(4) TIN ACCORDANCE WITH SUBSECTION 3 (H), EACH CLINICAL <--

REVIEWER SHALL PROVIDE A WRITTEN OPINION TO THE ASSIGNED IRO

REGARDING WHETHER THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICE SHOULD BE COVERED.

(5) THE ASSIGNED CLINTCAL REVIFEWER TS NOT BOUND BY A

DECISTON OR CONCLUSTON REACHED DURING THE INSURER'S INTERNAL

CLAIMS AND APPEAL PROCESS UNDER SECTION 2164.

(E) FORWARDING OF REQUIRED DOCUMENTS.--

(1) WITHIN FIVE BUSINESS DAYS OF THE DATE OF RECEIPT OF

THE NOTICE PROVIDED UNDER SUBSECTION (D) (1), THE INSURER, OR

A UTILIZATION REVIEW ORGANIZATION DESIGNATED BY THE INSURER,

SHALL PROVIDE TO THE ASSIGNED IRO THE DOCUMENTS AND

INFORMATION CONSTIDERED IN MAKING THE ADVERSE BENEFTIT

DETERMINATION OR THE FINAL ADVERSE BENEFTIT DETERMINATION.

(2) EXCEPT AS PROVIDED IN PARAGRAPH (3), FATIURE BY THE
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INSURER, OR BY A UTTILIZATION REVIEW ORGANIZATION DESIGNATED

BY THE INSURER, TO PROVIDE THE DOCUMENTS AND INFORMATION

WITHIN THE TIME PERTIOD SPECIFIED IN PARAGRAPH (1) MAY NOT

DELAY THE CONDUCT OF THE EXTERNAL REVIEW.

(3) IF THE TINSURER, OR A UTILIZATION REVIEW ORGANTZATION

DESIGNATED BY THE INSURER, FATLS TO PROVIDE THE DOCUMENTS AND

INFORMATION WITHTIN THE TIME PERTOD SPECIFIED TN PARAGRAPH

(1), THE ASSIGNED IRO MAY TERMINATE THE EXTERNAL REVIEW AND

MAKE A DECISTION TO REVERSE THE ADVERSE BENEFIT DETERMINATION

OR FINAL ADVERSE BENEFIT DETERMINATION. WITHIN 24 HOURS UPON

MAKING THE DECISION, THE TRO SHALL NOTIFY THE DEPARTMENT, THE

INSURER, THE COVERED PERSON, AND, TF APPILICABLE, THE COVERED

PERSON'S AUTHORIZED REPRESENTATIVE.

(F) REVIEW OF INFORMATION.--—

(1) FEACH CLINICAL REVIEWER SELECTED UNDER SUBSECTION (D)

SHALL REVIEW ALL OF THE INFORMATION AND DOCUMENTS RECEIVED

UNDER SUBSECTION (E) AND OTHER INFORMATION SUBMITTED IN

WRITING BY THE COVERED PERSON OR COVERED PERSON'S AUTHORIZED

REPRESENTATIVE IN RESPONSE TO THE NOTICE PROVIDED UNDER <--

SUBSECTION (D) (1) (IT).

(2) WITHIN ONE BUSINESS DAY OF RECEIPT OF INFORMATION

SUBMITTED BY THE COVERED PERSON OR COVERED PERSON'S

AUTHORIZED REPRESENTATIVE UNDER SUBSECTION (D) (1) (IT), THE

ASSIGNED TRO SHALL FORWARD THE INFORMATION TO THE INSURER.

(G) RECONSIDERATION BY INSURER.--—

(1) UPON RECEIPT OF THE INFORMATION, TIF ANY, REQUIRED TO

BE FORWARDED UNDER SUBSECTION (F) (2), THE INSURER MAY

RECONSTIDER AN ADVERSE BENEFTT DETERMINATION OR FINATL ADVERSE

BENEFIT DETERMINATION THAT TS THE SUBJECT OF THE EXTERNAL

REVIEW.
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(2) RECONSIDERATION BY THE INSURER OF AN ADVERSE BENEFIT

DETERMINATION OR FINAL ADVERSE BENEEFIT DETERMINATION UNDER

PARAGRAPH (1) MAY NOT DELAY OR TERMINATE THE EXTERNAL REVIEW.

(3) THE EXTERNAL REVIEW MAY BE TERMINATED WITHOUT AN TRO

DETERMINATION ONLY TF THE TNSURER DECIDES, UPON COMPLETION OF

RECONSIDERATION, TO REVERSE THE ADVERSE BENEFTIT DETERMINATION

OR FINAL ADVERSE BENEFIT DETERMINATION AND PROVIDE COVERAGE

OR PAYMENT FOR THE RECOMMENDED HEALTH CARE SERVICE THAT IS

THE SUBJECT OF THE EXTERNAL REVIEW.

(4) WITHIN ONE BUSINESS DAY OF MAKING THE DECISION TO

REVERSE THE INSURER'S ADVERSE BENEFIT DETERMINATION OR FINAL

ADVERSE BENEFIT DETERMINATION, AS PROVIDED IN PARAGRAPH (3),

THE INSURER SHATLT NOTIFY THE DEPARTMENT, THE ASSTIGNED TRO,

THE COVERED PERSON, AND, IF APPLICABLE, THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE, IN WRITING OF THE INSURER'S

DECISION.

(5) THE ASSTIGNED TRO SHALL TERMINATE THE EXTERNAL REVIEW

UPON RECEIPT OF THE NOTICE FROM THE INSURER UNDER PARAGRAPH

(4) .

(H) CLINICAL REVIEW PROCESS.--

(1) EXCEPT AS PROVIDED IN PARAGRAPH (3), WITHIN 20 DAYS

OF BEING SELECTED IN ACCORDANCE WITH SUBSECTION (D) TO

CONDUCT THE EXTERNAL REVIEW, EACH CLINTICAL REVIEWER SHALL

PROVIDE AN OPINION TO THE ASSIGNED IRO REGARDING WHETHER THE

RECOMMENDED OR REQUESTED HEALTH CARE SERVICE SHOULD BE

COVERED.

(2) EXCEPT FOR AN OPINION PROVIDED UNDER PARAGRAPH (3),

A CLINICAT REVIEWER'S OPINION SHATT BE IN WRITING AND INCLUDE

THE FOLIOWING INFORMATION:

(I) A DESCRIPTION OF THE COVERED PERSON'S MEDICAL
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CONDITION.

(IT) A DESCRIPTION OF THE INDICATORS RELEVANT TO

DETERMINING WHETHER THERE IS SUFFICIENT EVIDENCE TO

DEMONSTRATE THAT:

(A) THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICE IS MORE LTIKELY THAN NOT TO BE BENEFICIAL TO

THE COVERED PERSON THAN ANY AVATLABLE STANDARD HEATTH

CARE SERVICE.

(B) THE ADVERSE RISKS OF THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICE WOULD NOT BE

SUBSTANTIALLY INCREASED OVER THE ADVERSE RISKS OF

AVATTLABLE STANDARD HFEATLTH CARE SERVICE.

(ITT) A DESCRIPTION AND ANALYSTIS OF MEDICAL OR

SCIENTIFIC EVIDENCE CONSIDERED IN REACHING THE OPINION.

(IV) A DESCRIPTION AND ANALYSTS OF AN EVIDENCE-BASED

STANDARD.

(V) INFORMATION ON WHETHER THE REVIEWER'S RATIONALE

FOR THE OPINTON IS BASED ON SUBSECTION (T) (5) (I) OR (IT).

