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SENATOR CORMAN, APPROPRIATIONS, IN SENATE, RE-REPORTED AS 
AMENDED, SEPTEMBER 28, 2010   

AN ACT
Amending the act of May 17, 1921 (P.L.789, No.285), entitled, as 

amended, "An act relating to insurance; establishing an 
insurance department; and amending, revising, and 
consolidating the law relating to the licensing, 
qualification, regulation, examination, suspension, and 
dissolution of insurance companies, Lloyds associations, 
reciprocal and inter-insurance exchanges, and certain 
societies and orders, the examination and regulation of fire 
insurance rating bureaus, and the licensing and regulation of 
insurance agents and brokers; the service of legal process 
upon foreign insurance companies, associations or exchanges; 
providing penalties, and repealing existing laws," further 
providing for definitions; PROVIDING FOR MEDICAL PROFESSIONAL 
LIABILITY INSURANCE; AND MAKING A RELATED REPEAL.
The General Assembly of the Commonwealth of Pennsylvania 

hereby enacts as follows:
Section 1.  The definition of "company action level event" in 

section 501-B of the act of May 17, 1921 (P.L.789, No.285), 
known as The Insurance Department Act of 1921, added June 22, 
2000 (P.L.457, No.62), is amended to read:

SECTION 1.  THE TITLE OF THE ACT OF MAY 17, 1921 (P.L.789, 
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NO.285), KNOWN AS THE INSURANCE DEPARTMENT ACT OF 1921, AMENDED 
APRIL 27, 1927 (P.L.476, NO.302), IS AMENDED TO READ:

AN ACT
RELATING TO INSURANCE; ESTABLISHING AN INSURANCE DEPARTMENT; AND 

AMENDING, REVISING, AND CONSOLIDATING THE LAW RELATING TO THE 
LICENSING, QUALIFICATION, REGULATION, EXAMINATION, 
SUSPENSION, AND DISSOLUTION OF INSURANCE COMPANIES, LLOYDS 
ASSOCIATIONS, RECIPROCAL AND INTER-INSURANCE EXCHANGES, AND 
CERTAIN SOCIETIES AND ORDERS, THE EXAMINATION AND REGULATION 
OF FIRE INSURANCE RATING BUREAUS, AND THE LICENSING AND 
REGULATION OF INSURANCE AGENTS AND BROKERS; THE SERVICE OF 
LEGAL PROCESS UPON FOREIGN INSURANCE COMPANIES, ASSOCIATIONS 
OR EXCHANGES; REGULATING MEDICAL PROFESSIONAL LIABILITY 
INSURANCE; PROVIDING PENALTIES, AND REPEALING EXISTING LAWS.
SECTION 2.  THE DEFINITION OF "COMPANY ACTION LEVEL EVENT" IN 

SECTION 501-B OF THE ACT, ADDED JUNE 22, 2000 (P.L.457, NO.62), 
IS AMENDED TO READ:

Section 501-B.  Definitions.--The following words and phrases 
when used in this article shall have, unless the context clearly 
indicates otherwise, the meanings given to them in this section:

* * *
"Company action level event" means any of the following 

events:
(1)  Filing of an RBC report that indicates that the health 

organization's total adjusted capital is greater than or equal 
to its regulatory action level RBC but less than its company 
action level RBC.

(1.1)  Filing of an RBC report that indicates the health 
organization's total adjusted capital is greater than or equal 
to its company action level RBC but less than the product of its 
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authorized control level RBC and 3.0 and the health 
organization's trend test result triggers regulatory attention 
as determined in accordance with the Trend Test Calculation 
included in the RBC instructions.

(2)  Notification by the Insurance Department to a health 
organization of an adjusted RBC report that indicates an event 
under paragraph (1) or (1.1).

* * *
SECTION 3.  THE ACT IS AMENDED BY ADDING AN ARTICLE TO READ:

ARTICLE XIII
MEDICAL PROFESSIONAL LIABILITY INSURANCE

SUBARTICLE A
PRELIMINARY PROVISIONS

SECTION 1301.  SCOPE.
THIS ARTICLE RELATES TO MEDICAL PROFESSIONAL LIABILITY 

INSURANCE.
SECTION 1302.  DEFINITIONS.

THE FOLLOWING WORDS AND PHRASES WHEN USED IN THIS ARTICLE 
SHALL HAVE THE MEANINGS GIVEN TO THEM IN THIS SECTION UNLESS THE 
CONTEXT CLEARLY INDICATES OTHERWISE:

"BASIC INSURANCE COVERAGE."  THE LIMITS OF MEDICAL 
PROFESSIONAL LIABILITY INSURANCE REQUIRED UNDER SECTION 1311(D).

"CLAIMANT."  A PATIENT, INCLUDING A PATIENT'S IMMEDIATE 
FAMILY, GUARDIAN, PERSONAL REPRESENTATIVE OR ESTATE.

"CLAIMS MADE."  MEDICAL PROFESSIONAL LIABILITY INSURANCE THAT 
INSURES THOSE CLAIMS MADE OR REPORTED DURING A PERIOD WHICH IS 
INSURED AND EXCLUDES COVERAGE FOR A CLAIM REPORTED SUBSEQUENT TO 
THE PERIOD EVEN IF THE CLAIM RESULTED FROM AN OCCURRENCE DURING 
THE PERIOD WHICH WAS INSURED.

"CLAIMS PERIOD."  THE PERIOD FROM SEPTEMBER 1 TO THE 
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FOLLOWING AUGUST 31.
"COMMISSIONER."  THE INSURANCE COMMISSIONER OF THE 

COMMONWEALTH.
"DEFICIT."  A JOINT UNDERWRITING ASSOCIATION LOSS WHICH 

EXCEEDS THE SUM OF EARNED PREMIUMS COLLECTED BY THE JOINT 
UNDERWRITING ASSOCIATION AND INVESTMENT INCOME.

"DEPARTMENT."  THE INSURANCE DEPARTMENT OF THE COMMONWEALTH.
"FUND."  THE MEDICAL CARE AVAILABILITY AND REDUCTION OF ERROR 

FUND ESTABLISHED IN SECTION 1312.
"FUND COVERAGE LIMITS."  THE COVERAGE PROVIDED BY THE FUND 

UNDER SECTION 1312.
"GOVERNMENT."  THE GOVERNMENT OF THE UNITED STATES, ANY 

STATE, ANY POLITICAL SUBDIVISION OF A STATE, ANY INSTRUMENTALITY 
OF ONE OR MORE STATES OR ANY AGENCY, SUBDIVISION OR DEPARTMENT 
OF ANY SUCH GOVERNMENT, INCLUDING ANY CORPORATION OR OTHER 
ASSOCIATION ORGANIZED BY A GOVERNMENT FOR THE EXECUTION OF A 
GOVERNMENT PROGRAM AND SUBJECT TO CONTROL BY A GOVERNMENT OR ANY 
CORPORATION OR AGENCY ESTABLISHED UNDER AN INTERSTATE COMPACT OR 
INTERNATIONAL TREATY.

"GUARDIAN."  A FIDUCIARY WHO HAS THE CARE AND MANAGEMENT OF 
THE ESTATE OR PERSON OF A MINOR OR AN INCAPACITATED PERSON.

"HEALTH CARE BUSINESS OR PRACTICE."  THE NUMBER OF PATIENTS 
TO WHOM HEALTH CARE SERVICES ARE RENDERED BY A HEALTH CARE 
PROVIDER WITHIN AN ANNUAL PERIOD.

"HEALTH CARE PROVIDER."  A PARTICIPATING HEALTH CARE PROVIDER 
OR NONPARTICIPATING HEALTH CARE PROVIDER.

"HOSPITAL."  AN ENTITY LICENSED AS A HOSPITAL UNDER THE ACT 
OF   JUNE 13, 1967 (P.L.31, NO.21)  , KNOWN AS THE PUBLIC WELFARE   
CODE, OR THE ACT OF   JULY 19, 1979 (P.L.130, NO.48)  , KNOWN AS THE   
HEALTH CARE FACILITIES ACT
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"IMMEDIATE FAMILY."  A PARENT, A SPOUSE, A CHILD OR AN ADULT 
SIBLING RESIDING IN THE SAME HOUSEHOLD.

"JOINT UNDERWRITING ASSOCIATION."  THE PENNSYLVANIA 
PROFESSIONAL LIABILITY JOINT UNDERWRITING ASSOCIATION 
ESTABLISHED IN SECTION 1331.

"JOINT UNDERWRITING ASSOCIATION LOSS."  THE SUM OF THE 
ADMINISTRATIVE EXPENSES, TAXES, LOSSES, LOSS ADJUSTMENT 
EXPENSES, UNEARNED PREMIUMS AND RESERVES, INCLUDING RESERVES FOR 
LOSSES INCURRED AND LOSSES INCURRED BUT NOT REPORTED, OF THE 
JOINT UNDERWRITING ASSOCIATION.

"LICENSURE AUTHORITY."  THE STATE BOARD OF MEDICINE, THE 
STATE BOARD OF OSTEOPATHIC MEDICINE, THE STATE BOARD OF 
PODIATRY, THE DEPARTMENT OF PUBLIC WELFARE AND THE DEPARTMENT OF 
HEALTH.

"MEDICAL PROFESSIONAL LIABILITY ACTION."  ANY PROCEEDING IN 
WHICH A MEDICAL PROFESSIONAL LIABILITY CLAIM IS ASSERTED, 
INCLUDING AN ACTION IN A COURT OF LAW OR AN ARBITRATION 
PROCEEDING.

"MEDICAL PROFESSIONAL LIABILITY CLAIM."  ANY CLAIM SEEKING 
THE RECOVERY OF DAMAGES OR LOSS FROM A HEALTH CARE PROVIDER 
ARISING OUT OF ANY TORT OR BREACH OF CONTRACT CAUSING INJURY OR 
DEATH RESULTING FROM THE FURNISHING OF HEALTH CARE SERVICES 
WHICH WERE OR SHOULD HAVE BEEN PROVIDED.

"MEDICAL PROFESSIONAL LIABILITY INSURANCE."  INSURANCE 
AGAINST LIABILITY ON THE PART OF A HEALTH CARE PROVIDER ARISING 
OUT OF ANY TORT OR BREACH OF CONTRACT CAUSING INJURY OR DEATH 
RESULTING FROM THE FURNISHING OF MEDICAL SERVICES WHICH WERE OR 
SHOULD HAVE BEEN PROVIDED.