(3) THE FOLLOWING SHALL APPLY:

(1) FOR AN EXPEDITED EXTERNAL REVIEW, A CLINTICAL

REVIFWER SHATLL PROVIDE AN OPINTON ORATLLY OR IN WRITING TO

THE ASSIGNED TRO AS EXPEDITIQUSLY AS THE COVERED PERSON'S

MEDICAL CONDITION OR CIRCUMSTANCES REQUIRE, BUT IN NO

EVENT MORE THAN FIVE CALENDAR DAYS AFTER BEING SELECTED

IN ACCORDANCE WITH SUBSECTION (D).

(IT) IF THE OPINION PROVIDED UNDER SUBPARAGRAPH (I)

IS NOT IN WRITING, WITHIN 48 HOURS OF THE DATE THE

OPINION WAS PROVIDED, THE CLINTCAL REVIFWER SHATLTL PROVIDE

WRITTEN CONFIRMATION OF THE OPINION TO THE ASSTGNED TRO

AND INCLUDE THE INFORMATTION REQUIRED UNDER PARAGRAPH (2).
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(I) FACTORS TO BE CONSIDERED.—-—-IN ADDITION TO THE DOCUMENTS

AND INFORMATION PROVIDED UNDER SUBSECTION (A) (2) OR (E), A

CLINTICAL REVIEWER SELECTED UNDER SUBSECTION (D), TO THE EXTENT

THE INFORMATION OR DOCUMENTS ARE AVATTLABLE AND THE REVIEWER

CONSIDERS APPROPRTIATE, SHALTL CONSTIDER THE FOLLOWING IN REACHING

AN OPINION UNDER SUBSECTION (H):

(1) THE COVERED PERSON'S MEDICAL RECORDS.

(2) THE ATTENDING HEALTH CARE PROVIDER'S RECOMMENDATION.

(3) CONSULTING REPORTS FROM APPROPRIATE HEALTH CARE

PROVIDERS AND OTHER DOCUMENTS SUBMITTED BY THE INSURER, THE

COVERED PERSON, AND, TF APPLICABLE, THE COVERED PERSON'S

AUTHORTIZED REPRESENTATIVE OR TREATING PROVIDER.

(4) THE TERMS OF COVERAGE UNDER THE COVERED PERSON'S

HEALTH INSURANCE POLICY TO ENSURE THAT THE IRO'S DECISION IS

NOT CONTRARY TO THE TERMS.

(5) WHETHER EITHER OF THE FOLLOWING IS SATISFIED:

(I) THE RECOMMENDED OR REQUESTED HEALTH CARE SERVICE

HAS BEEN APPROVED BY THE UNITED STATES FOOD AND DRUG

ADMINISTRATION, IF APPLICABLE, FOR THE CONDITION.

(IT) MEDICAL OR SCIENTIFIC EVIDENCE OR EVIDENCE-

BASED STANDARDS DEMONSTRATE THAT:

(A) THE EXPECTED BENEFIT OF THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICE IS MORE LIKELY THAN NOT

TO BE BENEFICIAL TO THE COVERED PERSON THAN ANY

AVATTLABLE STANDARD HEATLTH CARE SERVICE.

(B) THE ADVERSE RISKS OF THE RECOMMENDED OR

REQUESTED HEALTH CARE SERVICE WOULD NOT BE

SUBSTANTTALLY TINCREASED OVER THE ADVERSE RISKS OF AN

AVATTLABLE STANDARD HEATLTH CARE SERVICE.

(J) NOTICE OF DECISION.--
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(1) WEFHIN EXCEPT AS REQUIRED UNDER SECTION 2164.6 (E)

FOR AN EXPEDITED EXTERNAL REVIEW, WITHIN 20 DAYS OF THE DATE

THE ASSIGNED IRO RECEIVES THE OPINION OF A CLINICAL REVIEWER,

THE ASSIGNED TRO SHATLTL PROVIDE WRITTEN NOTICE OF THE ASSTIGNED

IRO'S DECISTON TO UPHOLD OR REVERSE THE ADVERSE BENEFTT

DETERMINATION TO:

(I) THE COVERED PERSON.

(IT) IF APPLICABLE, THE COVERED PERSON'S AUTHORIZED

REPRESENTATIVE.

(ITT) THE TINSURER.

(IV) THE DEPARTMENT.

(2) IF A MAJORITY OF THE CLINICAL REVIEWERS RECOMMEND

THAT :

(I) THE RECOMMENDED OR REQUESTED HEALTH CARE SERVICE

BE COVERED, THE TRO SHALL MAKE A DECISION TO REVERSE THE

INSURER'S ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE

BENEFIT DETERMINATION.

(IT) THE RECOMMENDED OR REQUESTED HEALTH CARE

SERVICE NOT BE COVERED, THE TRO SHALL MAKE A DECISION TO

UPHOLD THE INSURER'S ADVERSE BENEFTIT DETERMINATION OR

FINAL ADVERSE BENEFIT DETERMINATTION.

(3) ITF THE CLINICAL REVIEWERS ARE EVENLY DIVIDED AS TO

WHETHER THE RECOMMENDED OR REQUESTED HEALTH CARE SERVICE

SHOULD BE COVERED:

(I) THE TRO SHALL OBTAIN THE OPINION OF AN

ADDITIONAL CLINICAL REVIEWER IN ORDER FOR THE IRO TO MAKE

A DECISTON BASED ON THE OPINIONS OF A MAJORITY OF THE

CLINICAL REVIEWERS.

(I7) THE ADDITTIONAL CLINICAL REVIEWER SETLECTED SHATLL

USE THE SAME INFORMATION TO REACH AN OPINION AS THE
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CLINICATL REVIEWERS WHO HAVE ATLREADY SUBMITTED THEIR

SPENFON OPINIONS. <--

(ITT) THE SELECTION OF THE ADDITIONAL CLINTICAL

REVIFWER MAY NOT EXTEND THE TIME WITHIN WHICH THE

ASSIGNED TRO IS REQUIRED TO MAKE A DECISION.

(4) THE TRO SHALL INCLUDE THE FOLLOWING IN THE NOTICE

PROVIDED UNDER PARAGRAPH (1) :

(I) A GENERAL DESCRIPTION OF THE REASON FOR THE

REQUEST FOR EXTERNAL REVIEW.

(IT) THE WRITTEN OPTINION OF EACH CLINICAL REVIEWER,

INCLUDING THE RECOMMENDATION OF EACH CLINICAL REVIEWER AS

TO WHETHER THE RECOMMENDED OR REQUESTED HEATLTH CARE

SERVICE SHOULD BE COVERED AND THE RATTONALE FOR THE

REVIEWER'S RECOMMENDATION.

(ITT) THE DATE THE TRO WAS ASSIGNED BY THE

DEPARTMENT TO CONDUCT THE EXTERNAL REVIEW.

(IV) THE DATE OF THE EXTERNAL REVIEW.

(V) THE DATE OF THE TRO'S DECISION.

(VI) THE PRINCIPAL REASON OR REASONS FOR THE TRO'S

DECISION.

(VIT) THE RATTIONALE FOR THE TRO'S DECISTION.

(5) UPON RECEIPT OF A NOTICE OF A DECISION UNDER

PARAGRAPH (1) REVERSING THE ADVERSE BENEFTIT DETERMINATION OR

FINAL ADVERSE BENEFTT DETERMINATION, THE INSURER SHALTL,

WITHIN 24 HOURS, APPROVE THE COVERAGE THAT WAS THE SUBJECT OF

THE ADVERSE BENEFIT DETERMINATION OR FINAL ADVERSE BENEFTIT

DETERMINATION.

(K) ASSTIGNMENT OF TRO.—--THE DEPARTMENT SHATLT ASSIGN, ON A

RANDOM BASTS, AN APPROVED TRO AMONG THOSE QUALTIFTIED TO CONDUCT

THE PARTTICULAR EXTERNAL REVIEW BASED ON THE NATURE OF THE HEATLTH
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CARE SERVICE THAT IS THE SUBJECT OF THE ADVERSE BENEETIT

DETERMINATION OR FINAL ADVERSE BENEFIT DETERMINATION, AND SHALL

CONSIDER THE CONFLICT-OF-INTEREST CONCERNS UNDER SECTION

2164.10(D) .

SECTION 2164.8. BINDING NATURE OF EXTERNAIL REVIEW DECISTION.

(A) BINDING ON INSURER.--AN EXTERNAL REVIEW DECISTON SHALL

BE BINDING ON THE INSURER, EXCEPT TO THE EXTENT THE TINSURER HAS

OTHER REMEDIES AVATLABLE UNDER APPLICABLE STATE LAW.

(B) BINDING ON COVERED PERSON.--AN EXTERNAL REVIEW DECISION

SHATLL BE BINDING ON A COVERED PERSON, EXCEPT TO THE EXTENT THE

COVERED PERSON HAS OTHER REMEDIES AVAILABLE UNDER APPLICABLE

FEDERAL AND STATE TAW.

(C) FINALTTY OF DECISTON.--NETITHER THE COVERED PERSON NOR

THE COVERED PERSON'S AUTHORIZED REPRESENTATIVE MAY FILE A

SUBSEQUENT REQUEST FOR EXTERNAL REVIEW INVOLVING THE SAME

ADVERSE BENEFTT DETERMINATION OR FINAL ADVERSE BENEEFIT

DETERMINATION FOR WHICH THE COVERED PERSON HAS ALREADY RECEIVED

AN EXTERNAL REVIEW DECISION UNDER THIS SUBARTFCHE SUBDIVISION. <--

SECTION 2164.9. DEPARTMENT APPROVAL OF INDEPENDENT REVIEW

ORGANIZATIONS.

(A) GENERAL RULE.--THE DEPARTMENT MAY APPROVE AN TRO

ELTIGIBLE TO BE ASSIGNED TO CONDUCT EXTERNAL REVIEWS UNDER

SECTION 2162 OR THIS SUBDIVISTION. <--

(B) FELIGIBILITY REQUIREMENTS.--TO BE ELIGIBLE FOR APPROVAL

BY THE DEPARTMENT UNDER THIS SECTION TO CONDUCT EXTERNAL REVIEWS

UNDER SECTION 2162 OR THIS SUBDIVISION, AN TRO MUST: <--

(1) EXCEPT AS OTHERWISE PROVIDED IN THIS SECTION, BE

ACCREDITED BY A NATTONALLY RECOGNIZED PRIVATE ACCREDITING

ENTITY THAT THE DEPARTMENT HAS DETERMINED TO POSSESS TRO

ACCREDITATION STANDARDS THAT ARE EQUIVALENT TO OR EXCEED THE
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1 MINIMUM QUALIEFICATIONS FOR THE TROS ESTABLISHED UNDER SECTION

2 2=+ 2164.10. <--
3 (2) SUBMIT AN APPLICATION FOR APPROVAL IN ACCORDANCE

4 WITH SUBSECTION (D).

5 (3) IDENTIFY THE TRO'S PROPOSED FEES FOR EXTERNAL

6 REVIEWS.

7 (C) FORM OF APPLICATION.--THE DEPARTMENT SHALL DEVELOP AN

8 APPLICATION FORM FOR INITIALLY APPROVING AND FOR RENEWING THE

9 APPROVAL OF TIROS TO CONDUCT EXTERNAL REVIEWS.

10 (D) CONSIDERATION OF APPLICATION.--—

11 (1) AN TRO SEEKING APPROVAL TO CONDUCT EXTERNAL REVIEWS
12 UNDER SECTION 2162 OR THIS SUBDIVISION SHALL SUBMIT THE <--
13 APPLICATION FORM AND INCLUDE WITH THE FORM ALL DOCUMENTATION
14 AND INFORMATION NECESSARY FOR THE DEPARTMENT TO DETERMINE

15 WHETHER THE TRO SATISEFIES THE MINTIMUM QUALIFICATIONS

16 ESTABLISHED UNDER SECTION 2164.10.

17 (2) THE DEPARTMENT MAY APPROVE AN TRO THAT IS NOT

18 ACCREDITED BY A NATIONALLY RECOGNIZED PRIVATE ACCREDITING

19 ENTITY TF THERE ARE NO ACCEPTABLE NATIONALLY RECOGNIZED

20 PRIVATE ACCREDITING ENTITIES PROVIDING TRO ACCREDITATION.

21 (3) THE DEPARTMENT MAY CHARGE THE TRO AN APPLICATION FEE
22 TO BE SUBMITTED WITH AN APPTLICATION FOR APPROVAL OR FOR

23 RENEWAT .

24 (4) THE DEPARTMENT MAY DECLINE TO CERTIFY AN TRO TF THE
25 IRO'S PROPOSED FEES FOR EXTERNAL REVIEWS ARE DETERMINED BY
26 THE DEPARTMENT TO BE UNREASONABLE.

27 (E) DURATION OF APPROVAL.--

28 (1) AN APPROVAIL SHAILIL BE VALTID FOR TWO YEARS UNLESS THE
29 DEPARTMENT DETERMINES BEFORE THE APPROVAL EXPIRES THAT THE
30 IRO NO TLONGER SATISFIES THE MINIMUM QUALTIFTICATIONS
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ESTABLISHED UNDER SECTION 2164.10.

(2) IF THE DEPARTMENT DETERMINES THAT AN TRO IS NO

LONGER ACCREDITED OR NO LONGER SATISEFIES THE MINIMUM

REQUIREMENTS ESTABLISHED UNDER SECTION 2164.10, THE

DEPARTMENT MAY TERMINATE THE APPROVAL OF THE TRO AND REMOVE

THE TRO FROM THE LIST OF TIROS APPROVED TO CONDUCT EXTERNAL

REVIEWS UNDER THIS SUBDIVISION.

(F) TLIST OF APPROVED IROS.--THE DEPARTMENT SHALL MAINTAIN

AND PERFOBFCAREY ANNUALLY UPDATE A LIST OF APPROVED TROS AND <--

THEIR FEES. THE DEPARTMENT SHALL PERTODICALLY TRANSMIT NOTICE A

LIST OF APPROVED IROS TO THE LEGISLATIVE REFERENCE BUREAU FOR

PUBLICATION IN THE PENNSYTLVANTA BULLETIN.

(G) NO PROHIBITION.--NOTHING IN THIS SECTION OR IN SECTION

2164.10 SHATLIL PROHTIBIT AN ENTITY CERTIFIED AS A UTILIZATION

REVIEW ENTITY FROM BEING APPROVED AS AN TRO.

SECTION 2164.10. MINIMUM QUALIFICATIONS FOR INDEPENDENT REVIEW

ORGANIZATIONS.

(A) REQUIREMENTS FOR DEPARTMENT APPROVAL.--TO BE APPROVED

UNDER SECTION 2164.9 TO CONDUCT EXTERNAL REVIEWS AND EXTERNAL

GRIEVANCES, AN TRO MUST ESTABLISH AND MATINTATIN WRITTEN POLICIES

AND PROCEDURES THAT GOVERN ALTL ASPECTS OF BOTH THE STANDARD AND

EXPEDITED ADVERSE BENEFTIT DETERMINATION EXTERNATL REVIEW AND

EXTERNAL GRIEVANCE REVIEW REQUIRED BY SECTIONS—Z23627—2162-6—AND— <--

2162+ SECTION 2162 AND THIS SUBDIVISION THAT INCLUDE, AT A <--

MINIMUM:

(1) A QUALITY ASSURANCE MECHANISM IN PLACE THAT ENSURES:

(I) THAT AN EXTERNAL REVIEW IS CONDUCTED WITHIN THE

SPECTFIED TIME PERTIOD AND THAT REQUIRED NOTICES ARE

PROVIDED IN A TIMELY MANNER.