"NONPARTICIPATING HEALTH CARE PROVIDER."  A HEALTH CARE 
PROVIDER AS DEFINED IN SECTION 103 OF THE   ACT OF MARCH 20, 2002   
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(P.L.154, NO.13), KNOWN AS THE MEDICAL CARE AVAILABILITY AND 
REDUCTION OF ERROR (MCARE) ACT,   THAT CONDUCTS 20% OR LESS OF ITS   
HEALTH CARE BUSINESS OR PRACTICE WITHIN THIS COMMONWEALTH.

"PATIENT."  A NATURAL PERSON WHO RECEIVES OR SHOULD HAVE 
RECEIVED HEALTH CARE FROM A HEALTH CARE PROVIDER.

"PARTICIPATING HEALTH CARE PROVIDER."  A HEALTH CARE PROVIDER 
AS DEFINED IN SECTION 103 OF THE   MEDICAL CARE AVAILABILITY AND   
REDUCTION OF ERROR (MCARE) ACT   THAT CONDUCTS MORE THAN 20% OF   
ITS HEALTH CARE BUSINESS OR PRACTICE WITHIN THIS COMMONWEALTH OR 
A NONPARTICIPATING HEALTH CARE PROVIDER WHO CHOOSES TO 
PARTICIPATE IN THE FUND.

"PERSONAL REPRESENTATIVE."  AN EXECUTOR OR ADMINISTRATOR OF A 
PATIENT'S ESTATE.

"PREVAILING PRIMARY PREMIUM."  THE SCHEDULE OF OCCURRENCE 
RATES APPROVED BY THE COMMISSIONER FOR THE JOINT UNDERWRITING 
ASSOCIATION.

SUBARTICLE B
FUND

SECTION 1311.  MEDICAL PROFESSIONAL LIABILITY INSURANCE.
(A)  REQUIREMENT.--A HEALTH CARE PROVIDER PROVIDING HEALTH 

CARE SERVICES IN THIS COMMONWEALTH SHALL:
(1)  PURCHASE MEDICAL PROFESSIONAL LIABILITY INSURANCE 

FROM AN INSURER WHICH IS LICENSED OR APPROVED BY THE 
DEPARTMENT; OR

(2)  PROVIDE SELF-INSURANCE.
(B)  PROOF OF INSURANCE.--A HEALTH CARE PROVIDER REQUIRED BY 

SUBSECTION (A) TO PURCHASE MEDICAL PROFESSIONAL LIABILITY 
INSURANCE OR PROVIDE SELF-INSURANCE SHALL SUBMIT PROOF OF 
INSURANCE OR SELF-INSURANCE TO THE DEPARTMENT WITHIN 60 DAYS OF 
THE POLICY BEING ISSUED.
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(C)  FAILURE TO PROVIDE PROOF OF INSURANCE.--IF A HEALTH CARE 
PROVIDER FAILS TO SUBMIT THE PROOF OF INSURANCE OR SELF-
INSURANCE REQUIRED BY SUBSECTION (B), THE DEPARTMENT SHALL, 
AFTER PROVIDING THE HEALTH CARE PROVIDER WITH NOTICE, NOTIFY THE 
HEALTH CARE PROVIDER'S LICENSING AUTHORITY. A HEALTH CARE 
PROVIDER'S LICENSE SHALL BE SUSPENDED OR REVOKED BY ITS 
LICENSURE BOARD OR AGENCY IF THE HEALTH CARE PROVIDER FAILS TO 
COMPLY WITH ANY OF THE PROVISIONS OF THIS ARTICLE.

(D)  BASIC COVERAGE LIMITS.--A HEALTH CARE PROVIDER SHALL 
INSURE OR SELF-INSURE MEDICAL PROFESSIONAL LIABILITY IN 
ACCORDANCE WITH THE FOLLOWING:

(1)  FOR POLICIES ISSUED OR RENEWED IN THE CALENDAR YEAR 
2002, THE BASIC INSURANCE COVERAGE SHALL BE:

(I)  $500,000 PER OCCURRENCE OR CLAIM AND $1,500,000 
PER ANNUAL AGGREGATE FOR A HEALTH CARE PROVIDER WHO 
CONDUCTS MORE THAN 50% OF ITS HEALTH CARE BUSINESS OR 
PRACTICE WITHIN THIS COMMONWEALTH AND THAT IS NOT A 
HOSPITAL.

(II)  $500,000 PER OCCURRENCE OR CLAIM AND $1,500,000 
PER ANNUAL AGGREGATE FOR A HEALTH CARE PROVIDER WHO 
CONDUCTS 50% OR LESS OF ITS HEALTH CARE BUSINESS OR 
PRACTICE WITHIN THIS COMMONWEALTH.

(III)  $500,000 PER OCCURRENCE OR CLAIM AND 
$2,500,000 PER ANNUAL AGGREGATE FOR A HOSPITAL.
(2)  FOR POLICIES ISSUED OR RENEWED IN CALENDAR YEARS 

AFTER 2002, THE BASIC INSURANCE COVERAGE SHALL BE:
(I)  $500,000 PER OCCURRENCE OR CLAIM AND $1,500,000 

PER ANNUAL AGGREGATE FOR A PARTICIPATING HEALTH CARE 
PROVIDER THAT IS NOT A HOSPITAL.

(II)  $1,000,000 PER OCCURRENCE OR CLAIM AND 
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$3,000,000 PER ANNUAL AGGREGATE FOR A NONPARTICIPATING 
HEALTH CARE PROVIDER.

(III)  $500,000 PER OCCURRENCE OR CLAIM AND 
$2,500,000 PER ANNUAL AGGREGATE FOR A HOSPITAL.
(3)  UNLESS THE COMMISSIONER FINDS PURSUANT TO SECTION 

1345(A) THAT ADDITIONAL BASIC INSURANCE COVERAGE CAPACITY IS 
NOT AVAILABLE, FOR POLICIES ISSUED OR RENEWED IN CALENDAR 
YEARS AFTER 2017 SUBJECT TO PARAGRAPH (4), THE BASIC 
INSURANCE COVERAGE SHALL BE:

(I)  $750,000 PER OCCURRENCE OR CLAIM AND $2,250,000 
PER ANNUAL AGGREGATE FOR A PARTICIPATING HEALTH CARE 
PROVIDER THAT IS NOT A HOSPITAL.

(II)  $1,000,000 PER OCCURRENCE OR CLAIM AND 
$3,000,000 PER ANNUAL AGGREGATE FOR A NONPARTICIPATING 
HEALTH CARE PROVIDER.

(III)  $750,000 PER OCCURRENCE OR CLAIM AND 
$3,750,000 PER ANNUAL AGGREGATE FOR A HOSPITAL.

IF THE COMMISSIONER FINDS PURSUANT TO SECTION 1345(A) THAT 
ADDITIONAL BASIC INSURANCE COVERAGE CAPACITY IS NOT 
AVAILABLE, THE BASIC INSURANCE COVERAGE REQUIREMENTS SHALL 
REMAIN AT THE LEVEL REQUIRED BY PARAGRAPH (2); AND THE 
COMMISSIONER SHALL CONDUCT A STUDY EVERY TWO YEARS UNTIL THE 
COMMISSIONER FINDS THAT ADDITIONAL BASIC INSURANCE COVERAGE 
CAPACITY IS AVAILABLE, AT WHICH TIME THE COMMISSIONER SHALL 
INCREASE THE REQUIRED BASIC INSURANCE COVERAGE IN ACCORDANCE 
WITH THIS PARAGRAPH.

(4)  UNLESS THE COMMISSIONER FINDS PURSUANT TO SECTION 
1345(B) THAT ADDITIONAL BASIC INSURANCE COVERAGE CAPACITY IS 
NOT AVAILABLE, FOR POLICIES ISSUED OR RENEWED THREE YEARS 
AFTER THE INCREASE IN COVERAGE LIMITS REQUIRED BY PARAGRAPH 
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(3) AND FOR EACH YEAR THEREAFTER, THE BASIC INSURANCE 
COVERAGE SHALL BE:

(I)  $1,000,000 PER OCCURRENCE OR CLAIM AND 
$3,000,000 PER ANNUAL AGGREGATE FOR A PARTICIPATING 
HEALTH CARE PROVIDER THAT IS NOT A HOSPITAL.

(II)  $1,000,000 PER OCCURRENCE OR CLAIM AND 
$3,000,000 PER ANNUAL AGGREGATE FOR A NONPARTICIPATING 
HEALTH CARE PROVIDER.

(III)  $1,000,000 PER OCCURRENCE OR CLAIM AND 
$4,500,000 PER ANNUAL AGGREGATE FOR A HOSPITAL.

IF THE COMMISSIONER FINDS PURSUANT TO SECTION 1345(B) THAT 
ADDITIONAL BASIC INSURANCE COVERAGE CAPACITY IS NOT 
AVAILABLE, THE BASIC INSURANCE COVERAGE REQUIREMENTS SHALL 
REMAIN AT THE LEVEL REQUIRED BY PARAGRAPH (3); AND THE 
COMMISSIONER SHALL CONDUCT A STUDY EVERY TWO YEARS UNTIL THE 
COMMISSIONER FINDS THAT ADDITIONAL BASIC INSURANCE COVERAGE 
CAPACITY IS AVAILABLE, AT WHICH TIME THE COMMISSIONER SHALL 
INCREASE THE REQUIRED BASIC INSURANCE COVERAGE IN ACCORDANCE 
WITH THIS PARAGRAPH.
(E)  FUND PARTICIPATION.--A PARTICIPATING HEALTH CARE 

PROVIDER SHALL BE REQUIRED TO PARTICIPATE IN THE FUND.
(F)  SELF-INSURANCE.--

(1)  IF A HEALTH CARE PROVIDER SELF-INSURES ITS MEDICAL 
PROFESSIONAL LIABILITY, THE HEALTH CARE PROVIDER SHALL SUBMIT 
ITS SELF-INSURANCE PLAN, SUCH ADDITIONAL INFORMATION AS THE 
DEPARTMENT MAY REQUIRE AND THE EXAMINATION FEE TO THE 
DEPARTMENT FOR APPROVAL.