(IT) THE SELECTION OF QUALIFIED AND IMPARTIAL
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CLINTCAL REVIEWERS TO CONDUCT EXTERNAL REVIEW ON BEHALFE

OF THE TIRO, AND SUITABLE MATCHING OF REVIEWERS TO

SPECIFIC CASES.

(ITT) THAT AN TRO EMPIOYS OR CONTRACTS WITH AN

ADFQUATE NUMBER OF CLINICATL REVIEWERS TO SUTTABLY MATCH

REVIEWERS TO SPECIFIC CASES.

(IV) THE CONFIDENTIALITY OF MEDICAL AND TREATMENT

RECORDS AND CLINICAL REVIEW CRITERIA.

(V) THAT A PERSON EMPLOYED BY OR UNDER CONTRACT WITH

THE TRO ADHERES TO THE REQUIREMENTS OF THIS SUBPEASTON— <--

ARTICLE. <--

(VI) THAT THE TRO AND TTS ASSTIGNED CLINICAL

REVIFEWERS ARE UNBIASED IN THE CONDUCT OF AN EXTERNAL

REVIEW.

(2) A TOLL-FREE TELEPHONE SERVICE TO RECEIVE INFORMATION

24 HOURS PER DAY, 7 DAYS PER WEEK, RELATED TO EXTERNAL

REVIEWS, THAT IS CAPABLE OF ACCEPTING, RECORDING OR PROVIDING

APPROPRIATE INSTRUCTION TO INCOMING TELEPHONE CALLERS DURING

OTHER-THAN-NORMAL BUSINESS HOURS.

(3) AN AGREEMENT TO MATINTAIN AND PROVIDE TO THE

DEPARTMENT THE INFORMATION DESCRIBED IN SECTION 2164.12.

(B) QUALTFICATIONS OF CLINICAL REVIEWER.--A CLINICAL

REVIEWER ASSIGNED BY AN TRO TO CONDUCT EXTERNAL REVIEW MUST BE A

PHYSTICIAN OR OTHER APPROPRIATE HEALTH CARE PROVIDER WHO MEETS

THE FOLLOWING MINIMUM QUALTIFICATIONS:

(1) HAS EXPERTISE IN THE TREATMENT OF THE COVERED

PERSON'S OR ENROLLEE'S MEDICAL CONDITION THAT IS THE SUBJECT

OF THE EXTERNAL REVIEW.

(2) IS KNOWLEDGEABLE ABOUT THE RECOMMENDED HEALTH CARE

SERVICE THROUGH RECENT OR CURRENT ACTUAL CLINICAL EXPERIENCE
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TREATING PATIENTS WITH THE SAME OR SIMILAR MEDICAL CONDITION

OF THE COVERED PERSON OR ENROLLEE.

(3) HOLDS A NONRESTRICTED LICENSE IN A STATE OR

COMMONWEALTH OF THE UNITED STATES AND, FOR A PHYSTCIAN, A

CURRENT CERTIFTICATION FROM A RECOGNIZED AMERTICAN MEDICAL

SPECIALTY BOARD IN THE AREA OR AREAS OF MEDICINE APPROPRIATE

TO THE SUBJECT OF THE EXTERNAL REVIEW.

(4) HAS NO HISTORY OF DISCIPLINARY ACTIONS OR SANCTIONS,

INCLUDING LOSS OF STAFF PRIVILEGES OR PARTICIPATION

RESTRICTIONS, THAT HAVE BEEN TAKEN OR ARE PENDING BY A

HOSPITAL, GOVERNMENTAL AGENCY OR UNIT OR REGULATORY BODY THAT

RATSE A SUBSTANTIAT QUESTION AS TO THE CLINICAT REVIEWER'S

PHYSTICAL, MENTAL OR PROFESSTONAL COMPETENCE OR MORAL

CHARACTER.

(C) PROHIBITED RELATIONSHIPS.-—-IN ADDITION TO THE

REQUIREMENTS UNDER SUBSECTION (A), AN IRO MAY NOT OWN OR

CONTROL, BE A SUBSIDIARY OF OR IN ANY WAY BE OWNED OR CONTROLLED

BY OR EXERCISE CONTROL WITH AN INSURER OR MA OR CHIP MANAGED

CARE PTAN, A NATTIONAL, STATE OR LOCAL TRADE ASSOCIATION OF

INSURERS OR MA OR CHIP MANAGED CARE PLANS, OR A NATTONAL, STATE <--

OR TOCAL TRADE ASSOCIATION OF HEALTH CARE PROVIDERS.

(D) CONFLICTS OF INTEREST.--—

(1) IN ADDITION TO THE REQUIREMENTS UNDER THIS SECTION,

TO BE APPROVED UNDER SECHTIONS—23627—2362-6—60R—2F62-+ SECTION <--

2164.9 TO CONDUCT AN EXTERNAL REVIEW OF A SPECIFIED CASE,

NEITHER THE TIRO SELECTED TO CONDUCT THE EXTERNAL REVIEW NOR A

CLINICAL REVIEWER ASSIGNED BY THE TRO TO CONDUCT THE EXTERNAL

REVIEW MAY HAVE A MATERTIAL PROFESSTONAL, FAMILIAL OR

FINANCIATL CONFLICT OF INTEREST WITH ANY OF THE FOLLOWING:

(I) THE INSURER OR MA OR CHIP MANAGED CARE PLAN THAT

20210SB0225PN2004 - 155 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

IS THE SUBJECT OF THE EXTERNAL REVIEW.

(IT) THE COVERED PERSON OR ENROLLEE WHOSE TREATMENT

IS THE SUBJECT OF THE EXTERNAL REVIEW OR THE COVERED

PERSON'S OR ENROLLEE'S AUTHORIZED REPRESENTATIVE.

(ITT) AN OFFICER, DIRECTOR OR MANAGEMENT EMPILOYEE OF

THE INSURER OR MA OR CHIP MANAGED CARE PLAN THAT IS THE

SUBJECT OF THE EXTERNAL REVIEW.

(IV) THE HEALTH CARE PROVIDER, THE HEALTH CARE

PROVIDER'S MEDICAL GROUP OR INDEPENDENT PRACTICE

ASSOCIATION RECOMMENDING THE HEALTH CARE SERVICE THAT IS

THE SUBJECT OF THE EXTERNAL REVIEW.

(V) THE FACILITY AT WHICH THE RECOMMENDED HEATLTH

CARE SERVICE WOULD BE PROVIDED.

(VI) THE DEVELOPER OR MANUFACTURER OF THE PRINCIPAL

DRUG, DEVICE, PROCEDURE OR OTHER THERAPY BEING

RECOMMENDED FOR THE COVERED PERSON OR ENROLLEE WHOSE

TREATMENT IS THE SUBJECT OF THE EXTERNAL REVIEW.

(2) IN DETERMINING WHETHER AN TRO OR CLINICAL REVIEWER

OF THE IRO HAS A MATERIAL PROFESSIONAL, FAMILIAL OR FINANCIAL

CONFLICT OF INTEREST FOR PURPOSES OF PARAGRAPH (1), THE

DEPARTMENT SHALT TAKE INTO CONSIDERATTION STITUATIONS WHERE AN

APPARENT CONFLICT OF INTEREST UNDER PARAGRAPH (1) IS NOT

MATERTAL.

(E) ACCREDITATION.--

(1) AN TRO THAT IS ACCREDITED BY A NATIONALLY RECOGNIZED

PRIVATE ACCREDITING ENTITY THAT POSSESSES INDEPENDENT REVIEW

ACCREDITATION STANDARDS THAT THE DEPARTMENT HAS DETERMINED

ARE EQUIVALENT TO OR EXCEED THE MINIMUM QUALTIFTCATIONS OF

THTIS SECTION SHALT BE PRESUMED TO BE IN COMPLIANCE WITH THTS

SECTION TO BE ELIGIBLE FOR APPROVAL UNDER SECTION 2164.9.

20210SB0225PN2004 - 156 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
277
28
29
30

(2) THE DEPARTMENT SHALTL INITTALLY AND PERIODICALLY

REVIEW THE IRO ACCREDITATION STANDARDS OF A NATIONALLY

RECOGNIZED PRIVATE ACCREDITING ENTITY TO DETERMINE WHETHER

THE ENTITY'S STANDARDS ARE, AND CONTINUE TO BE, EQUIVALENT TO

OR EXCEEDING THE MINIMUM QUALIFICATIONS ESTABLISHED UNDER

THIS SECTION. THE DEPARTMENT MAY ACCEPT A REVIEW CONDUCTED BY

THE NATC FOR THE PURPOSES OF THE DETERMINATION UNDER THIS

PARAGRAPH.

(3) UPON REQUEST, A NATIONALLY RECOGNIZED PRIVATE

ACCREDITING ENTITY SHALL MAKE ITS CURRENT TIRO ACCREDITATION

STANDARDS AVAILABLE TO THE DEPARTMENT OR THE NATIC IN ORDER

FOR THE DEPARTMENT TO DETERMINE TF THE ENTITY'S STANDARDS

EXCEED OR ARE EQUIVALENT TO THE MINIMUM QUALTFTICATIONS

ESTABLTISHED UNDER THIS SECTION. THE DEPARTMENT MAY EXCLUDE A

PRIVATE ACCREDITING ENTITY THAT TS NOT REVIEWED BY THE NATC.

SECTION 2164.11. HOLD HARMIESS FOR INDEPENDENT REVIEW

ORGANIZATIONS.

NO TRO, CLINICAL REVIEWER WORKING ON BEHALFE OF AN TRO OR AN

EMPLOYEE, AGENT OR CONTRACTOR OF AN TRO MAY BE HELD LIABLE FOR

DAMAGES TO A PERSON FOR AN OPINION RENDERED, OR ACT OR OMISSION

PERFORMED, WITHIN THE SCOPE OF THE ORGANIZATION'S OR PERSON'S

DUTIES UNDER THE LAW DURING OR UPON COMPLETION OF AN EXTERNAL

REVIEW CONDUCTED UNDER SECTION 2162 OR THIS SUBDIVISION, UNLESS <--

THE OPINION WAS RENDERED, OR ACT OR OMISSION PERFORMED, IN BAD

FATTH OR INVOLVED GROSS NEGLIGENCE.

SECTION 2164.12. FEXTERNAL REVIEW REPORTING REQUIREMENTS.

(A) RECORDKEEPING BY TIROS.--

(1) AN IRO ASSIGNED UNDER SECTION 2162 OR THIS <--

SUBDIVISION TO CONDUCT AN EXTERNAL REVIEW SHALL MATNTAIN

WRITTEN RECORDS TN THE AGGREGATE FOR THE ENTIRE COMMONWEATLTH

20210SB0225PN2004 - 157 -



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30

AND FOR EACH INSURER OR MA OR CHIP MANAGED CARE PLAN, ON ALL

REQUESTS FOR WHICH THE IRO CONDUCTED AN EXTERNAL REVIEW

DURING A CALENDAR YEAR.

(2) AN TRO REQUIRED TO MATINTAIN WRITTEN RECORDS UNDER

PARAGRAPH (1) ON ALL REQUESTS FOR EXTERNAL REVIEW FOR WHICH

THE TRO WAS ASSIGNED TO CONDUCT AN EXTERNAL REVIEW SHALL

SUBMIT TO THE DEPARTMENT, UPON REQUEST, A REPORT IN THE

FORMAT SPECIFTIED BY THE DEPARTMENT.

(3) THE REPORT SHALL INCLUDE IN THE AGGREGATE, FOR THE

ENTIRE COMMONWEALTH AND FOR EACH INSURER OR MA OR CHIP

MANAGED CARE PLAN:

(1) THE TOTATL NUMBER OF REQUESTS FOR EXTERNAL

REVIEW.

(IT) THE NUMBER OF REQUESTS FOR EXTERNAL REVIEW

RESOLVE AND, OF THOSE RESOLVED, THE NUMBER RESOLVED

UPHOLDING THE GRIEVANCE DECISION, ADVERSE BENEFIT <--

DETERMINATION OR FINATL ADVERSE BENEFIT DETERMINATTION AND

THE NUMBER RESOLVED REVERSING THE GRIEVANCE DECISION, <--

ADVERSE BENEFTIT DETERMINATION OR FINAL ADVERSE BENEFIT

DETERMINATTION.

(ITT) THE AVERAGE LENGTH OF TIME FOR EXTERNAL REVIEW

REQUEST RESOLUTION.

(IV) A SUMMARY OF THE TYPES OF COVERAGES OR CASES

FOR WHICH AN EXTERNAL REVIEW WAS SOUGHT, PROVIDED IN A

FORMAT SPECTIFIED BY THE DEPARTMENT.

(V) THE NUMBER OF EXTERNAL REVIEWS UNDER SECTIONS

2164.5 AND 2164.7 THAT WERE TERMINATED AS THE RESULT OF A

RECONSTIDERATION BY THE INSURER OF THE ADVERSE BENEFTT

DETERMINATION OR FINAT ADVERSE BENEFIT DETERMINATTION

AFTER THE RECETPT OF ADDITIONAL INFORMATION FROM THE
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1 COVERED PERSON OR THE COVERED PERSON'S AUTHORIZED

2 REPRESENTATIVE.
3 (VI) OTHER INFORMATION THE DEPARTMENT MAY REQUEST OR
4 REQUIRE.
5 (4) THE TRO SHALL RETAIN THE WRITTEN RECORDS REQUIRED
6 UNDER THIS SUBSECTION FOR AT LEAST THREE YEARS.
7 (B) RECORDKEEPING BY INSURERS.--
8 (1) AN INSURER SHALTL MATINTAIN WRITTEN RECORDS IN THE
9 AGGREGATE, FOR THE ENTIRE COMMONWEALTH, FOR EACH TYPE OF
10 HEALTH INSURANCE POLICY OFFERED BY THE INSURER, ON ALL
11 REQUESTS FOR EXTERNAL REVIEW AS TO WHICH THE INSURER RECEIVES
12 NOTICE FROM THE DEPARTMENT UNDER THIS SHBARTFCHE SUBDIVISION. <=--
13 (2) AN INSURER REQUIRED TO MAINTAIN WRITTEN RECORDS
14 UNDER PARAGRAPH (1) SHALIL SUBMIT TO THE DEPARTMENT, UPON
15 REQUEST, A REPORT IN THE FORMAT SPECIFTIED BY THE DEPARTMENT.
16 (3) THE REPORT SHALL INCLUDE IN THE AGGREGATE, FOR THE
17 ENTIRE COMMONWEALTH AND FOR EACH TYPE OF HEALTH INSURANCE
18 POLICY OFFERED BY THE INSURER:
19 (I) THE TOTAL NUMBER OF REQUESTS FOR EXTERNAL
20 REVIEW.
21 (IT) OF THE TOTAL NUMBER OF REQUESTS FOR EXTERNAL
22 REVIEW REPORTED UNDER SUBPARAGRAPH (I), THE NUMBER OF
23 REQUESTS DETERMINED ELTIGTIBLE FOR EXTERNATL REVIEW.
24 (ITT) OTHER INFORMATION THE DEPARTMENT MAY REQUEST
25 OR REQUIRE.
26 (4) THE TINSURER SHALL RETAIN THE WRITTEN RECORDS
27 REQUIRED UNDER THIS SUBSECTION FOR AT LEAST THREE YEARS.