(2)  THE DEPARTMENT SHALL APPROVE THE PLAN IF IT 
DETERMINES THAT THE PLAN CONSTITUTES PROTECTION EQUIVALENT TO 
THE INSURANCE REQUIRED OF A HEALTH CARE PROVIDER UNDER 
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SUBSECTION (D).
(G)  BASIC INSURANCE LIABILITY.--

(1)  AN INSURER PROVIDING MEDICAL PROFESSIONAL LIABILITY 
INSURANCE SHALL NOT BE LIABLE FOR PAYMENT OF A CLAIM AGAINST 
A HEALTH CARE PROVIDER FOR ANY LOSS OR DAMAGES AWARDED IN A 
MEDICAL PROFESSIONAL LIABILITY ACTION IN EXCESS OF THE BASIC 
INSURANCE COVERAGE REQUIRED BY SUBSECTION (D) UNLESS THE 
HEALTH CARE PROVIDER'S MEDICAL PROFESSIONAL LIABILITY 
INSURANCE POLICY OR SELF-INSURANCE PLAN PROVIDES FOR A HIGHER 
LIMIT.

(2)  IF A CLAIM EXCEEDS THE LIMITS OF A PARTICIPATING 
HEALTH CARE PROVIDER'S BASIC INSURANCE COVERAGE OR SELF-
INSURANCE PLAN, THE FUND SHALL BE RESPONSIBLE FOR PAYMENT OF 
THE CLAIM AGAINST THE PARTICIPATING HEALTH CARE PROVIDER UP 
TO THE FUND LIABILITY LIMITS.
(H)  EXCESS INSURANCE.--

(1)  NO INSURER PROVIDING MEDICAL PROFESSIONAL LIABILITY 
INSURANCE WITH LIABILITY LIMITS IN EXCESS OF THE FUND'S 
LIABILITY LIMITS TO A PARTICIPATING HEALTH CARE PROVIDER 
SHALL BE LIABLE FOR PAYMENT OF A CLAIM AGAINST THE 
PARTICIPATING HEALTH CARE PROVIDER FOR A LOSS OR DAMAGES IN A 
MEDICAL PROFESSIONAL LIABILITY ACTION EXCEPT THE LOSSES AND 
DAMAGES IN EXCESS OF THE FUND COVERAGE LIMITS.

(2)  NO INSURER PROVIDING MEDICAL PROFESSIONAL LIABILITY 
INSURANCE WITH LIABILITY LIMITS IN EXCESS OF THE FUND'S 
LIABILITY LIMITS TO A PARTICIPATING HEALTH CARE PROVIDER 
SHALL BE LIABLE FOR ANY LOSS RESULTING FROM THE INSOLVENCY OR 
DISSOLUTION OF THE FUND.
(I)  GOVERNMENTAL ENTITIES.--A GOVERNMENTAL ENTITY MAY 

SATISFY ITS OBLIGATIONS UNDER THIS ARTICLE, AS WELL AS THE 
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OBLIGATIONS OF ITS EMPLOYEES TO THE EXTENT OF THEIR EMPLOYMENT, 
BY EITHER PURCHASING MEDICAL PROFESSIONAL LIABILITY INSURANCE OR 
ASSUMING AN OBLIGATION AS A SELF-INSURER AND PAYING THE 
ASSESSMENTS UNDER THIS ARTICLE.

(J)  EXEMPTIONS.--THE FOLLOWING PARTICIPATING HEALTH CARE 
PROVIDERS SHALL BE EXEMPT FROM THIS ARTICLE:

(1)  A PHYSICIAN WHO EXCLUSIVELY PRACTICES THE SPECIALTY 
OF FORENSIC PATHOLOGY.

(2)  A PARTICIPATING HEALTH CARE PROVIDER WHO IS A MEMBER 
OF THE PENNSYLVANIA MILITARY FORCES WHILE IN THE PERFORMANCE 
OF THE MEMBER'S ASSIGNED DUTY IN THE PENNSYLVANIA MILITARY 
FORCES UNDER ORDERS.

(3)  A RETIRED LICENSED PARTICIPATING HEALTH CARE 
PROVIDER WHO PROVIDES CARE ONLY TO THE PROVIDER OR THE 
PROVIDER'S IMMEDIATE FAMILY MEMBERS.

SECTION 1312.  MEDICAL CARE AVAILABILITY AND REDUCTION OF ERROR 
FUND.

(A)  ESTABLISHMENT.--THERE IS HEREBY ESTABLISHED WITHIN THE 
STATE TREASURY A SPECIAL FUND TO BE KNOWN AS THE MEDICAL CARE 
AVAILABILITY AND REDUCTION OF ERROR FUND. MONEY IN THE FUND 
SHALL BE USED TO PAY CLAIMS AGAINST PARTICIPATING HEALTH CARE 
PROVIDERS FOR LOSSES OR DAMAGES AWARDED IN MEDICAL PROFESSIONAL 
LIABILITY ACTIONS AGAINST THEM IN EXCESS OF THE BASIC INSURANCE 
COVERAGE REQUIRED BY SECTION 1311(D), LIABILITIES TRANSFERRED IN 
ACCORDANCE WITH SUBSECTION (B) AND FOR THE ADMINISTRATION OF THE 
FUND.

(B)  TRANSFER OF ASSETS AND LIABILITIES.--
(1)  (I)  THE MONEY IN THE MEDICAL PROFESSIONAL LIABILITY 
CATASTROPHE LOSS FUND ESTABLISHED UNDER SECTION 701(D) OF 
THE FORMER ACT OF   OCTOBER 15, 1975 (P.L.390, NO.111)  ,   
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KNOWN AS THE HEALTH CARE SERVICES MALPRACTICE ACT, IS 
TRANSFERRED TO THE FUND.

(II)  THE RIGHTS OF THE MEDICAL PROFESSIONAL 
LIABILITY CATASTROPHE LOSS FUND ESTABLISHED UNDER SECTION 
701(D) OF THE FORMER HEALTH CARE SERVICES MALPRACTICE ACT 
ARE TRANSFERRED TO AND ASSUMED BY THE FUND.
(2)  THE LIABILITIES AND OBLIGATIONS OF THE MEDICAL 

PROFESSIONAL LIABILITY CATASTROPHE LOSS FUND ESTABLISHED 
UNDER SECTION 701(D) OF THE FORMER HEALTH CARE SERVICES 
MALPRACTICE ACT ARE TRANSFERRED TO AND ASSUMED BY THE FUND.
(C)  FUND LIABILITY LIMITS.--

(1)  FOR CALENDAR YEAR 2002, THE LIMIT OF LIABILITY OF 
THE MEDICAL PROFESSIONAL LIABILITY CATASTROPHE LOSS FUND 
CREATED IN SECTION 701(D) OF THE FORMER HEALTH CARE SERVICES 
MALPRACTICE ACT FOR EACH HEALTH CARE PROVIDER THAT CONDUCTS 
MORE THAN 50% OF ITS HEALTH CARE BUSINESS OR PRACTICE WITHIN 
THIS COMMONWEALTH AND FOR EACH HOSPITAL SHALL BE $700,000 FOR 
EACH OCCURRENCE AND $2,100,000 PER ANNUAL AGGREGATE.

(2)  (I)  SUBJECT TO SECTION 1311(D)(3) AND (4) (RELATING 
TO MEDICAL PROFESSIONAL LIABILITY INSURANCE), THE LIMIT 
OF LIABILITY OF THE FUND FOR EACH PARTICIPATING HEALTH 
CARE PROVIDER SHALL BE $500,000 FOR EACH OCCURRENCE AND 
$1,500,000 PER ANNUAL AGGREGATE.

(II)  IF THE BASIC INSURANCE COVERAGE REQUIREMENT IS 
INCREASED IN ACCORDANCE WITH SECTION 1311(D)(3) AND, 
NOTWITHSTANDING SUBPARAGRAPH (I), FOR EACH CALENDAR YEAR 
FOLLOWING THE INCREASE IN THE BASIC INSURANCE COVERAGE 
REQUIREMENT, THE LIMIT OF LIABILITY OF THE FUND SHALL BE 
$250,000 FOR EACH OCCURRENCE AND $750,000 PER ANNUAL 
AGGREGATE.
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(III)  IF THE BASIC INSURANCE COVERAGE REQUIREMENT IS 
INCREASED IN ACCORDANCE WITH SECTION 1311(D)(4) AND, 
NOTWITHSTANDING SUBPARAGRAPHS (I) AND (II), FOR EACH 
CALENDAR YEAR FOLLOWING THE INCREASE IN THE BASIC 
INSURANCE COVERAGE REQUIREMENT, THE LIMIT OF LIABILITY OF 
THE FUND SHALL BE ZERO.

(D)  ASSESSMENTS.--
(1)  FOR CALENDAR YEARS 2003 THROUGH 2010, THE FUND SHALL 

BE FUNDED BY AN ASSESSMENT ON EACH PARTICIPATING HEALTH CARE 
PROVIDER. ASSESSMENTS SHALL BE LEVIED BY THE DEPARTMENT ON OR 
AFTER JANUARY 1 OF EACH YEAR. THE ASSESSMENT SHALL BE BASED 
ON THE PREVAILING PRIMARY PREMIUM FOR EACH PARTICIPATING 
HEALTH CARE PROVIDER AND SHALL, IN THE AGGREGATE, PRODUCE AN 
AMOUNT SUFFICIENT TO DO ALL OF THE FOLLOWING:

(I)  REIMBURSE THE FUND FOR THE PAYMENT OF REPORTED 
CLAIMS WHICH BECAME FINAL DURING THE PRECEDING CLAIMS 
PERIOD.

(II)  PAY EXPENSES OF THE FUND INCURRED DURING THE 
PRECEDING CLAIMS PERIOD.

(III)  PAY PRINCIPAL AND INTEREST ON MONEYS 
TRANSFERRED INTO THE FUND IN ACCORDANCE WITH SECTION 
1313(C).

(IV)  PROVIDE A RESERVE THAT SHALL BE 10% OF THE SUM 
OF SUBPARAGRAPHS (I), (II) AND (III).
(1.1)  FOR CALENDAR YEAR 2011 AND FOR EACH YEAR 

THEREAFTER, THE FUND SHALL BE FUNDED BY AN ASSESSMENT ON EACH 
PARTICIPATING HEALTH CARE PROVIDER. ASSESSMENTS SHALL BE 
LEVIED BY THE DEPARTMENT ON OR AFTER JANUARY 1 OF EACH YEAR. 
THE ASSESSMENT SHALL BE BASED ON THE PREVAILING PRIMARY 
PREMIUM FOR EACH PARTICIPATING HEALTH CARE PROVIDER AND 
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SHALL, IN THE AGGREGATE, PRODUCE AN AMOUNT EQUAL TO THE SUM 
OF THE FOLLOWING AMOUNTS MINUS THE PROJECTED FUND BALANCE AT 
THE CLOSE OF THE CALENDAR YEAR PRECEDING THE ASSESSMENT YEAR:

(I)  THE REPORTED CLAIMS WHICH BECAME FINAL DURING 
THE PRECEDING CLAIMS PERIOD.