28 SECTION 2164.13. FUNDING OF EXTERNAL REVIEW.

29 (A) COST.--THE TINSURER AGAINST WHICH A REQUEST FOR STANDARD

30 EXTERNAL REVIEW OR EXPEDITED EXTERNAL REVIEW UNDER SECTION
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2164.5, 2164.6 OR 2164.7 IS FILED SHALL PAY THE COST OF THE IRO

TO CONDUCT THE EXTERNAL REVIEW.

(B) FEES.--THE FEES CHARGED BY AN TRO SHALL BE REASONABLE

AND CUSTOMARY. THE DEPARTMENT SHATT ANNUALLY TRANSMIT NOTICE OF

THE FEES FOR THE TYPES OF ADVERSE BENEFTIT DETERMINATIONS UNDER

REVIEW TO THE LEGISLATIVE REFERENCE BUREAU FOR PUBLICATION IN

THE PENNSYLVANTA BULLETIN.

(C) NO FEE.--A COVERED PERSON OR THE COVERED PERSON'S

AUTHORIZED REPRESENTATIVE MAY NOT BE CHARGED A FEE IN ORDER TO

FILE A REQUEST FOR EXTERNAL REVIEW.

SECTION 2164.14. AVATLABILITY OF FORMS.

(A) GENERATL RULE.--THE DEPARTMENT SHATT MAKE AVATIABIE, IN

AN ETLECTRONTIC FORMAT AND, UPON REQUEST, IN PRINT FORMAT, ANY

APPT.TICABLE FORMS ADOPTED BY THE DEPARTMENT RELATED TO AN ADVERSE

BENEFIT DETERMINATION REQUEST, NOTICE OF INITIAT, DETERMINATION

BY INSURER, HEALTH CARE PROVIDER CERTIFICATION FOR EXPEDITED

REVIEW, INSURER ANNUAL REPORT, IRO INTERNAL REPORT AND OTHER

FORMS SPECIFIED BY THIS SUBDIVISTION.

(B) TOCATION OF FORMS.--FORMS DESCRIBED IN SUBSECTION (A)

SHATL BE POSTED ON THE DEPARTMENT'S PUBLICLY ACCESSTIBLE INTERNET

WEBSTITE.

(C) AMENDMENT AND REVISTON.--TF FORMS DESCRIBED IN

SUBSECTION (A) ARE AMENDED OR REVISED, THE DEPARTMENT SHALL

TRANSMIT NOTICE OF THE CHANGES TO THE LEGISLATIVE REFERENCE

BUREAU FOR PUBLICATION IN THE PENNSYLVANIA BULLETIN.

SECTION 8. SECTION 2166, SUBDIVISION (K) HEADING OF ARTICLE
XXI AND SECTIONS 2171+—2+5+ANPD—23+82 AND 2181 OF THE ACT ARE <--
AMENDED TO READ:

SECTION 2166. PROMPT PAYMENT OF CLAIMS.--[(A) +A LICENSEDt— <--

AN INSURER OR +A+MAOR—EHFP MANAGED CARE PLAN SHALL PAY A CLEAN <--
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CLAIM SUBMITTED BY A HEALTH CARE PROVIDER SR—COVERED—PERSON— <--

WITHIN FORTY-FIVE (45) DAYS OF RECEIPT OF THE CLEAN CLAIM.

(B) IF +A LICENSED+—AN INSURER OR +A+—MAORECHFP MANAGED <--

CARE PLAN FATLS TO REMIT THE PAYMENT AS PROVIDED UNDER

SUBSECTION (A), INTEREST AT TEN PER CENTUM (10%) PER ANNUM SHALL

BE ADDED TO THE AMOUNT OWED ON THE CLEAN CLAIM. INTEREST SHALL

BE CALCULATED BEGINNING THE DAY AFTER THE REQUIRED PAYMENT DATE

AND ENDING ON THE DATE THE CLAIM IS PAID. THE +LICENSED+ INSURER <--

OR MA—OR—FEHFP MANAGED CARE PLAN SHALL NOT BE REQUIRED TO PAY ANY <--

INTEREST CALCULATED TO BE LESS THAN TWO ($2) DOLLARS.] (A) AN <--

INSURER SHALL PAY A CLEAN CLATM SUBMITTED BY A HEALTH CARE

PROVIDER OR COVERED PERSON WITHIN FORTY-FTIVE (45) DAYS OF

RECETPT OF THE CLEAN CLATM.

(A.1) AN MA OR CHIP MANAGED CARE PLAN SHALL PAY A CLEAN

CLATM SUBMITTED BY A HEALTH CARE PROVIDER WITHIN FORTY-FIVE (45)

DAYS OF RECETIPT OF THE CLEAN CLATIM.

(B) IF AN INSURER FATLS TO REMIT THE PAYMENT AS PROVIDED

UNDER SUBSECTION (A), INTEREST AT TEN PER CENTUM (10%) PER ANNUM

SHALL BE ADDED TO THE AMOUNT OWED ON THE CLEAN CLAIM. INTEREST

SHATLT BE CALCULATED BEGINNING THE DAY AFTER THE REQUIRED PAYMENT

DATE AND ENDING ON THE DATE THE CLATM TS PATD. THE INSURER SHATL

NOT BE REQUIRED TO PAY ANY INTEREST CALCULATED TO BE LESS THAN

TWO ($2) DOLLARS.

(K) [HEALTH CARE PROVIDER AND MANAGED CARE PLAN

PROTECTION] CONSCIENCE PROTECTION.

SECTION 2171. [HEALTH CARE PROVIDER AND MANAGED CARE PLAN]

CONSCIENCE PROTECTION.--(A) [A] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN SHALL NOT EXCLUDE, DISCRIMINATE AGAINST OR
PENALTZE ANY HEALTH CARE PROVIDER FOR ITS REFUSAL TO ALLOW,

PERFORM, PARTICIPATE IN OR REFER FOR HEALTH CARE SERVICES WHEN
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THE REFUSAL OF THE HEALTH CARE PROVIDER IS BASED ON MORAL OR

RELIGIOUS GROUNDS AND THAT PROVIDER MAKES ADEQUATE INFORMATION

AVAILABLE TO [ENROLLEES] COVERED PERSONS OR ENROLLEES OR, IF <--
APPLICABLE, PROSPECTIVE [ENROLLEES] COVERED PERSONS OR <--
ENROLLEES.