(II)  THE EXPENSES OF THE FUND INCURRED DURING THE 
PRECEDING CLAIMS PERIOD.

(III)  THE OUTSTANDING PRINCIPAL AND INTEREST ON 
MONEYS TRANSFERRED INTO THE FUND IN ACCORDANCE WITH 
SECTION 1313(C).

(IV)  TEN PERCENT OF THE SUM OF SUBPARAGRAPHS (I), 
(II) AND (III).
(1.2)  PARAGRAPH (1.1) IS NOT INTENDED TO VALIDATE OR 

REFUTE ANY POSITION ADVANCED BY ANY PARTY IN PROCEEDINGS 
CHALLENGING ANY ASSESSMENT PRIOR TO THE EFFECTIVE DATE OF 
THIS PARAGRAPH. THE OUTCOME OF THOSE PROCEEDINGS SHALL BE 
BASED UPON THE STATUTORY LANGUAGE IN EFFECT ON THE DAY BEFORE 
THE EFFECTIVE DATE OF THIS PARAGRAPH.

(2)  THE DEPARTMENT SHALL NOTIFY ALL BASIC INSURANCE 
COVERAGE INSURERS AND SELF-INSURED PARTICIPATING HEALTH CARE 
PROVIDERS OF THE ASSESSMENT BY NOVEMBER 1 FOR THE SUCCEEDING 
CALENDAR YEAR.

(3)  ANY APPEAL OF THE ASSESSMENT SHALL BE FILED WITH THE 
DEPARTMENT.
(E)  DISCOUNT ON SURCHARGES AND ASSESSMENTS.--

(1)  FOR CALENDAR YEAR 2002, THE DEPARTMENT SHALL 
DISCOUNT THE AGGREGATE SURCHARGE IMPOSED UNDER SECTION 701(E)
(1) OF THE FORMER HEALTH CARE SERVICES MALPRACTICE ACT BY 5% 
OF THE AGGREGATE SURCHARGE IMPOSED UNDER THAT SECTION FOR 
CALENDAR YEAR 2001 IN ACCORDANCE WITH THE FOLLOWING:
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(I)  FIFTY PERCENT OF THE AGGREGATE DISCOUNT SHALL BE 
GRANTED EQUALLY TO HOSPITALS AND TO PARTICIPATING HEALTH 
CARE PROVIDERS THAT WERE SURCHARGED AS MEMBERS OF ONE OF 
THE FOUR HIGHEST RATE CLASSES OF THE PREVAILING PRIMARY 
PREMIUM.

(II)  NOTWITHSTANDING SUBPARAGRAPH (I), 50% OF THE 
AGGREGATE DISCOUNT SHALL BE GRANTED EQUALLY TO ALL 
PARTICIPATING HEALTH CARE PROVIDERS.

(III)  THE DEPARTMENT SHALL ISSUE A CREDIT TO A 
PARTICIPATING HEALTH CARE PROVIDER WHO, PRIOR TO THE 
EFFECTIVE DATE OF FORMER SECTION 712 OF THE   ACT OF MARCH   
20, 2002 (P.L.154, NO.13), KNOWN AS THE MEDICAL CARE 
AVAILABILITY AND REDUCTION OF ERROR (MCARE) ACT,   HAS PAID   
THE SURCHARGE IMPOSED UNDER SECTION 701(E)(1) OF THE 
FORMER HEALTH CARE SERVICES MALPRACTICE ACT FOR CALENDAR 
YEAR 2002 PRIOR TO THE EFFECTIVE DATE OF FORMER SECTION 
712 OF   THE MEDICAL CARE AVAILABILITY AND REDUCTION OF   
ERROR (MCARE) ACT  .  
(2)  FOR CALENDAR YEARS 2003 AND 2004, THE DEPARTMENT 

SHALL DISCOUNT THE AGGREGATE ASSESSMENT IMPOSED UNDER 
SUBSECTION (D) FOR EACH CALENDAR YEAR BY 10% OF THE AGGREGATE 
SURCHARGE IMPOSED UNDER SECTION 701(E)(1) OF THE FORMER 
HEALTH CARE SERVICES MALPRACTICE ACT FOR CALENDAR YEAR 2001 
IN ACCORDANCE WITH THE FOLLOWING:

(I)  FIFTY PERCENT OF THE AGGREGATE DISCOUNT SHALL BE 
GRANTED EQUALLY TO HOSPITALS AND TO PARTICIPATING HEALTH 
CARE PROVIDERS THAT WERE ASSESSED AS MEMBERS OF ONE OF 
THE FOUR HIGHEST RATE CLASSES OF THE PREVAILING PRIMARY 
PREMIUM.

(II)  NOTWITHSTANDING SUBPARAGRAPH (I), 50% OF THE 
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AGGREGATE DISCOUNT SHALL BE GRANTED EQUALLY TO ALL 
PARTICIPATING HEALTH CARE PROVIDERS.
(3)  FOR CALENDAR YEARS AFTER 2017, IF THE BASIC 

INSURANCE COVERAGE REQUIREMENT IS INCREASED IN ACCORDANCE 
WITH SECTION 1311(D)(3) OR (4), THE DEPARTMENT MAY DISCOUNT 
THE AGGREGATE ASSESSMENT IMPOSED UNDER SUBSECTION (D) BY AN 
AMOUNT NOT TO EXCEED THE AGGREGATE SUM TO BE DEPOSITED IN THE 
FUND IN ACCORDANCE WITH SUBSECTION (M).
(F)  UPDATED RATES.--THE JOINT UNDERWRITING ASSOCIATION SHALL 

FILE UPDATED RATES FOR ALL HEALTH CARE PROVIDERS WITH THE 
COMMISSIONER BY MAY 1 OF EACH YEAR. THE DEPARTMENT SHALL REVIEW 
AND MAY ADJUST THE PREVAILING PRIMARY PREMIUM IN LINE WITH ANY 
APPLICABLE CHANGES WHICH HAVE BEEN APPROVED BY THE COMMISSIONER.

(G)  ADDITIONAL ADJUSTMENTS OF THE PREVAILING PRIMARY 
PREMIUM.--THE DEPARTMENT SHALL ADJUST THE APPLICABLE PREVAILING 
PRIMARY PREMIUM OF EACH PARTICIPATING HEALTH CARE PROVIDER IN 
ACCORDANCE WITH THE FOLLOWING:

(1)  THE APPLICABLE PREVAILING PRIMARY PREMIUM OF A 
PARTICIPATING HEALTH CARE PROVIDER WHICH IS NOT A HOSPITAL 
MAY BE ADJUSTED THROUGH AN INCREASE IN THE INDIVIDUAL 
PARTICIPATING HEALTH CARE PROVIDER'S PREVAILING PRIMARY 
PREMIUM NOT TO EXCEED 20%. ANY ADJUSTMENT SHALL BE BASED UPON 
THE FREQUENCY OF CLAIMS PAID BY THE FUND ON BEHALF OF THE 
INDIVIDUAL PARTICIPATING HEALTH CARE PROVIDER DURING THE PAST 
FIVE MOST RECENT CLAIMS PERIODS AND SHALL BE IN ACCORDANCE 
WITH THE FOLLOWING:

(I)  IF THREE CLAIMS HAVE BEEN PAID DURING THE PAST 
FIVE MOST RECENT CLAIMS PERIODS BY THE FUND, A 10% 
INCREASE SHALL BE CHARGED.

(II)  IF FOUR OR MORE CLAIMS HAVE BEEN PAID DURING 
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THE PAST FIVE MOST RECENT CLAIMS PERIODS BY THE FUND, A 
20% INCREASE SHALL BE CHARGED.
(2)  THE APPLICABLE PREVAILING PRIMARY PREMIUM OF A 

PARTICIPATING HEALTH CARE PROVIDER WHICH IS NOT A HOSPITAL 
AND WHICH HAS NOT HAD AN ADJUSTMENT UNDER PARAGRAPH (1) MAY 
BE ADJUSTED THROUGH AN INCREASE IN THE INDIVIDUAL 
PARTICIPATING HEALTH CARE PROVIDER'S PREVAILING PRIMARY 
PREMIUM NOT TO EXCEED 20%. ANY ADJUSTMENT SHALL BE BASED UPON 
THE SEVERITY OF AT LEAST TWO CLAIMS PAID BY THE FUND ON 
BEHALF OF THE INDIVIDUAL PARTICIPATING HEALTH CARE PROVIDER 
DURING THE PAST FIVE MOST RECENT CLAIMS PERIODS.

(3)  THE APPLICABLE PREVAILING PRIMARY PREMIUM OF A 
PARTICIPATING HEALTH CARE PROVIDER NOT ENGAGED IN DIRECT 
CLINICAL PRACTICE ON A FULL-TIME BASIS MAY BE ADJUSTED 
THROUGH A DECREASE IN THE INDIVIDUAL PARTICIPATING HEALTH 
CARE PROVIDER'S PREVAILING PRIMARY PREMIUM NOT TO EXCEED 10%. 
ANY ADJUSTMENT SHALL BE BASED UPON THE LOWER RISK ASSOCIATED 
WITH THE LESS-THAN-FULL-TIME DIRECT CLINICAL PRACTICE.

(4)  THE APPLICABLE PREVAILING PRIMARY PREMIUM OF A 
HOSPITAL MAY BE ADJUSTED THROUGH AN INCREASE OR DECREASE IN 
THE INDIVIDUAL HOSPITAL'S PREVAILING PRIMARY PREMIUM NOT TO 
EXCEED 20%. ANY ADJUSTMENT SHALL BE BASED UPON THE FREQUENCY 
AND SEVERITY OF CLAIMS PAID BY THE FUND ON BEHALF OF OTHER 
HOSPITALS OF SIMILAR CLASS, SIZE, RISK AND KIND WITHIN THE 
SAME DEFINED REGION DURING THE PAST FIVE MOST RECENT CLAIMS 
PERIODS.
(H)  SELF-INSURED HEALTH CARE PROVIDERS.--A PARTICIPATING 

HEALTH CARE PROVIDER THAT HAS AN APPROVED SELF-INSURANCE PLAN 
SHALL BE ASSESSED AN AMOUNT EQUAL TO THE ASSESSMENT IMPOSED ON A 
PARTICIPATING HEALTH CARE PROVIDER OF LIKE CLASS, SIZE, RISK AND 
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KIND AS DETERMINED BY THE DEPARTMENT.
(I)  CHANGE IN BASIC INSURANCE COVERAGE.--IF A PARTICIPATING 

HEALTH CARE PROVIDER CHANGES THE TERM OF ITS MEDICAL 
PROFESSIONAL LIABILITY INSURANCE COVERAGE, THE ASSESSMENT SHALL 
BE CALCULATED ON AN ANNUAL BASIS AND SHALL REFLECT THE 
ASSESSMENT PERCENTAGES IN EFFECT FOR THE PERIOD OVER WHICH THE 
POLICIES ARE IN EFFECT.

(J)  PAYMENT OF CLAIMS.--CLAIMS WHICH BECAME FINAL DURING THE 
PRECEDING CLAIMS PERIOD SHALL BE PAID ON OR BEFORE DECEMBER 31 
FOLLOWING THE AUGUST 31 ON WHICH THEY BECAME FINAL.

(K)  TERMINATION.--UPON SATISFACTION OF ALL LIABILITIES OF 
THE FUND, THE FUND SHALL TERMINATE. ANY BALANCE REMAINING IN THE 
FUND UPON SUCH TERMINATION SHALL BE RETURNED BY THE DEPARTMENT 
TO THE PARTICIPATING HEALTH CARE PROVIDERS WHO PARTICIPATED IN 
THE FUND IN PROPORTION TO THEIR ASSESSMENTS IN THE PRECEDING 
CALENDAR YEAR.

(L)  SOLE AND EXCLUSIVE SOURCE OF FUNDING.--EXCEPT AS 
PROVIDED IN SUBSECTION (M), THE SURCHARGES IMPOSED UNDER SECTION 
701(E)(1) OF THE FORMER HEALTH CARE SERVICES MALPRACTICE ACT AND 
ASSESSMENTS ON PARTICIPATING HEALTH CARE PROVIDERS AND ANY 
INCOME REALIZED BY INVESTMENT OR REINVESTMENT SHALL CONSTITUTE 
THE SOLE AND EXCLUSIVE SOURCES OF FUNDING FOR THE FUND. NOTHING 
IN THIS SUBSECTION SHALL PROHIBIT THE FUND FROM ACCEPTING 
CONTRIBUTIONS FROM NONGOVERNMENTAL SOURCES. A CLAIM AGAINST OR A 
LIABILITY OF THE FUND SHALL NOT BE DEEMED TO CONSTITUTE A DEBT 
OR LIABILITY OF THE COMMONWEALTH OR A CHARGE AGAINST THE GENERAL 
FUND.

(M)  SUPPLEMENTAL FUNDING.--NOTWITHSTANDING THE PROVISIONS OF 
75 PA.C.S. § 6506(B)   (RELATING TO SURCHARGE) TO THE CONTRARY,   
BEGINNING JANUARY 1, 2004, AND FOR A PERIOD OF NINE CALENDAR 
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YEARS THEREAFTER, ALL SURCHARGES LEVIED AND COLLECTED UNDER   75   
PA.C.S. § 6506(A)   BY ANY DIVISION OF THE UNIFIED JUDICIAL SYSTEM   
SHALL BE REMITTED TO THE COMMONWEALTH FOR DEPOSIT IN THE FUND. 
THESE FUNDS SHALL BE USED TO REDUCE SURCHARGES AND ASSESSMENTS 
IN ACCORDANCE WITH SUBSECTION (E). BEGINNING JANUARY 1, 2014, 
AND EACH YEAR THEREAFTER, THE SURCHARGES LEVIED AND COLLECTED 
UNDER   75 PA.C.S. § 6506(A)   SHALL BE DEPOSITED INTO THE GENERAL   
FUND.

(N)  WAIVER OF RIGHT TO CONSENT TO SETTLEMENT.--A 
PARTICIPATING HEALTH CARE PROVIDER MAY MAINTAIN THE RIGHT TO 
CONSENT TO A SETTLEMENT IN A BASIC INSURANCE COVERAGE POLICY FOR 
MEDICAL PROFESSIONAL LIABILITY INSURANCE UPON THE PAYMENT OF AN 
ADDITIONAL PREMIUM AMOUNT.
SECTION 1313.  ADMINISTRATION OF FUND.

(A)  GENERAL RULE.--THE FUND SHALL BE ADMINISTERED BY THE 
DEPARTMENT. THE DEPARTMENT SHALL CONTRACT WITH AN ENTITY OR 
ENTITIES FOR THE ADMINISTRATION OF CLAIMS AGAINST THE FUND IN 
ACCORDANCE WITH   62 PA.C.S.   (RELATING TO PROCUREMENT), AND, TO   
THE FULLEST EXTENT PRACTICABLE, THE DEPARTMENT SHALL CONTRACT 
WITH ENTITIES THAT:

(1)  ARE NOT WRITING, UNDERWRITING OR BROKERING MEDICAL 
PROFESSIONAL LIABILITY INSURANCE FOR PARTICIPATING HEALTH 
CARE PROVIDERS; HOWEVER, THE DEPARTMENT MAY CONTRACT WITH A 
SUBSIDIARY OR AFFILIATE OF ANY WRITER, UNDERWRITER OR BROKER 
OF MEDICAL PROFESSIONAL LIABILITY INSURANCE.

(2)  ARE NOT TRADE ORGANIZATIONS OR ASSOCIATIONS 
REPRESENTING THE INTERESTS OF PARTICIPATING HEALTH CARE 
PROVIDERS IN THIS COMMONWEALTH.

(3)  HAVE DEMONSTRABLE KNOWLEDGE OF AND EXPERIENCE IN THE 
HANDLING AND ADJUSTING OF PROFESSIONAL LIABILITY OR OTHER 
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CATASTROPHIC CLAIMS.
(4)  HAVE DEVELOPED, INSTITUTED AND UTILIZED BEST 

PRACTICE STANDARDS AND SYSTEMS FOR THE HANDLING AND ADJUSTING 
OF PROFESSIONAL LIABILITY OR OTHER CATASTROPHIC CLAIMS.

(5)  HAVE DEMONSTRABLE KNOWLEDGE OF AND EXPERIENCE WITH 
THE PROFESSIONAL LIABILITY MARKETPLACE AND THE JUDICIAL 
SYSTEMS OF THIS COMMONWEALTH.
(B)  REINSURANCE.--THE DEPARTMENT MAY PURCHASE, ON BEHALF OF 

AND IN THE NAME OF THE FUND, AS MUCH INSURANCE OR REINSURANCE AS 
IS NECESSARY TO PRESERVE THE FUND OR RETIRE THE LIABILITIES OF 
THE FUND.

(C)  TRANSFERS.--THE GOVERNOR MAY TRANSFER TO THE FUND FROM 
THE CATASTROPHIC LOSS BENEFITS CONTINUATION FUND, OR SUCH OTHER 
FUNDS AS MAY BE APPROPRIATE, SUCH MONEY AS IS NECESSARY IN ORDER 
TO PAY THE LIABILITIES OF THE FUND UNTIL SUFFICIENT REVENUES ARE 
REALIZED BY THE FUND. ANY TRANSFER MADE UNDER THIS SUBSECTION 
SHALL BE REPAID WITH INTEREST PURSUANT TO SECTION 2 OF THE ACT 
OF   AUGUST 22, 1961 (P.L.1049, NO.479)  , ENTITLED "AN ACT   
AUTHORIZING THE STATE TREASURER UNDER CERTAIN CONDITIONS TO 
TRANSFER SUMS OF MONEY BETWEEN THE GENERAL FUND AND CERTAIN 
FUNDS AND SUBSEQUENT TRANSFERS OF EQUAL SUMS BETWEEN SUCH FUNDS, 
AND MAKING APPROPRIATIONS NECESSARY TO EFFECT SUCH TRANSFERS."

(D)  CONFIDENTIALITY.--INFORMATION PROVIDED TO THE DEPARTMENT 
OR MAINTAINED BY THE DEPARTMENT REGARDING A CLAIM OR ADJUSTMENTS 
TO AN INDIVIDUAL PARTICIPATING HEALTH CARE PROVIDER'S ASSESSMENT 
SHALL BE CONFIDENTIAL, NOTWITHSTANDING THE   ACT OF FEBRUARY 14,   
2008 (P.L.6, NO.3), KNOWN AS THE RIGHT-TO-KNOW LAW,   OR   65   
PA.C.S. CH.   7 (RELATING TO OPEN MEETINGS).  
SECTION 1314.  MEDICAL PROFESSIONAL LIABILITY CLAIMS.

(A)  NOTIFICATION.--A BASIC COVERAGE INSURER OR SELF-INSURED 
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PARTICIPATING HEALTH CARE PROVIDER SHALL PROMPTLY NOTIFY THE 
DEPARTMENT IN WRITING OF ANY MEDICAL PROFESSIONAL LIABILITY 
CLAIM.

(B)  FAILURE TO NOTIFY.--IF A BASIC COVERAGE INSURER OR SELF-
INSURED PARTICIPATING HEALTH CARE PROVIDER FAILS TO NOTIFY THE 
DEPARTMENT AS REQUIRED UNDER SUBSECTION (A) AND THE DEPARTMENT 
HAS BEEN PREJUDICED BY THE FAILURE OF NOTICE, THE INSURER OR 
PROVIDER SHALL BE SOLELY RESPONSIBLE FOR THE PAYMENT OF THE 
ENTIRE AWARD OR VERDICT THAT RESULTS FROM THE MEDICAL 
PROFESSIONAL LIABILITY CLAIM.

(C)  DEFENSE.--A BASIC COVERAGE INSURER OR SELF-INSURED 
PARTICIPATING HEALTH CARE PROVIDER SHALL PROVIDE A DEFENSE TO A 
MEDICAL PROFESSIONAL LIABILITY CLAIM, INCLUDING A DEFENSE OF ANY 
POTENTIAL LIABILITY OF THE FUND, EXCEPT AS PROVIDED FOR IN 
SECTION 1315. THE DEPARTMENT MAY JOIN IN THE DEFENSE AND BE 
REPRESENTED BY COUNSEL.

(D)  RESPONSIBILITIES.--IN ACCORDANCE WITH SECTION 1313, THE 
DEPARTMENT MAY DEFEND, LITIGATE, SETTLE OR COMPROMISE ANY 
MEDICAL PROFESSIONAL LIABILITY CLAIM PAYABLE BY THE FUND.