(B) NO PUBLIC INSTITUTION, PUBLIC OFFICIAL OR PUBLIC AGENCY
MAY TAKE DISCIPLINARY ACTION AGAINST, DENY LICENSURE OR
CERTIFICATION OR PENALIZE ANY PERSON, ASSOCIATION OR CORPORATION

ATTEMPTING TO ESTABLISH A [PLAN] HEALTH ARE COVERAGE ARRANGEMENT

OR OPERATING, EXPANDING OR IMPROVING AN EXISTING INSURER OR MA

OR CHIP MANAGED CARE PLAN BECAUSE THE PERSON, ASSOCIATION OR

CORPORATION REFUSES TO PROVIDE ANY PARTICULAR FORM OF HEALTH

CARE SERVICES OR OTHER SERVICES OR SUPPLIES COVERED BY OTHER

INSURERS OR MA OR CHIP MANAGED CARE PLANS WHEN THE REFUSAL IS

BASED ON MORAL OR RELIGIOUS GROUNDS.
SECTION 2181. DEPARTMENTAL POWERS AND DUTIES.--(A) [THE
DEPARTMENT SHALL REQUIRE THAT RECORDS] RECORDS AND DOCUMENTS

SUBMITTED TO [A] AN INSURER OR MA OR CHTIP MANAGED CARE PLAN OR

UTILIZATION REVIEW ENTITY AS PART OF ANY COMPLAINT [OR],

GRIEVANCE, INTERNAL APPEALS OR ADVERSE BENEFIT DETERMINATION

SHALL BE MADE AVATILABLE TO THE DEPARTMENT, UPON REQUEST,

NOTWITHSTANDING SECTION 2181.1, MAY BE USED FOR PURPOSES OF <--

ENFORCEMENT OR COMPLIANCE WITH THIS ARTICLE.
(B) THE DEPARTMENT SHALL COMPILE AGGREGATE DATA RECEIVED <--

FROM [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN ON AN ANNUAL

BASIS REGARDING THE NUMBER, TYPE AND DISPOSITION OF COMPLAINTS

[AND], GRIEVANCES, INTERNAL APPEALS AND ADVERSE BENEFITS

DETERMINATIONS FILED WITH [A] AN INSURER OR MA OR CHTIP MANAGED

CARE PLAN UNDER THIS ARTICLE.

(C) THE DEPARTMENT SHALL ISSUE GUIDELINES IDENTIFYING THOSE
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PROVISIONS OF THIS ARTICLE THAT EXCEED OR ARE NOT INCLUDED IN
THE "STANDARDS FOR THE ACCREDITATION OF MANAGED CARE
ORGANIZATIONS" PUBLISHED BY THE NATIONAL COMMITTEE FOR QUALITY
ASSURANCE. THESE GUIDELINES SHALL BE PUBLISHED IN THE
PENNSYLVANIA BULLETIN AND UPDATED AS NECESSARY. COPIES OF THE

GUIDELINES SHALL BE MADE AVAILABLE TO INSURERS, MA OR CHITP

MANAGED CARE PLANS, HEALTH CARE PROVIDERS AND COVERED PERSONS

AND ENROLLEES UPON REQUEST.

(D) THE DEPARTMENT [AND THE INSURANCE DEPARTMENT] SHALL
ENSURE COMPLIANCE WITH THIS ARTICLE. THE [APPROPRIATE]
DEPARTMENT [SHALL] MAY INVESTIGATE POTENTIAL VIOLATIONS OF THE

ARTICLE BASED UPON INFORMATION RECEIVED FROM COVERED PERSONS,

ENROLLEES, HEALTH CARE PROVIDERS AND OTHER SOURCES [IN ORDER TO
ENSURE COMPLIANCE WITH THIS ARTICLE].

[(E) THE DEPARTMENT AND THE INSURANCE DEPARTMENT SHALL
PROMULGATE SUCH REGULATIONS AS MAY BE NECESSARY TO CARRY OUT THE
PROVISIONS OF THIS ARTICLE. ]

(F) THE DEPARTMENT [IN COOPERATION WITH THE INSURANCE
DEPARTMENT] SHALL SUBMIT AN ANNUAL REPORT TO [THE GENERAL <--

ASSEMBLY] THE CHATIRPERSON AND MINORITY CHATRPERSON OF THE <--

BANKING AND TINSURANCE COMMITTEE OF THE SENATE AND THE

CHATRPERSON AND MINORITY CHATRPERSON OF THE INSURANCE COMMITTEE

OF THE HOUSE OF REPRESENTATIVES REGARDING THE IMPLEMENTATION,

OPERATION AND ENFORCEMENT OF THIS ARTICLE[.], INCLUDING THE <--

AGGREGATE DATA THE DEPARTMENT HAS COMPILED UNDER SUBSECTION (B).

SECTION 8.1. THE ACT IS AMENDED BY ADDING A SECTION TO READ:

SECTION 2181.1. CONFIDENTIALITY.--(A) AILL RECORDS,

DOCUMENTS, DATA, MATERIALS AND COPIES OF RECORDS, DOCUMENTS,

DATA AND MATERTALS IN THE POSSESSTON OR CONTROL OF THE

DEPARTMENT THAT ARE PRODUCED BY, OBTAINED BY OR DISCLOSED TO THE
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DEPARTMENT UNDER SECTION 2181 SHALL BE PRIVILEGED AND:

(1) SHALL NOT BE SUBJECT TO DISCOVERY OR ADMISSIBLE IN

EVIDENCE IN A PRIVATE CIVIL ACTION;

(2) SHALL NOT BE SUBJECT TO SUBPOENA;

(3) SHATLTL BE EXEMPT FROM ACCESS UNDER THE ACT OF FEBRUARY

14, 2008 (P.L.6, NO.3), KNOWN AS THE "RIGHT-TO-KNOW LAW"; AND

(4) SHATLT NOT BE MADE PUBLIC BY THE DEPARTMENT OR ANY OTHER

PERSON, EXCEPT TO THE REGULATORY OR LAW ENFORCEMENT OFFICIALS OF

OTHER JURISDICTIONS, WITHOUT THE PRTIOR WRITTEN CONSENT OF THE

INSURER OR THE MA OR CHIP MANAGED CARE PLAN TO WHICH THE

RECORDS, DOCUMENTS, DATA OR MATERTIALS PERTATN.

(B) THE DEPARTMENT OR ANY OTHER PERSON THAT RECETVES

RECORDS, DOCUMENTS, DATA, MATERIALS AND COPIES OF RECORDS,

DOCUMENTS, DATA AND MATERTATS WHILE ACTING UNDER THE AUTHORITY

OF THE DEPARTMENT OR WITH WHOM THE RECORDS, DOCUMENTS, DATA,

MATERIALS AND COPIES OF RECORDS, DOCUMENTS, DATA AND MATERIALS

ARE SHARED UNDER SECTION 2181 MAY NOT BE PERMITTED OR REQUIRED

TO TESTIFY IN A PRIVATE CIVIL ACTION CONCERNING THE RECORDS,

DOCUMENTS, DATA, MATERIALS AND COPIES OF RECORDS, DOCUMENTS,

DATA AND MATERTALS.

(C) THE DEPARTMENT MAY AGGREGATE THE DATA TIT RECEIVES

THROUGH THE RECORDS, DOCUMENTS, DATA, MATERIALS AND COPIES OF

RECORDS, DOCUMENTS, DATA AND MATERTIALS DESCRIBED IN SUBSECTIONS

(A) AND (B) AND RELEASE THE AGGREGATED DATA FOR THE PURPOSE OF

COMPLYING WITH SECTION 2181 (B). THE AGGREGATED DATA SHALL NOT

INCLUDE ANY INFORMATION THAT COULD REVEAL THE IDENTITY OF

COVERED PERSONS, ENROLLEES, HEATLTH CARE PROVIDERS, INSURERS OR

MA OR CHTP MANAGED CARE PLANS.

SECTION 8.2. SECTION 2182 OF THE ACT IS AMENDED TO READ:

SECTION 2182. PENALTIES AND SANCTIONS.--(A) THE DEPARTMENT
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[OR THE INSURANCE DEPARTMENT, AS APPROPRIATE,] MAY IMPOSE A
CIVIL PENALTY OF UP TO FIVE THOUSAND ($5,000) DOLLARS FOR A
VIOLATION OF THIS ARTICLE.

(B) [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN SHALL BE

SUBJECT TO THE ACT OF JULY 22, 1974 (P.L.589, NO.205), KNOWN AS
THE "UNFAIR INSURANCE PRACTICES ACT."

(C) THE DEPARTMENT [OR THE INSURANCE DEPARTMENT] MAY
MAINTAIN AN ACTION IN THE NAME OF THE COMMONWEALTH FOR AN
INJUNCTION TO PROHIBIT ANY ACTIVITY WHICH VIOLATES THE
PROVISIONS OF THIS ARTICLE.

(D) THE DEPARTMENT MAY ISSUE AN ORDER TEMPORARILY

PROHIBITING [A] AN INSURER OR MA OR CHIP MANAGED CARE PLAN WHICH

VIOLATES THIS ARTICLE FROM ENROLLING NEW [MEMBERS] COVERED

PERSONS OR ENROLLEES.

(E) THE DEPARTMENT MAY REQUIRE [A] AN INSURER OR MA OR CHIP

MANAGED CARE PLAN TO DEVELOP AND ADHERE TO A PLAN OF CORRECTION

APPROVED BY THE DEPARTMENT. THE DEPARTMENT SHALL MONITOR

COMPLIANCE WITH THE PLAN OF CORRECTION. THE PLAN OF CORRECTION

SHALL BE AVAILABLE TO COVERED PERSONS OR ENROLLEES OF THE

INSURER OR MA OR CHTP MANAGED CARE PLAN UPON REQUEST.

[ (F) IN NO EVENT SHALL THE DEPARTMENT AND THE INSURANCE
DEPARTMENT IMPOSE A PENALTY FOR THE SAME VIOLATION. ]
SECTION 9. THE ACT IS AMENDED BY ADDING A SECTION TO READ:

SECTION 2184. REGULATIONS.--THE DEPARTMENT MAY PROMULGATE

REGULATIONS AS NECESSARY AND APPROPRIATE TO CARRY OUT THE

PROVISTIONS OF THTIS ARTICLE.

SECTION 10. SECTIONS 2191 AND 2192 (4) OF THE ACT ARE AMENDED
TO READ:
SECTION 2191. COMPLIANCE WITH NATIONAL ACCREDITING

STANDARDS . --NOTWITHSTANDING ANY OTHER PROVISION OF THIS ARTICLE
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TO THE CONTRARY, THE DEPARTMENT SHALL GIVE CONSIDERATION TO [A]

AN INSURER'S OR MA OR CHIP MANAGED CARE PLAN'S DEMONSTRATED

COMPLIANCE WITH THE STANDARDS AND REQUIREMENTS SET FORTH IN THE
"STANDARDS FOR THE ACCREDITATION OF MANAGED CARE ORGANIZATIONS"
PUBLISHED BY THE NATIONAL COMMITTEE FOR QUALITY ASSURANCE OR
OTHER DEPARTMENT-APPROVED QUALITY REVIEW ORGANIZATIONS IN
DETERMINING COMPLIANCE WITH THE SAME OR SIMILAR PROVISIONS OF

THIS ARTICLE. THE INSURER OR MA OR CHIP MANAGED CARE PLAN,

HOWEVER, SHALL REMAIN SUBJECT TO AND SHALL COMPLY WITH ANY OTHER
PROVISIONS OF THIS ARTICLE THAT EXCEED OR ARE NOT INCLUDED IN
THE STANDARDS OF THE NATIONAL COMMITTEE FOR QUALITY ASSURANCE OR
OTHER DEPARTMENT-APPROVED QUALITY REVIEW ORGANIZATIONS.

SECTION 2192. EXCEPTIONS.--THIS ARTICLE SHALL NOT APPLY TO
ANY OF THE FOLLOWING:

* k%

(4) THE FEE-FOR-SERVICE PROGRAMS OPERATED BY THE DEPARTMENT

OF [PUBLIC WELFARE] HUMAN SERVICES UNDER TITLE XIX OF THE SOCIAL

SECURITY ACT (49 STAT. 620, 42 U.S.C. § 1396 ET SEQ.).
SECTION 11. REPEALS ARE AS FOLLOWS:
(1) THE GENERAL ASSEMBLY DECLARES THAT THE REPEALS UNDER
PARAGRAPH (2) ARE NECESSARY TO EFFECTUATE THIS ACT.
(2) THE FOLLOWING ACTS AND PARTS OF ACTS ARE REPEALED TO
THE EXTENT SPECIFIED:

(1) SECTION 630 (E) AND (F) OF THE ACT, INSOFAR AS
THEY ARE INCONSISTENT WITH THIS ACT.

(II) THE ACT OF DECEMBER 29, 1972 (P.L.1701,
NO.364), KNOWN AS THE HEALTH MAINTENANCE ORGANIZATION
ACT, INSOFAR AS IT IS INCONSISTENT WITH THIS ACT.

(ITI) 40 PA.C.S. CH. 61, INSOFAR AS IT IS

INCONSISTENT WITH THIS ACT.
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(IV) 40 PA.C.S. CH. 63, INSOFAR AS IT IS

INCONSISTENT WITH THIS ACT.

(V) ALL OTHER PARTS OF THIS ACT ARE REPEALED INSOFAR

AS THEY ARE INCONSISTENT WITH THIS ACT.

SECTION 12. CONTINUATION IS AS FOLLOWS:

(1) EXCEPT AS OTHERWISE REQUIRED TO COMPLY WITH THIS
ACT, ACTIVITIES INITIATED UNDER ARTICLE XXI OF THE ACT PRIOR
TO THE EFFECTIVE DATE OF THIS SECTION SHALL CONTINUE AND
REMATIN IN FULL FORCE AND EFFECT AND MAY BE COMPLETED UNDER
ARTICLE XXI OF THE ACT ON AND AFTER THE EFFECTIVE DATE OF
THIS SECTION.

(2) CONTRACTS AND OBLIGATIONS ENTERED INTO UNDER ARTICLE
XXI OF THE ACT PRIOR TO THE EFFECTIVE DATE OF THIS SECTION
SHALL NOT BE AFFECTED OR IMPATIRED BY THIS ACT.

(3) ORDERS, REGULATIONS, RULES AND DECISIONS OF THE
DEPARTMENT OF HEALTH WHICH WERE MADE UNDER ARTICLE XXI OF THE
ACT PRIOR TO THE EFFECTIVE DATE OF THIS SECTION AND WHICH ARE
IN EFFECT ON THE EFFECTIVE DATE OF THIS SECTION SHALL REMAIN
IN FULL FORCE AND EFFECT AND SHALL BE ENFORCED BY THE
DEPARTMENT UNTIL REVOKED, VACATED OR MODIFIED BY THE
DEPARTMENT UNDER ARTICLE XXI OF THE ACT.

SECTION 13. THIS ACT SHALL TAKE EFFECT AS FOLLOWS:

(1) THE FOLLOWING PROVISIONS SHALL TAKE EFFECT
IMMEDIATELY:

(I) SECTION 11 OF THIS ACT.
(II) SECTION 12 OF THIS ACT.
(III) THIS SECTION.

(2) THE ADDITION OF SECTION 2153 OF THE ACT SHALL TAKE

EFFECT JANUARY 1, 2023.

(3) THE REMAINDER OF THIS ACT SHALL TAKE EFFECT JANUARY
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