(E)  RELEASES.--IN THE EVENT THAT A BASIC COVERAGE INSURER OR 
SELF-INSURED PARTICIPATING HEALTH CARE PROVIDER ENTERS INTO A 
SETTLEMENT WITH A CLAIMANT TO THE FULL EXTENT OF ITS LIABILITY 
AS PROVIDED IN THIS ARTICLE, IT MAY OBTAIN A RELEASE FROM THE 
CLAIMANT TO THE EXTENT OF ITS PAYMENT, WHICH PAYMENT SHALL HAVE 
NO EFFECT UPON ANY CLAIM AGAINST THE FUND OR ITS DUTY TO 
CONTINUE THE DEFENSE OF THE CLAIM.

(F)  ADJUSTMENT.--THE DEPARTMENT MAY ADJUST CLAIMS.
(G)  MEDIATION.--UPON THE REQUEST OF A PARTY TO A MEDICAL 

PROFESSIONAL LIABILITY CLAIM WITHIN THE FUND COVERAGE LIMITS, 
THE DEPARTMENT MAY PROVIDE FOR A MEDIATOR IN INSTANCES WHERE 

20100HB2368PN4392 - 21 -

1
2
3
4
5
6
7
8
9

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30



MULTIPLE CARRIERS DISAGREE ON THE DISPOSITION OR SETTLEMENT OF A 
CASE. UPON THE CONSENT OF ALL PARTIES, THE MEDIATION SHALL BE 
BINDING. PROCEEDINGS CONDUCTED AND INFORMATION PROVIDED IN 
ACCORDANCE WITH THIS SECTION SHALL BE CONFIDENTIAL AND SHALL NOT 
BE CONSIDERED PUBLIC INFORMATION SUBJECT TO DISCLOSURE UNDER THE 
ACT OF FEBRUARY 14, 2008 (P.L.6, NO.3), KNOWN AS THE RIGHT-TO-
KNOW LAW  , OR   65 PA.C.S. CH.   7 (RELATING TO OPEN MEETINGS).  

(H)  DELAY DAMAGES AND POSTJUDGMENT INTEREST.--DELAY DAMAGES 
AND POSTJUDGMENT INTEREST APPLICABLE TO THE FUND'S LIABILITY ON 
A MEDICAL PROFESSIONAL LIABILITY CLAIM SHALL BE PAID BY THE FUND 
AND SHALL NOT BE CHARGED AGAINST THE PARTICIPATING HEALTH CARE 
PROVIDER'S ANNUAL AGGREGATE LIMITS. THE BASIC COVERAGE INSURER 
OR SELF-INSURED PARTICIPATING HEALTH CARE PROVIDER SHALL BE 
RESPONSIBLE FOR ITS PROPORTIONATE SHARE OF DELAY DAMAGES AND 
POSTJUDGMENT INTEREST.
SECTION 1315.  EXTENDED CLAIMS.

(A)  GENERAL RULE.--IF A MEDICAL PROFESSIONAL LIABILITY CLAIM 
AGAINST A HEALTH CARE PROVIDER WHO WAS REQUIRED TO PARTICIPATE 
IN THE MEDICAL PROFESSIONAL LIABILITY CATASTROPHE LOSS FUND 
UNDER SECTION 701(D) OF THE FORMER ACT OF   OCTOBER 15, 1975   
(P.L.390, NO.111)  , KNOWN AS THE HEALTH CARE SERVICES MALPRACTICE   
ACT, IS MADE MORE THAN FOUR YEARS AFTER THE BREACH OF CONTRACT 
OR TORT OCCURRED AND IF THE CLAIM IS FILED WITHIN THE APPLICABLE 
STATUTE OF LIMITATIONS, THE CLAIM SHALL BE DEFENDED BY THE 
DEPARTMENT IF THE DEPARTMENT RECEIVED A WRITTEN REQUEST FOR 
INDEMNITY AND DEFENSE WITHIN 180 DAYS OF THE DATE ON WHICH 
NOTICE OF THE CLAIM IS FIRST GIVEN TO THE PARTICIPATING HEALTH 
CARE PROVIDER OR ITS INSURER. WHERE MULTIPLE TREATMENTS OR 
CONSULTATIONS TOOK PLACE LESS THAN FOUR YEARS BEFORE THE DATE ON 
WHICH THE HEALTH CARE PROVIDER OR ITS INSURER RECEIVED NOTICE OF 
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THE CLAIM, THE CLAIM SHALL BE DEEMED FOR PURPOSES OF THIS 
SECTION TO HAVE OCCURRED LESS THAN FOUR YEARS PRIOR TO THE DATE 
OF NOTICE AND SHALL BE DEFENDED BY THE INSURER IN ACCORDANCE 
WITH THIS ARTICLE.

(B)  PAYMENT.--IF A HEALTH CARE PROVIDER IS FOUND LIABLE FOR 
A CLAIM DEFENDED BY THE DEPARTMENT IN ACCORDANCE WITH SUBSECTION 
(A), THE CLAIM SHALL BE PAID BY THE FUND. THE LIMIT OF LIABILITY 
OF THE FUND FOR A CLAIM DEFENDED BY THE DEPARTMENT UNDER 
SUBSECTION (A) SHALL BE $1,000,000 PER OCCURRENCE.

(C)  CONCEALMENT.--IF A CLAIM IS DEFENDED BY THE DEPARTMENT 
UNDER SUBSECTION (A) OR PAID UNDER SUBSECTION (B) AND THE CLAIM 
IS MADE AFTER FOUR YEARS BECAUSE OF THE WILLFUL CONCEALMENT BY 
THE HEALTH CARE PROVIDER OR ITS INSURER, THE FUND SHALL HAVE THE 
RIGHT TO FULL INDEMNITY, INCLUDING THE DEPARTMENT'S DEFENSE 
COSTS, FROM THE HEALTH CARE PROVIDER OR ITS INSURER.

(D)  EXTENDED COVERAGE REQUIRED.--NOTWITHSTANDING SUBSECTIONS 
(A), (B) AND (C), ALL MEDICAL PROFESSIONAL LIABILITY INSURANCE 
POLICIES ISSUED ON OR AFTER JANUARY 1, 2006, SHALL PROVIDE 
INDEMNITY AND DEFENSE FOR CLAIMS ASSERTED AGAINST A HEALTH CARE 
PROVIDER FOR A BREACH OF CONTRACT OR TORT WHICH OCCURS FOUR OR 
MORE YEARS AFTER THE BREACH OF CONTRACT OR TORT OCCURRED AND 
AFTER DECEMBER 31, 2005.
SECTION 1316.  PODIATRIST LIABILITY.

THE DEPARTMENT SHALL CALCULATE THE AMOUNT NECESSARY TO 
ARRANGE FOR THE SEPARATE RETIREMENT OF THE FUND'S LIABILITIES 
ASSOCIATED WITH PODIATRISTS. ANY ARRANGEMENT SHALL BE ON TERMS 
AND CONDITIONS PROPORTIONATE TO THE INDIVIDUAL LIABILITY OF THE 
CLASS OF HEALTH CARE PROVIDER. THE ARRANGEMENT MAY RESULT IN 
ASSESSMENTS FOR PODIATRISTS DIFFERENT FROM THE ASSESSMENTS FOR 
OTHER HEALTH CARE PROVIDERS. UPON SATISFACTION OF THE 
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ARRANGEMENT, PODIATRISTS SHALL NOT BE REQUIRED TO CONTRIBUTE TO 
OR BE ENTITLED TO PARTICIPATE IN THE FUND. IN CASES WHERE THE 
CLASS REJECTS AN ARRANGEMENT, THE DEPARTMENT SHALL PRESENT TO 
THE PROVIDER CLASS NEW TERM ARRANGEMENTS AT LEAST ONCE IN EVERY 
TWO-YEAR PERIOD. ALL COSTS AND EXPENSES ASSOCIATED WITH THE 
COMPLETION AND IMPLEMENTATION OF THE ARRANGEMENT SHALL BE PAID 
BY PODIATRISTS AND MAY BE CHARGED IN THE FORM OF AN ADDITION TO 
THE ASSESSMENT.

SUBARTICLE C
JOINT UNDERWRITING ASSOCIATION

SECTION 1331.  JOINT UNDERWRITING ASSOCIATION.
(A)  ESTABLISHMENT.--THERE IS ESTABLISHED A NONPROFIT JOINT 

UNDERWRITING ASSOCIATION TO BE KNOWN AS THE PENNSYLVANIA 
PROFESSIONAL LIABILITY JOINT UNDERWRITING ASSOCIATION. THE JOINT 
UNDERWRITING ASSOCIATION SHALL CONSIST OF ALL INSURERS 
AUTHORIZED TO WRITE INSURANCE IN ACCORDANCE WITH SECTION 202(C)
(4) AND (11) OF THE ACT OF   MAY 17, 1921 (P.L.682, NO.284)  , KNOWN   
AS THE INSURANCE COMPANY LAW OF 1921, AND SHALL BE SUPERVISED BY 
THE DEPARTMENT. THE POWERS AND DUTIES OF THE JOINT UNDERWRITING 
ASSOCIATION SHALL BE VESTED IN AND EXERCISED BY A BOARD OF 
DIRECTORS.

(B)  DUTIES.--THE JOINT UNDERWRITING ASSOCIATION SHALL DO ALL 
OF THE FOLLOWING:

(1)  SUBMIT A PLAN OF OPERATION TO THE COMMISSIONER FOR 
APPROVAL.

(2)  SUBMIT RATES AND ANY RATE MODIFICATION TO THE 
DEPARTMENT FOR APPROVAL IN ACCORDANCE WITH THE ACT OF   JUNE   
11, 1947 (P.L.538, NO.246)  , KNOWN AS THE CASUALTY AND SURETY   
RATE REGULATORY ACT.

(3)  OFFER MEDICAL PROFESSIONAL LIABILITY INSURANCE TO 
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HEALTH CARE PROVIDERS IN ACCORDANCE WITH SECTION 1332.
(4)  FILE WITH THE DEPARTMENT THE INFORMATION REQUIRED IN 

SECTION 1312.
(C)  LIABILITIES.--A CLAIM AGAINST OR A LIABILITY OF THE 

JOINT UNDERWRITING ASSOCIATION SHALL NOT BE DEEMED TO CONSTITUTE 
A DEBT OR LIABILITY OF THE COMMONWEALTH OR A CHARGE AGAINST THE 
GENERAL FUND.
SECTION 1332.  MEDICAL PROFESSIONAL LIABILITY INSURANCE.

(A)  INSURANCE.--THE JOINT UNDERWRITING ASSOCIATION SHALL 
OFFER MEDICAL PROFESSIONAL LIABILITY INSURANCE TO HEALTH CARE 
PROVIDERS AND PROFESSIONAL CORPORATIONS, PROFESSIONAL 
ASSOCIATIONS AND PARTNERSHIPS WHICH ARE ENTIRELY OWNED BY HEALTH 
CARE PROVIDERS WHO CANNOT CONVENIENTLY OBTAIN MEDICAL 
PROFESSIONAL LIABILITY INSURANCE THROUGH ORDINARY METHODS AT 
RATES NOT IN EXCESS OF THOSE APPLICABLE TO SIMILARLY SITUATED 
HEALTH CARE PROVIDERS, PROFESSIONAL CORPORATIONS, PROFESSIONAL 
ASSOCIATIONS OR PARTNERSHIPS.

(B)  REQUIREMENTS.--THE JOINT UNDERWRITING ASSOCIATION SHALL 
ENSURE THAT THE MEDICAL PROFESSIONAL LIABILITY INSURANCE IT 
OFFERS DOES ALL OF THE FOLLOWING:

(1)  IS CONVENIENTLY AND EXPEDITIOUSLY AVAILABLE TO ALL 
HEALTH CARE PROVIDERS REQUIRED TO BE INSURED UNDER SECTION 
1311.

(2)  IS SUBJECT ONLY TO THE PAYMENT OR PROVISIONS FOR 
PAYMENT OF THE PREMIUM.

(3)  PROVIDES REASONABLE MEANS FOR THE HEALTH CARE 
PROVIDERS IT INSURES TO TRANSFER TO THE ORDINARY INSURANCE 
MARKET.

(4)  PROVIDES SUFFICIENT COVERAGE FOR A HEALTH CARE 
PROVIDER TO SATISFY ITS INSURANCE REQUIREMENTS UNDER SECTION 
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1311 ON REASONABLE AND NOT UNFAIRLY DISCRIMINATORY TERMS.
(5)  PERMITS A HEALTH CARE PROVIDER TO FINANCE ITS 

PREMIUM OR ALLOWS INSTALLMENT PAYMENT OF PREMIUMS SUBJECT TO 
CUSTOMARY TERMS AND CONDITIONS.

SECTION 1333.  DEFICIT.
(A)  FILING.--IN THE EVENT THE JOINT UNDERWRITING ASSOCIATION 

EXPERIENCES A DEFICIT IN ANY CALENDAR YEAR, THE BOARD OF 
DIRECTORS SHALL FILE WITH THE COMMISSIONER THE DEFICIT.

(B)  APPROVAL.--WITHIN 30 DAYS OF RECEIPT OF THE FILING, THE 
COMMISSIONER SHALL APPROVE OR DENY THE FILING. IF APPROVED, THE 
JOINT UNDERWRITING ASSOCIATION IS AUTHORIZED TO BORROW FUNDS 
SUFFICIENT TO SATISFY THE DEFICIT.

(C)  RATE FILING.--WITHIN 30 DAYS OF RECEIVING APPROVAL OF 
ITS FILING IN ACCORDANCE WITH SUBSECTION (B), THE JOINT 
UNDERWRITING ASSOCIATION SHALL FILE A RATE FILING WITH THE 
DEPARTMENT. THE COMMISSIONER SHALL APPROVE THE FILING IF THE 
PREMIUMS GENERATE SUFFICIENT INCOME FOR THE JOINT UNDERWRITING 
ASSOCIATION TO AVOID A DEFICIT DURING THE FOLLOWING 12 MONTHS 
AND TO REPAY PRINCIPAL AND INTEREST ON THE MONEY BORROWED IN 
ACCORDANCE WITH SUBSECTION (B).

SUBARTICLE D
REGULATION OF MEDICAL PROFESSIONAL

LIABILITY INSURANCE
SECTION 1341.  APPROVAL.

IN ORDER FOR AN INSURER TO ISSUE A POLICY OF MEDICAL 
PROFESSIONAL LIABILITY INSURANCE TO A HEALTH CARE PROVIDER OR TO 
A PROFESSIONAL CORPORATION, PROFESSIONAL ASSOCIATION OR 
PARTNERSHIP WHICH IS ENTIRELY OWNED BY HEALTH CARE PROVIDERS, 
THE INSURER MUST BE AUTHORIZED TO WRITE MEDICAL PROFESSIONAL 
LIABILITY INSURANCE IN ACCORDANCE WITH THE ACT OF   MAY 17, 1921   
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(P.L.682, NO.284)  , KNOWN AS THE INSURANCE COMPANY LAW OF 1921.  
SECTION 1342.  APPROVAL OF POLICIES ON "CLAIMS MADE" BASIS.

THE COMMISSIONER SHALL NOT APPROVE A MEDICAL PROFESSIONAL 
LIABILITY INSURANCE POLICY WRITTEN ON A "CLAIMS MADE" BASIS BY 
ANY INSURER DOING BUSINESS IN THIS COMMONWEALTH UNLESS THE 
INSURER SHALL GUARANTEE TO THE COMMISSIONER THE CONTINUED 
AVAILABILITY OF SUITABLE LIABILITY PROTECTION FOR A HEALTH CARE 
PROVIDER SUBSEQUENT TO THE DISCONTINUANCE OF PROFESSIONAL 
PRACTICE BY THE HEALTH CARE PROVIDER OR THE TERMINATION OF THE 
INSURANCE POLICY BY THE INSURER OR THE HEALTH CARE PROVIDER FOR 
SO LONG AS THERE IS A REASONABLE PROBABILITY OF A CLAIM FOR 
INJURY FOR WHICH THE HEALTH CARE PROVIDER MAY BE HELD LIABLE.
SECTION 1343.  REPORTS TO COMMISSIONER AND CLAIMS INFORMATION.

(A)  DUTY TO REPORT.--BY OCTOBER 15 OF EACH YEAR, BASIC 
INSURANCE COVERAGE INSURERS AND SELF-INSURED PARTICIPATING 
HEALTH CARE PROVIDERS SHALL REPORT TO THE DEPARTMENT THE CLAIMS 
INFORMATION SPECIFIED IN SUBSECTION (B).

(B)  DEPARTMENT REPORT.--SIXTY DAYS AFTER THE END OF EACH 
CALENDAR YEAR, THE DEPARTMENT SHALL PREPARE A REPORT. THE REPORT 
SHALL CONTAIN THE TOTAL AMOUNT OF CLAIMS PAID AND EXPENSES 
INCURRED DURING THE PRECEDING CALENDAR YEAR, THE TOTAL AMOUNT OF 
RESERVE SET ASIDE FOR FUTURE CLAIMS, THE DATE AND PLACE IN WHICH 
EACH CLAIM AROSE, THE AMOUNTS PAID, IF ANY, AND THE DISPOSITION 
OF EACH CLAIM, JUDGMENT OF COURT, SETTLEMENT OR OTHERWISE. FOR 
FINAL CLAIMS AT THE END OF ANY CALENDAR YEAR, THE REPORT SHALL 
INCLUDE DETAILS BY BASIC INSURANCE COVERAGE INSURERS AND SELF-
INSURED PARTICIPATING HEALTH CARE PROVIDERS OF THE AMOUNT OF 
ASSESSMENT COLLECTED, THE NUMBER OF REIMBURSEMENTS PAID AND THE 
AMOUNT OF REIMBURSEMENTS PAID.

(C)  SUBMISSION OF REPORT.--A COPY OF THE REPORT PREPARED 
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PURSUANT TO THIS SECTION SHALL BE SUBMITTED TO THE CHAIRMAN AND 
MINORITY CHAIRMAN OF THE BANKING AND INSURANCE COMMITTEE OF THE 
SENATE AND THE CHAIRMAN AND MINORITY CHAIRMAN OF THE INSURANCE 
COMMITTEE OF THE HOUSE OF REPRESENTATIVES.
SECTION 1344.  PROFESSIONAL CORPORATIONS, PROFESSIONAL 

ASSOCIATIONS AND PARTNERSHIPS.
A PROFESSIONAL CORPORATION, PROFESSIONAL ASSOCIATION OR 

PARTNERSHIP WHICH IS ENTIRELY OWNED BY HEALTH CARE PROVIDERS AND 
WHICH ELECTS TO PURCHASE BASIC INSURANCE COVERAGE IN ACCORDANCE 
WITH SECTION 1311 FROM THE JOINT UNDERWRITING ASSOCIATION OR 
FROM AN INSURER LICENSED OR APPROVED BY THE DEPARTMENT SHALL BE 
REQUIRED TO PARTICIPATE IN THE FUND AND, UPON PAYMENT OF THE 
ASSESSMENT REQUIRED BY SECTION 1312, BE ENTITLED TO COVERAGE 
FROM THE FUND.
SECTION 1345.  ACTUARIAL DATA.

(A)  STUDY.--THE FOLLOWING SHALL APPLY:
(1)  NO LATER THAN APRIL 1, 2017, EACH INSURER PROVIDING 

MEDICAL PROFESSIONAL LIABILITY INSURANCE IN THIS COMMONWEALTH 
SHALL FILE LOSS DATA AS REQUIRED BY THE COMMISSIONER. FOR 
FAILURE TO COMPLY, THE COMMISSIONER SHALL IMPOSE AN 
ADMINISTRATIVE PENALTY OF $1,000 FOR EVERY DAY THAT THIS DATA 
IS NOT PROVIDED IN ACCORDANCE WITH THIS PARAGRAPH.

(2)  AFTER THE FILING UNDER PARAGRAPH (1) AND BEFORE JULY 
2, 2017, THE COMMISSIONER SHALL COMPLETE AND PRESENT A STUDY 
REGARDING THE AVAILABILITY OF ADDITIONAL BASIC INSURANCE 
COVERAGE CAPACITY  TO THE CHAIRMAN AND MINORITY CHAIRMAN OF 
THE BANKING AND INSURANCE COMMITTEE OF THE SENATE AND TO THE 
CHAIRMAN AND MINORITY CHAIRMAN OF THE INSURANCE COMMITTEE OF 
THE HOUSE OF REPRESENTATIVES. THE STUDY SHALL INCLUDE AN 
ESTIMATE OF THE TOTAL CHANGE IN MEDICAL PROFESSIONAL 
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LIABILITY INSURANCE LOSS-COST RESULTING FROM IMPLEMENTATION 
OF THIS ACT PREPARED BY AN INDEPENDENT ACTUARY. THE FEE FOR 
THE INDEPENDENT ACTUARY SHALL BE BORNE BY THE FUND. IN 
DEVELOPING THE ESTIMATE, THE INDEPENDENT ACTUARY SHALL 
CONSIDER ALL OF THE FOLLOWING:

(I)  THE MOST RECENT CLAIM AND RATEMAKING DATA 
AVAILABLE.

(II)  ANY OTHER RELEVANT FACTORS WITHIN OR OUTSIDE 
THIS COMMONWEALTH IN ACCORDANCE WITH SOUND ACTUARIAL 
PRINCIPLES.

(B)  ADDITIONAL STUDY.--IF ADDITIONAL BASIC INSURANCE 
COVERAGE CAPACITY IS FOUND UNDER SUBSECTION (A) AND LIMITS ARE 
INCREASED UNDER SECTION 1311(D)(3), THE FOLLOWING SHALL APPLY:

(1)  THREE YEARS FOLLOWING THE INCREASE OF THE BASIC 
INSURANCE COVERAGE REQUIREMENT IN ACCORDANCE WITH SECTION 
1311(D)(3), EACH INSURER PROVIDING MEDICAL PROFESSIONAL 
LIABILITY INSURANCE IN THIS COMMONWEALTH SHALL FILE LOSS DATA 
WITH THE COMMISSIONER UPON REQUEST. FOR FAILURE TO COMPLY, 
THE COMMISSIONER SHALL IMPOSE AN ADMINISTRATIVE PENALTY OF 
$1,000 FOR EVERY DAY THAT THIS DATA IS NOT PROVIDED IN 
ACCORDANCE WITH THIS PARAGRAPH.

(2)  THREE MONTHS FOLLOWING THE REQUEST MADE UNDER 
PARAGRAPH (1), THE COMMISSIONER SHALL COMPLETE AND PRESENT A 
STUDY REGARDING THE AVAILABILITY OF ADDITIONAL BASIC 
INSURANCE COVERAGE CAPACITY TO THE CHAIRMAN AND MINORITY 
CHAIRMAN OF THE BANKING AND INSURANCE COMMITTEE OF THE SENATE 
AND TO THE CHAIRMAN AND MINORITY CHAIRMAN OF THE INSURANCE 
COMMITTEE OF THE HOUSE OF REPRESENTATIVES. THE STUDY SHALL 
INCLUDE AN ESTIMATE OF THE TOTAL CHANGE IN MEDICAL 
PROFESSIONAL LIABILITY INSURANCE LOSS-COST RESULTING FROM 
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IMPLEMENTATION OF THIS ACT PREPARED BY AN INDEPENDENT 
ACTUARY. THE FEE FOR THE INDEPENDENT ACTUARY SHALL BE BORNE 
BY THE FUND. IN DEVELOPING THE ESTIMATE, THE INDEPENDENT 
ACTUARY SHALL CONSIDER ALL OF THE FOLLOWING:

(I)  THE MOST RECENT CLAIM AND RATEMAKING DATA 
AVAILABLE.

(II)  ANY OTHER RELEVANT FACTORS WITHIN OR OUTSIDE 
THIS COMMONWEALTH IN ACCORDANCE WITH SOUND ACTUARIAL 
PRINCIPLES.

SECTION 1346.  MANDATORY REPORTING.
(A)  GENERAL PROVISIONS.--EACH MEDICAL PROFESSIONAL LIABILITY 

INSURER AND EACH SELF-INSURED HEALTH CARE PROVIDER, INCLUDING 
THE FUND ESTABLISHED BY THIS ARTICLE, WHICH MAKES PAYMENT IN 
SETTLEMENT OR IN PARTIAL SETTLEMENT OF OR IN SATISFACTION OF A 
JUDGMENT IN A MEDICAL PROFESSIONAL LIABILITY ACTION OR CLAIM 
SHALL PROVIDE TO THE APPROPRIATE LICENSURE BOARD A TRUE AND 
CORRECT COPY OF THE REPORT REQUIRED TO BE FILED WITH THE FEDERAL 
GOVERNMENT BY SECTION 421 OF THE HEALTH CARE QUALITY IMPROVEMENT 
ACT OF 1986 (PUBLIC LAW 99-660,   42 U.S.C. § 11131  ). THE COPY OF   
THE REPORT REQUIRED BY THIS SECTION SHALL BE FILED 
SIMULTANEOUSLY WITH THE REPORT REQUIRED BY SECTION 421 OF THE 
HEALTH CARE QUALITY IMPROVEMENT ACT OF 1986. THE DEPARTMENT 
SHALL MONITOR AND ENFORCE COMPLIANCE WITH THIS SECTION. THE 
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS AND THE 
LICENSURE BOARDS SHALL HAVE ACCESS TO INFORMATION PERTAINING TO 
COMPLIANCE.

(B)  IMMUNITY.--A MEDICAL PROFESSIONAL LIABILITY INSURER OR 
PERSON WHO REPORTS UNDER SUBSECTION (A) IN GOOD FAITH AND 
WITHOUT MALICE SHALL BE IMMUNE FROM CIVIL OR CRIMINAL LIABILITY 
ARISING FROM THE REPORT.
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(C)  PUBLIC INFORMATION.--INFORMATION RECEIVED UNDER THIS 
SECTION SHALL NOT BE CONSIDERED PUBLIC INFORMATION FOR THE 
PURPOSES OF THE   ACT OF FEBRUARY 14, 2008 (P.L.6, NO.3), KNOWN AS   
THE RIGHT-TO-KNOW LAW  , OR   65 PA.C.S. CH.   7 (RELATING TO OPEN   
MEETINGS) UNTIL USED IN A FORMAL DISCIPLINARY PROCEEDING.
SECTION 1347.  CANCELLATION OF INSURANCE POLICY.

A TERMINATION OF A MEDICAL PROFESSIONAL LIABILITY INSURANCE 
POLICY BY CANCELLATION, EXCEPT FOR SUSPENSION OR REVOCATION OF 
THE INSURED'S LICENSE OR FOR REASON OF NONPAYMENT OF PREMIUM, IS 
NOT EFFECTIVE AGAINST THE INSURED UNLESS NOTICE OF CANCELLATION 
WAS GIVEN WITHIN 60 DAYS AFTER THE ISSUANCE OF THE POLICY TO THE 
INSURED, AND NO CANCELLATION SHALL TAKE EFFECT UNLESS A WRITTEN 
NOTICE STATING THE REASONS FOR THE CANCELLATION AND THE DATE AND 
TIME UPON WHICH THE TERMINATION BECOMES EFFECTIVE HAS BEEN 
RECEIVED BY THE COMMISSIONER. MAILING OF THE NOTICE TO THE 
COMMISSIONER AT THE COMMISSIONER'S PRINCIPAL OFFICE ADDRESS 
SHALL CONSTITUTE NOTICE TO THE COMMISSIONER.
SECTION 1348.  REGULATIONS.

THE COMMISSIONER MAY PROMULGATE REGULATIONS TO IMPLEMENT AND 
ADMINISTER THIS ARTICLE.
SECTION 1349.  CONFLICT.

THIS ARTICLE DOES NOT AFFECT ANY OTHER STATUTORY PROVISION 
WHICH:

(1)  RELATES TO THE PARTICIPATION OF A HEALTH CARE 
PROVIDER IN THE FUND; AND

(2)  IS IN EFFECT ON THE EFFECTIVE DATE OF THIS SECTION.
SECTION 4.  REPEALS ARE AS FOLLOWS:

(1)  THE GENERAL ASSEMBLY DECLARES THAT THE REPEAL UNDER 
PARAGRAPH (2) IS NECESSARY TO EFFECTUATE THE ADDITION OF 
ARTICLE XIII OF THE ACT.
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(2)  CHAPTER 7 OF THE ACT OF MARCH 20, 2002 (P.L.154, 
NO.13), KNOWN AS THE MEDICAL CARE AVAILABILITY AND REDUCTION 
OF ERROR (MCARE) ACT, IS REPEALED.
SECTION 5.  THE ADDITION OF ARTICLE XIII OF THE ACT IS A 

CONTINUATION OF CHAPTER 7 OF THE ACT OF MARCH 20, 2002 (P.L.154, 
NO.13), KNOWN AS THE MEDICAL CARE AVAILABILITY AND REDUCTION OF 
ERROR (MCARE) ACT. EXCEPT AS OTHERWISE PROVIDED IN ARTICLE XIII 
OF THE ACT, ALL ACTIVITIES INITIATED UNDER CHAPTER 7 OF THE 
MEDICAL CARE AVAILABILITY AND REDUCTION OF ERROR (MCARE) ACT 
SHALL CONTINUE AND REMAIN IN FULL FORCE AND EFFECT AND MAY BE 
COMPLETED UNDER ARTICLE XIII OF THE ACT. RESOLUTIONS, ORDERS, 
REGULATIONS, RULES AND DECISIONS WHICH WERE MADE UNDER CHAPTER 7 
OF THE MEDICAL CARE AVAILABILITY AND REDUCTION OF ERROR (MCARE) 
ACT AND WHICH ARE IN EFFECT ON THE EFFECTIVE DATE OF THIS 
SECTION SHALL REMAIN IN FULL FORCE AND EFFECT UNTIL REVOKED, 
VACATED OR MODIFIED UNDER ARTICLE XIII OF THE ACT. CONTRACTS, 
OBLIGATIONS AND AGREEMENTS ENTERED INTO UNDER CHAPTER 7 OF THE 
MEDICAL CARE AVAILABILITY AND REDUCTION OF ERROR (MCARE) ACT ARE 
NOT AFFECTED NOR IMPAIRED BY THE REPEAL OF CHAPTER 7 OF THE 
MEDICAL CARE AVAILABILITY AND REDUCTION OF ERROR (MCARE) ACT.

Section 2.  This act shall take effect in 60 days.
SECTION 6.  THIS ACT SHALL TAKE EFFECT AS FOLLOWS:

(1)  THE FOLLOWING PROVISIONS SHALL TAKE EFFECT 
IMMEDIATELY:

(I)  THE ADDITION OF SECTION 1312(D)(1), (1.1) AND 
(1.2) OF THE ACT.

(II)  THIS SECTION.
(2)  THE REMAINDER OF THIS ACT SHALL TAKE EFFECT IN 60 

DAYS.
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